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(n = 6674) Communicators Corrections Firefighters Paramedics Police

(n=475,71%) (n=1441,216%) (n=626,9.4%) (n=1897,28.4%) (n=2235, 33.4%)

Treatment Status oT 21.0% (100) 16.9% (243) 15.7% (98) 12.7% (241) 13.8% (309)
(n=991)

No OT 79.0% (375) 83.1% (1198) 84.3% (528) 87.3% (1656) 86.2% (1926)
(n = 5683)

RTW Successful

Total 52.7% (3517) 44.4% (211) 54.4% (784) 35.8% (224) 68.6% (1302) 44.6% (996)
oT 355 32.0% (32) 28.4% (69) 38.8% (38) 46.9% (113) 33.3% (103)
No OT 3162 47.7% (179) 59.7% (715) 35.2% (186) 71.2% (1189) 46.4% (893)

RTW Unsuccessful

Total 1.8% (119) 1.9% (9) 1.7% (24) 1.9% (12) 1.4% (26) 2.1% (48)
or 25 3.0% (3) 2.8% (7) 20% (2) 2.5% (6) 23% (7)
No OT 94 1.6% (6) 14% (17) 1.9% (10) 1.2% (20) 21% (41)

No RTW Participation

Total = 45.5% (3038) 53.7% (255) 43.9% (633) 62.3% (390) 30.0% (569) 53.3% (1191)
oT 611 65.0% (65) 68.7% (167) 59.2% (58) 50.6% (122) 64.4% (199)
No OT 2427 50.7% (190) 38.9% (466) 62.8% (332) 27.0% (447) 51.5% (992)

No OT, Not Referred to Occupational Therapy; OT, Referred to Occupational Therapy; RTW, Return to Work.
Percentages in rows total vertically.
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Total Communicators  Corrections Firefighters Paramedics Police

(n = 6665) (n = 475, 7.1%) (n = 1441, 21.6%) (n =622, 9.3%) (n=1897, 28.5%) (n=2230, 33.5
OT | 21.0% (100) 16.9% (243) 15.1% (94) 12.7% (241) 13.6% (304)
(n = 982)*
No OT | 79.0% (375) 83.1% (1198) 84.9% (528) 87.3% (1656) 86.4% (1926)
(n = 5683)
Mean Age (years)
Total | 42.5 411 465 378 43.1
OT | 444 429 46.8 40.4 44.3
No OT | 420 40.5 46.5 375 429

Job Experience (years)

Total | 16.1 19.1 235 142 188
OT 183 21.6 288 177 20.3
NoOT | 154 18.6 226 137 186
Female**
Total | 80% (380) 34.6% (496) 7.9% (49) 39.5% (749) 242% (539)
(n =2213, 33.3%)
OT | 77% (77) 42.3% (101) 8.5% (8) 47.7% (115) 32.2% (98)
No OT | 80.8% (303) 33.1% (395) 7.8% (41) 38.3% (634) 22.9% (441)
Male**
Total | 20% (95) 65.4% (936) 92.1% (573) 60.5% (1148) 75.8% (1690)

(n= 4442, 66.7%)
OT | 23.0% (23) 57.7% (138) 91.5% (86) 52.3% (126) 67.8% (206)

No OT | 19.2% (72) 66.9% (798) 92.2% (487) 61.7% (1,022) 77.1% (1,484)

No OT, Not Referred to Occupational Therapy; OT, Referred to Occupational Therapy.
Percentages in rows total vertically.

*0.13 % (n = 9) of claims were missing data on OT treatment status.

**0.28% (n= 19) of claims were missing data on sex.
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Total (n = 6457)* Communicators Corrections Firefighters Paramedics Police

(n = 468, 7.2%) (n=1361, 21.1%) (n = 603, 9.3%) (n = 1858, 28.8%) (n =2167, 33.6%)

Treatment Status ‘
OT (n = 953) 21.2% (99) 16.9% (230) 15.3% (92) 12.7% (236) 13.7% (296)
No OT (n = 5504) 78.8% (369) 83.1% (1131) 84.7% (511) 87.3% (1622) 86.3% (1871)

Nature of Claim ‘

Single Event Claims ‘

Total | 35.5% (166) 43.9% (597) 22.6% (136) 60.1% (1116) 33.3% (723)
(n = 2738, 42.4%)
OT (n=254) | 26.3% (26) 25.29% (58) 16.3% (15) 39.8% (94) 20.6% (61)
No OT (n = 2484) | 37.9% (140) 47.7% (539) 23.7% (121) 63.0% (1022) 35.4% (662)

Cumulative Event Claims

Total | 64.5% (302) 56.1% (764) 77.4% (467) 39.9% (742) 66.6% (1444)
(n = 3719, 57.6%)

OT (n=699) | 73.7% (73) 74.8% (172) 83.7% (77) 60.2% (142) 79.4% (235)

No OT (n =3020) | 62.1% (229) 52.3% (592) 76.3% (390) 37.0% (600) 64.6% (1209)

Mean Days Off Work

Total = 512.1 477.7 522.1 269.7 467.4
OT (n=991) = 902.5 936.7 1,180.3 778.6 922.6
No OT (n = 5686) = 408.1 384.4 403.6 195.6 395.4

No OT, Not Referred to Occupational Therapy; OT, Referred to Occupational Therapy.
Percentages in rows total vertically.
*3.25% (n =217) of claims were missing data regarding the nature of the claim.
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Participant Gender Age Highest Level Mental Job Title Workplace

(years) of Education Health Knowledge®

Participant 1 F 41 master’s degree clinical, theoretical, experiential psychosocial community
practitioner organization

Participant 2 F 43 bachelor’s degree clinical, theoretical social worker healthcare institution

Participant 3 F 35 college clinical, theoretical psychosocial community
practitioner organization

Participant 4 F 47 master’s degree clinical, theoretical, experiential occupational healthcare institution

therapist

Participant 5 ) 48 master’s degree clinical, theoretical, experiential nurse healthcare institution

Participant 6 F 51 master’s degree clinical, theoretical, experiential psychoeducator healthcare institution

Participant 7 M 47 bachelor’s degree clinical, theoretical social worker healthcare institution

Participant 8 M 35 master’s degree clinical, theoretical, experiential psychosocial healthcare institution

practitioner

Participant 9 F 47 bachelor’s degree clinical, theoretical psychoeducator healthcare institution
Participant 10 F 34 master’s degree clinical, theoretical occupational healthcare institution
therapist
Participant 11 F 53 doctoral’s degree clinical, theoretical, experiential psychologist healthcare institution
Participant 12 F 50 bachelor’s degree clinical, theoretical occupational healthcare institution
therapist
Participant 13 M 28 master’s degree clinical, theoretical psychosocial community
practitioner organization

!More than one type of mental health knowledge is possible per participant.
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Attributes Injured Non Injured but

