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Is There a Role for Meaningful
Activity in Stroke Rehabilitation?

Louise Gustafsson, PhD," and Kryss McKenna, PhD'

ISchool of Health and Rehabilitation Sciences, The University of Queensland, Brisbane, Australia

Purpose: Stroke survivors report multiple psychosocial issues after discharge and difficulties returning to meaningful roles
and activities. This study explored the impact of an occupation-based group program on activity levels, well-being, and
self-efficacy after discharge from inpatient rehabilitation. Methods: This pilot study recruited participants from two hospital
rehabilitation units. Both units provided individual therapy programs. Unit A provided an additional occupation-based
group program. Behavioural mapping recorded participants’ activity levels in hospital for one weekday and one weekend
day. Outcome measures collected at recruitment, discharge, and/or 1 month after discharge included Modified Barthel
Index, use of community supports, length of stay, Stroke Impact Scale, and Self- Efficacy Gauge. Results: Participants from
Unit A (n=8) had a significantly longer length of stay than Unit B (n=11) and spent significantly more time in occupational
therapy (P=.01). Both participant groups were more inactive on the weekday compared to the weekend (P=.03).
Participants in Unit A were more likely to report low levels of social participation and stroke recovery (P < .05) on the Stroke
Impact Scale. Conclusion: There was no indication from the results of this study that an occupation-based group program
had a positive effect on the measured outcomes. Key words: activity, psychosocial, stroke rehabilitation, time use, transition

he shrinking health care dollar and
increasing strain on health care services have
shaped the expectation that clients with
stroke will be discharged from rehabilitation with a
short length of hospital stay.! Stroke rehabilitation
services have evolved to focus primarily on the
physical skills and abilities necessary for a safe and
expedient discharge to home? and key outcomes
are measured by markers such as length of stay
and functional recovery. Cott, Wiles, and Dewitt’
have argued that these current models of delivery
fail to adequately assess and address the needs of
the clients. When asked about their experience
of stroke rehabilitation, stroke survivors have
identified that they are inadequately prepared
mentally and physically to return to their
lives after in-hospital rehabilitation.* Rittman,
Boylstein, Hinojosa, Hinojosa, and Haun’ further
investigated the psychosocial experiences and
found that stroke survivors experienced multiple
issues related to adapting to changes in their self,
their social connectedness, and their community
participation with transition to home.
Rehabilitation is a process through which clients
work to maximize their participation in former
roles and responsibilities.® However, the reality
of rehabilitation is that clients are often overcome
with unexpected problems when trying to resume
these former roles following discharge from
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hospital.” Although stroke survivors identify that
the retraining of impairments can lead to recovery,
they remain focused primarily on goals related
to re-establishing their past identity and social
position.” Providing opportunities for engagement
in the roles and activities considered meaningful
to clients can be difficult with the current
emphasis of services on timeliness and safety of
discharge.® In current clinical practice, there is a
clear disparity between the inpatient rehabilitation
focus on the basic skills and abilities necessary for
discharge to home? and the stroke survivors’ focus
on returning to valued and meaningful prestroke
activities.”*°

Occupational Therapy in Stroke Rehabilitation

The occupational therapy profession has
underlying philosophies that support the inclusion
of valued and meaningful activities into health
care practice. Occupational therapy practice is
based on the belief that occupation in the form of
meaningful activity is central to human existence
and its absence is a threat to health. A positive
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effect on health and well-being has been found
for study participants who were able to engage in
meaningful tasks and activities.!" The shrinking
length of stay in rehabilitation has undoubtedly
impacted occupational therapy practice. The
focus of stroke rehabilitation teams on outcomes
that measure basic activities of daily living (ADL)
has guided clinical practice to focus primarily on
the skills necessary for these personal self-care
tasks. The challenge for occupational therapy is
to develop and investigate approaches to stroke
rehabilitation that allow an equitable focus on
other valued and meaningful tasks.

Eyres and Unsworth!'? investigated the effects
of an occupation-based program for 15 older
nonstroke participants hospitalised in an acute
medical ward. Participants were randomly
allocated to a control group who received usual care
or the test group who participated in an additional
program of activities that were related to self-care
and domestic and community living skills. Data
collected at admission and discharge indicated that
the two groups were not significantly different on
scores of functional independence, quality of life,
or self-efficacy. However, Eyres and Unsworth!?
suggested that qualitative reports from clients
and their carers on discharge provided support
for the occupation-based program. Families and
carers felt more confident regarding the discharge
processes, and clients reported a greater feeling of
well-being including more confidence to manage
occupations such as self-care and mobility. The
impetus for the study described in this article was
the introduction of an occupation-based program
at a local stroke rehabilitation unit. The program
provided enhanced opportunities for engagement
in meaningful activities regularly completed inside
and outside the home environment including
domestic and community living tasks. The aim
of the study was to explore the outcomes of the
program from the perspective of the client and the
organisation.

