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Executive summary

Ageing has been identfified as a critical area of global health concern due to the
projected numbers of people living longer. With increased age there is a
likelihood of physical and cognitive decline, which in turn can lead to decreased
participation of daily activities. Decline in participation for older adults has been
identified as leading to compromised physical and mental health (including social
isolation and depression) and can create an increased demand on health
services. Participation (within one’s personal context and environment) in daily
activities and occupations (all the things that people do in a day) is important for

humans and perpetuates physical and psychological health and wellbeing.

A stay in hospital for older adults following a significant health event can
negatively impact their level of participation and can perpetuate a decline in
their health status (physical or mental). Health professionals aim to support and
increase return to participation in previous activities or occupations through
rehabilitation programmes yet little is known about the determinants of
participation and how the psychological approach of volition (the thinking
process to elicit action) can be considered and enhanced in this recovery.
Volition includes three concepts of i) personal causation - self-belief that one can
achieve the activity, ii) values — being engaged in activities that are important to
the person’s beliefs and values, and iii) interests — in the activities with a sense of
enjoyment and satisfaction. There is a paucity of evidence that profiles
participation of older adults living in the community, the impact of hospital on
participation levels once discharged, the impact of volition on participation, and
the enablers of, and barriers to, participation in activities or occupations following

a stay in hospital.

This thesis addressed the question of how participation in daily activities
(occupational participation) was impacted following hospitalisation and explored
why this occurs. A series of five studies were completed including a systematic
review with meta-analysis to explore the impact of falls prevention interventions
on participation amongst older adults (a high risk area for ageing adults), two
cross-sectional studies to identify the determinants of participation and the

associations between participation and volition, examination of psychometric

\"



properties for the newly developed Volition Scale, and a qualitative study to
identity enablers of, and barriers to, participation following hospitalisation
amongst older adults. The findings suggest that health professionals need to
consider the psychosocial aspects of older adults when planning interventions to
increase participation after a stay in hospital. These include screening for
depressive symptoms and level of volition, awareness of falls history (incorporating
fear of falling again), and identification and development of their personal life
approach (optimistic or pessimistic), to optimise occupational participation

following hospitalisation with an aim of increasing long-term health and wellbeing.
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Glossary
Activities

The subjective and objective components required for performance of
occupations (2). For example cooking, budgeting, and gardening, which are

components of self-care, household management and leisure.
Fall

The definition of a fall adopted for this thesis is “an unexpected event in which the
participants come to rest on the ground, floor, or lower level” which is commonly

used throughout the Cochrane reviews pertaining to prevention of falls (3).
Health professionals

This relates to the broader range of healthcare workers who are involved in
providing assistance to clients in the recovery journey for clients. At times clinician
is used within this thesis and refers to registered practitioners responsible for
assessment and intervention with individuals. These terms are mostly used
interchangeably throughout this thesis due to the intended targeting of the
published study results.

Hospitalisation
A stay in hospital that was preceded by a significant health event.
Motivation

Is a term that has varied interpretations and has been defined as the intention to
perform an activity or “a hypothetical construct describing the inner and/or outer

forces responsible for the triggering, guiding, intensity, and sustaining of behaviors
(4).

Occupations

Groups of daily everyday life activities that are performed, named, organised that
are given value and meaning by individuals and/or a culture; everything that
people do on a daily basis which are embedded within the individual's own

personal context and environment (e.g. personal care, productivity, leisure

activities) (5).

XiX



Occupational disruption

A temporary or transient disruption to daily occupations due to a significant life

event (e.g. anillness or stay in hospital) (6).
Occupational participation

Engaging in occupations (work, leisure, or activities of daily living) that are part of
one’s socio-cultural context and that are desired and/or necessary for one’s

wellbeing (7).

Older adults

Generally identified as people who are 65 years and over (8).
Participation

A broad definition regarding engagement in daily life activities that incorporates
the psychological aspects of thinking and volition as well as the psychosocial
aspects of mental health (e.g. anxiety, depression, social connectedness) (5). This
is broader than the definition found within the International Classification of

Disability, Health and Function as “involvement in a life situation” (9).
Volition

Volition is the mental thinking process which translates the individual’s level of
intention (or motivation) into action (3). It is identified as an essential component
for individuals to carry out daily activities (e.g. household and leisure) (7). Volition
involves three components i) personal causation or the degree in understanding
self-ability; i) values or meaning of the activity to the individual as people are
more likely to engage in activities that are meaningful and align with personal
values; andiii) level of interests a person has in the activity in order to perform it
(10).
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Introduction

This project emerged from a concern of current rehabilitation health practices
with older adults that appear to be limited in their effectiveness of increasing
participation in daily activities following hospitalisation. A series of studies were
scoped in order to understand more about the factors that contributed to
parficipation in daily activities for older adults including the enablers of, and
barriers to, participation. The five completed studies have been presented within
this thesis in order to address some of the areas not yet investigated with an aim to

confribute to the knowledge base of health professionals.

The primary question was: What is the impact of hospitalisation following a
significant health event (that required admission to hospital), on participation of
older adults who return to live at home? The specific aims were to identify
demographic, physical and psychosocial determinants associated with
participation in daily activities of community-dwelling older adults (study 2);
examine construct validity of the Volition Scale administered to community-
dwelling older adults (study 3); explore the association between volition and
parficipation in daily activities amongst older adults living in the community (study
4); explore enablers of, and barriers to, participation in daily activities amongst

older adults who have returned home following hospitalisation (study 5).

The thesis is structured with chapter one presenting an overview of the
background of the problem within the ageing population, explanation of the term
parficipation, exploration of the underpinning conceptual models, and
documents the first study completed (systematic review with meta-analysis).
Chapter two explores volition (the thinking processes to elicit action) as an
important component of participation, and the conceptual model that supports
this understanding. It also presents the specifics regarding the structure and intent
of the thesis. Chapter three provides general methods regarding the four
subsequent studies to explore older adults in two scenarios; community-dwelling
and post-discharge. Chapters four to seven present the additional publications
that arose from each of the completed studies. Chapter eight illuminates the
synthesis of findings from all of the studies, research/clinical implications and

presents the overall conclusion. It is envisaged that the results of these studies will
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be used to influence practice of health professionals in their rehabilitation

programme planning with older adults following a stay in hospital.
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1 Context of older adults and participation

1.1 Précis

Chapter one presents an overview of the thesis by identifying; the background of
the problem investigated, definitions of participation, the conceptual models
used that underpinned this project, and the systematic review where the
investigation began. The research problem identifies the critical factors of ageing,
the incidence of falls, and the effect of hospitalisation on participation in daily
activities amongst older adults. Participation is explored within the current
understandings of the usage of this term. It is also defined regarding how it is used
and measured within this thesis. A model of occupation and participation is
presented and discussed as to how it shaped conceptual understanding and the
language of this project. Study one (systematic review with meta-analysis) is then
presented as the first of five. This study investigated the impact of falls intervention
programmes on participation amongst older adults and has been published in a

peer-reviewed journal.

1.2 Ageing

Engaging in, and achieving participation in later life presents a challenge for
individuals as well as health professionals. There is global concern in the
unprecedented accelerated growth in the ageing population (11), demanding
urgent consideration for future planning of health interventions to address the
increasing service demand (12-14). The trajectory of the number of people over
65 has more than tripled in the last six decades and is expected to continue
towards a population of two billion by 2050 (8) (Figure 1.1). This presents future

challenges on health resources and needs to be proactively addressed (8, 11, 15).
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Figure 1.1: Magnitude of projected population growth aged 60 and over: World
and Development regions, 1950-2050 (Raw data).

From Department of Economic and Social Affairs Population Division. (2002). World
Population Ageing: 1950-2050: United Nations.

1.3 Ageing and health outcomes

1.3.1 Physical and cognitive decline

People commonly encounter a decline in physical and cognitive abilities as they
age due to increased susceptibility to chronic disease (12-14). This may manifest in
outcomes such as; falls, hospitalisation and social disconnection (14, 16). Physical
decline can often be experienced in the areas of strength and agility where
performing specific tasks can become more difficult to accomplish (12, 13).
Cognitive decline, due to ageing, can impact on decision making abilities,
planning and executing tasks, and memory. It is also linked to the emotional
reactions or interpretation of events and situations (12). This can lead to increasing
the risk of anxiety and depression through: further reduced levels of physical ability;
decreased participation in daily activities; and social isolation (13). These negative

health outcomes place upward pressure on both health and social services (13).



1.3.2 Incidence of falls in older adults

It is well documented that falls have many deleterious consequences for both the
individual and health system and therefore are a global public health concern (17,
18). The period prevalence of falls has been reported to be that of one in three
adults who live in the community (65-80 years) fall per year (19, 20). This increases
with age as one in two people fall annually when over 80 years of age(19-21). A
fall can lead to a “cascade” effect of reduced balance, decreased activity and
functional decline which can perpetuate a negative health spiral and possible
hospitalisations (Figure 1.2). The probability of a person falling again following @
hip fracture (six months post-discharge) is more than 50% with an increased rate in
hospital readmissions also likely (22). The risk of falling increases with hospitalisation
(23), the presence of comorbidities (24) and is also heightened in the immediate
post-discharge time period (25). This establishes falls as an important outcome to

consider with ageing.

Falls interventions thus far in Australia have not had the expected impact of
reducing incidence. The number of hospital admissions (due to fall related injuries)
has continued to rise over the last decade despite increased expenditure for falls
prevention research and interventions (26). The estimated number of patient days
for hospital care (directly attributable to fall-related injuries) has doubled from 0.7
million patient days in 1999-2000 to 1.4 million patient days in 2010-2011(26). This
trend has also been confirmed in international health figures (27, 28). Falls
amongst older adults are still on the increase despite the extent of resources
being mobilised, and are linked with physical and/or cognitive health outcomes

as well as participation in life activities (29).
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Figure 1.2: The falls activity cascade for older adults

(adapted from A Barker presentation, 2013 with permission)

There are considerable psychological consequences that have been reported to
occur alongside the substantial physical sequelae of falling. These may include
fear of falling (often experienced once a fall has occurred, and may restrict
attempts to participate in activities) (30), anxiety or depression (31), and social
isolation. These are all associated with reduced participation (32, 33). Previous
authors have recognised that psychosocial improvement may not necessarily
follow physical improvement post-discharge following a fall (34). Health
professionals need to consider both physical and psychological aspects of a
person who has fallen in order to ameliorate the spectrum of negative health

outcomes that can follow (34, 35).

1.3.3 Effects of hospitalisation on participation

Older adults who experience a significant health event (requiring admission to
hospital) frequently face a negative impact on participation (16). This may
reciprocally lead to, and is influenced by undesirable health outcomes (36). These
outcomes may incorporate compromised physical and/or mental health and
increased potential for falls. This can lead to a negative health spiral such as
readmission and comorbidities (16, 37). Alternatively, a return to ongoing
community participation in daily activities may be experienced when the health
spiral is addressed in an effective and timely manner. Whether there is a positive

or negative outcome is likely to be dependent on a multitude of factors (e.g.



diagnosis, freatment options, home environment, and social supports). This may
also include individuals’ response to their physical/mental health status and
interventions they receive. The relationship between hospitalisation, the impact on
participation, readmission and health outcomes that are attained, is

conceptualised in Figure 1.3.
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Figure 1.3: Conceptual flow of the impact of hospitalisation on participation

and health outcomes for older adults

Previous studies have identified that participation levels can be improved. One
randomised confrol frial of sedentary community-living older adults (n=149) in the
United States explored the effect between an activity programme (participants’
conftribution to a community-based activity programme for 15 hours per week in
schools) and executive functioning. The study reported improved levels of
executive function (speed of processing) and memory (p <.05) with implications
for increasing physical independence (38). A further cohort study of older adults
(60-91 years) community-living (n=292) in the United States investigated the
relationship between long-standing meaningful/productive occupations and

satisfaction, and also successful ageing (39). That study reported an association



between higher levels of performance of meaningful occupations and: higher
levels of life satisfaction (p = .01); and increased levels of successful ageing (p
=.01) (39). These studies indicate that aspects of participation can be improved in
community-dwelling older adults. However, these studies have not been carried

out with the post-hospitalisation population.

1.3.4 Health system burden

Ageing populations have been identified as a potential health burden as their
health needs increase (40). The amount of health care resource that individuals
consume increases with age (40). As people are living longer this increases the
number of older adults likely to require health interventions, which also increases
service demand. Recent publications have identified that older adults (= 65 years)
comprise 38% of hospital admissions in Australia in 2011 (41), 37% in the United
Kingdom in 2011 (42) and 33% in the United States in 2007 (43). In Australia, 7% of
all hospital admissions in 2011-12 comprised of people aged 85 or over, despite
being only 2% of the population (41). Hospitalisation can lead to deconditioning
and perpetuate the negative health cycle of physical/cognitive decline and
readmission causing additional service demands (36). The ageing population is
also likely to increase demand on primary, preventative health sectors, and
mental health community services as individuals access community based

services to promote effective healthy ageing (40).

1.3.5 Potential cost impact of falls on health expenditure

Projected costs for aged related health expenditure by 2050 in Australia were
predicted to increase from 8.1% to 10.3% of the Gross Domestic Product (GDP) of
health spend as at 2005 (44). In the United States, projected health costs for age
related services by 2052 are expected to increase from 6.8% to 13.2% GDP
(Medicaid) and from 2.6% to 6.7% of GDP (health and long-term care
programmes) (45). Projected health costs spent on older adults in the United
Kingdom are predicted to grow from 21.3% to 26.3% of GDP over 2017 and 2062
respectively (28) (Figure 1.4). Clearly this growth in expenditure is unable to be
sustained unless changes to health services or funding are made. This presents a
challenge for countries aiming to balance their budget in the light of an ageing

population.
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Figure 1.4: Projected spending on age related health costs for Australia, the

United States and the United Kingdom.

1.4 Participation as a means to improve physical and mental
wellbeing

1.4.1 Previous definition of participation

Participation is a concept that has not been used consistently in health literature
(46). It has been defined within the International Classification of Functioning,
Disability and Health (ICF) (47) as “involvement in a life situation” with varying
degrees of engagement for people of all ages and cultures throughout their
lifespan. The ICF is a framework that was created by the World Health
Organisation as a classification system to build consistency of language for health
professionals and researchers with an aim to “understand the effects of health on
function” (7, 47) (Figure 1.5).
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Figure1.5: International Classification of Functioning, Disability and Health (ICF).
From World Health Organisation. (2002). Towards a Common Language for

Functioning, Disability and Health ICF: World Health Organisation.

Activity and participation (function) are acknowledged as important areas of
people’s daily life within the ICF framework. It recognises that participation is
influenced by functional abilities (body function and structure) and activities
themselves within various contexts. These may also be influenced by
environmental factors (e.g. physical, social, and attitudinal) and personal factors
(e.g.race, gender, and coping styles). The ICF acknowledges that during the life
span one may experience participation restrictions, or an activity limitation (e.g.
through iliness or injury). The framework describes activity limitations as “difficulties
an individual may have in executing activities” and participation restrictions as

“problems an individual may have in involvement in life situations™ (48).

1.4.2 limitations of the ICF framework

The ICF defines participation, activities and function (48). However, there has
been criticism regarding the bio-psychosocial perspective that the ICF framework
holds and the “exclusion of subjective experience and meaning” (46). It has also
been noted that the ICF is focussed on disability rather than ability and does not
consider the full extent of what inhibits or facilitates participation, nor does it

provide ways to address this (46, 49). It does not recognise the nuances of why



limitations occur, how participation is experienced (subjective experience), or

how it impacts function (46, 50).

1.4.3 Alternative definitions of participation

Authors in occupational therapy have extended this definition of participation
from capacity to include the process of taking part or sharing something with
others (51, 52). They contend that ongoing participation in occupations is a
crucial need for survival and integral to maintaining the complex mechanism of
health (5, 53). Additional authors have labelled this concept as occupational
participation, which involves “engaging in work, play, or activities in daily living
that are part of one’s sociocultural context and that are desired and/or necessary
to one’s well-being” (5, 7). This also involves subjective interpretation by the

individual of these experiences and what they mean to the individual.

Recent theories of participation extend this basic understanding of the ICF
definition to explore the essence of living beyond activity limitations and
performance restrictions (5, 7). These models involve psychological (mental or
emotional state) and psychosocial (psychological development within a social
environment) determinants of participation which have not been extensively

investigated with older adults.

1.4.4 Models of participation identifying the factors impacting upon it
This thesis was based on two models of participation; the Canadian Model of
Occupational Performance and Engagement (CMOP-E) (5) and the Model of
Human Occupation (MOHQO) (7). These models were chosen as they provide a
conceptual framework for the interaction between the thinking processes for
action and the physical functioning of an individual. It suggests that together,
these are essential for participation. They identify the importance of considering
the individual as a holistic being (physical and psychosocial components), where
influences broader than physical ability need consideration when investigating
participation. The CMOP-E describes participation as the culmination of the
relationship between three dimensions: i) person — cognitive, affective and
physical concepts with the centre being the importance of spirituality; i)
occupation - self-care, productivity, leisure; and iii) environment — cultural,

institutional, physical and social (Figure 1.6). Participation occurs through



performance and engagement (action) by the person, in the occupation, within

the environment (5), and is discussed in detail in section 1.4.1.

Environment

oT

Domain

Leisure

A.' Referred to as the CMOP in Enabling Occupation (1997a, 2002) and CMOP-E as of this edition
B. Trans-sectional view
Figure 1.6: The Canadian Model of Occupational Perfformance and
Engagement.
From Townsend, E. A., & Polatajko, H. J. (2007). Enabling occupation Il: Advancing
an occupational therapy vision for health, well-being, & justice through
occupation. Ottawa: Canadian Association of Occupational Therapists (with

permission Appendix 1.1).

The MOHO (7) describes the concept of occupational participation as
engagement in everyday activities (occupations), which incorporates the
components of: volition — the thinking process that elicits action which includes
personal causation (self-belief in ability), values, and interests; habituation —
patterns of behaviour including habits and roles; and physical capacity — physical
and mental capacities, and subjective experiences (Figure 1.7). The interactions
between these concepts lead to participation, performance and further
development of skills within the individual’'s environment. This creates
occupational identify (the sense of who one is) and competence to action

occupations (7). The concept of volition within the MOHO is discussed in detail in
10



section 2.3.3 as this is an area not well researched within rehabilitation

programmes in health and requires in-depth discussion.

m Environment
1

Volition Participation
Habituation Performance
Performance capacity Skill

V
Figure 1.7: The components of the Model of Human Occupation leading to
participation and occupational adaptation.

From Turpin, M., & Iwama, M. (2011). Using occupational therapy models in

practice. A field guide. Toronto: Churchill Livingstone (with permission Appendix
1.2).

1.4.5 Studies that have used these occupational principles

Two studies have utilised the participation principles (as described in the
occupation models) and incorporated choice of meaningful activities as a
means to increase participation amongst older adults in the community. The first
influential study to demonstrate the importance of increasing participation
completed a three-way randomised conftrol trial in the United Sates with well-
elderly participants in the community (54). This investigated the relationships
between participation in occupations and interactions, life satisfaction, mental
health, physical functioning and general health over nine months. The
interventions were; i) an occupation based self-chosen programme, i) a social
participation programme, and iii) the control group. The results reported
associations between higher levels of participation and; quality of intferactions
(p=.03), life satisfaction (p=.03), mental health (p=.02), physical functioning
(p=.008), and general health (p=.01)(54).

The second randomised control trial (following the intervention principles of the

well-elderly trial (54)) was completed in 2012 with 450 older adults (60 — 95 years) in

11



the United States (55). This was a two way trial to explore the relationships
between participation in personally relevant occupations with satisfaction, mental
health, depression and social function. The intervention was based on personal
lifestyle redesign, where the individuals were encouraged to participate in
occupations on a daily basis that held personal relevance (56). Results reported
higher levels of participation with; higher life satisfaction (p=.03), increased vitality
(p=.03), increased mental health (p=.03), decreased depression scores (p=.03),
and increased social function (p=.04) (55). The occupation based programme
also decreased the need to access health services, improved quality-adjusted life

year and was reported to be cost effective (US $41,218 per unit) (55).

These two studies have identified the importance of participation in personally
chosen meaningful activities and occupations as a way to increase parficipation
and life satisfaction. However, rehabilitation health programmes have not yet

consistently embraced these concepts.

1.4.6 Definition of participation for the purpose of this thesis

A definition of participation (broader than the ICF (48)) was developed for the
purpose of this thesis. It was based on the CMOP-E (5) and MOHO (7)models due
to the limited scope of participation presented in the current body of health
research. Participation refers to engagement in all daily life activities which
incorporates psychological aspects (e.g. anxiety, depression and thinking
processes) as well as the psychosocial aspects (e.g. flourishing/thriving mental
health, resilience, social connectedness) within personally experienced and

interpreted contextual factors (5, 7).

Participation is presented as the inferaction between observable actions
(performance) and the person’s interpretation of their own experiences (7, 46).
Evidence suggests that participation is personalised (57) and incorporates the
broad concepts of: social involvement and relationships; emotional health and
wellbeing; spiritual/cultural understanding of context (including the environment);
physical ability; and societal roles encompassing all activities and behaviours one
engages in (6, 58). These broader concepts of participation are important for
health professionals and researchers to consider when examining return to

participation in activities, in order to promote overall health and wellbeing (53, 59).

12



1.4.7 The outcome elements of participation

The outcome elements of participation can be described in three ways;
occupation, activity, and tasks (Figure 1.8). Firstly occupations; are defined as
“specific chunks of activity within the ongoing stream of human behavior which
are named in the lexicon of the culture” (60). They are a vehicle that enables
people to contribute to society which can lead to identification of their place or
role within individual cultures or communities. Occupations are often identified in
three categories: self-care (e.g. personal hygiene, cooking); productivity (at work,
home, or in the community); and recreation/leisure (passive or active) (5). For
example the occupation of being a student or an employee (role) usually entails
getting to school/work on time. This may involve management of many personal
and home activities in order to get to school/university or work to carry out the

occupational role.

Physical and cognitive
components

Tas

Subjective and objective
components of performance

Activity

Groups of activity or roles to
contribute to society

Occupation

Figure 1.8: The hierarchy of occupation as elements of participation.

The second element of participation (activities) is described as the subjective and
objective components required for performance (2). For example in order to
complete the occupation of being an employee, one needs to complete a
number of activities: personal hygiene routines; household management;
management of tfransport requirements. In the same way that occupations can

be broken down into activities, activities can be broken down into tasks.

The final element of participation is tasks which are the essential physical and
cognitive components required to complete an activity (2). For example, one
needs to read a fimetable, walk to a station/stop, locate and select the train
ticket from a bag or pocket and use it correctly in order to complete the activity

of catching a train to school /work. The tasks involve; time management,
13



proprioception, steriognosis, hand/eye coordination, fine motor skills, general
arm/shoulder movements, spatial awareness, frunk balance, and a degree of
strength. These are identified as specific tasks that are required to carry out the
overall activity (catch a train), which lead to the fulfiment of an occupation

(student/employee) and describe the various levels of participation in daily life.

1.4.8 Measuring participation

There are a variety of measures identified in literature that claim to measure the
construct of participation. This may be due in part to the diversity of definitions
that have been applied. Many instruments focus on an individuals’ ability or
capability of function to perform an activity (e.g. the Barthel index (61)), but do
not identify if the person is currently performing this activity, how often, or how
long for on each occasion. Therefore the potential ability to perform an activity
on a regular basis as desired can be incongruent with how much it is actually
performed. For example one may be physically capable of descending the flight
of stairs to leave the apartment building; however they have not achieved this in
over two months due to other factors (e.g. perception of pain, fear of being
amongst people, perceived inability to use the walking frame outside). The
person’s ability could be scored as high as they are “able” to do the functional
task; however participation from this broader perspective classified by duration

(time) and frequency of involvement per week, is nil.

Participation measures should arguably be examined with a temporal
component in mind (e.g. number of sessions per week and time per session) to
gain an accurate reflection of current participation levels in activities. However,
this has not always been the case in health. A systematic review and meta-
analysis published in 2011 explored the definitions used and scales selected to
measure participation (59). The study identified nine tools that met the constructs
of the ICF definition of participation and was the first study to explore these
measures in this way (Appendix 1.3). Of the scales identified, only three gathered
a temporal component of frequency as well as duration: The Adelaide Activities
Profile (62); the Frenchay Activities Index (63); and the Physical Activity Scale for
the Elderly (64).

Many researchers have not defined participation beyond being a physical

component of an event or activity (e.g. able to stand, able to walk 10 metres).
14



However an accurate definition of the term with measurement of daily or weekly
engagement in activities needs to be captured, as participation (not solely

function) in daily activities leads to improved quality of health and wellbeing (65).

1.5 Conceptual model of occupation and participation

1.5.1 The Canadian Model of Occupational Performance and
Engagement (CMOP-E)
The CMOP-E (Figure 1.6) acknowledges the importance for humans to be
engaged in meaningful activities or occupations if they are to develop and
maintain health and wellbeing (5, 53, 58). The fundamentals of this model
establish that humans are complex beings where their physical, cognitive,
affective and spiritual components need to be considered in a holistic approach
by all health services (5, 7, 53). The model espouses that humans need
occupation for; survival, health as well as wellbeing, and that occupation is
potentially therapeutic. This is through engagement in occupations where people

are able to participate in and conftribute to society (5, 51) (Figure 1.9).

Humans need Occupation has
occupation therapeutic potential

Figure 1.9: Basic assumptions of the importance of occupations

(adapted from Townsend and Polatajko, 2007, p.21)

The CMOP-E focuses on performance, engagement and occupation noting that
the individual's concept of spirituality (what gives meaning to oneself’ as well as
understanding one’s place in the world) is at the centre of the model (5).
Performance is described as carrying out an occupation and engagement is
pertaining to involving oneself or becoming occupied (to participate) in the

activity or occupation (5). The performance component is seen as a dynamic
15



concept where interaction occurs between the person and their unique
environmental context through engagement in occupation, which acts as a
‘bridge’ between the two (5, 51). The environment is depicted as physical, social,
cultural and institutional and is acted upon through occupation and may support

or inhibit participation (57, 66).

