
i  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Enhancing occupational performance using the ‘LifeSkills’ program: 

Evaluation of an occupation-based group in an inpatient rehabilitation setting 

 
Mrs Kaitlyn Grace Spalding 

BOccThy, GCertG&RStud 
 
 
 

Discipline of Occupational Therapy 

School of Health Sciences and Social Work 

Griffith University 
 
 
 

Submitted in fulfilment of the requirements of the degree of Master of Philosophy 
 
 
 

August 2021 



ii  

Abstract 
 
Occupational therapists working in inpatient rehabilitation settings support people post-injury 

and illness to engage in meaningful occupations to achieve success. A common practice 

approach is using occupation-based interventions, where engaging in occupations is used as 

the therapeutic agent of change. There is a strong incentive in the current Australian 

healthcare system to develop value-based rehabilitation interventions that better enable 

patient independence and recovery. A current trend to maximise patient outcomes is the use 

of group-based interventions to enhance frequency and intensity of practise. However, 

limited research exists to support occupational therapists wishing to incorporate an 

occupation-based intervention into this group approach. Therefore, further exploration of the 

use of occupation-based groups in inpatient rehabilitation settings is warranted. 

 
The objective of this thesis was to investigate occupation-based groups in inpatient 

rehabilitation practice. This was achieved through the following aims: (1) to examine and 

map the range of occupation-based group programs used in hospital rehabilitation; (2) to 

examine the impact of the LifeSkills group in improving and maintaining instrumental 

activities of daily living skills, as measured by the examiner and as perceived by the 

participant: a) immediately post-intervention, b) at a 30-day follow-up, and c) at a 90-day 

follow-up; (3) to examine differences in outcomes from the LifeSkills group based on age or 

diagnoses; and (4) to examine the LifeSkills group through a process evaluation to determine 

active components and mechanisms for success. 

 
Three studies were conducted to explore the thesis aims. First, a scoping review was 

conducted using a recognised framework to identify 10 articles on the current length and 

breadth of the literature landscape for occupation-based groups. Second, a longitudinal 

observational cohort study recruited 31 consecutive, eligible participants of the LifeSkills 

group; 21 female and 9 men aged 35-91 years with varying neurological (16) and non- 

neurological (15) conditions. Thirty patients agreed to participate with outcomes of 

performance, satisfaction, and self-efficacy measured over four data points. Third, a process 

evaluation study was conducted alongside the cohort study with the same participants. Using 

a process evaluation framework, quantitative administrative data, patient outcome measures, 

group observations and qualitative semi-structured interviews identified essential components 

and mechanisms for group success. 
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Results from the scoping review showed that there was a paucity in the literature on 

the use of occupation-based groups which justified the longitudinal investigation into the use 

of this intervention, the impact on outcomes, and key implementation factors. These 

longitudinal outcomes demonstrated statistically and clinically significant positive changes. 

The process evaluation showed that whilst patient-related barriers of pain and fatigue were 

identified, three main factors of facilitating the shared experience, using patient-centred tasks 

to offer real-world experiences, and enabling regular and meaningful opportunities to 

practise, could be used to enable successful group implementation and patient outcomes. 

Findings from this body of research offer four contributions for clinical practice; (1) 

occupation-based groups can enable positive outcomes; (2) taking a personalised approach to 

outcome measurement provides a better understanding of change; (3) key success factors for 

occupation-based group implementation; and (4) how such groups can deliver the unique 

principles of occupation-based practice in a controlled environment. 

This thesis was driven by the clinical-based desire to find, develop and contribute the 

best available research to provide quality evidence for practice. The subsequent findings 

support the use of an occupation-based group approach to facilitate occupation-based practice 

and address occupational performance outcomes. This offers promising avenues for future 

research opportunities, particularly justifying larger, explanatory study designs to examine 

intervention effects and generalisability. In the meantime, rehabilitation clinicians are enabled 

to consider the impacts of such an approach on patient outcomes and presents justification for 

incorporating it into practice. 
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Glossary of terms used in this thesis 

Occupations: The everyday activities that people do as individuals, in families and with 

communities to occupy time and bring meaning and purpose to life. Occupations include 

things people need to, want to and are expected to do (World Federation of Occupational 

Therapists, 2020). 

Instrumental activities of daily living (IADL): Tasks that require advanced problem-solving 

skills, social skills, and more complex environmental interactions. This includes activities 

such as home management, community living, health management and safety preparedness 

(Koketsu, 2017). 

Occupational performance: An individual's dynamic experience of engaging in daily 

occupations within the environment (Baum & Edwards, 1995). 

Occupation-based practice: To use occupation as the foundation – to engage a person in 

occupation as the method used for evaluation and/or intervention. For example, using the 

performance of chosen daily life tasks that offer desirable levels of pleasure, productivity, 

and restoration, and unfold as they ordinarily do in the person’s life (Fisher, 2014). 

Occupation-based interventions: Those interventions where the occupational therapist uses 

engagement in occupation as the therapeutic agent of change (Fisher, 2014). 

Patient-centred practice: An approach to the planning, delivery, and evaluation of healthcare 

that is grounded in mutually beneficial partnerships among healthcare providers, patients, and 

families (Australian Commission on Safety and Quality in Health Care, 2011). 

Group intervention: Delivering an intervention to a group of patients at one time to improve 

health and / or functional outcomes (Hoddinott et al., 2010). 

Inpatient rehabilitation: Rehabilitation services received during a stay in a hospital, also 

referred to as hospital-based rehabilitation (Australasian Faculty of Rehabilitation Medicine, 

2017). 
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Chapter 1 

Introduction 

This thesis focuses on occupation-based group interventions in the inpatient hospital 

rehabilitation setting. Chapter 1 introduces the thesis including rationale for the topic. A 

preface to the role of occupational therapy in rehabilitation and the focus of occupation 

in the profession is provided, and the current literature of rehabilitation interventions is 

explored. The chapter concludes with the aims for the thesis and an outline of the thesis 

structure. 
 

Occupational therapy in rehabilitation 

Occupational therapy practice in rehabilitation has changed over time, founded 

on the principle that being meaningfully occupied is fundamental to well-being 

(Kielhofner, 2009). Evolving from early practices of using arts and crafts as 

occupational engagement, physical rehabilitation practice began to use these activities 

for the biomechanical rehabilitative opportunities they provided (Bissell & Mailloux, 

1981). Upon aligning itself with the tenets of medicine in the middle part of the 

twentieth century, occupational therapy practice turned to focussing on dysfunction and 

physical components of the person, resulting in a divide in practice approaches of 

professionals until the 1980’s (Turner, 2002). Some argued for a return to traditional 

recreational activity treatments to provide tangible and meaningful outcomes, whilst 

others argued against this in fear of jeopardising the profession’s scientific base and 

credibility (Green, 1989). Contemporary approaches have found a balance between 

using meaningful and purposeful occupations in adjunct to preparatory procedures that 

target the underlying physical dysfunction impacting performance (McEneany et al., 

2002). 

The Australian healthcare system is moving toward a greater emphasis on 

functional outcomes (Australasian Faculty of Rehabilitation Medicine, 2017), however 

it is important to note that there are many ways the word ‘function’ is used or implied. 

This may cause confusion in understanding an occupational therapist’s unique role in 

addressing function in a rehabilitation context. Function can describe a performance 

(i.e., functional strength and functional range of motion), an activity, capacity, position 

or role, or simply the act of doing. The unique term traditionally used by occupational 

therapists to express the complexities of function is occupational performance, defined 

as "occupational performance reflects the individual's dynamic experience of engaging 

in daily occupations within the environment" (Baum & Edwards, 1995, p. 1019). 
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Occupational therapy supports the individual at the occupational performance level, 

where the environmental supports and barriers, the individual's skills, and the 

individual's occupational demands interact (Baum & Edwards, 1995). 

In the hospital rehabilitation setting, occupational therapists address an 

individual’s occupational performance by supporting them to engage in meaningful 

occupations. Occupations within this setting are often referred to as two key areas; 

personal activities of daily living (PADL) such as bathing, dressing, feeding and 

toileting; and instrumental activities of daily living (IADL) such as home management, 

community living, health management and safety preparedness (Koketsu, 2017). 

Engagement in occupations is associated with better health outcomes across various 

diagnostic related groups (Dikmen et al., 2003; Hackett et al., 2000; Hartman-Maeir et 

al., 2007). 
 

Rehabilitation practice and interventions 

There are two main approaches to occupational therapy rehabilitation practice. 

By taking a remedial approach, heavily influenced by the medical model, therapists 

focus on training in components of skills thought necessary to achieve occupational 

performance (e.g., perceptual skills re-training, upper limb strength exercises). In an 

adaptive approach, occupational performance is achieved by providing direct training in 

occupational behaviours (e.g., preparing a meal) (Preston & Edmans, 2016). This is also 

referred to as occupation-based practice, where occupation is the foundation and 

engaging a person in occupation is the method used for evaluation and/or intervention. 

For example, using the performance of chosen daily life tasks that offer desirable levels 

of pleasure, productivity, and restoration, and allowing them to unfold as they ordinarily 

do in the person’s life (Fisher, 2014). Occupational therapists possess unique skills to 

use occupation to balance the successful production of a product (i.e., a meal or a 

laundered item) with the benefit of simply participating in the task. Consequently, 

occupation-based interventions are those where the occupational therapist uses 

engagement in occupation as the therapeutic agent of change (Fisher, 2014; Gray, 

1998).Using occupation-based interventions has traditionally been considered more 

holistic and occupationally embedded, and a more effective approach in facilitating 

occupational performance (Neistadt & Seymour, 1995).There is growing evidence in 

the use of occupation-based interventions in rehabilitation to improve health outcomes 

(Dikmen et al., 2003; Hackett et al., 2000). A recent systematic review by Powell et al. 

(2016) reviewed the effectiveness of occupation-based interventions to improve 
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occupational performance for people with traumatic brain injury. The authors found 

moderate evidence that interventions focused on patient-centred goals could improve 

occupational performance, however there was not sufficient evidence to determine 

which specific intervention setting (i.e., inpatient or community) would be most 

beneficial. 

There had previously been a focus in the literature on rehabilitation interventions 

directed towards improving occupational performance in routine, and less cognitively 

demanding PADL as they were considered predictive of long-term disability 

(Nakayama et al., 1994). More recently however, it has been suggested that the novel 

and complex problem-solving requirements of IADL are more comprehensive and 

predictive of overall occupational performance (Babulal et al., 2015). In a recent 

longitudinal study by Blomgren et al. (2018) with people seven years post-stroke, it was 

found that although the mean score for PADL (as measured by the Modified Barthel 

Index) was 100, or ‘independent’, most participants scored low and were unsatisfied 

with their IADL performance. In an observational study of complex rehabilitation 

patients, Schiavi et al. (2018) found that patients reported 25% of their occupational 

needs in hospital related to productivity and leisure problems. This supports the position 

that understanding and addressing IADL performance in rehabilitation is relevant to 

patients and could achieve more timely and effective occupational performance 

adjustment. 

There has been limited high-quality research in evaluating IADL interventions 

in an inpatient rehabilitation setting, with studies available addressing only specific 

tasks of driving and wheelchair use for community access (Wolf et al., 2015). To date, 

several systematic reviews have focussed on IADL performance in the community 

setting (Hunter & Kearney, 2018; Orellano et al., 2012) presenting moderate evidence 

for patient-centred and functional task exercise programs for improving IADL 

performance outcomes. Whilst the intervention protocols reviewed varied in design, 

none explicitly used an IADL occupation-based intervention. It was concluded that 

more rigorous research was required on the use of IADL performance as an occupation- 

based intervention rather than as an outcome. 

Another trend in rehabilitation practice is using group models to enhance the 

delivery amount and intensity of intervention (Hammond et al., 2015). More scheduled 

therapy time is associated with better outcomes in older adults who have experienced 

disabling medical events such as stroke (p<.05) and hip fracture (p< .0001) (Jette et al., 
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2005; Singh et al., 2012). Not only does group work allow more opportunities 

individuals to attend therapy but also offers psychosocial benefits that cannot be 

replicated in a one-to-one approach (Kielhofner, 2009). Groups can be a valuable 

source of social support and feedback needed by patients from others with similar 

rehabilitation experiences (Schwartzberg et al., 2008). To date, literature has focused on 

structured, scheduled therapy such as group circuit classes to improve outcomes of 

walking ability, arm function and quality of life (Lohse et al., 2014; Schneider et al., 

2016; Veerbeek et al., 2014). However, little research has explored the impact of 

occupation-based group interventions on occupational performance outcomes. In the 

mental health context, Peloquin and Ciro (2013) reported a high degree of satisfaction 

and engagement among women participating in self-development groups structured 

around leisure activities. Patterson, Fleming et al., (2017) explored the group 

programme experiences of patients with a traumatic brain injury (TBI). They reported 

positive feedback in relation to group usefulness for recovery, however there were no 

differences in perceived perceptions between the occupation-based and impairment-

based groups. Hayworth et al. (2018) presented a poster supplemental report on an 

occupation-based group, a weekly Breakfast Club, used to achieve rehabilitation 

intensity goals. No patient outcome measures were reported. This necessitates the 

further examination of the impact of occupation-based groups, especially on the unique 

experience of occupational performance. 
 

Rationale for the thesis 

In the current Australian healthcare system, there is a strong incentive to develop 

value-based rehabilitation interventions that better enable patient independence and 

enhance occupational performance (Lewis, 2019). Health policy makers are focussing 

on evidence-based approaches where greater consideration is given to the balance 

between clinically relevant outcomes and patient-reported outcomes (Verhoeven et al., 

2020). My clinical experience and practice approach at the Royal Brisbane & Women's 

Hospital (RBWH) Geriatric Assessment and Rehabilitation Unit (GARU) included the 

use of a daily patient-centred, occupation-based group intervention call the LifeSkills 

group. Founded on an evidence-based framework, the objective of the LifeSkills group 

is to use occupations as a tool for enhanced recovery, focussing on repetitive practise of 

meaningful, identified occupations to enhance overall performance in preferred IADL. 

This occupation-based group is a novel approach to incorporate the principles of 

occupation-based practice in a way that maximises frequency and intensity of practise 
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therapy for patients. This is different from usual practice in inpatient rehabilitation 

where a one-to-one patient-therapist approach is often adopted. My observations of this 

group and the subjective feedback from patients sparked my interest into exploring the 

impact of this intervention. I wanted to make sure that my work reflected value-based 

healthcare principles; creating environments and delivering outcomes and experiences 

that matter most to the patient. Using occupation-based interventions is common 

practice in this setting, however using this approach within the concept of a group is yet 

to be explored in the literature. 

Given the current focus of inpatient rehabilitation settings to enhance frequency 

and intensity of service with group-based interventions, further exploration of the use of 

occupation-based groups is warranted. It is proposed that understanding and addressing 

daily living skill performance in the rehabilitation setting can impact patient satisfaction 

and quality of care, can achieve a more timely and effective return of occupational 

performance, and potentially help address clinical service demands such as hospital 

length of stay. Furthermore, this evaluation will contribute to a growing body of 

evidence of the benefit of incorporating occupation-based activities into rehabilitation 

practice and fill a gap in understanding the impact of the use of occupation-based 

groups on occupational performance outcomes. 
 

Thesis aims 

The aims of the thesis were: 
 

1. To examine and map the range of occupation-based group programs used in 

hospital rehabilitation 

2. To examine the impact of the LifeSkills group in improving and maintaining 

IADL skills, as measured by the examiner and as perceived by the participant: a) 

immediately post-intervention, b) at a 30-day follow-up, and c) at a 90-day 

follow-up 

3. To examine differences in outcomes from the LifeSkills group based on age or 

diagnoses. 

4. To examine the LifeSkills group through a process evaluation to determine 

active components and mechanisms for success 
 

Overview of the thesis 

This is a hybrid ‘thesis by publication’ which includes a combination of 

published papers, papers submitted for publication and unpublished thesis chapters. 
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This will enable timely dissemination and clinical application of study findings into 

clinical practice. Chapters with published and submitted articles have additional 

introductions to embed them within the thesis and have been reformatted where 

necessary to enable consistency of style. A brief outline of the thesis is as follows: 

Chapter 2 presents a scoping review that used systematic searching of the 

literature to examine and map the range of occupation-based group programs in hospital 

rehabilitation. This chapter was published in the journal of Disability and 

Rehabilitation. 

Chapter 3 presents the methodology used and detailed descriptions of the study 

designs, data collection and data analysis to address the thesis aims. This is an 

unpublished chapter. 

Chapter 4 has been submitted for publication and is currently under review with 

the American Journal of Occupational Therapy. This chapter presents the findings from 

a longitudinal observational cohort study exploring the effect of the LifeSkills group on 

patient outcomes over four data points. 

Chapter 5 has been submitted for publication and is currently under review with 

the journal OTJR: Occupation, Participation and Health. It presents the findings from a 

process evaluation study where a process evaluation framework was used to explore 

active components and mechanisms for group implementation success. 

The closing chapter of the thesis, chapter 6, presents a general discussion and 

conclusion. It summarises findings of the studies in relation to the thesis aims and 

implications for clinical practice are made. The limitations of the thesis are discussed 

and recommendations for future research is presented. This is an unpublished chapter. 
 

Conclusion 

This chapter has introduced occupational therapy in rehabilitation, and the 

unique use of occupation-based practice to enhance occupational performance. The 

rationale and aims of the thesis have been outlined and a thesis overview presented. The 

following chapter presents a scoping review of the current use of occupation-based 

groups in the inpatient hospital rehabilitation setting. 
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Chapter 2 

Occupation-based groups in the inpatient hospital rehabilitation setting: A scoping 

review 

This chapter presents a scoping review of the current evidence concerning the use of 

occupation-based groups in the inpatient hospital rehabilitation setting. The chapter 

addresses thesis aim one and includes a co-authored paper. This is an Accepted 

Manuscript of an article published by Taylor & Francis in Disability and Rehabilitation 

on 15th September 2020, available online: http://wwww.tandfonline.com/ 

10.1080/09638288.2020.1813818. The bibliographic details of the co-authored paper, 

including all authors, are: 

 
Spalding, K., Gustafsson, L., & Di Tommaso, A. (2020) Occupation-based group 

programs in the inpatient hospital rehabilitation setting: A scoping review. Disability 

and Rehabilitation, 1-11. https//doi.org/10.1080/09638288.2020.1813818 

My contribution to the paper involved formulating the research proposal, data 

collection, primary categorisation and analysis of the data and dissemination under 

supervision. 

(Signed) (Date) 27.08.2021   
 

Kaitlyn Spalding 
 

(Countersigned) (Date) 27.08.2021_   
 

Corresponding author of paper and supervisor: Professor Louise Gustafsson 
 
 

(Countersigned) (Date) 27.08.2021_   
 

Corresponding author of paper and supervisor: Dr Amelia Di Tommaso 

http://wwww.tandfonline.com/
https://doi.org/10.1080/09638288.2020.1813818
https://doi.org/10.1080/09638288.2020.1813818
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Abstract 

Purpose: Occupation-based practice involves the inclusion of meaningful occupations 

in the therapeutic process and is promoted within hospital-based general rehabilitation 

contexts for individual clients or within a group setting. The purpose of this paper is to 

summarise the current literature regarding the types of occupation-based group 

programs used within general inpatient rehabilitation and the reported outcomes. 

Methods: A scoping review was conducted and included papers if they described an 

occupation-based intervention, delivered in a group setting, conducted in an inpatient 

rehabilitation hospital context, with an adult population. Studies were collated, 

summarised and key findings are presented. Results: Ten articles met inclusion criteria. 

The results indicate that occupation-based groups are used in inpatient rehabilitation 

across a variety of settings, the approach is valued by the occupational therapy 

profession, and it appears to have an influence on patient satisfaction and experience. 

However, the impact on a patient’s confidence and occupational performance outcomes 

post-inpatient rehabilitation remains unclear. Conclusions: There is a dearth of 

evidence on the impact of occupation-based group service focus in the inpatient 

rehabilitation setting. Considering the importance of occupation to the profession, 

further investigation into the use of this approach in a group setting is 

required. Keywords: occupational therapy; rehabilitation; hospital; group; activities of 

daily living; occupation. 
 

Implications for rehabilitation 

• Occupation-based groups are used in inpatient rehabilitation to achieve more 

therapy time but there is variability in group processes and outcomes measured 

• Patient-centred occupation-based groups appear to have an influence on patient 

satisfaction and experience 

• For the occupation-based groups reviewed, providing explicit links between 

patient goals, therapeutic activity and real life was important for improving 

outcomes 

• There is a growing focus for the use of occupation-based groups in occupational 
therapy and more research is needed to establish effectiveness 
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Background 

Occupational therapists in inpatient rehabilitation settings have a unique role in 

supporting people post-injury and illness through occupation-based practice; using 

meaningful occupations in the therapeutic process. Occupational therapists believe that 

engaging in meaningful and purposeful occupations influences health and wellbeing 

(Gray, 1998). Occupations within the hospital setting are often referred to as two key 

areas; personal activities of daily living (PADL) such as bathing, dressing, feeding and 

toileting; and instrumental activities of daily living (IADL) such as home management, 

community living, health management and safety preparedness (Foti & Williams 

Pedretti, 1996). Occupation-based interventions are those where engaging, adapting and 

practising the intended occupation, or daily activity, is used as the therapeutic agent of 

change (Fisher, 2014; Gray, 1998). 

Occupation-based interventions are being used and evaluated in the inpatient 

rehabilitation setting (Haslam & Beaulieu, 2007; Timmer et al., 2018). A recent Delphi 

study identified whole task practise of self-care/dressing and meal preparation were part 

of 15 commonly used interventions by inpatient rehabilitation occupational therapists 

across Australia (Timmer et al., 2015). A recent systematic review by Powell et al. 

(2016) reviewed the effectiveness of occupation-based interventions across a variety of 

settings to improve occupational performance for people with traumatic brain injury. 

The authors found moderate evidence that interventions focused on patient-centred 

goals could improve occupational performance, however there was not sufficient 

evidence to determine which specific practice setting (i.e., inpatient rehabilitation or 

community) would be most beneficial. 

Groups have been a key component of occupational therapy services throughout 

the profession’s history (Meyer & Haworth Continuing Features Submission, 1983). 

Whilst over time wider social and economic priorities influenced group structure and 

focus, addressing a patient’s needs remained at the core of service provision (Howe & 

Schwartzberg, 2001). Kielhofner (2009) described groups in occupational therapy as a 

way to address patients’ interpersonal skills in a natural context, enhance the teaching of 

skills by sharing relevant knowledge and experience, and provide a less expensive 

service than those offered on a one-to-one basis. The functional group model is one 

approach to guide occupational therapy group intervention. Here members participate in 

meaningful occupation, which is distinguished from group psychotherapy and 
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recreational activity groups where the focus is using discussion and group dynamics to 

resolve individual difficulties (Schwartzberg et al., 2008). 

Increasingly inpatient rehabilitation practice settings are using group-based 

formats in their models of care to enhance cost-effectiveness and frequency and 

intensity of service (English et al., 2017; Hammond et al., 2015). Duncombe and Howe 

(1995) completed a survey of 188 occupational therapists across America and found that 

10% of therapists reporting to use group-based interventions were from an inpatient 

rehabilitation setting. Within this survey, most respondents used a purposeful activity 

(occupation) group focus. More scheduled therapy time has been shown to be associated 

with better functional outcomes in older adults with stroke and hip fracture (Jette et al., 

2005; Singh et al., 2012). A recent scoping review by Patterson et al. (2016) found that 

brain injury rehabilitation groups focus largely on improving specific impairments such 

as upper limb function, memory, and self-awareness. To date, literature has focused on 

reporting patient outcomes from structured, scheduled impairment-based group therapy 

such as walking or arm-strength circuit classes with limited reference to the use of 

occupation-based interventions in a group setting (English et al., 2017; Lohse et al., 

2014; Schneider et al., 2016; Veerbeek et al., 2014). 

Occupational therapists use occupation-based interventions in inpatient 

rehabilitation settings, however using this approach within the concept of a group is yet 

to be explored. Given groups are a key component in occupational therapy practice, and 

with the growing focus for the use of such in inpatient rehabilitation settings, further 

exploration of the use of occupation-based groups is warranted. The objective of this 

scoping review was to identify and explore occupation-based group programs used in 

inpatient rehabilitation. 
 

Method 

A protocol for this scoping review has not been previously published. We 

conducted a scoping review based on the framework designed by Levac et al. (2010) 

which itself builds on the initial scoping review framework originally published by 

Arksey and O'Malley (2005). The scoping review framework consists of six stages: 

identifying the research question; identifying relevant studies; study selection; charting 

the data; collating, summarising, and reporting; and consultation. The six stages of the 

review process are described below. 
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Identifying the research question 

The research team established two research questions to guide the scoping 

review. 
 

1. What types of occupation-based interventions have been delivered in a group 

format in inpatient hospital rehabilitation settings? 

2. What are the reported outcomes of occupation-based group delivered 

interventions for the inpatient hospital rehabilitation population? 