Measuring Outcomes of an
Occupation-Based Program

The first research question in this study asked,
Does an occupation-based group program alter
how clients with stroke spend their time during
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the day on the rehabilitation unit? Behavioural
mapping tools are commonly used in studies to
explore the impact of therapy practices in terms
of where clients are, who they are with, their
activity level, type of activity, and posture on
weekdays and/or weekends when in acute stroke
care or rehabilitation.”*'” Time use studies have
found that stroke clients in rehabilitation are
likely to spend between 1 and 3 hours of their
day in therapy depending on staffing levels and
organisational structure.!” Research has also
identified that intensity of practice outside of
therapy is necessary for improvement during
rehabilitation'® and that there is a strong need
for rehabilitation services to reverse the trend
of clients left sitting inactive and alone for vast
periods of their days.' One study found that
clients with stroke spent more time inactive and
alone on a rehabilitation unit than clients from
other diagnostic groups.'’ It was hypothesised
for this study that participants with stroke
who were engaged in an occupation-based
group program would spend significantly
more time in therapy and more time in activity
and interacting with others outside of formal
therapy time than clients who received standard
care.

The second research question asked, What are
the outcomes of an occupation-based program in
terms of length of stay, functional independence,
well-being, self-efficacy, discharge destination,
and use of community supports? As identified
earlier, health care professionals and inpatient
health care facilities measure successful discharge
in terms of timeliness and safety in basic functional
tasks. However, the results of studies of transition
to home suggest that measures related to
psychosocial well-being and level of community
participation should also be included as measures
of discharge success.” It was hypothesised that
length of stay and functional independence would
remain unchanged as these were not the focus of
the program, but clients who were participating
in the occupation-based program would be more
likely to have the skills necessary to be discharged
to home and consequently use fewer community
supports. In addition, it was hypothesised that
they would report better levels of well-being and
self-efficacy.
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Methodology

This exploratory observational study was
undertaken as Phase One?® of a research program
for the development and evaluation of a complex
intervention targeted at the transition to home
experience of people with stroke. The occupation-
based group program was a standard practice in
the hospital unit under investigation. It was not
ethically plausible to establish a control cohort
within this hospital site; a second hospital site,
which did not have the occupation-based program,
was recruited to the study to provide a cohort for
comparison. Ethical approval for this study was
received from the two participating hospitals and
a university ethical review committee.

Data collection sites

Data were collected from the general
rehabilitation units in two metropolitan hospitals.
Unit A was a 28-bed unit and Unit B was a 22-bed
unit. The staffing levels for the two units were
comparable with the exception of occupational
therapy assistants employed by Unit A and not
Unit B. As a result of the additional staff, Unit
A was able to offer an occupation-based group
program to complement individual therapy. The
groups included daily breakfast making group,
daily life skills group, and a weekly community
shopping group. Unit B offered largely individual
therapy (standard care) with a weekly recreational
cooking group.

Participants

Inclusion criteria for the study were the following;:
over 18 years of age, participating in rehabilitation
after a first time stroke, previously living in the
community, and adequate communication and
cognition to complete the study questionnaires.
People were considered ineligible if they were
medically unwell or bed bound.

Data collection tools
Clinical characteristics

Baseline demographic data were collected from
all participants at recruitment to the study. The

type of stroke was classified according to the
Oxfordshire Classification of Stroke.”! The 12
subtypes of this system were collapsed into four
categories: total anterior circulation (TAC), partial
anterior circulation (PAC), lacunar circulation
(LAQ), posterior circulation (POC). The National
Institute of Health Stroke Scale (NIHSS)* was
completed with each participant to identify the
severity of stroke symptoms at recruitment to the
study. The NIHSS assesses stroke severity based on
neurologic impairment and yields scores ranging
from 0 (no deficit) to 46 (severe deficit). A score of
<7 is indicative of mild severity, 7-15 moderate
severity, and >15 severe. The level of functional
independence was recorded at recruitment and
discharge using the Modified Barthel Index
(MBI).# A score of 100 is indicative of complete
independence for self-care tasks, 91-99 is
indicative of mild dependence, 61-90 is moderate
dependence, 21-60 is severe dependence, and
0-20 is total dependence. **

Behavioural mapping tool

The behavioural mapping tool was developed
based on previous research tools.'*!'” Each
participant was observed every 10 minutes from
8:00 am to 4:30 pm on one weekday and one
weekend day during their hospital stay. One
researcher recorded the location of the participant,
the people present, the activity being undertaken,
and their posture at each 10-minute observation.
The behavioural mapping tool was piloted in an
unpublished study and small changes were made
to improve validity within the data collection
settings.