Injured did
not report
Gender
Men 12 0 1
Women | 12 s 2
© not working)
Age
525 1
%35 6 2
645 8 s 2
655 9 5 '
Education
High school 5 3
Undergradusee | 10 4 ]
degree
Masers degree | § 7 1
BOAD 1
Oveneas '

rade centificate

Number of years in Canada

Layars 3 4
3Syars 12 i 2
Gcloyars 9 s i

Region of Origin

A n s 2
At 5 6
Europe 8 f 1
Centrl s -

South America
Industry Employed
Construction 5 2 i
Haaltheare 2 (social worker) 2 (nurses)
Hospialty | 3 2 1
Manufacturing | 2 '
Reail | 6 7 f
Oiland Gas 5 1

fother 1am)
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2020-2021 academic year 2021-2022 and 2022-2023 academic years

learners who have taken a course at
CASR (n = 1653)

learners who have taken a course at
CASR (n=379)

learners who signed a consent form
to participate in the larger research
project (n=178)

learners who signed a consent form
to participate in the larger research
project (n = 366)

} |

learners who identified themselves as
“health practitioner” in the
soctodemographic questionnaire of
the larger research project (n = 250)

learners who expressed an interest to

be interviewed (n = 88)

learners recruited based on

theroretical sampling (n=27) learners who learners who expressed

an interest to be interviewed (n = 10)
learners who meet the inclusion
criteria of this study (n =8)

users or their relatives, or providing clinical support to other practitioners

b) working in the healthcare sector (public, private, or community-based)

c) having completed at least 2 out of 3 sessions of at least one course from the
CASR

Mental health practitioners learners interviewed (n =13)
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Minor (N=16) Mild (N=26) Moderate and Between-
marked (N=8) groups analysis

Median (Range)/ Median (Range)/ Median (Range)/ Statistics p.value Effect
M(SD) M(SD) M(SD) Size

Cognitive measurements

MOCA 25.5(3.6) 249 (39) 23.7 (39) F (2)=0.5 62 .02
CFQ 487 (18) 39.5 (13.9) 60.25 (16.1) F (2)=5.8" 006 2
CBQ
i Total Score 40 (37-44) [ 43 (39-47) | 48 (39-55) H (2)=32 1 51 [ 03
Threatening events 233 (6.3) 226 (4.5) 256 (6.9) F (2)=0.8 46 04
Anomalous perception 199 (42) 204 (34) 21.6 (24) F (2)=0.5 6 02
Attribution 8.1 (L.5) 8.1 (1.45) 7.4 (0.8) F (2)=0.7 51 .03
Catastroph. 8.7 (24) 8.4 (1.7) 9 (1.6) F (2)=0.3 73 .01
Dichotomous thinking 8.1(22) 79(2) 10.1 (1.95) F(2)=3.1 0.055 12
Jumping to conclusions 10 (3) | 9.8 (2.5) 10 (2.5) F (2)=0.02 0.99 .00
Emotionally based reasoning 8.3 (2.7) 8.6 (1.8) ' 10.6 (2.8) F(2)=2.5 095 .09

Sensory modulation aspects — SRQ
SRQ- Aversive 2.3 (0.46) 2(0.47) 24 (0.73) F(2)=19 19 .08

SRQ- Hedonic 2.3 (0.54) 22(0.54) 2.7(.74) F(2)=23 062 el

Participation dimensions — ASAP

Diversity 197 (8.8) 189 (8.7) 9.9 (9) F(2)=38" 029 14
Intensity 34 (12) 3.2 (1.65) 2.8 (2.5) F (2)=04 7 02
Enjoyment 45 (0.64) 47 (08) 48 (14) F(2)=056 57 03

*p<.05; *p<.01; ASAP, Adults Subjective Assessment of Participation; CBQ, Cognitive Bias Questionnaire; CFQ, Cognitive Failure Questionnaire; MOCA, Montreal Cognitive Assessment; SRQ,
Sensory Responsiveness Questionnaire.
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n %
Family status Single 18 58.1
Married 6 194
Divorced 7 22.6
Living situation Alone 4 129
With roommates 3 9.67
Extended family 15 48.38
Own family 9 29
Profession Blue collar 13 41.93
White collar 3 9.67
No profession 15 48.38
Work in the previous Yes 13 41.9
half-year No 18 58.1
Social benefits Yes 27 87.1
No 4 129
Rehabilitation services Yes 17 54.8
No 14 452
Age of trauma Childhood 26 83.87
Adult 5 16.12
Secondary Yes 16 51.61
psychiatric diagnosis No 15 48.38
Previous Yes 15 48.4
psychiatric No 16 51.6
hospitalization
Neuroleptic medication Yes 27 87.1
No 4 129
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Descriptives = The Adults Subjective Assessment of Participation

mgd[()é/ange) Intensity Diversity Give-up Activities = Activities Enjoyment Satisfaction Meaning
activities Alone at home
MoCA | 27 (24-28) -0.02 0.14 -0.15 0.32 0.18 0.07 -0.11 -0.11
TMTa | 34.46 (10.82) 0-.14 -0.31 0.16 -0.09 -0.02 -0.40* -0.25 -0.28
TMTb | 70 (54-110) 090 0.27 0.16 0.06 006 0.15 035 0.03
DEX-S | 3324 (10.68) -0.45* -0.46* 020 031 005 023 022 -0.34
UPSA | 5044 (8.62) 030 0.02 023 028 004 0.03 024 -0.05
PCL-5 52.86 (10.6) -0.09 -0.23 0.18 -0.21 0.14 -0.35 -0.30 -0.19
GSES 3.09 (0.88) 270 0.16 -0.07 | 0.14 [ 0.07 | 0.30 I 0.12 I 0.24
OSA 265 (0.56) .100 500 -0.44% -0.30 -0.20 0.16 0.23 0.31
PSQI 6.67 (3.38) .100 -0.07 0.17 0.47 0.25 0.03 0.15 0.05

*p<.05, **p<.01; DEX-S, Dysexecutive Questionnaire Self reporting; GSES, General Self-Efficacy Scale; MoCA, Montreal Cognitive Assessment; OSA, The Occupational Self-Assessment; PCL-5,
PTSD Checklist for DSM-5; PSQL Pittsburgh Sleep Quality Index; TMT, Trail Making Test A & B; UPSA, USCD Performance-based Skills Assessment.
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Moderate Between-
marked (N=8) groups differences

Man 7 (43.8%) 17 (65.4%) 2 (25%) 1 (2)=4.64

Woman 9 (56.3%) 9 (34.6%) 6 (75%)
Place of living

Urban 15 (93.8%) 23 (88.5%) 6 (75%) 1 (2)=547

Not-urban 1(6.2%) 3 (11.5%) 2(25%)
Job in past 6 months
Yes 6 (37.5%) 13 (50%) 2 (25%) 1 2)=177
No 10 (62.5%) 13 (50%) 6 (75%)
Diagnosis at discharge
Psychotic disorders | 6 (37.5%) | 15 (57.7%) I 4 (50%) xz (6)=5.3
Affective disorders 9 (56.3%) 7 (26.9%) 3 (37.5%)
Anxiety 0 2(7.7%) 1(12.5%)
Personality disorders 1 (6.3%) 2 (7.7%) 0