Key concepts were clearly identified to provide direction and clarity in establishing the 

research questions and informed the search process. See Table 1 for full details. 
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Table 1 

Key concepts for research questions 
 

Concept Description 

Occupation-based 

intervention 

Occupation-based interventions are those where the 

occupational therapist uses engagement in occupation 

as the therapeutic agent of change, for example, 

occupational skills training (Fisher, 2014) 

Group intervention Delivering an intervention to a group of patients at 

one time to improve health and or functional outcomes 

(Althubaiti, 2016) 

Inpatient rehabilitation Rehabilitation services received during a stay in a 

hospital, also refer to hospital-based rehabilitation 

(Hoddinott et al., 2010) 

 
 

Identifying relevant studies 

The search strategy was conducted in March 2019 with consultation from a 

research librarian. The first author completed the search across five electronic databases 

of Embase, PubMed Central, OT Seeker, CINHAL and MEDLINE using Medical 

Subject Headings (MeSH), key terms and words such as occupation, group, 

intervention, hospital, and inpatient rehabilitation. All sources of information were 

considered, including published and unpublished (grey literature) primary studies as 

well as reviews. Additionally, the reference list of all identified reports and articles were 

manually searched for supplementary studies (see Appendix A). 
 

Study selection 

All qualitative, quantitative, and mixed methodology studies were reviewed. 

Eligibility criteria incorporated studies published between 1980 and March 2019. 

Further inclusion criteria included studies that (1) describe an occupation-based 

intervention, in-line with the key concept definition (Table 1); (2) delivered in a group 

setting; (3) conducted in the context of hospital based, inpatient rehabilitation; and (4) 

adults (18 years or older) in any diagnostic related group are the main (>50%) target 

population. Reasons for exclusion were if the journal article not published in English, or 
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if they were a conference abstract or dissertation paper. To enhance the methodology of 

the scoping review the authors utilised Covidence to systematically streamline the 

review process (Veritas Health Innovation, 2017). The first and second author 

separately screened all studies identified in the literature searching phase in accordance 

to the conducted above criteria. Both authors met to resolve conflicts in order to 

progress to full text review with the third author acting as mediator. The research team 

then discussed all decisions as a group and consensus had to be achieved for final study 

inclusion. 
 

Charting the data 

A data-charting form developed by the research team was used to extract data 

from selected documents. The extracted pieces of information included objectives, 

location, year of publication, criteria used to define occupation-based intervention, 

characteristics of the sample, description of the intervention, study design, outcome 

measures and results. The methodological quality of the literature was reviewed using 

the Critical Appraisal Skills Program (CASP) checklist for randomised control trials 

(RCTs), cohort studies and qualitative research. This tool has a foundational approach 

and therefore no specific scoring was calculated. It enabled the authors to critically and 

systematically consider and identify quality components of a reported study (Critical 

Appraisal Skills Programme, 2018). The information was checked and reviewed by 

each member of the research team. A group discussion and consensus on the data 

charted was achieved before moving to the next step (Hsieh & Shannon, 2005). 
 

Collating, summarising, and reporting 

Data were charted in table format to describe key characteristics pertaining to 

the research questions. Levac et al. (2010) suggested a qualitative content analysis 

approach be used to complement the descriptive data extracted. The content analysis 

was completed by first reading through the full texts of articles to identify passages of 

text that refer to occupation-based group interventions. That is, where the occupational 

therapist uses relevant occupations as their primary means to achieve goals related to 

performance in a group treatment setting. These segments of texts were then carefully 

read and inductively coded to identify basic themes across the literature. These coded 

segments of text were transferred to a spreadsheet and were reviewed and categorised 

into key practice concepts. These concepts were discussed by all members of the 

research group and agreed upon before moving to the next step. 
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Consultation 

The research team included two experienced occupational therapy academics 

and an experienced rehabilitation occupational therapist currently practicing in the field 

of group therapy. As suggested by Levac et al. (2010), consultation between the 

researchers enabled knowledge exchange and helped refine the context of the scoping 

review results. This included consideration of the variable use of the term ‘occupation’, 

‘function’ and ‘activity’ in the literature, as well as interpretation of preliminary results 

which helped shape the discussion of the study findings. 
 

Results 
 

Study selection and characteristics 

From an initial search strategy yielding 1439 articles, 225 met inclusion criteria 

by blind consensus review, with 30 articles undergoing a full text review. Twenty 

articles were excluded as they did not meet eligibility criteria or were a conference 

abstract. A total of ten articles met the criteria for inclusion. A summary of the results of 

the search strategy are outlined in Figure 1. 
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Records identified through 

database searching 
n = 11885 

 
Records identified through other 

sources 
n = 22 

 

Records after duplicates removed 
n = 1439 

 
Records screened for eligibility by 2 
party consensus (title and abstracts) 

n = 225 

 
Full text articles screened for 

eligibility 
n = 30 

 
Records excluded: did not meet 

eligibility criteria 
n = 20 

 
Records met the eligibility criteria 

for inclusion 
n = 10 

Figure 1 

Search stages and results 
 
 

 

 

 
 

 

 
 

 
Records screened for broad 

applicability 
n = 1439 

Records excluded: did not meet 
eligibility criteria, or was a 

conference abstract 
n = 195 

Records excluded: did not meet 
eligibility criteria, was a conference 
abstract or not published in English 

n = 1214 
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Of the included articles, five were observational designs, two were randomised 

control trials (RCTs) and three were qualitative studies. The characteristics of these 

studies are summarised in Table 2 and Table 3. The language used to describe 

participants varied across the literature, including ‘patient’, ‘participant’, ‘client’, 

‘respondent’ and ‘consumer’. For consistency, the authors will use the word ‘patient’ in 

this scoping review. 
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Table 2 

Summary of the nature of groups 
 
 

Study and 

country 
Participants N Facility Occupation Focus Frequency/ duration 

Group 

size 
Facilitators 

Gustafsson, L., 

& McKenna, 

K. (Australia) 

Stroke 21 Stroke 

rehabilitation unit 

Breakfast, life skills and 

community access, 

shopping 

3 groups/day until 

discharge. Unknown 

duration. 

unknown OT and OTA 

Hayward et al. 

(Australia) 

Stroke 34 General 

rehabilitation unit 

Meal preparation 

(breakfast and lunch) 

Daily until discharge. 

60-90min duration. 

unknown OT and PT 

Nilsson, I., & 

Nygård, L. 

(Sweden) 

Stroke 3 General 

rehabilitation unit 

Household activities 

(meal preparation) 

5 group sessions over 

16 days. 

Unknown duration. 

3 OT 

Patterson, F., 

Fleming, J., & 

Doig, E. 

(Australia) 

OT Cliniciansa 26 Brain injury 

rehabilitation unit 

Everyday activities 

(meal preparation) 

Not specified unknown OT, OTA, OT 

students 

Patterson, F., 

Fleming, J., & 

TBI 15 Brain injury 

rehabilitation unit 

Meal preparation 

(breakfast and lunch), 
community access 

Four groups, multiple 

times during the week. 
Unknown duration. 

unknown OT 
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Study and 

country 
Participants N Facility Occupation Focus Frequency/ duration 

Group 

size 
Facilitators 

Doig, E. 

(Australia) 

       

Patterson, F. 

et al. 

(Australia) 

TBI 35 Brain injury 

rehabilitation unit 

Meal preparation 

(breakfast and lunch), 

community access 

6 groups/week until 

discharge. 

60min duration. 

3-4 OT, OTA, OT 

students 

Timmer, A. J., 

Unsworth, C. 

A., & Browne, 

M. (Australia). 

Reconditioning 100 General 

rehabilitation unit 

Daily activities (self- 

care and household 

tasks) 

7 groups over 14 days. 

Unknown duration. 

unknown OT and OTA 

Vanderploeg, 

R. D. P., et al. 

(United States) 

TBI 360 Brain injury 

rehabilitation unit 

Household tasks, 

community access 

Daily for 60 days. 

90-150min duration 

unknown OT, PT, ST 

Zanca, J. M., 

et al. (United 

States) 

SCI 1376 6 General 

rehabilitation units 

Home management 

skills 

Not specified unknown OT 

Trahey, P. 

(United States) 

Total hip 

replacement 

55 General 

rehabilitation unit 

Self-care and household 

tasks 

Daily until discharge. 

60min duration 

unknown OT 

aReporting on a group for people with TBI 
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Table 3 

Summary of group outcomes 
 
 

Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

Gustafsson, 

L., & 

McKenna, K. 

(2010) 

Observational 

-prospective 

cohort 

Explore the patient and 

organisation 

perspective of an 

occupation-based 

program. Explore 

the impact of the 

group program on 

key stroke 

outcomes 

Unit A: occupation- 

based group 

program to 

complement 1:1 

therapy (incl. daily 

breakfast, daily life 

skills and weekly 

community 

shopping group). 

Unit B: largely 

individual therapy 

(standard care) 
with a weekly 

Clinical 

characteristics 

(MBI, NIHSS, 

Oxfordshire 

classification of 

stroke), 

Behavioural 

mapping tool, 

SIS, Self- 

Efficacy Gauge 

Unit A spent more time in OT. Both 

groups had statistically 

significant improvement on 

MBI scores but with no 

differences between groups. 

Unit A reported lower levels 

of participation, questioning 

whether the realism of 

program was 

counterproductive to the 

participant’s psychological 

status 



20  

 
 
 

Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

   recreational 

cooking group 

  

Hayward et 

al. (2013) 

Observational 

-prospective 

cohort 

Quantify dose and 

content of UL 

therapy provided 

to stroke 

survivors with 

severe UL 

disability. 

Evaluate the 

influence of 

some compared 

to no residual 

UL movement 

on dose of UL 

therapy 

Individual and group PT 

and OT sessions up 

to 5 days per week 

including UL 

group, breakfast 

group, lunch group 

and balance group 

Daily log of all UL 

therapy over 

20 weekdays: 

Dose of 

therapy, 

Frequency of 

sessions. 

Description of 

content 

55% attended an occupation-based 

group (lunch, breakfast 

group). Group therapy was 

more often administered by 

OT (86%). Participants with 

either no residual UL 

movement (MAS=0); or some 

residual UL movement 

(MAS>0) received 

significantly greater number 

of group sessions during OT 

(mean 2.6). No comparisons 

were made between 

impairment- vs activity- 

related content of group 
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Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

     therapy due to insufficient 

data 

Nilsson, I., & 

Nygård, L. 

(2003) 

Qualitative 

design 

Describe patient 

experiences of 

participating in 

group activities as 

part of an OT 

programme 

5 sessions over 16 days, 

following the same 

structure. Based on 

individual goals 

with session 

themes inspired by 

OT theory 

Face-to-face semi- 

structured 

interviews 

Themes described experiences of 

pleasure and motivation, 

supportive conditions that 

promoted learning, gaining 

new insights and perspectives 

of abilities 

Patterson, F., 

Fleming, J., 

& Doig, E. 

(2017) 

Qualitative 

design 

Explore clinician’s 

experiences 

facilitating 

inpatient OT 

groups with 

patients following 
TBI 

A well-established OT 

group programme 

across multiple 

clinical sub-acute 

settings, including 

impairment- and 

Focus groups Themes described the importance 

of 'real world' social 

interaction opportunities, 

careful patient selection and 

planning, being patient 

centred and using individual 

goals to guide therapy 
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Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

   activity-focused 

content 

  

Patterson, F., 

Fleming, J., 

& Doig, E. 

(2019) 

Qualitative 

design 

Explore experiences of 

patients with a 

TBI participating 

in inpatient OT 

rehab groups 

Task-focussed activity 

groups based on 

individual goals 

(not a support or 

education group). 

Program 

underpinned by 

theory and 

current evidence 

Face-to-face semi- 

structured 

interviews 

Themes described feeling normal, 

comfortable, and connected, 

learning by doing, seeing, and 

sharing, importance of 

understanding group purpose 

and the positive role of group 

facilitator 

Patterson, F. 

et al. (2017) 

Observational 

cross- 

sectional 

study 

Describe the OT group 

programme at an 

inpatient brain 

injury rehab. 

Evaluate the 

programme 

Task-focussed activity 

groups based on 

individual goals. 

Activity/participa 

tion based (meal 
preparation and 

4-point Likert scale 

survey 

More than 85% strongly agreed that 

all groups were enjoyable, 

specific to needs, provided 

opportunities for feedback, 

to work with others and 

practise skills. No 
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Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

  using consumer 

feedback 

community 

access) and 

impairment-based 

(cognition and 

upper limb). 

Program 

underpinned by 

theory 

 significant differences in 

responses to any items 

between occupation-based 

and impairment groups 

Timmer, A. 

J., Unsworth, 

C. A., & 

Browne, M. 

(2018). 

RCT Compare the effects of 

typical care vs a 

specific activity 

pacing program 

for deconditioned 

older adults during 

inpatient 

rehabilitation 

Control: standard care 

which included 

basic activity 

pacing education. 

Intervention: standard 

care and 

participation in a 

specific activity 
pacing group 

AusTOMs-OT, SF- 

36, Self- 

Efficacy Gauge, 

Activity Pacing 

Assessment 

At discharge both groups made 

statistically significant 

improvements on the 

AusTOMs-OT. The 

intervention group made a 

larger mean difference, more 

than the minimal clinical 

important difference, however 

not statistically significant. 
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Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

   provided in a 

standard format. 

 This was not maintained at 

follow-up. No statistically 

significant interaction on 

other measures 

Vanderploeg, 

R. D. P., et 

al. (2008) 

RCT Compare the efficacy of 

2 TBI rehab 

approaches on 1- 

year functioning 

Cognitive-didactic: 1:1 

explicit learning 

and cognitive 

abilities 

(impairment 

based). 

Functional- 

experiential: 

group based 

procedural 

learning 

occurring in real 

Functional 

independence 

(requiring 

<3hrs of 

assistance/ 

week), paid 

employment 

or school 

enrolment 

status, FIM, 

Disability 

Rating Score, 
QoL, life 

No statistically significant 

differences between groups. 

All demonstrated 

improvement with no 

adverse effects. Exploratory 

analysis found that older 

participants (>30) and those 

with higher education in the 

functional group had a 

higher rate of returning to 

work/school. In contrast, 

younger participants (<30) 

in the cognitive group had a 
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Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

   life performance 

situations 

satisfaction 

and marital 

status. 

higher rate of returning to 

work/school. 

Zanca, J. M., 

et al. (2013) 

Observational 

-prospective 

cohort 

Describe the extent and 

nature of group 

therapy provided 

in inpatient rehab 

for individuals 

with SCI. 

Groups run by MDT. 

Home 

management 

skills was only 

occupation-based 

group 

documented in 

study. 

Nature of treatment 

session 

(individual vs 

group), types of 

activity, activity 

time, patient’s 

level and 

completeness of 

injury, clinician 

experience 

index 

Majority of therapy is delivered in 

individual treatment 

sessions. Home 

management group = mean 

0.7 total hours spent (10th 

least used out of 12 groups). 

81% of patients received 

some type of OT group 

therapy and 25% of patient 

sessions were delivered in 

group therapy. Clinicians 

reported to use groups to 

maximise therapy time if 
individual sessions missed. 



26  

 
 
 

Study and 

year 

Design Objectives Description of 

intervention 

Primary outcome 

measure(s) 

Results 

Trahey, P. 

(1991) 

Observational 

-retrospective 

cohort 

Determine the 

difference in 

patient outcomes 

and personnel 

costs between two 

types of OT 

services for the 

patient with a total 

hip replacement 

Service 1: usual care 

(individual 

therapy). Service 

2: participation in 

a functional 

group, usual care 

as required 

Full, partial or no 

achievement of 

4 outcome 

goals (protocol 

developed by 

staff), service 

provision costs 

per patient. 

Nil significant difference in goal 

achievement between two 

groups. Participation in 

daily functional group had 

direct labour costs approx. 

one third less than usual 

care. 
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The nature of groups 

To answer the first research question, the authors summarised the nature of 

occupation-based group interventions in inpatient hospital rehabilitation, highlighting 

group focus, delivery methods, participant populations and settings. This information is 

presented in Table 2. 

All ten studies described groups that had an occupational focus on instrumental 

activities of daily living, specifically life skills/home management/household tasks (5), 

community access (4), breakfast (4), lunch (3), general meal preparation (2), shopping 

(2) and budgeting (1). Only one study described using self-care as an occupational focus 

for the group activity (Timmer et al., 2018). 

There was variety in the delivery of groups across the ten studies. Frequency 

varied from one group per week to up to six groups, with an average duration of 60 

minutes. Group participant size was difficult to describe as six of the ten studies did not 

specify this feature. All groups were either run by an occupational therapist alone, or 

with support from an occupational therapy assistant or occupational therapy students. 

The study’s by Vanderploeg et al. (2008) and Hayward et al. (2013) described groups 

run by other members of the multidisciplinary team for a comparison of service 

delivery. 

Participant populations and settings varied across the ten studies. TBI (3) and 

stroke (3) were the most common, followed by reconditioning (1), total hip replacement 

(1), occupational therapy clinicians (1) and spinal cord injury (1). Five studies were set 

in a general rehabilitation unit, four set in specialist brain injury and one in specialist 

stroke. Six of the studies were located and published in Australia, three in the United 

States of America and one in Sweden. 
 
Group outcomes 

To answer the second research question, the authors identified outcomes of 

occupation-based group interventions in the inpatient hospital setting, including the 

patient experience, goal achievement, functional ability, self-efficacy and group dose 

and content. These are synthesised in Table 3. A variety of standardised and non- 

standardised measures were used to explore both qualitative and quantitative content. 

Only one paper in this review reported on cost analysis and found that a daily functional 

group in a general rehabilitation unit had direct labour costs of approximately one third 

less than usual care (Trahey, 1991). 
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Patient and clinician satisfaction, perceptions, and experiences 

Satisfaction, perceptions, and experiences were discussed with three papers 

focussing on the patient perspective, and one on the clinician perspective. Patient 

satisfaction was explored following participation in a TBI inpatient group program. 

More than 85% of patients strongly agreed that all groups allowed opportunities to 

practise skills, were enjoyable and specific to their needs. There were no significant 

differences in perceptions between occupation-based groups and impairment groups 

reported (Patterson, Fleming et al., 2017). In another qualitative study using the same 

participant cohort, the patient experience of group participation was explored. Themes 

of feeling normal and comfortable, and learning by doing and sharing were discussed. 

These positive reflections suggest that these groups are relevant to participants and 

worthy of engaging in during their time in hospital (Patterson et al., 2019). The patient 

experience was also explored in a study of an inpatient rehabilitation group activity 

program following a stroke. Participants described themes of pleasure, motivation and 

conditions that promoted learning and gaining new insights to their abilities. This 

fostered environment of change was suggested as fundamental in supporting group 

outcomes of participation in daily activities (Nilsson & Nygård, 2003). One paper 

investigated organisational perspectives. Clinician’s experiences facilitating inpatient 

groups for the TBI population were explored and found strong themes around the 

importance of offering ‘real world’ opportunities, careful planning, and goal-driven 

therapy (Patterson, Fleming, & Doig, 2017). 
 

Goal achievement 

Goal achievement using non-standardised outcome measures was discussed in 

two studies. One study explored the effectiveness of an IADL functional group 

compared to usual care for total hip replacements. The author’s found no significant 

differences between groups with all participants achieving partial to full goal 

achievement (Trahey, 1991). The second study, a RCT, measured goal achievement 

regarding functional independence and return to work/study for participants with a TBI 

who underwent a functional or cognitive rehabilitation group (Vanderploeg et al., 

2008). Whilst both groups demonstrated improvement, exploratory analysis found that 

participants over 30 and those with a higher education had a higher success rate of 

returning to work/school if they were in the functional group. 
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Functional performance and functional abilities 

Functional performance and functional abilities were measured in three studies. 

One study, a RCT, used the AusTOMs-OT and Short Form-36 Health Survey (SF-36) to 

measure global functioning when comparing an occupation-based activity pacing 

program to usual care. Only a small difference in the activity limitation scale of the 

AusTOMs supportive of the intervention group was found with no significant 

interaction found on the SF-36 (Timmer et al., 2018). The authors contributed the null 

result to the analogous treatment content of both groups. A second study used the 

Stroke Impact Scale (SIS) and Modified Barthel Index (MBI) to explore the impact of 

an occupation-based group program for participants with a mild stroke undergoing 

inpatient rehabilitation. Statistically significant functional performance improvements 

on the MBI were found for both groups. Interestingly, at one month follow-up 

participants in the occupation-based groups reported lower levels of social participation 

and overall stroke recovery on the SIS, with the authors suggesting that this population 

may have higher recovery expectations and may be more critical of their outcomes 

(Gustafsson & McKenna, 2010). A third study compared a functional and cognitive 

treatment group for TBI rehabilitation and used the Functional Independence Measure 

(FIM) and Disability Rating Scale as secondary outcome measures of functional ability. 

No significant difference between groups were found (Vanderploeg et al., 2008). 
 

Self-efficacy 

Self-efficacy was reported in three studies. Non-standardised self-reported 

measures were used in studies previously discussed by Vanderploeg et al. (2008) and 

Timmer et al. (2018) with no statistically significant interaction between groups found 

for self-efficacy. The third study by Gustafsson and McKenna (2010) used the 

standardised Self-Efficacy Gauge and found lower than expected scores at one-month 

follow-up for participants in the occupation-based group. The author’s questioned 

whether the realism of the group program overstated expectations and enhanced 

concerns about returning to pre-stroke status. 
 

Group dose and content delivery 

The dose and content of occupation-based groups delivered in inpatient 

rehabilitation was measured in two studies. An observational study of a general 

rehabilitation unit found that 55% of patients with severe upper limb disability after 

stroke attended an occupation-based group during their admission (breakfast and lunch 

group) and groups were more often administered by an occupational therapist. No 
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comparisons were made between impairment- vs occupation-related content of groups 

due to insufficiency of data (Hayward et al., 2013). A second observational study of a 

spinal cord injury inpatient rehabilitation unit found that 81% of patients received some 

type of occupational therapy group therapy. From this only one occupation-based group 

was described (Home Management) and patients only participated in this an average of 

0.7 hours across their admission (Zanca et al., 2013). 
 
Thematic review of occupation-based group practices 

A qualitative content analysis was undertaken to complement and add depth to 

the descriptive data (Levac et al., 2010) and four key themes emerged from the selected 

studies. 
 

Skill development through occupation 

The studies emphasised that learning through doing is important for skill 

development. Engagement in everyday occupations, prior to discharge from hospital, 

increased participant awareness by being confronted with new skills. Participating in 

meaningful occupation by doing was a significant part of the overall experience for 

study participants. Meaningful occupations according to Nilsson and Nygård (2003) 

were activities that promoted experiences of being creative, pleasurable, and 

challenging, and based on an individual’s goals and needs. They described participants’ 

reflections on gaining new insights from occupation participation for example, “It was 

very useful. Now I know that I am able to wash the dishes, slice bread and butter a 

sandwich, that I can do it with one hand as well, it’s a piece of cake” (p.112). Skill 

development can be further facilitated by incorporating real-life activity and natural 

environments in their group settings (Zanca et al., 2013). Participants in the study by 

Patterson et al. (2019) described how occupation-based groups provided opportunities 

to link the doing of activities with increased confidence, “Just those tasks that you 

haven’t done for a while… it’s just good to have that situation where you are, it comes 

back… you realise it’s like riding a bike” (p. 151). Similarly, Patterson, Fleming and 

Doig (2017) discussed that the use of meaningful functional activities, that is activities 

identified as important to the individual, improved motivation of group participants. 

Engaging in practise of meaningful occupations in a group setting appears to influence 

skill development. 
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Patient-centred care 

Patient-centred care was used when developing and implementing the groups 

programmes in seven studies. The use of individual patient-centred goals as the purpose 

for group activities was important (Nilsson & Nygård, 2003; Patterson, Fleming, & 

Doig, 2017; Patterson, Fleming, et al., 2017; Timmer et al., 2018). Goals were used to 

direct and challenge performance as well as improve participation. Clear and consistent 

goals were important for activity engagement with one participant emphasising “making 

sure that people know why they’re here and doing things” (Patterson et al., 2019, p. 

152). Recognising and applying person factors, including functional abilities, shaped 

group delivery and outcomes. Patterns of group therapy varied among spinal cord injury 

subgroups in a manner consistent with functional expectations (Zanca et al., 2013) and 

study participants with a severe upper limb disability received a greater dose of 

impairment therapy as compared to activity-related therapy (Hayward et al., 2013). 

Patient collaboration when selecting the mix of functional abilities of group members 

was important for the efficiency of group performance. Well-formed groups naturally 

facilitate peer support and social engagement, and the studies highlighted the positive 

influence this has on motivation, adjustment to injury and transference of skills beyond 

group setting (Nilsson & Nygård, 2003; Patterson et al., 2019). The application of 

patient-centred care was apparent when developing and implementing occupation-based 

groups. 
 