Self-reported questionnaires

The Stroke Impact Scale (SIS) Version 3.0%°
is a self-reported questionnaire that invited the
participants with stroke to rate how the stroke had
impacted their health and life. Participants were
asked to rate their performance on tasks related to
physical recovery, memory and thinking, mood and
emotions, communication, social participation,
and overall stroke recovery Final scores range
from O (little or no recovery) to 100 (full recovery).
Permission for use of the scale was obtained.



The Self-Efficacy Gauge (SEG)*® was the
second self-reported questionnaire and asked the
participants to rate their confidence in their ability
to complete 27 everyday activities without the help
of someone else on a 10-point scale. Examples of
tasks included walk one block, write, concentrate
on something difficult, do the things I like to do,
enjoy myself, get to bathroom on time, and drink
from a cup. A final score of 270 is indicative of
complete confidence in their ability to complete
everyday activities, whereas a score of 27 indicates
no confidence at all.

Procedures

The research team was notified by clinical
staff of the admission of potential participants
to the rehabilitation units. Potential participants
were visited by a member of the research team 2
weeks after admission. This allowed the potential
participant to become accustomed with, and
involved in, the rehabilitation program prior to
the introduction of the study. Participants were
provided with a participant information sheet
and were invited to discuss the study with others
and ask additional questions prior to providing
written consent. The procedure for participants
after recruitment is detailed in Figure 1. At
recruitment, baseline data were collected from
the medical chart. The research assistant then
completed the time use (behavioural mapping)
aspect of the study. Participants were observed
every 10 minutes for one week day and one
weekend day within a 7-day period. The NIHSS
was completed at this time, and the participants
independently completed the SIS and SEG. The
research team was notified when the participant
was discharged from rehabilitation, and discharge
data were collected. Telephone contact was made
with all participants at 1 month after discharge.
Participants were invited to complete the SIS and
SEG via telephone interview or the questionnaires
were posted for completion and returned in a self-
addressed envelope.

Data analysis

All data were entered into the Statistical Package
for Social Sciences version 15 (SPSS, Inc, Chicago,
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Illinois, USA) for analysis. A repeated measures
general linear model explored the within- and
between-group differences.

Results

Participant characteristics

A total of 171 patients were screened for
inclusion in the study. Twelve eligible participants
did not provide consent to participate in the
study, 24 were medically unwell or not for active
rehabilitation, 50 had a previous stroke, 7 were
living in residential care prior to their stroke, and
57 had inadequate cognition or language skills.
There were 21 participants recruited to the study:
9 participants from Unit A and 12 participants from
Unit B. One participant from Unit A was a statistical
outlier for all baseline demographic data and was
unable to complete subsequent data collections
due to decreasing health. This participant
was excluded from all analyses. The baseline
demographic details of the final 20 participants are
outlined in Table 1. Three participants in Unit A
received community supports prior to the stroke
compared to no participants from Unit B. There
were no statistically significant differences between
the two groups. However, visual comparison of
the baseline data of the two groups identified that
there were differences in the gender distribution
that may have influenced the results and that
the mean NIHSS scores for the two groups were
representative of mild (Unit A) and moderate (Unit
B) severity of stroke.

Behavioural mapping data

A summary of the behavioural mapping data is
presented in Table 2. A repeated measures general
linear model was run to examine the time use
data between the groups (Unit A and Unit B) and
across the two data collection points (weekday and
weekend). The following significant differences
were identified:

Location: Participants in Unit A spent a greater
amount of time in occupational therapy on a
weekday (F=12.02, P=.003).

Person: Participants in Unit A spent significantly
more time with a therapist on a weekday (F=4.98,
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Baseline data collected

Behavioural mapping-
One week day and
One weekend day

Discharge data recorded

One month follow-up

Figure 1. Data collection procedure.

Table 1. Baseline demographic details

Age

Gender

Functional independence
Type of stroke

Time from stroke (days)
Previous community supports

National Institute Health Stroke Scale
Stroke Impact Scale
Self-Efficacy Gauge

Length of stay
Functional independence
Community supports
Discharge destination

Stroke Impact Scale
Self-Efficacy Gauge

Unit A (n=8) Unit B (n=12)

Gender, n (%)

Male 3 (38%) 8 (66%)

Female 5(62%) 4 (33%)
Mean age in years (SD) 69 (10.7) 68.1 (8.9)
Mean days from stroke to baseline (SD) 30 (14.3) 33.5(15.9)
Location of stroke, n (%)

TAC 1(13%) 4 (33%)

PAC 5(62%) 4 (33%)