‘ Type of service ‘
Day treatment 5 (31.3%) 7 (26.9%) 2 (25%) 1 (4)=576
Open ward 1(6.3%) 10 (38.5%) 2(25.5%)
Close ward 10 (62.5%) 9 (34.6%) 4 (50%)
Median (Range) Median (Range) Median (Range) Statistics ES

Age 26 (21.5-30) 26.5 (22.75-30.25) 22 (20-27.75) H (2)=2.1 05
Education (years) 12 (11.25-14.75) 12 (12-13.25) 12 (12-12.75) H (2)=0.02 0
In-patient staying duration (days) 21 (16-36.5) 345 (20.5-55.25) 27 (24-54.5) H(2)=3 05





OPS/images/fpsyt.2024.1421390/fpsyt-15-1421390-g001.jpg
Social activity status during the first year after discharge

W Social ativities group 761 158

0 Noo-secial activitics grovp 239 59
Total 1000 247

Social activity status at admission
Improvement = 0.037
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Total 470

Node 2
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Total Qo 1
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Improvement = 0.016
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Node 3 Node 4
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Acceptability Deman Implementation  Practicality = Limited Efficacy

Demographics questionnaire

Field notes' x x x x x
Video/audio recordings of sessions X X X : 4 X
Semi-structured interviews’ X x x x x
Recruitment and retention® x

CO-OP fidelity checklist® £

Canadian Occupational Performance x

Measure (COPM)°

Performance Quality Rating Scale (PQRS)” X
Patient Health Questionnaire-9 (PHQ-9)* X
Generalized Anxiety Disorder-7 scale (GAD-7)° X
Treatment Acceptability/Adherence Scale (TAAS)™ X

"The therapist wrote field notes after each session reflecting on implementation of CO-OP, possible adaptations, and feedback (60).

2CO-OP sessions were audio and video recorded with permission from the participant to allow for post session analysis and interpretation of behavior (68).

3Conducted to understand participants’ subjective experience of the intervention, providing insight into participant’s perspective of feasibility (59). The interviews were video, and audio recorded
and ranged from 30 to 60 minutes long.

“Descriptive data were collated regarding recruitment rate, retention rate, number of sessions rescheduled, and reasons for dropping out.

“Examines therapist’s adherence to the CO-OP protocol for clinical or research purposes (61, p.16). The fidelity checklist was independently rated using the video of the sessions by at least two
researcher assistants. In addition, a blinded CO-OP trained therapist randomly selected and scored 20% of the rated CO-OP sessions. 100% similarity was achieved.

°COPM is a standardized semi-structured interview to elicit goals for intervention sessions (65). It assesses self-perceived performance and satisfaction of identified occupational performance
goals on a 10-point scale. Improvements by 2 or more points on pre-post scores of COPM indicate clinically significant improvements (65). COPM has been demonstrated to be an appropriate
measure in detecting changes in levels of performance and satisfaction in persons with mental health disorders (59).

7PQRS is a therapist-rated observational measure of participant’s performance quality in meaningful, personal daily activities. PQRS was designed to complement COPM by capturing therapists'
perception of goal performance (66). Performance is rated on a 10-point scale, where ‘1" indicates that the activity was not performed at all, while 10” indicates that the activity was performed
very well

SPHQ-9 is a 9-item self-reported screening tool for severity of depressive symptoms (63). Higher scores indicate higher severity of symptoms. A change of five points or more suggests clinical
significance. The PHQ-9 reported excellent internal and test-retest reliability, and good construct validity (64).

?GAD-7 is a 7-item self-reported measure designed to screen and assess the severity of symptoms of anxiety (69). A score of 10 and above suggests the presence of anxiety. The scale demonstrated
good test-retest reliability and is specific and sensitive in measuring symptom severity (64).

“TAAS is a self-report measure consisting of 10 statements describing participant’s response to treatment. Items are scored on a seven-point Likert scale (strongly disagree, neutral, strongly
disagree), with a total score ranging between 10 and 70. A higher score suggests greater acceptability and predicted adherence to treatment. TAAS has been used to study novel treatment
approaches for anxiety and related problems. It can also aid in providing information to further improve the novel approach based on the participant’s self-reported answers (67).





OPS/images/fpsyt.2024.1421390/table1.jpg
Demographic characteristics

Social activities

group
n =188

Non-social
activities group
n =59

Sex Male: female 73:174 63: 125 10: 49 0.010 *

Age at discharge median (min-max) 50.0 (16-88) 46.5 (16-88) 60.0 (19-83) 0.006 T

(years)

Academic degree University graduate: 87:153 71:113 16: 40 0.128 *
less than

Marital history Yes: None 148: 98 100: 87 18: 11 < 0.001 *

Social activity status Yes: None 116: 131 105: 83 11: 48 < 0.001 *

at admission

Clinical characteristics

Diagnostic ND: §S: MD: MN: 19: 51: 96: 13: 68 15: 40: 71: 10: 52 4:11: 25:3: 16 0.975 *

classifications Others

GAF Median (min-max) 25 (5-45) 25 (10-45) 25 (5-40) 0.278 +

Number of Median (min-max) 2 (0-4) 2 (0-4) 2 (0-4) 0.774 +

psychotropic types

Duration of disorders ~ Median (min-max) 6.0 (0-48) 5.5 (0-47) 8.0 (0-48) 0.373 +

(years)

Admission period Median (min-max) 57 (3-616) 57 (3-616) 61 (14-115) 0.854 T

(days)

Number of Median (min-max) 1(0-18) 1(0-18) 2(1-9) 0.529 F

past hospitalizations

Participation ratio in occupational therapy (%)

Occupational Median (min-max) 31.8 (0.0-100) 38.9 (0.0-100) 12.3 (0.0-90.3) 0.012 ¥

support program

Seasonal activity Median (min-max) 38.9 (0.0-100) 41.4 (0.0-100) 31.8 (0.0-100) 0.126 +

program

Artistic activity Median (min-max) 43.4 (0.0-100) 44.0 (0.0-100) 40.4 (0.0-100) 0.435 2

program

Exercise program Median (min-max) 36.8 (0.0-100) 38.2 (0.0-100) 31.8 (0.0-100) 0.397 i

ND, neurodevelopmental disorders; SS, schizophrenia spectrum; MD, mood disorders; MN, major neurocognitive;

Assessment of Functioning.
*: Chi-square test.
+ Mann-Whitney U test.

