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Abstract

Background

Stroke impacts psychosocial well-being and engagement in occupation. Psychosocial
interventions reduce depression and anxiety but may not impact occupation. Knowledge of key
processes and components of community psychosocial stroke interventions can inform future
intervention development.

Aim/objective(s)

To determine the essential elements common to three psychosocial interventions for stroke
survivors.

Material(s) and method(s)

Concept maps were created for three community psychosocial stroke interventions based on
published literature and communication with researchers who tested the intervention with stroke
survivors. The concept maps were then compared to identify common elements. Ongoing

communication with researchers ensured accurate representation of each respective intervention.
Results

Similarities in intervention processes and components included, support for autonomy;
individualized information exchange; coping, life skill development, and adaptation support;
competence development; and the incorporation of goals. Differences included intervention
delivery (individual versus group), and the avenues in which psychosocial needs are addressed

(occupation versus dialogue).



Conclusions

Concept mapping identified similarities among the three interventions that can be best
understood using Self-Determination Theory. Clinicians may utilize findings revealed in the

process to inform evidence-based psychosocial stroke interventions.
Significance
Knowledge of key “active ingredients” for psychosocial community stroke interventions, can be

used to guide clinical reasoning and inform development of interventions.
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Introduction

As many as 13.7 million people experience a stroke globally each year [1]. A stroke has a
significant impact on survivors’ psychosocial well-being, occupational engagement and
consequently, quality of life (QoL) [2,3]. Approximately one-third of stroke survivors develop
depression following a stroke [2], contributing to restrictions in life participation [3]. A
systematic review and meta-analysis conducted by Minshall et al. [4], found that psychosocial
interventions can reduce depression but there was limited evidence for improvements in anxiety,
coping and QoL.

Participation in personally meaningful activities or occupations contributes to a satisfying
quality of life, therefore, acting as a mediator for poor psychosocial outcomes [5,6]. In addition,
engagement in occupation is critical to maintaining hope for recovery [7]. Participation is tied to
one’s existence and sense of self. In other words, losing the ability to do what one desires, has a
detrimental effect on how one expresses their sense of self as a “doer’ [8]. During the transition
period from the hospital to the community, stroke survivors grapple with uncertainty,
understanding of, and the adjustment to, a new sense of self [9]. Success in regaining valuable
occupations post-stroke preserves one’s sense of self [8,9]. Such findings confirm the
significance of occupational therapy in stroke recovery.

Several factors influencing re-engagement and participation in occupation are identified
in the stroke literature. These factors include “social connections” and “being in charge” [8]. As
cited by Kessler et al. [10], many of these factors are modifiable, such as, self-efficacy,

functional ability, knowledge and information, support, apathy or depression, and having goals.



Community-based programs can offer tailored stroke interventions to ensure individual
needs are met [11]. There is, however, a lack of consistency with regards to how psychosocial
interventions are defined, delivered, and evaluated [4]. According to Thompson & Ski [12], this
lack of consistency makes the evaluation of intervention efficacy difficult. The terms
“psychosocial” and “behavioral” are often used interchangeably in reference to interventions.
Thompson & Ski [12], argue the term “psychosocial” should be reserved for interventions that
incorporate psychological or cognitive behavioral and social (i.e. social support) components.

Three of the authors of this paper (XX, XX, XX) have been researching and evaluating
separate psychosocial interventions with the goal of improving participation in everyday lives
after stroke. Specifically, these interventions are Occupational Performance Coaching (OPC)
[10], Person-Centred Lifestyle Intervention (PCLI) [13], and a Dialogue-Based Intervention
(DBI) [14]. While these interventions have different structures, components and processes, they
share the following similarities: (1) they meet Thompson & Ski’s [12] definition of
“psychosocial intervention”; (2) they have the therapeutic goals of promoting psychosocial well-
being and increasing participation in everyday activities for people who have experienced a
stroke. While other interventions may also meet these criteria, we selected these
interventions as they provided diversity with regards to focus (dialogue vs occupation), and
format (group vs individual), are promising for improving participation. While
guantitative evidence to support the benefit of these interventions over usual care has not
yet been firmly established [15-17], qualitative findings support the value of these
approaches to improve participation among participants. For example, participants taking
part in the PCLI reported that it “stimulated them to become active and take

responsibility”” [18] (p.131). Those who took part in OPC reported it was helpful; they



experienced success in achieving participation goals through receiving emotional support
while developing strategies and testing plans [19]. Themes from the qualitative evaluation
of the DBI included becoming aware of needs, gaining support, taking control and using
resources to move forward [20].