The basic assumptions of the CMOP-E are recognised as: “occupation affects
health and wellbeing” (either positively through engagement or negatively
through lack of engagement); is a way of organising one’s time to bring structure
and meaning to how humans live; and that occupations are idiosyncratic
(specific to individuals or groups) (5). This means that even within the same
individual that one factor may not affect participation in two different
occupations equally. The personal interpretation of the experience and
engagement in the occupation and how this impacts on participation is unique

to the individual.

The principles of the CMOP-E have been used in this thesis to ascertain the
direction and focus regarding possible interventions with older adults in their daily
lives. It provides taxonomy for examining participation in order to explain the

factors of participation in order to build a collaborative approach for interventions.

1.6 Summary of participation

Participation in activities has been presented and discussed as an essential
prerequisite for health and wellbeing of older adults. Various health outcomes of
ageing have been provided incorporating physical and cognitive decline
(including falls) that negatively impact participation levels. These negative
determinants of hospital admission, readmission and the ongoing cycle of chronic
disease need to be addressed in health services. Following the initial literature
review of participation and older adults, it was identified that research had
tended to concenftrate on physical factors and not the psychosocial factors for
return to participation. It was determined that this needed to be rectified by using
a systematic review with meta-analysis approach as an effective and rigorous
method to summarise the results to determine which falls interventions have been

used and their impact on participation levels.
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1.7 Introduction to study 1

A systematic review and meta-analysis (study 1) was completed to investigate the
outcomes of falls interventions on participation. Falls were the initial focus of this
thesis as a recognised major contributor to the burgeoning health burden of age
related frailty. Falls prevention research to date had focussed on physical
intferventions with programmes that have addressed; exercise - balance and
strength, review of medication, vitamin supplements, cataract surgery and use of
assistive devices or home modifications (67). However, very few of these studies
examined the broader psychosocial aspects or impact on participation in
activities following hospitalisation (59). This led to the development of the first

research aim:

1: To investigate the impact of falls intervention programmes on
participation of older adults returning home to live, following discharge

from hospital.

This study reviewed current literature to ascertain the prevalence and outcomes
of randomised controlled trials that measured participation in falls interventions
amongst the older adult post-discharge population. The design, methods and
results are described next in the word version of the first published manuscript from
the Disability and Rehabilitation journal (Appendix 1.4). The results are reported in
the article and described: a lack of consensus of definition of participation; a
breadth of tools measuring varied content; and a paucity of studies that utilised

participation outcomes.

None of the studies identified in this analysis utilised participation instrumentation
as a primary outcome measure, only secondary. Due to these anomalies only a
small number of studies were able to be included in the final meta-analysis (n=5).
However, a positive effect was identified although the effect size was small.
Results indicated that falls interventions provided a positive improvement in older

adults’ participation levels post-discharge.

17



Falls prevention programmes and participation

Study 1:

The impact of falls prevention on participation in
daily occupations of older adults following
discharge: A systematic review and meta-

analysis.

Authors: Pritchard, E., Brown, T., Lalor, A., & Haines, T.

Published in the Disability and Rehabilitation journal - July 2013

(Appendix 1.4).
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1.7.1 Abstract
Purpose: To investigate the impact of falls intervention programmes on
participation of older adults returning home to live, following discharge from

hospital.

Method: A systematic review of peer-reviewed articles and grey literature was
completed. Limits were set for articles published in English, dated 1990-2012.
Inclusion criteria included randomised conftrol trials with older adults (265 years)
that used an effective falls intervention and a participation measure, following
discharge from hospital or emergency department. Two independent researchers
assessed the studies for eligibility. Research risk of bias was evaluated using the

PEDro scale (range 1-10). A meta-analysis of the selected articles was completed.

Results: Five studies fulfilled the inclusion criteria and measured participation
outcomes short-term (< six months post-discharge, n=488) and long-term (6-12
months post-discharge, n=571). The results indicated that falls interventions
provided a positive improvement in patients’ participation level (p = 0.042, p =

0.026). However, the effect size was small at 0.20 and 0.21.

Conclusions: The meta-analysis findings indicate that there is a causal association
between falls interventions and participation in daily occupations with older
adults post-discharge. Although the effect size was small, practice implications of
this study suggest that parficipation needs to be considered in future falls

prevention research.
Key Words:

Fall; elderly; participation; activities of daily living; post discharge
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1.7.2 Introduction

Health conditions and acute health events become more frequent with ageing,
and may necessitate a stay in hospital (17). Recent publications have identified
that older adults comprise 38% of hospital admissions in Australia (2011) (41), 37 %
in the United Kingdom (2011) (42) and 33% in the United States (2007) (43).
Hospitalisation creates a disruption to everyday routines, roles, habits and abilities
due to the confinement as people give up some of their individuality to assume
the role of being a ‘patient’ (6, 7, 58). Disruption can be defined as a ‘temporary
or transient state of prolonged preclusion from engagement in occupations’,
referring to all daily activities including self-care, productivity (e.g. paid
employment, volunteer work, household management) and leisure which also
incorporates social participation (6, 68). If disruption is long-term, this can lead to
negative health outcomes including cognitive or physical decline (13), and further

hospitalisations (17, 69).

Falls are a significant consequence of hospitalisation for older adults (70), with the
incidence of 4.52/1000 person days (71) in the six months following hospitalisation.
Falls and disruption to everyday occupations (particularly through hospitalisation)
are likely to be inter-related outcomes causing physical injury and/or
psychological harm (e.g. fear of falling) (32, 72). These outcomes may inhibit
participation in daily occupations at home and in the community and can lead
to further physical and psychological decline, including functional mobility
limitations or depression (73). This can contribute to de-conditioning, thereby
increasing future risk of falls (17). Both of these negative outcomes have shared
risk factors which are likely to co-exist, impacting reliance on services and overall
health and wellbeing (59, 72).

Efforts to improve post-hospitalisation outcomes have tended to focus on one
primary outcome at a tfime. For example Haines et al (74) investigated the effect
of an exercise programme for the prevention of falls during the post-discharge
period, while Lannin et al (75) investigated a home assessment prior to discharge.
Previous systematic reviews have demonstrated effective interventions to prevent
falls with older adults living in the community (67, 76). These include: group and
home-based exercise programmes, Tai chi programmes, individualised home
safety assessment, cataract surgery — first eye, and gradual withdrawal of

psychotropic medications (67).
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A systematic review and meta-analysis was carried out by Fairhall et al (59) of
older community based adults, aged-care facilities or hospital settings to
investigate whether exercise interventions (to prevent falls) had an effect on
participation in life roles. It identified a small improvement in participation in life
roles with specified falls interventions, with a larger effect shown when an exercise
component was included. However, this review did not specifically focus on the
post-discharge population. Given the shared risk factors of falls and participation
in occupations conftributing to causation, it is plausible that programmes designed
to prevent falls may have the added benefit of promoting occupational
participation and vice versa. Occupational participation is defined as being
‘engaged in work, play or activities of daily living that are part of one’s social-

cultural context and that are desired and/or necessary to one's wellbeing’ (68).

These concepts are important for service delivery, as a programme that
addresses both participation and falls outcomes would be more valuable than
interventions that only address one, all other things being equal. There is a need
to investigate: i) whether interventions designed to prevent falls increase
participation thereby minimising occupational disruption in the post-discharge
population, ii) whether interventions designed to increase occupational
participation in this population do increase participation outcomes, and iii)
whether interventions designed to increase occupational participation minimise
falls in the post-discharge older adult population. A systematic review and meta-

analysis was conducted to investigate these three questions.

1.7.3 Method

A literature search was conducted in February 2012 using the following electronic
databases: OVID Medline, AMED, PsychINFO, SCOPUS, CINAHL, EMBASE,
Cochrane Library, and also manual search of the OT Seeker, OTDatabase, PEDro
and REHABDATA (NARRIC). Peer reviewed articles and grey literature were
examined through searching online. A comprehensive list of search terms was
used including Medical Subject Headings (MeSH terms) where possible that
included: aged, elderly, living at home, post-discharge, falls intervention, therapy
with a number of functional and participation outcomes also explored. A full list of

search terms is available in Appendix 1.5.
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The following criteria were used to determine the eligibility of studies for inclusion in
this review: i) interventions examined either an intfervention designed to promote
participation in occupations or an intervention previously demonstrated to reduce
falls in this population, ii) the patient population were 65 years and over in the
post-discharge period from hospital or emergency department visit, ii) the study
used a randomised controlled trial design, and iv) the study reported an outcome

of participation.

Intervention studies were excluded if they only examined falls outcomes and not
participation outcomes as these studies have been examined in other reviews.
Studies were included if; the intervention began in hospital and then followed
through after discharge to home, if the intervention began following discharge,

and if the hospitalisation was through admission to the emergency department.
Classification of interventions

The interventions used were classified into the following categories; i) exercise, i)
home modification, iii) psychotropic medication withdrawal, iv) Vitamin D
supplementation, or v) multifactorial interventions. These classifications were
based on a Cochrane Review of effective interventions for preventing falls of
older adults living in the community (77). Participation interventions were classified
as such if the primary intervention used was to increase participation in life

situations within the home or community settings.
Participation definition

There are varying definitions encompassing the term participation. In this study,
the term participation is referring to ‘engagement in life situations’ (48) and
occupation refers to ‘engagement and participation in a recognizable everyday
life endeavour’ (7). Integrating these two concepts leads to occupational
parficipation where people engage in varied activities, roles and routines that are
necessary for health and wellbeing (68). There are many possibilities of what daily
occupations people may choose relating to how they participate in life situations
and these may differ from person to person. This review examined a selection of

possible occupations and assessed the study outcomes against these definitions.
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Data extraction

Titles were initially reviewed by the primary researcher (EP) with any irrelevant
artficles or duplicates discarded. The remaining records were analysed through
tittle and abstract by two independent researchers (EP, AL). Any disagreement of
studies to include was settled through accessing the full arficle and discussion with
any further conflicts resolved through arbitration of a third reviewer (TH). The flow
of references identified through the review process is presented in a PRISMA flow

diagram (78), as identified in Figure1.10.

Risk of bias

A risk of bias assessment on the retained manuscripts was carried out using the
PEDro scale (79). This process was used to systematically identify contributing
factors related to study design and reporting that may have biased the results.
The PEDro scale identifies factors of the allocation methods, blinding,
concealment and other specific areas of bias. However, it is only possible to
estimate what extent the bias has impacted the results, and not to determine the

true extent of bias (80).

Data synthesis and meta-analysis

The following details were extracted from the reviewed articles by two
independent researchers: specific falls intervention carried out, the participation
tool used and scores, age group, discharge environment of participants, sample
size and specific point of time for follow-up measurements if available. If data
were missing, the identified author was contacted in their current workplace via
email on two occasions, requesting further data. If no response was received,

then the study was excluded due to insufficient data.
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Identification
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Eligibility
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Records identified through
database searching

(n = 459)
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Records after duplicates removed

(n = 305)
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Records screened ) Records excluded, not
(n=305) pertaining to falls
(n=141)
Full-text articles
excluded
) (n=158)
Full-text articles
assessed for eligibility 147  Did not include a
(n =164 participation
measure
7 Not an RCT
2 Not discharge
population
2 falls intervention -
Potential studies to not primary factor
include —
(N =6) Insufficient data
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authors
(n=1)
\4
Studies included Studies included Studies
in quantitative in quantitative included in
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*Falls (1) & *Participation (I) synthesis (1) -
participation & participation *Participation Intervention
(O) (O) (I) & falls (O) (O) -
(n=15) (n=0) (n=0) Outcome

Figure 1.10: Flow diagram of selection process of articles for falls interventions

impact on participation post-discharge.
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Extrapolation of the mean, upper and lower confidence intervals and standard
deviation were used in the meta-analysis. This meta-analysis is based on a random
effects analysis approach, as the tfreatment effects differ from each other. This
approach takes into account the possibility of both sampling error and underlying
variance of the population, contributing to the source of the variance of effect
size (81). The pooled standardised deviation was estimated using standardised
difference and standardised error calculations. This calculation was completed so
that future research outcomes could be compared more easily using the
standardised units presented. A meta-analysis was then carried out with this

continuous data.

1.7.4 Results

The initial search yielded 459 records which were reduced to 164 records after
deletions. Within the remaining 164 studies, following a more detailed review it was
determined that 19 of the studies measured participation using a range of
measurement tools. However, 13 of these studies did not meet one or more of the
inclusion criteria, and reduced the eligible studies to six. No studies using

participation as a primary intervention were identified.

Of the six remaining studies, three records did not report sufficient data required
to complete this type of calculation and the authors were contacted. Two of the
three authors supplied the additional data (82, 83). One did not respond and the
corresponding study was discarded from the meta-analysis (84). Two studies
reported the same cohort for both papers over two different time periods, and
only one was included in each analysis (82, 85) as seen in study demographics
and infervention characteristics presented in Table 1.1. Three studies measured
outcomes at differing timeframes, leading to the meta-analysis being divided into
two timelines of participation measurement: short-term (less than six months from
discharge, n=3) and long-term (6-12 months from discharge, n=4). The pooled
sample sizes following randomisation for short-term were n=488, and long-term
n=571. Overall, seven participation measures were identified within the reviewed
studies but of the eligible studies, only the Frenchay Activities Index (FAI) was used
indicating a strength for the analysis as additional sources of variation did not
need to be considered (63). This scale incorporates a time-use method of viewing
participation, to collect frequency and duration of participation in varying

activities. The FAIl is comprised of 15 items and identifies a selection of activities
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carried out in both home and community settings including; indoor/outdoor
domestic activities, social activities and ‘gainful work’. The scale ranges from 0-45
with higher scores indicating greater participation. This scale uses the timeframes
‘never’/'none’ to ‘weekly’ including hours of work and has documented good

construct validity (63).

Assessment of risk of bias identified differences across studies in several areas.
Total scores of the studies ranged from 5/10 to 8/10 indicating different degrees of
adherence to items and possible bias in each study. Blinding of participants or
therapists was not carried out in any of the five RCTs, while four had baseline
comparability, concealment of allocation and intention to treat analyses (83).
Outcomes of this analysis are presented in Table 1.2. Although it is important to
note these areas of non-adherence and potential bias, this did not require any of

these studies to be excluded from analyses.
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Table 1.1:

Study demographics and intervention characteristics identified

Authors/
year

Haines et al
(2009) two
& six month
follow-up
Hendriks et
al (2008)
four & 12
month
follow-up
Von Koch et
al (2001)

Ziden et al
(2008) six/
12 month
follow-up
Ziden et al
(2010)

Participants
at randomisa-
tion

n=53

n=333

n=83

n=102°

n=102°

Age -
mean

80.7

74.9

72

81.9

81.9

Location

Hospital to
home

Emergency
Dept.

Hospital to
home

Hospital to
home

Hospital to
home

Country

Australia

Netherlands

Sweden

Sweden

Sweden

Interventions

Exercise-
balance and
strengthening

Assessments
with
education

Rehabilitation
at home

Supported
discharge and
rehabilitation

Supported
discharge and
rehabilitation

Professionals
involved

Physiotherapi
sts

Doctors and
occupational
therapists

Occupational,
physio and
speech/
language
therapists
Occupational
and physio
therapists

Occupational
and physio
therapists

Diagnosis
/ Ward

Geriatric,
medical or
surgical

Following
a fall

Following
a stroke

Following
a hip
fracture

Following
a hip
fracture

Exercise

Yes

Yes

Yes

Yes

Home safety/
modifications

No

Yes

No

No

No

Vitamin
D

No

No

No

No

No

Medicat-
ion
reduction
No

No

No

No

No

Multifactor-
ial
approach
No

n
Yes

Yes

Participat
-ion
measure
FAI"

FAI

FAI

FAI

FAI

*Frenchay Activities Index. TIncluded full medical assessment incorporating review of vision and medications, although interventions were not discussed.
* Included interventions from an occupational therapist also but did not state safety assessment was carried out although this is common practice in home assessment.
s Only one of these studies used in each timeframe meta-analysis as the same cohort is used.

||Therapy by an occupational therapist also discussed although specific home safety assessment not stated.
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Table 1.2: Outcomes of PEDro analysis of bias

Authors/year

Haines et al
(2009)
Hendriks et
al (2008)
Von Koch et
al (2001)
Ziden et al
(2008)
Ziden et al

(2010)

Eligibility

specified

Yes

Yes

Yes

Yes

Yes

Random

allocation

Yes

Yes

Yes

Yes

Yes

Concealed Baseline

allocation

Yes

Yes

No

Yes

Yes

comparability

Yes

Yes

No

Yes

Yes

Blind

subjects

No

No

No

No

No

Blind

therapists

No

No

No

No

No

Blind

assessors

Yes

Yes

Yes

No

No

Adequate

follow-up

Yes

No

Yes

Yes

Yes

Intention

to treat

Yes

Yes

No

Yes

Yes

Between

group

comparisons

Yes

Yes

Yes

Yes

Yes

Overall

score

* Scale is 0 — 10 with 10 showing the most adherence to items
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Meta-analysis results

Only one study individually identified a beneficial effect of a falls intervention on
participation following meta-analysis (85). However, when the studies were
pooled within the two separate measurement timeframes, the overall positive
effect identified was significant. This demonstrated that participation was
increased with falls prevention interventions for the post-discharge population as
seenin Figures 1.11a and 1.11b. However, it is important to note that the effect
size in each analysis was small [pooled standardised effect: short-term 0.20, 95% CI
0.01 t0 0.39 (p =0.042); long-term 0.21, 95% CI1 0.03 to 0.39 (p = 0.026)]. There was
low to moderate heterogeneity when pooling these data with 12 = 40.3% for short-
term, and 0% for long-term. The Cochrane's chi squared statistic in each case for

heterogeneity was not significant (p = 0.187 and p = 0.789, respectively).

Short-term
Pooled %
standardised
ES (95% Cl) Weight
Haines et al (2009) 0.27(-0.31,0.86) 10.77
Hendriks et al (2008) ——o—— 0.08 (-0.16, 0.31)  65.59
Ziden et al (2008) 0.50 (0.11,0.90)  23.64

Overall <> 0.20 (0.01,0.39)  100.00

T T ‘ T
-1 0 +1
Favours control Favours intervention

Figure 1.11 a) Less than six months post-discharge
(I-squared = 40.3%, p=0.187 - heterogeneity)
Comparison: Falls intervention versus control

Outcome: Impact on participation

Note: Weights are from random effects analysis
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Long-term

Pooled

standardised %

ES (95% CI) Weight
Haines et al (2009) 0.23 (-0.33, 0.80) 10.24
Hendriks et al (2008) __.__ 0.13 (-0.12, 0.37) 54.33
Von Koch et al (2001) 0.25 (-0.20, 0.70) 16.14
Ziden et al (2010) 0.37 (-0.04, 0.78) 19.30

Overall <> 0.21 (0.03, 0.39) 100.00

T ! T
-1 0 +1

Favours conftrol Favours intervention
Figure 1.11 b) Six months or more post-discharge
(I-squared = 0.0%, p=0.789 - heterogeneity)
Comparison: Falls intervention versus control

Outcome: Impact on participation
Note: Weights are from random effects analysis

1.7.5 Discussion

This review attempted to identify studies relating to three questions around
prevention of falls and promoting participation in the post-discharge older
population. Due to the paucity of current research, enhancing participation does
not appear as a primary intervention and few studies incorporate participation
measures in falls interventions with this population. Hence, there were only five
studies that could be used in this meta-analysis and only one question could be
addressed. The small number of studies able to be analysed has an impact on
the lack of generalisability of the findings, although they do show that there is a
correlation between falls interventions and level of participation. There is
evidence that integrating exercise in everyday life activities has an impact on
parficipation levels and decreased falls in the community dwelling populations
(86). However, it is not yet known whether direct facilitation of participation in
daily occupations with older adults post-discharge will lead to greater benefits for

both falls prevention and participation enhancement.
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Geographical and contextual locations of the studies varied across three
countries. Participants were recruited from hospital or immediately following
admission /discharge from an emergency department. The health systems in
each of the countries varies from a highly regulated private insurer health system
(the Netherlands) (87), to state policy with regional funding distributed through
local county councils and municipalities (Sweden) (88), to a mixture of
national/state funded public services with private health care options (Australia)
(89).

The similarities within these studies are that a significant health event caused a
disruption in occupations to some degree, which then necessitated contact with
a health-care system. Across the studies this included stroke, a fall (either injurious
or significant enough to warrant a visit fo the emergency department) or an iliness
requiring health service input through the hospital, refer to Table 1.1. The stroke
study (83) included collection of self-reported falls data and provided an
individualised rehabilitation programme including exercise, which related to the

overall eligibility for meta-analysis.

The types of falls prevention strategies carried out differ in each of the studies with
all except one including an exercise component (90) and none promoting
participation as the intervention. The interventions included: a programme of six
types of exercise at six levels of difficulty with the novel delivery mode of a DVD
(?1); supported early discharge with continued rehabilitation at home through a
multidisciplinary approach from an occupational therapist, physiotherapist and
speech language therapist (83); rehabilitation in daily activities and physical
function in the home compared with conventional care (82, 85). Hendriks et al
(2008) did not include exercise as part of the intervention in their study but carried
out a full medical assessment including medication /vision review and
occupational therapy assessment. The occupational therapy component
included a home based safety assessment with education and basic
modifications as required. Although these interventions differ, they all included

components of effective falls prevention strategies.

Similarities between these studies included; the age range of older people

recruited post-discharge, the randomisation of allocation to the experimental and
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conftrol groups, between group comparisons identified, and point estimate and

variability identified and discussed.

Falls prevention interventions provided to older adults returning home post-
hospitalisation appear to have the added benefit of enhancing participation in
occupational activities. This was also apparent even when embedded in a stroke
rehabilitation programme. However, the magnitude of impact (effect size) of

parficipation enhancement was small.

Efficacious falls prevention interventions have been shown to reduce the rate of
falls in the post-discharge population (67, 76). However, longitudinal studies have
shown that adherence to falls prevention strategies is poor long-term (92, 93).
Factors previously found to contribute to poor adherence to exercise-based falls
prevention interventions include exercise being foreign, painful or tiring, not
enjoyable, or the person lacks motivation to continue with the programme (92).
Low levels of adherence to exercise programmes have been documented over
several falls prevention trials and are likely to be even poorer when carried over

into ‘real life’ contexts outside of research (93).

Long-term adherence to falls prevention activities is vital for maintaining longer
term benefits. A previous 12 week trial of an exercise intervention with older adults
comparing weight bearing, seated resisted exercises and social visits (n=180)
demonstrated that the benefits in balance and falls risk were partially or totally lost
after only 12 weeks of cessation of the programme (94). If adherence to falls
prevention interventions is unlikely with older adults in the longer term, then there is
need to consider falls prevention and participation promotion from a different
perspective. This could include strategies being linked to everyday occupations
that hold meaning and importance to the older adult, thereby increasing
motivation for continuance as well as provide physiological benefits similar to

incidental exercise.

A recent randomised parallel frial was carried out in Sydney, Australia (86). This
three armed study investigated a lifestyle intervention approach on falls in older
people living in the community and also measured participation. Interventions
ranged from 1) balance and strength training integrated into everyday activities
known as the ‘LIFE’ programme (n=107), 2) a structured exercise programme three

times per week (n=105), and 3) a gentle exercise programme (n=105) with six and
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12 month follow-up. The results measured limitation as well as frequency of
participation across personal, social and community (95). Following a pairwise
comparison, the intervention was successful with the effect size reported as 0.49
(p=0.003), and structured versus control reported as 0.17 (p=0.28). This indicates
that integrating exercise into everyday life routines may be a way to increase
participation at the same time as addressing falls in older people in the

community.

By promoting participation in occupations that are of value to the individual and
that take place in his or her everyday environments, people are more likely to be
motivated to perform them long-term with positive results on participation (7, 86).
An example of this is if grocery shopping is familiar and meaningful to an older
person, then they are more likely to be motivated to return to this occupation
than begin a new activity such as a home exercise programme. Likewise with
outdoor recreational activities, individuals may be more motivated to be
supported to return to these rather than carry out a prescribed exercise
programme. This may be the key principle to promote the ongoing uptake of
participation-based falls interventions with older adults following discharge (86, 96).
However, limitations may exist for funding of these types of interventions, which do
occur in some occupational therapy community rehabilitation programmes but

may not be available for all older clients.

Study settings and interventions

Several features of the studies for inclusion in this meta-analysis require
consideration as they may have impacted on the type of clients that participated
in the studies. The people who volunteer to participate in studies involving exercise
are likely to be positively predisposed fowards exercise compared with the
general patient population. Those accessing privately funded services may have
higher expectations of access to freatment possibilities (97). Payer source,
whether it is through private or public funding, may influence differing levels of
adherence to strategies although this is not yet shown in this population (98).
These factors may have influenced the type of participants recruited for the
studies and the involvement expectations they may have had. However, the

homogenous results presented, may indicate that the mechanism by which the
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interventions promote participation, may be close to being completely mediated

via the prevention of falls rather than due to the other influences identified.

Study limitations

A key limitation in this review was the small number of studies that identified
parficipation as an outcome to measure. The initial review resulted in 19/164
studies that included a participation measure with only six meeting all the
inclusion criteria and five reporting sufficient data for analysis. The definition of
participation varied and was discussed in different ways throughout the studies
even though the same measure was used. All studies included at least one
evidenced-based falls prevention strategy, although these were also diverse
across the studies. There were insufficient studies to meaningfully conduct further
meta-regression analysis to identify which specific intervention(s) may have had a

stronger impact on participation.

Other limitations include the different context of the sample populations (patients
from within a specific unit or emergency department and different countries), also
varying stages of health. There were variances in the interventions carried out

where four studies included exercise intervention, and one did not (90).

Few studies have measured participation outcomes in falls inferventions in the
post-discharge older adult population and therefore the overall number for meta-
analysis was only five, with a total of 571 participants. Although these studies have
examined the impact of falls inferventions on participation across varied
diagnostic groups of older adults, this was more as a secondary outcome

measure than a primary one.

Recommendations for rehabilitation

Findings of this study were significant (with small effect size), that intervention to
reduce falls increased participation in occupations and therefore has an
implication for practice. It would be advisable for health professionals to focus on
falls prevention programmes within their rehabilitation interventions for older adults,
to promote participation in occupations until further more conclusive research is

completed.
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Recommendations for future research

This meta-analysis has highlighted potential directions for future research. Falls
prevention studies need to include measurement of participation as one of the
primary outcomes in order to provide further evidence of the impact on
participation. Future research could include studies that incorporate participation
based interventions, which is currently not routine practice. Investigating which
participation scales are more valid in determining both physical and
psychological participation in daily life following a stay in hospital is warranted. By
including all or some of these considerations in future research, these components
may increase individual adherence to programmes and positively impact longer-
term outcomes, thereby contributing to overall health and wellbeing following

hospitalisation.