Others, anxiety disorders and other included disorders; GAF, Global
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T1
Baseline

T2
CO-OP

sessions (biweekly)

3
Final

CO-OP session

T4
1 month follow up

Demographics questionnaire

Field notes

Video/audio recordings of sessions
Semi-structured interviews
Recruitment and retention
CO-OP fidelity checklist

Canadian Occupational Performance
Measure (COPM)

Performance Quality Rating Scale (PQRS)
Patient Health Questionnaire-9 (PHQ-9)

Generalized Anxiety Disorder-7 scale
(GAD-7)

Treatment Acceptability/ Adherence
Scale (TAAS)
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Education Illness MoCA TMTa PCL-5 OSA UPSA

Duration

Age

Education | 0.05

Tlness 0.3 -0.138

duration

MoCA -.355* 0.115 -0.275

TMTa 0.305 -0.046 0.157 -455%

TMTb 0.281 -0.147 0.212 -.604* | .582%*

GSES -0.049 -0.121 -0.201 -0.085 -0.182 0.164

DEX-S -0.155 -0.208 -0.004 0.055 0.338 0.269 -0.268

PCL-5 -0.118 0.054 -0.161 -0.040 0.187 -0.013 -446% 0.268

OSA -0.237 -0.044 -0.114 A41% -0.273 -438* -0.005 -0.083 -0.044

UPSA -0.221 0.174 0.025 539 -.388* ' =.373* 0.076 -0.256 -0.075 -0.018

*p<.05, *p<.01; DEX-S, Dysexecutive Questionnaire Self reporting; GSES, General Self-Efficacy Scale; MoCA, Montreal Cognitive Assessment; OSA, The Occupational Self-Assessment; PCL-5,
PTSD Checklist for DSM-5; TMT, Trail Making Test A & B; UPSA, USCD Performance-based Skills Assessment.
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P1

P2

P3

P4

P5

P7

P8

P9

34

41

22

57

29

24

21

45

Female

Female

Female

Female

Female

Female

Female

Female

Chinese

Malay
Chinese

Chinese

Malay

Chinese

Chinese

Javanese

Diagnosis

Anxiety with history of Autism Spectrum Disorder,
Attention Deficit-Hyperactivity Disorder with
learning difficulties

Generalized Anxiety Disorder
Adjustment reaction/disorder

Mixed Anxiety Depression

Anxiety Depression

Autism Spectrum Disorder with depression and
mood dysregulation

Social Communication Disorder — Adjustment Disorder

Adjustment disorder with depressed mood and anxiety

Employm
status
(Profession)

Unemployed
(Library training
during study)

Unemployed
Student

Unemployed

Employed
(Financial
consultant)

Unemployed
(Employed as retail
assistant
during study)

Student

Unemployed

Marital status

Single

Married
Single

Married (Divorce
during study)

Single (Married
during study)

Single

Single

Married
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COPM COPM

Performance Satisfaction
Mean (SD)? Mean (SD)?
Start End Start End
433" 733° 36.00° 3.50° 767" 36.00°
P1 Find a job 3 8
433 6.67° 433 733°
Travel ind dentl, 2 9
FAVELIRGERSIRENRY (0.58) (058) (1.53) (115)
To be able to use a public toilet 3 7
P2 Eat regularly and healthily 7 7
433 7.33¢ 4.00 7.33¢
Regul laxati i 3 8
egular relaxation routine (1.53) (058) (2.00) ©
Regular physical activities 2 %
P3 Learn to play cajon 6 8
Engage in art once per week 6 10 167 S67° 333 633
i P (153) (289) (3.46) (4.09)
Pre-sleep routine 3 times per week 6 9
P4 Engage in a pre-sleep routine 1 7
4.33 7:33¢ 533 8.33°
i f
Routinely take care of sell 4 6 (306) (058) @51) (153)
Prepare a meal 2-3 times a week 5 9
P5 Shower every morning 7 10
4.67 7.33¢ 233 9.33°
Sleepiffom1-7am 2 ? (321) (252) 231) (1.15)
Go to office on Monday 4 5
P7 Communicate in a less angry way 5 7
333 7.67° 533 8.00°
Styl hai 4 6
e ounate (1.15) (058) (1.53) (1.00)
Manage emotions 3 7
P8 Completing school tasks 5 7
Startis " 4 7 333 7.67° 1.00 7.00¢
arting a conversation (153) (2.08) ) (200
Continuing a conversational topic 4 10
P9 Manage feelings of numbness 2 8
1.00 7.00 1.00 8.00°
Manage feeling overwhelmed by crowds 2 8
g g Y (0) (0) ) (0)
Communication with mother: assertive 3 8

*$D = standard deviation.

® W = Wilcoxon Signed Rank test. As Wilcoxon Signed Rank Test was used to analysis the difference in COPM Performance and Satisfaction scores, median scores are presented.
€ For COPM, a 2-point change indicates a clinically significant difference.

*p > 0.05.
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Components Definitions

Affective Attitudes Feelings of the person regarding the intervention.

Burden The amount of effort perceived to be needed to
engage in the intervention.

Ethicality The degree to which the intervention aligns with
a person’s value system.

Intervention coherence The level of understanding of the person
regarding the interventions and its functioning.

Opportunity Costs The degree to which benefits, profits, or values
are forfeited to engage in the intervention.

Perceived Effectiveness The perceived potential of the intervention to
meet its goals.

Self-efficacy The person’s belief in their capability to carry out
the actions needed for the intervention.
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Item
Brief name

‘WHY (rationale of intervention)

‘WHAT (material & procedures)

‘WHO PROVIDED (intervention
provider and training)

HOW (modes of delivery)
‘WHERE (infrastructure and

relevant feature)

‘WHEN AND HOW MUCH (number
of sessions, duration, intensity)

TAILORING (personnalization)

HOW WELL (planned)

Description

Primary care-based occupational therapy program for recovery and RTW — CMD

1. Support family physician or SNP decision-making process concerning sick leave and RTW,
2. Coordinate the services required by the patient within the U-FMG and externally,
3. Facilitate patient recovery and RTW.

Component 1 - Consultation/prevention

- Assessment of the impact of CMD on the patient’s daily life and work capacities.

- Identification of factors contributing to the patient’s functional disabilities.

- Support clinical decision-making process of family physicians and SNPs regarding sick leave and RTW (33, 44).

- Recommendations to the patient and the employer to adapt work tasks or modify characteristics of the work environment
(33).

Component 2 - Coordination of recovery and RTW services

- Coordination of services required to promote the patient’s recovery and RTW (RTW coordinator’s role) (25, 44).

- Assessment of the patient’s needs and resources (e.g. insurance coverage)

- Referral to the right professionals.

- Communication, with the patient’s consent, with other professionals, the insurer, and the employer to foster concerted
actions between stakeholders. RTW.

Component 3 - Support in recovery and work rehabilitation

If the patient does not have access to work rehabilitation services outside of the U-FMG.

Offer interventions as described in the Therapeutic RTW program, including one or multiple of these phases:

- Diagnosis of work disability: Using comprehensive assessment tools to assess the person’s current situation (e.g., Work
Disability Diagnosis Interview (WoDDI)).

- Preparation to work phase: improvement of quality of life and work prerequisite.

- RTW phase: progressive development of work capacities and work adaptations in the real work environment.

- Maintenance at work phase: assist the person in transferring knowledge in the real work environment and offer

RTW support.

Occupational therapist working within the U-FMG in collaboration with an interdisciplinary team and stakeholders. This
occupational therapist will have received the training described in Supplementary Material 1.
Family physicians and SNPs of the U-EMG referring patients to the occupational therapist.

The occupational therapist intervention is delivered using a recovery-oriented approach and is tailored to the patient's
preferences and needs, as well as to the needs of the intervention.

Interventions can be provided by teleconsultation or in-person at the clinic, or the workplace, depending on the patients' needs
and preferences.