Analysis of components and processes of complex interventions can provide insight into
the “active ingredients” or causal components and mechanisms of effective interventions to
promote occupational engagement following the experience of stroke [21,22]. Given that
evidence to support the effectiveness of the above interventions is mixed with regards to
guantitative and qualitative findings, the aim of this project was to identify and compare key
components and processes of these interventions to inform the development, implementation and

evaluation of current and new community psychosocial interventions for people stroke survivors.

Materials and methods

A concept-mapping process was used to identify the essential components and processes
of the three psychosocial interventions, OPC, PCLI and DBI. Concept maps are organized, visual
representations of a concept or intervention [23]. Concept maps are typically arranged in a
hierarchical fashion with broader concepts positioned near the top of the map, and more specific
concepts situated closer to the bottom. Relationships among concepts are then identified through
the use of specific linking terms [24]. Concept maps are used to develop theory, plan and
evaluate programs and interventions, and develop measures and scales [23]. They may be created
collaboratively, allowing for the building of shared knowledge to take place, making concept
maps a popular format to use when creating an intervention [23]. The process of developing a
concept map involves the developers to recognize meaningful relationships among concepts

within an organized structure [25]. In addition, the concept mapping process enables the



intervention developers to critically reflect on how clinicians may interpret the intervention
development process.

The concept mapping process was carried out by two master level occupational
therapy students (XX, XX) with guidance from the co-authors. The process involved the
following steps: (1) Principal concepts, or components of each intervention were extracted and
deliberated upon using a charting system and whiteboard visual; (2) Concepts were organized
into three separate concept maps utilizing Microsoft Word (3) Several Skype or face-to-face
meetings were held with each co-author involved in intervention development/evaluation. The
purpose of these meetings was to ensure concept maps accurately represented each intervention;
(4) The co-authors compared the concept maps to reveal commonalities and differences between
each intervention. Following grouping of key concepts, the authors noticed an alignment of
several concepts with Self-determination Theory (SDT) [26] and then used this theory to

further guide analysis.

Results

The concept maps are presented first with explanations of each intervention, followed by
a comparison of common intervention themes (Table 1).

Concept maps

[Figure 1 near here]

Concept map description (PCLI)

The PCLI [13] consists of two parts: first, occupational performance issues and goals of
individuals are identified using the Canadian Occupational Performance Measure (COPM);

second, the COPM results are extracted to tailor intervention content for group sessions. Group



sessions are led by a group leader (i.e. occupational therapist). The leader utilizes methods such
as peer exchange, self-reflection, performance of co-occupations, and didactic presentation to
assist with the exploration of client needs, choices, and desires [13,18,27].

The Canadian Model of Occupational Performance and Engagement (CMOP-E) [28] and
occupational transactionalism [29,30] form the theoretical basis for the PCLI [13]. The CMOP-E
is especially useful for the understanding of how the person, environment, and occupation
interact in a dynamic fashion to result in occupational performance and engagement in daily life
[29]. Occupational transactionalism helps clinicians to understand how the relationship between
the person and their occupation has changed as a result of their stroke, allowing the therapist to
develop an individualized intervention [29,30].

The PCLI is informed by the Lifestyle Redesign (LR) programme for older adults, a
manualized method of occupational therapy intervention [31]. User orientation is a key
component of the LR programme and is conceptualized in the PCLI as the perpetual
collaboration of interventionists with intervention clients. Session topics are informed by an
individual preliminary needs assessment, guided by the COPM [13]. Throughout the group
sessions, clients are invited to add personally relevant and meaningful topics to the sessions.

The intervention methods of didactic presentation, peer exchange, direct experiences, and
personal exploration originate from the LR programme. Each method is linked to everyday life
and occupation and appeals to the four dimensions of occupation: doing, being, belonging, and
becoming [32]. Doing can be conceptualized as “the medium through which people engage in
occupation” [33]. The doing dimension was evident throughout the PCLI as clients actively
engaged in group meetings and in personally relevant occupations to enhance competence in

coping following a stroke [13,18,27].



Being “is the sense of who someone is as an occupational being” [33]. Occupation can act
as a focus for being or being can exist independently of occupation during self-reflection and
discovery [33]. The being dimension was incorporated through client engagement in self-
reflection linked to their everyday occupations to enhance competence in coping and regain an
occupational sense of self [13,18,27].