1.7.6 Conclusion

When investigating the causal association of falls intervention on the participation
of older adults following discharge from hospital or emergency department to
home, this meta-analysis indicated a positive effect. The evidence suggests that
falls intervention services provided to this participant group leads to a greater
increase in parficipation in daily occupations compared to the control conditfions.
However, it is important to note that the effect size was small (0.20, 0.21) although
significant (p =0.042, p = 0.026). As no studies were identified in the systematic
review that used strategies to primarily promote participation in occupations in
this population, only one of the three review questions was able to be addressed.
This indicates the need for ongoing research to identify if participation
interventions do indeed increase participation, and if participation interventions
positively impact falls with the older adults after they are discharged home from

hospital.

The implications of this meta-analysis are to assist in determining potential cost
implications of falls prevention programmes. It may be possible to provide more
cost effective health interventions by designing programmes that concurrently
address both participation issues and falls prevention initiatives. This could
potentially reduce negative health outcomes and service demand by positively
impacting health and wellbeing through addressing participation in daily

occupations.
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1.8 Summary of chapter one

This chapter contextualises the background to this thesis by presenting the
ongoing health challenges for the ageing population; exploring and defining the
term participation; introducing two conceptual models on which this work is
based; and documenting the first study that investigated falls interventions with

older adults and the impact of these on participation.

There are additional research questions that arose from following the systematic
review. These include; how studies in falls prevention could include a primary
measure of participation, and what are the appropriate valid measures of
participation to use following hospitalisation¢ However, these were unable to be
considered within this thesis due to limitations of resources and the chosen focus
for the remainder of the studies within this project. The decision to focus on
increasing understanding of why older adults participate in activities/occupations,
and what were the enablers and barriers for this type of participation was made
as this was clearly not an area that had yet been investigated fully. It was
determined that these initial steps needed to be clarified before the previous

questions could be explored.
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2 Volition and participation

2.1 Précis

The previous chapter presented study 1 (a systematic review) that focussed on
the impact of falls intferventions, or interventions designed to improve participation
amongst older adults following discharge from hospital or emergency department.
The systematic review identified that participation rates can change in response
to exposure to a range of falls prevention interventions, however the results did
not tell us why. In undertaking this thesis a decision was made at this point to
direct the investigations more broadly, to gain better understanding of why older
adults participate in activities/occupations. This chapter will explore these reasons
whilst paying particular attention to the concept of volition and the established
theoretical models that have explored this concept. It also presents a brief review
of literature to understand the association between volition and occupational

participation.

2.2 The importance of volition for participation

2.2.1 What is volition

Volition is described as the thinking process that translates intention (motivation)
into action (4). It has been posited as an essential component (99) of achieving
participation in activities for individuals. However, volition has not been widely
investigated amongst older adults (7, 99). Volition is recognised as a complex
intfernal response of intentional action within the brain (7). It is related to social
psychology (incorporating behaviours, interpretations of experiences and social
influences) as well as functional neuro-anatomy (organisation of the neural system)
(100). Three components of volition are described as being essential to support
these thinking processes of completing activities or occupations (7). These are;
personal causation, values, and interests (Figure 2.1). These components have
been asserted as contributing to the interpretation of life experiences in which an
individual creates their “role” within the world they live which then leads to

participation (7).
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Personal causation:
sense of
competence and

effectiveness

Person

in their
environmental
context

Values: what is
important and
meaningful fo do
Interests: what is
enjoyable and
safisfying to do

Figure 2.1: The components of volition leading to interpretation of thoughts

and feelings

(adapted from The Model of Human Occupation: Kielhofner, 2008 p.13)

The first component of volition (personal causation) (7) pertains to the degree of
self-understanding or knowing that one has the ability fo achieve the desired
action/activity (7). Personal causation is not a commonly used term in health
literature but has been recognised as comparable to competence (101). This is
defined within the theory of self-determination (101) as when a person believes
they have the degree of ability or skill required to achieve a specific activity.
Other theorists have identified this component of volition as self-efficacy (102) and
described as the belief that one has in oneself to reach personal goals (103).
These three psychologically based models or theories contain a commonality.
That is, individuals have a psychological need to believe that they are capable of
achieving a desired activity in order to complete it (?9). Personal causation
contributes to the thinking process to elicit action by supporting the internall
thought processes and is proposed as a vital driver of infention into action

(participation) (4).

Previous research has identified that individuals are less likely to attempt, or
succeed in, an action or activity if personal causation (self-belief) is not present (7,
104). This has implications for health professionals when working towards optimal

health outcomes with clients in rehabilitation programmes. There is a probable
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need for clinicians to consider how to develop effective strategies that enhance
personal causation (or self-efficacy) within clients, which could potentially lead to
supporting adherence to recommended interventions in rehabilitation
programmes (72). Individuals who believe they can achieve activities are more

likely to accomplish participation and have improved health outcomes (105).

The second component identified in the theory of volition is values, or meaning, of
the activity to the individual (7). Activities need to align with the personal values,
belief system, convictions and sense of obligation of the individual for
participation to occur (10, 51). A recent study of 154 community-dwelling older
adults in Los Angeles investigated meaningful activity participation and wellbeing.
The study reported that individuals with higher levels of participation in meaningful
activities, had better psychological wellbeing (p<.01), as well as higher quality of
life (p<.01) (106). This has also been supported by previous studies where the
importance of meaning in activities was associated with higher levels of life
satisfaction with younger and middle aged adults (107, 108). Additionally,
engagement in activities that matched personally held values and contained
meaning for the older adults (60 — 91 years, n=292) were associated with
successful ageing (p=.01) (39). Engaging in meaningful activities has also been

identified as a determinant of wellbeing (99, 106, 109).

The final component of volition that has been proposed is interests (7). Having an
interest in performing a specific activity is likely to lead to personal enjoyment and
satisfaction (7). The interest may be intrinsically driven (decision from within own
self) or extrinsically driven (to please someone else or seek areward) (7). A
previous study of adults with obesity in Canada identified that having an (intrinsic)
interest in the activity was one of the determinants for effective action (92). In
conftrast, a lack of interest was reported as a barrier to engaging in positive health
activities (92). However, the participants in that study were aged 25-65 years. This
exemplifies that volition has not been extensively researched amongst older
adults. However these principles are likely to be generalisable to the older

population.

2.2.2 How does volition differ from motivation?

Volition is not a commonly used health term across disciplines or research when

investigating activity or rehabilitation programmes. However, one concept that is
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similar is motivation. Motivation is a term that has varied interpretations and has
been defined as “a hypothetical construct describing the inner and/or outer
forces responsible for the triggering, guiding, intensity, and sustaining of behaviors”
(4). It can incorporate an inner drive (known as intention) to behave or actin a
certain way that may incorporate wishes, desires and goals in an effort to
activate action. Previous health researchers have identified motivation as a key
component for client participation in programmes (99). This has been
accompanied with the acknowledgement that a lack of motivation can lead to
suboptimal levels of functioning (99, 110). However, it has been suggested that

motivation alone does not necessarily compel intention into action (7, 111).

A discrepancy can exist between the personal belief that an individual has high
levels of intention (motivation) to perform a task or activity yet they do not carry
out, or achieve the intended activity (4, 99). Shifting from intention to completion
of an action has been posited as requiring an additional component (4, 111). This
is described as volition or the next level of thinking, planning, problem solving and
inifiation that needs to occur to moves beyond motivation and successfully

achieve action (participation) (111) (Figure 2.2).

B — ﬁ

Motivation: Volition:

\intention \action

Figure 2.2: Proposed motivation and volition process of participation.

Volition has been argued as an influencing factor of participation in activities for
older adults. An example of how the components (personal causation, values
and interests) work together and how volition differs from motivation is presented

below.
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An individual states their desire to leave their current job to find part-time
employment as they are nearing retirement and unhappy with remaining in
the current demanding workplace environment. However one year later they
remain in the same role and have not investigated any possibilities or applied
for any alternative roles. This could exemplify a lack of what is commonly
called motivation or the intention to complete an action. They have still not
achieved the task even though the person may strongly believe they have
high levels of motivation or intention to change roles. They may possess the
ability to make and achieve a plan for the desired change. However they
may not be able to overcome the current challenges (e.g. a health limitation,
lack of interest, fear of the unknown, or a challenging environment). They may
lack the self-belief that they can actually achieve a different work role
(personal causation); be unsure of what possible job opportunities could align
with their beliefs regarding meaningful types of roles (values); or determine
which roles could match their area of passion (interests). The activity of

“finding another job” would remain uncompleted as the three volition

components were not able to be fulfilled.

2.2.3 The Model of Human Occupation (MOHO)

Personal causation, values, and interests have been presented as three core
volition components within the Model of Human Occupation (MOHO) (7). Volition
is described within this model as the “impetus towards action” (51) and is a unique
feature of the MOHO (7). The MOHO centres on the processes of how humans
adapt to being able to perform occupations that become habits and roles within
their lives (7). It considers "environmental impact, volition, habituation (patterns,
habits and roles), performance capacity, participation, skills, occupational
identity and occupational competence”. These have been stated as leading to
occupational adaptation (7) (Figure 1.7 in section 1.3.4). Adaptation is concerned
with how people adapt their choices of, and undertake their occupations
through selecting, organising and interpreting their personal experiences and
development of identity (roles) and competence (abilities) (51) (e.g. a fransition
from paid employment to meaningful engagement in leisure or community

activities).
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The MOHO presents a theoretical approach to understand why people do things,
what influences choice of activities and how they change and adapt areas of
their lives to achieve participation. This biopsychosocial model explains how a
person engages in occupations through internal concepts of volition, habituation
(roles and habits that are formed during life), and performance capacity
(physical and mental abilities). These components lead to participation,
performance, and skill advancement. Facilitation of these self-regulatory
strategies has been associated amongst older adults with increased physical
performance (112), improved adherence to health programmes (113) and

resulted in a positive impact on overall levels of participation (114).

The basic assumptions of the MOHO include that humans are a dynamic system
where elements work together to produce behaviour which is responsive to, and
dependent on the context (7). It assumes that behaviour changes continuously to
meet these opportunities and demands. The model espouses that people are
shaped by occupations and everyday doing (of activities) where occupations
are the result of motivation (intention), patterns of behaviour, performance
capacity and influenced by the environment. People are able to reshape their
abilities and identities through adaptation or interpretation of life experiences (7,
115). This is encapsulated in the term volition which is seen as a vital concept to
explore in relation to understanding these choices and opportunities for

parficipation.

One population group for which consideration of volition may be important is
older adults who have recently had a period of hospitalisation for a significant
health event whereby they may have experienced a temporary loss of ability to
perform valued activities. These people often undergo a rehabilitative process
aimed at restoring them to their previous levels of participation. Limited research
has been published exploring the concept of volition amongst older adults post-
discharge to examine how this supports or inhibits participation and health
outcomes (115, 116). Previous research has demonstrated positive associations
between participation and wellbeing in older adults and between volition and life
satisfaction in older adults (117). An example of this was a study investigating the
determinants of wellbeing that reported an association between volition and
wellbeing in younger university students (118) (not amongst older adults). A final

quantitative study of 292 community-dwelling older adults (60 — 91 years) in the
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United States investigated the correlation between long-standing occupations
(that were meaningful to the individual) and successful ageing. The study
identified that being engaged in long-standing occupations was associated with
life satisfaction (r=0.25; p = 0.01) (39). The occupations examined in this study
held a high degree of meaning for the individual and provides evidence towards

understanding the link between volition and participation.

Two qualitative studies have been published investigating the association
between volition and participation in occupations amongst older adults. A
phenomenological study explored the experiences of eight participants living in a
residential facility with dementia and how volition impacted upon their
occupational choices (119). The study reported three themes that explained how
volition was experienced 1) variation in the expression of volition for engagement
in occupations, 2) participants redefined what was meaningful to them due to
limitation they now had, and 3) interactions between volition, meaningful
occupations, and social environment, impacted on the behaviours they exhibited
(119). The remaining qualitative study described two personal narratives to
understand how volition impacted on their sense of contfrol and choice of
activities explored (120). Although these studies shed some light on the
relationship between volition, participation and health outcomes, little is known
about these relationships amongst older adults living in the community or those

who have been discharged from hospital.

2.2.4 Summary of volition

This section has provided a definition of volition; explained how the concepts of
personal causation, values, and interests combine into the broader construct of
volition; articulated differences between the concepts of motivation and volition;
and summarised the available evidence reporting associations between volition
and participation activities on health outcomes. It has also highlighted the lack of
research into volition and participation amongst older adults which indicates the

need for further investigation.
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2.3 Measuring volition

To investigate volition and participation with the older population, a measure was
required. This would enable clinicians to identify the level of volition an individual
has, in order to be able to select activities within their rehabilitation programmes
that contain higher levels of personal meaning. This in turn is likely to increase the
adherence to continuation of recommended programmes or activities, and

thereby positively impact health and wellbeing.

A limited range of five volition scales were identified following a review of the
published health science literature. Key words included; volition, motivation,
measurement, older adults, participation, and daily activities. The method of data
collection planned for the ensuing cross-sectional studies within this thesis was
through telephone interviews. Therefore the scale selected needed to be
administrable during a one-off contact by phone. The literature review used the
Scopus database and Google Scholar to identify appropriate instruments that
could be utilised with older adults in a short one-off telephone interview. These

scales are presented and discussed with a summary identified in Table 2.1.

The first scale is the Volitional Questionnaire (VQ) (121) that has been used in
occupational therapy to assess volition through systematic observation (by the
therapist) of a person’s behaviour and how they react within the environment
(110). The VQ is useful when a person cannot self-identify their level of volition (e.g.
if they have dementia) and can lead to identifying relevant occupations to
explore with the individual. However the findings are influenced by therapists’
interpretation and the requirement for direct observation may prove time
consuming. High inter-rater reliability of the VQ was identified in a United States
study with intraclass correlation co-efficients between 0.75 and 0.9 across 30
experienced therapists (p values not reported) (110). All but one item met the
requirements for unidimensionality following Rasch analysis, indicating that the
items were a valid measure of the volition construct (110). The VQ has been used
in the field of adult mental health 18 — 65 years (122), adults with intellectual
impairment (123), and also developed for paediatrics (124), therefore not

immediately generalisable to older adults.
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Table 2.1: Overview of volition scales identified following a scan of literature

Scale

Volitional
Questionnaire

Assessment of
Occupational
Functioning
Model of
Human
Occupation
Screening Tool

Volitional
Component
Questionnaire

Occupational
Questionnaire

Administration
method
Observation

Collects
vocational history,
narrafive responses
Observation,
interviews, case
notes and proxy
notes

Face to face

Pre session
requirement with
face to face
discussion

Strengths

Occupation based
Client-centred

Easy to score

Can infroduce
occupations (new to
the client) from the
scoring

Information gathered
from the client’s view
A screening fool
Flexible across settings
and client groups
Easy to use

Measures two modes of
volition

Comprehensive scale
Identifies predictability
of behaviours

Short screening tool
Easy to use

Limitations

Mainly used with young
adults, paediatrics and
people with intellectual
impairment

Time component (30
mins)

Extensive data
collection, better
suited in clinical
settings, validated with
younger adults

Length (190 or 36
items), mainly used
with athletes or those
with psychiatric
disorders

Requires af least two
person contacts,
requires pre-session
work by the individual,
varied Likert scale
responses

The second instrument is the Assessment of Occupational Functioning (AOF) scale.

The AOF identifies the three constructs of volition (personal causation, values and

interests) along with identifying the individual’s roles, habits and skills by either the

therapist or the individual from their perspective (with therapist follow-up). This

scale collects a vocational history of the participant and takes around 30 minutes

to administer the gathering of mainly narrative responses (125). The AOF requires

interpretation by the therapist (of the participant’s answers) and to describe the

person’s level of volition and what occupations they are interested in pursuing.

This scale has undergone examination of content validity (126) and been used

with young adults (127), and adults who are alcoholics (128). Test-retest (three

diagnostic groups) and inter-rater reliability were identified as being above

minimum acceptable levels (coefficients .70 to .90, p < .01; .78, p < .01) with

community and institutionalised older adults (125). A limitation of this scale is the

time required to administer this assessment can preclude it from various settings.
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The third instfrument is the Model of Human Occupation Screening Tool (MOHOST)
(129) which is a comprehensive scale to capture information that is both
occupation and volition focused across client groups and settings. This scale
provides an understanding of the client to guide development of the client-
cenfred treatment plan. Information can be gathered through observation,
interviews, case notes or proxy reports (7). This MOHOST has been used with adults
18 — 65 years of age (n=163) and shown to have internal content validity as well as
clinical utility when used by therapists in the United Kingdom and the United States
(130). Reliability and validity of the scale was investigated and reported as (infit:
mean 1.0, [SD 0,4], STD -0.2, [1.4], reliability indices of 0.93) (130) with only two out
of the 24 items misfit. This indicates the tool was valid and measured the construct
infended (infit MnSq: 0.7 to 1.6; ZStd -3 to 5), with a standard error ranging from
0.12 to 0.14. Data collection for this assessment is more suited to the clinical
environment where observation can be used and therefore has limited

applicability.

The fourth instrument is the Volitional Component Questionnaire (VCQ) (131)
which is commonly used in psychology to measure volition. It is a detailed 190
item scale that calculates differences in self-regulatory abilities and is able to
predict behaviour. A shortened 3é-item version is also available and has been
used amongst people with psychiatric disorders and in Human Kinetics in relation
to athlete recovery following injury (132, 133). A cross-sectional study investigated
depression in people with multiple sclerosis (134), using the VCQ. It examined the
association of volitional modes of coping where maladaptive volitional
behaviours were elicited through demanding or stressful situations. Internal
consistency of the scale was reported as 0.62 to 0.90 (Cronbach’s alpha) (134).
The presence of adequate volitional components have been previously reported
to assist with recovery of stress when people are action oriented (r =-.32, p <.001)
(135). These studies have professed the importance of volition in order to promote
participation. However the VCQ is time intensive due to the number of items and
has been applied more with psychiatric and sporting contexts (young adults)

rather than the older adult population.

The final instrument identified was the Occupational Questionnaire (OQ)
screening scale (117), originally developed from the MOHO to measure

occupation by focussing on the *“volition subsystems and activity patterns” from
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the participant’s view (7, 117). An example of this is shopping (activity) may be
described by the individual as either recreation or work (occupation), depending
on their personal interpretation. The OQ incorporates the three volition constructs
in a short four-question scale to be administered in discussion with the individual,
after specific activities are logged within a daily schedule in half hourly increments.

The original questions state:
1) “I consider this activity to be: work, daily living work, recreation, rest,
2) | think | do this: very well, well, about average, poorly, very poorly,

3) For me this activity is: extremely important, important, take it or leave it,

rather not do it, total waste of time,

4) How much do you enjoy this activity: like it very much, like it, neither like it
nor dislike it, dislike it, strongly dislike it” (117) (Appendix 2.1).

The initial development of the OQ was reported in a descriptive study designed to
examine the relationships between the subsystems of volition (personal causation,
values and interest), patterns of activity, and life satisfaction of older adults (117).
Results reported a positive correlation between higher life satisfaction and higher
levels of engagement in work/ recreation activities, but not with daily living
activities or rest (117). Minimal reliability or validity studies have been published
amongst older adults however; Smith et al (117) identified 77-81% agreement for
the volitional items over two studies (two weeks apart) indicating a reasonable
level of test-retest reliability. The OQ has been used in studies to investigate time
use and perception of importance and enjoyment of activities with middle-age
adults in freatment for obesity (136), and examining predictors of occupational
balance with adults and rheumatoid arthritis in adults under 65 years but without
significant effect (p=.07) (137). It has also been used with particular diagnosis, for

example stroke (adults but age not specified) (138), to identify levels of volition.

The OQ was the only screening tool that was discovered through the literature
search; however there were a number of limitations identified with it 1) it required
more than one appointment with the individual; 2) the client needed to have a
copy of the scale and fill in one section prior to the session with the therapist; 3)
the information was asked differently for each question which may pose an
understanding problem if used in a quick screening environment; and 4) it was

unlikely to be able to be utilised in over-the-phone data-gathering contexts.
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Therefore, the OQ had limitations of applicability if clinicians were unable to meet

with the individual more than once, or if remote administration was planned.

2.3.1 Summary of volition instrumentation

The literature review of studies pertaining to volition identified five instruments that
stated they measured this concept. However, they are not appropriate for
administration by phone or in a single session as they require direct interaction
with an individual, observation, are time intensive due to the length of the tool, or
more than one session with the client. There is no commonly used short validated
screening scale of volition in conjunction with levels of participation, developed
for clinical practice that can be used across settings (e.g. hospital, community, or
phone interview). Therefore one needed to be created to address these
requirements for use in studies 2, 3, 4, and 5 of this thesis. The resultant scale was
adapted from the OQ and developed within the theory of the Model of Human
Occupation (7) to give credence to the construct of volition incorporated in

previous research.

2.4 What is the importance of being able to measure volition
amongst older adults?
Presenting the concept of volition and identifying how it can be measured
amongst older adults has the potential to identify which activities a person is more
likely to engage in (i.e. activities with higher levels of volition). This in turn could
influence the selection of activities incorporated in health renabilitation
programmes and lead to increasing overall participation levels within daily life,
leading to a positive impact on the health and wellbeing amongst older adults.
Therefore, the importance of measuring levels of volition is linked with how much
an individual is likely to participate in an activity and provide more successful

health outcomes amongst older adults.

The factors examined in this thesis (participation and volition) are based on the
precepts of the two occupation models which consider why and how people
choose to perform activities. The linking of volition and participation amongst
older adults has been highlighted as a currently neglected area of research

aftention. Additional investigation is required concerning the impact of volition on
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participation as a potential influence on adherence to health programmes (39,
99). Current gaps in research include the need to understand whether volition is
associated with participation amongst older adults; what impact hospitalisation
has on participation and volition following discharge; a brief screening scale for
use in practice; and identification of the enablers of, and barriers to, participation
following discharge home from hospital (59, 139). The absence of this research
forms the method of inquiry covered in the reminder of this thesis. This is fo gain
additional understanding of this high risk group of older adults in order to build
more sustainable health programmes that positively impact on their health and

wellbeing.

2.4.1 Additional factors that influence participation

The factors relating to the central concept of participation that encapsulates the
direction of this thesis have been presented in Figure 2.3. An established area of
research recognises that participation leads to improved quality of life and will not
be addressed. However, there were four outstanding areas of inquiry which led to
the development of the studies contained in the remainder of the thesis. First, the
interaction of physical and mental function on participation or how mental
function affects participation is still unknown and this led to the conception of
study 2. Second, the way in which volition is measured in clinical practice is not
commonplace, nor is there a brief screening scale available in literature. This led
to the development and validation of a screening scale of volition for use in
clinical practice and presented as study 3. Third, the associations between
participation and volition in the older adult population have not been elucidated,

which precipitated study 4.
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Study 1: Participation and falls; systematic review and meta-analysis

Study 2: Participation determinants; cross-sectional

Study 3: Construct validity of the Volition Scale; with Rasch Measurement Modelling
Study 4: Participation and volition; cross-sectional

Study 5: Enablers to and barriers of participation after hospitalisation; qualitative

Figure 2.3: Factors influencing wellbeing and positioning of studies.

The final factor explored in this thesis pertains to investigating enablers of, and
barriers to, participation including the influence of psychological factors. An
important psychological factor for participation in activities is coping strategies or
the way people respond to adversity or health disruptions. Coping strategies have
been explored in several studies including a longitudinal study of 287 older adults
(265) in Britain (140). The study investigated whether baseline biological,
psychological and social approaches to successful ageing predicted future
quality of life for people living in the community. Results reported that the
psychological approach (self-efficacy and optimism) to life and adversity, was
predictive of quality of life (p<.01) (140). A longitudinal randomised control trial
(n=220) of community-dwelling adults (20 — 71 years) in the United States
investigated how expressions of optimism and gratitude impacted wellbeing (141).
The study reported that participants showed increased life satisfaction over time
when focusing on the future with optimism, although this was not specifically with

the older adult population (141).
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These studies reflect the growing body of evidence that people can develop
coping strategies to gain control of their thinking and personal situations by
changing their actions even when their circumstances cannot be changed (142).
However, the enablers of, or barriers to, participation following hospital (including
volition and psychological responses such as coping strategies) have not been
fully examined within these fields. The lack of this research led to the development
of study 5 with investigation of the factors that supported or inhibited participation
following discharge (from the participant’s perspective) in an effort to understand

these further.

Many health intervention programmes currently implemented have not explored
the complex interactions of the critical components of psychological and
psychosocial health on participation amongst older adults. Research of
programmes intended for older adult participants (e.g. falls prevention) is well
evidenced (67) yet long term gains are still proving elusive (82, 143). Consideration
of the influence of psychosocial factors upon participation, or how these factors
impact health outcomes within these programmes post-discharge, was deemed

deficient and required additional research.

2.5 Intent of thesis

2.5.1 Primary research question

The aim of this thesis was to understand occupational participation and the role
that volition plays in the loss and recovery of participation in occupations
amongst older adults who have recently been discharged from hospital. The
primary question was: What is the impact of hospitalisation following a significant
health event (that required admission to hospital), on participation of older adults
who return to live at home? The specific aims following the systematic review
were to identify demographic, physical and psychosocial determinants
associated with participation in daily activities of community-dwelling older adults
(aim 2, study 2); examine construct validity of the Volition Scale administered to
community-dwelling older adults (aim 3, study 3); explore the association
between volition and participation in daily activities amongst older adults living in

the community (aim 4, study 4); explore enablers of, and barriers to, participation
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in daily activities amongst older adults who have returned home following

hospitalisation (aim 5, study 5).