Patients will be referred to the occupational therapist as soon as possible to prevent sick leave or ensure appropriate RTW
coordinator support and referrals to external resources. Interventions may vary depending on whether the patient has access or
not to occupational therapy services in the private system. If occupational rehabilitation services are offered by the U-FMG, we
expect a one-hour appointment per week for two to up-to 16 weeks, depending on the patient's health and needs, as well as the
characteristics of his or her job and work environment.

The intervention will be tailored to the patients’ needs and insurance coverage. It may therefore vary in terms of intensity of
follow-up and duration. Patients will be referred to private services when they have access to them, and the occupational
therapist will act primarily as a RTW coordinator in this situation. For patients who do not have access to private services, the
intensity of interventions will be greater to provide psychosocial support and work rehabilitation services RTW.

Occupational therapists will receive training before the study begins and mentorship will be offered to ensure that the
interventions offered are delivered in respect of the recovery-oriented approach and the therapeutic RTW approach for CMD.

U-FMG teams will also receive training on the role of the occupational therapist.
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- Pre- During Post-
Data collection methods CFIR . . : : : :
implementation = implementation implementation
TFA questionnaire * X X
Focus Groups™* X X X
Minutes from implementation support < X
committee meetings**
Research coordinator and occupational
o X X
therapist logbook**
Emails between research team and implementation X X
support committee **
Semi-structured interview with X x
occupational therapists**
Semi-structured interview with patients** X

*Quantitative data collection; **Qualitative data collection.
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Category

Setting Community

Perspective adults, older adults, patients, consumers, service-users, clients,
mental health, mental illness, psychiatry

Phenomenon Time-use, engagement in activities
of Interest

Comparison Not applicable

Evaluation Quantitative, qualitative and mixed methods studies reporting
primary research
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Location

Participants

Time-use measures
(content and structure)

Findings

Implications

& Setting

Bejerholm  Sweden;

etal outpatient

(2006) (36)  services

(Bejerholm | Sweden;

&Eklund, | outpatient

20062) (37)  services

(Bejerholm | Sweden;

& outpatient

Lundgren-  units

Nilsson,

2015) (38)

Jolley etal. | UK:

(2006) (39)  Part of a larger
study;
inpatient and
outpatient
settings

(Lariviere | Quebec,

etal, Canada;

2017) (40)  Community
settings (not
indicated

expli

tly)

(Cristina | Northern Italy;
Zarbo Psychiatric
etal, Residential
2022) (41) | Facilities and
outpatient
settings
(Zarbo, Northern Italy;
Zamparini, | Psychiatric
Nielssen,  Residential
etal, Facilities and
2023) (42)  outpatient
settings (part
ofa
larger study)

To develop and examine
psychometric properties of the
POES on measuring
engagement in daily activities
(part of a larger study
investigating daily occupations,
health, quality of life

and wellbeing)

To examine the validity of the
construct underlying the POES

To establish the internal
construct validity of the POES
using the Rasch

measurement model

1. To validate a simplified time
budget measure of activity in
psychosis;

2. To study the relationship
between time-use and
symptoms of psychosis, distress
and affect

1. To translate the POES into
French;

2. To establish the interrater
relability of the French version

To investigate adherence to and
usability of 7-day monitoring
with ESM and Actigraphy
among a sample of individuals
with SSD and paired

healthy controls

1. To compare adherence to
EMS among people with SSD in
(residents and outpatient) and
control individuals;

2. To investigate the patterns,
socio-demographic and clinical
predictors of adherence

Cross-
sectional
correlational;
psychometric
testing

Cross
sectional
correlational;
psychometric
testing

Cross-
sectional;
Psychometric
testing

study using

Descriptive
cross-
sectional
design;
Psychometric
testing

Cross-
sectional;
Psychometric
testing

Mixed-
method
convergent
paralle study

Cross
sectional
descriptive
and
correlational

Time-use diaries of adults with
schizophrenia randomly selected
from the larger study (n=41); (10
to construct the pilot version of the
POES, 4 for content validation, 27
for interrater reliability and
internal consistency)

“Time-use diaries of adults with
schizophrenia randomly sclected
from the larger study (n=41); and
interpreted by occupational
therapists (n=12)

Adults with severe mental
illness (n=192)

Adults with a current diagnosis of
non-affective psychosis; (n=276)

Adults with schizophrenia or
schizoaffective (n=23)

Patients with SSD in Psychiatric
residential facilities
outpatient settings (s
healthy matched
individuals (n=26)

People with $SD (n=131) in
residential facilities (n=74) and
outpatient settings (n=57); and
healthy individuals (n=115)

Time-use diary (POES):

+ Developed from qualitative data
and accounts of time-use from
people with schizophre
+ Measures time-use during past
24 hours for a weekday

« Separated in 1-hour intervals
+ Four columns: occupation/
activity, geographical and social
environment, personal reflection

A self-report questionnaire,
supplemented by an interview to
ensure completion and recall; and
to help validity

+ Completion takes 45 minutes

Time-use diary (POES) (further
developed from 36):

« Includes 9 items: 1) daily
thythm of activity and rest, 2)
place, 3) variety and range of
activities, 4) social environment, 5)
social interactions, 6)
interpretations, 7) meaningfulness
of activities, 8) routine, 9) initiating
performance.

«  Each of the items is rated and
plotted on a graph to demonstrate
a profile.

Time-use diary (POES) (see 36)

‘Time budget measure:
+ Diary for a typical week
completed in a structured interview;
+ 4 time blocks for each day (28
time blocks overall);

+ Rated from 0-4 based on activity
engagement, diversity, complexities
and demands, motivation and
planning; and social contacts

‘The French POES (sce above, 36):
+ French POES interpretations
i) 9-18=low engagement; 19-
27=moderate engagement; 28-
36=high engagement;

« Analysis of occupational balance
to demonstrate under-/over-
occupied or good balance.

Smart-phone ESM:

+ Brief questionnaire about
current activities and mood on a
smartphone 8 times a day for 7
consecutive days

« Actigraphy to monitor physical
activity and sleep (e.g.steps, activity
intensity, sedentary time and sleep)

Smartphone EMS to assess daily
time-use and mood:

+ brief questionnaire about
current activity, 8 times a day for 7
consecutive days

+ notification to questionnaire
between 8am-24am; semi-
randomized, with a reminder if
not responded.

+ POES has relevant content and
can be used. Items reflect
occupational engagement, severity of
symptoms and environment among
people with schizophrenia

+ POES can estimate engagement in
real-life activities

+ Good interrater reliability, high
Cronbach's alpha value, and
consistency in testing procedures with
exception of one item (initiating
performance).

+ Training and manual for POES
users should be developed to

ensure consistency

+ Basic construct validity was
established; moderate relationship
between POES, functioning and
satisfactions

«Items with strong correlation
were: ‘Daily Rhythm', ‘Variety and
range’ and Activity Level

+ POES provides information on
clients’ real-life functioning

+ POES has internal construct
validity and represents occupational
engagement, rhythm of activity and
rest, routines, meaningful occupations
and involvement in social
environments.

