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ABSTRACT
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Introduction: Lack of evidence on the effect of interventions is one of the several ongoing challenges facing healthcare services in
South Africa. The increasing emphasis on routine outcome measurement has urged occupational therapists to demonstrate the impact
of their intervention in mental health. This study aimed to evaluate the change in activity participation of the mental health care users
attending an occupational therapy programme.
Methods: A one-group pre/post-test design was used. The Activity Participation Outcome Measure (APOM) was administered to measure
activity participation of 64 mental health care users. Five measurements were done between admission and follow-up after discharge.
Results: Majority of the participants were between the ages of 20 – 29 and mainly diagnosed with substance use disorders. The effect
sizes, Cohen’s d (> 0.80) and Cohen’s r (>0.37) demonstrated a significant positive change (p=0.00) across all APOM domains during
hospitalisation. An insignificant change (p> 0.05) was noted in the effect sizes during the follow-up stages with a substantial decline
in some of the APOM domains indicating that patients were not well-integrated into their communities.
Conclusion: This study revealed the importance of measuring change in participation for shaping clinical practice, to ensure meaningful
intervention, and successful integration of MHCUs in their communities.

Keywords: routine outcome measurement, activity participation, occupational therapy, mental health, rural context.

INTRODUCTION

Participation in activities that are meaningful is a substantial
component in the recovery of persons with mental disorders9,10.
Occupational therapists target activity participation in the population
they serve. They have crucial skills and knowledge to offer effective
and efficient interventions relevant in the prevention and management of mental disorders. Evidence-based interventions demonstrate
that occupational therapists can enable mental healthcare users to
engage in meaningful occupations, participate in community living,
and contribute to society11. While there is acknowledgement of the
unique contribution by occupational therapist in facilitating activity
participation to enable recovery amongst persons with mental disorders, limited evidence exists on the effect of the services they offer
particularly in rural areas where general access to health is limited.
Over the years occupational therapists have had an abundance of
valuable clinical contributions, regarding facilitating activity participation however; there is limited evidence to demonstrate change in
clients’ activity participation12.

Mental disorders are a common and leading cause of disability
worldwide1 . According to World Health Organization (WHO)
mental disorders contribute approximately 13 % to the overall
global burden of disease worldwide and accounts for 32.42% of
years lived with disability2 . In South Africa, mental disorders are
counted as the third contributor to the overall disease burden3.
According to Herman et al., the African National Congress (ANC4
one in six South Africans will have a mental disorder in a 12-month
period. Additionally, one in three will have a mental disorder at some
point in their lifetime4. The Global Burden of Disease conducted in
2016 revealed that mental disorders and substance-use disorders
account for 35% of the Years Lost due to Disability in South Africa2.
People with mental disorders often exhibit long-term symptoms
that influence their ability to function and contribute within their communities. Mental disorders result in impairments that often influence the
ability to perform activities that the individual wishes to perform in order
to pursue their life goals and fulfil their social roles5. Those afflicted by
mental disorders often struggle to participate in daily life activities that
are meaningful , consequently, reducing their ability to lead productive
daily routines6 . Limited participation in activities is associated with loss
of identity, social status and close relationships7. Additionally, there is loss
of opportunities for work and hope to be a contributing citizen, which
is then accompanied by the worsening of symptoms7,8.

LITERATURE REVIEW
The concept of activity participation in occupational
therapy
Occupational therapy is grounded in the philosophy that humans
are occupational beings with occupation as central to human sur-