The continual process of growth, development, and change that occurs throughout a
person’s life characterizes the occupational dimension of becoming. Becoming “is directed by
goals and aspirations which can arise through choice or necessity from individuals or from
groups” [33]. In the PCLLI, goals were initially identified through the preliminary needs
assessment. These goals could be revised, or new goals added, based on the needs and
aspirations of the group. Becoming includes the need for clients to adapt their everyday
occupations and life post-stroke. Clients actively worked to find new solutions to arising
challenges and adapt their everyday lives, thereby enhancing competence to cope with life post-
stroke [13,18,27]. Belonging, also refers to “a sense of connectedness to other people, places,
cultures, communities, and times” [33]. Clients fostered this sense of belonging through peer-
exchange, relationship-building and active interaction within the lifestyle groups. The groups
provided a context through which clients provided mutual support and challenge during the

process of post-stroke adaptation [13,18,27].

[Figure 2 near here]

Concept map description (DBI)

The DBI [14] involves a series of eight meetings between an individual stroke survivor

and a trained Registered Nurse (RN) or Occupational Therapist (OT). The majority of the



meetings occur within the client’s home, and are designed to take place during times of
heightened vulnerability and uncertainty, such as discharge, slowing of physical improvement,
and resumption of new challenging roles or activities [14,34]. The development of the DBI was
informed by previous qualitative research and systematic reviews of psychosocial interventions,
narrative theory, empowerment philosophy, and guided self-determination (GSD) [14,34].

According to narrative theory, encouraging and supporting one’s storytelling, as well as
responding to, and sharing in one’s stories, stimulates reflection [34]. The process of reflection
allows the individual to consider making adjustments in their lives, strengthen their identity, self-
understanding, and self-esteem [14,34].

Empowerment philosophy highlights the necessity of being in control of one’s recovery
[14,34]. Self-determination is a key concept in the philosophy of empowerment. Self-
determination emphasizes people’s inherent tendencies toward growth and self-actualization
through the satisfaction of the basic psychological needs for autonomy, competence, and
relatedness [26].

Guided self-determination (GSD) is a decision-making and problem-solving method that
aims to empower both the client and healthcare professional. GSD can be used to guide the client
and the professional in “overcoming barriers and exploiting the possibilities which have been
empirically identified as crucial to patients’ ability to make self-determined decisions” [35],

In the DBI, chaos and lack of control, bodily changes, and identity threat experienced
after a stroke are addressed through the use of semi-structured dialogues that incorporate
reflection through narratives, empowerment philosophy and GSD [14,34]. Each dialogue
provides an opportunity for clients to discuss the challenges they deem most important with a

trusted healthcare professional. The dialogue-based encounters are guided by the use of



prefabricated worksheets that provide a topical outline for each meeting. The worksheets address
a variety of common challenges experienced by individuals post-stroke including: bodily
changes, emotional challenges, personal relations, daily life issues, meaningful activities,
existential issues, and important values. The worksheets are given to the clients prior to each
encounter, to allow the client to review and reflect on issues they want to discuss. In order to
maintain client-centredness, the healthcare professional may change the order in which the
worksheets are addressed if a client chooses to discuss a different topic [14,34].

Healthcare professionals involved in the intervention assume the role of a “coach” or
“supporter,” guiding clients toward self-determination to promote coping and the development of
new life skills. Overall, this process contributes to a sense of coherence and the ultimate goals of
improved mood and psychosocial well-being [14,34].

[Figure 3 near here]

Concept map description (OPC)

Occupational Performance Coaching (OPC), an intervention originally designed to
improve occupational participation in children, was applied by Kessler et al. [10,16,36], to the
context of community stroke rehabilitation. OPC is carried-out in an individual format in client
homes, with approximately 10, one-hour sessions provided over a period of 16 weeks. Both
occupation- and client-centred practice provide a foundation for OPC [10].

OPC consists of three components: information exchange, a structured process, and
support [10]. Information exchange within the context of community stroke rehabilitation,
follows principles from adult learning theories, and involves the use of individualized education,

that draws on the person's own knowledge and is relevant to each clients’ unique goal [10].



The intervention follows a structured process that is solution-focused and guided by the
goals selected by clients. Occupational therapists, who receive training in OPC [16,37], guide
clients through this structured process towards attainment of self-identified participation goals.
The structured process involves the following steps: setting goals, exploring options using
collaborative performance analysis, developing a plan of action, carrying out the plan, checking
performance, and generalizing, or, applying strategies to other situations [37,38]. Collaborative
performance analysis (CPA), is a process by which the coach can further explore “goal-specific
performance situations”. CPA supports goal-setting and achievement, as the OT collaborates
with the client to identify and reflect on what is currently happening related to the identified
goal, what the client would prefer to happen, and what the client needs in order to implement
changes [37].