Research evidence and professional theory 

The studies described group treatment based on research evidence and 

profession-specific theory. Diagnostic-specific literature such as for TBI, stroke, chronic 

disease and spinal cord injury was used as a foundation for therapeutic activity 

(Gustafsson & McKenna, 2010; Hayward et al., 2013; Patterson, Fleming, et al., 2017; 

Timmer et al., 2018; Vanderploeg et al., 2008; Zanca et al., 2013). The use of 

theoretical practice models such as the Model of Human Occupation (Nilsson & 

Nygård, 2003) and the Person-Environment-Occupation model (Patterson, Fleming, et 

al., 2017) were highlighted as key frameworks for group programmes. Five studies 

reflected that groups were a core component of occupational therapy practice history 

and this professional identity influences group service delivery across different clinical 

and research settings (Nilsson & Nygård, 2003; Patterson, Fleming, & Doig, 2017; 

Patterson et al., 2019; Patterson, Fleming, et al., 2017; Trahey, 1991). In general, the 

use of groups as a service delivery model was considered a viable way to translate 
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evidence into practice to meet current guidelines and standards (Hayward et al., 2013; 

Zanca et al., 2013). 
 

Group planning and implementation 

Six studies highlighted that group planning and implementation was important 

to service delivery. Groups allow more patients to be seen by fewer staff members, 

which can reduce waiting times for services and reduce cost of care (Timmer et al., 

2018; Trahey, 1991). Collaborative planning with staff and group members allowed the 

selection of the right group mix to ensure positive group dynamics. This also extended 

to planning a good fit within the physical environment, understanding the impact of 

noise levels, workspaces, and equipment (Patterson, Fleming, & Doig, 2017). 

Implementation approaches varied in the literature. Three studies used a standardised 

approach and resources for group delivery to ensure consistency of care (Nilsson & 

Nygård, 2003; Timmer et al., 2018; Trahey, 1991). In contrast, a TBI group program 

discussed across two studies deliberately did not use manuals or scripted content to 

ensure individualised goals were addressed (Patterson, Fleming, & Doig, 2017; 

Patterson, Fleming, et al., 2017). Having a designated, experienced facilitator was 

important for effective service delivery to both participants and clinicians (Nilsson & 

Nygård, 2003; Patterson et al., 2019). Thoughtful group planning and implementation 

is important to services, however the most effective approach for patient outcomes is 

unknown. 
 
Discussion 

This scoping review was conducted to identify the types and outcomes of 

occupation-based groups programs within general inpatient rehabilitation. Ten articles 

met the inclusion criteria. It is important to note that the level evidence for these studies 

was variable therefore generalisable conclusions are difficult to make. The two RCT’s 

reported satisfactory internal validity with random allocation, blinded observers, and 

low attrition rates, however the clinical impact of the intervention was negatively 

influenced by using non-standardised outcome measures that lacked specificity. For 

example, in one study, the participants were dichotomously reported if they returned to 

work or not. The quality and quantity of this outcome was not reported which could 

have a significant impact on translating these results into clinical contexts (Vanderploeg 

et al., 2008). Non-standardised outcome measures were also used in four of the five 

observational studies, making it difficult to assume that the measured outcomes are a 

true reflection (Hayward et al., 2013; Patterson, Fleming, et al., 2017; Trahey, 1991; 
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Zanca et al., 2013). For six studies, small sample sizes of 35 participants or less, as well 

as singular data collection sites also impacted the size of the therapy effect (Gustafsson 

& McKenna, 2010; Hayward et al., 2013; Nilsson & Nygård, 2003; Patterson, Fleming, 

& Doig, 2017; Patterson et al., 2019; Patterson, Fleming, et al., 2017). Lastly, whilst all 

studies focused on the rehabilitation context, population heterogeneity between studies 

was obvious therefore influencing generalisability of the results. 

In response to the first research question, this review found that occupation- 

based groups are used in inpatient rehabilitation but there is variability in the group 

processes. Group intervention differed in frequency, dosage, design, and content 

delivery. Group size varied with majority of studies not reporting this feature. Some 

groups were run every day, others only weekly. Some used a standardised approach to 

content delivery, whereas others deliberately did not use manuals or scripts. A finding 

from this review was that group processes are important to services however the impact 

on patient outcomes is unknown. Further group process evaluations to understand the 

wider impact of group methods would be beneficial. 

As anticipated, the occupation-based groups were all facilitated by an 

occupational therapist. Occupation is a central component to occupational therapy 

philosophy and the use of an occupation-based approach in rehabilitation has been 

discussed in the literature (Law et al., 2002; Skubik-Peplaski et al., 2017). As a 

carefully structured treatment modality, using occupation as means can be the perfect 

avenue for establishing more generalizable skills (Trombly, 1995). Most interventions 

focused on occupations of instrumental activities of daily living (IADL) (e.g., 

community access, home management, meal preparation) with just one study using 

personal activities of daily living (PADL) as the focus of the occupation-based group. 

This is interesting as contemporary literature in rehabilitation has focussed on 

interventions directed towards improving PADL function (Gray, 1998; Legg et al., 

2017). This also could be reflective of a move towards more person-centred care where 

therapy is looking beyond self-care and towards other more broader activities of daily 

living relevant to the person. 

Person-centred care, also referred to as patient-centred care is respectful of and 

responsive to patient’s needs, values and preferences which guide clinical decisions 

(Institute of Medicine Committee on Quality of Health Care in America, 2001). It 

should be noted that there are many ways this concept is used or implied, and it is 

important for clinicians and researchers to acknowledge the definition in relation to their 
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service. In this case, it is the act of putting people at the centre of the health system and 

empowering them to participate in the change of their health (World Health 

Organisation, 2019). In occupation-based group therapy, the perspectives, function and 

needs of each patient was important (Hayward et al., 2013; Patterson, Fleming, & Doig, 

2017; Zanca et al., 2013) as was the importance of using patient-centred goals. Goals 

were used as outcome measures (Timmer et al., 2018; Trahey, 1991) and whilst no 

statistically significant differences were found between intervention and control group, 

participants achieved their goals at the same rate. Goals were also used to guide 

intervention structure and purpose. They helped to direct and challenge performance as 

well as improve participation (Nilsson & Nygård, 2003; Patterson, Fleming, & Doig, 

2017; Timmer et al., 2018). Goal setting is a fundamental part of rehabilitation practice. 

Evidence suggests that goal planning can influence patient adherence to treatment 

regimens and in some contexts prescribed, specific, challenging goals can improve 

immediate patient performance (Levack et al., 2006; Rose et al., 2017; Rosewilliam et 

al., 2011; Scobbie et al., 2011). For the occupation-based groups in this scoping review, 

providing explicit links between patient goals, therapeutic activity and real life was 

important for improving outcomes. This is consistent with findings that the use of 

individuals’ goals facilitates engagement and participation not only in therapy, but an 

increased awareness of ability in activities outside of the treatment context 

(Rosewilliam et al., 2011). 

Another commonality was that all studies described group treatment based on 

research evidence and theoretical frameworks. Evidence-based practice is an important 

aspect of healthcare and involves the integration of the best research evidence with 

clinical expertise, practice context and the patient's values and circumstances 

(Hoffmann et al., 2017). The use of groups as a service delivery model was another way 

the reviewed studies translated evidence into practice. Groups models are commonly 

used in rehabilitation settings to enhance the amount and intensity of service delivery. 

Evidence has shown that older adults have experienced better functional outcomes 

associated with more structured therapy time (Hammond et al., 2015; Jette et al., 2005; 

Singh et al., 2012). To date, group models such as circuit classes focussing on body 

structure and impairment outcomes have dominated the literature landscape (Lohse et 

al., 2014; Schneider et al., 2016; Veerbeek et al., 2014). From this scoping review, 

therapists appear to be using occupation-based groups to achieve more therapy time and 

further investigation into that impact on performance outcomes is required. 
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In answering the second question regarding outcomes of occupation-based 

groups, the review found that several of the studies only discussed effectiveness of 

group formation and delivery as opposed to participant outcomes. Schwartzberg et al. 

(2008) noted that “most research deals with how to do groups, how to achieve the best 

results, and how to manipulate the variables in group practice” (p. 38). Some 

occupational therapists find it challenging implementing occupation-based outcome 

measures into practice (Asaba et al., 2017). Reasons for this include having limited 

clinically meaningful applications, limited availability, and difficulty in accessing 

standardised instruments (Duncan & Murray, 2012; Stapleton & McBrearty, 2009). 

Only three studies in this review used standardised functional outcome measures and 

inconsistent evidence was reported. The Stroke Impact Scale was used by Gustafsson 

and McKenna (2010). Whilst a comprehensive functional measure, researchers have 

found inherent issues that data can often change in an unexpected direction as people 

become more aware of the impact of their abilities on occupational performance 

(Gustafsson & McKenna, 2010). This could suggest that when a person is given the 

opportunity to perform a task their self-awareness can change. In healthcare settings 

where this opportunity is not available, a person may not consider these challenges and 

subsequent complications until they complete and experience this at home. Self-care 

measures of the MBI and FIM were used by Gustafsson and McKenna (2010) and 

Vanderploeg et al. (2008) respectively to comment on functional performance. Given 

the focus of groups on instrumental activities of daily living, the use of a self-care rating 

scale appears counterintuitive. It could be suggested that these assessments were 

included as they represent the earlier, and common, rehabilitation intervention focus on 

self-care. They are also a recognised way of describing participant group demographics 

to imply limitations after the stroke (Gray, 1998). Given the variability of functional 

outcome measures in the reviewed studies, the impact of this intervention, particularly 

on a participant’s confidence and functional performance outcomes remains unclear. 

More research on the measurement of self-efficacy and occupational performance for 

this intervention is needed. 

Occupation-based groups appear to have an influence on patient satisfaction and 

experience. Five studies used self-reported outcomes measures to report patient’s 

opinions that groups allowed positive opportunities to practise skills, were enjoyable 

and specific to needs. Groups are a natural context for addressing patients’ interpersonal 

problems and groups can be a source of social support and feedback needed by patients 
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(Schwartzberg et al., 2008). Whilst self-reporting data is valuable in obtaining subjects’ 

perspectives and opinions, recall bias can underestimate or overestimate the true effect 

or association of the intervention (Althubaiti, 2016). Participation in an occupation- 

based group appears to have an effect on self-reported measures of patient satisfaction 

and experience, but further research is required to determine true effect. 

Rehabilitation settings are using group-based formats in their models of care to 

enhance frequency and intensity of service (English et al., 2017; Hammond et al., 

2015). Increased access to activity for therapeutic and economic values was a common 

reason for utilising groups in several studies of this scoping review. Only Trahey (1991) 

formally evaluated cost effectiveness and found the occupation-based group more cost 

effective than the one-to-one intervention with no significant differences in clinical 

outcomes. Occupation-based groups may be resource-effective but further research is 

required. 

Occupation-based groups enable more opportunities to practise and engage in 

meaningful occupations. A common conviction carried by the occupational therapy 

profession is that being meaningfully occupied is fundamental to well-being 

(Kielhofner, 2009) and engagement in these activities is a key therapeutic tool for 

therapists. Meaningful occupations were reported to improve motivation and 

engagement of group participants (Patterson, Fleming, & Doig, 2017). Others discussed 

that the actual doing of meaningful occupations was a significant part of their overall 

therapy experience (Nilsson & Nygård, 2003). Whilst participating in meaningful 

occupations appears to have an influence on the patient experience, the impact of this 

practice approach on patient’s level of participation in occupations after discharge is not 

well known. Only two articles in this scoping review followed up participants level of 

activity participation after hospital discharge at one month (Gustafsson & McKenna, 

2010) and three months (Timmer et al., 2018). Due to small, heterogeneous samples 

and varying measurement tools used in these two studies, no clear outcome can be 

determined. Further investigations on participation and engagement in occupation 

beyond the group setting is required. 
 
Implications for rehabilitation practice 

Current literature and occupational therapy professional history report the use of 

groups in inpatient rehabilitation as a key treatment modality across a variety of clinical 

settings. However, the results of this scoping review present a dearth of evidence to 
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appropriately comment on the impact of an occupation-based group treatment focus in 

inpatient rehabilitation. The popularity of using such groups for time and resource 

efficiency makes it relevant to explore how occupational therapists’ structure and 

implement this intervention whilst honouring the principles of patient-centredness and 

the individualised nature of occupation-based practice. Further research is needed to 

understand the impact of this treatment approach in order to achieve maximal 

occupational performance outcomes for people in rehabilitation and to support advocacy 

for access to occupational therapy services. Several gaps in the literature for inpatient 

rehabilitation occupation-based groups are identified for further review including an 

understanding of short- and long-term participant outcomes, specifically occupational 

participation and functional performance, satisfaction, and confidence; the impact of the 

structure and implementation of group processes on patient outcomes; and the economic 

impact of this group program in comparison to other treatment modalities. 
 
Limitations 

This review is limited by the small number of studies, incomplete reporting of 

intervention details, and the small and heterogeneous samples. It is important to note 

that a scoping review does not require the authors to complete an in-depth analysis of 

the quality of the studies, but rather provide an overview of the literature and key 

themes within. As such, the conclusions are subject to bias and should be interpreted 

with caution. 
 
Conclusion 

This scoping review found that that occupation-based groups are used in 

inpatient rehabilitation across a variety of settings with varying outcomes reported. 

Limited high-quality evidence exists to demonstrate the effectiveness of this 

intervention. The review did highlight that the approach is valued to the occupational 

therapy profession, the use of a patient-centred goal-based approach is important and it 

appears to have an influence on patient satisfaction and experience. However, the 

impact on a participant’s confidence and occupational performance outcomes post- 

inpatient rehabilitation remains unclear. Considering occupation is the building block of 

the profession, further investigation into the use of this intervention is required. 
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Chapter 3 

Methodology 

This chapter presents a detailed description of the methodology of the remaining studies 

of this thesis. The series of studies outlined in this chapter intend to address thesis aims 

two, three and four. This is an unpublished chapter. 
 

Aims 

The aims of the series of studies described in this section are related to thesis 

aims two, three and four: 
 

2. To examine the impact of the LifeSkills group in improving and maintaining 

IADL skills, as measured by the examiner and as perceived by the participant: a) 

immediately post-intervention, b) at a 30-day follow-up, and c) at a 90-day 

follow-up 

3. To examine differences in outcomes from the LifeSkills group based on age or 

diagnoses 

4. To examine the LifeSkills group through a process evaluation to determine 

active components and mechanisms for success 
 

It was hypothesised by the research team that participants of the LifeSkills group 

would perceive an improvement in and satisfaction of performance of daily life skills 

post-intervention and maintain this level at follow-up. In relation to group process, it 

was hypothesised that there would be a positive correlation between the amount of 

participation, including the number of times attending the group and level of active 

engagement, the number of tasks a participant completes and the level of satisfaction 

and performance of daily living skills. 

It was anticipated that the outcome of this research would provide a 

comprehensive evaluation of the LifeSkills group intervention, with quantitative and 

qualitative data to describe the impact this group has on inpatient rehabilitation patient 

outcomes. It was envisioned that the results could contribute widely to professional 

knowledge translation of how occupational therapists can incorporate occupation-based 

activities into rehabilitation practice. 
 
Ethical considerations 

Ethical approval was obtained from the Royal Brisbane and Women’s Hospital 

(RBWH) Human Research Ethics Committee on the 10th June 2019 
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(LNR/2019/QRBW/53152). In addition to this, ethical approval and clearance was 

obtained from Griffith University Human Research Ethics Committee on the 20th June 

2019 (GU Ref No: 2019/498). Refer to Appendix B for ethical approval documents. 

The acquisition of Site Specific Authorisation through a student standard 

agreement with Metro North Hospital and Health Service, acting through the RBWH 

and Griffith University was received on the 13th November 2019 

(SSA/2019/QRBW/53152 (Nov ver 1)). Refer to Appendix C. 

Safeguards were put in place to protect confidentiality and anonymity of all 

study participants. Participants were de-identified. Information was stored on coded 

hard and digital copies stored in locked filing cabinets in the RBWH Geriatric and 

Rehabilitation Unit (GARU) Occupational Therapy office and on a password protected 

digital server during the project. Principles of confidentiality in the therapist-patient 

relationships applied for all participants throughout the intervention. The results 

obtained from this research were only sought for publication in reputable, peer-reviewed 

journals with no identifiable information reported. 
 

Design 

A mixed method research design was chosen to underpin the studies described 

in this section of the thesis. As described by Creswell and Clark (2011) “the use of 

quantitative and qualitative approaches in combination provides a better understanding 

of research problems than either approach alone” (p. 5). Mixed methods offer strengths 

that offset the limitations of separately applied quantitative and qualitative research 

methods. It also encourages the collection of more comprehensive evidence for study 

problems and can help answer questions that quantitative or qualitative methods alone 

cannot answer (Creswell & Clark, 2011). For this research, quantitative components 

were used to formulate facts and uncover patterns for generalising results to a clinical 

setting. The qualitative component used an inductive analytical approach, as is often 

used in smaller scale investigations, to capture themes within subjective perceptions to 

inform clinical understanding (Thorne et al., 2004). 

Often mixed method research is associated with the pragmatist paradigm, where 

researchers consider that the research question drives the inquiry and that the question is 

more important than the method (Polit & Beck, 2017). Therefore, mixed method studies 

are more commonly being used in clinically driven research where practicality is 

required and where the use of any method to best answer the research aim is appropriate 
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(Creswell & Clark, 2011). This paradigm was the best fit for an enquiry by a novice 

researcher with clinically driven research questions. 

A convergent parallel design was specifically chosen where quantitative and 

qualitative methods are used concurrently during the same phase of the research 

process, prioritising and analysing the data collected methods equally and independently 

and then mixing the results during the overall interpretation (Creswell & Clark, 2011). 

This design is depicted in Figure 2 and was chosen to facilitate the triangulation of data 

to corroborate, elaborate and extend the breadth of inquiry to allow a more objective 

understanding of reality (Greene et al., 1989). 
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Figure 2 

Study procedure design 
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Context and setting 

The intervention setting at the centre of this body of research is the LifeSkills 

group run by the occupational therapy service at the RBWH GARU inpatient 

rehabilitation unit. The objective of the LifeSkills group is to enhance recovery through 

occupation. The group was developed using an evidence-based framework including 

reference to two theoretical models, the International Classification Framework model 

and the Person-Environment-Occupation model. With these models as a reference, the 

group acknowledges that a person’s level of function is a dynamic interaction between 

their health conditions, personal factors, and environmental factors (Law et al., 1996; 

World Health Organisation, 2002). Rather than being prescriptive and manualised, the 

group intervention is guided by evidence-based principles outlined in a model of care. 

These include engaging in meaningful and purposeful occupations to improve 

motivation, participation, and skill acquisition (Trombly, 1995); collaborative goal 

setting using patient-centred goals to achieve higher occupational performance 

(Radomski, 2002); motor learning focussing on tasks, feedback, and the stages of 

learning to influence motor recovery (Muratori et al., 2013); and frequency and intensity 

of practise to improve neural-plasticity (Kleim & Jones, 2008). The therapy 

environment is set up to mirror the home environment. Patients have access to a 

working therapy kitchen, laundry, computer office, bedroom and a simulated shopping 

store space. The group is facilitated by third- and fourth-year student occupational 

therapists undertaking a 10-week clinical placement, with supervision and guidance 

from the treating occupational therapist. Students are supported to engage in the 

principles outlined in the model of care when delivering the intervention and participate 

in weekly de-brief sessions with the treating therapist to ensure goals are being met in a 

timely and appropriate manner. The group runs four days per week for an hour and 

patients remain in the group until they have reached their identified goals. 
 
Study one: Longitudinal observational cohort study 

To achieve thesis aims two and three a longitudinal observational cohort study 

of participants in the LifeSkills group, with pre-, post- and two follow-up data points 

was conducted using a quantitative approach. Longitudinal design studies are used to 

assess changes over time and improve research control with multiple data points 

enhancing interpretability of results (Polit & Beck, 2017). This design was chosen as the 

LifeSkills group was already running as part of the RBWH occupational therapy service 

model of care. Denying eligible patients access to this intervention for the creation of a 
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control group was considered unethical. No other appropriate homogenous groups were 

available within the service to act as a control. 
 
Study two: Process evaluation study 

To achieve thesis aim four, a process evaluation study design was chosen. 

Randomised control trials are regarded as the gold standard to establish effectiveness, 

however, procedures can be challenging for clinicians to replicate. The Medical 

Research Council (MRC) recognises the value of process evaluations as an alternative 

way for clinical-based researchers to identify the active components and explain causal 

mechanisms in complex interventions (Moore et al., 2015). Process evaluations can 

provide a greater confidence in conclusions by assessing the quantity and quality of 

what was delivered and assessing the generalisability of effectiveness across different 

settings (Liu et al., 2016; Moore et al., 2015). This process evaluation combined 

quantitative and qualitative components and was conducted concurrently to the cohort 

study. Three key research questions were explored: (1) what is being implemented in 

the group and how, (2) what about the patient experience of the intervention effected 

change and (3) is there an impact on patient outcomes? 

Figure 3 depicts the process evaluation framework developed by the research 

team to guide implementation of procedure, data collection and analysis. This was 

based on current literature and informed by theoretical frameworks (Liu et al., 2016; 

Moore et al., 2015). To address the questions of generalisability and translation into 

practice, concepts of the RE-AIM framework was incorporated into the design including 

Reach, Effectiveness, Adoption, Implementation, and Maintenance (Gaglio et al., 2014). 

Additionally, concepts of the Realist framework were used to highlight potential 

mechanisms of action (Moore et al., 2015). The framework explores the research 

questions through the following sections; Context: Who is involved?; Implementation: 

What is being implemented in the group and how?; Mechanisms of impact: What about 

the patient experience of the intervention effected change; and Outcomes: Is there an 

impact on patient outcomes? Hypothesised causal mechanisms of the LifeSkills group 

intervention were also outlined as per the MRC’s guidance on process evaluations to 

reduce ambiguity of intervention intent (Moore et al., 2015). 
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Figure 3 

Process evaluation framework 
 

 
Note. This figure was adapted with permission from “Protocol for process evaluation of 

a randomised controlled trial of family-led rehabilitation post stroke (ATTEND) 

in India”, by H. Liu, R. Lindley, M. Alim, C. Felix, D. B.C Gandhi, S.J. Verma, 

D.K. Tugnawat, A. Syrigapu, R.K. Ramamurthy, J.D. Pandian, M. Walker, A. 

Forster, C.S. Anderson, P. Langhorne, G.V.S. Murthy, B.R. Shamanna, M.L. 

Hackett, P.K. Maulik, L.A. Harvey, & S. Jan, 2016, BMJ Open, 6, p. 4 

(https://doi.org/10.1136/bmjopen-2016-012027). CC BY-NC 4.0. 
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Participants 

Participants were recruited by the principal investigator from all patients referred 

to the LifeSkills group program. It was made explicitly clear that involvement in any 

aspect of the study had no direct benefit on their treatment. It was made very clear that 

declining to participate would have no implications on ongoing treatment by the 

hospital rehabilitation service. Through this transparent process, there was no undue 

influence, coercion, or exploitation. 
 
Study one: Longitudinal observational cohort study 

The cohort study used consecutive sampling, that is consecutive participants 

referred to the LifeSkills group by their treating therapist, until the sample size was 

achieved. The following inclusion criteria were used: adult (over 18 years); English- 

speaking; planned discharge destination of home; can identify up to five goal areas 

related to IADLs; and can work under semi-supervised conditions required for group 

process implementation. Participants were excluded if the following criteria were met: 

non-English speaking (due to interpreter service resource constraints) and planned 

discharge destination of a residential care facility. There was only one individual that 

met exclusion criteria because of a non-English speaking background. 

A minimum sample size of 30 participants was sought, similar to previous 

studies using similar methodology and outcome measures (Doig et al., 2010; Schindler, 

2010). Sample sizes in clinical based research can be influenced by practical constraints 

such as time and resources, and the impact of using a smaller sample size on data 

distribution was taken into consideration during analysis (Polit & Beck, 2017). 
 
Study two: Process evaluation study 

The process evaluation was conducted concurrently to the cohort study and 

included the same participant group. To capture a wide range of perspectives and gain a 

greater insight into the phenomenon, a nested sampling strategy of the recruited 

participants was used for the qualitative component of the study. This helped to identify 

common themes evident across the sample (Liu et al., 2016; Polit & Beck, 2017). 