63
South African Journal of Occupational Therapy — Volume 51, Number 3, DECEMBER 2021

© SA Journal of Occupational Therapy

effectiveness of their services to the clients, funders of services and
the society at large12,27. To demonstrate their distinct value in mental
health, occupational therapists should produce evidence for the use
of meaningful activities to promote participation in everyday life6.
Measuring the effectiveness of interventions is important as it enables
occupational therapists to provide sound evidence for the services
they offer. Implementation of routine outcome measurement (ROM)
into routine clinical practice is fundamental to demonstrating the effectiveness of interventions26. ROM has been identified as a critical
component in the facilitation of recovery in mental disorders where
progress is not always identifiable28. Carlier and Eeden29 describe
ROM as a repeated assessment of a service user’s health status
over the course of treatment or an intervention. For occupational
therapists in mental health, this entails administering an outcome
measurement tool on the MHCUs before, during and after an intervention in order to monitor the change in activity participation26.
A number of outcome measures are available and have been
widely researched and reported in the occupational therapy literature. These outcome measures includes the Model of Human
Occupation Screening Tool (MOHOST)30; Assessment of Motor and
Process Skills (AMPS)31; Canadian Occupational Performance Measure (COPM)32 ; Australian Therapy Outcome Measure (AusTOMs)33,
and the Activity Participation Outcome Measure (APOM)34. Although
these outcome measures have been implemented in monitoring the
change in activity participation, it should be acknowledged that the
majority were developed in high income countries, as such their usability in a resource-constrained country like South Africa remains
unknown.
The literature highlights cost of outcome measures, limited accessibility to context-appropriate measures and time-consuming nature
of ROM as some of the leading barriers affecting the implementation
of ROM in clinical practice35,36,37. While these factors are highlighted
as main barriers to ROM, it is important to consider other factors
that may influence ROM in clinical practice. In South Africa, the
mental health policies emphasize the need to implement evidencebased strategies into practice, however, there are no expectations to
produce evidence for practice particularly in government settings21.
This highlights that while policy outlines the need to demonstrate
evidence for interventions through ROM, the implementation of such
strategies in clinical practice is viewed as optional. The Rural Mental
Health Campaign24 describes the state of mental health services in
rural areas as dehumanizing. Poor budget allocation and staff shortages have been outlined as the main factors affecting the quality of
mental health services within the rural areas22. It is undeniable that
the mental health services in South Africa fails to meet the needs
of the MHCUs as evident with the revolving door phenomena currently crippling the mental health services in the country38. Given the
current state of mental health services in rural South Africa where
quality of care remains questionable, it is critical that emphasis is
placed on evidence-based strategies such as ROM to ensure good
quality clinical outcomes in mental health26.
A deinstitutionalized mental health system, where community
care for the MHCUs is strongly advocated, calls for families to become primary caregivers for MHCUs22. With the limited resources
and poor quality mental health services reported in rural South
Africa, it is important that occupational therapists acknowledge
the unique role played by families in the care and management of
MHCUs22,24. Families often assume responsibility for the health and
well-being of those with mental disorders following discharge from
the hospital. They structure daily routines, monitoring the mental
state, identify the early signs of illness relapse and deterioration,

vival13. Within mental health, occupational therapy aims to enable
individuals to attain positive mental health, prevent mental illness
and facilitate recovery by using meaningful occupations to promote activity participation6. “Activity participation is described as
involvement in a life situation. This process occurs when clients are
actively involved in carrying out daily activities they find purposeful
and meaningful”14:629. Du Toit, cited in Van der Reyden et al, defined activity participation as: “Action on the world, originating in
one’s self, in one’s relation to one self and the external world, the
doing”15:276. In their description of the International Classification
of Functioning, Disability, and Health (ICF) the WHO16 describes
activity and participation as two different constructs17. Activity is
described as the actual doing of a task and participation is described
as an involvement in life situations. These two concepts are central
to human development and lived experience. When the individual
encounters problems in these two constructs, it is identified as
activity limitation and participation restriction16. Law18, similar to
the American Association of Occupational Therapy14 and du Toit as
cited by van der Reyden et al.,15 combined these two constructs
and highlighted that it is through the process of activity participation
that individuals obtain skills and competencies, find purpose and
meaning in life, as well as connect with others and communities.
The link between activity participation and health is clearly
established and acknowledged as a core value of client-centred
occupational therapy14. Occupational therapy interventions aim to
promote health and well-being by facilitating participation in the
categories of occupations including activities of daily living (ADLs),
instrumental activities of daily living (iADLs), work, education, social
participation, leisure, and rest and sleep14. In a study by Bryant et
al.,19 participants highlighted that participation in activities as part of
the occupational therapy inpatient program had substantial impact
on alleviating their symptoms as this distracted them from focusing
on their distressing thoughts19. Similarly, a study by Foruzandeh and
Parvin, revealed that participating in occupational therapy activities
was associated with positive outcomes on the symptoms of those
diagnosed with Schizophrenia20. Based on available evidence there
is no doubt that occupational therapists have valuable contribution
in facilitating activity participation and the substantial impact this has
on the recovery of mental health care users (MHCUs). However,
there remain a paucity of evidence to indicate the measurement
of activity participation to demonstrate the effect of occupational
therapy interventions in mental health21, 22.