The research aims of this thesis were addressed using two broader research
projects. The first broad research project was a prospective longitudinal study
that involved baseline (24) and follow-up studies separated over 12 months.
Questions that were asked at baseline were not necessarily repeated at the
follow-up and additional questions were used at follow-up that were not included
at baseline. Separate studies were referred to when data were cleaved off to
address one of the specific research aims. The development of these studies used
the follow-up data only, thus in effect creating a cross-sectional design. Data from
the first broad research project were used for three different studies (2, 3 and 4)
which formed chapters four, five, and six of this thesis. The second broad project
incorporated a purposive sample of older adults who were currently residing in
hospital (due to a significant health event) and were intending to be discharged

home. This data informed study 5 and reported in chapter seven.

2.5.2 Mapping of studies to research aims

The interactions between participation, volition and health outcomes are
complex and require improved understanding of these connections to potentially
decrease age related frailty and subsequent health care burden. This research
has the potential to influence health programmes in the future to optimise
outcomes and minimise service costs when clinicians are equipped with this
knowledge. A series of four studies (additional to the systematic review) were
completed to address the research aims. The mapping of these studies to the

aims with idenftified publication status is represented in Table 2.2.
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Table 2.2: Mapping of studies to research projects, aims, chapter and publications.

Title Broader Research Chapter Publication status
research aim
project
Study 1: The impact of falls N/A 1 1 Published July 2013
prevention on participation Disability and
in occupations of Rehabilitation
older adults following Journal
discharge: A systematic IF 1.498

review and meta-analysis.
Study 2: Factors impacting

Published 2014

the household and Disability and
recreafion parficipation of Rehabilitation
older adults living in the Journal
community. IF 1.498

Study 3: Examining the

(under review)

construct validity of the
Volition Scale (VoS) with
community-dwelling older
adults using the Rasch
Measurement Model.

Study 4: Exploring the 1 4 6 Published 2014
association between volition Clinical

and participation in daily life Rehabilitation
activities with older adults, IF2.191

living in the community.

Study 5: Enablers of, and 2 S 7 (under second
barriers to, participation in revision)

daily activities from the older The Gerontologist
adults’ perspective following IF 2.283
discharge: A qualitative

study.

2.6 Structure of thesis

This thesis was completed over three years (full-time) and contains identification of
the issues of participation amongst older adults following hospitalisation with five
studies written for publication. Chapter one presented an overview of the topic
with background information of ageing, literature review,
definitions/measurement of participation, factors impacting participation, the
outcomes of participation and systematic review with meta-analysis (study 1).
Chapter two explored the concept of volition with definition, the difference
between volition and motivation, the importance of measuring volition, and the
conceptual models that guide this thesis. It also presented a section on the
structure and intent of the thesis. Chapter three provides general methods and

information of the four subsequent studies to explore older adults in two settings;
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community-dwelling and post-discharge. Chapters four to seven present the
additional publications that arose from each of the completed studies. A précis is
located at the beginning of each publication chapter to identify the link of
individual studies to the overall theme of the thesis. Chapter eight illuminates the
synthesis of findings from all of the studies, research/clinical implications and
presents the overall conclusion. A synopsis of the chapter content is provided in
Table 2.3.

Table 2.3: Chapter overview of content.

Chapter Content
One e Background with critical review of current literature
e Topics discussed: ageing, health outcomes, participation (definition and
measurement)

e Theoretical concepts - Canadian Model of Occupational Performance and
Engagement, and the International Classification of Functioning, Disability
and Health framework

e Study 1 (Published 2013): Systematic review and meta-analysis investigating
the impact of falls prevention programmes on participation following
discharge. (Results presented at three conferences, Appendix 2.2 a, b, ¢)

Two e Volition — definition, measurement
e Theoretical concepts - the Model of Human Occupation
e Intent and structure of thesis
Three e Design and general methods of remaining four studies
e Details regarding participants, instrumentation and analyses selection with
rationale provided
Four e Study 2 (Published 2014): Cross-sectional study explored the correlation
between participation and explanatory variables
Five ¢ Study 3 and publication: Construct validity of the Volition Scale (VoS) using

Rasch Measurement Modelling. (Results presented at Victorian Allied Health
Research Conference, Appendix 2.2 d)

Six o Study 4 (Published 2014): Explored the correlation between volition with
participation in the community-dwelling population through a cross-
sectional design

Seven ¢ Study 5 and publication: Exploratory qualitative design to investigate

enablers of, and barriers to, participation following hospitalisation

Critical appraisal and synthesis of data presented

Future clinical and research implications discussed

Limitation of studies

Conclusion (overall conclusions presented at World Federation of

Occupational Therapists Congress, Appendix 2.2 €).

Eight

2.7 Summary of chapter two

This chapter has presented the concept of volition and identified why this is
important to consider when investigating participation in activities. It has explored
the conceptual model which integrates volition with participation and presented

evidence of how this links. Volition measurement possibilities currently available in
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health were examined with a selection rationale presented. Additional factors
that influence health and wellbeing were also discussed with links identified to the
further studies presented in this thesis. This section concluded with a summary of
the importance to further investigate psychosocial components of participation
with older adults to promote the effectiveness of rehabilitation health

programmes with older adults.

The second part of chapter 2 specified the intent, aims and primary questions of
this project. It also described the mapping of the studies to these questions and
structure of the thesis. The next chapter presents the methods of each of the
proceeding four studies and how they were designed to address the research

aims.
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3 Methodology of studies

3.1 General Methods

3.1.1 Overview

The first chapter has identified the background, definition, and components of
parficipation incorporating how it is an important contributor to health and wellbeing.
The systematic review and meta-analysis (study 1) identified the dearth of empirical
evidence related to investigation of the broader concept of participation in activities
with older adults. It also established that health programmes (specifically falls
prevention interventions) can have a positive impact on older adults’ participation
following discharge. Chapter two has elucidated the construct of volition, how this

can be measured, and the interaction with participation.

This chapter describes the methods of the two broader research projects completed.
These generated the data that were used to address the specific aims of this thesis
with two types of data collection. The first research project utilised a two stage
process for collection. Stage one incorporated random digit dialling from the Victoria
(Australia) 2006 residential telephone records and reported in the parent study that
investigated older adults’ perceptions towards a range of falls prevention activities
(24). That cross-sectional study targeted community-dwelling individuals (n=394) who
were aft risk of developing negative health outcomes due to ageing and therefore
posed a high burden on the health system. Participants were presented (over the
phone) with four falls-prevention strategies (evidenced-based) and asked if they
thought these would be effective for them or for others like them (144). The findings
identified that people thought these activities would be good for others but not for
them as they were doing other activities that would prevent them from falling. At the
end of that study the participants were asked if they would agree to participate in
the 12 month follow-up study (stage two). These latter participants formed the
sample population included in studies 2, 3 and 4. The role of the author for these
three studies in this thesis was to; design the studies (identifying levels of participation

and volition), identify the scales required for data collection, collection of data
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(together with other investigators), and data analysis for the relevant studies

(presented in detail in General Declaration).

The second research project targeted a purposive sample of older adults who were
residing in hospital and intending to be discharged home. Data were collected at
two time frames — demographics at the time of recruitment in hospital with

quantitative scales and qualitative narrative collected at home following discharge.

The remainder of this chapter provides a synopsis, rationale for design, and analysis of
each study. It describes the features for each study that are not included in the
published papers. These are presented within the two broader research projects
under the headings of design, participants, instrumentation, procedure, analysis and
ethics with a summary presented in Table 3.1. Three studies have been published,
one has been revised (as per reviewers comments) and resubmitted (study 5), one
has been rewritten and submitted to a new journal (study 3), in peer reviewed
journals. Refer to the mapping of each study to specific aim and publication in Table
2.2. The results of each study are presented in the manuscripts located in the

corresponding chapters.
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Table 3.1: Summary of studies 2-5 matching research questions.

Research
questions

Participants

Design

Methods

Analyses

Resulis

Research project 1 - data were used across three studies

Study 2

What are the
determinants of
participation for older
adults living in the
community?

Older adults (=70)
n=244, community
dwelling in Victoria
Australia

Study 3

Do personal causation,
values and interests
measure volition?
(Construct validity of the
Volition Scale.)

Older adults (=70)
n=244, community
dwelling in Victoria
Australia

Study 4
What is the impact of
volition on participation?

Older adults (=70)
n=244, community
dwelling in Victoria
Australia

Cross-sectional - those who completed the 12 month follow-up from a
previously reported random sample

Phone interviews
gathering
demographics,
participation in
activities (household
and recreation),
physical health and
mental health scores
(including depression)
Uni and multivariate
linear regressions to
determine associations
of explanatory factors

Phone interviews
gathering demographics
and volition data

Construct validity tested
through Rasch
Measurement Modelling,
and exploratory factor
analysis

Phone interviews
gathering
demographics,
participation and volition
data

Uni/multivariate linear
regressions to determine
associations between
participation and volition

Identified in each publication Chapters 4,5,6,7

Research project 2 — data were
used in one study

Study 5

What are the enablers of, and
barriers to, participation post-
discharge?

Older adults (265)
n=21, post-discharge from hospital
to own home in Victoria, Australia

Exploratory qualitative design,
with quote sampling.

Semi-structured interviews with
demographics reported.
Addifional data included
questionnaires - participation in
activities, volition, physical and
mental health, falls efficacy (not
reported in the paper but
reported in section 3.3.5 (below)

Inductive thematic analysis of
interview data.

Pearson correlations and
Wilcoxon signed-rank tests - to
determine recalled pre-post
hospital volition and participation
in section 3.3.5
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3.2 Research project 1: studies 2, 3, and 4

3.2.1 Design

These studies were reported as cross-sectional in design as only data from the 12-

month follow-up questions were used.

Rationale for selection of a cross-sectional design was to utilise the differences
across the participants to identify their participation and volition levels, and
determinants of participation at one point in time. Other designs were not viable
for example; a longitudinal cohort study was not able to be completed within the
funding scope or timeframes of the parent project follow-up study, a case-control
design was not possible as this was a one off study to identify the current health
and activity status of individuals — not exploring an intervention or change in

variables. The Volition Scale was developed for use with this cohort.
Study 2

The dependent variable was identified as participation in daily activities (on
household and recreation activity subscales) with the independent variables
identified as demographics, physical health (health conditions and limitations)

and mental health (emotional status, mood, depressive symptoms and limitations).
Study 3

The volition scores were gathered at one point in time for analysis to determine

the internal construct validity of the scale with this older population.
Study 4

The dependent variable was participation in daily activities with independent
variables identified as volition, demographics, physical health and mental health

status.

3.2.2 Participants

These three studies utilised a randomised sample of older adults (270 years) living
in their own homes in Victoria, Australia identified from a previous cohort study
(24). Three hundred and sixty-eight people agreed to participate in the follow-up
study (12 months later) and were contacted by phone. This resulted in 244
participants recruited for these three successive cross-sectional studies (response

rate of 66%). The original inclusion criteria for the parent study were the same as
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studies 2,3, and 4: 270 years of age, community-dwelling in Victoria, proficiency
of spoken English, and without significant cognitive impairment (explained in
detail in the resulting publications). Utilising a current database of randomly
selected participants and nesting these studies within the parent study had both
advantages and disadvantages. The advantages included expediency of data
collection (within eight months of beginning the project), support for data
collection from other investigators, support for data analysis, and management of
the larger project by a project manager. The disadvantages were the restriction
of time allowed for the responses for additional scales to be added to the study
(participant burden), method of data collection was already set (by telephone),
demographic data collection was already set, and exclusion criteria were

already set.

3.2.3 Instrumentation

Four quantitative instruments were used in these studies from which all analyses
were run (Table 3.2). These included three previously validated scales. The Short
Form-12 version 2 (SF-12 v2) to measure physical and mental health (145); the
Short Geriatric Depression Scale (GDS15) to measure depressive symptoms (146);
and the Phone-FITT interview survey to measure participation (1). The fourth scale
utilised was the Volition Scale (VoS). This was developed due to the lack of a brief
volition screening scale that could be administered over the phone (for study 2)
and examined for psychometric properties in study 3 (147). The instruments used
within these four studies are discussed below with identification of their

psychometric properties and applicability for use.

Table 3.2: Instrumentation used in each study.

Instrument Study 2 Study 3  Study 4
Short Form-12 v2 (physical and mental health) v 4
Short Geriatric Depression Scale (depressive symptoms) v

Phone-FITT (participation) v v 4
Volition Scale’ (volition) v v

* Validated in study three
The Short Form-12 version 2®(SF-12 v2) - physical and mental health measure

(License obtained for use of this online tool through Medical Outcomes Trust and
Quality Metric Incorporated 18/07/12) (Appendix 3.1).
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The SF-12 v2 (145) was selected as it was a validated and reliable scale to
measure self-perceived ability and limitations from physical and mental health
based on the respondent’s perspective. It was used for studies 2 and 4 to gather
data on psychosocial factors for this thesis. The SF-12v2 is a self-rating scale that
investigates domains of function and health captured on a fixed Likert scale of
either 1 to 3 or 1 to 5 (Appendix 3.2). The SF-12 v2 consists of 12 questions and was
developed from the longer Short Form-36 (36 question) instrument (148). Both
versions of the Short Form scales are widely used and recognised as being able to
determine participants’ health status in clinical trials. The 12 question version was
developed to reduce participant/clinician burden, has been published in more
than 1,800 clinical trials and provides a way of monitoring health status for

individuals suffering from iliness (145).

The SF-12v2 explores the individual’s interpretation of how their physical or mental
health status limits their involvement in life activities. The areas recorded include
responses to physical function and limitations, pain, emotional health, mood,
vitality (energy), mental health and socialisation. An example is question seven,
“During the past four weeks, how much of the time has your physical health or
emotional problems interfered with your social activities (like visiting friends,

relatives, etc.)e”

The 12 questions are aggregated into two subscales which are known as physical
health component score (PCS) and mental health component score (MCS).
Normative scores have been identified as 50 which indicate an active level of
participation in daily life activities for older adults (145). A low score (0-49) in PCS
indicates that a person’s participation is limited to some degree through physical
problems, body pain or general ill-health. A high score (51-100) indicates minimal
to no limitations in physical ability, high energy and good health. Low scores on
the MCS (0-49) denote psychological distress, social or role limitations due to
emotional problems and poor health. Alternatively, high scores (51-100) signify
positive affect, minimal limitations due to emotional problems and good health
(145).

The SF-12 v2 is validated for use with people over 65 years of age and has
evidence of validity and reliability. Two examples of good internal consistency

data for the SF-12 v2 used with older adults has been reported as a Cronbach'’s
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alpha of 0.89 for PCS and 0.86 for MCS (145); and with those with coronary disease
0.87 PCS and 0.84 MCS (Cronbach's alpha) (mean age 63.2 + 9.5 years) (149).

The Short Geriatric Depression Scale (GDS15)

The GDS15 (146) was selected for use in study 2 as current health literature
identifies that depression can have a negative impact on participation although
this has not been extensively researched (150). The GDS15 scores were also utilised
to enable comparison with the mental health component score on the SF-12v2 as
discussed in study 4. It contains 15 questions used to identify depressive symptoms
as an abridged version of the Geriatric Depression Scale (GDS) (148) which
contained 30 questions (Appendix 3.3). The adaptation to the shorter scale was
carried out in order to decrease participant and clinician burden by retaining
questions from the longer GDS that had the highest correlation with depressive
symptoms (151). The GDS15 is a screening scale to identify the likelihood of
depressive symptoms (i.e. it is not a diagnostic scale), and can be used by a
variety of health professionals. It has also been used as a monitoring tool in health
economics to measure the cost-effectiveness of health programmes aimed at

reducing depression (151).

The GDS15 requires “yes/no” answers and is scored against one of the prescribed
bolded answers. The resulting scores are summed to obtain an overall score out of
15. The scoring interpretation legend is: 0-4 considered as “normal score” and
indicates no depressive symptoms, 5-8 indicates mild depression, 9-11 indicates

moderate depression and 12-15 indicates severe depression.

In a comparative study of the GDS long and short versions, both were successful in
differentiating adults who were depressed from those who were not, with a high
correlation (r=84%, p <0.001) (152). The GDS15 reports an internal consistency of
0.80 (Cronbach's alpha score) (146). Validity has been reported in a recent meta-
analysis (152) as ‘high’ in several studies with sensitivity of 77.4% (95% Cl=66.3% to
86.8%) and specificity of 65.4% (?5% Cl=44.2% to 83.8%).

The Phone-FITT- participation in physical activities measure

The Phone-FITT interview survey (1) was selected because it identifies a variety of
common home and community based daily activities which link to the concepfs
of occupation used within this thesis. It is a measure of participation in a variety of

daily activities over two separate subscales (Appendix 3.4). First the Household
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subscale which contains six activity items of light housework, meal preparation,
shopping, heavy housework, home maintenance, caring for others. Secondly the
Recreation subscale incorporates 11 items including liffing heavy weights or
exercise designed to strengthen legs, lifting weights to strengthen arms, home
exercises, walking for exercise, dancing, swimming, biking, golf, gardening and
other physical activities. It contains a temporal component where people report
the frequency that they are currently participating in the activity as well as the
length of tfime this occurs. The inclusion of a temporal component when reporting
participation has been posited (chapter one) as important to give a more

accurate indication of what activities people are currently participating in.

In answering the Phone-FITT questions, the participant reports the frequency (f)
and duration (d) of performing the activity within a “typical week last month” (1).
Frequency is identified as the number of times per week the activity is performed
and duration relates to the length of time the participant spends carrying out the
activity on each occasion. The duration score is measured over four time
categories of: 1 = 1-15 minutes, 2 = 16-30 minutes, 3 = 31-60 minutes and 4 = more
than1 hour. Summative activity scores can be calculated for each activity:
[x=(f+d)]; and in each of the two subscales [y= (xi1+...x¢) and z=(x7 +...x17)]. An
overall summative score of participation in all activities can also be calculated

[y+2].

The Phone-FITT has been validated for use with older adults to gather information
over the phone (1). It has reported criterion and construct validity with older adults
(79.4 £ 2.9 years): [Coeff: 0.29 (95%CI: 0.01 to 0.53) to .57 (0.34 t0 0.73)]; -0.2 (-0.5 to
0.14) to -0.45 (-0.68 to -0.14); and test-retest reliability (seven days apart) [intra-
class correlation: 0.77 (0.63 to 0.87)] (1).

The Volition Scale (VoS) - volition measure

The VoS (Appendix 3.5) was developed for this thesis as a brief screening scale
that integrates the previously discussed components of volition stated as personal

causation, values and interests. The three questions of the scale stated:
1. 1think | do this activity very well (personal causation)
2. For me, this activity is extremely important (values)

3. | enjoy this activity very much (interests).
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The VoS was developed from the Occupational Questionnaire (OQ) (Appendix

2.1) which was carried out for the following reasons:

1) The screening scale needed to be administered for the cross-sectional
study through telephone interviews. As the OQ required a pre-meeting
component (checklist) and also a face-to-face meeting, using alternative

modes of administration would render the results invalid.

2) The answer schedule for the adapted scale needed to be consistent to
reduce possible participant confusion over the phone. The OQ varied for
each question which may have presented confusion particularly with the
potential number of responses expected for each of the possible17 Phone-

FITT activities.

3) Due to the length of the telephone interview (for all the investigators
involved) and perceived participant burden, the individuals could not be
requested to complete a daily activities log prior to the phone interviews

(as per requirement of the OQ).

To overcome these limitations the VoS was created with the expected benefits to
include 1) ease and reliability that the scale could be administered over the
phone; 2) reduction in possible participant confusion as the answer schedule was
streamlined requiring consistent responses; and 3) acceptance of the scale within
the clinical and research fields due to retention of the integral principles of
occupational performance and volition that are widely evidenced and
accepted. The resulting three question VoS included consistent answers on a five-
point Likert scale (153) of strongly agree (1), agree (2), undecided (3), disagree (4),
to strongly disagree (5). The VoS was therefore a new and not yet validated scale
which required examining to ascertain psychometric properties. This was carried

out in sfudy 3 and reported in chapter five.

3.2.4 Procedure

Data collection procedure

Initial contact of potential participants from the database was made by phone.
One of seven investigators telephoned to explain the follow-up study and gain
consent for involvement in the research. An interview time was booked for an

investigator to call and carry out the interview once the participant consented to
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be involved. An information package was posted to each individual that
contained a selection of answering codes, photos and diagrams pertaining to alll
survey sections. Each individual was called at the agreed appointment time
(usually within one week of initial contact). The interview was completed with the

participant following reconfirmation of verbal consent.

The seven investigators carried out the interviews over a six week time period
following an individual fraining session on how to complete the survey from the
project organiser. Time to complete the overall interview varied among
participants and ranged between 40 and 70 minutes which included data for
several other research studies beyond this thesis. The time taken depended on the

length of responses given by the participants.

The first section of the survey was cognitive screening (“Short orientation-memory-
concentration test” (154)) which the participant needed to ‘pass’ in order to
progress through to the rest of the interview. This incorporated six questions to
ascertain that the participant met the minimum cognitive requirements for

inclusion:
1. What yearis it?
2. What month is it2
3. What time is ite (+/- one hour permitted)
4. Count backwards from 20 to 1
5. Say the months of the year backwards (in reverse order)

6. Repeat the memory phrase (the person's name and address that | told you
earlier) (154)

Scoring of the cognitive screen identified responses as being correct or incorrect
as per the marking requirements of the scale. Scores were entered into the
database and summed at the fime of interview to determine eligibility. If the
participant did not meet the requirement of scoring 12 or less, then they were
thanked and the interview was ceased. For the remainder who met the cognitive
requirement, the interview was completed. An option of completing the interview
over two timeframes was offered as required, due to the length of survey and

possible participant fatigue.
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Gathering demographics and quantitative data

Studies 2, 3, and 4 utilised a selection of data from the larger phase two follow-up
study. This incorporated data gathered for five researchers during the same

phone interview for their respective studies. The interview included a number of
general questions used by all researchers together with specific instrument
selection for individual studies. The general demographics and data utilised for

the studies planned to address participation and volition are identified in Table 3.3.
Health status indicators incorporated identifying if people had been diagnosed
with arthritis, heart disease, stroke, depression/anxiety, diabetes, lung disease,
cancer, osteoporosis, Parkinson’s disease, visual impairment, cataracts, joint

replacements, inner ear dysfunction and broken bones since 60 years.

Following collection of demographics and health status the quantitative scales
were completed. The data for the studies (2, 3, and 4) took around 12-18 minutes
depending on the answers given by the individual for the respective scales. Data
were entered directly into Survey Monkey® at the time of the interview by the

investigator.

Table 3.3: Demographics collected for each study.

Study 2 Study 3  Study 4
Age v v
Gender
Living situation
Hospital admission past 12 months
Number of days in hospital (12 months)
Health conditions
New diagnoses in last 12 months
Falls previous 12 months
Perception of risk of falls

ANENENENENENEN
ANENENENENENEN
SNRNENENENE NENEN

Group exercise

Home exercise programme (past/current)

Home visits (in the past)

Assessment and multifactorial interventions

Psychoactive medications

Short orientation-memory-concentration test v v 4
Hawthorne effect; demographics, footwear, diet

Friendship Scale

Short Geriatric Depression Scale 4

Risk of falls
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3.2.5 Analysis

A number of analyses methods were used throughout these three studies (Table

3.4). The rationale for method selection is discussed within each publication.

Table 3.4: Analysis methods of studies.

Study 2 Study 3 Study 4
Linear regression v v
Rasch measurement modelling v
Spearman’s correlations v

Studies 2 and 4

These two studies utilised regression analysis to determine associations between
the dependent variable (participation) and the explanatory factors in study 2 -
demographics, physical health and mental health; in study 4 — volition, physical
health, mental health and demographics. All statistical analyses were completed
using STATA version 11.2 (155). Causality could not be determined through the
results as these were cross-sectional studies that identified data from one point in

time only (phone interviews).

The assumptions for the analyses followed the principles of linear regression where
the relationship is approximately linear, the prediction error is unrelated to
prediction value, there is normal distribution of the residuals above the filled line,
and that the residuals are independent of each other (156). A series of simple
linear regressions were initially conducted to determine which explanatory factors

reached significance which was set at p < .05 (Equation 3.1).

Yi = Bo + Bixite;

(B, is the intercept and B, is the slope)

Equation 3.1: Simple linear regression

From Tranmer M, Elliot M. Multiple Linear Regression. UK: Cathie Marsh Centre for

Census and Survey Research; 2008.

The variables were then combined into multiple linear regression analyses to
determine the association of parficipation with any modifying factors and to test
for the model of best fit. Strength of association was quantified by using the

sample squared multiple correlation (R?). Model assumptions were assessed by
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plotting normal probability and standardised residuals versus predicted values.

These are represented in Equation 3.2.

Yi = Bo + B1x1i + Baxzi+.. . +Bpxp + €

(x = explanatory variables)

Equation 3.2: Multiple linear regression (157)

From Tranmer M, Elliot M. Multiple Linear Regression. UK: Cathie Marsh Centre for

Census and Survey Research; 2008.

Residual checking was carried out for each model including checks for normality,
homogeneity, linearity, and influence. Residual is the difference between the
observed and the predicted value; normality is about determining that the errors
are normally distributed so that the data are not skewed possibly rendering the
results invalid; homogeneity refers to determining that the spread of y is constant
for each xi; linearity is to determine that a true association exists between y and x;
and testing for influence is to determine that there are no observations that exert
undue influence on the coefficients (155). If data did not reach normality (show a
normal distribution produced on a histogram graph) then a ladder of powers test
(158) was performed to identify which data tfransformation were required before
further analysis. Following tfransformation of data (if required) a backward
stepwise regression was then performed. This is where the variables that did not
reach significance (set at p < .05) in the multiple regression model, were
withdrawn one by one (highest p value first) until the most parsimonious model
was recognised. This represented the best model fit and is presented in the results

section of each relevant study.
Study 3

The reliability and validity of a measure is important for clinicians across practice
contexts to ensure accurate use and reporting of the instrumentation used.
Reliability is about the extent that you can rely on the results being repeatable on
different occasions. That is, other researchers must be able to perform the same
experiment under the same condifions, and yield similar results. There are three
components of reliability that include stability, internal consistency and

equivalence (159). Stability is concerned with the consistency of the measure over
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one or more occasions of time. Test-retest consistency is an example of this, where
the test is given more than once to the same subjects under the same
circumstances (at least two different time periods). This determines that there is

agreement with the results over time.