Participants were purposefully selected by the principal investigator with variability 

considered including gender, diagnosis, and frequency of training. A sample size of up 

to 15 was sought or until no new perspectives emerged (Polit & Beck, 2017). 
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Outcome measures 
 
Study one: Longitudinal observational cohort study 

Demographic data: This data were gathered to understand the context of the 

participants involved. The medical records program ieMR was used to collect the 

following: 

• age 

• gender 

• diagnosis 

• rehabilitation length of stay 

• marital status 

• use of community services on admission and discharge 

• living arrangement on admission and discharge 

• use of allied health resources during rehabilitation length of stay 

• number of hospital admissions in the 90 days post-discharge 

• admission and discharge Functional Independence Measure (FIM) 
 

The Canadian Occupational Performance Measure (COPM): The COPM is 

a semi-structured interview that was used to identify goals for the LifeSkills group and 

measure the participant’s self-perceived performance and satisfaction of their IADL 

occupations. It is used to prioritise goals of occupational performance in three areas: 

self-care, productivity, and leisure. Participants rate their perceived performance on 

valued tasks on a scale ranging from 1=poor performance to 10=good performance, as 

well as satisfaction with performance on each task on a scale of 1=not satisfied to 

10=very satisfied. A clinically significant change is more than or equal to 2 points (Law 

et al., 1990; McColl et al., 2000). Total COPM performance and satisfaction scores can 

be yielded by dividing the sum of performance or satisfaction scores by the number of 

goals. This measure has demonstrated sensitivity in detecting change over time with 

supported construct and criterion responsiveness (Eyssen et al., 2011), and in adults 

with more than one impairment in function, test-retest reliability is adequate (ICC = 

0.67) (Eyssen et al., 2005). The COPM has been used across the lifespan with people 

with a variety of conditions including stroke, dementia, and traumatic brain injury (TBI) 

(Ciro et al., 2014; Doig et al., 2010; Law et al., 1990). 
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The Goal Attainment Scale (GAS): The GAS was used as a therapist-rated, 

objective outcome measure of the participant’s performance and used the identified 

COPM goals to ensure patient-centeredness was achieved. The GAS is an 

individualised outcome measure of marking goal achievement to track within-subject 

longitudinal change (Doig et al., 2010), and has been found to be sensitive to change in 

general rehabilitation (Rockwood et al., 2003). The therapist uses the GAS ordinal 

measure (-2, -1, 0, 1, 2) to break down each COPM goal into five possible scenarios. 

The intended goal and expected outcome equals “0”. Positive scores represent 

“somewhat more” and “much more” than the expected outcome, and negative scores 

represent “somewhat less” and “much less” than the expected outcome (Ottenbacher & 

Cusick, 1990). The total score, or GAS T score, with a mean of 50 and a standard 

deviation of 10, can be calculated using a formula described by Kiresuk et al. (1994). 

GAS T scores of 50 indicate expected levels of performance, with T scores above and 

below 50 indicative of above- and below-expected levels of performance. The GAS has 

been successfully used in combination with the COPM to measure clinical change for 

adults with TBI and dementia (Ciro et al., 2013; Doig et al., 2010). This measure was 

chosen as it was important to gather objective performance outcomes alongside 

participant perceptions to reliably capture progress (Kuipers et al., 2003). 

The Lawton Instrumental Activities of Daily Living (Lawton’s) scale: The 

Lawton’s scale was used to assess a person’s ability to perform IADL occupations. It is 

a moderately strong predictor of functioning of older adults (Vittengl et al., 2006). The 

test–retest reliability of the Lawton’s scale has been shown to be high for older adults 

(Lawton & Brody, 1969) and patients with dementia (Hassani Mehraban et al., 2014). 

The scale contains eight items rated dichotomously (0=less able, 1=more able). This 

results in a summary score from 0 to 8 where the higher the score, the greater the 

person’s functional abilities. Tasks include using the telephone, shopping, preparing 

food, housekeeping, doing laundry, traveling away from home, taking medications 

properly, and handling personal finances. 

Self-Efficacy scale of IADL skills: A Self-Efficacy scale of IADL skills 

developed by the research team was used to measure the confidence of participants 

completing IADL occupations (Appendix D). Taking the form of a Likert-type scale, 

using a rating scale of 1=not confident to 5=very confident this measure was patient- 

specific examining a participant’s confidence in performing the IADL occupations they 

identified in the COPM. Standardised self-efficacy scales have been developed to record 
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confidence in functional abilities across general situations and activities (Gage et al., 

1994; Resnick, 1998) however no suitable measure exists to specifically examine IADL 

occupational performance as required for this study. Therefore, this scale was developed 

to meet this need of the research project. A Cronbach’s Alpha of 0.774 was calculated 

for the measure. The impact of using a non-standardised assessment was taken into 

consideration when analysing and interpreting the data. 
 
Study two: Process evaluation study 

The process evaluation framework guided the use of qualitative and quantitative 

data sources. Only information on how the group was run in relation to the participants 

was collected and no data on the facilitators of the group was collected. 

Demographic data: The medical records program ieMR was used to collect the 

following information to understand the context of the participants involved: 

• age 

• gender 

• diagnosis 

• rehabilitation length of stay 

• marital status 

• use of community services on admission and discharge 

• living arrangement on admission and discharge 

• use of allied health resources during rehabilitation length of stay 

• number of hospital admissions in the 90 days post-discharge 

• admission and discharge Functional Independence Measure (FIM) 
 

Participant group observations: These were recorded using a standardised 

audit template adapted from Clarke et al. (2014) (see Appendix E). This form focussed 

on two key areas for coded information collection. Firstly, the group process; what was 

being done, what group principles were observed and were there any personal and 

contextual factors influencing intervention delivery? Secondly, the interaction; what 

was the participant’s interaction with other participants, facilitators, or family members 

if present? 

Administrative group process data: Details of intervention delivery such as 

frequency and amount of training were collected from usual practice of group 

documentation, the ‘LifeSkills Challenge Record’ (see Appendix F). 
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Intervention outcome measures: The collated outcomes of patient goal 

achievement, performance, satisfaction, and self-efficacy were obtained from the 

concurrent cohort study. 

Semi-structured interviews: These were conducted to understand the 

experiences of patients participating in the LifeSkills group. An interpretive description 

approach was used to provide direction in the creation of an interpretive account, 

critically reflecting and examining through informed questioning (Thorne et al., 2004). 

A topic guide of areas and questions was used initially, for example, “Tell me what 

being in the LifeSkills group was like for you?”, “Why did you choose to practise those 

activities/occupations in the group?” and “How did you find the group helpful in 

achieving your goals?” (see Appendix G). The principal investigator used additional 

questions to search out alternative linkages, instances, and contrary cases to broaden 

understanding. All interviews were audio recorded and transcribed verbatim. 
 
Procedure 

This research procedure followed a convergent parallel design, depicted in 

Figure 2. All referral forms of new patients attending the LifeSkills group was reviewed 

by the principal investigator to determine if they met the eligibility criteria. If a patient’s 

referral form information was consistent with the eligibility criteria, they were 

approached on the rehabilitation ward by the principal investigator who was not directly 

involved in facilitating the LifeSkills group, or the clinical treatment of participants. 

The principal investigator verbally described the purpose of the project, process of 

testing and outcomes. Participants were given the same information in written form 

(refer to Appendix H for the Patient Information and Consent Form). Participants were 

given 24 hours to consider their participation in the study. Once informed consent was 

obtained, the following process occurred: 
 
Study one: Longitudinal observational cohort study 

Longitudinal cohort data was observed and recorded over four data points: Pre- 

intervention, face-to-face in the occupational therapy gym space; Post-intervention (i.e., 

at discharge), face-to-face in the occupational therapy gym space; Follow-up phone call 

at 30-days post-discharge; Follow-up phone call at 90-days post-discharge. 

Data collection point one - Pre-intervention: Prior to starting the group 

intervention, the principal investigator used the COPM with the participant to identify 

up to five goals to evaluate performance and satisfaction. Based on these goals, 
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performance in each was observed and then graded outcomes were developed using the 

GAS. The Self-Efficacy scale and Lawton’s scale were then completed. These outcome 

measures were collected by the principal investigator face-to-face in a quiet room in the 

occupational therapy gym and took no longer than two hours. 

Intervention: The participant then engaged in the LifeSkills group, with the 

intervention tailored to their identified patient-centred goals as per usual practice. The 

length of time the participant committed to the LifeSkills group was based on the time 

required to meet their identified goals. On average, patients spent 3 weeks participating 

in the LifeSkills group. 

Data collection point two - Post-intervention: Immediately post-intervention 

(i.e., at discharge) the COPM, GAS and Self-Efficacy scale was remeasured. This was 

collected by the principal investigator face-to-face in a quiet room in the occupational 

therapy gym and took no longer than one hour. 

Data collection point three – 30-days post-discharge: Participants received a 

30-minute phone call from the principal investigator 30-days post-discharge. The 

COPM, Self-Efficacy scale and Lawton’s scale were completed. A copy of assessments 

were made available to participants at the time of this phone call at their request. 

Data collection point four – 90-days post-discharge: Participants received a 

30-minute phone call from the principal investigator 90-days post-discharge. The 

COPM, Self-Efficacy scale and Lawton’s scale were repeated. A copy of assessments 

were made available to participants at the time of this phone call at their request. 
 
Study two: Process evaluation study 

The process evaluation study occurred concurrently to the cohort study and was 

completed in three phases. In the first phase, group observations were conducted by the 

principal investigator of all 30 participants undergoing the intervention as part of the 

cohort study. Using the standardised audit template, each participant was observed for 

one full intervention session. Only information on how the group was run in relation to 

the participants was collected and no data on group facilitators was collected. In this 

phase electronic case records were also reviewed by the principal investigator to 

collect demographic details, and administrative group process data for all participants 

were collected. The second phase occurred post- intervention and prior to discharge. 

The principal investigator met with the 15 purposefully selected participants and 

conducted a 30-minute semi-structured in-depth qualitative interview face-to-face in a 
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quiet room in the occupational therapy gym. Finally, in the third phase, the 

intervention outcomes from the cohort study were collected. 
 
Data analysis 

Interpretive integration was the overarching guide to the analysis and 

interpretation of results of the research studies. In this approach, findings from 

separately analysed quantitative and qualitative data are drawn together to synthesis 

results and provide an overall interpretation (Polit & Beck, 2017). 
 
Study one: Longitudinal observational cohort study 

Using the Statistical Package for the Social Sciences (SPSS) v27 descriptive 

statistics summarised demographic information and calculated total change scale scores 

for the COPM, GAS, Self-Efficacy scale and Lawton’s scale across all timepoints. 

Quantile-quantile plots and histograms were used before analysis to assess the normality 

of distributions considering the small sample size of the study. Data were found to be 

negatively skewed and could not be corrected, so a Related Samples Wilcoxon Signed- 

Rank Test was used to examine change across data points. To determine differences in 

scores between key demographics of diagnosis (neurological and non-neurological) and 

age (under 65 and 65 and over) an Independent Samples Mann-Whitney U-Test was 

used. 
 
Study two: Process evaluation study 

The process evaluation framework guided analysis of the quantitative and 

qualitative data and was completed in three phases to allow each method to build upon 

one another (Oakley et al., 2006). In the first phase, the framework headings of 

‘Context’ and ‘Implementation’ were explored using quantitative process data. An 

Excel spreadsheet based on the framework sub-headings was used to calculate, code, 

and descriptively analyse the data from the group observations. For example, barriers to 

group participation were coded under the framework heading ‘Adoption’. SPSS was 

used to descriptively analyse the administrative group process data and patient 

demographics. In the second phase, the framework heading ‘Mechanisms of impact’ 

was explored through interpretive description of the qualitative data from the semi- 

structured interviews (Thorne et al., 2004). Transcribed interviews were uploaded into 

NVivo software. Here the principal investigator began analysis by open coding all 

transcripts, reading line by line. Care was taken to broadly organise data to allow a 

range of alternatives to be explored. To enhance quality and rigour, another member of 
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the research team independently coded a random selection of transcripts to ensure 

consistency. Repetitive codes were then grouped into categories and uploaded into an 

Excel spreadsheet to thoroughly review and sort into larger concepts. A third member of 

the research team independently reviewed the spreadsheet to confirm coding and 

concepts. Finally, a discussion by all members of the research team ensured that final 

themes reasonably expressed the common experiences shared by participants. In the 

third phase, quantitative intervention outcome data analysed in SPSS was used for 

framework heading ‘Outcomes – intervention impact’. To explore the relationship 

between training dose and frequency, patient demographics and intervention outcome 

measures, a Spearman's rank-order correlation was used. This was conducted last to 

avoid biased interpretation of process data (Moore et al., 2015). 
 
Quality and rigour 

Throughout all stages of this research inquiry careful consideration was given to 

both qualitative and quantitative criteria to enhance the quality and rigour of methods 

and processes (Creswell & Clark, 2011). The use of established research methods, 

reliable and valid data collection tools, frequent independent assessment of data and 

regular supervision sessions for peer debriefing enhanced credibility. Development of a 

codebook and the use of data triangulation to validate conclusions aided in criticality 

and, to demonstrate integrity, careful documentation of audit actions was used (Lavelle 

et al., 2013). Verbatim audio transcription for the qualitative data and clear descriptions 

of the study setting, participants and context demonstrated authenticity. A record of 

reflection was kept by the principal investigator during the analysis process. This 

conscious acknowledgement of values and experiences aided in demonstrating 

authenticity and credibility of the investigator. Additionally, two researchers conducted 

independent analyses and coding of transcripts prior to meetings, with a third researcher 

involved if consensus could not be reached (Polit & Beck, 2017; Whittemore et al., 

2001). 

To strengthen intervention fidelity and the overall project validity, all group 

facilitators were trained in the LifeSkills group protocol, and the principal investigator 

monitored delivery through observation. To manage examiner bias, the principal 

investigator was not directly involved in facilitating the LifeSkills group, or the clinical 

treatment of participants. Operational difficulties prevented completion of face-to-face 

assessments post-discharge from rehabilitation. As the GAS requires face-to-face 

application it was not included at data collection points three and four and this was 
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accounted for when interpreting the data. Attrition at follow-up was managed by 

obtaining contact information from participants at each point of data collection. Contact 

information included the names, addresses and telephone details of their next of kin 

who could provide information if the participant was uncontactable. Using a phone call 

data collection method at follow-up was another strategy to reduce attrition bias as well 

as reduce inconvenience risk to participants. 
 
Conclusion 

This chapter has outlined the method for the mixed method approach to 

addressing thesis aims two, three and four, with data collected through two studies: a 

longitudinal observational cohort study using quantitative outcome measures and a 

process evaluation study using an evidence-informed framework of quantitative data 

and semi-structure qualitative interviews. The results of these studies are reported in the 

next two chapters which are presented in an author original manuscript format 

submitted for publication and under review. 
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Chapter 4 

A longitudinal observational cohort study exploring patient outcomes following 

participation in an inpatient occupation-based group 
 

This chapter presents a longitudinal observational cohort study investigating the effect of 

the LifeSkills groups on patient outcomes over four data points. The chapter addresses 

thesis aims two and three and includes a paper submitted for publication to the American 

Journal of Occupational Therapy. There are some slight differences between this paper 

and the submitted manuscript for consistency of style. The bibliographic status of the co- 

authored paper, including all authors, are: 

Spalding, K., Gustafsson, L., & Di Tommaso, A. (2021). A longitudinal observational 

cohort study exploring patient outcomes following participation in an inpatient 

occupation-based group [Manuscript submitted for publication]. School of Health 

Sciences and Social Work, Griffith University. 

My contribution to the paper involved formulating the research proposal, data 

collection, primary categorisation and analysis of the data and dissemination under 

supervision. 

 
 
(Signed) (Date) 27.08.2021   

 

Kaitlyn Spalding 
 
(Countersigned) (Date) 27.08.2021_   

 

Corresponding author of paper and supervisor: Professor Louise Gustafsson 
 
 
(Countersigned) (Date) 27.08.2021_   

 

Corresponding author of paper and supervisor: Dr Amelia Di Tommaso 
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Abstract 

Importance: Occupation-based interventions are used during inpatient rehabilitation 

and group models may enhance intervention delivery. Little is known about the impact 

of occupation-based groups on patient outcomes. Objective: To examine the effect of 

an occupation-based group on patient outcome measures of instrumental activities of 

daily living skills over time and explore demographic differences. Design: Longitudinal 

observational cohort study with four data points: pre-intervention, post-intervention, 30- 

day follow-up and 90-day follow-up. Setting: Tertiary hospital general rehabilitation 

ward. Participants: Inpatient adults aged 18 or older recruited using consecutive 

sampling from those referred to the group. Intervention: The LifeSkills group; 

focussing on repetitive practise of meaningful occupation-based activities. Outcomes 

and Measures: Demographic data along with Canadian Occupational Performance 

Measure, Goal Attainment Scale, Lawton Instrumental Activities of Daily Living scale 

and a Self-Efficacy scale were used across each data point. Results: Thirty individuals, 

21 female and nine males aged 35-91 years participated with five lost to follow-up. A 

statistically significant increase in scores post-intervention occurred for all measures, 

seen also at 90-day follow-up for occupational performance, satisfaction, and self- 

efficacy scores. Lawton’s scores at follow-up were statistically lower compared to pre- 

intervention. No significant differences were found for demographics of age and 

diagnosis. Conclusions and Relevance: Positive patient outcomes of goal achievement, 

occupational performance, satisfaction, and self-efficacy was seen at discharge, with 

evidence of sustainability over time. This could be a resource alternative for addressing 

skill retraining as different diagnoses and age groups benefitted equally. What This 

Article Adds: Occupation-based group programs have encouraging application in 

general inpatient rehabilitation for addressing patient outcomes. 
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Introduction 

A goal of inpatient rehabilitation is to improve the function of a patient with an 

impairment, participation restriction or activity limitation due to a health condition 

(American Academy of Physical Medicine and Rehabilitation, 2012). For occupational 

therapists, this entails addressing health, wellbeing, and participation through 

engagement in occupations (Gibbs et al., 2020). Occupational therapists employ 

occupation-based practice to address individual function, using occupation as the 

therapeutic agent of change (Fisher, 2014; Gray, 1998). Research has demonstrated the 

effectiveness of occupation-based interventions in rehabilitation settings to improve 

health outcomes (Ciro et al., 2014; Dikmen et al., 2003; Hackett et al., 2000; Pellegrini 

et al., 2018; Pillastrini et al., 2008). A randomised control trial by Skubik-Peplaski et al. 

(2017) investigated occupational performance recovery for stroke survivors using 

occupation-based interventions and repetitive task practise. Results demonstrated that 

occupation-based interventions were as equally effective as repetitive task practise with 

the authors noting that patients directing their intervention enhanced their involvement 

and outcomes. 

With an ability to enhance delivery amount and intensity of intervention, groups 

are used in rehabilitation settings to provide more scheduled therapy time and enhance 

outcomes. Previous research has focused on structured, scheduled impairment-based 

therapy such as group circuit classes to improve functional outcomes of walking ability, 

arm function and quality of life (Lohse et al., 2014; Schneider et al., 2016; Veerbeek et 

al., 2014). A recent scoping review found that little research has explored the impact of 

occupation-based groups on patient outcomes with the literature focusing on group 

formation and delivery. Complex occupations such as home management and 

community living are often addressed however, the impact on outcomes requires further 

exploration (Spalding et al., 2020). 

Occupation-based groups can enable more opportunities to practise and 

understanding the impact this has on participation and engagement in occupation 

beyond the group setting is required. The first aim of this study was to investigate the 

effect of an occupation-based group on patient outcomes of goal achievement, 

performance, satisfaction, and self-efficacy of instrumental activities of daily living 

(IADL) skills, by measuring (1) if there is a change of scores between pre and post 

intervention, and (2) if changes are maintained from post-intervention to 30-day follow- 
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up and 90-day follow-up. The second aim was to investigate if age or diagnosis had an 

influence on the effect of patient outcomes post-intervention. 
 

Method 

An observational cohort study with longitudinal follow-up and within-group 

comparisons was approved by the university (GU Ref No: 2019/498) and hospital 

human research ethics committees (LNR/2019/QRBW/53152). 
 

Setting 

The occupation-based group operates in a large metropolitan hospital general 

rehabilitation ward. The “LifeSkills group” focusses on repetitive practise of 

occupations to enhance overall performance in preferred IADLs. The group was 

developed using an evidence-based framework. Guiding principles include; 

collaborative goal setting where the use of patient-centred goals are correlated to higher 

occupational performance and achievement (Radomski, 2002); engaging in meaningful 

and purposeful occupations to improve participation and motivation and overall skill 

acquisition (Trombly, 1995); frequency and intensity of practise to improve neural- 

plasticity (Kleim & Jones, 2008); and motor learning focussing on using the stages of 

learning, type of task and feedback to influence motor recovery (Muratori et al., 2013). 

The group runs four days per week for an hour and is run by student occupational 

therapists under the guidance of the treating therapist. 
 

Participants 

Consecutive sampling recruited participants from the patients referred to the 

LifeSkills group. Inclusion criteria were: adult (over 18 years); English-speaking (due to 

practical restrictions of a lack of an interpretation service); planned discharge 

destination of home; could identify up to five goal areas related to IADL; could work 

under semi-supervised conditions required for group process implementation. 

Participants were excluded from the study if the planned discharge destination was a 

residential care facility. A minimum sample size of 30 participants was sought, 

consistent with previous studies using similar methodology and outcome measures 

(Doig et al., 2010; Schindler, 2010). 
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Measures 

Demographic data included age, gender, diagnosis, rehabilitation length of 

stay, living arrangement and use of domiciliary services. 

Canadian Occupational Performance Measure (COPM) (Law et al., 1990) 

measured the participants self-perceived performance and satisfaction of their IADL 

occupations. The COPM has been used across the lifespan with people with a variety of 

disabilities including stroke, dementia, and traumatic brain injury (Doig et al., 2010; 

Enemark Larsen & Carlsson, 2011; McColl et al., 2000). A minimal clinically important 

difference (MCID) is 2 points or more (Law et al., 1990; McColl et al., 2000) and total 

COPM performance and satisfaction scores were yielded by dividing the sum of 

performance or satisfaction scores by the number of goals. 

Goal Attainment Scale (GAS) is a therapist-rated, objective outcome measure 

of the participant’s performance that is sensitive to change in general rehabilitation 

(Rockwood et al., 2003). The GAS was based on the COPM goals and the ordinal 

measure (-2, -1, 0, 1, 2) was used to break each COPM goal into five possible scenarios 

where “0” equals the intended goal, negative scores represent “much less” and 

“somewhat less” than the expected outcome and positive scores represent “somewhat 

more” and “much more” than expected outcome. The total score, or GAS T score, has a 

mean (M) of 50 and a standard deviation (SD) of 10 and can be calculated using a 

formula described by Kiresuk et al. (1994). GAS T scores of 50 indicate expected levels 

of performance, and T scores above and below 50 indicate above- and below-expected 

levels of performance. Researchers have successfully used the GAS in combination 

with the COPM to measure clinical change in adults with traumatic brain injury and 

dementia (Ciro et al., 2014; Doig et al., 2010). 

Lawton Instrumental Activities of Daily Living (Lawton’s) scale assesses a 

person’s ability to perform IADLs such as using the telephone, shopping, preparing 

food, housekeeping, or doing laundry (Lawton & Brody, 1969). The Lawton’s scale 

contains eight items with a summary score from 0 (low function) to 8 (high function). 

Each item is rated dichotomously (0 = less able, 1 = more able). The higher the 

summary score, the greater the person’s abilities. It is a moderately strong predictor of 

functioning of older adults (Vittengl et al., 2006) 
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A Self-Efficacy scale of IADL skills was developed by the research team 

building on current literature (Gage et al., 1994). There is a lack of a validated self- 

efficacy measure specific enough for the purposes of this study. This Likert-type scale 

using a rating scale of 1=not confident to 5=very confident was patient-specific, 

examining their confidence performing the IADL occupations identified in the COPM. 
 

Procedure 

Figure 4 illustrates the full procedure. All patient referrals to the LifeSkills 

group were screened against the inclusion criteria. If eligible, the Participant 

Information and Consent form were provided and discussed, and patients were given 24 

hours to consider participating. It was made explicitly clear that involvement in any 

aspect of the study would have no direct benefit on their clinical care provided. All data 

collection was conducted by the principal investigator who was not involved in direct 

clinical treatment for participants. 

The participants identified up to five IADL goals using the COPM, rated their 

performance and satisfaction, and potential outcomes on the GAS were derived as per 

Ottenbacher and Cusick (1990). The Self-Efficacy scale recorded current confidence in 

performing identified IADL goals. The Lawton’s scale recorded pre-hospitalisation 

performance. Participation in the LifeSkills group was tailored to the identified goals. 

The COPM, GAS and Self-Efficacy scale were repeated immediately post-intervention. 

Participants were phoned by the principal investigator at 30 days- and 90 days-post 

discharge for follow-up data collection. 
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Figure 4 

Study procedure 
 



61  

Data analysis 

The Statistical Package for the Social Sciences (SPSS) v27 was used for data analysis. 

A significance level of α = .05 was set for all analyses reflecting conventional statistics 

procedures. Descriptive statistics summarised demographic information and calculated 

total change scale scores for outcome measures from pre- to post-intervention, post- 

intervention to 30-days follow-up and post-intervention to 90-days follow-up. The 

Lawton’s change scores were analysed from pre-intervention to 30-days follow-up and 

pre- to 90-days follow-up. Before analysis, the normality of distributions was reviewed 

using quantile-quantile plots and histograms. Data were negatively skewed and could 

not be corrected, therefore a Related Samples Wilcoxon Signed-Rank Test was used to 

examine sensitivity to change across all data points. An Independent Samples Mann- 

Whitney U-Test was used to determine differences in scores between key demographics 

of diagnosis (neurological and non-neurological) and age (under 65 and 65 and over) for 

the COPM, GAS T and Self-Efficacy scale. 
 