Measurement of activity participation in mental health
The overall purpose of mental health services in South Africa is to
improve capacity of MHCUs to participate in roles of their choice
in their community23. To achieve this goal, all mental healthcare
professionals including occupational therapists should monitor and
evaluate their efforts. The plan to implement National Health Insurance (NHI) has placed emphasis on the need for the effectiveness
of interventions to ensure good quality services and achievement
of positive health outcomes3 . To ensure good quality services,
the National Mental Health Policy Framework and Strategic Plan
(NMHF) calls for the planning and provision of evidence-based
interventions in mental health23. In rural South Africa, a dire state of
mental health services is reported where MHCUs are confronted by
unsupportive and desert-like mental health services failing to meet
their needs22,24. The escalating prevalence of mental disorders along
with the reported poor quality of treatment calls for measurements
of outcomes to ensure effectiveness of services in mental health25,26.
Occupational therapists have a responsibility to demonstrate
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three weeks for acute patients, three to 12 months for long-term
and forensic patients. Once discharged into the community MHCUs
follow up at the hospital or nearby clinic depending on the area in
which they reside. Follow-up of MHCUs is a challenge at this hospital, due to the large catchment area. Often MHCUs are discharged
to families outside the province or to the neighbouring country and
users then fail to honour follow-up appointments.

helping the patient to access services, supervising treatment and
providing emotional support to the MHCUs39,40,41. Through fulfilling
these responsibilities, families provide an opportunity for activity
participation of MHCUs at the community level. Fulfilling this role
is a mammoth task for most families as they are mostly untrained
and ill-prepared39. Occupational therapists have the knowledge and
skills to develop collaborative care models for families to deal with
everyday tasks and to ensure that the MHCU can enjoy quality of life
despite suffering from a mental disorder. It is, therefore, the authors’
opinion that successful implementation of ROM aimed at monitoring
outcomes beyond hospitalization requires occupational therapists to
form collaborations with the families to help structure routines that
will facilitates activity participation in the community.
Literature highlights benefits to ROM and that its implementation
within occupational therapy has been a huge task. Although previous research outlines the facilitators and barriers, the evidence to
support the implementation of ROM within mental health clinical
practice is not well documented. The study aimed to bridge this
gap by producing evidence of the changes in activity participation in
MHCUs attending an occupational programme through implementing
ROM in an acute rural mental health unit in South Africa. This article
reports on the amount of change in activity participation as well as
the recovery patterns during and after hospitalisation.

Sample method and selection
Sixty-four MHCUs who were admitted at Tintswalo hospital during
data collection participated in this study. A non-probability sampling
method was used to select participants. The Raosoft sample size
calculator for effect size was used to calculate the sample size44.
During the time of this study an estimated number of 45 MHCUs
were admitted to Tintswalo Hospital per month. To calculate the
appropriate sample size for this study the margins of the error were
set at 5% as required for larger groups, with the confidence interval
at 95%44. Based on these calculations a minimum sample of 16
was considered adequate to ensure generalisation of the results
to the population at Tintswalo Hospital. However, a principle of
ROM is to measure the total population, thus using total population sampling. When the total population needs to be included,
other factors come into play such as availability of staff to assess all
MHCUs, method of assessment and whether the ROM is done as
a research project. In the latter case, informed consent is needed
which influenced the total population size since only those MHCUs
who signed consent, may be included.
No adjustments were made to the occupational therapy programme to align to the focus of this research, as such real-life information was collected without manipulation of the variables. No
exclusions were made based on diagnosis, but the common diagnostic
groups included schizophrenia, substance use disorder and mood
disorder during data collection. Forensic MHCUs were excluded
due to the nature and ethical complexity of their cases.

METHODOLOGY
Research design
A descriptive, longitudinal design with quantitative, quasi-experimental features was employed42. Elements of ROM, such as collecting routine data in the clinical setting assessments were conducted in
real-life (no variables were manipulated or controlled) with several
measurements conducted from baseline to final assessments and
data collection focused on one group, pre/post-test design43. The
quantitative features of the research were investigated by measuring the change in activity participation before and after intervention
at different intervention stages. The APOM was administered to
determine the level of participation before, during and after intervention. As a quasi- experimental design, the participants became
their own controls as this study excluded a randomised sample with
an experimental and control group. With no randomised sample, the
authors did not claim any cause-and-effect relationship but rather
described the changes as measured by the APOM.