+ High reliability and acceptable
overall person-fit but some misft of
items (‘interpretations’ and ‘initiating
performance’ were the most difficult
items; place the least diffcult),

+ Communication and interaction
skills may be associated with
engagement in social environments

+ The validity of the time-use
‘measure was supported as an
indicator of social functioning.

« Time-use scores varied widely;
‘most participants were engaging in
passive, or active but simple and bri
activities (rating 1 or 2).

+ Moderate relationships were found
between time-use measure, social
functioning and symptoms

+ 1Q, negative symptoms and
distress were identified as a predictor
of time-use in regression analysis

+ No correlations between
demographic variable and the
time-use.

+ French POES mean scores ranged
19-36 (moderate occupational
engagement on average).

« High interrater reliability, with
lower agreement on social
environment, interpretation and
‘meaningfulness of activiies

« Some terms and expressions
needed further verification or clarity
in the French POES

+ Lower usability and response rate
of mobile ESM in residential
participants

+ Significant negative correlation
between usability and adherence to
actigraphy

+ Qualitative findings on usability of
ESM and actigraphy:

1) Positive and negative effects of
monitoring

2) Factors influencing adherence:
‘motivation, technical features and
differences of the both devices,

notifications and interruption with
daily activities, duration of
‘monitoring, residential rules or
setting, number of days and hours of
‘monitoring.

3)  Emotions and mental states (e.g.
negative and positive emotions such
as annoyance, discomfort, interest,
pleasure and satisfaction)

4) Advise (on device features, advise
related to time)

» Overall adherence was 50% for
residents and 58% for outpatients.

« Lower adherence to ESM among
people with SSD compared to control
group.

+ Decrease in adherence in late
evening and after 6 days;

« Higher self-esteem and
collaboration skills predicted higher
adherence;

+ Socio-demographic characteritics,
cognitive functioning and other
clinical features had no effect on
adherence;

+ Positive symptoms had a negative
impact on adherence (eg
suspiciousness, hallucination and
unusual thought content)

POES, Profiles of Occupational Engagement in people with Schizophrenia; ESM, Experience Sampling Method; SSD, Schizophrenia Spectrum Disorders; RCT, Randomized Controlled trial

+ POES s suitable to use in
community-based and client-
centered practice.

+ POES can help assessing life
changes, social interactions; and
the impact of personal (e.g.
impacts of symptoms and
‘medication) and environmental
factors (e.g. hospitalization, social
isolation).

+ POES provides an initial step
in identifying occupational
‘problems, imbalance between rest
and activity, environmental

opportunities; and needs.
+ POES can be used as an
outcome measure to evaluate
effectiveness of interventions in
real-life.

+ POES can supplement
symptomology to understand
wellbeing in real-life context,
extent of engagement, impact of
clinical symptoms on client’s
day-to-day lfe, imbalance
between rest and activities, and
‘meaning

+ POES can help goal setting.

POES can inform evidence-based
practices; and help to identify
social engagement, and
‘communication skills

‘The time-use budget may be
used to identify social
functioning and

clinical symptoms.

« French POES can be used as.
a structure for clinicians to
measure time-use, and a
supplementary tool to enable the
person to reflect on their activity
engagement.

+ POES can be used in
psychosocial rehabilitation to
gain understanding about the
individual and to tailor
interventions based on

their needs.

« The e-monitoring approaches
(ESM and actigraphy) have a
potential for clinical practice
particularly for residential
settings (eg. for remote
monitoring during COVID-19
pandemic)

« Optimizing the technical
features of ESM and actigraphy
based on participants’ concerns is

ing on the use of
devices, and positive aspects of

devices can be reinforced by staff
to assist with self-monitoring,
self-reflection, confidence and
feeling supported.

+ Not suitable for people at risk
of developing positive symptoms
(e:g delusion of control).

ESM method as a potential
approach to measure actvities,
yet low adherence needs to be
considered:

1) ESM within waking hours (e.g.
$am t0 8pm) and fewer days;

2) Training for participants and
staff about the ESM and
smartphone approach

3) Improving participants self-
confidence on use of technology
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Main findings

Implications

Areberg Sweden; To examine RCT Adults with long-term POES completed at 1P8: « No differences between groups in 1PS s a valuable
etal. Community | effectiveness of IPS psychosis or psychiatric | baseline, 6 and 18 months |+ Employment specialists (occupational occupational engagement and process towards
(2013) (45) | and on occupational isability; randomly via interview therapists, nurses and a social worker) empowerment at 6 months; personal recovery
vocational | engagement, work allocated to IPS (n=60) using the principles of IPS + AU18 months, IPS had a positive  that encourages
rehabilitation | motivation, and TVR (n=60) groups. « IPS training and supervision (every effect on QOL, work motivation, connectedness and
settings empowerment and fortnight) was provided. empowerment and occupational life satisfaction.
QOL among people + Fidelity was measured: good at 6 engagement as measured by time-use  Client-centered
with severe ‘months, and excellent at 12 and 18 patterns (engagement in daily activities  approaches to
‘mental illness month. and community life) employment such
TVR group received vocational services in as IPS enhances
health and social services including pre- work motivation
vocational training or work-related and
activities in sheltered settings. empowerment

Argentzell  Sweden; 1) Toinvestigate | Partofan  Adults with mentalillness  + POES self-report BEL intervention (see 47) + The mediators included: activity To support

etal Community  whether aspects of | RCT (17)  assigned to BEL group version; « A manualized group- and activity- engagement, activity level and balance,  recovery,

(2020) (46) ~ mental activity, socio- (n=133) and SOT (n=93) + SDO-OB: four based program with 14 sessions over 16 satisfaction with activities, psychosocial interventions
health demographic and segments including work  weeks (including 2 booster sessions) functioning, symptom severity and should facilitate
settings clinical factors and study, leisure, home |+ Led by trained occupational therapists  sense of mastery. ‘meaningful

mediate or tasks, and care of self; + Topics were on everyday lfe, + Strongest mediators were activity  activity
‘moderate changes with yes/no options to ‘meaningful activities, motivators, healthy  engagement and mastery, followed by engagement to
in recovery; measure satisfaction and | living, work-related and social activities | satisfaction and symptoms. enable control
2) To explore the activity balance. + using an educational approach and  + No difference between the BELand and independence
possible effect of homework standard OT groups in recovery
the BEL + encourages reflecting on the current |+ Participants with diagnosis of
intervention life, goals and strategies to reach them; depression/aniety reported lower
compared to and engagement in real-life activities recovery scores.
standard OT soT:
intervention on + Group and individualized sessions
personal recovery including activities (e.g. arts, crafts or

creative activities, daily living and

social skills).