The second is internal consistency. These tests determine that the individual items
of the scale do indeed measure the construct being tested and are
predominantly used with pen-and-paper measurements. A correlational
procedure is performed between two sets of data (e.g. results split in half) (159).
The higher the correlation between the two scores, the higher the reliability. For
example, these can be performed through a Cronbach’s alpha test of reliability
or Kuder-Richardson formula statistical procedure (159). The correlation coefficient
is generated between 0 and +1, with 0.80 to 1 being considered as adequate to

highest reliability.

The third component is equivalence which can be measured through two tests of
inter-rater reliability, and alternate forms (159). This determines that the results are
accurate across two or more raters completing the administration of the measure,
or the same rater administers the measure on two different occasions. The number
of agreements is compared with the number of possible agreements and
mulfiplied by 100 to obtain the percentage of agreement. A higher score is more
desirable (159). The alternate forms test compares two versions of the same pen-
and-paper measure administered to one group of participants at the same time.

However this is dependent on two forms of a measure being available.

Along with reliability measures must also be valid. This refers to the critical issue of
the relationship between the concept and the measurement (159). There are
three basic types of validity including content, criterion, and construct (159).
Content validity obtains support that the items within the measure do indeed
measure the intended construct. This can be through a collation of an extensive

literature review, expert opinion, as well as testing (e.g. Rasch analysis).

The second type is criterion validity where comparison of the measurement of
interest is carried out with another insfrument that has proven accuracy. There are
two types of criterion validity. Concurrent validity — where another instrument that
is considered to be a gold standard is available that also measures the same

concept of interest and both instruments are completed by the same group of
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partficipants with the results compared, and predictive validity — where the

instrument predicts or estimates the occurrence of the behaviour or event (159).

The third type is construct validity where a theoretical rationale is developed. The
researcher follows specific steps to create the supporting evidence of the
instrument and the theoretical constructs on which it is based (159). This complex

approach usually occurs throughout a series of progressions over time.

Consideration of the research question and the sample population is required in
determining which instruments to use in clinical practice or research. These factors
will also determine which type of reliability or validity testing is required for tools
that have not already met these requirements. There are a number of subtypes of
construct validity including divergent validity, convergent validity, discriminant
validity and factorial validity. Selection of the appropriate method for testing

validity of an instrument is required to be made.

To determine the internal construct validity of the newly developed VoS, data
were analysed by the application of the Rasch Measurement Model (RMM) to
examine if they measured the overall construct of volition (160). RMM is a model
of analysis that is used in social sciences and provides invariance (or the evidence
that the same construct is being measured across the groups), and interval
scaling (to determine the units of measurement between each number). This
conftributes to determining construct validity for rigorous outcomes with
identification of the interaction between the item (being measured) and the

person (their ability) within the overall construct.

There were three unknowns of the VoS that required analysis. It was unknown if the
response scores of the VoS indicated the same value across the items; if the
intervals between the scores and items were the same; or if they could be
summed in order to provide an overall score of volition. The RMM was selected as
the preferred mathematical model which does not assume that each item has

the same value or replicates the same level of difficulty.

Rasch is the simplest form of an Item Response Theory (IRT) which investigates the
probability that a person with a particular frait will correctly answer an item with a
particular level of difficulty (161). Rasch analysis is a way of measuring a construct

that is not observable which is indicated in this thesis by the construct of volition.
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Rasch is a one-parameter logistic model (1PL) (162) and can be presented in the

following Equation 3.3.

P(Xis =1 |es, Bl) = e[es_@i)
1 +e(6s—fi)

Xisrefers to response (X) made by subject s to item i
Os refers to the trait level of subject s
Bi refers to the difficulty of item i

Xis = 1 refers to a “correct” response or an endorsement of the item

e is the base of the natural logarithm (i.e., e =2.7182818 .. .)

Equation 3.3: Rasch measurement model
From Furr MR, Bacharach VR. Psychometrics: An Infroduction. Thousand Oaks, US:
SAGE; 2008.

The value of P(Xis = 1| 6s, Ri) refers to the probability that the subject will respond
to the item correctly. This depends on the subjects’ trait level (8s) and the item
difficulty (Bi). The results produce a hierarchical scale of items (easier to hardest)
identifying both person ability and item difficulty (163). This is based on the
principle that the way a person responds to an item results from the interaction

between the individual and the item difficulty and can vary across questions.

Rasch analysis is able to indicate which items fit the model in order to establish the
relationships between the items and the weight of these within the overall
construct. It identifies if people respond to the questions/scale in a consistent and
logical manner. Additionally, if few people answer an item correctly this is
indicative of a more difficult or challenging item. This can provide a direction for
listing the items so that the individual answers the easiest ones first in a multi-
itemed scale. This factor is not as crucial in the case of a three-item scale like the
Vos.

Principles of the RMM include dimensionality, hierarchical ordering and differential
item functioning (DIF) (163). Dimensionality is about examining the individual
attributes and how well these fit the suggested model to ascertain whether they
do indeed measure the overall construct; hierarchical ordering identifies which

items are easier or hardest to perform; and DIF is about identifying if the constructs

73



establish consistent difficulty of the items when used with different groups of
people to determine if the test items are biased. This is done within a hierarchical
line of enquiry of more than or less than (163). Validity is confirmed when the
statistics fit within the acceptable range and if most of the variance can be
explained by the data (indicating unidimensionality), which is one of the
assumptions of Rasch analysis for each item. Interpretation of the results in relation
to “fit statistics” (infit and ouffit), hierarchical ordering of the items, and DIF (163)
are presented in manuscript three (chapter five). Data were analysed using the

Winsteps® programme (164).

The procedure to carry out the RMM on the ordinal responses from the
participants required formatting of the volition scale scores into four columns of
variables. This included person identification number, personal causation, values,
and interests (raw scores on the Likert scale 1 to 5 for each). An exploratory factor
analysis is advisable prior to completing the RMM. This is to determine if there are
any interactions between the items which may skew the results. Therefore
Spearman’s correlations (165) were carried out to identify any inter-relationships
between the three volition items and age or gender that needed to be
considered. The results of this analysis are reported in the manuscript presenting

study 3 (chapter five).

3.2.6 Ethical considerations
All studies were carried out according to the National Statement on Ethical
Conduct in Human Research (2007) produced by the National Health and

Medical Research Council of Australia.

Ethical approval was gained for studies (resulting from research project 1) through
Monash Health and Monash University Human Ethics Research Committees
(Appendix 3.6). Reference number documented as MUHREC CF11/3625:
2011001912 and entitled "Attitudes to falls and falls interventions in the
community”. Confribution to the ethics application was made regarding the
selection of instruments that were incorporated for the participation and volition

studies.
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3.3 Research project 2: study 5

3.3.1 Design

An exploratory qualitative design (166) was used to explore the enablers of, and
barriers to, participation from the older adults’ perspective subsequent to a stay in
hospital. Rationale for the selection of this design was that it was the most

effective way to answer the research question.

3.3.2 Participants

The purposive method of recruitment sought a quota sample of older adults
residing in hospital with the aim of returning home on discharge. This aimed to
represent a proportional amount of male and female (approximately equal
numbers), across settings acute and rehabilitation (approximately equal numbers),
and a spread of age groups (65 to 90s). The final cohort represented this quota
and is presented in Table 3.5. Details of recruitment strategy are discussed in the

manuscript presented in chapter seven.
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Table 3.5: Participant recruitment results.

Gender Sefting Age
Acute Subacute

Male 4 95
Male 4 91
Female v 72
Male 4 74
Male 4 76
Male 4 75
Female v 82
Male v 88
Female v 94
Female 4 85
Female 4 82
Male v 81
Female v 68
Female 4 89
Female 4 80
Male v 95
Male v 71
Female 4 70
Male v 90
Female v 85
Female v 86
Female v Withdrew
Male v Deceased
Female v Withdrew
Female v Withdrew

3.3.3 Instrumentation

The scales used with this cohort included two previous measures as described in
research project 1 (the SF-12 v2, and the Volition Scale) with one additional -the
Modified Falls Efficacy Scale (Table 3.6). These were collected in the participants’

home at the time of the semi-structured interview.

Table 3.4: Scales used in study 5.

Instrument Validated Not-validated
Short Form-12 v2 (physical and mental health)” v

Volition Scale (volition)* v

Modified Falls Efficacy Scale™ v

Participation levels through discussion v

* As used in studies 2, 3, and 4
* Additional scale
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Modified falls efficacy scale (MFES)

The MFES (167) was selected due to the impact that fear of falling has on
participation levels in older adults. The MFES is a scale that measures the degree
of self-perceived confidence that an individual has to perform an activity without
fear of falling (Appendix 3.7). Decreased confidence to perform activities can
lead to hesitancy to perform activities and be an inconsistent mediator of
decreased function leading to reduced participation (168). The MFES was
adapted from the Falls Efficacy Scale (FES) (169) by adding four questions to the
previously validated scale, in order to increase its sensitivity to participation in
community activities (167). The main question of the MFES is “On a scale of 0 to 10,
how confident are you that you can do each of these activities without falling”.
Specific activities are then stated and range from “get dressed and undressed,

answer the door or telephone, to crossing roads” (169).

Scoring values equate ‘0’ as unable to perform the task due to fear of falling, to
‘10" being able to perform the task with complete confidence. If the person does
not perform a particular task for any physical or social reason (e.g. the activity
may be within someone else’s role to perform) then the score for that specific
question remains blank (167). Overall final scores are averaged through
calculating the score of each answer and dividing by the number of completed

questions.

Psychometric properties of the MFES have previously been reported. A two-group
convenience sample study was completed to examine the psychometric
properties of the MFES between healthy older adults (n=179) and those referred
from a falls and balance clinic (167). Each participant was given the MFES to
score twice (one week apart) to ascertain their level of confidence with
performing activities. The healthy older adults (control group) reported minimal or
no fear of falling with mean confidence score of 9.76 [SD = .32], compared with
the participants from the falls and balance clinic who scored a mean score of
7.69 [SD =2.21]. Re-test reliability was reported as high with an intra-class
correlation coefficient of 0.93, with internal consistency of 0.95 (Cronbach’s alpha)
(167). Findings indicate an associative effect with reduced strength, balance and
endurance. Causality has not yet been determined between fear of falling and

decreased participation or indeed falls (168) however it has been associated with
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reduced participation (32). Therefore fear of falling is an important moderator to

consider for ongoing research with older adults.
Participation levels

Participation levels were gathered through discussion in the interviews with
numerical data collected using the scoring method of the Phone-FITT (1). The
complete scale was not administered due to the anticipated participant burden
and time constraints for the home interview. Participants were asked to identify a
selection of activities that they currently performed under the occupation
headings of self-care, productivity, and leisure with a minimum of one activity
requested under each. The scoring identified the frequency (the number of times
the activity was performed in a typical week) and duration (the minutes per
session) of the activity performed. Pre- and post-hospital participation scores were
asked to be recalled for each of the activities the participant identified.
Summative scores were calculated (as per the Phone-FITT) of frequency and
duration (f+d) to provide an indication of participation levels (pre- and post-

hospitalisation) where zero indicated no participation (Table 3 .7).

Table 3.7: Example of participation in activities, pre- and post-hospital (participant
2).

Self-care Productivity Leisure

(shopping) (cooking) (bowls)

Pre- Post- Pre- Post- Pre- Post-
Frequency® 2 2 21 14 2 0
Durationp 3 3 4 4 4 0
Participation levelc 5 5 25 18 6 0
aFrequency = number of times per week; bduration = 1: 1-15 mins, 2: 16-30 mins, 3: 31-59

mins, 4: more than 1 hour; ¢ participation level = (f+d)

An alternative method of collecting the participation data was to complete an
activities diary. This could have been used from discharge through to the time of
the home interview and has the potential to increase the accuracy of
parficipation data and reduce the risk of recall bias. This was however, not
included with the study design as the semi-structured interview was based around
the information provided from the Phone-FITT and the Volition Scales included in
the original studies. The investigators also did not want to overburden the

parficipants with filling in a daily activities diary.
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3.3.4 Procedure

Procedures for study 5 are discussed in detail in chapter seven, which began with
identification of individuals who met the inclusion criteria while they were residing
in hospital. Discussion of the study information was given to the potential
participant and consent was obtained. A tentative time for the home interview
was then set (within six weeks) and demographics were gathered. These included
age, gender, living situation, days in hospital (last admission only), health
conditions (as described by participant only), any new diagnoses in last 12 months,
falls recalled over previous 12 months, falls recalled since hospital, ethnicity and
primary language spoken. If full information could not be gathered in hospital,

then the remainder was collected during the interview at home.

The interview began with infroduction to the general purpose of the discussion
and conversation to build rapport. Quantitative data (scales) were then gathered.
These included scoring of the SF-12v2 for physical health and mental health status;
the MFES to determine levels of confidence with activities; a discussion on
participation in specific activities (pre- and post-hospital); and the VoS (pre- and
post-hospital) to determine level of volition in the stated activities. The in-depth
interview using semi-structured questions then followed and is described in

chapter seven.
Demographic data

The demographic data were gathered under the headings presented in Table 3.8.
These were determined through the results of studies 2, 3, and 4 as identified
moderating factors of participation with an additional factor to confirm their
ability to converse in English for the interviews. Health information was gleaned
through participant report only, as medical notes were not accessed as part of
the study.
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Table 3.8: Demographics collected for study 5.

Study 5
Age v
Gender
Living situation
Number of days in hospital (12 months)
Health conditions
New diagnoses in last 12 months
Falls previous 12 months
Falls since hospital
Ethnicity
Primary language spoken

LERNIAN

SN NI N N N

" Current admission only

" Participants offered health information only within the semi-structured interviews.

Semi-structured interviews

The interview was carried out to gather in-depth data on return to participation
following hospitalisation from the participants’ perspective. Semi-structured
questions were previously developed following discussion with supervisors with an
aim to explore the individual’'s experience. This included what level of
participation they had before and after hospital?; what stopped them from
returning to participation in activities post-discharge¢; and what supported them
to do this (Appendix 3.8). Probing the responses for further information extended
the information gathered to identify personal motivators for participation and
what was important (held meaning) for them to continue engaging in specific
activities. Interviews were audio taped and transcribed verbatim and tended to

pose a version of the following questions to the participants:
¢ Can you tell me about what you do in a day since hospitale
¢ What were you able to do before you went to hospitale
e Hasit changed/ why?
e What are the factors that have contributed to this?
o  What supports you to return to activities?
e What getsin the way of returning to activities?

e  Who/whatis important in assisting you to return to these levels of

parficipatione Whye How?
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3.3.5 Analysis

Inductive thematic analysis

Study 5 utilised inductive thematic analysis for the narrative data (166). Electronic
transcripts were coded by the researcher using the NVivo computer programme
(170) and then analysed. Field notes including observations, impressions and
summary of information following each interview were kept by the researcher and
were used to summarise the main points of each visit and help shape the themes.
The principles of inductive thematic analysis are based on the emergence of
themes from the data rather than imposing a theory upon the data that the
researcher is attempting to confirm (deductive thematic analysis). The six specific
steps utilised for the inductive analysis were identified from Braun and Clark (166),
and illustrated in Figure 3.1. These are described more fully in study 5 (chapter

seven).

Figure 3.1: Thematic analysis process (166)

This method of analysis identified two types of codes, semantic and latent (166).
The sematic codes are the more concrete/factual ones which first emerge. For
example “my family is always ringing up” could be coded as family support as a
semantic code. However depending on the context and themes that develop
from the remainder of the participant's narrative, this statement could be
interpreted as an example of stifling independence or impeding the ability to take
risks and develop one’'s own sense of self-efficacy. The latter is more of a latent,
underlying theme that needs to be supported throughout the narrative and has
been interpreted by the researcher. Themes are expected to be developed
through the lens of the researcher with continual emersion in the participants’

franscripts and emergent themes.

Analysis of the narrative included exploring the data in varied ways. One method
was by creating a thematic mind map to clear the mind of previous assumptions
and develop understanding of the emerging relationships between the themes

(Appendix 3.9) (171). Another method was to contrast the issues raised by the
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partficipants within the emergent codes using a matrix analysis approach to
search for deeper meaning of the information given (170). An example of this was
completed with the codes “barriers” and “limitations”, which were cross-
referenced with “positive attitudes” and “negative attitudes” to determine what

responses were related from which participants (Table 3.9).

Table 3.9: Matrix coding of factors (example).

Themes identified
Attitude - positive  Attitude - negative

Barriers 8 24
Limitations 21 26

Presenting a study that is robust and valid is important for all study designs
although it is more difficult with qualitative studies. This is due to the expected
interpretation of the data by the researchers, which does not have a predicted
path or assumptions (unlike quantitative analysis). Validity of qualitative data
(showing what it claims to show) can be completed in a number of ways and as
yet no consensus of approach has been established in current research (166). The
most relevant method of identifying validity in qualitative research is identified as
“ecological validity”, which is the relationship between the data and that it
reflects the “real world” (166). Two common techniques available to confirm
validity of qualitative data are member checking and friangulation. Member
checking involves a process where selections of transcripts and coding themes
are presented back to participants in an effort to check the interpretation of the
researcher for accuracy of meaning. It is important to identify the process that will
occur if the resultant information is contrary to the developing themes.
Triangulation of data involves cross-checking through comparison of data that
were drawn from two or more different sources, or several individuals (e.g.
theoretical, investigator, analysis, methodological) (172). This method can be
viewed as a way of obtaining a richer story, rather than an “accurate” one — as
some researchers suggest that there is no one “truth” that exists (166). Additional
methods have been identified as disconfirming evidence — where information is
presented that is contrary to the one in current research, and examination of
data by a colleague that has expertise in the area but is not involved in the

project (173).
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Testing for reliability of findings in qualitative methods is more limited, yet possible.
One method is through identifying the degree of inter-coder agreement.
Completing a check for agreement between two or more coders is one method
of validating results for qualitative analysis and increasing robustness of the coding
(166). Validity and reliability procedures with study findings are discussed in full in
chapter seven. Inter-rating coding comparison printouts are presented in
Appendix 3.10 a, b.

3.3.6 Ethics
Ethical approval for study 5 was gained through Monash Health and Monash

University Human Ethics Research Committees (Appendix 3.11). Reference
number was MUHREC CF12/3220 — 2012001609 entitled “Understanding
occupational participation (in activities of daily living, productivity and leisure) in
adults 65 years and over, following hospitalisation™. Changes prior to approval
included three minor print alterations and a safety protocol to be submitted for
the home-based interviews. Ethical considerations were covered in the
application to identify any possible “adverse or unforeseen” circumstances that
required mitigation. These are presented and discussed next for both the

participant and the researcher.
For the participant

There were no anticipated harms to the participants from this study however it
was possible (although unintentional) that the questions asked may have elicited
an emotional response. A referral would be made to the relevant health
professional with the consent of the individual and any incident reported to the
Monash Health Human Research Ethics Committee. This was considered if a
person identified undue distress; the participant was deemed by the researcher as
being "“at risk”; or required further input/treatment (for any kind of intervention).
However, the probability of causing distress was minimal based on similar research

previously conducted by the researchers.

Interviews were anticipated to last around 45 minutes to one hour and this was
considered to be a reasonable demand on parficipants’ fime for research.
Participants were informed at the beginning of the interview that they may pause
at any time or split the interview over two sessions. The second part of the

assessment could be carried out by phone on another day. A planned check-in
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time was made for 30 minutes into the interview for permission to continue. The
researcher would monitor the participant’s energy/fatigue levels and respect their
wishes to take a break or discontinue the interview if required. This would also

occur if participants became distressed.
For the researcher

Safety for the researcher was required to be addressed as they would be entering

an person’s unknown home environment. The following plans were put in place.
e Visits would follow best practice procedures for clinician home visits

o Safety procedures would be put in place including a log of visits left in the

office and with a significant other person

e Phone ‘check-in' with a nominated person would be carried out after
each visit and a protocol of what to do if these contacts failed to occur

would be in place.

The researcher that completed the home visits (author of this thesis) had more
than two decades of clinical practice (as a registered occupational therapist)
which included a large number of home visits to unfamiliar environments.
Therefore, she was aware of the possible dangers of home visits and had
strategies in place to manage any complications. A safety plan was completed

prior to the interviews and adhered to for all visits.
Risk of coercion

Coercion for the participant to participate was considered within the research
design and incorporated processes to minimise this possibility. The risk of coercion
was identified as ‘minimal’ due to the fact that the researcher was not directly
involved in the participants’ direct care. However, the risk was further reduced by
having a two tiered consent process. Contact was initially made by staff members
on the ward that the participant may or may not know. They gave a brief outline
of the research and discussed the possibility of talking to the researcher to gain
more understanding of the study. The researcher was notified following
participant agreement to discuss further and they were then visited on the same

day.

The individuals had two opportunities to say “no” and not participate in the

research, once with the clinician, and once with the researcher. Information was
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reinforced that no negative consequences for ongoing tfreatment was present,
regardless of whether the participant declined to participate or withdrew part-
way through the study. Full details of the study requirements, expectations, and
time commitment were provided on the information/consent forms. These were
discussed in full with the individual and/or family member prior to signing consent

or interviews being arranged (Appendix 3.12).

3.4 Information management

Gathered data were stored securely and would be kept for the appropriate time
frames as per Monash Health policies and procedures. All information used in
dissemination of results currently, or in the future, will be anonymous, and
pseudonyms have been assigned. All memory sticks and computer recorded

information pertaining to participants have a password enfry requirement.

3.5 Summary of chapter three

This chapter has described the methods of the remaining four studies that
investigate participation in daily activities amongst older adults. Information
followed a systematic section approach under two research projects. Three of the
studies (2, 3, and 4) were completed from the same cohort (research project 1)
and one (study 5) from research project 2. Study 5 reported the qualitative
findings of this investigation only but has additional quantitative analysis results
reported as an addendum to this study in section 7.2. This was due to the lack of
power of the number of subjects for the quantitative analysis and was not
included in the publication. The next four chapters present these published or
submitted studies and are linked to the overall thesis aim of investigating
participation in daily activities amongst older adults, with a précis documented at

the beginning of each chapter.
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4 Determinants of participation

Study 2:

Factors impacting the household and recreation
participation of older adults living in the

community.

Authors: Pritchard, E., Barker, A., Day, L., Clemson, L., Brown, T., & Haines, T.

Published in the Disability and Rehabilitation journal — February 2014

(Appendix 4.1).
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4.1 Précis

Chapter three has described the methods, participants, design, and analyses for
the successive four studies designed to explore participation amongst older adults.
It identified the considerations taken in the planning of each of the studies. There
are many remaining areas that require further investigation in an attempt to
understand participation in daily activities amongst older adults from this broader
perspective. A profile of participation amongst community-dwelling older adults
was not available in the literature and needed to be explored. Three areas of
questioning included what are the participation levels of older adults2; what
activities do they generally engage in¢; and for what time span (frequency and
duration) do they participate in them?2 Exploring these questions would provide
greater understanding of the “normal” participation levels for older adults so that
comparisons can be made with changes following hospitalisation. If health
professionals are aware of the profile and determinants of participation, these
could potentially be addressed in a more successful manner in order to increase
adherence to intervention programmes and improve long-term health and

wellbeing.

These questions have led to the development of study 2, which was designed to
further explore participation in activities. This cross-sectional study examined a
sample of older adults residing in their own homes in the community. The question
that was investigated stated, what are the determinants of participation for older
adults living in the community2 The determinants explored included demographic
characteristics (e.g. age, gender, living situation), physical health and mental

health status (including depression).

Results reported two significant associated variables with participation, 1) higher
levels of depressive symptoms with restricted participation in household and
recreation activities (p<.001, p<.001); and 2) fewer falls (during the previous year)
with restricted participation for household activities only (p< .001). These findings
have clinical implications for health professionals and are extrapolated in the
following published paper. The implications of these results for clinical practice will

also be revisited in the summary (chapter eight) of this thesis.
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4.2 Published article 2

4.2.1 Abstract

Purpose:

To identify demographic, physical and psychosocial determinants associated with

participation in daily activities of community-dwelling older adults.
Method:

A cross-sectional design of older adults (=70 years) from Victoria, Australia residing
in their homes was drawn from a convenience sample. The outcomes were
recent participation in household and recreational activities as measured by the
Phone-FITT. Explanatory variables included; demographics, physical and mental
health functioning (Short Form-12v2, Geriatfric Depression Scale15). Associations

were analysed through linear regression.
Results:

There were 244 participants (60% female), with a mean age of 77.5 years (SD 5.7).
Higher levels of depression and fewer falls (during the previous year) were
independently associated with restrictions in household participation (p<.001,
p<.001). For recreational participation, higher levels of depression were

associated with restricted participation (p<.0017).
Conclusion:

Screening for depression should be a key component of health assessments with
older adults. Untreated depression may lead to lower participation rates in daily
activities potentially resulting in social isolation. Fewer falls and restricted
household participation were associated but no association was observed
between falls and recreational participation. Further studies are required to

explore this association in more detail.

Short heading: Factors impacting participation for older adults

Key words:

Activities of daily living, depression, older adults, social participation.
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4.2.2 Introduction

Participation in daily activities and social roles has become an important aspect
to consider in health settings (13, 39, 174). Participation is defined as
“engagement in a life situation” (47) and has been linked to higher levels of life
satisfaction (175), and improved health and wellbeing (13, 46, 54). Sub-optimal
levels of participation in daily activities can lead to long-term negative health
sequelae (175) including: social isolation (39); depression or anxiety (150); physical
or cognitive decline (13); and may ultimately lead to an increased health service
burden (13).

The determinants of participation are not yet fully understood. There is evidence
indicating that participation in physical activities is linked to the physical and
cognitive capacity to perform those activities. One longitudinal study (12)
idenftified ageing was associated with a decline in functional and cognitive
abilities which in tfurn negatively impacted on participation (12). Additionally,
emotional problems have been suggested as limiting one’s participation in daily
activities (150). However, a descriptive cross-sectional investigation of 200 older
adults living in the community was able to identify determinants of physical
capacity (e.g. leg strength, tfimed walking test, balance) and noted that it was
difficult to predict physical activity participation due to the complexity of

participation (176).

A factor complicating this picture is that parficipation has previously been
explored as separate components (e.g. social, physical, mental participation) in
different studies. For example, studies have examined social participation (177);
participation in activities of daily living (bathing, dressing, walking and fransferring)
(13); physical activity/exercise (178); and leisure (179). It is possible that factors
associated with some forms of participation (e.g. leisure) will not be consistent with
factors associated with other forms of participation (e.g. self-care). Further

research is required to determine if this is the case.