Measurement tool
The APOM was used for this study. To administer the APOM the
researcher attended a one-day training course prior to commencing
with the research as required by the developer of the APOM. The
APOM was developed and validated by Casteleijn27, 34 to address
the outcome measurement gap for occupational therapy services
in mental health within the South African context. The reliability
and validity of APOM was conducted in the South African population where a high scale- content validity of 0.93 was established34.
The responsiveness and sensitivity has been established for people
with mental disorders21,45,46 and those with traumatic brain injury47.
The APOM is based on the Vona du Toit Model of Creative Ability (VdTMoCA), which consists of nine levels of motivation which
corresponds to the action levels15 although only the first six levels
are incorporated into the APOM. This tool has eight domains,
which consists of 53 items to be scored as per the level of creative
ability of the client. The domains of APOM includes Process skills,
Communication and Interaction skills, Life skills, Role performance,
Balanced lifestyle, Motivation, Self-esteem and Affect. Each item
on the APOM is described in the level of creative ability and the
therapist is required to score the client based on the description
they identify to best represent their client and that will determine
the level of the client. Once the level is determined, a clinical
reasoning process follows where the therapist needs to make a
decision about the phase within the level that is therapist-directed,
patient-directed or transitional phase. Table I (p66.) presents the

Research site
The study took place in the acute mental health unit of Tintswalo
Hospital situated in Mpumalanga Province in the Bushbuckridge area.
Tintswalo Hospital is a district hospital with bed capacity of 450 and
caters for 16 community clinics. The hospital has the largest mental
health unit in the province, with a 54-bed capacity. The bed allocation is estimated at 34 male beds, 10 female beds and eight beds for
forensic MHCUs. This unit caters for a variety of patients, ranging
from acute to chronic and forensic cases. Due to limited mental
health services in the province, the unit caters for a large catchment
area, expanded by the introduction of forensic services since 2014.
The average number of inpatients catered for per month is 45, with
admissions amongst males higher than females. At the time of this
study a blanket referral was used where each patient admitted to
the unit was required to attend occupational therapy and at times
referrals were made during the ward rounds. Due to an increase in
number of patients the length of stay varied according to the availability of beds and severity of conditions, this was between one to
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Table I: The scale of the APOM.
Level 1 – Tone

Level 2 - Self-differentiation

Level 3 - Self-presentation

Therapistdirected

Patient-directed Transitional

Therapistdirected

Patientdirected

Transitional

Therapistdirected

Patientdirected

Transitional

1

2

4

5

6

7

8

9

3

Level 4 - Passive participation

Level 5 - Imitative participation

Therapistdirected

Patient-directed Transitional

Therapistdirected

Patientdirected

Transitional

Therapistdirected

Patientdirected

Transitional

10

11

13

14

15

16

17

18

12

Level 6 - Active participation

Table II: The Occupational therapy programme at Tintswalo Hospital.
Monday

Tuesday

Wednesday

Thursday

Friday

08:00 – 09:00

08:00 – 08:30

08:00 – 09:00

08:00 – 08:30

08:00 – 08:30

Rehab meeting

Admin

Psychiatry Meeting

OT staff Meeting
(rehab)

Rixile Health Education

09:00 – 09:30

09:30 – 13:00

09:00 – 10:00

09:00 – 10:00

09:00 – 10:00

OT staff Meeting (rehab)

Ward rounds

Supervision meeting

Screening and green
files

Admin

10:00 – 13:00

11:00 – 12:00

11:00 – 12:00

10:30 – 12:00

Ward rounds

Self-care (ADL)*
Gardening**
Car wash**
Tuck shop**

Insight group***

Life skills***
Gardening**
Car wash**

L

U

N

C

H

14:00 – 15:00

14:00 – 16:00

14:00 – 15:00

14:00 – 16:00

14:00 – 15:15

Screening and green files

Active Recreation Group***
Gardening**
Car wash**

Activity group/ Stimulation
group*
Gardening**
Car wash**
Tuck shop**

Activity group**
Gardening**
Car wash**

Social Skills ***
(unstructured)

15:15 – 16:00

15:15 – 16:00

15:30 – 16:00

Admin

Admin

Exercise group***

*Level 1 interventions; **Level 2 interventions; ***combined levels (activities adapted for needs of MHCUs).

self-care (ADL), social/recreational, exercise, life skills, work and
insight groups that were structured to cater for MHCUs at different
levels of creative ability. In addition to these groups, there were
three income-generating projects, which consisted of gardening,
tuck shop and care wash. MHCUs were allocated to the appropriate
groups based on their level of creative ability. Those who were at
lower levels of creative ability such as incidentally constructive level
(Level 1) were engaged in less structured groups that facilitated reality orientation and exploration of skills. The groups included basic
social skills groups such as recreational groups, exercise groups and
basic gardening activities such as watering and clearing of weeds.
The life skills groups and projects were mainly directed towards
MHCUs on the pre-discharge levels, which at Tintswalo hospital
ranged between constructive explorative and experimental level of
creative ability (Level 2). The therapeutic groups were scheduled to
take place during the week starting from Tuesday to Friday. Table II
(above) presents the occupational therapy programme (the shaded
areas indicate the intervention part of the programme).
All eight domains were measured, and five sets of data were
captured in the form of intermittent assessment and recording the
findings on the APOM. The researcher along with two other occupational therapists who worked at the mental health unit conducted