LAC 2 (25%) 3(22%)

POC 0 (0%) 1(11%)
Hemisphere affected, n (%)

Left 2 (25%) 5 (42%)

Right 6 (75%) 7 (58%)
Mean NIHSS score (SD) 43(1.4) 7.54.3)
Mean MBI score (SD) 54.6 (21.6) 51.7 (26.6)

Note: TAC=total anterior circulation; PAC=partial anterior circulation; LAC=lacunar; POC=posterior circulation; NIHSS=National Institute

of Health Stroke Scale; MBI=Modified Barthel Index.
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Table 2. Mean time-use recorded from behavioural mapping data

Weekday (minutes)

Weekend day (minutes)

Unit A Unit B Unit A Unit B
Location
Bedroom 240.0 321.0 310.0 321.0
Occupational Therapy* 67.0 19.0 0 0
Physiotherapy 425 58.0 0 0
Speech Pathology 25.0 9.0 0 0
Day or dining room 74.0 48.0 56.0 45.0
Recreation room 8.0 10.0 0 14.0
Person
Therapist* 152.5 91.0 0 0
Nurse 27.5 58.0 31.0 46.0
Doctor* 0 12.0 0 0
Other client 65.0 44.0 71.0 82.5
Visitor 65.0 72.5 105.0 126.0
Alone 206.0 240.0 247.5 222.0
Activity
Self-care 35.0 35.0 46.0 47.0
Meal time 46.0 54.0 36.0 61.0
Sleeping 51.0 48.0 52.5 34.0
TV/music/radio 35.0 22.5 47.0 49.5
Reading/writing 225 44.0 35.0 65.0
Talking/on phone 94.0 100.0 95.0 112.0
Arts or crafts/games 0 10.0 6.0 9.0
Wheeling 9.0 2.5 0 2.0
Walking** 15.0 6.7 2.5 3.0
Exercising 16.0 9.0 11.0 5.0
No activity** 74.0 100.0 67.5 42.0
Occupational Therapy* 52.5 17.5 0 0
Physiotherapy 27.5 47.0 0 0
Speech Pathology 26.0 11.0 0 0
Posture
Standing (supported) 22.5 11.0 4.0 0
Standing (unsupported) 40.0 125 6.0 7.0
Sitting (supported) 9.0 13.0 2.5 5.0
Sitting (unsuppor[ed) 304.0 355.0 247.5 342.0
Lying down 145.0 127.0 160.0 85.0

* P <.05 between group difference on a weekday. **P < .05 between weekday and weekend observations.

P=.04). Participants in Unit B spent significantly
more time with a doctor on a weekday (F=7.51,
P=.0D).

Activity: Participants in Unit A spent significantly
more time participating in occupational therapy
on a weekday (F=8.03, P=.01). Participants
from both Unit A and Unit B spent significantly
more time inactive on a weekday compared to
the weekend (F=5.6, P=.03). Participants from
both Unit A and Unit B spent significantly less
time walking on the weekend when compared to a
weekday (F=6.34, P=.02).

Discharge

At the time of discharge to home, both groups
had improved significantly (P < .001) on the
MBI score of functional independence with no
between-group differences (P=.60). Participants
in Unit A had a mean score of 81.6 and
participants in Unit B had a mean score of 84.2.
Length of stay in rehabilitation was significantly
different with a mean stay of 86.5 days (SD 27.2)
in Unit A compared to 47.7 days (SD 29.1) in
Unit B (t=2.99, P < .05). Four (50%) participants
from Unit A were referred to community supports
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at discharge compared to 2 (16.7%) participants
from Unit B. One participant from each unit was
discharged to hostel level of care and all other
participants were discharged to their homes.

Self-Efficacy Gauge

There were missing data for the SEG. One
participant from Unit A and two participants
from Unit B became distressed when considering
responses to the questions in the survey at
recruitment to the study and chose not to continue.
One additional participant from Unit B did not
return the follow-up surveys. The following results
are based on seven participants from Unit A and
nine participants from Unit B. At recruitment to
the study, participants in Unit A reported a mean
of 130.7 (SD 40.2) on the SEG compared to 157.4
(SD 51.1) from Unit B. The difference between
the groups was not significant at baseline and this
difference was relatively unchanged at follow-up
with a mean score of 156.6 (SD 41.2) for Unit A
and 185.3 (SD 47.9) for Unit B.

Stroke Impact Scale

The mean scores for the components of the SIS
at baseline and 1 month follow-up are presented
in Table 3. Repeated measures general linear
model confirmed that there were significantly
improved scores for physical recovery reported by
participants from both units (F=4.63, P < .05) but
no differences between the two groups. There was
a significant difference between the two units with

respect to stroke recovery at follow-up (F=6.54,
P=.02). Finally, there was a significant Time x Unit
effect for social participation (F=9.94, P=.01)
with the participants from Unit A consistently
reporting lower levels of social participation that
decreased at the 1 month follow-up.