Within this structured process, the identification of personally valued and meaningful
goals serves as a motivator for increased participation and goal attainment. Other necessary
ingredients for motivation include: autonomy, competence, and relatedness [37]. The therapist
supports the client’s need for autonomy throughout the structured process and during information
sharing. Competence, the perceived efficacy to achieve personal goals, can be supported by the
therapist in the OPC process. Successful goal attainment may be aided by the drawing on the
person’s own knowledge, scaffolding of skills, and the client learning how to modify the task or
environment [37]. Relatedness, or the need to be connected to others, and the sense of being
cared for, can facilitate an improved sense of engagement. The need for relatedness is addressed
in OPC through support [37].

Support refers to the therapeutic relationship between the client and the occupational

therapist (OT) [37] and is necessary for the structured process of goal-setting and attainment.



The OT acts as a coach, providing emotional support through interpersonal techniques such as

active listening, empathizing, reframing, guiding, and encouragement.

Comparison of interventions

The concept mapping process revealed similarities in components and processes among
the community psychosocial interventions despite some differences in theoretical orientations
and structures. The similarities are highlighted in Table 1.

[Table 1 near here]

All interventions included components of support for autonomy, support for adaptation
and skills development, competence development, a goal focus, and individualized information
exchange as evidenced in the concept maps and above descriptions. Along with similarities,
differences were noted in the focus and structure of each intervention. OPC and the PCLI draw
specifically on the therapeutic benefit of engaging in occupation during intervention delivery,
whereas the DBI focuses on the therapeutic benefit of dialogue between the healthcare
professional and the client. Both OPC and the DBI are implemented with individual clients,

whereas the PCLI uses an individual assessment component followed by a group intervention.

Discussion

The concept mapping process facilitated identification of common intervention
components and processes of support for autonomy, support for adaptation and skills
development, competence development, a goal focus, and individualized information exchange.
These components and processes can be situated in self-determination theory (SDT) [39] to

inform future development of psychosocial interventions to promote participation following



stroke. According to SDT, people have three basic psychological needs: autonomy, relatedness,
and competence. Through meeting these needs, the individual becomes empowered toward
growth and self-actualization and is more willing to make a lasting change [35,39]. Each need is
discussed below in relation to study findings and the stroke literature.

Support for autonomy

Autonomy involves acting with a sense of volition and the feeling of willingness [40]. An
autonomy supportive healthcare practitioner will elicit and acknowledge client perspectives,
offer choice in the intervention, support client initiatives, and provide personally relevant
information. In addition, the healthcare provider seeks to minimize pressure and control.
Autonomy-supportive interventions involve eliciting and acknowledging the perspectives of
clients and supporting clients’ desires and initiatives [40].

The concept of user orientation in the PCLI, closely resembles what is commonly
referred to in health literature as individualized or person-centred care, concepts evident in the
DBI and OPC. Enacting a user orientation supports the client’s need for autonomy through
encouraging the active participation and control of the client [40]. In the DBI, semi-structured
dialogues support autonomy by providing opportunity for clients to choose the challenges they
deem most important to discuss with the healthcare professional. OPC supports autonomy
throughout the structured process and information exchange process through promoting client
choice, building on a client’s expertise, and recognizing the client as an expert on their own life.

Information exchange processes implemented in the psychosocial interventions include
didactic presentation (PCLI), prefabricated worksheets (DBI), and sharing of information related
to goal setting and attainment (OPC). In each intervention, information exchange processes were

directed by the needs and desires of clients. These individually tailored information exchange



processes support autonomy through attaching value and relevance to the information [40].
Individualized education thereby contributes to goal attainment and building of competence in
problem-solving [41].

Relatedness

Support is a necessary component for successful recovery post-stroke. The support
system of a stroke survivor may include, but is not limited to, family members, friends, and
healthcare professionals. A good support system provides emotional support, which is
fundamental as it gives an individual someone to talk to and rely on [9]. Having a support system
positively influences an individual’s ability to resume desired occupations and increase
participation [8]. Further, the presence of a support system improves an individual's mood, social
interactions and functional outcomes [42-43]. It also helps the individual cope with the
uncertainty of an unfamiliarity of their new situation [9].

The PCLI places emphasis on peer support through group intervention. Peer support
provides information, resources, and emotional support to clients, allowing them to have a
support system that has a first-hand knowledge of what they are experiencing [44]. Therapeutic
benefits of involvement in the peer support group include a sense of belonging, security, learning
novel ways to cope, empowerment and inspiration, having the space to express feelings, helping
others, and increased agency/independence [44].

The DBI provides emotional support through collaboration with clients on a one-to-one
basis, allowing them to express their personal narratives, and explore solutions to problems they
may be facing. Similarly, in OPC, the occupational therapist coach provides emotional support
through interpersonal techniques such as active listening, empathizing, reframing, guiding, and

encouragement. Emotional support is used to develop the therapeutic relationship whereby



client’s sense that they are understood and respected by the coach and their values and interests
are reflected in decision-making.