To address these deficiencies in the evidence base, this study aims to investigate
potential factors that impact upon participation of older adults living in the
community with specific consideration of demographic, physical health, and
mental health variables. The study applies the broadest definition of participation

which includes engagement in life situations identified through the duration and
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frequency in performance of daily activities. With an increased understanding of
the factors that can impact participation, health professionals may be able to

target these areas with interventions to improve health outcomes.

4.2.3 Methods

Design

A cross-sectional design was used to investigate the demographic, physical and
psychological determinants of participation in activities, in a typical sample of
older adults, residing in Victoria, Australia (n=244). The study was the second
phase of a cohort study which 12 months earlier had recruited a random selection
(n=394) of community dwelling older adults who consented to be re-contacted
the following year for further research (n=368) (24). Details of this study have been

previously reported (24).
Participants

The original sample of households (parent cohort study) was randomly selected
from the Victorian 2006 electronic residential telephone listings following 13,614
contacts of which 554 people agreed to be contacted by researchers. The
parent cohort study investigated people’s attitudes towards participation in falls
prevention strategies (24). Consenting participants from this original database
(n=368), were accessed as a convenience sample for recruitment to the current
cross-sectional study for telephone interview. People were 70 years or older and
living in their own homes. Inclusion criteria required that participants had; 1)
sufficient English language skills to participate in an oral interview over the phone
determined by the participant, 2) no significant cognitive impairment and 3)
consented to take part in the study. Cognitive ability was ascertained on the ‘6
ltem Cognitive Impairment Test’ where a score of 13 or more (range of 0-28)
indicated significant cognitive impairment (180). The study was approved by the

Monash University Human Research Ethics Committee.
Data collection

The data collection was completed via telephone interviews. Following initial
phone contact to gain consent for involvement, an interview time was booked for
aresearcher to call. An information package was sent to the individuals

containing a selection of answering codes and photos/diagrams pertaining to
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specific interview sections. Each individual was called at the agreed appointment
time (usually within one week of initial contact) and the interview took place.
Providing the participant met the minimum study inclusion requirements for
cognition, the participant was formally recruited to the study and the interview
was then completed. The option of completing the interview over two time

periods was given to the participant, due to possible participant fatigue.

Seven investigators carried out the interviews over a six week period, following an
individual training session from the project manager. Six of the interviewers were
health professionals, with one person from the hospitality service industry. The
interviews took between 40 and 70 minutes to complete, depending on the
length of responses provided by the participants. Data was entered directly into

Survey Monkey® at the time of the interview by the investigator.
Measurement tools

The interview consisted of a number of questions and instruments including
demographics, health status indicators and current level of participation within
specified activities. Demographic data encompassed; age, gender, living
situation, any hospital admissions over the past 12 months (nights in hospital
recorded), any falls experienced over the past 12 months (number recorded), as
well as other health factors further elucidated in Table 4.1. Health status indicators
gathered current health diagnoses and self-perceived physical as well as mental

health functioning.
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Table 4.1: Description of explanatory (independent) variables used for analysis.

Demographic Physical health variables

variables

Age Presence of a diagnosed health
condition®

Gender Meal preparation (level of
independence 1-3, can do -
cannot do)

Living situation (alone  Shopping (level of

or with others and independence 1-3, can do -

who) cannot do)

Falls in past 12 Physical health component

months identified™ score (PCS) -measured on the

Short Form-12 v2
Nights in hospital due
to fall past 12 months

Nights in hospital past
12 month other
reasons

Emergency
Department visit last
12 months

Ambulance called
last 12 months

General Practitioner
visit due to falls last 12
months

Mental health variables

Self-perceived presence of
depression (yes or no)

Mental health component
score (MCS) - measured on
the Short Form-12 v2
Depression screen - measured
on the Geriatric Depression
Scale

* Health conditions detailed in Table 3 results

* Falls defined as “an event resulting in a person coming to rest inadvertently on the

ground, floor or other lower level” (181)

Data on the level of participation (the outcome variable) in Household and

Recreation subscales was obtained from the Phone-FITT interview (1). The Phone-

FITT is a telephone interview tool which measures “physical activity” and used in

this study to describe levels of participation with a temporal component. It has

been demonstrated to have high levels of test-retest reliability for the Household
subscale (infra-class correlation [ICC]: 0.84 (95%CI: 0.73, 0.91) and Recreation
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subscale [ICC: 0.88 (95%CI: 0.80, 0.94)] (1). Evidence of validity was reported for

use with older adults and was consistent with other measures of “physical activity”
(1).

There are six items in the Household subscale and 11 in the Recreation subscale.
Household included; light housework, making meals, shopping, heavy housework,
home maintenance and caring for others. Recreation included:; lifting heavy
weights to strengthen legs, exercises to strengthen legs, lifting weights to
strengthen arms, home exercises, walking, dancing, swimming, bicycling, golf,
gardening and “other physical activities”. ltems such as leg and arm
strengthening exercises are included in the Phone-FITT interview. However, as
these are specific components of an overall activity (that is strengthening
exercises are to assist with being strong enough to carry out an activity, but do not
refer to a specific activity e.g. shopping) they were not individually presented in

this paper.

To gain an overall participation score, the participant reports the frequency
(number of times per week the activity is performed) and duration (response of
one to four time categories, 1= 1-15 minutes, 2=16-30 minutes, 3=31-60 minutes
and 4=one hour or more) for each of the items as performed in a typical week last
month. Frequency and duration scores for each item are then summed to
generate an individual participation score for each of the Phone-FITT Household
and Recreation subscales. The overall score has no absolute value, but can be
used over time to indicate a change in participation levels. A zero score indicates

a sedentary response or no participation (1).

Two instruments were selected to measure physical and psychosocial
determinants in this study; the Short Form-12 version 2 (SF-12 v2) (145) and the
Short Geriatric Depression Scale (GDS15) (146). The SF-12 v2 investigates 12
domains of physical/mental function and health in a self-rating tool captured on
a fixed scale of either one to three or one to five. This includes questions around;
physical function and limitations, pain, emotional health, mood, vitality, mental
health and socialisation. The 12 domains are then collated into two subscales
known as “component summary scores” and are ordered under the headings of;
physical health component score (PCS) and mental health component score

(MCS). The SF-12 v2 provides an indication of functioning against normative data,
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but is not a diagnostic tool. Reliability and validity evidence of the SF-12v2 is
reported for use with people over 65 years and has been documented in a

number of studies involving physical and mental functioning (145, 149).

The GDS15 consists of 15 questions that require a “yes or no” answer to screen for
depressive symptoms. An example of the questions is; are you basically satisfied
with your life2 When one of the prescribed bolded answers is recorded, a point is
scored and then summed with a total score of O - 4 indicating no depression, 5-10
suggesting mild depression and 211 suggesting severe depression. Reliability and
validity evidence of the GDS15 measuring the possible existence of depression,

with older adults was reported in a recent meta-analysis (152).
Statistical analysis:

Statistical analysis was completed using STATA version 11.2 (155). Descriptive
statistics were used to profile participation levels of the sample (Table 4.2).
Univariate linear regression models were first calculated to determine associations
between participation (outcome variable) and each explanatory variable as
listed in Table 4.1. Individual variables that reached statistical significance (p<0.05)
were entered into a multiple regression model to identify independent
determinants of participation, e.g. those that remained statistically significant

after adjustment of other important determinants (p-value of <.05).

The individual influence of each determinant was ascertained through a
backward stepwise regression to confirm a parsimonious model. This was done
through removing the variable with the highest p-value from the model, which
was repeated until all remaining variables were <.05. Two models were calculated
separately; one model for identifying the determinants of Household participation
and the second for Recreation participation. The total scores of the respective
subscales were the outcome variable in each model. A p-value of .05 was used

for variable entry or removal into the multiple regression models.

To examine model fit for observed data the explained variance (R?) was
calculated, where the higher the percentage indicated better fit of the model to
the observed data relating to participation (182). The assumptions for the analyses
followed the principles of linear regression where associations are approximately
linear, the prediction error is unrelated to prediction value, there is normal

distribution of the residuals above the fitted line, and that the residuals are
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independent of each other. Assumptions were assessed by plotting normal

probability and standardised residuals versus predicted values.

Table 4.2: Duration of participation in specified activities.

Activity*
(Phone-FITT)

Light housework™
Meals preparation™
Shopping™

Heavy housework™
Home
maintenance™
Caring for others™
Walkingf

Dancingt
Swimmingt

Bikingf

Golft

Gardeningt

Duration (% of n=244)

Not
performe
d

7.38
1.64
2.05
33.20
59.84

90.57
33.20
96.31
92.21
90.57
94.26
25.41

1=1-
15 mins

7.37
11.89
2.46
16.39
2.86

4.92
5.32
0.41
0.82
2.87

0
4.92

2=16-
30 mins

27.46
25.00
8.61
18.85
6.15

0.41
29.10
1.23
0.82
3.69
0
22.54

3=31-
60 mins

27.05
40.57
13.52
11.89

8.61

0.82
21.72
0
2.46
2.46
0
20.49

4 > one
hour

30.74
20.90
73.36
19.67
22.54

3.28
10.66
2.05
3.69
0.41
5.74
26.64

Mean (SD)

2.66 (1.20)
2.67 (0.99)
3.54 (0.90)
1.68 (1.52)
1.31 (1.72)

0.21 (0.79)
1.71 (1.40)
0.11 (0.61)
0.25 (0.89)
0.19 (0.65)
0.23 (0.93)
2.18 (1.52)

* Activity is defined as all activities performed in a day including; activities of daily living,
work (paid, voluntary, education), active and passive leisure including social participation

(5).

“Household subscale
t Recreation subscale

Diagnostics for collinearity among explanatory variables was completed using

pair-wise correlations and variance inflationary factors (VIF) (183). Normal

distribution of data was tested using the Shapiro-Wilk test (184). If data did not

reach normality the “ladder of powers” (STATA) was applied to determine and

complete the appropriate transformation of the variables to achieve distribution

normality for analysis (185).

4.2.4 Resulis

Participants

From the potential 368 participants, 105 declined to participate, 18 people were

excluded based on the cognitive screen, one withdrew partway through the

study and 244 completed the interview (66%). Participants’ age ranged from 70 —

?1 years (mean 77.5, [SD 5.7]) with gender distribution of female 60%. Living



sifuation was described as 49% lived alone, 43% with a partner or spouse, and the
remainder with another family member. Thirty-eight percent of participants
reported having between one and 12 falls in the previous 12 month period, with
eight participants reporting a hospitalisation for a fall in the previous year
(between one and 14 nights hospital stay duration) and 24% were admitted for

other reasons (details not obtained).
Participation

The most frequently performed Household activities over a typical week were;
light housework (93%), meal preparation (98%) and shopping (98%), with 33% of
respondents not engaging in heavy household tasks. The most frequent
Recreation activities were gardening (75%) and walking (67%). The frequency of
activities performed varied greatly depending on what the activity was with the
most common ones displayed in Figure 4.1. All people participated in some form
of household activities whereas approximately 13% of people did not participate
in any recreational activities. Participation levels reported in Household; [mean
(SD)] female: 36.50 (12.7), male: 35.63 (15.8), and Recreation; female: 16.03 (10.7)
male: 17.6 (12.4) [0 indicates no participation]. Eight percent of the total sample

(n=18) exhibited a degree of depression scoring five or more on the GDS15.

Residual testing for normality, homogeneity, linearity and influence found that the
variables fitted within the 95% y-line (-2, 2) and had normal distribution for
Household participation but not for Recreation. A square root fransformation was
performed to create normality of the Recreation participation data for analysis.
The test for homogeneity (both subscales) showed reasonable distribution on the
scatter plot and the testing for linearity revealed no outliers confirming the use of

these models and the assumptions to be true.
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Univariate regression analysis identified five variables that were significantly
associated with Household participation. A higher level of participation was
associated with: a lower age (p=.024); and a higher number of falls experienced
in the last 12 months (p<.001). Restricted participation was associated with: more
assistance required with meal preparation (p=.012); more assistance required with
shopping (p=.043); and a higher level of depression (p=.003). Analysis of the
Recreation subscale data identified three variables that were associated. A
higher level of participation was associated with: those living with others (p=.012);
a higher physical health component score (p=.003) and restricted participation
was associated with a higher level of depression score (p<.001) (Table 4.3). No

significant multi-collinearity between the explanatory variables was identified.
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Table 4.3: Results for regression of participation (Household/Recreation with
explanatory variables).

Explanatory variables Household Phone-FITT Recreation Phone-FITT (sqrt)
Coefficient (95% CI) p- Coefficient (95% CI) P-
valve valve

Age -0.35 (-0.66,-0.05) 024" -0.03 (-0.07, 0.00) .070

Gender -0.87 (-4.47,2.74) .636 0.19 (-0.21, 0.60) .350

Congestive Heart Failure  -5.73 (-15.09, 3.59) 227 -1.02 (-2.07,0.03) .056

Heart disease - other 0.88 (-3.01,4.77) .657 0.19 (-0.24,0.63) 379

Stroke -1.82 (-8.41, 4.76) .586 -0.28 (-1.02, 0.4¢) 453

Cancer -0.36 (-4.54, 3.82) .864 -0.25 (-0.72,0.22) .300

Osteoporosis 2.56 (-1.66,6.77) .233 -0.04 (-0.52,0.43) .863

Depression 1.95 (-2.97, 6.87) 436 -0.45 (-1.10,0.10) .110

Arthritis 0.69 (-2.90, 4.28) .705 0.22 (-0.19,0.62) .290

Diabetes 1.38 (-3.35, 6.12) 565 -0.12 (-0.65,0.41) .652

Lung disease -2.07 (-6.93,2.79) 403 -0.26 (-0.81,0.28) .345

Parkinson's Disease -0.02 (-0.31,0.27) .889 0.02 (-0.02,0.05) 314

Inner ear issues -0.11  (-5.49, 5.27) 969 -0.23 (-0.83,0.37) 452

Cataracts -1.07 (-5.32,3.18) .620 -0.26 (-0.74,0.22) .282

Visual impairment 0.65 (-3.36, 4.66) .750 -0.25 (-0.70, 0.20) .283

Joint replacement -0.65 (-5.20, 3.90) 779 0.18 (-0.33, 0.49) 494

Broken bone (<12 1.20 (-3.24, 5.64) .594 -0.13 (-0.63,0.37) .600

months)

New health condition in -1.64 (-5.78, 2.50) 437 -0.35 (-0.81,0.12) 143

last 12 months

Living situation 1.96 (-0.77, 4.70) 159 0.39 (0.09,0.70) 012

Meal preparation - -5.86 (-10.39,-1.32) 012 0.04 (-0.48,0.55) .893

without assistance

Shopping - without -4.00 (-7.89,-0.12) .043" -0.05 (-0.49,0.39) .814

assistance

Falls past 12 months 3.12 (1.84, 4.59) <.001" 0.04 (-0.12,0.20) 626

Nights in hospital due to 0.18 (-1.03, 1.38) 772 0.06 (-0.08, 0.20) .408

fall - past 12 months

Admitted for other -1.10 (-5.20, 3.00) .598 -0.44 (-0.90, 0.02) .059

reasons - past 12 months

Emergency Department  -5.05 (-11.23, 1.12) .108 0.12 (-0.58,0.82) 736

visit - past 12 months

Ambulance called - past  0.34 (-27.30, 27.99) .980 1.14  (-1.97, 4.24) 472

12 months

GP visit due to fall - past 1.64 (-2.16, 5.43) .396 0.04 (-0.39, 0.4¢6) .867

12 months

Physical health 0.08 (-0.13,0.30) 448 0.04 (0.01, 0.04) .003"

component (PCS): SF-12

v2©

Mental health 0.18 (-0.07, 0.42) 157 0.02 (0.00, 0.05) .078

component (MCS): SF-12

v2©

Depression: GDS15t -1.37 (-2.26,-0.48) .003" -0.27 (-0.37,-0.18) <.001"

* Statistically significant result (<.05)
* Short Form-12 version 2®

t Short Geriatric Depression Scale
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Multiple regression using a backward stepwise selection of the significant
determinants revealed two factors that were significantly associated with
Household participation and one with Recreation. For Household; restricted
parficipation was associated with a higher level of depression [regression
coefficient (5% Cl), p-value: -1.57 (-2.42, -0.72) p< .001] and a higher participation
level with a higher number of falls over the previous 12 months [3.43 (2.06, 4.80)
p<.001]. For Recreation; restricted participation was associated with higher
depressive symptoms as measured on the GDS15 [-0.27 (-0.37, -0.18) p< .001].
These results accounted for 13% of the variance (R2) for the Household
participation variable and 12% (R2) of the variance for the Recreation

parficipation variable.

4.2.5 Discussion

This study identified that older adults with higher levels of depression had lower
levels of participation in household and recreation activities while older adults
who had fallen over during the past 12 months reported higher levels of
participation in household activities. The depression finding may be consistent with
results from a population-based prospective cohort study of older adults (n=2,578)
in America where an increase in depression was found to be related to functional
decline (186). A 12-year longitudinal study (n=710) of depression and functional
capacity in community dwelling older adults in Japan also suggested that
depression was a reliable predictor of functional decline (187), however the
outcomes used in these studies reflected physical capacity rather than overall
participation. If one assumes there is a causal link between physical capacity and
participation, then the results are consistent with these studies. Similarly, a link
between depression and level of activity is often seen in clinical seftings (150, 188),
although there is not sufficient empirical evidence to identify the order of causality
(e.g. whether higher levels of depression cause lower levels of participation or

vice versa).

The direction of the association between recent falls and participation in
household activities was counter-intuitive. Previous research has demonstrated
that falling can precipitate the development of a fear of falling which can lead to
avoidance of participation in activities (30, 32). However, the finding of this study

would indicate that the opposite may be frue. Fear of falling was not measured,
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so only speculation can be made on the role that this potential mediating factor
may have played. It is also possible that if older adults are more active within their
day, then they have a greater opportunity to fall (189). The increased risk of falling
is likely to reflect the additional exposure to environmental risk factors (189);
however that study was based in the residential care setting and therefore may
not be applicable to community settings. The reason why this determinant was
associated with household activities and not recreation activities was not clear

and requires further investigation.

Another possible explanation for the reported positive correlation of falls and the
participation level in household activities, is that participants exhibited *vigorous
activity” and therefore had an increased risk of falling (190). The recent cross-
sectional study on physical activity and falls in community-dwelling older adults
(n=506) in Portugal identified that being sufficiently active reduces both falls and
related injuries (190). These authors defined being sufficiently active as
participating in exercise or activities that include a sufficient challenge to balance
that enables an effective prevention of falls (95). Shopping and walking were the
most popular activities in this study, but may not stimulate the required challenge
to balance in order to prevent falls but this could depend on the environment
and performance method (this was not recorded). For example rocky terrain or
Nordic walking would present a challenge to balance as would intense digging
and planting. It is important to note that shopping was included in the measure of
Household participation and may therefore influence the study results as people
access the community to shop with the concurrent potential to fall in the different
environment. Another factor may be the “person-environment fit" of the person to
hazards and barriers in the community, rather than solely the environmental
barriers in their home (e.g. narrow aisles in a shop when using a walking frame)
(180).

Six of the 12 questions in the SF-12 v2 explored the impact of emotional and
mental health on participation both inside and outside the home, incorporating
involvement in socialisation activities. It was surprising that the additional
psychosocial determinants as measured by the Mental Health Component Score
(MCS) of this scale were not significantly associated with parficipation as research
indicates that emotional status can restrict involvement in life situations (191). This

may be a reflection on the items identified in the SF-12v2 that measured
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emotional status but may not have been specific enough when looking at
partficipation. Another potential reason for this finding is that the GDS15 consists of
15 items that screen for depression whereas the MCS mainly addressed emotional
impact and socialisation issues with only one question on depression. This may
suggest that a scale with increased sensitivity is required for screening of
depressive symptoms, rather than using general quality of life measures which are

measuring mental health more broadly.

The explained variation for the models of Household and Recreation participation
obtained in the current study suggest a moderate fit. While depression explains a
degree of the variance in both participation subscales, other determinants not
measured in this study may account for the remaining unexplained variation. It is
possible that the degree to which people want to perform the household and
recreation activities measured may be directly related to levels of participation in

these activities. This should be the focus of future research.

No demographic factors were identified as being statistically significant
determinants of participation, however in the univariate regression models living
status was identified to have a significant association with participation for
Recreation activities. This suggests that living situation may be confounded by one
of the other variables. Aimost half of the participants lived alone with participation
scores (mean [SD]) for Household; 33.7 (10.7) and Recreation 3.9 (1.6) compared
with those living with others; Household 38.5 (16.3) Recreation 4.1 (1.5).
Documentation of any services received was not recorded, which may have
impacted on participation levels by either supporting the person to participate or

through taking over the activity negating the need to perform it.

The results from this study highlight the need to consider screening for depression
when working with older people to identify and address potential depressive
symptoms which may hinder participation in life activities. However, it is unknown
whether depression causes decreased participation or whether the lack of
parficipation in activities causes depression. Furthermore, it could also be that a
circular relationship exists between the two variables where they both contribute
to each other. However studies have identified that participating in activities that
are valued by the participant is a protective factor for mental health (150) and

are therefore important to consider within intervention programmes (192).
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Limitations and future research

There were a number of limitations identified within this study. Recruitment was a
convenience sample from a previously random selection for a cohort study with
participants that agreed to take part in research regarding falls. This may have
biased the sample to those who had an interest or motivation to be involved in
the project. The numbers of participants reduced from study one to this cross-

sectional study with no specific reasons collected as to why.

The criterion for speaking English over the phone may have contributed to bias as
it was not possible to include people with English as a second language, the very
deaf, or those unable to endure conversing on the telephone for up to an hour

due to resource limitations.

Another potential limitation with the falls result relates to the question for recording
falls over the past 12 months. This required a retrospective self-report from each
participant and may have been impeded by recall bias requiring accurate

memory of all incidences of falls over the previous 12 months.

Participation in activities that hold a degree of meaning to the individual is an
additional area that has been attributed to health and wellbeing in older adults
(39, 174). However, the topic of meaningful activities was not explicitly addressed
within this study as the information gathered regarding activities was determined
by the tool used. The pre-selected activities chosen for inclusion in the Phone-FITT
tool (1) were chiefly derived from previous research relating to the intensity of
physical involvement required. This may have limited the data gathered
regarding the extent of participation in meaningful activities that people did

perform and needs to be further investigated.

Future research is required to examine the barriers and enablers for returning to or
improving participation and investigating the impact of volition with the aim of
improving overall health and wellbeing in this population. Research is also
required to ascertain if participation in activities with other populations (e.g. post-
discharge) varies from this community-dwelling sample of people in order to
discover what effective strategies increase participation in other vulnerable

populations.
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4.2.6 Conclusion

This cross-sectional study with older adults demonstrated that an association exists
between depression and the level of participation in daily activities. The types of
activities in which people participate vary and must be taken into consideration
when providing health-care interventions aimed at increasing participation. The
findings indicate that health professionals need to screen for depression when

addressing levels of participation with this population.

4.3 Summary of chapter four

This chapter has presented study 2 which explored the factors that impact on
parficipation in household and recreation activities amongst community-dwelling
older adults. The findings demonstrated that depression was negatively correlated
with levels of participation in both types of activities, and falls were positively
correlated with household participation only. This indicates a need for health
professionals to consider depression and history of falls when planning
rehabilitation programmes and interventions when focussing on increasing

parficipation.

These results lead to additional queries to understand why participants engage in
certain activities, how volition is involved with this choice of what they participate
in, what is the link of volition with participation, and how this could be measured?
The Volition Scale was then developed for this part of the project with an aim to
answer some of these questions. To enable a scale to be used within clinical
practice, the scale needs to be reliable and valid. Therefore, the following study

explored the validity of the newly created scale.
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5 Construct validity of the Volition Scale

Study 3:
Examining construct validity of the Volition Scale

using the Rasch measurement model.

Authors: Pritchard, E., Brown, T., Barker, A., & Haines, T.

Submitted to Archives of Physical Medicine and Rehabilitation (Appendix 5.1).
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5.1 Précis

Chapter four presented the second study findings that examined the
determinants of participation in community-dwelling older adults. This identified
important considerations for health professionals of the need to screen for
depressive symptoms, and consider falls history with older adults when
addressing participation levels. The initial literature review identified that volition
(the thinking process that translates intention into action (4)) could potentially
be an additional modifying factor of participation that few researchers have
explored with older adults. This presented the next important construct that

needed further investigation.

The literature review regarding volition (discussed in chapter two) summarised
the currently available instruments for measuring volition in conjunction with
their strengths and limitations. This exposed the lack of a brief volition screening
scale that could be utilised over the phone or in a one-off session with
participants. To address this deficiency, the Volition Scale (VoS) was developed
and administered over the next three studies. This was based on the
Occupational Questionnaire (125) but removed the first question (the activity
log) as this was not possible to be completed over the phone. For clinical
measures to be useful, it is important that they exhibit strong psychometric
properties. As the VoS was a newly developed measure (within this thesis), it
required examination of psychometric properties (reliability and validity) to
determine that it was an appropriate scale to measure volition with older adults.
The VoS was an adaption of a previously reliable and valid tool that was based
on evidenced theoretical concepts, therefore it was decided that the internal
construct validity would be targeted. This led to question three which stated -
Do personal causation, values, and interests measure volition amongst older
adults = 70 years? This influenced the design of study 2 (presented in this
chapter), which investigated the internal construct validity of the VoS as a brief
screening scale. The results reported that the three- item scale measured the

construct of volition.
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5.2 Published article 3

5.2.1 Abstract

Objective: To examine internal construct validity of the newly developed Volition
Scale (Vos).

Design: Secondary analysis of data collected from a cross-sectional study.
Setting: Community-dwelling.

Participants: Older adults (=70 years) selected through random digit-dialling from
the Victoria (Australia) 2006 residential telephone records (n=244). Response rate
was 244/368 (66 %). Data were collected through a telephone interview regarding

the level of volition for participation in specified activities.
Interventions: None

Main outcome measures: Rasch Measurement Modelling was performed to
evaluate four psychometric properties of the VoS. 1) Dimensionality or fit (extent to
which the three-items measure the construct), 2) differential item functioning
(difficulty of the items), 3) hierarchical ordering (items most to least difficult to
affirm), and 4) rating scale functioning (fit of scoring structure to model

expectations).