Discussion

The purpose of this pilot study was to explore
the impact of an occupation-based group program
on key outcomes for stroke rehabilitation. It was
not the intention of this study to compare the
two rehabilitation units in terms of effectiveness,
and this discussion will not attempt to do so. The
results of this study will be discussed with respect
to potential relationships between the occupation-
based programand any trends or findings. However,
due to the pilot nature of this study, it is important
to first acknowledge its limitations. The inclusion
of a small sample group from one geographical area
may limit the ability to generalise the results. There
was a trend for some baseline differences between
the groups which may have impacted the results,
and they are addressed further in the discussion.
The second site (Unit B) was chosen because it
was comparable to the original site (Unit A) except
for the occupation-based program, but there may
have been differences between the two sites that
were unknown to the researchers. Finally, a clear
record of participation in the occupation-based
program was not kept for participants at Unit A,
and we are unable to report their participation in
the program in this article.

Table 3. Pre and post scores [mean (SD)] from Stroke Impact Scale

Unit A (n=7) Unit B (n=11)

Recruitment Follow-up Recruitment Follow-up
Stroke recovery 51.6 (25.6) 40.8 (25.8) 62.3(20.3) 66.9 (18.9)
Emotions 69.0 (20.2) 61.9 (12.5) 72.3(16.7) 68.9 (15.4)
Memory 64.7 29.4) 68.8 (14.4) 72.7 244 70.1 (19.3)
Communication 86.2 (12.4) 84.2 (11.8) 83.1(21.0) 88.0 (17.1)
Social participation 36.2 (26.9) 23.2(22.0) 30.0 (26.4) 59.9 (19.9)
Strength 42.9(19.2) 44.6 (20.5) 48.6 (26.0) 59.1(22.6)
Hand function 25.7 (31.4) 35.0 (35.0) 25.0(35.1) 55.0 (34.8)
Mobility 35.7 (22.6) 50.4 (18.8) 47.5(30.1) 72.7 (20.5)
ADL 47.1(16.1) 47.9 (27.1) 54.8 (26.1) 67.7 (23.9)
Physical (combined) 37.9(17.2) 44.5 (20.2) 44.0 24.7) 62.7 (23.1)

Note: ADL=activities of daily living.



As anticipated, the increased staffing and group
program in Unit A significantly increased the time
that participants spent in occupational therapy
and therapy overall. Participants in Unit A were
receiving on average 106 minutes of therapy on
observation days compared to 75.5 minutes in
Unit B. It was also hypothesised that participants
in Unit A would spend more time interacting
with each other and engaging in activity outside
of therapy. This was not supported by the results,
with participants in both units spending over 240
minutes a day in their bedrooms on therapy days
and between 206 and 240 minutes alone. The
amount of time spent alone remains consistent
with the results from a previous Australian study.'
There was a trend for participants from Unit A to
spend less time engaged in no activity outside of
therapy time (74 minutes vs 100 minutes) on the
weekday, but this did not persist to the weekend
observations. The results for the weekday may be
suggestive of the positive influence of the group
therapy program in Unit A on activity, however
further research is necessary to explore this
potential relationship.

Unexpectedly, we found that participants in both
units spent more time engaged in no activity on
the weekdays when compared to the weekend. It
appeared from the data that this time was replaced
with sedentary activities on the weekend such as
television, music, radio, or talking. On a weekday,
participants may have been waiting around for
therapy, reluctant to commence an activity that
they may not have been able to complete before
the therapist arrived. An alternate explanation
relates to the endurance and energy expenditure
required to participate in rehabilitation after
stroke. Fatigue has been identified as a factor
that can interfere with the intensity of practice
necessary for recovery.”” However, the observations
of the participants in this study may suggest that
the increased time spent inactive on therapy days
might be representative of a need for the clients to
rest and recuperate after the demanding activity
of therapy. Fatigue after stroke is a concept that
requires further investigation to determine optimal
management strategies. It is suggested that a
balance is needed between the exercise promoted
by health professionals and the rest required by
clients.”®
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Despite substantially different levels of stroke
severity (NIHSS) at baseline, all participants
improved significantly on the MBI to achieve a
functional level that was indicative of moderate-
mild dependence for self-care tasks. This
outcome is in contrast to claims that severity of
stroke may be a useful predictor of functional
outcome**?* and supports the assertion that
stroke rehabilitation programs focus on the
functional ability required to ensure a safe and
timely discharge.>® Despite the relatively good
levels of functional independence achieved, the
participants in this study reported levels of self-
efficacy and well-being after stroke (SIS scores)
that were lower than anticipated. Psychosocial
issues persisted for the participants irrespective of
the level of functional independence and support
the assertion that a focus on functional ability for
discharge may leave clients unprepared for the
psychosocial aspects of discharge.