scale representing the scores used to capture the level as well as
the phase of activity participation. The items scores range from
1 to 18, with 1 being the lowest activity participation and 18 the
highest. Each score on the scale represents a specific level as well
as the specific phase within the level for example the score of 1
to 3 represents the level of Tone while 1 represents the therapistdirected phase, 2 the patient-directed phase and 3 the transitional
phase. The APOM was used to capture five sets of data of the
MHCUs gathered through intermittent assessments. Details of the
assessment process are presented in the data collection procedure

Data collection procedures:
The ROM was implemented at Tintswalo hospital and data was
collected over six months. The baseline, interim and final assessments were conducted. The APOM was administered on 64 MHCUs attending the occupational therapy programme at Tintswalo
hospital. The occupational therapy programme was developed by
the occupational therapists who worked in the mental health unit at
Tintswalo during the time of this study. The focus of the programme
aimed to prepare MHCUs for participation within their home
contexts following discharge from the hospital. The intervention
was delivered mainly through therapeutic groups, which included
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Table III: Assessment methods used for data collection.
Baseline assessment
(Assessment 1)

Intermediate and discharge Assessment
(Assessment 2 and 3)

Follow-up and Final Assessment
(Assessment 4 and 5)

Interview(questioning), observations and collateral information
Activities used

Soccer
Duster hockey
Card making
Insight games
Board games
(Morabaraba, draughts)

Gardening
Baking
Card making
Insight games
Puzzles
Lego
Home maintenance tasks (e.g. cleaning)

Key ring
Envelope making
Word search
Maze
Puzzles
Beading (bracelets and necklaces)
Home programmes (cleaning, cooking gardening)

Table IV. Demographics of the sample (n= 64).
Age in Years

Category

Male (n=48)

%

Female (n=16)

%

<20

1

2

3.13

1

1.56

20-29

2

27

42.19

7

10.94

30-39

3

12

18.75

5

7.81

40-49

4

6

9.38

2

3.13

50-59

5

1

1.56

1

1.56

Schizophrenia

1

19

29.69

4

6.25

Bipolar Mood Disorder

2

6

9.38

7

10.94

Substance use disorder

3

20

31.25

0

0

Other (epilepsy, acute psychosis)

4

3

4.69

5

7.81

Diagnoses

phases. Two follow-up sessions were scheduled i.e. follow-up one
and final assessment. The follow-up sessions took place at the occupational therapy department at Tintswalo hospital and were carried
out when MHCUs returned for the doctor’s follow-up visits. The
first follow-up APOM assessment was administered between two to
four weeks post discharge depending on the return dates given by
the doctor during discharge. The final assessment is the fifth and last
assessment in the study. For participants who were required to return
to the doctor at Tintswalo hospital, the final assessment date was
given corresponding to the next doctor’s follow-up visit. However,
for those who were referred to the local clinics for further management, dates were agreed upon based on their availability to return
to the hospital. The APOM was administered after one month after
the follow-up assessment. For both follow-up assessments participants were involved in a 45-minute individual session and collateral
information was obtained from the family to complete the APOM.
Assessments entailed involving MHCUs in activities such as making a
keyring, word search tasks, beading activities and cooking activities.
Additionally, home programmes given to MHCUs during discharge
were reviewed and participation was assessed based on input from
the family members who accompanied the MHCUs. Data for the five
assessments was captured first on the hard copy then transferred
onto an Excel version of APOM for further analysis.

assessments. Intervention followed through facilitating activity participation in the occupational therapy programme as per routine.
The researcher was the only person responsible for the scoring of
the APOM items for the individual mental healthcare users. The two
therapists then assessed and provided interventions as usual. For
MHCUs in the ward assessments took place in the group context and
for outpatient follow-up assessments were done individually. Table III
(above) presents a summary of activities used for the assessment of
clients throughout the data collection process.
For baseline assessments an APOM was administered in the first
week of attending the occupational therapy programme. During this
stage, participants were involved in five group sessions that were
facilitated throughout the week and included engagement in self-care,
social skills, work-related tasks, insight, and recreational groups. The
groups provided opportunity for the observation of participants’
activity participation in different contexts, which was then used to
establish the baseline level of activity participation.
The interim assessment varied based on the length of stay ranging
between two to three weeks of hospitalisation. Therefore, for other
participants interim APOM assessments were conducted after two
weeks, while for others after three weeks of hospitalisation. At this
stage, the focus of assessments was placed on handling of tools, materials and situations, behaviour and interaction with others, amount
of assistance needed and nature of engagement in all activities.
For the third assessments, an APOM was administered when
participants were discharged from the hospital. This assessment determined the level of change in activity participation from baseline and
marked as point of reference for the researcher to evaluate activity
participation within the participant’s home context during follow up