Results 
 

Demographic and group intervention data 

Data were collected from February 2020 to February 2021. All potential participants (n 

= 31) agreed to participate in the study. One participant dropped out before the 

intervention due to illness and was not included in overall data analysis. Participants 

were 21 female and 9 male aged 35-91 years (M = 68.87, SD = 14.78), with a mean 

length of rehabilitation stay of 32.03 days (SD = 16.74). A total of 85 occupation-based 

IADL tasks were practised including meal preparation (n = 31), laundry (n = 24), 

shopping (n = 8), washing dishes (n = 5), making the bed (n = 4), household cleaning (n 

= 4), computer use (n = 4), community access (n = 4), and medication management (n = 

1). The average number of group sessions attended was 5.97 (SD 3.81) and the average 

number of tasks practised in each session was 3.5 (SD 1.2). Additional demographic 

characteristics are in Table 4. 
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Table 4 

Participant demographics 
 
 

 
Variable 

Total 
 

n = 30 

 
% 

Diagnosis*:   

Neurological 16 53.3% 

Stroke ischaemic L) body involvement 7 23.3% 

Other non-traumatic brain dysfunction 3 10.0% 

Other non-traumatic spinal cord dysfunction 1 3.3% 

Stroke ischaemic bilateral involvement 1 3.3% 

Stroke ischaemic R) body involvement 1 3.3% 

Non traumatic subarachnoid haemorrhage 1 3.3% 

Other neurological condition 1 3.3% 

Traumatic brain dysfunction, closed injury 1 3.3% 

Non-neurological 14 46.7% 

Reconditioning following medical illness 9 30.0% 

Fracture of femur 2 6.7% 

Fracture of pelvis 1 3.3% 

Other orthopaedic fracture 1 3.3% 

Fracture of multiple sites 1 3.3% 

Services before admission yes 21 70% 

no 10 33.3% 

Services after discharge yes 26 86.7% 

no 4 13.3% 
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Variable 

Total 
 

n = 30 

 
% 

Living arrangement admission alone 19 63.3% 

family carer 2 6.7% 

family, non-carer 10 33.3% 

Living arrangement discharge alone 17 56.7% 

family carer 11 36.7% 

family, non-carer 2 6.7% 

Hospital admissions post-dischargea 8 32% 

 

Note. *Categorised using Australasian Rehabilitation Outcomes Centre impairment 

coding system; a n = 25. 

 
 

Change scores pre- and post-group intervention 

There was a statistically significant increase in COPM performance, COPM 

satisfaction, GAS T, and Self-Efficacy scores following group attendance (Table 5). 

The change scores for the COPM were above the minimal clinically important 

difference (MCID) of 2 points (Law et al., 1990; McColl et al., 2000), specifically 

53.33% met or exceeded MCID for COPM Performance and 70% met or exceeded 

MCID for COPM Satisfaction. For the GAS, a median T score of 50.00 at discharge 

indicated an expected level of performance. 
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Table 5 

Group median scores for pre- and post-intervention for COPM, GAS T and Self- 

Efficacy 
 
 

Pre-intervention 
 

n=30 

Post-intervention 
 

n=30 

  

Measure Mdn IQR 
 

Mdn IQR z p 

COPM Performance 4.00 4  7.00 2 434.00 .00* 

COPM Satisfaction 3.00 3  8.00 3 405.00 .00* 

GAS T 25.90 7  50.00 5 464.00 .00* 

Self-Efficacy 6.00 6  10.00 5 379.50 .00* 

 
 
Note. COPM= Canadian Occupational Performance Measure, GAS= Goal 

Attainment Scale. 

* p <.05 

 

 
 
 

Outcomes at 30-day and 90-day follow-up 

There was an increase in COPM performance, COPM satisfaction, and Self- 

Efficacy median scores at 30-day follow-up, however they were not statistically 

significant. At 90 days follow-up, there was a statistically significant increase in COPM 

performance, and Self-Efficacy scores compared to post-intervention (Table 6). The 

Lawton’s scores prior to hospitalisation (median 8, IQR 1) were significantly higher 

than the median of 6 (IQR 3) reported at both 30-day p <.001 and 90-day follow-up p = 

.002. 
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Table 6 

Group median scores for 30-day and 90-day follow-up compared to post-intervention for COPM and Self-Efficacy 
 
 

Post-intervention 
 

n=30 

30-day follow-up 
 

n=25 

  90-day follow-up 
 

n=25 

  

Measure Mdn IQR  Mdn IQR z p Mdn IQR z p 

COPM Performance 7.00 2  8.00 2 141.50 .06 8.33 2 203.00 .01* 

COPM Satisfaction 8.00 3  8.00 2 150.50 .22 9.00 2 185.00 .05 

Self-Efficacy 10.00 5  10.00 6 114.50 .07 10.00 5 186.50 .01* 

 
 
Note. COPM= Canadian Occupational Performance Measure 

 
* p <.05 
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Outcomes based on age and diagnostic group 

The comparison of neurological vs non-neurological participants identified that 

there were no significant differences in outcomes on the COPM performance (U = 99.5, 

z = -.521, p = .608), COPM satisfaction (U = 118.5, z = .271, p = .790), GAS (U = 

114.5, z = .104, p = .918) and Self-Efficacy scales (U = 125, z = .557, p = .608) 

post-intervention. 

The comparison of participant age groups less than 65 vs 65 and over identified 

that there were no significant differences in outcomes on the COPM performance (U = 

107, z = .108, p = .933), COPM satisfaction (U = 91.5, z = -.561, p = .582), GAS (U = 

84.5, z = -.861, p =.395) and Self-Efficacy scales (U = 84.5, z = - .887, p = .395) 

post-intervention. 
 

Discussion 

Occupation-based groups occur in rehabilitation practice however literature has 

primarily reported on group design, process outcomes and participant experiences 

(Spalding et al., 2020). The objectives of this study were to go further and examine 

patient outcomes. The findings indicate that the LifeSkills group supports goal 

achievement in chosen IADL and this is maintained at follow-up. A clinically 

significant change point of 2 or more for the COPM at all timepoints and the expected 

level of performance GAS T score of 50 post-intervention are compelling indicators to 

the effect of this group intervention in the clinical setting. 

A multidisciplinary approach to rehabilitation can have beneficial patient 

outcomes and this is often achieved with one-to-one therapy. Previous mapping of 

occupational therapy in inpatient rehabilitation identified more time was spent in pre- 

functional one-to-one therapy than functional activities (Ballinger et al., 1999; 

Gustafsson et al., 2012; Latham et al., 2006; Richards et al., 2005; Smallfield & Karges, 

2009). Reflective of changes in occupational therapy practice (Gibbs et al., 2020), this 

group intervention focused on occupation with due consideration of the personal and 

environmental contexts. The results support that contemporary occupational therapy for 

IADLs in a group setting can achieve positive outcomes. 

Outcomes of this study may also have positive impacts for organisational 

resourcing. In a scoping review by Spalding et al. (2020) increased access to activity for 
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therapeutic and economic values was a common reason for utilising occupation-based 

groups, however only one study formally evaluated cost effectiveness. Cost saving 

without impacting outcome effectiveness has been demonstrated in balance, cardiac 

rehabilitation, and fatigue management group programs (Shields et al., 2018; Thomas et 

al., 2013; Treacy et al., 2018). Occupation-based groups may be cost effective and 

further research is required. 

There were different trajectories demonstrated for IADL outcomes when 

recorded using the COPM and the Lawton’s scale. Firstly, the participants reported a 

decreased Lawton's score when comparing pre- with post follow-up scores. This widely 

used measurement includes scores in community-based IADLs such as transport and 

shopping, goals that were less prevalent in the LifeSkills group. Although this study did 

not directly explore community participation, the follow-up points aligned with 

COVID-19 restrictions which reduced participants’ movements within the community 

and perhaps led to increased use of external supports. The Lawton’s is also a high-level 

scale, and whilst participants may consider themselves independent, they may score low 

in questions. For example, for food preparation, a person can only score a ‘1’ if the meal 

is planned, prepared, and served independently. A score of ‘0’ occurs if they are 

supplied with ingredients or heat a pre-prepared meal. Preparing a microwave meal was 

a common goal identified by participants in the study where a higher score on the GAS 

or COPM may have been recorded. Alternatively, the findings may indicate a reduced 

sensitivity of general measures like the Lawton’s scale for changes reported by the 

individualised COPM, GAS and Self-Efficacy scores. This is consistent with previous 

research that measured confidence of skills using a general measure of the Self-Efficacy 

Gauge (SEG) (Gustafsson & McKenna, 2010) and reported low scores at follow-up, in 

contrast to the increased self-efficacy ratings in this study. These collective findings 

highlight the importance of person-centred measures to demonstrate change and 

improvement, rather than general measures like the SEG and Lawton’s scale. 

Understanding whether patient-related factors impact outcomes is critical for 

therapists to tailor interventions accordingly. In geriatric rehabilitation, variables such 

as age, pre-morbid function, mobility, and cognition have been shown to have an impact 

on functional improvement (Calle et al., 2018). Literature on occupation-based 

interventions have commonly focussed on reporting patient outcomes specific to 

diagnosis such a traumatic brain injury (Powell et al., 2016), psychiatric diagnoses 
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(Schindler, 2010) and stroke (Wolf et al., 2015). Encouragingly, people from different 

diagnosis and age groups benefited equally from the LifeSkills group in this study, 

suggesting that clinicians could consider this occupation-based group a useful tool when 

creating a therapy program, especially in a general rehabilitation population. 
 

Future research directions 

Literature to date has attributed positive experiences of group programs to the 

patient-centred, goal focussed nature of the group design (Patterson et al., 2017). 

Further exploration into active components and causal mechanisms would be beneficial 

to understand for whom, why and how this occupation-based group works. These 

findings also may form a platform for future larger-scale rigorous studies examining 

economic value and cause-effect relationships assessing the generalisability of the 

intervention’s effectiveness across varied inpatient rehabilitation settings. 
 

Limitations 

These results should be viewed cautiously given the uncontrolled, non- 

randomized design. It is difficult without a control group to draw any conclusions about 

the specific benefits of the program and therefore only descriptive benefits can be 

reported. There are also limitations that a heterogenic sample can bring to outcomes 

research and the complexity of rehabilitation populations may not be adequately 

expressed in average scores. The authors acknowledge the impact of a small sample 

size, however previous studies using similar methodology and measures (Doig et al., 

2010; Schindler, 2010) demonstrated clinically relevant outcomes. 
 

Implications for occupational therapy practice 

It is important for occupational therapists to embrace evidence-based practice. 

The following points are made to enable consideration of the clinical practice 

implications of this research. 

• Occupation-based groups facilitate goal achievement and improve self-reported 

performance and satisfaction of IADL skills at discharge. 

• An occupation-based group intervention could be an alternative to providing the 

same intervention one-on-one. 

• Consideration should be taken to using individualised measures to capture the 

impact of an intervention. 
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Conclusion 

The LifeSkills group resulted in significant improvement in goal achievement, 

occupational performance, satisfaction, and self-efficacy at hospital discharge, which 

was seen to be maintained over time. With no significant difference between diagnosis 

and age, these findings indicate that an occupation-based group program has promising 

application in a general inpatient rehabilitation practice. As one of the goals of inpatient 

rehabilitation is to improve occupational performance, occupational therapists may find 

using an occupation-based group a valuable therapeutic option. 
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Chapter 5 

Evaluation of an inpatient occupation-based group program using a process 

evaluation framework 
 

This chapter presents an evaluation of an occupation-based group using a process 

evaluation framework to understand key components, mechanisms, and success factors. 

The chapter addresses thesis aim four and includes a paper submitted for publication to 

OTJR: Occupation, Participation and Health. There are some slight differences between 

this paper and the submitted manuscript for consistency of style. The bibliographic 

status of the co- authored paper, including all authors, are: 

Spalding, K., Gustafsson, L., & Di Tommaso, A. (2021). Evaluation of an inpatient 

occupation-based group program using a process evaluation framework [Manuscript 

submitted for publication]. School of Health Sciences and Social Work, Griffith 

University. 

My contribution to the paper involved formulating the research proposal, data 

collection, primary categorisation and analysis of the data and dissemination under 

supervision. 
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Abstract 

Background: Occupation-based groups are used in rehabilitation to enhance delivery 

and intensity of intervention; however, little research is available to understand their 

effectiveness. Objectives: The aim of this study was to examine the process of an 

occupation-based group to understand mechanisms and success factors. Methodology: 

A process evaluation framework guided implementation and analysis of this mixed 

methods study. Quantitative administrative data, goal achievement outcome measures, 

group observations and qualitative semi-structured interviews were conducted with 

participants involved in the ‘LifeSkills’ group run in an inpatient rehabilitation ward. 

Results: Thirty participants were recruited. Factors for success included consistency in 

group structure and support, using meaningful practise opportunities and facilitating a 

real-world experience. There was no significant relationship between patient outcomes 

and dose of training or patient demographics. Conclusion: This evaluation contributes 

to a growing body of evidence for incorporating occupation-based approaches into 

rehabilitation and offers insights into practice implementation. 
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Introduction 

Occupation-based interventions are those where the occupational therapist uses 

engagement in occupation as the therapeutic agent of change (Fisher, 2014). In 

rehabilitation services, there is growing evidence for the use of occupation-based 

interventions to improve occupational performance and health outcomes (Dikmen et al., 

2003; Hackett et al., 2000; Powell et al., 2016). Purposeful occupations have been seen 

to increase participation and enhance movement quality after upper limb injuries in 

comparison to non-meaningful tasks (Collis et al., 2020). Occupation-based 

interventions have yielded similar improvements in occupational performance in 

chronic stroke survivors when compared to repetitive task practise (Skubik-Peplaski et 

al., 2017). 

Occupational therapists are presented with the challenge of incorporating 

occupation-based interventions into practice against competing service demands such as 

resource availability (Murray et al., 2021). Inpatient rehabilitation services are 

embracing group-based formats to enable frequency and intensity of service delivery for 

better functional outcomes (English et al., 2017; Hammond et al., 2015). Evidence 

supports the use of occupation-based groups to enable more opportunities to practise 

with an influence on patient experience and satisfaction especially when a patient- 

centred, goal-based approach is used (Spalding et al., 2020). The popularity of using 

such groups for time and resource efficiency makes it relevant to explore the 

effectiveness of this treatment focus in inpatient rehabilitation. 

Recent work (Spalding et al., 2021) explored patient outcomes from a novel 

occupation-based group focussing on instrumental activities of daily living (IADLs). 

The study demonstrated statistically significant improvements in occupational 

performance, satisfaction and confidence at discharge which was maintained at 90-day 

follow up. However, given the lack of similar research, important questions remain in 

understanding key elements and underlying intervention mechanisms. It is relevant to 

explore how this group intervention is structured and implemented whilst honouring the 

individualised nature of occupation-based practice to support use in the clinical setting. 

The Medical Research Council provides guidance on the use of process 

evaluations to identify the active components and explain causal mechanisms in 

complex interventions. Process evaluations can provide a greater confidence in 

conclusions by assessing the quantity and quality of what was delivered and assessing 
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the generalisability of its effectiveness (Moore et al., 2015). Occupational therapy 

researchers are using process evaluations to evaluate treatment fidelity, patient 

experiences and factors that affect practice intervention in areas such as in-home 

cancer-care (la Cour et al., 2020), and home modification (Lockwood et al., 2020). 

Therefore, the aim of this study was to complete a process evaluation of an 

occupation-based group. The specific research questions were (1) what is being 

implemented in the group and how, (2) what about the patient experience of the 

intervention effected change and (3) is there an impact on patient outcomes? 
 

Methods 
 

Study design 

A process evaluation framework using a mixed method design guided data 

collection, procedure, and analysis (Figure 5.). The process evaluation was developed 

by the research team based on current literature (Liu et al., 2016) and theoretical 

frameworks including the RE-AIM framework to address questions of generalisability 

and translation into practice (Gaglio et al., 2014), and the Realist framework to 

highlight potential mechanisms of action (Moore et al., 2015). The framework headings 

explored each research question; Context: Who is involved?; Implementation: What is 

being implemented in the group and how?; Mechanisms of impact: What about the 

patient experience of the intervention effected change?; and Outcomes: Is there an 

impact on patient outcomes? Ethics approval was obtained from university (GU Ref No: 

2019/498) and hospital human research ethics committees (LNR/2019/QRBW/53152). 

The process evaluation was conducted alongside a longitudinal observational cohort 

study of the occupation-based group program and the results are published elsewhere 

(Spalding et al., 2021). 
 

Participants 

All 30 participants from the cohort study participated in the process evaluation. 

The participants were consecutively recruited as they were referred to the occupation- 

based group, called the LifeSkills group. Additional inclusion criteria were people aged 

18 years or older, English-speaking, with a planned discharge destination of home, who 

could identify goal areas related to IADLs, and could work in a group under semi- 

supervised conditions. Participants were excluded if the planned discharge destination 

was a residential care facility. Purposeful sampling identified 15 of the 30 participants 
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for the qualitative component of the evaluation, representing a wide range of 

perspectives, and diversity in age, gender, and diagnosis. 
 

Data collection 

Quantitative data collected for all 30 participants as described in Figure 5: 
 

Participant group observations: Recorded using a standardised audit template 

adapted from Clarke et al. (2014). Coded information was collected including how the 

intervention was delivered, key group principles observed, group member interactions 

and person and contextual factors influencing delivery. 

Administrative group process data: Reviewed to collect details of intervention 

delivery such as frequency and amount of training. 

Participant demographics: Collected from electronic case record data. 
 

Intervention outcome measures: Patient goal achievement, performance, 

satisfaction, and self-efficacy collected from data obtained through the concurrent 

cohort study. 

Qualitative data for the sampled 15 participants as described in Figure 5: 
 

Semi-structured interviews: Conducted following an initial interview schedule 

of topic questions, for example, “Tell me what being in the LifeSkills group was like for 

you?” and “How did you find the group helpful in achieving your goals?”. Additional 

questions were added as they became apparent. All interviews were audio recorded and 

transcribed verbatim. 
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Figure 5 

Process evaluation framework 
 

 
Note. This figure was adapted with permission from “Protocol for process evaluation of 

a randomised controlled trial of family-led rehabilitation post stroke (ATTEND) 

in India”, by H. Liu, R. Lindley, M. Alim, C. Felix, D. B.C Gandhi, S.J. Verma, 

D.K. Tugnawat, A. Syrigapu, R.K. Ramamurthy, J.D. Pandian, M. Walker, A. 

Forster, C.S. Anderson, P. Langhorne, G.V.S. Murthy, B.R. Shamanna, M.L. 

Hackett, P.K. Maulik, L.A. Harvey, & S. Jan, 2016, BMJ Open, 6, p. 4 

(https://doi.org/10.1136/bmjopen-2016-012027). CC BY-NC 4.0. 



76  

Procedure 

The principal investigator completed all data collection over three phases, 

reducing examiner bias by not being involved in the clinical administration of the 

group. 

Phase one: Group observations were conducted as participants underwent the 

intervention as part of the cohort study. Each participant was observed for one full 

intervention session using the standardised audit template. Only information on how the 

group was run in relation to the participants was collected. Administrative group 

process data and the review of electronic case records for demographic details were 

collected for all participants. 

Phase two: Post-intervention and prior to discharge, the principal investigator 

individually met with the 15 purposefully selected participants and conducted a 30- 

minute semi-structured interview face-to-face. 

Phase three: Quantitative intervention outcomes from the cohort study were 

collected and collated. 
 

Analysis 

Phase one: Evaluation framework headings of ‘Context’ and ‘Implementation’ 

were explored through quantitative process data. Group observation audit data were 

calculated, coded, and analysed descriptively using an Excel spreadsheet based on these 

framework sub-headings. For example, the frequency of key theoretical principles 

observed in the group were coded under the sub-heading ‘Implementation: Adoption’. 

Administrative group process data and demographics in terms of mean (standard 

deviation) and frequency (percentage) were conducted in SPSS. 

Phase two: Framework heading ‘Mechanisms of impact’ was explored through 

interpretive description of the qualitative data from the semi-structured interviews 

(Thorne et al., 2004). First the primary investigator carefully read and inductively coded 

the interview transcripts in NVivo software, using breadth in data organisation to allow 

examination for a range of alternatives. These coded segments of text were transferred 

to an Excel spreadsheet, judiciously reviewed, and sorted into larger concepts. A second 

research team member independently reviewed the interview transcripts and spreadsheet 

to confirm coding and concepts. Subsequent categorisation into themes were discussed 
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by all research team members, taking care to synthesize meanings and theorize 

relationships to agree upon findings. 

Phase three: Framework heading ‘Outcomes – intervention impact’ used 

quantitative intervention outcome data from the cohort study, analysed in SPSS and 

conducted last to avoid biased interpretation of process data. Full analysis details are 

published elsewhere (Spalding et al., 2021). A Spearman's rank-order correlation was 

then used to explore the relationship between the process data dose of training, patient 

demographics and patient intervention outcome measures of goal achievement, 

performance, satisfaction, and self-efficacy. 
 

Results 
 

Context 

Participants were 22 women and 9 men, aged between 35-91 (M = 68.87, SD = 

14.78), with a mean length of rehabilitation stay of 32.03 days (SD = 16.74). Fourteen 

had a non-neurological diagnosis and sixteen had a neurological diagnosis. For the 

semi-structured interviews, the fifteen participants (4 men and 11 women) were aged 

45-91 (M = 72.3, SD = 13) with a mean length of stay in rehabilitation of 32.5 days (SD 

= 17.7). Additional demographic characteristics of the sample are presented in Table 7. 
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Table 7 

Participant demographics 
 

 
Variable 

Total 
 

n = 30 

 
% 

Interview 

n = 15 

 
% 

Neurological diagnosis 16 53.33% 6 40.0% 

Stroke ischaemic L) body involvement 7 23.3% 3 20.0% 

Other non-traumatic brain dysfunction 3 10.0% - - 

Other non-traumatic spinal cord dysfunction 1 3.3% - - 

Stroke ischaemic bilateral involvement 1 3.3% - - 

Stroke ischaemic R) body involvement 1 3.3% 2 13.3% 

Non traumatic subarachnoid haemorrhage 1 3.3% - - 

Other neurological condition 1 3.3% - - 

Traumatic brain dysfunction, closed injury 1 3.3% 1 6.7% 

Non-neurological diagnosis 14 46.67% 9 60% 

Reconditioning following medical illness 9 30.0% 7 46.7% 

Fracture of femur 2 6.7% - - 

Fracture of pelvis 1 3.3% 1 6.7% 

Other orthopaedic fracture 1 3.3% 1 6.7% 

Fracture of multiple sites 1 3.3% - - 

Allied health used OT+PT 17 56.7% 10 66.7% 

OT+PT+SP 13 43.3% 5 33.3% 

Admission FIM 72.23(M) 20.58(SD) 74.8(M) 18.45(SD) 

Discharge FIM 106.3(M) 9.12(SD) 105.53(M) 9.76(SD) 

Note. OT= Occupational Therapy, PT= Physiotherapy, SP= Speech Pathology, FIM= 

Functional Independence Measure. 
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Implementation: What is being implemented and how? 
 

Reach, fidelity, and dose 

All 30 participants were observed and referred by the treating occupational 

therapist to address IADL goals for returning home. For most participants, the 

intervention was delivered according to protocol. On four occasions, the protocol was 

either modified or ceased due to patient factors (e.g., pain) or tasks were upgraded due 

to new goals. The average intensity of training (i.e., active time participating in task 

practise) was 66.57%, the average frequency of training was 5.97 sessions and the 

average number of tasks practised in each session was 3.5. A total of 85 IADL tasks 

were practised by the 30 participants. Meal preparation (n = 31) and laundry (n = 24) 

were the most common (Table 8). 
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Table 8 

Types of tasks practised 
 
 

Task n = 85 % 

Meal preparation 31 36% 

Laundry 24 26% 

Shopping 8 9% 

Washing dishes 5 6% 

Making the bed 4 5% 

Household cleaning 4 5% 

Computer use 4 5% 

Community access 4 5% 

Medication management 1 1% 

 
 

Adoption 

Groups of two-four participants were observed to interact with at least two 

student occupational therapists as group facilitators. Generally, all participants met as an 

entire group before splitting to work individually on an IADL goal either sharing a 

mutual space or task focus with others. For example, three participants were observed 

working in the kitchen completing meal preparation, however, were making their own 

individual meal according to their goals. For six instances, participants worked in 

separate areas due to COVID-19 hospital restrictions in place at time of observation. 