A key difference in how support was provided during the interventions was the individual
versus group—based format. Both group and individual interventions may be used alone or
simultaneously in a psychosocial context. Post-stroke symptoms manifest differently in every
person and individualized interventions allow tailoring to the person’s needs. By individually
assessing a person’s perceived difficulties in occupational performance, healthcare professionals
can develop a better picture of the individual’s strengths and barriers to participation [11,45] and
thereby tailor interventions to the needs of the client.

However, the inclusion of a group component in stroke interventions may be beneficial as
groups provide an outlet for social connection. This is especially important as many clients noted
a sense of isolation and loneliness following a stroke [46]. Contact with others who share similar
experiences leads to a sense of support, and shared understanding [44] which are crucial
elements of stroke rehabilitation. In addition, peer support experienced in groups may facilitate
an increased awareness of stroke consequences and provide an opportunity for members to make
comparisons to their peers [47]. Comparing oneself favorably to others in the group may
contribute to improved self-confidence [48]. More research is needed to determine whether
individual, group, or a combination of individual and group-based interventions in community-
based stroke rehabilitation best meet the needs of stroke survivors.

Competence development

Competence refers to the feeling of being able to effectively produce desired outcomes
and exercise one’s capacities [39]. Competence is similar to the more frequently cited term, self-

efficacy. A decline in competence or self-efficacy following a stroke is noted in the literature



(50,51) and is linked to post-stroke depression and decreased well-being [49]. Enabling a
person’s belief that they can cope successfully post-stroke can assist in diminishing depressive
symptoms or prevent symptoms from occurring [49]. Patients with higher levels of self-efficacy
have been found to be more independent in activities of daily living post stroke, than patients
with lower levels of self-efficacy [50].

According to SDT, a person’s’ sense of competence is facilitated by autonomy [26]. The
DBI, OPC, and PCLI support autonomy and competence through personally meaningful goal
setting and action planning, building problem-solving skills, and enhancing clients’ self-belief
through reflection and support for autonomy.

Goal setting is considered an essential part of the rehabilitation process that can increase
clients’ quality of life, positive emotional states, and self efficacy [51]. Goals motivate people to
achieve their desired outcomes leading to new strategies, tool use, and strengths to achieve their
desired outcomes [51]. According to SDT, goal pursuit and attainment is inextricably linked to
the degree in which one's basic psychological needs of autonomy, relatedness, and competence
are satisfied [40].

All the interventions had a focus on client goals either explicitly or implicitly. In OPC
goal setting is the focus of the structured intervention where the client identifies his or her own
participation/occupation goals. Successful goal attainment may be aided by the scaffolding of
skills, or the client learning how to modify the task or environment [41]. The DBI addresses goal
setting through semi-structured dialogues. The overall aim of the semi-structured dialogues is to
address what is important to the client now, and what will be important to the client in the future.
Through processes of problem-solving and decision-making, the client and the healthcare

professional identify resources contributing to actions leading to an identified goal. In the PCLI,



a preliminary needs assessment, supported using the COPM provides an avenue for clients and
therapists to collaboratively identify goals.

While including components to support autonomy, competence, and relatedness, the
interventions had different foci. The PCLI and OPC interventions focussed on occupation and
the return to participation in everyday life with a secondary outcome of enhanced psychosocial
well-being. The DBI, however, aims to directly impact psychosocial needs through dialogue.
Research has established a reciprocal relationship between participation in meaningful activities
and well-being [5], SDT may provide a way to explain the relationship [40]. Interventions that
focus on supporting a person’s basic psychological needs for autonomy, competence and
relatedness through occupation, dialogue or other means may lead to enhanced psychosocial
well-being and participation following stroke. However, current research evidence to support
psychological interventions to improve depression is limited with no impact noted on secondary
outcomes of social activities or activities of daily living [4]. Similarly, research to support
occupational-based interventions to improve participation or depression is limited with the
moderate evidence to support occupation-based interventions for activities of daily living and
instrumental activities of daily living in the community [52]. Further research is needed to test
the effectiveness of both occupation-focussed and dialogue-based interventions grounded in SDT

for their impact on psychosocial well-being and participation.

Limitations

There are three major limitations in this study that may be addressed through further
research. First, only three post-stroke psychosocial interventions were examined. Concept
mapping of other post-stroke psychosocial interventions would lead to an enhanced

understanding of important “active ingredients”. Second, the effectiveness of the PCLI, DBI, and



OPC interventions appear to be promising, but is not yet proven. Future research into each
intervention and the continued measurement of hypothesized outcomes, will strengthen the
results of this study.