Results: Construct validity displayed goodness-of-fit mean square (MNSQ) values
within designated suitable ranges; infit 0.75 to 0.99, outfit 0.86 to 1.0. Mean item
measure of 0.00 logits [SD:0.86], logit values ranged from -1.18 to 0.82, persons’
ability score of mean -2.36 logits [SD:2.33], range of -7.65 to 3.47 (dimensionality).
Constructs were not differentiated by gender or age. Interest was the most
difficult item to perform with values the least. Rating scales ranged from (infit,
outfit MNSQ) 0.69, 1.24 to 0.68, 0.08. Rasch generated reliability indices for persons
0.57 and items 1.0.

Conclusions: Rasch analysis established validity of the Volition Scale. This displayed
unidimensionality, is consistent across age and gender, and identified a range of

difficulty across the items with an adequate scoring structure to measure volition.
Keywords:

Activities of daily living; validity and reliability; elderly; participation; volition.
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5.2.2 Introduction

Volition is described as the thinking process that drives intention (motivation) into
action (4, 7). Three components of volition are hypothesised as being essential to
support these thinking processes and enable participation in activities (7). 1)
personal causation identified as self-belief that one has the skills required for
participation and can be successful (or self-efficacy) (102); 2) values of what it is
the individual finds important; and 3) interests that one has within the activity to
find it pleasurable or enjoyable. Volition incorporates the attributes of meaning
and preferences that are attributed to choosing an activity to participate in (7,
103), however is an under-reported psychological determinant of participation in

activities (4).

Studies of volition have occurred in several research fields including health,
education and organisational psychology (131, 133). A recent cross-sectional
study amongst community-dwelling older adults identified that higher levels of
volition was significantly associated with higher levels of participation in specified
household and recreation activities (193). A longitudinal study explored the
relationship between longstanding activities, life satisfaction, and successful aging
with older adults (39). Results identified that matched activities to personally held
values, which contained meaning for the older adults (60 — 921 years, n=292) were
associated with successful ageing (p=.01) (39). Higher levels of self-efficacy and
volition have also been associated with higher social connectedness and life
satisfaction in community-dwelling older adults (4, 39). These studies provide

evidence of volition being linked with increased participation in activities.

Older adults have displayed varied responses and level of compliance (or
adherence) to participation in rehabilitation activities following a health event (36,
93, 94). Higher levels of participation in daily activities have been associated with
higher life satisfaction, mental health, physical functioning, and general health (54)
as well as improved mental health and wellbeing, and successful aging (39).
Conversely reduced participation can lead to recurring patterns of disease and
potential hospital readmissions as resultant health concerns (36). Health
intervention programs for older adults do not consistently address psychosocial

health outcomes (e.g. anxiety, depression, self-efficacy, social connectedness) or
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measure volition and this may adversely impact on the long-term sustainability of

program outcomes (31, 104, 134).

Following a literature search of peer reviewed articles, it was identified that there
were no valid brief volition screening scale available for use with older adults that
could be administered in a single session or over the phone (remote
administration). The Volition Scale (VoS) was developed as a brief screening scale
to identify volition levels for activities in order to provide a choice of activities that
hold higher volition for the individual, within rehabilitation programs. Inclusion of
volition screening has the potential to increase long-term participation and
positively impact health recovery as individuals are more likely to participate in
rehabilitation interventions if they include activities that generate high levels of

volition and meaning (increasing participation) (39).

The use of tests and measures that are valid and reliable is paramount for health
professionals in applying evidenced-based practice and informed decision
making (194). A valid tool needs to be sensitive, accurate, and not exhibit bias
and establish content, criterion-related, and construct validity (194, 195). Scales
need to exhibit sufficient scale width (high to low levels of the construct being
examined) to enable utilisation across a range of clinical settings and populations,
and internal consistency to examine whether items within the scale measure the

same construct.

Rasch Measurement Modelling (RMM) (160) is an approach that can be used to
examine the degree to which a scale has relevant internal construct validity (e.g.
dimensionality, hierarchical ordering and differential item functioning). It is
mathematical model which does not assume that each item has the same value
or replicates the same level of difficulty and produces a hierarchical scale of
items (easier to hardest) identifying both persons’ ability and item difficulty (163).
This is based on the principle that how an individual responds to an item results
from the interaction between the individual and the item difficulty. Rasch analysis
indicates which items fit the model in order to establish the relationships between
the items, the weight of these within the overall construct, and to ascertain if

people respond in a consistent and logical manner.
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The purpose of this paper was to examine the development and psychometric
properties of the newly created three-item screening measure of volition (the VoS)
with RMM.

Literature Review of Volition Scales

Five volition scales have previously been studied. First, The Volitional Questionnaire
(121) assesses volition through systematic observation of a person’s behaviour and
how they react within the environment (110), with interpretation by the therapist.
Direct observation requires fime and face-to-face interaction which restricts the

applicability of this scale as a brief screening tool.

Second, the Assessment of Occupational Functioning (125) is a scale that
identifies the three constructs of volition (personal causation, values and interests)
incorporated with the individual’s roles, habits, and skills. This scale collects a
vocational history through narrative responses from participants, interpreted by
the therapist and takes around 30 minutes to administer (125). The time
requirements for face-to-face administration and interpretation of results by the

therapist result in restricted application of this scale for screening.

Third, the Model of Human Occupation Screening Tool (129) is a comprehensive
volition scale that provides an understanding of the client’s activity choices (with
higher volition) to guide the development of person-centred treatment plans.
Information can be gathered through observation, interviews, case notes and
proxy reports (7). This scale requires extensive data collection from a variety of
sources and is mainly applicable to the clinical setting, which negates it as a

screening tool.

Fourth, the Volitional Component Questionnaire (131) is used in psychology to
calculate differences in self-regulatory abilities to control own behaviours (190-
item scale). This instrument lacks clinical utility for a brief volition screen due to its
length. A shortened 3é6-item version is available and has been used with
participants with psychiatric disorders, and in Human Kinetics regarding athlete
recovery following injury (133). Neither is applicable to the broader context of

older adults or as a brief screening tool.

The final scale identified is the Occupational Questionnaire (OQ) (125). A short

four-question scale administered in discussion with the individual following
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completion of a one day activities log in half-hourly increments. This scale
incorporates personal causation, values and interest stating the following

questions (7, 117):
“1) I consider this activity to be: work, daily living work, recreation, rest;
2) | think | do this: very well, well, about average, poorly, very poorly;
3) For me this activity is: extremely important, important, take it or leave it,
rather not do it, fotal waste of time;
4) How much do you enjoy this activity: like it very much, like it, neither like it
nor dislike it, dislike it, strongly dislike it” (117).

A descriptive study using the OQ examined the relationships between the three
volition items, patterns of activity, and life satisfaction of older adults (117). Results
reported a correlation between life satisfaction and time spent participating in
work/productivity (p < .01), recreation (p = .05) but not with daily living tasks (p
=.21) (117). Few validity or reliability studies have been published using the OQ
with older adults however, Smith et al (117) identified 77-81 per cent agreement
for the volitional items over two studies (two weeks apart) indicating reasonable
test-retest reliability (no coefficients reported). Two studies regarding particular
diagnoses with younger adults have also used the OQ for 1) investigation of fime
use and perception of importance and enjoyment of activities with middle-age
adults in tfreatment for obesity (136), and 2) examining predictors of occupational
balance with adults and rheumatoid arthritis in adults under 65 years but without
significant effect (p=.07) (137). The OQ was the only short validated volition
screening scale identified however there are limitations for applicability as two
contact points are expected with the individual and completion of the scale is

required through face-to face discussion.

The literature review identified five instruments that measured volition in health
research that required either direct observation, were time intensive due to the
length, or required more than one session with the client. The OQ was the closest
scale to provide a brief snapshot of an individual’s level of volition. However this
scale required adaptation and validation to enable it to be used in a brief one-off

session (in person or over the phone) amongst older adulfs.
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5.2.3 Methods

Design and data collection

This study utilised data gathered ensuing a 12 month follow-up of the parent study
(24). Volition data were only collected at follow-up which formed the cross-
sectional design. Two studies using this data have already been published (31, 193)

however the psychometric properties of the VoS needed to be established.
Participants

The participants were older adults (=70 years) residing in their own homes and
initially recruited through random digit-dialling from the Victoria (Australia) 2006
residential telephone records. This parent study investigated older adults’
perceptions towards a range of falls prevention activities (24). Three hundred and
sixty-eight participants agreed to be contacted for the 12 month follow-up, with
244 consenting to participate in the cross-sectional study (response rate 66 %).
Data collection included demographics, levels of participation in a selection of

household/recreation activities, and volition scores using the VoS.

Inclusion criteria encompassed sufficient English language skills to converse over
the phone (self-identified) and no significant cognitive impairment. Cognitive
ability was assessed at the beginning of the interview using the “Short orientation-
memory-concentration test” with scores ranging from 1 to 28 (154). A score of 12
or less indicated sufficient cognitive integrity to continue with the interview. Verbal

consent to participate in the study was also gained.
Development of the Volition Scale (VoS)

The VoS was adapted from a previously validated measure, the OQ. Three
changes were made including adjustment to the wording of the questions, rating
scale, and deletion of the activity log pre-requirement, which created the VoS
(Table 5.1). The rationale for these changes included; 1) the tool could not be
administered in person (as per the OQ recommendations), 2) the answer
schedule differed for each question which could lead to participant confusion,
and 3) due to participant burden the individuals could not be requested to
complete a daily activities log prior to the phone interviews. Expected benefits of
developing the VoS included a uniformed answer schedule requiring consistent

responses, shorter administration over the phone as it did not demand an activity
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log to be presented, and retention of the integral principles of participation and

volition that are accepted in the clinical field.

Participants were requested to identify the current activities they participated in
then asked three questions reflecting the volition items (the VoS). Participant
responses were recorded on a five point Likert rating scale (153) consisting of

strongly agree (1), to strongly disagree (5). The VoS questions include:
1. Ithink | do this activity very well (personal causation)
2. For me, this activity is extremely important (values)
3. | enjoy this activity very much (interests).

Table 5.1: The Volition Scale.

Instructions for client  Personal causation Values Interest

“Can you tell me “I think | do this “For me, this activity  “l enjoy doing this
how much you agree activity very well”: is extremely activity very much”:
with these next important™:

statements for each
of the activities you

identifiede”

This is scored on a 1 - Strongly agree 1 - Strongly agree 1 - Strongly agree
scaleof 1 fo 5. 1 2 - Agree 2 - Agree 2 - Agree

being ‘strongly 3 - Undecided 3 - Undecided 3 - Undecided
agree’ and 5 being 4 - Disagree 4 - Disagree 4 - Disagree
‘strongly disagree’. 5 - Strongly disagree 5 - Strongly disagree 5 - Strongly disagree

Instrumentation

Older adults’ participation in activities was determined using the Phone-FITT survey
(1). This is a telephone interview tool that gathers data on activity performance for
a “typical week last month”. The scale asks if the individual participates in
specified activities (yes or no) with six in the household sub-scale (e.g.
housework/shopping) and 11 under recreation (e.g. swimming/ golf), with 17
possible activities. The frequency (number of times) and durafion (minutes) that

the activities were performed is also requested.

The overall score is determined through summation of the frequency and duration

(f+d). Individual changes over time can be tracked as results are not an absolute

117



value (score of zero indicates no participation) (1). The Phone-FITT has reported
criterion and construct validity with older adults [Coeff: 0.29 (95%CI: 0.01 to 0.53)
t0 0.57 (0.34 10 0.73)], -0.2 (-0.5 t0 0.14) t0 -0.45 (-0.68 to -0.14) and test-retest

reliability (seven days apart) [intra-class correlation: 0.77 (0.63 to 0.87)] (1).
Procedure

The study was approved by the Human Research Ethics Committee at Monash
University. Data were collected through telephone interviews, taking between 12
to 18 minutes (as part of the larger study 40-70 minutes duration) and dependent
on the responses given by the individuals. The participant self-nominated up to 17
activities they currently perform from the Phone-FITT format (1). This meant that
these questions could be asked up to 17 times for each participant (once per
activity). The VoS was then administered when participation in an activity was
stated. Individual participants could score multiple measures of their volition which

was activity not person dependent.
Analysis

RMM (160) was chosen as the appropriate method for identifying validity of the
brief three-item VoS to examine the ordinal responses from the participants’
volition scores. This would determine fit of the items (personal causation, values,
and interests) to the one dominant construct of volition to identify if the tool

exhibited sufficient internal construct validity for use in clinical practice.

Principles of the RMM include dimensionality, hierarchical ordering and differential
item functioning (DIF) (163). Dimensionality is about examining the individual
afttributes and how well these fit the suggested model to ascertain if they measure
one underlying construct. This is done within a hierarchical line of enquiry of more
than/less than (163), is confirmed when the statistics fit within the acceptable
range, and if most of the variance can be explained by the data (indicating
unidimensionality). Fit statistics (infit and outfit) of the data to the model can be
determined if each item matches the expectations of the model. Statistical values
that are close to 1.0 are considered a good fit (163), which may fall within the
range of mean square (MNSQ 0.6 to 1.4) and standardised mean scores (ZSTD
range -2 to +2) providing evidence of construct reliability (163). Sample sizes
provide robust confidence of analyses at around 500 data inputs (or responses)

(164). If there are more than 1000 inputs, then the standardised mean (ZSTD) for
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infit and outfit are not required to fall within this stated range due to the sensitivity
and high statistical power of the calculation and the infit statistic is given more
weighting (163, 196).

Hierarchical ordering of item difficulty is examined where the results identify the
hierarchy in which people find the items most to least difficult to affirm. The fit
statistics determine the logit value (log odds units) to provide a consistent value
and meaning of the intervals within the scale (163). This has more relevance when
there are multiple items within a test as they can then be arranged on the scale to
reflect this level of difficulty so that participants can achieve the easiest ones first.
However, the issue of hierarchy does not hold direct relevance for the VoS as

there are only three items.

Differential item functioning (DIF) identifies if the constructs establish consistent
difficulty of the items when used with different groups of people to determine item
bias (163). DIF was explored across gender and two age ranges (70-76 and 77-91
years) to determine if these factors influenced the person’s ability to complete the
scale. An inherent bias may be present if the participants responded differently
across the items. Use of scales with a known bias towards specific participant
groups is not advisable for clinicians (e.g. scales used with ethnic minority groups

or specific age groups only).

Data were analysed using the Winsteps® program (164). The Rasch generated
reliability indices for persons and item reliability was reported on a scale of 0 to 1.0
(1.0=high).

5.2.4 Results

The age of the 244 participants ranged from 70 - 91 years (mean 77.5, [SD 5.7])
and 147 were female (60 %). All individuals identified at least two activities they
participated in (range 2 to13; median 6; IQR 3) with a potential maximum of 17
activities per person. Data collected from the participants generated 1646 sets of

volition item scores.
Dimensionality

The RMM results for dimensionality are reported in Table 5.2. The mean square infit
statistics ranged from 0.75 to 0.99 indicating that the three VoS items displayed fit

with the Rasch model. The mean item measure was 0.00 logits [SD: 0.86] with a
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range of logit values from -1.18 to 0.82. This indicates satisfactory hierarchical
ordering of the three items with item separation at 16.93, and Rasch generated

reliability indices of 1.0.

The item residuals were examined using factor analysis. The total amount of the
variance explained by the RMM was 57 per cent. This suggests potentially no other
significant latent factors existed in the item residuals and provided some evidence

of the unidimensionality of the VoS.

Table 5.2: Results of ltem statistics from Rasch Analysis (1646 entries).

Scale ltems RMM Logit Infit Infit  Outfit  Outfit PIMEA
(in Logit ltem MNSQ ZISTD MNSQ ISTD cotrr.
hierarchical Item Measure

order) Measure S.E.

Values 0.82 0.06 0.94 -1.1 0.86 -2.3 0.68
Personal 0.37 0.05 0.99 -0.2 1.00 0.1 0.63
causation

Interests -1.18 0.04 0.75 -6.3 0.90 -1.7 0.81
Mean 0.00 0.05 0.89 -2.5 0.92 -1.3

SD 0.86 0.01 0.10 2.7 0.06 1.0
Separation 16.93

Reliability 1.0

S.E. = standard error, MNSQ = mean square, ZSTD = standardised mean, SD = standard
deviation.

The persons’ ability mean score was -2.36 logits [SD: 2.33] with results ranging from
-7.65 10 3.47. Persons’ ability separation was 1.14 with Rasch generated reliability

indices reported as 0.57.
Differential item functioning (DIF)

No DIF was identified based on gender or age, indicating that the three VoS items
did not differentiate between male/female respondents, or those of a certain age
group. These were reported as personal causation (gender p = 1.00, age p =.36);
values (.36, .11); and interests (.46, .35).

Hierarchical ordering

The hierarchical ordering of these three items does not provide useful clinical
information for the VoS and is more beneficial for longer scales therefore it is not

reported.
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Rating scale categories of the VoS

The rating scale responses were reported as: 1 (strongly agree) (MNSQ infit, outfit)
1.24,1.08; 2 (agree) 0.77, 0.92; 3 (undecided) 0.69, 0.68; 4 (disagree) 0.80, 0.82; 5
(strongly disagree) 1.02, 1.05. This indicates that the scoring structure fits the RMM
expectations within the required ranges of 0.6 and 1.4. However, the summary of
the category probability structure identified that the third rating scale “undecided”
category on the Likert scale response was a weak fit as results were between 0
and .2 (Figure 5.1). This suggests a future revision of the rating scale may be

required but did not affect validity of the results.

P o pommm - pommm - pomm - pomm - pomm - fomm - ++
R 1.0 + +
0 | 55]
B | 22222222 555 |
A [11 22 2 5
B 8 + 1 2 2 5 +
I | 1 2 2 44444 5 |
L | 1 2 2 4 4 5
I | 1 2 2 4 4 5
T .6+ 1 2 2 4 4 5 +
Y | 12 2 4 4 5

.5 + * 2 4 * +
0 | 21 2 4 5 4
F 4 + 2 1 * 5 4 +

| 2 1 * 5 4
R | 2 1 4 2 5 4
E | 2 1 4 2 5 4
S 2+ 2 1 *333* 5 4 +
P |22 11 3* *3 55 4
0 | 11 334 23%* 444 |
N | 1***3344 555*2*333 44|
S 'O +********************************111111*******************+
E - R R R R R R ++
-7 -5 -3 -1 1 3 5 7

Person (minus) item measure

Figure 5.1: Summary of rating scale structure of the three volition item
responses on the Likert rating scale (1 - strongly agree to 5 - strongly

disagree).

Volition scores were calculated through summing the raw scores of each item for
each activity. This tfranslated into interval level logit scores presented as Rasch
adjusted logit scores in Table 5.3. The table has been adjusted from original
negative logits to begin at ‘0’ for ease of application. The possible ranges of raw
scores are from 3 to 15 with the higher adjusted logit score indicating lower levels
of volition within the specific activity (range 0 to 14.16). This reflects the direction of

121



the Likert scale scoring from the original OQ scale where the lowest number (one)
equates to the highest level of agreement and therefore highest level of volition.
Analysis of the normative scores can be multiplied by -1 for ease of interpretation
and has previously been published (193). For example [coefficient; 95%
confidence interval -0.30 (-0.61, 0.01)] x -1 becomes [0.30 (-0.01, 0.61)] and
interpreted as higher levels of participation is associated with higher levels of

volition.

Table 5.3: Sample norms for volition.

Raw Rasch S.E. Normed S.E. Frequency % Cum. % Percentile
scores adjusted Frequency

* logit

scores **

3 0 1.99 273 86 120 7.3 120 7.3 4
4 1.7 1.33 346 57 108 6.6 228 13.9 11
5 3.31 1.28 415 55 190 11.5 418 254 20
6 5.42 1.53 505 66 663 40.3 1081 65.7 46
7 6.82 0.95 565 4] 182 11.1 1263 76.7 71
8 7.60 0.84 599 36 253 154 1516 92.1 84
9 8.23 0.76 626 33 51 3.1 1567 95.2 94
10 8.77 0.72 649 31 46 2.8 1613 98.0 97
11 9.31 0.77 672 33 17 1.0 1630 99.0 99
12 10.02 0.94 703 40 12 0.7 1642 99.8 99
13 11.13 1.14 750 49 4 0.2 1646 100.0 99
14 12.57 1.28 812 55 0 0.0 1646 100.0 100
15 14.16 1.95 880 84 0 0.0 1646 100.0 100

* Summed scores from each of the three items, ** Adjusted scores calculated through
individual logit scores (0 indicates highest level of volition), S.E. = standard error.

NB. When using Rasch scores for analysis, coefficients and 95% Cl results can be multiplied
by -1 for interpretation of the volition scale as high numbers = high volition.

5.2.5 Discussion

This study has demonstrated that the three-items work together to measure
volition (unidimensionality) and can be used as a brief screening scale of volition
in clinical practice. The Rasch reliability index was moderate however the VoS was
found to fit the Rasch model including fit for unidimensionality (163) and
presented the VoS as a more of a macro screening scale rather than a precise
measurement tool due to the limited number of items. The VoS is presented as a
reverse scale (lower number = higher volition levels) as determined through the
design of the Likert scoring (based on the original OQ). This may cause confusion

with correlation coefficient results as a negative correlation reflects an increase in
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volition scores. However, reporting of data has previously been presented with a

mulfiplication of the results (x-1) to account for this (193).

The VoS presents a valid screening method to determine general levels of volition
for specific activities. It can be used over the phone with potential application in
busy health practices with older adults. Utilisation may include being administered
before and after clinical intervention in either practice or research and could
potentially be utilised with older adults in aged care, acute/sub-acute,
community rehabilitation or mental health settings. The short three-item general
screen has consistent answering responses for quick administration benefitting
both the client and the therapist. Using the VoS could direct the selection of
appropriate activities for inclusion of those with higher levels of volition into
prescribed interventions. The individual may then continue active participation in
self-selected meaningful activities which can positively impact their overall health

and wellbeing (39).
Study limitations

Limitations of the VoS include the brevity of the scale that reduces the complex
construct of volition to three items. This could be seen as a limitation of the
development of this scale however the items of personal causation, values and
interests are based on a previously validated scale, prior evidence, and are
currently accepted components of volition. Ideally the development of new
instrumentation would include an extensive process from focus group discussion
(exploration of the phenomenon) to selection and trial of a number of items that
are likely to be associated with volition. However, it was deemed that this work
was previously completed within the development of the OQ. The findings of this
study confirm that the VoS is a quick, easy to use broad screening scale of volition

that can be used by any health professional.

The participants in this study included English speaking older adults only, which
identifies a potential language bias. It was age limited to those 70 years and over
and may not be generalisable to younger participants until additional research
has been implemented. It was administered to those who met the requirements of
cognitive ability and therefore is not validated for use with people who have

dementia or cognitive impairment.
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Future Research Implications

The authors’ recognise that due to the brevity of the VoS, the scale needs to be
viewed as a pragmatic screening tool of three items of volition for use in busy
clinical settings. A choice of activities that may increase participation (selecting
those with higher volition) could be presented to the client, which has the
potential of improving long-term health outcomes. However additional research is
required to identify the impact of identified volition levels and activity selection

amongst older adults.

The findings suggest that the third scoring response (undecided) could be revised
in future studies as it presented a weak fit. This would create a four response Likert
scale aiming to increase the response probability of the measure. The resulting
benefits could be to establish a definite decision (of agreement or not) from each
participant regarding the level of volition each activity holds, rather than
providing the possibility of a neutral/undecided option. There is much debate
regarding the recommended response numbers of the Likert rating scale which is
largely unresolved (197, 198) with suggestions on the recommended number of

responses for the scale ranging from two to 18 with continuing discourse (197, 198).

Further research and analysis of validity and reliability would be beneficial to
determine if this tool can be utilised with diverse populations. Ongoing
development of the VoS needs to include piloting, empirical scrutiny,
identification of normative data, and additional comprehensive psychometrics for

confinued utility.

5.2.6 Conclusion

This study examined the development and construct validity of a brief volition
screening scale, the Volition Scale (VoS) with Rasch Measurement Modelling
(RMM). The VoS is a three item-scale that was adapted from the Occupational
Questionnaire (117) with responses collected through telephone interviews with
community-dwelling participants 70 years and over. The RMM results confirmed
that the VoS demonstrated internal construct validity and can be used as a valid
brief volition screen. The three VoS items of personal causation, values, and
interests, provided an indication of the level of volition for participation in
specified activities. Selection of activities with a higher level of volition can then

be integrated into health rehabilitation programmes, which has the potential to
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increase ongoing activity participation and lead to increased health and

wellbeing amongst older adults.

5.3 Summary of chapter five

This chapter has documented the results of the Rasch analysis to determine the
construct validity of the Volition Scale. The scale was developed to be used over
the phone in a one-off session with older adults but could potentially be used with
younger participants and face-to-face. The study demonstrated that personal
causation, values, and interests do measure volition and provides validity for a
scale that could be used in clinical practice. Further research is required to
develop this into a full clinical assessment scale which identifies the ways in which
therapists and individuals could classify the choice of activities and ways of

scoring.

The next question is whether volition is associated with participation. This
knowledge could potentially lead to increasing participation through presenting a
choice of activities within rehabilitation programmes and allowing the

participation to choose those that have higher levels of personal volition.
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6 Associations between participation and
volition

Study 4:

Exploring the association between volition and
participation in daily life activities with older

adults, living in the community.

Authors: Pritchard, E., Brown, T., Barker, A. & Haines, T.

Published in the Clinical Rehabilitation journal — Accepted March 2014
(Appendix 6.1).
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6.1 Précis

The previous chapter identified the construct validity of the VoS as a measure
of volition with older adults. This scale could now be used as a brief screening
scale to ascertain levels of volition in relation to participation with older adults.
Due to the paucity of evidence regarding the interaction of volition with
participation, this led to the next question to be addressed in this thesis - what is
the impact of volition on participation¢ This line of inquiry was developed into
study 4 to determine if participation in daily activities was associated with

volition in community-dwelling older adults.