Interactions between group members varied, with participants acknowledging other 

groups members in passing, e.g., saying “hello”, during half of the observations. On 

four occasions participants were observed to encourage and congratulate each other on 

performance success. Observed conversations were focussed on seeing each other 

outside of group (i.e., at mealtimes) as well as sharing stories and experiences. Most 

interactions with group facilitators involved asking questions about the group process, 
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their performance and goal achievement. Rapport building, including sharing past 

experiences and laughter were also observed. 

Five key theoretical principles were consistently observed during the groups. 

Firstly, practise was related to individual goals on all 30 observations. Goals were made 

explicit during the session and participants were observed to make clear links to the 

tasks. Secondly, it was ensured that tasks were meaningful to the participants in all 30 

observations. Participants often had choice and control over the details of the tasks i.e., 

choosing to cook a certain meal. One participant had brought in her own laundry to 

practise washing. Thirdly, motivation and engagement were recorded in 25 

observations. Socialising with other participants, sharing a common recipe and steps 

during a meal preparation task appeared to support engagement. Timing participants 

performance also appeared to be an encouraging tool. Fourthly, the feedback loop was 

seen during 20 observations. Participants were observed to discuss and compare results 

from previous sessions with the facilitators, identifying new strategies for task practise. 

Finally, frequency and intensity of practise was only encouraged in 17 observations. 

Participants were provided explanations of the reason for repetition which appeared to 

encourage more activity. On two occasions, participants were encouraged to practise 

these tasks outside of the group, e.g., doing their own laundry on the ward. 

There were several factors that appeared to be barriers to implementing the 

intervention. Contextual factors impacting practise time occurred on nine occasions, 

including arriving late for therapy and schedule changes due to medical appointments. 

In three instances where new facilitators were running a group, additional supervision 

requirements appeared to impact intensity of training. Person-related factors such as 

pain, dizziness and fatigue impacted amount of training provided on eight occasions. 

Here, performance and tasks were modified enabling participants to complete the entire 

program. 
 

Mechanisms of impact: What about the experience of the intervention effected 

change? 

The analysis of participant experiences and attitudes on how the group 

intervention effected change identified four main themes. 
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Enabled choice and control 

Participants consistently reported that the group gave them choice and control to 

achieve their goals. There was a sense that the sooner they were able to achieve their 

goals, the less reliant they would be on others. For this, participants spoke about the 

importance of choosing activities specific to their needs over others. Participant 28 

reported “I chose [the activities] as they were my goals and important to me, rather than 

be important to [the student occupational therapists] studies”. Activities were chosen as 

they were necessary and specific to the tasks at home. Participant 12 reported “I 

practised the major ones I was going to do at home…it’s no use choosing something 

you’re not going to do”. Several participants commented that all activities were ‘the 

best fit’ and tailored to the individual. Feeling in control was significant, with 

participants reporting a positive experience because they could do things their way. 

Having a connection over tracking goal achievement appeared to help them see 

improvement. Participant 18 reported “we were timing things…I started off not being 

able to put a T-shirt on, to having a personal best of 15 seconds… I can see the 

improvements”. Allowing participants to have choice and control in the group process 

influenced their recovery. 
 

Encouraged confidence in abilities 

Participants spoke often about how the group prepared them for home by 

increasing confidence of abilities, rather than improvement in skills. Participants 

reported that the repetitive nature of practising tasks, even if mundane, increased their 

confidence. Participant 12 reported “doing it over and over again, even though you hate 

it, it just makes you more confident in doing that task” and participant 17 reported “I 

don’t like folding washing…but I’ve gotten faster and faster and I know I’ve mastered it 

now”. Having an increase in awareness of abilities, even if not at pre-admission level, 

was important. Participant 3 reported “I get a lot of satisfaction from [the group] 

because I have learnt my limits, and I can do things without pain”. Participant 12 

reported “I don’t have to stress because I know what to expect when doing everyday 

things”. This awareness led to feelings of being ready for discharge. Confidence in 

abilities from group participation enabled a sense of preparedness for home. 
 

Allowed a connection to self and home 

Participants described that the real-world nature of group task practise gave 

them a connection to not only their physical home but who they were outside of 
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hospital. Several reported that doing ‘normal’ things fostered a sense of realism, 

allowing them to transfer what they learnt to the real world. One participant reported 

that using the electric stove in the therapy kitchen was important as she has an electric 

stove at home. The repetitive structure of group task practise also helped in recalling 

task performance. Participant 10 reported “when you are away from home…it does help 

you to remember what to do at home which is really helpful”. Many reflected that the 

group stimulated past experiences that impacted recovery. Participant 9 reported that his 

experience of taking on domestic duties after his wife died impacted his feelings of 

achievement. “I think because I did that for my wife, I was able to handle this 

experience [in the group]’. Another reported to enjoy attending group with the student 

occupational therapists due to positive past occupation experiences training apprentices. 

Participants reflected on feelings of accomplishment after group participation. 

Participant 2 reported “it’s knowing that I did something in the day…gave me purpose”. 

Encouraging a practical connection to oneself and home in the group was an important 

element for success. 
 

Facilitated recovery through the shared experience 

Finally, participants recounted how the shared experience between group 

members and facilitators aided recovery by enabling peer mentoring and support. 

Several participants reported the consistency of group facilitators and the consequent 

therapeutic alliance allowed them to feel more comfortable and helped them to see 

improvement. The age and experience of the facilitator did not matter, as it was more 

the way they were treated that impacted recovery. Being treated with respect enabled 

feelings of value and self-worth, with participant 17 stating “it made me feel like a 

person again”. Comradery between group members enabled acceptance of self. 

Providing encouragement to each other and working together on a task made recovery 

fun and helped with feelings of isolation. Success was due to being an equal member of 

the group and it was important to not be treated like a person with a disability. Many 

participants reported that comparing themselves to others in the group increased their 

confidence, put life into perspective and helped them realise they were ready for 

discharge. Participant 8 reported “if they can do it, I can do it”. Sharing the experience 

of recovery with others in the group was important for facilitating change. 
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Intervention outcomes 

Results on intervention patient outcomes have been described elsewhere 

(Spalding et al., 2021). In summary, there were statistically significant improvements 

in goal achievement, occupational performance, satisfaction, and self-efficacy at 

discharge which was maintained at 90-day follow up. There was no significant 

relationship between patient outcomes and dosage factors of amount of training, 

frequency of training and tasks, nor contextual factors of age or diagnosis. There was a 

statistically significant positive correlation between length of stay and the intensity of 

training, rₛ(98)=.385, p<.036, the length of stay and the frequency of training, 

rₛ(98)=.599, p<.000 and the number of tasks practised in each session and the frequency 

of training, rₛ(98)=.526, p<.003. 
 

Discussion 

The purpose of this study was to conduct a process evaluation of an occupation- 

based group to determine what was being implemented, what about the patient 

experience effected change and if there was an impact on patient outcomes. Findings 

indicate that practising occupation-based tasks in a controlled group environment has a 

positive impact on patient experiences and outcomes. Combining and comparing 

qualitative and quantitative results, the main factors in enabling this success relate to (1) 

how the group is structured and facilitated, (2) the use of real-world experiences and (3) 

enabling opportunities to practise. 

The way the group was structured and facilitated was the first factor to group 

success. Key theoretical principles underpinning group structure such as goal-based 

training, meaningful practise, motivation, and engagement were consistently observed 

in group observations. The impact of these principles was echoed in participant 

experiences. Having choice and control over goals and practising activities with 

meaningful connections to home enabled engagement in group therapy. Integrating 

evidence and theory into practice for better patient outcomes is a consistent approach 

within other reported occupation-based groups (Spalding et al., 2020) as well as an 

important aspect of healthcare policy (Hoffmann et al., 2017). Observations of group 

format showed consistency in facilitators and member ratios, reported by participants to 

significantly enhance experience and recovery. It is well recognised in the literature that 

groups provide meaningful opportunities for learning from peers (Cole, 2012; Yalom & 

Leszcz, 2005) which participants reported was important for recovery. What was 
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interesting in this study was the equal importance participants held for the therapeutic 

relationship between participant and facilitator. Having a consistent facilitator 

interaction enabled feelings of value and self-worth which was key to seeing 

improvement. There are perceived values of the therapeutic use of self for occupational 

therapy practice such as patient participation and therapeutic efficacy (Cole & McLean, 

2003; Taylor et al., 2009), and this study outcome provides more evidence to its 

effectiveness. It is suggested that when structuring an occupation-based group, 

facilitators use an evidence-based framework, and focus on facilitating not only the 

shared experience between consumers, but that of the facilitator-participant interaction. 

The use of real-world experiences was the second factor to group success. 

Participants reported experiences of using tailored activities in an environment that 

fostered a realism to home, aiding in the transfer of skills. Contextual data indicated all 

tasks were occupation-based and practised as a whole. There has always been the 

argument that practising occupations in one’s own, meaningful environment compared 

to a simulated setting enabled better occupational performance improvement and skills 

translation (Doig et al., 2011; Gupta & Taff, 2015; Labbé et al., 2018). There may be 

concern that delivering the uniqueness of occupation-based practice in a replicated 

group setting may take away from the individualised nature of this approach. For this 

study, the application of a person and goal-centred approach reduced this. Each 

occupation practised in the LifeSkills group was chosen by the individual, identified as 

significant and meaningful to their occupational performance and discharge goals. 

Giving a participant the opportunity to connect what they are doing in therapy to life 

after discharge gives purpose, directs performance, and improves participation (Nilsson 

& Nygard, 2003; Patterson et al., 2017). Occupation-based groups that encourage real- 

word experiences through a person-centred approach can offer a connection to home 

and success even in a manufactured environment. 

The final factor contributing to group success was enabling meaningful 

opportunities for practise. Participants reported that this frequency increased one’s 

awareness of and confidence in occupational abilities. This is supported by patient 

outcomes of statistically significant improvements in self-efficacy at discharge and 

follow up. Group observations also showed that that barriers to participation such as 

patient reported pain and dizziness were often overcome by providing opportunities of 

task modification. Consistent with previous studies of occupation-based groups, 
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enabling meaningful opportunities to link the doing of activities helps gain new insights, 

increases confidence, and facilitates skill development (Nilsson & Nygard, 2003; 

Patterson et al., 2017; Zanca et al., 2013). Interestingly, correlation analysis found no 

significant relationship between patient outcomes and contextual factors of dose of 

training. The popular justification for group models in rehabilitation is that higher 

intensity of service results in better functional outcomes (English et al.; Hammond et 

al., 2015). As patient outcomes from the cohort study were positive, it could be 

suggested that the significance of the group doesn’t centre on how long one participates, 

or how many tasks are completed. Perhaps it is simply having an opportunity to practise 

in a socially engaging and accepting environment that contributes to favourable 

outcomes. Further larger-scale studies examining this cause-effect relationship is 

warranted to assess the intervention’s effectiveness across varied inpatient rehabilitation 

settings. 
 

Limitations 

This study was conducted concurrently to a cohort study, so results should be 

viewed cautiously given the uncontrolled, non-randomised design and small sample 

size. This paper did not explore other stakeholders involved in the group program such 

as group facilitators or family members, and only looked at one sample site. Recent 

guidelines for process evaluations highlight the involvement of multiple stakeholders to 

understand the full impact of context on intervention mechanisms. Further exploration 

of these viewpoints could verify if this group program is generalisable, scalable and 

sustainable across different settings. 
 

Implications of the research 

Group-based models of care in rehabilitation have been embraced for resource 

efficiency and to maximise patient outcomes. Literature to guide implementation of 

rehabilitation groups has focused on standardised, impairment-based therapy such as 

walking or arm-strength circuit classes (Lohse et al., 2014; Schneider et al., 2016; 

Veerbeek et al., 2014). The paucity of information on the nature of occupation-based 

groups demonstrates variabilities in the group process, design, and delivery (Spalding et 

al., 2020). This study contributes to this body of research by exploring factors for 

success. To address the growing need for accessibility to useful occupation-based 

interventions in inpatient rehabilitation, this body of research suggests that practising 

occupations in a controlled environment of a group could be an appropriate alternative 
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to enable positive outcomes. It was demonstrated that a group with an evidence-based 

structure, enabling real-word experiences through meaningful opportunities of task 

practise and encouraging a shared experience between participant, facilitators and peers 

provides success. This may be helpful for occupational therapy clinical settings wishing 

to embrace the trend of group model of care for organisational outcomes. 
 

Conclusions 

It can be concluded that the practise of occupation-based approaches can 

successfully occur in a controlled group environment with a positive impact on patient 

experiences and outcomes. Success occurs when an occupation-based group facilitates 

the shared experience and provides meaningful opportunities to practise real-world 

experiences within an evidence-based structure. This study contributes to a growing 

body of evidence to the benefit of incorporating occupation-based activities into 

rehabilitation and offers insights to how clinical settings could advance forward to 

incorporate this into practice. 
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Chapter 6 
 

General discussion 

This thesis has explored occupation-based groups in an inpatient rehabilitation setting, 

including a scoping review of the current literature, and a longitudinal observational 

cohort study and process evaluation of an occupation-based group embedded within 

clinical practice. This final thesis chapter provides a summary of the background and 

setting for the study, the findings in relation to each thesis aim and a broader discussion 

of these findings in relation to existing literature. Implications for clinical practice are 

made including the positive outcomes following group participation, using a 

personalised approach to evaluate change, key ingredients for successful occupation- 

based groups and delivering the unique principles of occupation-based practice in a 

controlled environment. The limitations of the thesis are discussed and 

recommendations for future research are presented, followed by conclusions. This is an 

unpublished chapter. 
 

Summary of background and setting 

In Australia the healthcare system promotes value-based healthcare, where 

patients have access to evidence-based resources and environments for meaningful 

recovery experiences and delivery of outcomes (Australian Commission on Safety and 

Quality in Health Care, 2011). Occupational therapists working in inpatient 

rehabilitations settings are driven to incorporate value-based rehabilitation interventions 

that better enable patient independence and enhance occupational performance. A 

common approach is the use of occupation-based interventions, engaging patients in the 

therapeutic use of the activity to achieve success (Gray, 1998). Clinicians are often 

presented with the challenge of incorporating this approach into practice against 

competing service demands such as resource availability (Murray et al., 2021). 

Rehabilitation settings have embraced group models of care for resource efficiency as 

well as reaching frequency and intensity of service targets that have been shown to 

impact patient outcomes (English et al., 2017; Hammond et al., 2015). 

The setting for this mixed methods series of studies was the Royal Brisbane and 

Women’s Hospital Geriatric Assessment and Rehabilitation Unit (GARU) inpatient 

rehabilitation ward. Here clinicians had implemented an occupation-based group, the 

LifeSkills group to meet service demands. Clinical experiences running the group found 
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value and impact of this approach on a patient’s goal achievement and recovery 

experience, however it was difficult to find justification of this in the literature. 

Occupational therapists as individuals and as a profession have the responsibility to 

incorporate evidence-based practice into service delivery including the use of best 

available research that provides the highest quality evidence for practice (Hoffmann et 

al., 2017). To date literature has focused on standardised, impairment-based group 

therapy such as upper-limb strength or walking circuit classes (Lohse et al., 2014; 

Schneider et al., 2016; Veerbeek et al., 2014). The paucity on the nature and impact of 

occupation-based groups in inpatient rehabilitation settings warrants further exploration 

not only for personal practice, but for the development of the occupational therapy 

profession. This will ensure that treatment approaches used in practice meets the high 

standards of patients and the professional body. 
 

Summary of findings 

The four main aims of the thesis addressed in the series of studies were: 
 

1. To examine and map the range of occupation-based group programs used in 

hospital rehabilitation 

2. To examine the impact of the LifeSkills group in improving and maintaining 

IADL skills, as measured by the examiner and as perceived by the participant: a) 

immediately post-intervention, b) at a 30-day follow-up, and c) at a 90-day 

follow-up 

3. To examine differences in outcomes from the LifeSkills group based on age or 

diagnoses 

4. To examine the LifeSkills group through a process evaluation to determine 

active components and mechanisms for success 
 

Chapter 2 presented a scoping review to address thesis aim one, examining and 

mapping the range of occupation-based group programs in hospital rehabilitation. It was 

evident through this review that occupation-based groups in inpatient rehabilitation are 

valued by the occupational therapy profession and used to enhance frequency and 

intensity of service. It was important to provide explicit links between patient goals, 

therapeutic activity, and real life to enhance engagement and satisfaction. This is 

consistent with existing literature that the use of individuals’ goals facilitates therapy 

engagement and participation, and an increased awareness of ability outside of the 
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treatment context (Rosewilliam et al., 2011). Whilst this practice approach appears to 

have an influence on the patient experience, it remained unclear the impact on patient 

outcomes post-discharge, particularly confidence and occupational performance of 

IADL. Existing literature suggests that 25% of occupational needs in the hospital related 

to productivity and leisure problems (Schiavi et al., 2018) supporting the relevance for 

an investigation into the use of this intervention. 

To address thesis aims two and three, Chapter 4 described a longitudinal 

observational cohort study investigating the effect of the LifeSkills group on patient 

outcomes over four data points and any outcome differences in demographic groups. 

The findings from this study met the first thesis hypothesis that a significant increase in 

scores were seen following group attendance for the Canadian Occupational 

Performance Measure (COPM), Goal Attainment Scale (GAS) and a self-efficacy scale. 

Similar to a study by Doig et al. (2010), clinically significant changes seen specifically 

in the COPM and GAS outcomes measures offer compelling indicators to the usefulness 

of this intervention in the clinical setting. Interestingly, no significant differences for 

age or diagnosis were found. In existing rehabilitation literature, variables such as age, 

mobility and cognition have been shown to have an impact on functional improvement 

(Calle et al., 2018). An unexpected finding from the study was that in contrast to the 

other outcome measures, the follow-up scores on the Lawton’s scale of IADL 

performance were significantly lower than the pre-hospitalisation ratings. The study 

concluded that as the follow-up points aligned with COVID-19 restrictions this perhaps 

reduced participant’s movements and IADL performance within the community as 

measured by the Lawton’s scale. Alternatively, it was suggested that general measures 

like the Lawton’s scale have a reduced sensitivity for change compared to more 

personalised measures, consistent with previous research in the Self-Efficacy Gauge 

(SEG) by Gustafsson and McKenna (2010). 

The fourth and final aim of the thesis, examining the LifeSkills group through a 

process evaluation was addressed in Chapter 5. Findings described the nature of the 

group implementation. Similar to results from the scoping review of Chapter 2, five key 

theoretical principles that underpinned group implementation were consistently 

observed in practice. Barriers to implementing the intervention included contextual 

factors i.e., arriving late for therapy and this impact on practise time, and person-related 

factors such as pain and fatigue impacting amount of training provided. Patients 
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reported experiences of choice and control, a shared experience with others, increased 

confidence, and a connection to home. This is similar to existing research on patient 

experiences where patient-centredness and peer engagement are key to running a 

successful group (Cole, 2012; Nilsson & Nygard, 2003; Patterson, Fleming, et al., 

2017). Patient outcomes from the longitudinal observational cohort study discussed in 

Chapter 4 showed statistically significant improvements. Contrary to the second thesis 

hypothesis, no significant relationship was found between these patient outcomes and 

group dosage factors of amount of training, frequency of training and tasks, nor 

contextual factors of age or diagnosis. This was interesting as the popular justification 

for use of group models is that higher intensity and frequency of service results in better 

functional outcomes (English et al., 2017; Hammond et al., 2015). As patient outcomes 

were positive, it could be suggested that the significance of the group doesn’t centre on 

time and dose but is perhaps explained by the active group elements of being patient- 

centred, having an opportunity to practise and being in a socially engaging and 

accepting environment. 
 

Clinical practice implications 

This thesis has explored occupation-based groups in an inpatient rehabilitation 

setting. The findings describe current clinical practice, explore patient outcomes from 

participating in a novel occupation-based group, the LifeSkills group, and key group 

implementation components to understand the impact of the intervention. It is presented 

that the use of occupation-based groups has meaningful clinical practice implications 

and that occupational therapists should be supported in exploring such group use in 

inpatient rehabilitation settings to maximise patient outcomes and meet organisational 

requirements. 
 

Achieving positive patient outcomes 

The first clinical practice implication from the thesis is that an occupation-based 

group can achieve positive patient outcomes at discharge and follow-up, even in varied 

populations. This impacts the usefulness of the intervention for clinicians wishing to 

incorporate evidence-informed interventions into practice. Existing literature on 

occupation-based interventions have focussed on reporting patient outcomes specific to 

diagnosis. Outcomes of goal achievement and ADL performance have been reported for 

individuals with a stroke (Wolf et al., 2015), traumatic brain injury (Powell et al., 2016) 

and dementia (Ciro et al., 2013). It is important to note that these interventions were all 
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provided individually, so whilst these outcomes have been positive, limited diversity in 

population and measures may limit a therapist’s ability to usefully translate these 

interventions into practice. The findings of this thesis help to fill this gap in translational 

evidence. Firstly, positive patient outcomes were reported not only on goal 

achievement, but occupational performance, satisfaction, and self-efficacy. Secondly, 

these outcomes were used following a group-based intervention, something that had not 

yet been explored in the literature as outlined in the scoping review in Chapter 2. 
 

It is also important for therapists to understand whether patient-related factors 

impact outcomes to tailor interventions accordingly. In geriatric rehabilitation, variables 

such as cognition, mobility, pre-morbid function, and age mobility can have an impact 

on functional improvement (Calle et al., 2018). For stroke rehabilitation, age, functional 

and cognitive performance levels can have an impact on home discharge rates (Everink 

et al., 2016). Encouragingly, the body of work in this thesis has demonstrated that 

people from different diagnosis and age groups benefited equally from the occupation- 

based group. This suggests that for clinicians working with a variety of rehabilitation 

populations, an occupation-based group could be a useful tool to consider when creating 

a therapy program. 
 

Using a personalised approach to evaluate change 

The second clinical practice implication from the thesis is the idea that taking a 

personalised approach to outcome measurement provides a better understanding of 

change. Findings from Chapter 4 discussed that general measures like the Lawton’s 

scale had a reduced sensitivity for change compared to more personalised measures like 

the COPM and GAS. Gustafsson and McKenna (2010) reported similar issues when 

using the SEG, noting a contrast in this scoring compared to actual performance from an 

individualised measure of function. Whilst it’s true that community-based IADL goals 

such as transport and shopping were less prevalent in the LifeSkills group and therefore 

may have influenced community participation scores on the Lawton’s scale, it does not 

negate the fact that participants still reported higher levels of satisfaction in their 

identified occupations post-discharge and at follow-up. This supports the broader 

movement in occupational therapy practice to measure the intent of the intervention; 

using patient-centred, occupation-based assessments to demonstrate change post an 

occupation-based intervention, rather than general measures (Hocking, 2001). This is 

further supported by the work of Walley-Hammell (2013) highlighting the need for the 
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profession to critically reflect on the use of patient-centred practice including use of 

meaningful assessments to monitor change. 
 

Some occupational therapists have found it challenging to implement 

personalised, occupation-based outcome measures into practice, citing difficulties with 

accessibility, availability and limited clinically meaningful applications (Asaba et al., 

2017; Duncan & Murray, 2012; Stapleton & McBrearty, 2009). Contrary to this, the use 

of the COPM during this research has gone on to influence a practice change in the 

LifeSkills group at GARU. This research demonstrated that not only was it easy to 

implement this assessment into current group practice, but it also revealed meaningful 

outcome measures for both clinicians and patients. The COPM is now routinely used 

within the LifeSkills group to identify, monitor, and measure performance and 

satisfaction in goal achievement pre- and post-group attendance. These findings suggest 

that occupational therapists should consider the use of a personalised approach to 

measurement, especially when it comes to evaluating occupation-based interventions 

and performance outcomes. 
 

Key ingredients to successful occupation-based groups 

The third clinical practice implication from the thesis is the identified factors 

that enable successful occupation-based group implementation and patient outcomes. It 

was demonstrated that this approach is successful when there is an evidence-based 

structure, a patient-centred, real-word experience is facilitated through meaningful 

opportunities of task practise, and the shared experiences between participant, 

facilitators and peers are encouraged. The findings from the thesis align well with 

existing literature on group planning strategies such as the use of research evidence as a  

foundation for therapeutic structure and peer learning (Cole, 2012; Nilsson & Nygård, 

2003; Patterson, Fleming, & Doig, 2017; Yalom & Leszcz, 2005). Documented 

psycho-social benefits of group work such as dignity and acceptance were seen when 

participants found personally meaningful goals in common with other group members 

(Schwartzberg et al., 2008; Yalom & Leszcz, 2005). Additionally, it is recommended 

that to encourage patient reported feelings of value and self-worth the therapeutic use 

of self is enabled through a consistent group facilitator, in this case a student 

occupational therapist. Arguably, the use of student occupational therapists under the 

supervision of a treating therapist was a resource and time efficient strategy that 

enabled consistency of facilitators and a high frequency of sessions. The literature also 
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suggests that providing opportunities to connect what one is doing in therapy to real-

life after discharge gives a patient purpose and improves participation (Nilsson & 

Nygard, 2003; Patterson et al., 2017; Trombly, 1995).  