In contrast to the second hypothesis of
this study, the occupation-based program did
not have a positive impact on psychosocial
outcomes after discharge. Participants in Unit
A reported significantly lower scores for social
participation and overall stroke recovery at
follow-up. There was a persistent trend for cores
from the SEG and all other domains of the SIS
to be lower for participants in Unit A. A number
of issues need to be explored with reference to
these results including expectations for recovery
after a mild stroke, gender differences between
the two groups, the potential impact of length
of stay, and the reality of an occupation-based
program.

Edwards, Hahn, Baum, and Dromerick*® found
that despite achieving full independence for
self-care tasks, many clients with mild stroke
reported diminished life satisfaction and reduced
social activity at 6 months after the event. It is
possible that the clients with mild stroke in Unit
A had higher expectations for their recovery and
were therefore more critical of their outcomes.
Clients with mild stroke have identified that
recovery of full independence in basic self-care
and the prospect of a full recovery can lead to
expectations that are not achievable.’’ People
with mild stroke are better able to participate
in everyday situations and may more readily
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experience the difficulties associated with less
obvious impairments. This is unlike their peers
with severe stroke who may be unable to access
or participate in the same everyday situations.
People with mild stroke often perform worse on
outcomes perhaps due to executive functioning
and memory deficits that are not detected by
measures like the NIHSS. Qualitative interviews
with people with mild stroke have highlighted
this as an important issue for coping. A depletion
of the higher level skills needed for decision
making, maintaining self-control, and responding
in an active way to stress may mean that life
continues to be a struggle with daily experiences
of uncertainty. !

Notably, the participants in Unit A had a
tendency to report lower levels of perceived
recovery during the rehabilitation process, and
this was exaggerated after discharge. Two factors
may have contributed to this result. First, there
was a gender difference between the groups
with predominantly more female participants
recruited at Unit A. Niemeier’* discusses the
important differences between how men and
women respond to disability. Women were more
likely to be distressed by communication deficits,
upper limb impairment, and inability to perform
the traditional caregiving roles. In contrast,
men were more likely to be distressed by loss of
motor ability, work, income, and independence.
The participants from Unit A may have been
predisposed to reporting poorer scores on scales
of stroke recovery, social participation, and
emotions on the basis of the gender difference.
Further investigation of this phenomenon is
warranted.

The second factor is that participation in the
occupation-based program may have provided a
realistic view of what to expect at home that was
counterproductive to the participant’s psychological
status. It is common for clients in the early stages
after stroke to focus on getting back to “normal”
and regaining prestroke status.'®?® Participants
may have experienced concerns about returning
to valued and meaningful prestroke activities as a
result of the program. Alternatively, achievement
of the tasks in a modified and supportive hospital
environment may have overinflated expectations
for level of performance at home. It is clear that

further research is necessary to explore the impact
of the occupation-based program on self-efficacy
and well-being.

A final consideration for the results was the
markedly different length of stay for participants
in Unit A. It is unclear why this group, with
NIHSS scores indicative of mild stroke, remained
in hospital for longer; this may be reflective
of a difference in service delivery between the
two units. Dependence on nursing staff during
inpatient stroke rehabilitation can prevent clients
from fully appreciating the impact of the stroke
on their everyday functioning.’* Further research
is necessary to determine whether the extended
length of stay may have predisposed this group
to greater dependence on nursing staff and more
psychosocial issues after being discharged to
home. Irrespective, further studies should explore
the impact of an occupation-based program in
stroke rehabilitation. It is unclear whether an
individual occupation-based program would
have resulted in different outcomes. Future
studies could explore the use of individual goal
setting to identify the components necessary for
an individualised program. It would be useful to
explore the impact of performing tasks within
both hospital and home environments, and it is
recommended that these studies include in-depth
exploration of the subjective client experience.
Finally, further exploration into the influence of
factors such as stroke severity, gender, and length
of stay on the client’s experience of the occupation-
based group program, their sense of well-being,
and self-efficacy is warranted.