Data analysis
Quantitative review of data calls for the condensation of results
from several data sheets into a single data sheet. Descriptive statistics were used for the description of demographic data. Pooled
effect sizes, a name which is given to a family of indices that mea-
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Figure 1:
Average APOM
score per
domain at each
data collection
point.

between the two follow-up points was 18 (62%) MHCUs.
Figure 2 (p69) documents Cohen’s d and Cohen’s r effect sizes
during hospitalisation, the large values (>0.80) in the effect sizes
demonstrated a substantial change in activity participation (n=64).
The change was highly statistically significant with a p value of 0.000
for all the domains for the hospitalisation phase.
Figure 3 (p69) documents Cohen’s d and Cohen’s r effect sizes
between discharge and follow-up 2 assessment periods, these results demonstrate low effect sizes (<0.20) which demonstrates a
substantial decline in other activity participation domains including
motivation, while other domains including affect and life skills were
maintained. The p-values were statistically insignificant for all the
domains and ranged between 0.878 and 0.091.

sure the magnitude of treatment effect48, were used to describe
trends in changes in activity participation. Internal responsiveness
of the study was established through calculation of the effect size
of the participants’ activity participation. Cohen’s d and Cohen’s r
effect size statistics were used to determine standardized differences between assessments in this study. Cohen’s d was done by
calculating the difference between the mean baseline scores and
follow-up scores, which was then divided by the standard deviation
of baseline scores49. To interpret the results using the Cohen’s d
the suggested d values were used as guidelines whereby value of
0.20 is considered small, 0.5 medium and 0.80 large effect sizes50.
Cohen’s r was determined from a table by converting the d value
to a correlation50. The suggested value for Cohen’s r is 0.10 (small
effect), 0.24 (medium effect) and 0.37 large effect)50. Statistical
significance of the change was determined with the Wilcoxon
matched pairs test with the p-value set at < 0.05.

DISCUSSION
Majority of the participants were males between the ages of 20-29.
This is not surprising considering that Tintswalo hospital mental
health unit has a higher bed allocation for males than females.
Substance use disorder was identified as a leading diagnosis followed by schizophrenia. In Mpumalanga province, a high rate of
substance abuse is reported amongst males between the ages of
15 – 3951. According to McLellan52 substance abuse is identified as
a precipitating factor to substance related mental disorders. The
prevalence of substance use disorders in the country is uncertain
and ranges between 5.8% as reported in 2013 in the NMHF23 to
15% in 2017 as reported by Recovery Direct53. Given the fact that
substance abuse is identified as a major problem affecting rural black
communities within South Africa, it is expected that majority of the
participants within the population studied presents with substance
use disorders54.
The fact that most of the participants were between ages 20-29
raises a serious concern. This stage of development is marked as
entry point into worker roles with the requirement of forming and
maintaining a productive and self-satisfying career55. Unemployment
rate amongst patients with severe mental disorders like schizophrenia
and substance use disorders is estimated between 80 % to 90%56 .
According to Bonder et al.57, Schizophrenic diagnosis and psychotic
symptoms serve as predictors of low employability amongst this

RESULTS
Demographics
Table IV (p67) documents the demographics of the sample (n=
64). The demographics of the study reflected that one third of the
sample was females and two thirds males, with most of the participants (42.19%) between the ages of 20-29 followed by those
with an age range of 30-39(18.75%). Amongst common groups
of diagnoses investigated, majority of the participants were those
diagnosed with substance use disorders (31.25%) followed by those
with schizophrenia (29.69%).

Change in levels of activity participation from baseline
to final assessments
Figure 1 documents the changes in activity participation from baseline to final assessment. The results indicate improvement in levels
of activity participation in all domains, from baseline to discharge.
Important to note is the changes in sample size. There were no
changes in the sample size for the hospitalisation period (baseline,
interim and discharge), but loss to follow-up from discharge to
the first follow-up was 35 (54, 68%) MHCUs. Loss to follow-up

68
South African Journal of Occupational Therapy — Volume 51, Number 3, DECEMBER 2021

© SA Journal of Occupational Therapy

Figure 2: Cohen’s
d and Cohen’s
r effect sizes
between baseline
and discharge
assessment periods
(n= 64).