Through the application of a patient- and goal-centred approach, the 

occupation- based group within this thesis encouraged a real-word experience that 

offered a connection to home even in a manufactured hospital environment. Patients 

had access to a working therapy kitchen, laundry, computer office and a simulated 

shopping store space to enable an everyday experience during group practise. It is not 

surprising that patient-centredness is an important aspect of this intervention as this has 

been well documented in existing research on positive group programs (Patterson, 

Fleming, et al., 2017; Peloquin & Ciro, 2013; Schindler, 2010). Equally, the lack of 

correlation between patient outcomes and group intensity measures suggests that group 

success centres more  around the active group elements of being patient-centred, having 

an opportunity to practise and being in a socially engaging and accepting environment. 

This is an interesting contrast to current group rehabilitation literature where the focus 

of success is on time and dose of intervention (English et al., 2017; Hammond et al., 

2015). These factors for success may be helpful for occupational therapy clinical 

settings wishing to embrace the trend of group models of care for organisational 

outcomes. 
 

Facilitating occupation-based practice in a controlled environment 

The final clinical practice implication from the thesis is that occupation-based 

practice can occur in the controlled environment of a group whilst honouring the 

principles of patient-centeredness and the unique individualised nature of the approach. 

A founding principle of occupational therapy is that being meaningfully occupied is 

fundamental to well-being (Kielhofner, 2009). The primary goal of occupational 

therapists is “to enable people to participate in the activities of everyday life” (World 

Federation of Occupational Therapists, 2020). To achieve this clinicians use the unique 

approach of occupation-based practice, where engaging, adapting and practising the 

intended occupation, or daily activity, is used as the therapeutic agent of change (Fisher, 

2014; Gray, 1998). Traditionally clinicians have delivered occupation-based 

interventions one-to-one to facilitate the individualised nature of meaningful 

occupational participation. With competing organisational demands, clinicians may be 

pressed to find alternative ways to continue incorporating these professional principles 
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into practice (Murray et al., 2021). One approach discussed throughout this thesis is the 

use of group models of care in inpatient rehabilitation however there are concerns that 

delivering occupation-based practice in a controlled group setting and manufactured 

environment, such as a therapy kitchen or laundry may dilute the unique features of this 

approach. 

Existing literature has already argued that practising occupations in one’s own, 

meaningful environment better enables occupational performance and skills translation 

(Doig et al., 2011; Gupta & Taff, 2015; Labbé et al., 2018). The findings in this thesis 

support the use of an occupation-based group approach to facilitate occupation-based 

practice. It raises the idea that there are benefits post-discharge from engaging in such 

practise, even if not in one’s authentic environment. Firstly, participation in the group 

showed improved and maintained occupational performance outcomes post-discharge. 

Secondly, the use of a patient-centred, personalised approach in development and 

measurement of the intervention enabled a focus on the individual. Thirdly, identified 

key ingredients for successful group implementation echo definitions of occupational 

therapy: using active engagement, purpose, meaning, context, and human interactions 

(Molineux, 2010) For clinicians looking to incorporate occupation-based approaches in 

alternative models of care, this group-based approach could be used to not only achieve 

positive patient outcomes but honour professional principles. 
 

Strengths and limitations 

The pragmatics of the clinical setting and Master of Philosophy timeline 

influenced specific decisions in order to strengthen the quality, rigour, and ultimate 

applicability of the thesis results. It was important at the start of this research process to 

understand the literature landscape that clinicians consult when incorporating evidence 

into practice. Completing a scoping review in Chapter 2 gave clear direction to key 

focus areas that would be meaningful for clinical application. When developing the 

study designs, the research team were aware of the ethical implications of denying 

patients access to the LifeSkills group as it was a part of standard care at GARU. To 

stay within the scope of a Master of Philosophy thesis, a longitudinal observational 

cohort study design was chosen to explore patient outcomes in the absence of a control 

group. As Chapter 2 presented a dearth in the literature of patient outcomes from an 

occupation-based group intervention it was determined that this preliminary research 

study could examine feasibility and justify larger, explanatory study designs in the 
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future. Randomised control trials are regarded as the gold standard to establish 

effectiveness; however, as a comparative study was beyond the scope of this thesis a 

process evaluation design was chosen for the final study. This offered a way to identify 

essential components and explain causal mechanisms to further justify the 

intervention’s use and provide greater confidence in conclusions of effectiveness. 

It is important to note that these studies followed an uncontrolled, non- 

randomised design. The author acknowledges the limitations that a heterogenic sample 

can bring to outcomes research as well as external, uncontrollable factors of a 

multidisciplinary service delivery that may have impacted patient outcomes. Therefore, 

the complexity of the rehabilitation population may not have been adequately 

expressed. The impact of a small sample size is also acknowledged, however there was 

confidence in the approach following demonstration of clinically relevant outcomes in 

previous studies using similar methodology and measures (Doig et al., 2010; Schindler, 

2010). COVID-19 did not appear to impact data collection, as recruitment occurred to 

anticipated time from February 2020 to February 2021, however the impact of health 

directive restrictions within the community may have had an influence on IADL 

performance as measured by the Lawton’s scale. Due to capacity restraints of a Master 

of Philosophy timeline, only the experiences of group members were reviewed in the 

process evaluation. This is contrary to guidelines imploring the use of multiple 

stakeholders, and therefore the full impact of the context on intervention mechanisms 

may not have been as thoroughly explored (Moore et al., 2015). Given time again, it 

would be ideal to include facilitator observations and feedback in the data collection 

methods. 
 

Future research directions 

Given the variability of group design and functional outcome measures reported 

in the literature, the impact of this intervention requires further exploration. Whilst the 

studies in this thesis are justified given that limited similar longitudinal cohort or 

process evaluation studies on the intervention have been reported elsewhere, more high- 

quality clinical-based studies are required for therapists to be confident in translating 

evidence into practice. Firstly, a multi-site randomised control trial would be useful to 

provide causal inferential value of the LifeSkills group on patient outcomes. Data from 

the longitudinal observational cohort study in Chapter 4 provides promising baseline 

data to justify such a larger, explanatory project. Secondly, a larger-scale study 
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examining the economic value of the group could be important when looking at clinical 

resource management in rehabilitation. This was beyond the scope of this thesis, 

however the findings in Chapter 4 and 5 of positive patient outcomes and that goals of 

therapy could be achieved in a group setting justifies the exploration of this alternative 

approach. Finally, carrying on from the work completed by the process evaluation in 

Chapter 5, further exploration of multiple stakeholder viewpoints could verify group 

fidelity and confirm if it is generalisable, scalable, and sustainable across different 

settings. It is also anticipated that the thesis findings could offer opportunities for future 

knowledge translation projects such as the development of clinical guidelines for 

service delivery of occupational therapy groups more widely, supporting of 

incorporation of occupation-based activities into rehabilitation practice. 

 

Conclusion 

This thesis has explored the current literature landscape and use of occupation- 

based groups in an inpatient rehabilitation setting. This body of research was driven by 

the clinical-based desire to find the best available research to provide the highest quality 

evidence for practice. Thesis aims of exploring and mapping the current literature 

landscape, examining patient outcomes following participating in an occupation-based 

group, and the identification of key factors for group implementation have been 

accomplished with useful clinical practice implications provided. This goes towards 

filling a gap in understanding the impact and usefulness of this approach that clinicians 

may use as a platform for justification in clinical practice. The findings offer promising 

pathways for future larger scale explanatory research opportunities, successfully 

contributing to the growing body of evidence to the benefit of incorporating occupation- 

based groups into rehabilitation practice. 



98  

References 
 

Althubaiti, A. (2016). Information bias in health research: definition, pitfalls, and 

adjustment methods. Journal of Multidisciplinary Healthcare, 9, 211-217. 

https://doi.org/10.2147/JMDH.S104807 

American Academy of Physical Medicine and Rehabilitation. (2012). Inpatient 

rehabilitation. https://www.aapmr.org/docs/default-source/protected- 

advocacy/Position-Statements/inpatient-rehabilitation--justification- 

for.pdf?sfvrsn=b1c5537c_2 

Arksey, H., & O'Malley, L. (2005). Scoping studies: Towards a methodological 

framework. International Journal of Social Research Methodology, 8(1), 19-32. 

https://doi.org/10.1080/1364557032000119616 

Asaba, E., Nakamura, M., Asaba, A., & Kottorp, A. (2017). Integrating occupational 

therapy specific assessments in practice: Exploring practitioner experiences. 

Occupational Therapy International, 1-8. https://doi.org/10.1155/2017/7602805 

Australasian Faculty of Rehabilitation Medicine. (2017). The AROC annual report. 

Australian Health Services Research Institute. 

https://ahsri.uow.edu.au/content/groups/public/@web/@chsd/@aroc/documents/ 

doc/uow244561.pdf 

Australian Commission on Safety and Quality in Health Care. (2011). Patient-centred 

care: Improving quality and safety through partnerships with patients and 

consumers. 

https://www.safetyandquality.gov.au/sites/default/files/migrated/PCC_Paper_Au 

gust.pdf 

Babulal, G. M., Huskey, T. N., Roe, C. M., Goette, S. A., & Connor, L. T. (2015). 

Cognitive impairments and mood disruptions negatively impact instrumental 

activities of daily living performance in the first three months after a first stroke. 

Topics in Stroke Rehabilitation, 22(2), 144-151 

https://doi.org/10.1179/1074935714z.0000000012 

Ballinger, C., Ashburn, A., Low, J., & Roderick, P. (1999). Unpacking the black box of 

therapy - a pilot study to describe occupational therapy and physiotherapy 

interventions for people with stroke. Clinical Rehabilitation, 13(4), 301-309. 

https://doi.org/10.1191/026921599673198490 

http://www.aapmr.org/docs/default-source/protected-
http://www.aapmr.org/docs/default-source/protected-
https://ahsri.uow.edu.au/content/groups/public/%40web/%40chsd/%40aroc/documents/
http://www.safetyandquality.gov.au/sites/default/files/migrated/PCC_Paper_Au
http://www.safetyandquality.gov.au/sites/default/files/migrated/PCC_Paper_Au


99  

Baum, C., & Edwards, D. (1995). Position paper: Occupational performance: 

Occupational therapy’s definition of function. American Journal of 

Occupational Therapy, 49(10), 1019-1020. 

https://doi.org/10.5014/ajot.49.10.1019 

Bissell, J. C., & Mailloux, Z. (1981). The use of crafts in occupational therapy for the 

physically disabled. American Journal of Occupational Therapy, 35(6), 369- 

374. https://doi.org/10.5014/ajot.35.6.369 

Blomgren, C., Jood, K., Jern, C., Holmegaard, L., Redfors, P., Blomstrand, C., & 

Claesson, L. (2018). Long-term performance of instrumental activities of daily 

living (IADL) in young and middle-aged stroke survivors: Results from 

SAHLSIS outcome. Scandinavian Journal of Occupational Therapy, 25(2), 119- 

126. https://doi.org/10.1080/11038128.2017.1329343 

Calle, A., Onder, G., Morandi, A., Bellelli, G., Ortolani, E., Pérez, L. M., Mesas, M., 

Sanniti, A., Mazzanti, P., Platto, C. N., Gentile, S., Martínez, N., Roquè, M., & 

Inzitari, M. (2018). Frailty related factors as predictors of functional recovery in 

geriatric rehabilitation: The sarcopenia and function in aging rehabilitation 

(SAFARI) multi-centric study. The Journal of Nutrition, Health & Aging, 22(9), 

1099-1106. https://doi.org/10.1007/s12603-018-1060-2 

Ciro, C., Dung Dao, H., Anderson, M., Robinson, C., & Hamilton, T. (2014). Improving 

daily life skills in people with dementia: Testing the STOMP intervention 

model. Journal of Alzheimer's Disease & Parkinsonism, 4, 165. 

https://doi.org/10.4172/2161-0460.1000165 

Ciro, C. A., Hershey, L. A., & Garrison, D. (2013). Enhanced task-orientated training in 

a person with dementia with Lewy bodies. American Journal of Occupational 

Therapy, 67, 556-563. https://doi.org/10.5014/ajot.2013.008227 

Clarke, D. J., Hawkins, R., Sadler, E., Harding, G., McKevitt, C., Godfrey, M., 

Dickerson, J., Farrin, A. J., Kalra, L., Smithard, D., & Forster, A. (2014). 

Introducing structured caregiver training in stroke care: findings from the 

TRACS process evaluation study. BMJ Open, 4(4), e004473. 

https://doi.org/https://doi.org/10.1136/bmjopen-2013-004473 

Cole, M. B. (2012). Group dynamics in occupational therapy: The theoretical basis and 

practice application of group intervention (4th ed.). SLACK Incorporated 

https://doi.org/10.5014/ajot.2013.008227


100  

Cole, M. B., & McLean, V. (2003). Therapeutic relationships re-defined. Occupational 

Therapy in Mental Health, 19(2), 35-56. 

https://doi.org/https://doi.org/10.1300/J004v19n02_03 

Collis, J.M., Signal, N., Mayland, E. & Wright-St Clair, V.A. (2020). Influence of 

purposeful activities on upper extremity motor performance: A systematic 

review. OTJR, 40(4), 223-224. https://doi.org/10.1177/1539449220912187 

Creswell, J. W., & Clark, V. L. P. (2011). Designing and conducting mixed methods 

research. SAGE Publications. 

https://books.google.com.au/books?id=YcdlPWPJRBcC 

Critical Appraisal Skills Programme. (2018). CASP checklist. https://casp-uk.net/casp- 

tools-checklists/ 

Dikmen, S. S., Machamer, J. E., Powell, J. M., & Temkin, N. R. (2003). Outcome 3 to 5 

years after moderate to severe traumatic brain injury. Archives of Physical 

Medicine and Rehabilitation, 84(10), 1449-1457. https://doi.org/10.1016/S0003- 

9993(03)00287-9 

Doig, E., Fleming, J., Kuipers, P., & Cornwell, P. L. (2010). Clinical utility of the 

combined use of the Canadian Occupational Performance Measure and Goal 

Attainment Scaling. American Journal of Occupational Therapy, 64(6), 904- 

914. https://doi.org/10.5014/ajot.2010.08156 

Duncan, E. A. S., & Murray, J. (2012). The barriers and facilitators to routine outcome 

measurement by allied health professionals in practice: A systematic review. 

BMC Health Services Research, 12(1), 96. https://doi.org/10.1186/1472-6963- 

12-96 

Duncombe, L. W., & Howe, M. C. (1995). Group treatment: goals, tasks, and economic 

implications. American Journal of Occupational Therapy, 49(3), 199-205. 

https://doi.org/10.5014/ajot.49.3.199 

Enemark Larsen, A., & Carlsson, G. (2011). Utility of the Canadian occupational 

performance measure as an admission and outcome measure in interdisciplinary 

community-based geriatric rehabilitation. Scandinavian Journal of Occupational 

Therapy, 19, 204-213. https://doi.org/10.3109/11038128.2011.574151 

English, C., Hillier, S. L., & Lynch, E. A. (2017). Circuit class therapy for improving 

mobility after stroke. Cochrane Database Systematic Reviews, 

https://doi.org/10.1002/14651858.CD007513.pub3 

https://doi.org/10.5014/ajot.2010.08156


101  

Everink, I. H. J., van Haastregt, J. C. M., van Hoof, S. J. M., Schols, J. M. G. A., & 

Kempen, G. I. J. M. (2016). Factors influencing home discharge after inpatient 

rehabilitation of older patients: a systematic review. BMC Geriatrics, 16(1), 5. 

https://doi.org/10.1186/s12877-016-0187-4 

Eyssen, I. C., Beelan, A., Dedding, C., Cardol, M., & Dekker, J. (2005). The 

reproducibility of the Canadian occupational performance measure. Clinical 

Rehabilitation, 19, 888-894. https://doi.org/10.1191/0269215505cr883oa 

Eyssen, I. C., Steultjens, M. P., Oud, T. A., Bolt, E. M., Maasdam, A., & Dekker, J. 

(2011). Responsiveness of the Canadian occupational performance measure. 

Journal of Rehabilitation Research and Development, 48(5), 517-528. 

https://doi.org/10.1682/jrrd.2010.06.0110 

Fisher, A. G. (2014). Occupation-centred, occupation-based, occupation-focused: Same, 

same or different? Scandinavian Journal of Occupational Therapy, 21(sup1), 

96-107. https://doi.org/10.3109/11038128.2014.952912 

Foti, D., & Williams Pedretti, L. (1996). Activities of daily living. In L. Williams 

Pedretti (Ed.), Occupational therapy: Practice skills for physical dysfunction 

(4th ed., pp. 463-506). Mosby-Year Book, Inc. 

Gage, M., Noh, S., Polatajko, H. J., & Kaspar, V. (1994). Measuring perceived self- 

efficacy in occupational therapy. American Journal of Occupational Therapy, 

48(9), 783-790. https://doi.org/10.5014/ajot.48.9.783 

Gaglio, B., Phillips, S. M., Heurtin-Roberts, S., Sanchez, M. A., & Glasgow, R. E. 

(2014). How pragmatic is it? Lessons learned using PRECIS and RE-AIM for 

determining pragmatic characteristics of research. Implementation Science, 9(1), 

96. https://doi.org/10.1186/s13012-014-0096-x 

Gibbs, V., Lannigan, E. L. G., Synovec, C., Metzger, L., Boop, C., Cahill, S. M., Herr, 

B., Winistorfer, W. L., Owens, A., Lieberman, D., Dorsey, J., Miller, J., Rives, 

K., Davis, C., & Kearney, K. (2020). Occupational therapy practice framework: 

Domain and process - Fourth Edition. American Journal of Occupational 

Therapy, 74(S2), 1. https://doi.org/10.5014/ajot.2020.74S2001 

Gray, J. M. (1998). Putting occupation into practice: Occupation as ends, occupation as 

means. American Journal of Occupational Therapy, 52(5), 354-364. 

https://doi.org/10.5014/ajot.52.5.354 



102  

Green, L. (1989). Reflections on a crafty conference presentation. Australian 

Occupational Therapy Journal, 36(2): 78-83. https://doi.org/10.1111/j.1440- 

1630.1989.tb01649.x 

Greene, J. C., Caracelli, V. J., & Graham, W. F. (1989). Toward a conceptual 

framework for mixed-method evaluation designs. Educational Evaluation and 

Policy Analysis, 11(3), 255-274. https://doi.org/10.2307/1163620 

Gupta, J., & Taff, S. D. (2015). The illusion of client-centred practice. Scandinavian 

Journal of Occupational Therapy, 22(4), 244-251. 

https://doi.org/https://doi.org/10.3109/11038128.2015.1020866 

Gustafsson, L., & McKenna, K. (2010). Is there a role for meaningful activity in stroke 

rehabilitation? Topics in Stroke Rehabilitation, 17(2), 108-118. 

https://doi.org/10.1310/tsr1702-108 

Gustafsson, L., Nugent, N., & Biros, L. (2012). Occupational therapy practice in 

hospital-based stroke rehabilitation? Scandinavian Journal of Occupational 

Therapy, 19(2), 132-139. https://doi.org/10.3109/11038128.2011.562915 

Hackett, M. L., Duncan, J. R., Anderson, C. S., Broad, J. B., & Bonita, R. (2000). 

Health-related quality of life among long-term survivors of stroke: Results from 

the Auckland Stroke Study, 1991-1992. Stroke, 31(2), 440-447. 

https://search.ebscohost.com/login.aspx?direct=true&AuthType=ip,athens&db= 

mdc&AN=10657420&site=eds-live 

Hammond, F. M., Barrett, R., Dijkers, M., Zanca, J. M., Horn, S., Smout, R. J., 

Guerrier, T., Hauser, E., & Dunning, M. R. (2015). Group therapy use and its 

impact on the outcomes of inpatient rehabilitation after traumatic brain injury: 

Data from traumatic brain injury–practice based evidence project. Archives of 

Physical Medicine and Rehabilitation, 96(8), 282-292. 

https://doi.org/10.1016/j.apmr.2014.11.029 

Hartman-Maeir, A., Eliad, Y., Kizoni, R., Nahaloni, I., Kelberman, H., & Katz, N. 

(2007). Evaluation of a long-term community based rehabilitation program for 

adult stroke survivors. NeuroRehabilitation, 22(4), 295-301. 

https://search.ebscohost.com/login.aspx?direct=true&AuthType=ip,athens&db= 

ccm&AN=105835703&site=ehost-live 

Haslam, T. M., & Beaulieu, K. (2007). A comparison of the evidence of two 

interventions for self-care with stroke patients. International Journal of Therapy 

https://doi.org/10.1111/j.1440-1630.1989.tb01649.x
https://doi.org/10.1111/j.1440-1630.1989.tb01649.x


103  

and Rehabilitation, 14(3), 118-128. 

https://doi.org/10.12968/ijtr.2007.14.3.23525 

Hassani Mehraban, A., Soltanmohamadi, Y., Akbarfahimi, M., & Taghizadeh, G. 

(2014). Validity and reliability of the Persian version of lawton instrumental 

activities of daily living scale in patients with dementia. Medical Journal of the 

Islamic Republic of Iran, 28, 25 

Hayward, K. S., Barker, R. N., Wiseman, A. H., & Brauer, S. G. (2013). Dose and 

content of training provided to stroke survivors with severe upper limb disability 

undertaking inpatient rehabilitation: An observational study. Brain Impairment, 

14(3), 392-405. https://doi.org/10.1017/BrImp.2013.31 

Hayworth, N., Henderson, S., Palmer, E., & Dorey, B. (2018). Breakfast club: A 

functional approach to achieving occupational therapy rehabilitation intensity 

goals. International Journal of Stroke, 13(2_suppl), 86. 

https://doi.org/10.1177/1747493018789543 

Hocking, C. (2001). Implementing occupation-based assessment. American Journal of 

Occupational Therapy, 55(4), 463-469. https://doi.org/10.5014/ajot.55.4.463 

Hoddinott, P., Allan, K., Avenell, A., & Britten, J. (2010). Group interventions to 

improve health outcomes: A framework for their design and delivery. BMC 

Public Health, 10, 800-800. https://doi.org/10.1186/1471-2458-10-800 

Hoffmann, T., Bennett, S., & Del Mar, C. (2017). Evidence-based practice across the 

health professions (3rd ed.). Elsevier Australia 

Howe, M. C., & Schwartzberg, S. L. (2001). A functional approach to group work in 

occupational therapy. Lippincott Williams & Wilkins 

Hsieh, H.-F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. 

Qualitative Health Research, 15(9), 1277-1288. 

https://doi.org/10.1177/1049732305276687 

Hunter, E. G., & Kearney, P. J. (2018). Occupational therapy interventions to improve 

performance of instrumental activities of daily living for community-dwelling 

older adults: A systematic review. American Journal of Occupational Therapy, 

72(4), 1-9. https://doi.org/10.5014/ajot.2018.031062 

Institute of Medicine Committee on Quality of Health Care in America. (2001). In 

Crossing the quality chasm: A new health system for the 21st century. National 

Academies Press (US). https://doi.org/10.17226/10027 



104  

Jette, D. U., Warren, R. L., & Wirtalla, C. (2005). The relation between therapy 

intensity and outcomes of rehabilitation in skilled nursing facilities. Archives of 

Physical Medicine and Rehabilitation, 86(3), 373-379. 

https://doi.org/10.1016/j.apmr.2004.10.018 

Kielhofner, G. (2009). Conceptual foundations of occupational therapy practice (4th 

ed.). F.A. Davis 

Kiresuk, T. J., Smith, A., & Cardillo, J. E. (Eds.). (1994). Goal attainment scaling: 

Applications, theory, and measurement. Lawrence Erlbaum Associates, Inc 

Kleim, J. A., & Jones, T. A. (2008). Principles of experience-dependent neural 

plasticity: implications for rehabilitation after brain damage. Journal of Speech, 

Language and Hearing Research, 51(1), S225-239. 

https://doi.org/10.1044/1092-4388(2008/018) 

Koketsu, J. S. (2017). Activities of daily living. In H. Pendleton & W. Schultz-Krohn 

(Eds.), Pedretti’s occupational therapy (8th ed., pp. 155-229). Mosby. 

Kuipers, P., Foster, M., Carlson, G., & Moy, J. (2003). Classifying client goals in 

community-based ABI rehabilitation: A taxonomy for profiling service delivery 

and conceptualizing outcomes. Disability and Rehabilitation, 25(3), 154-162. 

https://doi.org/10.1080/0963828021000024898 

Labbé, D., Poldma, T., Fichten, C., Havel, A., Kehayia, E., Mazer, B., McKinley, P., 

Rochette, A., & Swaine, B. (2018). Rehabilitation in the real-life environment of 

a shopping mall. Disability and Rehabilitation, 40(7), 848-855. 

https://doi.org/https://doi.org/10.1080/09638288.2016.1277394 

la Cour, K., Gregersen Oestergaard, L., Brandt, Å., Offersen, S. M. H., Lindahl- 

Jacobsen, L., Cutchin, M., & Pilegaard, M. S. (2020). Process evaluation of the 

Cancer Home-Life Intervention: What can we learn from it for future 

intervention studies? Palliative Medicine, 34(10), 1425–1435. 

https://doi.org/10.1177/0269216320939227 

Latham, N. K., Jette, D. U., Coster, W., Richards, L., Smout, R. J., James, R. A., 

Gassaway, J., & Horn, S. D. (2006). Occupational therapy activities and 

intervention techniques for clients with stroke in six rehabilitation hospitals. 