(Bejerholm  Sweden, To determine RCT People with psychosis ora | Time-use assessed by the  IPS: « Attrition rate was 28% with no The IPS is

etal, Community | effectiveness of IPS psychiatric POES as primary « IPS training provided to 3 difference between the participants who  effective in gaining

2015) (48)  mental on vocational disability (n=120) outcome: employment specialists, plus supervision left and stayed at 6 months follow up;  employment
Health outcomes and « Time-use fora every 2 weeks throughout the trial + At 6-months no significant within a shorter
settings community yesterday with 1-hour « The employment specialists, a steering differences between the groups in period of time,

integration intervals commitee, a process leader and a vocational outcomes. more days and
+ Assessed time-usein 9 | supervisor formed the IPS organization |+ At 18-months, IPS was more weeks at
items on a 4-point scale  with regular meetings during the study effective in gaining competitive employment and
(see 36) « IPS was integrated with the mental employment, working hours and weeks, | higher income.
+ Data were collected at | healthcare service with good to excellent job tenure, income and rapidity of
baseline, at IPS fdelity. gaining employment
completion (18months),  « Control group received TVR including |+ 90% in IPS group worked or had an
and 6 and 18 months prevocational training in sheltered internship compared to 24% in the
follow-up. settings; and clubhouse activities control group who stayed mainly in
prevocational and segregated settings.
+ TVR group had increased psychosis
and depressive symptoms.

Cardoso Portugal; To assess the Cluster RCT  Adults with schizophrenia | TUD as a primary Staff training provided knowledge and + Staff training helped in improving  The training may

etal residential efficacy of a staff randomly allocated to outcome: strategies on impact of mental illness (eg. |~ service users’ engagement, but be useful to

(2017) (19)  mental training to improve control (n=84) and + Completed cogition and motivation), importance of effectiveness was not significant increase staff
health units | service users’ intervention group (n=73) | retrospectively in a activity engagement, ways to engage + The intervention may be more knowledge about

engagement structured interview; service-users in activities, barriers and effective for younger service users who  aspects of care,
in activities + Recorded in morning,  action planning. had higher level of engagement at but did not lead

noon, afternoon, and Training was provided to nurses and baseline to long-

evening time periods; unqualified unit staff, delivered by an + Service users with long-term stay term results.

+ Rated ona scale of 0-4 | Occupational therapist, an activity worker | may be resistant to change

for each item with a and a user expert. + No significant improvement in

‘maximum possible score QOL, or service-users’ experience of

of 112 the service,

+ Higher scores reflect

higher and more complex.

engagement in activities.

+ Completed at baseline,

4 and 8 months.

Celaetal UK To explore correlational  Adults with schizophrenia | TUS: CR: « The number and intensity of tasks  Therapeutic

(2019) (50)  community  correlations cross- or schizoaffective, with « Time spent in + Delivered by psychologists using a were related to the use of strategies alliance enhances
clinics between cognitive | sectional cognitive difficulties structured activities to web-based computerized software + No correlation between errorless improvements in

remediation (CR) | study (part  randomized to CR (n=38) | assess functioning « Targeted cogition, meta-cognition,  learning and the measures of time-use  cognitive and
and ofa and TAU (n=8) groups + Semistructured strategy use, and transfer of learning. + Therapeutic alliance was correlated  functional
therapeutic larger RCT) interview with « The tasks included attention, memory  to numbers and usefulness of strategies, ~ outcomes.
outcomes retrospective report of the | and executive functioning. cognitive and functional CR therapists can
ime spent in activities |+ CR was offered 3/week over 12 weeks, help transfer of
such as work, education, | maximum of 40 sessions, 1 hour each cognitive skills to
volunteering, leisure, everyday lives.
sports, socializing,
hobbies, resting,
household chores,
childcare and sleep.

Eklund Sweden; To explore changes | Pilot Adult residents with POES to assess AiMH: « Participation in AIMH improved The AIMH can

etal. supported in occupational feasibility  mental illness who received | occupational engagement;  + Informed by two previous occupational engagement and personal  encourage

(2020) (51)  housing engagement, study AIMH program (n=29) completed via interview.  interventions: a) a staff program to enrich  recovery from baseline to completion of  occupational

personal recovery, Measured at bascline, 6 the facility with meaningful activities; and |~ AIMH. engagement
psychosocial and 9-months follow up b) an activity-based lifestyle intervention « Improvement in occupational
functioning and to support occupational engagement and engagement remained statistically
symptom severity balance. significant at follow-up (eg. routine,
following the + Led by an occupational therapist who  variations in activities and in social and
AIMH program completed training geographical locations)

« The AiMH included 8 (5 individual « Participants’ view on provision of

and 3 group) sessions, 35-40 minutes meaningful activities remained

each, over 12 weeks; unchanged.

+ Themes of the sessions include + Improvements in psychosocial

‘motivation, senses and coping with stress, | functioning and symptoms severity

activities and health, dreams and goals; | were not statistically significant.

+ Sessions included psychoeducation, |+ Participants satisfaction with AIMH

and activity experimentation; was 75%

« Each participants received €20 to + No correlations between satisfaction

spend in meaningful activities in between  with housing and activity engagement

of the sessions supported by staff.

Fowler UK; To evaluate a RCT Young adults with TUS as primary outcome | SRCBT: + No significant differences in time-  + The role of

etal. secondary cognitive psychosis and social to assess functioning: + Combined CBT and vocational case use, functioning, psychotic and case managers in

(2009) (52)  mental behavioral disabiliy allocated to + Completed through ~ management emotional symptoms, QOL, and needs  instilling hope and
health intervention to SRCBT (n=35) and TAU face-to-face semi- + 3 stages: 1) assessment and o Larger trials are recommended. encouraging
services improve social (n=42) groups. structured interview; formulation; 2) working towards goals, engagement in

recovery (SRCBT) « Measures number of  identifying pathways to meaningful ‘meaningful
for young people hours spent in activities | activities, enabling engagement; 3) activities is
with per week over the past promotion of activities related to goals important.
early psychosis month. and managing symptoms. .« TUSisa

« Activities include: + Strategies from CBT (eg. activity sensitive measure

work, education, scheduling, behavioral experiments and to reflect changes.

volunteering, leisure, problem solving) in activities

sport, hobbies, socializing, |+ SRCBT included 12 sessions over 9

house chores, resting, ‘months delivered by case managers

childcare and sleep. TAU group received active case

+ Hours in constructive  management by a multidisciplinary team.

economic and structured

activities per week are

aleulated.

+ Constructive economic

activities include: work,

education, volunteering,

house chores, and

childcare; structured

activities also include

hobbies, sports and

leisure.

+ Completed at 9-month

post intervention.

Fowler UK; Early To assess the RCT Young adults (aged 1635) | TUS (see 52) to measure ST provided in addition to early + SRTled to improved engagement in  SRT may be

etal. Intervention | efficacy of SRT in with non-affective first ime spent in structured | interventions: structured activities by 8.1 hours at 9 useful in

(2018) (53)  Service improving time episode psychosis and low  activities in the past + Drawn from SRCBT; ‘months (post interventions) and improving

spent in level of engagement in month to assess social + Manualized intervention including 3 follow-up. fanctional
structured structured activities (30 | recovery. stages; outcomes
activities. hiweek in TUS) allocated | Completed at 9- months |+ Delivered in minimum of 6 sessions particularly for
to SRT (n=76) and TAU (post intervention) and (see 52) individuals less
(n=79) groups 15-months (6-month i) motivated to
follow-up). TAU received early interventions. engage in existing
psychosocial
interventions.