Figure 3:
Cohen’s d and
Cohen’s r effect
sizes between
discharge and
follow-up 2
assessment
periods.

population. This therefore indicates that majority of the participants
are highly unlikely to secure employment in the open-labour market56.
The issues of unemployment amongst those with MHCUs in rural
areas are further compounded by the high rates of unemployment
within South Africa. Mpumalanga province is mostly rural and identified to have second highest rate of unemployment of 43% within the
entire country58. To ensure that the MHCUs in this context remain
productive occupational therapy programmes should incorporate
prevocational skill training to ensure productivity as required for
this age group.

ment demonstrated a decline in activity participation. The APOM
mean scores ranged from patient-directed incidentally constructive
action (self-differentiation) level of creative ability at baseline (5.75)
to transitional constructive explorative action (self- presentation)
level of creative ability at discharge phase (9.00). The scores for Role
performance were the lowest and for Affect, the highest. These
results represent significant change during the hospitalization phase.
The established incidentally constructive action (self-differentiation) level of creative ability at baseline represents the level patients
regress to during their acute stage of illness amongst the population at
Tintswalo hospital. Studies conducted in the UK46 and at Sterkfontein
hospital45 in South Africa that used the APOM, demonstrated overall
level of constructive explorative action (self-presentation) at baseline
assessments. These studies were done in different contexts, but it was
still useful to compare the baselines of the studies that used the APOM
to track change in MHCUs as this has not been done previously. From

Description of levels of activity participation before and
after occupational therapy intervention
The APOM mean scores indicated substantial improvement across
all domains during hospitalization (baseline to discharge). In contrast
to this, the mean scores from discharge to final follow-up assess-
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been associated with good outcomes for the MHCUs61. Therefore,
it is important that the focus of mental health services shift to incorporating interventions for families and caregivers of people with
mental illness particularly in rural areas where mental health services
are almost non-existent. This can be done through psychoeducation,
psychosocial rehabilitation, and provision of home programmes to
assist families in structuring the activities of the MHCUs. The recovery
and well-being of the MHCU is linked to that of their caregiver61, it is
crucial that occupational programmes in mental health incorporate
strategies focused specifically on meeting the needs of the families.
Successful implementation these strategies will not only improve
patient outcomes but also alleviate pressure from the burdened
mental health system.

the findings of our study, it is evident the baseline APOM scores at
Tintswalo hospital are slightly lower than other settings. According
to Casteleijn and Holsten59, an incidentally constructive action level of
creative ability is characterized by disorganized thinking, monosyllabic
communication, aggressive and bizarre or uncontrollable behavior.
Patients on this level are likely to be seen in chronic mental health
institutions where structured rehabilitation programmes are provided
with 24-hour care. Tintswalo Hospital, as an acute unit, varies from
other settings, catering for a variety of patients of whom majority are
chronic and often take longer to recover, therefore it is not surprising
that this level was established at baseline.
While the study yielded positive results during hospitalisation,
it is very important to note the negative implications that comes
with the discharge of patients on the constructive explorative action level of creative ability. According to VdTMoCA patients on
this level require assistance to function within their communities.
Although they express desire for independent living patients on this
level require support to gain and maintain productive lives59. They
need supervision to engage in activities of daily living such as caring
for self, personal belongings, and their immediate surroundings. They
are unable to sustain effort when performing tasks which results in
decreased productivity and social behavior is often inconsistent as
they often disregard the feelings of others59. Van der Reyden et al.15
point out that a MHCUs achieve skills for independent living once
they reach the experimental (passive participation) level of creative
ability. Therefore, this implies that the MHCUs at Tintswalo hospital
were discharged prior to attaining the necessary skills required for
independent living within their community. Various factors could be
attributed to the discharge of MHCUs at this level, it is the authors’
perspective that the care of MHCUs at Tintswalo hospital is governed
by the medical model where the focus is on alleviating the distressing
psychotic symptoms than function. Based on the observation of the
author, MHCUs were discharged once their psychotic symptoms
settled without consideration of the level of skills for independent
community living. This has serious implications for the families as
primary caregivers for this MHCUs. For MHCUs who are unable
to function independently their families are expected to manage behavior, structure routines and monitor treatment of the MHCU39,41.
According to Chadda39, the role as caregiver is a mammoth task for
which family members are mostly untrained and unprepared. The
responsibility of supporting the MHCUs is a traumatic and burdensome experience which can lead to significant levels of distress60.
Given the fact that MHCUs in this study were discharged before
they could attain the necessary skills for independent living it could
be assumed that a decline in activity participation noted during the
follow-up stages of this study could be related to the distress experienced by the families.
One of the values and principles outlined by the NMHF23 is
the provision of maximum support to the families and caregivers
of those with mental illness, to broaden the network of support
and care. To achieve this the South African health system needs to
develop and strengthen the community mental health services that
will offer support to the MHCUs and their families in rural settings.
Mapanga et al. highlight three top strategies in their evidence map for
strengthening provision of mental health services within PHC level
to support community reintegration of MHCUs. The top strategy
was empowerment of families, carers, and patients with integration
of care or collaborative interventions second and thirdly, the use
of e-health services. The inclusion of families, carers and patients
in the treatment process, self-help interventions, support groups,
psychoeducation, counselling and addressing caregiver burden has