Conclusion

Although it is difficult to determine the effects
of the occupation-based group with the sample
recruited to this study, it appears that stroke
survivors continue to spend large portions of
their day in their bedroom, inactive and alone,
irrespective of the therapy program. The programs
in both units targeted functional independence for
discharge with participants achieving equitable
levels despite differing stroke severity at baseline.
However, the results suggest that this focus on
functional independence may be at the expense
of psychosocial issues, with both groups reporting



levels of self-efficacy, recovery, and well-being
that are compromised. Participants from Unit A
consistently reported lower levels of self-efficacy
and well-being, and further studies are required
to explore potential influences such as the
expectations for recovery after mild stroke, gender
differences, and longer length of stay. Further
studies are required to understand the role of
meaningful activity in rehabilitation and unravel
the needs of clients with respect to transition to
home.

Meaningful Activity in Stroke Rehabilitation 117

Acknowledgments

This study was supported by a research grant from
the Occupational Therapists Board of Queensland.
Thank you to the participants and the occupational
therapy clinical champions who supported this
study in the two hospital sites. I am also grateful to
Aisling Ryan for assistance with the data collection.
I would like to acknowledge Kryss McKenna, who
was involved in the early stages of this project and
provided invaluable guidance and assistance.

REFERENCES

1. Langhorne P, Widen-Holmqvist L. Early
supported dlscharge after stroke. jminisiibes
2007;39:103-108.

2. Cott CA. Client-centered rehabilitation: client
perspectives. pisgiiaislali 2004,;26(24):1411-1422.

3. Cott CA, Wiles R, Devitt R. Continuity, transition
and participation: preparing clients for life in
the community post-stroke. Rl
2007;29(10):1566-1574.

4. National Stroke Foundation. Walk in our
shoes. Stroke survivors and carers report on
support after stroke. 2007. Available at: http://
www.strokefoundation.com.au/component/
option,com_docman/Itemid,39/task,cat_view/
gid,61/. Accessed September 2, 2008.

5. Rittman M, Boylstein C, Hinojosa R, Hinojosa MS,
Haun J. Transition experiences of stroke survivors
following discharge home. NG
2007;14(2):21-31.

6. Vanetzian E. Learning readiness for patient
teaching in stroke rehabilitation /| Adv Nurs.
1997;26(3):589-594.

7. Bendz M. Rules of relevance after a stroke. SQc.Sg
Med. 2000;51(5):713-723.

8. Ellis-Hill C, Robinson ], Wiles R, McPherson K,
Hyndman D, Ashburn A. Going home to get on
with life: patients and carers experiences of being
discharged from hospital following a stroke. Risghil
Bebghil 2009;31(2):61-72.

9. Doolittle ND Clinical ethnography of lacunar
stroke: implications for acute care. juisnusaiin.
1991,23(4):235-240.

10. Wressle E, Oberg B, Henriksson C. The rehabilitation
process for the geriatric stroke patient — an
exploratory study of goal setting and interventions.
Riasisiabaiasisy. 1999; 21(2):80-87.

11. Law M, Steinwender S, Leclair L. Occupation, health
and weII-being. Can | Occup Ther. 1998;65:81-91.

12. Eyres L, Unsworth CA. Occupational therapy
in acute hospitals: the effectiveness of a pilot
program to maintain occupational performance in
older clients. Aust Occup Ther J. 2005;52:218-224.

13. Bear-Lehman |, Bassile CC, Gillen G. A comparison
of time use on an acute rehabilitation unit: subjects
with and without stroke. Physiother Occup Ther
Geriatr. 2001;20(1):17-27.

14. Bernhardt ], Dewey H, Thrift A, Donnan G. Physical
activity within the first 14 days of acute stroke unit
care. Strgke 2004;35(4):1005-1009.

15. De Weerdt W, Selzoe B, Nuyens G, et al. Time use
of stroke patients in an intensive rehabilitation
unit: a comparison between a Belgian and
a Swiss setting. i 2000;22(4):
181-186.

16. De Weerdt W, Nuyens G, Feys H et al. Group
physiotherapy improves time use by patients
with stroke in rehabilitation. NG
2001;47(1):53-61.

17. De Wit L, Putman K, Dejaeger E. Use of time by
stroke patients: a comparison of four European
rehabilitation centres. Sfrgkge. 2005;36(9):
1977-1983.

18. Kwakkel G, van Peppen R, Wagenaar RC, et
al. Effects of augmented exercise therapy
time after stroke: a meta analysis. Stroke.
2004;35(11):2529-2539.

19. Bernhardt ), Chitravas N, Meslo IL, Thrift AG,
Indredavik B. Not all stroke units are the same:
a comparison of physical activity patterns in
Melbourne, Australia, and Trondheim, Norway.
Stroke. 2008;39(7):2059-2065.

20. Campbell M, Fitzpatrick R, Haines A, et al.
Framework for design and evaluation of complex
interventions to improve health. Bambdeg-
2000;321:694-696.