Fowler UK; To determine RCT Young adults (aged 16-25) | TUS as primary outcome  SRT delivered in addition to enhanced ~ + General significant improvements in ~ Activity

etal. Community  clinical and cost- with non-psychotic severe | as indicator of social standard care: both groups in engagement in engagement

(2021) (54)  mental effectiveness of SRT mental illness allocated to | recovery (see 52); + Manualized individual intervention,  structured and economic activities; (TUS) is a
health in young people SRT (n=135) and control | Measured 15 months further developed from SRCBT (52) + No differences in SRT compared to  relevant outcome
settings with non-psychotic (n=135) groups post randomization « Delivered over 9 months in enhanced standard care in engagement | measure.

severe mental participants’ homes individually and face-  in structured activities; Person-centered
health problems at to-face; + Nosignificant differences in social  interventions for
risk of « Include 3 stages: 1) assessment and anxiety, depression, and symptoms young people
social disability. formulation; 2) working towards goals, severity; are important.

identifying pathways to meaningful + SRT was not estimated cost effective.

activities, enabling engagement in

vocational or educational activities (e

liaison or referral); 3) promotion of

activities related to meaningful goals and

‘managing symptoms using cognitive

behavioral techniques.

Control group received enhanced

standard care (i.e. evidence-

based treatments)

Inman UK; To evaluate Exploratory  People with diagnosis of | TUS as a primary Occupational Interventions: + 14 participants completed the Itis important to

etal community | feasibility of a pre-/post- psychosis with functional | outcome measure: time « To improve participation in program, and a total of 188 sessions use a pragmatic

(2021) (55)  mental health | pragmatic clinical | test needs (n=20) spent in constructive ‘meaningful activities identified by were delivered. approach to
and trial (POINTER) feasibility economic activity and participants; + Modifications to the program were | measure
psychosis for people structured activity « Program objectives: 1) to assess ‘made as required (eg. related to care  feasibility, fidelity
teams with psychosis per week. occupational performance; 2) to coordination). and adherence to

formulate occupational needs; 3) to set |« Improvement in HRQOL (health | occupational
goals; 485) to plan and implement burdens, and general improvement in  therapy
interventions; 6) re-assess occupational  self-evaluated transition in health), and  interventions.
performance; 7) review occupational need | better health in general. POINTER is a
and goals; 8) discharge from occupational |+ Majority (71%) of participants were | valid approach to
therapy satisfed with the program, and their | report
« Provided by occupational therapists in  participation meaningful activities individualized
face-to-face and individualized sessions;  « Positive outcomes reported in time-  occupational
in participants’ homes or community use, experience and satisfaction of therapy
+ Provided 1-2 times per weeks forup  occupational performance and interventions.
to 6 months participation.
« The intervention was tailored to each  + TUS and other outcome measures
participants based on their needs and created minimal burden for
goals participants.
« Fidelity and adherence were + ‘Doing Occupational Therapy
measured, and any modification was Research in Practice’ emerged from the
reported by occupational therapists data including: 1) recruitment; 2)

balancing research and practice; 3)

utility of the occupational intervention

log; 4) occupational therapy log

revealed the intricacies of practice; 5)

rating adherence; and 6) outcome

measurement procedures.

Pricbe etal.  UK; To assess Parallel RCT ~ Adults with schizophrenia  TUS as primary outcome:  Volunteer befriending program: « 22% of the participants were not Need for flexibility

(2020) (56) ~ Community  effectiveness of a and social isolation (<60 « Adapted for people « Participants were matched with marched to volunteers (5 ineligible, 1 in befriending
mental befriending min/day in social activities | with schizophrenia volunteers based on their interests and  no longer interested once a volunteer  programs to
health program to reduce as measured by TUS) + Measured minutes/day preferences; become available) accommodate
services social isolation and allocated to intervention  spent in activities. « An activity booklet (list of free or + Half of the sample had the expected  needs and changes

improve health and (n=63) and control groups  » Assessed at baseline, 1 inexpensive activities in the local number of meetings (at least 13) with  in preferences
social outcomes for (n=61); volunteers week and 12 months in community) was provided to participants  average duration of 90 minutes. over time.
people recruited from local the program; and 6- and volunteers; + 15 social events were organized with
with schizophrenia community (n=51) month follow up. + Volunteer and participants met 6 participants on average.
(Details on how TUS was  weekly for 1 year to engage in activities of + No significant difference between
completed were not their mutual interests and preferences the intervention and control group in
provided in the study). « Monthly social events TUS: improvement in both groups in
+ Volunteers reported occurrence, time spent in activities at completion of
length and content to the volunteer the program and 6 months follow-up.
coordinator. « Improvement in social contacts after
« Control group met with a masked the program and 6-month follow-up in
researcher who provided the activity intervention group
booklet and spoke about the activities o+ No association between the
engage in. improvements and symptoms, QOL or
self-esteem
+ Noassociation between compliance
and primary outcome

Bjorkedal  Denmark; To investigate the  RCT Adults with a psychiatric  POES as the primary MASR: + Improvements in the MARR group  Individualized and

etal. community  effectiveness of an disability and functional ~ outcome measure of + 22 (alternate group and individuals)  did not differ significantly with the peer support are

(2023) (57)  mental occupational impairments randomly activity engagement; sessions control group in activity engagement,  important to
health centers | therapy allocated to intervention | Competed at bascline and |+ Topics included activitis, health, personal recovery, functioning consider

intervention (n=67) and control after the intervention recovery and strategies for activity and QOL in interventions.
focusing on activity groups (n=69) engagement;
engagement, + Group sessions were facilitated by a

functioning and
recovery co-led by
peer worker

peer worker and occupational therapist;
« Sessions included presentations,

reflective questions, workbook and peer
exchange; some sessions included other
methods such as stories and photovoice

TUD, Time-use Diary; CR, Cognitive Remediation; TAU, Treatment as usual; POINTER, Participation through Occupational Intervention Effectiveness; Research; TUS, Time-use Survey; HRQOL, Health-related quality of lfe; IPS, Individual Placement and Support; TVR,
traditional vocational rehabilitation: QOL, Quality of life; BEL, Balancing Everyday Life; SOT, Standard Occupational Therapy; SDO-OB, Satisfaction with Daily Occupations and Occupational balance AiMH, Active in My Home; IPA, Interpretive Phenomenological
Analysis; SRT, Social recovery therapy; SRCBT, Social Recovery Cognitive Behavioral Therapy; CBT, Cognitive Behavioral Therapy; MA&R, Meaningful Activities and Recovery.
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Scopus (n=200)
‘Web of Science (n=238)

|

A\ 4

Duplicates identified and
removed (n=365)

Studies screened by title/abstract Records excluded
(n=487)
Y
I Studies identified through citation tracking,
E reference lists and authors search (n=20)
Studies assessed for eligibility by s 5 L =
full-text (n=162) First round — studies excluded (n=133):
No ti was used
or reported (n=35)
Different population (n=18)

Studies included in this review
(n=29)

Acute, inpatient or Forensic settings (n=15)
Review, protocol or descriptive studies (n=21)

No time-use intervention used (e.g. time
or time anticipation) (n=7)

Descriptive studies (n=19)