Finally, while the concept mapping was done by two occupational therapy students
who were not familiar with the interventions, the other authors had a level of investment in
the interventions which could have influenced the concept map analysis. One could also
argue that in-depth understanding of the intervention components and processes is needed

to accurately complete a concept map.

Conclusion

The concept mapping of the three community-based psychosocial stroke interventions
facilitated comparison of key “active ingredients”, thereby allowing the authors to identify
meaningful connections among intervention concepts. Five major intervention themes emerged
including, support for autonomy; coping, life skill development, and adaptation support;
competence development; a goal focus; and individualized information exchange. These themes
can be understood using the three basic psychological needs highlighted by SDT, autonomy,
relatedness, and competence. Based on these findings, it may be beneficial for intervention
developers and clinicians to integrate SDT in planning and implementing interventions to
support individuals® psychosocial needs post-stroke. In particular, given the diversity of
experiences following stroke, individually tailored interventions may better meet a client’s
unique needs. However, it is not clear from this analysis whether there is a benefit of

occupation-focused over dialogue-focused interventions for addressing psychosocial needs.



Declaration of interest

No potential conflicts of interest were declared by the authors.



References

[1] Johnson C, Nguyen L, Nguyen M, et al. Global, regional, and national burden of
stroke, 1990-2016: a systematic analysis for the Global Burden of Disease Study
2016. Lancet Neurol. 2019;18(5):439-58.

[2] Hackett ML, Pickles K. Part I: Frequency of depression after stroke: An updated
systematic review and meta-analysis of observational studies. Int J Stroke.
2014;9(8):1017-25.

[3] Palstam A, Sjédin A, Sunnerhagen KS. Participation and autonomy five years after
stroke: A longitudinal observational study. PLoS One. 2019;14(7):1-13.

[4] Minshall C, Pascoe MC, Thompson DR, Castle DJ, McCabe M, Chau JPC, et al.
Psychosocial interventions for stroke survivors, carers and survivor-carer dyads: a
systematic review and meta-analysis. Top Stroke Rehabil. 2019;26(7):554—-64.

[5] Egan M, Davis CG, Dubouloz CJ, Kessler D, Kubina LA. Participation and well-being
poststroke: Evidence of reciprocal effects. Arch Phys Med Rehabil. 2014;95(2):262-8.

[6] Eriksson G, Tham K. The meaning of occupational gaps in the everyday life in the
first year after stroke. OTJR Occup Particip Heal. 2010;30(4):184-92.

[7] Lou S, Carstensen K, Jargensen CR, Nielsen CP. Stroke patients’ and informal carers’
experiences with life after stroke: an overview of qualitative systematic reviews.
Disabil Rehabil. 2017;39(3):301-13.

[8] Kubina LA, Dubouloz CJ, Davis C, Kessler D, Egan M. The process of re-engagement
in personally valued activities during the two years following stroke.  Disabil
Rehabil. 2013;35(3):236-43.

[9] Connolly T, Mahoney E. Stroke survivors’ experiences transitioning from hospital



[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

to home. J Clin Nurs. 2018;27(21-22):3979-87.

Kessler DE, Egan MY, Dubouloz CJ, Graham FP, McEwen SE. Occupational
Performance Coaching for stroke survivors: A pilot randomized controlled trial
protocol. Can J Occup Ther. 2014;18(5):279-88.

Jaber AF, Sabata D, Radel JD. Self-perceived occupational performance of
community-dwelling adults living with stroke. Can J Occup Ther. 2018;85(5):378-85.
Thompson DR, Ski CF. Psychosocial interventions in cardiovascular disease - What
are they? Eur J Prev Cardiol. 2013;20(6):916-7.

Lund A, Michelet M, Kjeken I, Wyller TB, Sveen U. Development of a person-centred
lifestyle intervention for older adults following a stroke or transient I ~ schaemic
attack. Scand J Occup Ther. 2012;19:140-9.

Kirkevold M, Kildal Bragstad L, Bronken BA, Kvigne K, Martinsen R, Gabrielsen
Hjelle E, et al. Promoting psychosocial well-being following stroke:  Study protocol
for a randomized, controlled trial. BMC Psychol. 2018;6(1):1-12.