Recovery patterns in activity participation
Effect sizes demonstrated improvement with large values on both
Cohen’s d and Cohen’s r statistics during hospitalization and showed
clinical significance of the study. These results indicate a positive
change in activity participation across all domains. The results
from discharge to final assessment yielded slight change in activity
participation, which was accompanied by a decline in activity participation in other domains as evident in the values of APOM scores
and effect sizes (see Figure 3). From these results, it is evident the
decline started after the first follow-up, thus four to six weeks after
discharge. Currently, there is no literature to justify the deterioration
in APOM scores following discharge from the hospital. However,
in this study, deterioration was noted, and the following reasons
were identified: by the time, they came back for a follow up other
participants had relapsed due to poor compliance to medication
caused by lack of supervision, while others continued to use substances while taking medication. This is attributed to the fact that
most patients were discharged without insight to their conditions.
Some MHCUs lacked structure to engage in activities of daily living
within their home environment as family members viewed these
MHCUs as incapable of carrying out such tasks. Although attempts
were made to help provide the structure for activity participation in
the home environment through home programmes, however, this
was unsuccessful as some of the programmes were not monitored
by the family. The lack of willingness and involvement of the family
in the management of these MHCUs could be related to the fact
that they were not supported to develop the necessary skills that
are required to provide care to the MHCU within their care. The
home programmes focused solely on the activities that the families
had to structure to facilitate activity participation instead of ways in
which the family could cope with some of the distressing behaviour
exhibited by the MHCUs.
Despite a substantial decrease in sample size during the follow-up
stages the results of this study provide evidence to suggest that while
occupational therapy programmes succeed during hospitalization
these changes may not be sustainable after discharge. In this study,
the changes made during this hospitalization were sustained after one
month but not after three months. The recovery principle outlined
in the NMHF23 emphasises the need for services and delivery to aim
at building the MHCUs’ ability to return to, sustain and participate in
satisfying roles of their choice in their community. The decrease in
sample size and slight decline in some of the APOM domains noted in
the final follow up stages of this study raises a concern regarding the
mental health service delivery in rural South Arica. This could highlight
failure of these services in supporting MHCUs to re-integrate within
their communities following discharge. This can be highlighted as a
contributing factor towards the revolving door phenomenon that is
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crippling the services in the country.
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LIMITATIONS OF THE STUDY
As a quasi-experimental design, this study only consisted of onegroup from the same hospital with no randomisation of the sampling which limits the generalizability of the results. The significant
decrease in the sample size noted in especially the final assessments
(three months after discharge) of this study narrowed the results;
therefore, no significant conclusions could be drawn for patterns
of change after discharge.

CONCLUSION
This was the first study that establishes effect sizes in activity participation in MHCUs in a rural setting and can therefore be used
as a benchmark for acute settings such as Tintswalo hospital. The
value of measuring the change in activity participation through
implementing ROM in real life clinical situations was apparent and
valuable practical conclusions were reached even without a control
group. The effect of the occupational therapy programme on the
activity participation of MHCUs during hospitalisation phase was
established. Areas needing improvement in the programme were
identified, which included facilitation of activity participation to
improve role performance amongst the population at Tintswalo.
The results noted in the follow-up stage provided an opportunity
for exploring ways in which these services can be facilitated for
continued activity participation within the environmental contexts
of the MHCUs. One way in which this could be implemented is
through development of home programmes which will focus on
the needs of both the family and the MHCU to help structure the
activities for MHCUs in their home environment. There is an urgent need for the focus of mental health services to move towards
development and strengthening of community-based rehabilitation
to facilitate successful reintegration to the community and offer
support to the families of the MHCUs particularly in rural areas
where services are limited.
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