American Journal of Occupational Therapy, 60(4), 369-378. 

https://doi.org/10.5014/ajot.60.4.369 



105  

Lavelle, E., Vuk, J., & Barber, C. (2013). Twelve tips for getting started using mixed 

methods in medical education research. Medical Teacher, 35(4), 272-276. 

https://doi.org/10.3109/0142159x.2013.759645 

Law, M., Baptiste, S., McColl, M., Opzoomer, A., Polatajko, H., & Pollock, N. (1990). 

The Canadian occupational performance measure: An outcome measure for 

occupational therapy. Canadian Journal of Occupational Therapy, 57, 82-87. 

https://doi.org/10.1177/000841749005700207 

Law, M. C., Baum, C. M., & Baptiste, S. (2002). Occupation-based practice: fostering 

performance and participation. Slack Incorporated 

Lawton, M. P., & Brody, E. M. (1969). Assessment of older people: Self-maintaining 

and instrumental activities of daily living. Gerontologist, 9(3), 179-186. 

https://doi.org/10.1093/geront/9.3_Part_1.179 

Law, M., Cooper, B. A., Strong, S., Stewart, D., Rigby, P., & Letts, L. (1996). The 

person-environment-occupation model: A transactive approach to 

occupational performance. Canadian Journal of Occupational Therapy, 63, 

9-23. 

Legg, L. A., Lewis, S. R., Schofield‐Robinson, O. J., Drummond, A., & Langhorne, P. 

(2017). Occupational therapy for adults with problems in activities of daily 

living after stroke. Cochrane Database of Systematic Reviews. 

https://doi.org/10.1002/14651858.CD003585.pub3 

Levac, D., Colquhoun, H., & O'Brien, K. K. (2010). Scoping studies: Advancing the 

methodology. Implementation Science, 5, 69-69. https://doi.org/10.1186/1748- 

5908-5-69 

Levack, W. M., Taylor, K., Siegert, R. J., Dean, S. G., McPherson, K. M., & 

Weatherall, M. (2006). Is goal planning in rehabilitation effective? A systematic 

review. Clinical Rehabilitation, 20(9), 739-755. 

https://doi.org/10.1177/0269215506070791 

Lewis, S. (2019). Value-based healthcare: Meeting the evolving needs of our 

population. Australian Health Review, 43, 485. 

Liu, H., Lindley, R., Alim, M., Felix, C., Gandhi, D. B. C., Verma, S. J., Tugnawat, D. 

K., Syrigapu, A., Ramamurthy, R. K., Pandian, J. D., Walker, M., Forster, A., 

Anderson, C. S., Langhorne, P., Murthy, G. V. S., Shamanna, B. R., Hackett, 

M. L., Maulik, P. K., Harvey, L. A., & Jan, S. (2016). Protocol for process 

https://doi.org/10.1177%2F000841749005700207


106  

evaluation of a randomised controlled trial of family-led rehabilitation post 

stroke (ATTEND) in India. BMJ Open, 6(9), e012027. 

https://doi.org/10.1136/bmjopen-2016-012027 

Lockwood, K. J., Harding, K. E., Boyd, J. N, & Taylor, N. F. (2020). Home visits by 

occupational therapists improve adeherence to recommendations: Process 

evaluation of a randomised controlled trial. Australian Occupational Therapy 

Journal, 67, 287-296. https://doi.org/10.1111/1440-1630.12651 

Lohse, K. R., Lang, C. E., & Boyd, L. A. (2014). Is more better? Using metadata to 

explore dose-response relationships in stroke rehabilitation. Stroke, 45(7), 

2053- 2058. https://doi.org/doi:10.1161/STROKEAHA.114.004695 

McColl, M. A., Paterson, M., Davies, D., Doubt, L., & Law, M. (2000). Validity and 

community utility of the Canadian occupational performance measure. 

Canadian Journal of Occupational Therapy, 67, 22-30. 

https://doi.org/10.1177/000841740006700105 

McEneany, J., McKenna, K., & Summerville, P. (2002). Australian occupational 

therapists working in adult physical dysfunction settings: What treatment media 

do they use? Australian Occupational Therapy Journal, 49(3), 115-127. 

https://doi.org/10.1046/j.1440-1630.2002.00279.x 

Meyer, A., & Haworth Continuing Features Submission. (1983). The philosophy of 

occupational therapy. Occupational Therapy in Mental Health, 2(3), 79-86. 

https://doi.org/10.1300/J004v02n03_05 

Molineux, M. (2010). The nature of occupation. In M. Curtin, M. Molineux, & J. 

Supyk- Mellson (Eds.), Occupational therapy and physical dysfunction: 

Enabling occupation (6th ed., pp. 17-26). Churchill Livingstone 

Moore, G. F., Audrey, S., Barker, M., Bond, L., Bonell, C., Hardeman, W., Moore, L., 

O’Cathain, A., Tinati, T., Wight, D., & Baird, J. (2015). Process evaluation of 

complex interventions: Medical research council guidance. BMJ: British 

Medical Journal, 350, h1258. https://doi.org/10.1136/bmj.h1258 

Muratori, L. M., Lamberg, E. M., Quinn, L., & Duff, S. V. (2013). Applying principles 

of motor learning and control to upper extremity rehabilitation. Journal of Hand 

Therapy, 26(2), 94-103. https://doi.org/10.1016/j.jht.2012.12.007 

Murray, A., Di Tommaso, A., Molineux, M., Young, A., & Power, P. (2021). 

Contemporary occupational therapy philosophy and practice in hospital settings. 

Scandinavian Journal of Occupational Therapy, 28(3), 213-224. 

https://doi.org/10.1177%2F000841740006700105


107  

https://doi.org/10.1080/11038128.2020.1750691 

Nakayama, H., Jorgensen, H. S., Raaschou, H. O., & Olsen, T. S. (1994). Recovery of 

upper extremity function in stroke patients: The Copenhagen stroke study. 

Archives of Physical Medicine and Rehabilitation, 75(4), 394-398. 

https://doi.org/10.1016/0003-9993(94)90161-9 

Neistadt, M., & Seymour, S. (1995). Treatment activity preferences of occupational 

therapists in adult physical dysfunction settings. American Journal of 

Occupational Therapy, 49, 437-443. https://doi.org/10.5014/ajot.49.5.437 

Nilsson, I., & Nygård, L. (2003). Geriatric rehabilitation: Elderly clients' experiences of 

a pre-discharge occupational therapy group programme. Scandinavian Journal 

of Occupational Therapy, 10(3), 107-117. 

https://doi.org/10.1080/11038120310016418 

Oakley, A., Strange, V., Bonell, C., Allen, E., Stephenson, J., & RIPPLE Study Team. 

(2006). Process evaluation in randomised controlled trials of complex 

interventions. BMJ (Clinical research ed.), 332(7538), 413–416. 

https://doi.org/10.1136/bmj.332.7538.413 

Orellano, E., Colón, W. I., & Arbesman, M. (2012). Effect of occupation- and activity- 

based interventions on instrumental activities of daily living performance among 

community-dwelling older adults: A systematic review. American Journal of 

Occupational Therapy, 66(3), 292-300. 

https://doi.org/10.5014/ajot.2012.003053 

Ottenbacher, K. J., & Cusick, A. (1990). Goal attainment scaling as a method of clinical 

service evaluation. American Journal of Occupational Therapy, 44(6), 519-525. 

https://doi.org/10.5014/ajot.44.6.519 

Patterson, F., Fleming, J., & Doig, E. (2016). Group-based delivery of interventions in 

traumatic brain injury rehabilitation: A scoping review. Disability and 

Rehabilitation, 38(20), 1961-1986. 

https://doi.org/10.3109/09638288.2015.1111436 

Patterson, F., Fleming, J., & Doig, E. (2017). Clinician perceptions about inpatient 

occupational therapy groups in traumatic brain injury rehabilitation. Brain 

Injury, 31(8), 1077-1087. https://doi.org/10.1080/02699052.2017.1296974 

Patterson, F., Fleming, J., & Doig, E. (2019). Patient perceptions of participation in 

group-based rehabilitation in an inpatient brain injury rehabilitation setting. 

Patient Education and Counseling, 102(1), 148-154. 

https://doi.org/10.1080/11038128.2020.1750691
https://doi.org/10.1136/bmj.332.7538.413


108  

https://doi.org/10.1016/j.pec.2018.08.001 

Patterson, F., Fleming, J., Doig, E., & Griffin, J. (2017). Participant evaluation of an 

inpatient occupational therapy groups programme in brain injury rehabilitation. 

Australian Occupational Therapy Journal, 64(5), 408-418. 

https://doi.org/10.1111/1440-1630.12392 

Pellegrini, M., Formisano, D., Bucciarelli, V., Schiavi, M., Fugazzaro, S., & Costi, S. 

(2018). Occupational therapy in complex patients: A pilot randomized 

controlled trial. Occupational Therapy International, 2018, 3081094. 

https://doi.org/10.1155/2018/3081094 

Peloquin, S. M., & Ciro, C. A. (2013). Population-centered life skills groups: 

Perceptions of satisfaction and engagement. American Journal of Occupational 

Therapy, 67(5), 594-600. https://doi.org/10.5014/ajot.2013.008425 

Pillastrini, P., Mugnai, R., Bonfiglioli, R., Curti, S., Mattioli, S., Maioli, M. G., 

Bazzocchi, G., Menarini, M., Vannini, R., & Violante, F. S. (2008). Evaluation 

of an occupational therapy program for patients with spinal cord injury. Spinal 

Cord, 46(1), 78-81. https://doi.org/10.1038/sj.sc.3102072 

Polit, D. F., & Beck, C. T. (2017). Nursing research: Generating and assessing 

evidence for nursing practice (10th ed.). Wolters Kluwer. 

Powell, J. M., Rich, T. J., & Wise, E. K. (2016). Effectiveness of occupation- and 

activity-based interventions to improve everyday activities and social 

participation for people with traumatic brain injury: A systematic review. 

American Journal of Occupational Therapy, 70(3), 7003180040. 

https://doi.org/10.5014/ajot.2016.020909 

Preston, J., & Edmans, J. (2016). Occupational therapy and neurological conditions. 

ProQuest Ebook Central. https://ebookcentral-proquest- 

com.libraryproxy.griffith.edu.au 

Radomski, M. V. (2002). Planning, guiding and documenting therapy. In M. V. 

Radomski & C. A. Trombly (Eds.), Occupational therapy for physical 

dysfunction (5th ed., pp. 443-462). Lippincott Williams & Wilkins. 

Resnick, B. (1998). Motivating older adults to perform functional activities. Journal of 

Gerontological Nursing, 24(11), 23-30. https://doi.org/10.3928/0098-9134- 

19981101-08 

Richards, L. G., Latham, N. K., Jette, D. U., Rosenberg, L., Smout, R. J., & DeJong, G. 

(2005). Characterizing occupational therapy practice in stroke rehabilitation. 

https://ebookcentral-proquest-com.libraryproxy.griffith.edu.au/
https://ebookcentral-proquest-com.libraryproxy.griffith.edu.au/
https://doi.org/10.3928/0098-9134-19981101-08
https://doi.org/10.3928/0098-9134-19981101-08


109  

Archives of Physical Medicine and Rehabilitation, 86(12), S51-S60. 

https://doi.org/10.1016/j.apmr.2005.08.127 

Rockwood, K., Howlett, S., Stadnyk, K., Carver, D., Powell, C., & Stolee, P. (2003). 

Responsiveness of goal attainment scaling in a randomized controlled trial of 

comprehensive geriatric assessment. Journal of Clinical Epidemiology, 56(8), 

736-743. https://doi.org/10.1016/s0895-4356(03)00132-x 

Rose, A., Rosewilliam, S., & Soundy, A. (2017). Shared decision making within goal 

setting in rehabilitation settings: A systematic review. Patient Education and 

Counseling, 100(1), 65-75. https://doi.org/doi:10.1016/j.pec.2016.07.030 

Rosewilliam, S., Roskell, C. A., & Pandyan, A. (2011). A systematic review and 

synthesis of the quantitative and qualitative evidence behind patient-centred goal 

setting in stroke rehabilitation. Clinical Rehabilitation, 25(6), 501-514. 

https://doi.org/doi:10.1177/0269215510394467 

Schiavi, M., Costi, S., Pellegrini, M., Formisano, D., Borghi, S., & Fugazzaro, S. 

(2018). Occupational therapy for complex inpatients with stroke: Identification 

of occupational needs in post-acute rehabilitation setting. Disability and 

Rehabilitation, 40(9), 1026-1032. 

https://doi.org/10.1080/09638288.2017.1283449 

Schindler, V. P. (2010). A client-centred, occupation-based occupational therapy 

programme for adults with psychiatric diagnoses. Occupational Therapy 

International, 17(3), 105-112. https://doi.org/10.1002/oti.291 

Schneider, E. J., Lannin, N. A., Ada, L., & Schmidt, J. (2016). Increasing the amount of 

usual rehabilitation improves activity after stroke: a systematic review. Journal 

of Physiotherapy, 62(4), 182-187. https://doi.org/10.1016/j.jphys.2016.08.006 

Schwartzberg, S. L., Howe, M. C., & Barnes, A. A. (2008). Groups: Applying the 

functional group model. F.A Davis Company 

Scobbie, L., Dixon, D., & Wyke, S. (2011). Goal setting and action planning in the 

rehabilitation setting: Development of a theoretically informed practice 

framework. Clinical Rehabilitation, 25(5), 468-482. 

https://doi.org/doi:http://dx.doi.org.libraryproxy.griffith.edu.au/10.1177/026921 

5510389198 

Shields, G. E., Wells, A., Doherty, P., Heagerty, A., Buck, D., & Davies, L. M. (2018). 

Cost-effectiveness of cardiac rehabilitation: A systematic review. Heart, 

104(17), 1403. https://doi.org/10.1136/heartjnl-2017-312809 

http://dx.doi.org.libraryproxy.griffith.edu.au/10.1177/026921


110  

Singh, N. A., Quine, S., Clemson, L. M., Williams, E. J., Williamson, D. A., 

Stavrinos, T. M., Grady, J. N., Perry, T. J., Lloyd, B. D., Smith, E. U., & 

Singh, M. A. (2012). Effects of high-intensity progressive resistance 

training and targeted multidisciplinary treatment of frailty on mortality and 

nursing home admissions after hip fracture: A randomized controlled trial. 

Journal of the American Medical Directors Association, 13(1), 24-30. 

https://doi.org/10.1016/j.jamda.2011.08.005 

Skubik-Peplaski, C., Custer, M., Powell, E., Westgate, P. M., & Sawaki, L. (2017). 

Comparing occupation-based and repetitive task practice interventions for 

optimal stroke recovery: A pilot randomized trial. Physical & Occupational 

Therapy in Geriatrics, 35(3-4), 156-168. 

https://doi.org/10.1080/02703181.2017.1342734 

Smallfield, S., & Karges, J. (2009). Classification of occupational therapy intervention 

for inpatient stroke rehabilitation. The American Journal of Occupational 

Therapy, 63(4), 408-413. https://doi.org/10.5014/ajot.63.4.408 

Spalding, K., Gustafsson, L., & Di Tommaso, A. (2020). Occupation-based group 

programs in the inpatient hospital rehabilitation setting: A scoping review. 

Disability and Rehabilitation, 1-11. 

https://doi.org/10.1080/09638288.2020.1813818 

Spalding, K., Gustafsson, L., & Di Tommaso, A. (2021). A longitudinal observational 

cohort study exploring patient outcomes following participation in an inpatient 

occupation-based group [Manuscript submitted for publication]. School of 

Health Sciences and Social Work, Griffith University 

Stapleton, T., & McBrearty, C. (2009). Use of standardised assessments and outcome 

measures among a sample of Irish occupational therapists working with adults 

with physical disabilities. British Journal of Occupational Therapy, 72(2), 55- 

64. https://doi.org/10.1177/030802260907200203 

Taylor, R. R., Lee, S. W., Kielhofner, G., & Ketkar, M. (2009). Therapeutic use of self: 

A nationwide survey of practitioners’ attitudes and experiences. American 

Journal of Occupational Therapy, 63(2), 198-207. 

https://doi.org/https://doi.org/10.5014/ajot.63.2.198 

Thomas, S., Thomas, P. W., Kersten, P., Jones, R., Green, C., Nock, A., Slingsby, V., 

Smith, A. D., Baker, R., Galvin, K. T., & Hillier, C. (2013). A pragmatic parallel 

arm multi-centre randomised controlled trial to assess the effectiveness and cost- 



111  

effectiveness of a group-based fatigue management programme (FACETS) for 

people with multiple sclerosis. Journal of Neurology, Neurosurgery and 

Psychiatry, 84(10), 1092. https://doi.org/10.1136/jnnp-2012-303816 

Thorne, S., Kirkham, S. R., & O'Flynn-Magee, K. (2004). The analytic challenge in 

interpretive description. International Journal of Qualitative Methods, 3(1), 1- 

11. https://doi.org/10.1177/160940690400300101 

Timmer, A. J., Unsworth, C. A., & Browne, M. (2018). Occupational therapy and 

activity pacing with hospital-associated deconditioned older adults: A 

randomised controlled trial. Disability and Rehabilitation, 42(12) 1727-1735. 

https://doi.org/10.1080/09638288.2018.1535630 

Timmer, A. J., Unsworth, C. A., & Taylor, N. F. (2015). Occupational therapy inpatient 

rehabilitation interventions with deconditioned older adults following an acute 

hospital admission: A Delphi study. Australian Occupational Therapy Journal, 

62(1), 41-49. https://doi.org/10.1111/1440-1630.12169 

Trahey, P. J. (1991). A Comparison of the cost-effectiveness of two types of 

occupational therapy services. American Journal of Occupational Therapy, 

45(5), 397-400. https://doi.org/10.5014/ajot.45.5.397 

Treacy, D., Howard, K., Hayes, A., Hassett, L., Schurr, K., & Sherrington, C. (2018). 

Two weeks of additional standing balance circuit classes during inpatient 

rehabilitation are cost saving and effective: An economic evaluation. Journal of 

Physiotherapy, 64(1), 41-47. https://doi.org/10.1016/j.jphys.2017.11.011 

Trombly, C. A. (1995). Occupation: Purposefulness and meaningfulness as therapeutic 

mechanisms. American Journal of Occupational Therapy, 49(10), 960-972. 

https://doi.org/10.5014/ajot.49.10.960 

Turner, A. (2002). The history of occupational therapy. In A. Turner, M. Foster, S. E. 

Johnston, & M. Wallis (Eds.), Occupational therapy and physical dysfunction 

(3rd ed., pp. 11-20). Churchill Livingstone. 

Vanderploeg, R. D., Schwab, K., Walker, W. C., Fraser, J. A., Sigford, B. J., Date, E. 

S., Scott, S. G., Curtiss, G., Salazar, A. M., & Warden, D. L. (2008). 

Rehabilitation of traumatic brain injury in active duty military personnel and 

veterans: Defense and veterans brain injury center randomized controlled trial of 

two rehabilitation approaches. Archives of Physical 

Medicine and Rehabilitation, 89(12), 2227-2238. 

https://doi.org/10.1016/j.apmr.2008.06.015 



112  

Veerbeek, J. M., van Wegen, E., van Peppen, R., van der Wees, P. J., Hendriks, E., 

Rietberg, M., & Kwakkel, G. (2014). What is the evidence for physical therapy 

poststroke? A systematic review and meta-analysis. PLoS One, 9(2), e87987. 

https://doi.org/10.1371/journal.pone.0087987 

Verhoeven, A., Woolcock, K., Thurecht, L., Haddock, R., Flynn, A., & Steele, N. 

(2020). Can value-based health care support health equity? Institute for Health 

Policy Research. https://ahha.asn.au/system/files/docs/publications/deeble_ 

issues_brief_no_34_can_value-based_health_care_support_health_equity.pdf 

Veritas Health Innovation. (2017). Covidence systematic review software. 

http://www.covidence.org/ 

Vittengl, J. R., White, C. N., McGovern, R. J., & Morton, B. J. (2006). Comparative 

validity of seven scoring systems for the instrumental activities of daily living 

scale in rural elders. Aging and Mental Health, 10(1), 40-47. 

https://doi.org/10.1080/13607860500307944 

Walley-Hammell, K. R. (2013). Client-centred practice in occupational therapy: Critical 

reflections. Scandinavian Journal of Occupational Therapy, 20(3), 174-181. 

https://doi.org/10.3109/11038128.2012.752032 

Whittemore, R., Chase, S. K., & Mandle, C. L. (2001). Validity in qualitative research. 

Qualitative Health Research, 11(4), 522-537. 

https://doi.org/10.1177/104973201129119299 

Wolf, T. J., Chuh, A., Floyd, T., McInnis, K., & Williams, E. (2015). Effectiveness of 

occupation-based interventions to improve areas of occupation and social 

participation after stroke: An evidence-based review. American Journal of 

Occupational Therapy, 69(1), 6901180060. 

https://doi.org/10.5014/ajot.2015.012195 

World Federation of Occupational Therapists. (2020). About occupational therapy. 

https://www.wfot.org/about-occupational-therapy 

World Health Organisation. (2019). What are integrated people-centred health 

services? https://www.who.int/servicedeliverysafety/areas/people-centred- 

care/ipchs-what/en/ 

World Health Organisation. (2002). Towards a common language for functioning, 

disability and health. https://www.who.int/classifications/icf/ 

icfbeginnersguide.pdf  
Yalom, I. D., & Leszcz, M. (2005). The theory and practice of group psychotherapy 

http://www.covidence.org/
http://www.wfot.org/about-occupational-therapy
http://www.wfot.org/about-occupational-therapy
http://www.who.int/servicedeliverysafety/areas/people-centred-
http://www.who.int/servicedeliverysafety/areas/people-centred-


113  

(5th ed.). Basic Books 

Zanca, J. M., Dijkers, M. P., Hsieh, C. H., Heinemann, A. W., Horn, S. D., Smout, R. J., 

& Backus, D. (2013). Group therapy utilization in inpatient spinal cord injury 

rehabilitation. Archives of Physical Medicine and Rehabilitation, 94(4 Suppl), 

S145-153. https://doi.org/10.1016/j.apmr.2012.11.049 



114  

Appendices 

Appendix A – Supplemental material full search strategy 

We have searched the following electronic databases to identify relevant studies: 
 

• PubMed Central (number of hits: 7267) 
• EMBASE (number of hits:  4358) 
• CINAHL (number of hits: 78) 
• MEDLINE (number of hits: 168) 
• OT Seeker (number of hits: 14) 

Search date: 5th May 2019 

Search strategy (including use of MeSH, index terms and wildcard functions): 
 

‘Activities of daily living’ OR activity OR adaptation OR ‘adaptive equipment’ OR 

‘assistive devices’ OR ‘automobile driving’ OR bathing OR bicycling OR ‘bonding 

human–pet’ OR ‘bowel and bladder management’ OR caregiving OR ‘child rearing’ 

OR ‘community mobility’ OR cooking OR ‘cultural activity’ OR ‘daily living’ OR 

dressing OR driving OR eating OR’ emergency medical service’ OR ‘communication 

services’ OR employment OR feeding OR ‘financial management’ OR ‘functional 

mobility’ OR gardening OR ‘health maintenance’ OR ‘health management’ OR ‘home 

maintenance’ OR ‘instrumental activities of daily living’ OR leisure OR ‘watching 

television’ OR reading OR travel OR ‘leisure activities’ OR ‘leisure time’ OR ‘physical 

activity’ OR mobility OR ‘occupational therapy’ OR participation OR ‘passive leisure 

time’ OR ‘personal hygiene’ OR ‘pet care’ OR recreation OR ‘recreational activity’ OR 

religion OR rest OR retirement OR safety OR ‘sexual activity’ OR shopping OR 

showering OR sleep OR socialization OR ‘social participation’ OR ‘social pursuits’ OR 

spirituality OR sports OR toileting OR travel OR volunteer OR work OR 'occupation- 

based' OR 'occupation-centred’ OR 'occupation centred’ OR ‘occupation centered’ OR 

‘occupation-centered’ OR 'occupation-focused' OR 'task-related training' OR 'task- 

specific training' AND 'hospital patient' OR ‘inpatient’ 'inpatient rehabilitation' OR 

'inpatient rehabilitation facility’ AND group OR 'group therapy' OR 'circuit training' OR 

‘group program’ 

We also completed manual search of reference lists for additional studies (number of 

hits: 22) 
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Appendix D – Self-Efficacy scale of IADL skills 
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Appendix E – Participant group observation form 
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Appendix F – LifeSkills challenge record 
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Appendix G – Semi-structured interview topic guide 
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Appendix H - Patient information and consent form 
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