Hjelle EG, Bragstad LK, Kirkevold M, Zucknick M, Bronken BA, Martinsen R, et al.
Effect of a dialogue-based intervention on psychosocial well-being 6 months  after
stroke in Norway: A randomized controlled trial. J Rehabil Med. 2019;51(8):557-65.
Kessler D, Egan M, Dubouloz C-J, McEwen S, Graham FP. Occupational
Performance Coaching for stroke survivors: A pilot randomized controlled trial. Am J
Occup Ther. 2017;71(3):7103190020p1-7.

Bragstad LK, Hjelle EG, Zucknick M, Sveen U, Thommessen B, Bronken BA, et al.
The effects of a dialogue-based intervention to promote psychosocial well-being after

stroke: a randomized controlled trial. Clin Rehabil. 2020;34(8):1056-71.



[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

Lund A, Melhus M, Sveen U. Enjoyable company in sharing stroke experiences; -
lifestyle groups after stroke. Scand J Occup Ther. 2018;25(2):127-35.

Kessler D, Egan MY, Dubouloz C-J, McEwen S, Graham FP. Occupational
Performance Coaching for stroke survivors (OPC-Stroke): Understanding of
mechanisms of actions. Br J Occup Ther. 2018;In press.

Kitzmdller G, Mangset M, Evju AS, Angel S, Aadal L, Martinsen R, et al. Finding the
Way Forward: The Lived Experience of People With Stroke After Participation in a
Complex Psychosocial Intervention. Qual Health Res. 2019;29(12):1711-24.

Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing and
evaluating complex interventions: new Medical Research Council guidance. Br Med J.
2008:337:979-983.

Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process
evaluation of complex interventions: Medical Research Council guidance. Br Med J.
2015;350:h1258.

Cafas AJ, Novak J. Concept mapping using CmapTools to enhance meaningful
learning. In: Knowledge cartography. London, England: Springer; 2014. p. 23-45.
Schroeder NL, Nesbit JC, Anguiano CJ, Adesope OO. Studying and Constructing
Concept Maps: a Meta-Analysis. Educ Psychol Rev. 2018;30(2):431-55.

Kwok JYY, Choi KC, Chan HYL. Effects of mind-body exercises on the physiological
and psychosocial well-being of individuals with Parkinson’s disease: A systematic
review and meta-analysis. Complement Ther Med. 2016 Dec;29:121-31.

Ryan RM, Deci EL. Self-determination theory and the facilitation of intrinsic

motivation, social development, and well-being. Am Psychol. 2000;55(1):68-78.



[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

Lund A, Michelet M, Sandvik L, Wyller T, Sveen U. A lifestyle intervention as
supplement to a physical activity programme in rehabilitation after stroke: a
randomized controlled trial. Clin Rehabil. 2012;26(6):502-12.

Townsend EA, Polatajko HJ. Enabling Occupation Il: Advancing an occupational
therapy vision for health, well-being and justice through occupation. Ottawa, ON:
CAQOT Publications ACE; 2007.

Dickie V, Cutchin MP, Humphry R. Occupation as transactional experience: A
critique of individualism in occupational science. J Occup Sci. 2006;13(1):83-93.
Cutchin M, Dickie VA. Occupational science: society, inclusion, participation. In:
Transactionalism: occupational science and pragmatic attitude. West Sussex, UK:
Blackwell Publishing Ltd; 2012. p. 23-47.

Jackson J, Carlson M, Zemke R, Clark F. Occupation in Lifestyle Redesign: The Well
Elderly Study Occupational Therapy Program. Am J Occup Ther. 1998;52(5):326-36.
Wilcock AA. Reflections on doing, being and becoming. Vol. 65, Canadian Journal of
Occupational Therapy. 1998. p. 248-57.

Hitch D, Pépin G, Stagnitti K. In the footsteps of wilcock, part one: The evolution of
doing, being, becoming, and belonging. Occup Ther Heal Care. 2014;28(3):231-46.
Kirkevold M, Martinsen R, Bronken BA, Kvigne K. Promoting psychosocial
wellbeing following stroke using narratives and guided self-determination: a feasibility
study. BMC Psychol. 2014;2(1):1-12.

Zoffmann V, Lauritzen T. Guided self-determination improves life skills with Type 1
diabetes and A1C in randomized controlled trial. Patient Educ Couns. 2006;64(1-

3):78-86.



[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

Kessler D, Ineza I, Patel H, Phillips M, Dubouloz C-J. Occupational performance
coaching adapted for stroke survivors (OPC-Stroke): A feasibility evaluation. Phys
Occup Ther Geriatr. 2014;32(1).

Graham F, Kennedy-Behr A, Ziviani J. Occupational Performance Coaching: A
Manual for Practitioners and Researchers. Routledge; 2020.