21. Bamford |, Sandercock P, Dennis M, Burn |, Warlow
C. Classification and natural history of clinically
identifiable subtypes of cerebral infarction. Lggcet.
1991,337(8756):1521-1526.

22. Brott T, Adams HP, Olinger CP. Measurement of
acute cerebral infarction: a clinical examination
scale. Stroke. 1989;20:874-870.

23. ShahS§, VanclayF, CooperB.Improving thesensitivity
of the Barthel Index for stroke rehabilitation. LClin
GRidegaigl. 1989;42(8):703-709.

24. Mahoney Fl, Barthel DW. Functional evaluation:
the Barthel Index. N 1965;14:
61-65.

25. Duncan PW, Bode RK, Lai SM, Perera S. Rasch
analysis of a new stroke-specific outcome scale:
the Stroke Impact Scale. _

2003;84 (7):950-963.


http://www.maneyonline.com/action/showLinks?pmid=1675378
http://www.maneyonline.com/action/showLinks?pmid=10975231
http://www.maneyonline.com/action/showLinks?pmid=10975231
http://www.maneyonline.com/action/showLinks?pmid=15764361
http://www.maneyonline.com/action/showLinks?pmid=15472114
http://www.maneyonline.com/action/showLinks?pmid=2760661
http://www.maneyonline.com/action/showLinks?pmid=1833483
http://www.maneyonline.com/action/showLinks?pmid=2760661
http://www.maneyonline.com/action/showLinks?pmid=12881816
http://www.maneyonline.com/action/showLinks?pmid=10798306
http://www.maneyonline.com/action/showLinks?pmid=10987780
http://www.maneyonline.com/action/showLinks?pmid=9990493
http://www.maneyonline.com/action/showLinks?pmid=17351690
http://www.maneyonline.com/action/showLinks?pmid=16081860
http://www.maneyonline.com/action/showLinks?pmid=19152154
http://www.maneyonline.com/action/showLinks?pmid=19152154
http://www.maneyonline.com/action/showLinks?pmid=17922327
http://www.maneyonline.com/action/showLinks?pmid=18451351
http://www.maneyonline.com/action/showLinks?pmid=14258950
http://www.maneyonline.com/action/showLinks?pmid=14988574
http://www.maneyonline.com/action/showLinks?system=10.1310%2Ftsr1402-21&pmid=17517571
http://www.maneyonline.com/action/showLinks?pmid=11552862

118

26.

27.

28.

29.

30.

Toprics IN STROKE REHABILITATION/MAR-APR 2010

Gage M, Noh S, Polatajko HJ, Kaspar V. Measuring
perceived self-efficacy in occupational therapy. Am
neskinbisy 1994,48(9):783-790.
Glader EL, Stegmayr B, Asplund K: Poststroke
fatigue: a 2-year follow-up study of stroke patients
in Sweden. Strgke 2002;33:1327-1333.
Park]Y, ChunMH, KangSH, etal. Functionaloutcome
in poststroke patients with and without fatigue.
. 2009;88(7):554-558.
Adams HP, Leclerc |R, Bluhmki E et al.
Measuring outcomes as a function of baseline
severity of ischemic stroke. GG
2004;18:124-129.
Edwards DF, Hahn M, Baum C., Dromerick AW.

The impact of mild stroke on meaningful activit
and Iite satisfaction. NN

2006;15(4):151-157.

31.

32.

33.

34.

Carlsson GE, Moller A, Blomstrand C. Managing an
everyday life of uncertainty: a qualitative study of
coping in persons with mild stroke. jRinsiiiaiaiasiad
2009;31(10):773-782.

Niemeier JP. Unique aspects of women’s
emotional responses to disability. jRinietmiaiesi
2008;30(3):166-173.

Alaszewski A, Alaszewski H, Potter J. The
bereavement model, stroke and rehabilitation,
a critical analysis of the use of a psychological
model in professional practice. [Riniiminiain
2004,26(18):1067-1078.

Daniels R, Winding K, Borell L. Experiences of
occupational therapists in stroke rehabilitation:
dilemmas of some occupational therapists in
inpatient stroke rehabilitation. Scand | Occup Ther.
2002; 9:167-175.


http://www.maneyonline.com/action/showLinks?pmid=19325456
http://www.maneyonline.com/action/showLinks?pmid=15371032
http://www.maneyonline.com/action/showLinks?pmid=17904068
http://www.maneyonline.com/action/showLinks?pmid=11988611
http://www.maneyonline.com/action/showLinks?pmid=17852249
http://www.maneyonline.com/action/showLinks?pmid=15218277
http://www.maneyonline.com/action/showLinks?pmid=7977622
http://www.maneyonline.com/action/showLinks?pmid=7977622
http://www.maneyonline.com/action/showLinks?pmid=19350431