Kessler D, Walker I, Sauvé-schenk K, Egan M, Kessler D, Walker 1, et al. Goal setting
dynamics that facilitate or impede a client-centered approach. Scand J Occup Ther.
2019;26(5):315-24.

Ryan RM, Patrick H, Deci EL, Williams GC. Facilitating health behaviour change and
its maintenance : Interventions based on Self-Determination Theory. Eur Heal
Psychol. 2008;10:2-5.

Ng JYYY, Ntoumanis N, Thggersen-ntoumani C, Deci EL, Ryan RM, Duda JL, et al.
Self-Determination Theory Applied to Health Contexts: A Meta-Analysis. Perspect
Psychol Sci. 2012;7(4):325-40.

Locke EA, Latham GP. Building a practically useful theory of goal setting and task
motivation: A 35-year odyssey. Am Psychol. 2002;57(9):705-17.

Mountain A, Patrice Lindsay M, Teasell R, Salbach NM, de Jong A, Foley N, et al.
Canadian Stroke Best Practice Recommendations: Rehabilitation, Recovery, and
Community Participation following Stroke. Part Two: Transitions and Community
Participation Following Stroke. Int J Stroke. 2020;0(0):1-18.

Glass TA, Maddox GL. The quality and quantity of social support: stroke recovery as
psycho-social transition. Soc Sci Med. 1992 Jun;34(11):1249-61.

Morris R, Morris P. Participants’ experiences of hospital-based peer support groups



[45]

[46]

[47]

[48]

[49]

[50]

[51]

[52]

for stroke patients and carers. Disabil Rehabil. 2012;34(4):347-54.

Graven C, Sansonetti D, Moloczij N, Cadilhac D, Joubert L. Stroke survivor and carer
perspectives of the concept of recovery: a qualitative study. Disabil Rehabil. 2013
Apr;35(7):578-85.

Hinojosa R, Haun J, Hinojosa MS, Rittman M. Social isolation poststroke:
Relationship between race/ethnicity, depression, and functional independence. Top
Stroke Rehabil. 2011;18(1):79-86.

Morris RP, Fletcher-Smith JC, Radford KA. A systematic review of peer mentoring
interventions for people with traumatic brain injury. Clin Rehabil. 2017;31(8):1030-8.
Harrison M, Ryan T, Gardiner C, Jones A. Psychological and emotional needs,
assessment, and support post-stroke: A multi-perspective qualitative study. Top Stroke
Rehabil. 2017;24(2):119-25.

Volz M, Voelkle MC, Werheid K. General self-efficacy as a driving factor of post-
stroke depression: A longitudinal study. Neuropsychol Rehabil. 2019;29(9):1426-38.
van Mierlo M, van Heugten C, Post MWM, Hoekstra T, Visser-Meily A. Trajectories
of health-related quality of life after stroke: results from a one-year prospective cohort
study. Disabil Rehabil. 2018;40(9):997-1006.

Plant SE, Tyson SF, Kirk S, Parsons J. What are the barriers and facilitators to goal-
setting during rehabilitation for stroke and other acquired brain injuries ? A systematic
review and meta-synthesis. Clin Rehabil. 2016;30(9):921-30.

Wolf TJ, Chuh A, Floyd T, MclInnis K, Williams E. Effectiveness of occupation-based
interventions to improve areas of occupation and social participation after stroke: An

evidence-based review. Am J Occup Ther. 2015;69(1):1-11.



Table 1. Intervention components aligned with intervention themes

Intervention Themes/

Common Concepts

Person-Centred Lifestyle

Intervention

Dialogue-Based

Intervention

Occupational

Performance Coaching

Support for

autonomy

Individualized
information

exchange

Coping, life skill
development, and

adaptation support

-User orientation

-Didactic presentations
based on client- identified

topics

-Peer exchange (i.e. sharing

of knowledge and

experiences among peer

-Group leader

encouragement (e.g. self-

reflection and participation)

-Client-directed Semi-

structured Dialogue

-Guided Self-Determination

Problem-Solving

-Client-selected topic sheets

-Support through dialogue

-Coaching support to guide
coping and life skill

development

-Collaborative

Performance Analysis

-Client-selected goals

-Information exchange

-Sharing of information
relating to client goals and
strategies for goal

attainment

-Emotional support
(listening, guiding,
reframing, empathy,
encouragement) for
planning, decision making

and actions to pursue goal




Competence -Performance of occupation -Guided Self-Determination -Structured process with

development Problem Solving Collaborative
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i . Performance Analysis
) -Promotion of Reflection y
-Self reflection

; . Information exchange
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coping and life skill
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occupational performance
P P development
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Figure 3: Concept map of the Occupational Performance Coaching (OPC) intervention processes
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