The rationale for identifying the interaction of participation and volition in the
subsequent study could lead to providing evidence that health practitioners
need to consider the individual’s choice of meaningful activities within health
programmes. If volition is demonstrated to be an important determinant of
participation then proposed programmes that involve activities “prescribed” for
the individual would need to screen for volition and select activities that have
higher levels for the client. That is, if an activity meets the three volition
components of i) the individual believes they are capable of achieving the
activity (personal causation); i) the activity has meaning for the individual
(values), and iii) the activity is of interest or holds satisfaction for the individual
(interest); then the individual is more likely to pursue the activity and exhibit
higher programme adherence. This in turn, would have a positive impact on

the levels of participation, and wellbeing.

The study results supported this hypothesis and reported associations between
participation and volition in light housework (n=225, p = .008); shopping (=239,
p = .018); lifting weights to strengthen legs (n=23, p = .031); walking for exercise
(n=163, p <.001); and gardening (n=183, p = .001). These results have clinical
implications for health professionals as discussed in the published manuscript

and also revisited in the final chapter.
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6.1.1 Abstract

Objective:

To explore the association between volition and participation in daily activities

with older adults living in the community.

Design:

Cross-sectional study.

Setting:

Community-dwelling, residing in Victoria (Australia).
Participants:

Two-hundred and forty-four adults 70 years and older drawn from a

convenience sample, living in their own homes.
Main measures:

Individuals’ participation in daily activities was obtained via phone interviews,
from the completion of the Phone-FITT survey. Levels of volition (identified under
three items; personal causation, values and interests) were collected using the

Volition Scale. Analyses were completed through linear regression.
Results:

The participants’ mean age was 77.5 years (SD 5.7) with 60% being female.
Higher levels of participation were associated with higher levels of volition in
light housework (n=225, p = .008), shopping (=239, p = .018), lifting weights to
strengthen legs (n=23, p = .031), walking for exercise (=163, p <.001) and
gardening (n=183, p = .001).

Conclusions:

Increased volition is associated with increased participation in physical acfivifies

with community-dwelling older adults.
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Clinical messages:

e Higher volition was associated with higher participation in: light
housework, meal preparation, shopping, lifting weights to strengthen legs,

walking and gardening with older adults.

e Volition may be an integral component to consider in the

rehabilitation of older adulfs.
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6.1.2 Introduction

Physical decline is a negative health outcome that concerns health
professionals. An abundance of effective health intervention programmes to
address physical decline has previously been investigated but with varying
degrees of long-term success and generalisability (93, 94). Lack of adherence
or compliance to health programmes following hospital discharge is an
ongoing issue (93, 199). This may be due to lack of volition to continue with

therapeutic interventions and requires further investigation (4, 92).

Volition or the motivation to engage in action has been posited as an essential
component for individuals to carry out daily activities (e.g. household and
leisure) (99). Volition is a mental process which franslates the individual’s level of
motivation or intention, into action (4) and relates to how the desired
action/outcome is achieved across contexts (7). Three components of volition
are described as being essential to support the thinking processes of
completing actions (7): 1) personal causation or the degree in understanding
self-ability (7), also known as competence (99) or self-efficacy (102, 103); ii)
values or meaning of the activity to the individual (7) as people are more likely
to engage in activities that are meaningful and align with personal values (10);

and iii) level of interest a person has in the activity in order to perform it (7, 92).

These three components have formed an integral framework for understanding
volition where intensity can individually vary across different activities (7, 99). If
these factors are absent for people when choosing activities to perform, they
are less likely to be engaged (104). Development of these self-regulatory
strategies has been associated with increased physical performance (39, 112),
improved adherence to health programmes (72, 113) and resulted in a positive
impact on overall participation levels (in life activities) promoting successful
ageing (99, 105, 109, 114).

Participation has been identified in the International Classification of Disability,
Health and Function as “involvement in a life situation” (?). Participation in this
paper uses a broader definition regarding engagement in daily life activities
and incorporates the psychological aspects of thinking and volition as well as
the psychosocial aspects of mental health (e.g. anxiety, depression, social

connectedness) (5, 9).
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Higher levels of participation have led to higher levels of health and wellbeing,
for example in executive function (38), and satisfaction (200). However, this has
not been investigated extensively (4, 59, 201). If older adults can maintain or
improve their level of participation as they age, they are more likely to
experience flourishing health and wellbeing and require fewer health
interventions (55, 186). The link between meaningful activities and participation
has been established (39) however the connections between volition and

participation in older adults has not.

A commonly utilised health theory to explain the relationship between attitudes
and behaviour, is the Theory of Planned Behaviour (202). This theory
incorporates the intensity of one’s attitude and the extent of ‘perceived control’
the individual has, which leads to the person’s intention to perform a specific
behaviour (203, 204). However, utilisation has been more readily applied to
addictive behaviour changes and chronic disease (from an ill-health focus).
Suggested model limitations include overlooking; individual beliefs, the
significance of social factors (e.g. family, friends, religion and education),
affective factors (personal feelings), and that many social behaviours are
habitual (203, 205). It does not give acknowledgement to socio-cultural context
and how this affects behaviour, and that behaviours do not always reflect
personal attitudes (as predicted) because of varying social influences (203, 205).
Therefore this model has limitations when exploring volition (beyond intention)

and participation in daily activities.

Due to the dearth of information regarding the linkages between volition and
participation, it is important to examine the associations between these
concepfts including what motivates older adults to engage in the wide
repertoire of daily activities. Health professionals may be able to foster
individual’s level of volition through the selection of personally meaningful
activities within intervention programmes. More targeted activities may
increase long-term adherence to therapeutic interventions and positively
impact health outcomes. This paper will examine if volition is associated with
participation in a sample of older people, and whether volition explains their

level of participation in specific activities.
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6.1.3 Methods

A cross-sectional design was utilised with older adults residing in Victoriq,
Australia. This was the second phase of a previously reported parent cohort
study (24). Ethical consent was obtained through Monash University Human

Research Ethics Committee.

The parent study sample was randomly selected from the 2006 Victorian
residential telephone records. At the conclusion of the study, participants were
asked if they could be contacted for further research. Three hundred and sixty-
eight people provided consent and were called for a follow-up interview.
Participants provided verbal consent via telephone, were 70 years or over and
living in their own homes. The inclusion criteria included; 1) ability to converse
over the phone in English (self-determined) and 2) no significant cognitive
impairment. Cognitive ability was determined by the ‘Short orientation-
memory-concentration test’ (154). A score 213 (range 0-28) indicated

significant cognitive impairment and involvement was discontinued.

Collection of data was carried out through phone interviews. Initial contact was
made over a six-week period by one of seven researchers trained by the
project manager. The participant was contacted at the scheduled time and
provided inclusion requirements were met then data on demographics,
participation in daily activities and volition were collected. The time taken to
collect this information ranged from 12 to 18 minutes depending on the answers
given to the researchers and the number of activities identified. Data was

directly entered into Survey Monkey® (database) by the investigator.

The interview questions gathered demographics comprising age, gender, and
living situation. Participation data was collected on two subscales (participation)
on the Phone-FITT tool (1). The Phone-FITT interview assembles data on activity
performance over a specific time period (1). The Household subscale included
six items: light housework, making meals, shopping, heavy housework, home
maintenance and caring for others. The Recreation subscale included eleven
items: liffing heavy weights to strengthen legs, exercises to strengthen legs,

lifting weights to strengthen arms, home exercises, walking, dancing, swimming,

bicycling, golf, gardening and other physical activities (1).

134



The researcher asked individuals to identify: whether they participated in
specified activities in a typical week over the past month (yes/no), how often
the activity was executed in that week (frequency), and how long the activity
was performed on each occasion (duration) [1-15 minutes (1), 16-30 minutes (2),
31-60 minutes (3) and one hour or more (4)] (1). The frequency and duration
scores were then summed to gain a participation score in each activity and a

summative overall score can also be calculated within each subscale.

The overall score can be used to determine individual changes over time as it is
not an absolute value (1). A score of zero indicates no participation. The Phone-
FITT has reported criterion and construct validity with older adults [Coeff: .29
(95%Cl: 0.01 t0 0.53) to .57 (0.34 t0 0.73)], -.2 (-0.5 t0 0.14) to -.45 (-0.68 t0 -0.14)
and test-retest reliability (seven days apart) [intra-class correlation: .77 (0.63 to
0.87)] (1).

For participants who answered yes to participating in a specific activity, their
volition was measured by the three-item screening tool, the Volition Scale (147)
(Appendix 3.5). The instrument was designed for this study and based on the
Occupational Questionnaire (117). The items are identified as; personal
causation “one’s sense of capacity and effectiveness”, values “what one finds
important and meaningful to do”, and interests “what one finds enjoyable or
satisfying to do” (7). The scale gathers a self-reported score over three questions
on a five-point Likert scale (153) from 1) strongly agree to 5) strongly disagree.
The individual scores were summed with the overall score calculated against
the normative Rasch adjusted scores (range of -7.66 to 6.5) (147). The Volition
Scale has documented construct validity with Rasch analysis derived infit mean
square (MNSQ) 0.75 to 0.99; overall mean [SD] 0.89 [0.10], outfit MNSQ 0.86 to
1.0 overall 0.92 [0.06] (147, 206). As the normative scores are reversed (lower
number equals higher volition) for the purpose of reporting in this paper, the
scores were multiplied by -1 so that a higher score represented higher volition

for ease of interpretation.

Following data collection and entering, stafistical analyses were completed
using linear regression to determine associations using STATA 11.2 (183). Simple
linear regressions were completed with participation (dependent variable) in

each of the 17 activities/items and volition (independent variable) to identify
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significant associations (set at p <.05). Multiple regressions were then
performed, entering the factors that reached significance (age, gender and

living situation) to explore the effect of these as potential confounders.

Assumption checking of residuals was completed to distinguish linearity,
normality, homogeneity and independence to determine the most
parsimonious model fit. Normal distribution of data was tested using the
Shapiro-Wilk test (184). If distribution items did not reach normality the “ladder of
powers” (STATA) was applied to determine the appropriate transformation.
Supplementary regressions would occur following transformation if necessary
(158).

6.1.4 Results
Approximately two-thirds (66%, N = 244) of the 368 surveyed responded to the

study and met the inclusion criteria. The mean age of participants was 77.5
years (SD 5.7) with 60% female and 127 (52%) stating they lived alone. The
remaining 117 people lived with either a spouse/partner or other family
member. Over 59% (n=144) reported having arthritis, nearly 30% (n=72) with
heart disease, approximately one quarter reported a visual impairment (n=64),
cancer (n=57) or osteoporosis (n=55). Other health diagnoses included stroke,
depression, diabetes and lung disease. Many diagnoses presented as

comorbidities although this figure was not captured.

Four activities of significance evolved following simple linear regression (Table
6.1). The activities were: Meal preparation [Coeff (95% Cl) p =value; [0.44 (0.07,
0.80) p =.020], shopping [0.0? (0.01, 0.17) p = .032], walking for exercise [0.38
(0.23, 0.52) p < .001] and gardening [0.23 (0.08, 0.37) p = .002]. A positive
association was consistently identified between higher levels of participation

and a higher level of volition.
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Table 6.1: Regression results simple linear regression (participation with volition).

Activity item - participation Coefficient P-value R squared
95% Confidence
Interval (CI) *
1. Light housework (n=225) 0.30 (-0.01,0.61) .056 0.02
2. Making meals (n=240) 0.44 (0.07, 0.80) .020 0.02
3. Shopping (n=239) 0.09 (0.01,0.17) .032 0.02
4. Heavy housework (n=163) 0.06 (-0.11,0.22) .505 0.00
5. Home 0.13 (-0.08, 0.35) 224 0.02
Maintenance (n=98)
6. Caring for -0.68 (-3.27, 1.90) .588 0.01
another person (n=23)

7. Heavy weights (n=23) 0.47 (-0.04, 0.98) .071 0.15
8. Strengthen legs (n=77) -0.66 (-0.61, 0.48) .809 0.00
9. Strengthen arms (n=51) 0.03 (-0.43, 0.49) .900 0.00
10. Home exercises (n=50) 0.12 (-0.22, 0.46) 478 0.01
11. Walking (n=163) 0.38 (0.23, 0.52) <.001 0.14
12. Dancing (n=9) 0.17 (-0.45, 0.78) .544 0.05
13. Swimming (n=19) 0.12 (-0.22, 0.45) A77 0.03
14. Bicycling (n=23) 0.16 (-0.17,0.50) .324 0.05
15. Golf (n=14) 0.09 (-0.29, 0.20) .128 0.18
16. Gardening (n=182) 0.23 (0.08, 0.37) .002 0.05
17. Other exercises (n=47) -0.10 (-0.59, 0.39) 694 0.00

*Results multiplied by -1, n= number of people who performed the activity out of overall
244 participants

Subsequent multiple regression with confounding factors resulted in six
significant results (higher levels of participation with higher volition levels). These
included the four previous activities; meal preparation [0.48 (0.11,0.84) p = .011]
shopping [0.09 (0.01, 0.17) p = .037], walking for exercise [0.39 (0.24, 0.54) p
<.001] and gardening [0.24 (0.09, 0.39) p = .002], plus two additional; light
housework [0.32 (0.01, 0.62) p = .042] and weights to strengthen legs [0.58 (0.05,
1.10) p = .034]). Two significant confounding factors were identified: living
sifuation with light housework (p =.021), and gender with meal preparation (p
= .001). Higher participation in light housework was exhibited for those who lived
with others (n=104 of those performing activity), and higher participation in

meal preparation was exhibited with females (n=143 for activity) (Table 6.2).

A log transformation was completed as normality was not reached with
participation data. Multiple regression results established increased p-values on
light housework (p =.008), shopping (p = .018), weights to strengthen legs (p
=.031), walking for exercise (p <.001) and gardening (p = .001), however meal

preparation decreased (p = .060). The following changes occurred with the

137



explained model variance (r squared); light housework (.05 to .07), shopping
(.04 to .05), walking (.15 to .16) and gardening (.06 to .07), meal preparation
(.07 to .06) and weights to strengthen legs (.35 to .31) (Table 6.2).
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Table 6.2: Multiple regression of items with significant volition scores using original and transformed data.

Activity item Coefficient * Pyalue* R Coefficient® P-wvalue R sguared®
95% Confidence sguared® | 95% Confidence
Interval (CI)® Interval (CI)®

1. Light housewaork [n=225)

Voliion 032 (0.01 0.62) 042 0.05| 004 (0oL 007 008 0.07
fge 000 (-0.10,0.11) 881 0.01 (-0.01,0.02) 364
Gender 117 (-0.10,2.45) o7l 0.12  {-0.01,0.24) 063
Living Situation 148 (0.23, 2.74) 021 0.14  (0.01, 0.26) 030
2. Meal prep (n=240)
Voliion 048 (0.11, 0.84) 011 0.07 | 002 (000, 0.05) 060 0.06
fge 000 (-0.14,0.15) 553 0.00 (-0.010.01) 797
Gender 271 (106, 4.35) 001 0.1 (0.08, 0.31) 001
Living situation  -0.28 (-1.91, 1.35) 733 -0.04 (-0.15,0.07) 447
3. Shopping (n =239)
Voliion  0.08 (0.0 0.17) 037 0.04 | 002 (000,003 018 0.05
Age  0.02 [-0.01,0.06) 183 0.00 (-0.00,0.01) 138
Gender -0.23  [-0.62,0.16) 244 -0.04  (-0.11,0.02) 172
Living situation  0.27  {-0.12, 0.65) 179 0.04  (-0.03,0.10) 253
7. Heavy weights (n=23)
Voliion  0.58 (0.05, 1.10) 034 035 | 013 (001, 0.24) 031 0.31
Age  0.17 (-0.06,0.39) 138 0.03 (-0.02, 0.08) 167
Gender -152 (-3.53,0.48) 128 -0.21  (-0.64,0.23) 334
Living Situation  -1.75 (-3.94,0.43) 109 -0.36 (-0.84,0.12) 130
11. Walking (n=163)
Volition  0.3%  (0.24, 0.54) <.001 0.15 | 006 (0.04, 0.0B) <001 0.16
Age -0.04 (-0.10,0.02) (165 -0.01  (-0.02,0.00) 158
Gender -0.21 (-0.86,0.44) 528 -0.06 (-0.16,0.04) 254
Living situation  0.21 {-0.45, 0.87) 533 0.05 (-0.05,0.15) 354
16. Gardening (n=182)
Vaolition 0.24 (D.09, 0.39) Jo02 0.0 0.0 (D02, 0.07) 001 0.07
Apoe 0.01 (-0.07, D.08) S0l Q.00  (-0.01,0.01) 853
Gender 009 (-0.71,0.89) B1EB 0.05 (-0.09 0.18) 512
Living situation 046 (-0.37,1.29) 277 0.09  [-0.05,0.23) 221

* Original dependentwvariable data (Coefficient results multiplied by -1}, * transformed dependentwvariable data (log transformation, coefficientresults

multiplied by -1), n=Mumber of people who performed activity
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Considering the transformed data regression, the more parsimonious model
detected for participation and volition was: light housework (p = .008),
shopping (p = .018), weights to strengthen legs (p = .031), walking (p <.001) and
gardening (p = .001) with relevant confounding factors: gender (p = .049) and
living situation (p = .015). Reported overall explained variance was 7% (r?) (refer
Table 6.3).

Table 6.3: Final model results: participation (in five significant activities) with
volition, gender, and living situation.

Variables Coefficienta P-valuee R squarede®
95% Confidence Interval (CI) (overall)

Volition 0.04 (0.01, 0.07) .006 .07

Gender 0.12 (0.00, 0.25) .049

Living Situation 0.15 (0.03, 0.27) .015

a Using log transformation data (Coefficient results multiplied by -1)

6.1.5 Discussion

The results indicate a positive association between participation and volition
with two daily activities and three more physical activities: light housework,
shopping, weights to strengthen legs, walking for exercise and gardening.
Findings denote that older adults exhibited a higher level of participation in
activity when higher levels of volition were present. This resonates with previous
research that considers volition as a pre-requisite for people to engage in
action and perform activities (4, 99). All people participated in one or more
household activities; fifteen did not participate in any recreation activity.
Twelve activities did not reach significance (across household and recreation
activities). Data regarding why people did not participate in activities was not

collected.

Previous research has described positive effects of exercise programmes that
target balance and strength for older adults (67). However, incorporation of
daily activities (occupations) is not often considered except in the context of
occupational therapy interventions (207). If people participate more in
activities where they exhibit high degrees of volition then judicious inclusion of
daily activities may be warranted in all health programmes (7, 55). This would
potentially increase physical and cognitive functioning of older adults and
enhance health and wellbeing (39, 105, 200).
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Regarding demographic factors, two were significant in the final model: living
situation and gender. Those living with others identified higher levels of volition
and participation. This could be explained by family encouragement or the
desire to “help” out. In contrast, individuals who lived alone may have been
either independent or received assistance with activities. Investigation into
possible explanations was not gathered. Gender reached significance where
females showed a higher level of participation in activities than males. This may
be due to the involvement in typical gender specific activities (e.g. household
tasks had higher levels of participation than recreation activities) or the larger
number of females. Age was not significantly associated and difficult to explain

in this context.

There are implications of this study for health professionals prescribing
rehabilitation programmes for older people. Consideration of volition should be
present when addressing engagement and adherence to therapeutic
interventions. The Volition Scale is a useful screen of volition and additional
research into application of this fool would be beneficial. Self-selection of
activities that are meaningful to the individual within treatment programmes
may have a favourable impact on long-term adherence of home-based

programmes (4).

A suggested hierarchy of determining the activities to incorporate within
rehabilitation programmes can be concluded. Programmes could incorporate
a choice of: weights for strengthening, light housework and gardening.
Therapists commonly use strength-based programme prescription for people
with functional decline and to reduce the risk of falling (67, 94). For participants
who choose to carry out an exercise programme, an evidenced-based
programme could still be recommended (67). Alternatively, light housework
and gardening could be considered with clients who are resistant to this type of
programme, giving people a choice of how they participate. The latter
activities offer a range of strength and balance challenges which could be
integrated into graded intervention programmes and have a positive effect on

physical and mental functioning (208-210).

Two additional activities (walking and shopping) were determined as significant.

Performing these activities may be considered as “risky” due to the potential of
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falls (211). However, this may be influenced by individual and contextual
variables and should not be negated completely (212). These activities could
be integrated into intervention programmes with caution depending on the

individual’s choice, usual daily activities and ability level.
Limitations

Study limitations included the lack of volition data for people who did not
participate in an activity. The study did not ascertain if the lack of participation
was linked to a lack of volition for non-participators or influenced by other
unidentified determinants. This may have impacted the outcome by not
recognising correlation significance for some of the activities with small sample
sizes. However, not all activities require large degrees of volition as they may be
automatic or passive activities that some people engage in. Further research is
required to identify the level of volition for people who do not pursue an activity,
as lack of volition may have impacted on the decision not to participate.
Additional investigation to establish the enablers of, and barriers to,

participation and volition following a significant health event is also required.

Results may reflect a biased sample due to convenience sampling,
geographical bias and with people that were predominantly active
(community dwelling). Frailer or more vulnerable participants were not targeted.
The less able individuals may have opted out of the interview, or lived in
supported care. Recruitment did not account for people with a hearing
impairment (unable to use the phone) or those with dementia or cognitive
impairment. The age group of people 70 years and over is an additional
limitation of this study, although it is likely that the findings are equally

applicable to people under this age. Further research with diverse populations

and age groups is required to increase the generalisability of the results.

The associations between participation in daily activities and volition suggest an
important consideration for older people regarding prescription of health
infervention programmes. Therefore, implications for practice include providing
a selection of evidence-based daily activities and identification of individual
volition levels for these specific activities. This may in turn improve adherence to
prescribed freatment programmes for people living in the community and

positively impact overall health and wellbeing.
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Supplementary data

Table 6.4: Levels of participation and volition for shopping (household subscale)

and walking (recreation subscale).

Shopping Participation Volition

scores scores *
High 5 0
Low 0 6.82

Walking Participation Volition
scores scores

High 18 0

Low 0 10.02

*Raw scores (lower number = higher volition)

6.2 Summary of chapter six

This chapter has presented evidence that volition has a positive association with
participation. That is, when volition is high then participation is also high. This
highlights the need for clinicians to consider the psychosocial components of
volition and how this might impact on the adherence to rehabilitation
programmes prescription. The causal link between volition and participation has
not been established within this study. The concept of volition has not been
integrated with the theory of planned behaviour or the complexities of positive
psychology, health promotion or personal motivation. These areas are beyond the
scope of this thesis yet are important research implications to consider in the

future.

Following this study presented, there was still uncertainty regarding the influences
of people’s decision making around participation in daily activities and what
supports or inhibits this action. The successive study was designed to investigate
the enablers of, and barriers to, participation with older adults following a stay in

hospital.
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7 Enablers of, and barriers to, participation

Study 5:

Enablers of, and barriers to, participation from an
older adulits’ perspective post-discharge: A

qualitative study.

Authors: Pritchard, E., Warren, N., Barker, A., Brown, T., & Haines, T.

This chapter has been revised and accepted for publication since the thesis was
submitted for examination (Appendix 7.1). The published article is not able to be
printed in this thesis due to the copyright agreement. Please find the final article

referenced as:

Pritchard, E., Warren, N., Barker, A., Brown, T., & Haines, T. (2015). Personal life
approach: An interactive way of understanding older adults’ participation in
activities following hospitalization. The Geronfologist.
doi:10.1093/geront/gnu115

For access to the full text article please see:
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7.1 Précis

The previous chapter identified that a significant association existed between
participation and volition with community-dwelling older adults. Understanding
volition and providing validated instruments for assessing levels of volition are
important factors to promote participation and have been established. The aim of
health interventions for clients who have been discharged from hospital is fo improve
participation in daily activities to counteract the potential negative health outcomes
linked with a stay in hospital (e.g. decline in physical or cognitive functioning).
Therefore understanding the factors involved with increasing participation is likely to

lead to identifying methods of improving the efficacy of health interventions.

Although a stay in hospital may have a negative impact on the participation levels
of older adults, research has provided little understanding of the enablers of, and
barriers to, returning to participation post-discharge. Identification of factors that
significantly impacted participation from the previous four studies concluded that
depressive symptoms, falls over the last 12 months, and volition were all notable. The
next research gap was to gain further understanding of any changes to participation
after a stay in hospital and to investigate the contributing factors to this from the
participants’ perspective following hospitalisation. Identification of these factors
could potentially lead to a way for health professionals to promote and enhance

participation amongst older adults following hospitalisation.

This inquiry led to the design of study 5 to address three research questions - i) Do
changes in participation occur following hospitalisation?; i) Why do/don’t changes
occur in the level of participation of older adults discharged home from hospital?; iii)
What are the enablers of, and barriers to, participation following hospitalisation? This
inquiry was initially designed as a mixed-methods study in which qualitative data
from semi-structured interviews were gathered simultaneously with quantitative scale
data from the same cohort. The original intention was to provide quantitative
evidence of volition and participation together with analysis of the narrative.
However, following the selected journal peer review, the reviewers recommended a
number of revisions to be addressed before being accepted for publication. One of

the main concerns was that the quantitative data was limited in numbers and did
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not add richness to the qualitative study (within the current design), therefore

needed to be reshaped.

The number of expected participants recruited was met however following
completion of the study and reviewer comments, it was identified that the
quantitative data required a larger cohort in order to reach effect. This part of the
analysis was then set aside for the purposes of the published article. Following this
feedback it was decided that an exploratory qualitative design was better suited for
the data presented and was submitted as such (chapter seven). The quantitative
analysis and results were completed and have been presented in the addendum to
this chapter (section 7.2). However, due to the number of limitations with the data

these were not included in the publication.

The qualitative study (awaiting second review following revisions) reported one main
theme (personal life approach) with two subthemes: i) interpretation of physical and
mental health status, and i) interactions and support. The personal life approach
(optimistic or pessimistic) was identified as a filter for the other sub-themes and either
supported or inhibited participants’ participation post-hospitalisation. These themes
are discussed in detail in the publication presented in this chapter and also re-

examined in the final chapter.

146



PART B: Declaration for Thesis Chapter seven
Monash University

Declaration by candidate

In the case of Chapter seven, the nature and extent of my contribution to the work was the following:

Enablers and barriers to participation in daily activities from the older adults’ perspective | Extent of
following discharge: A mixed-method study. contribution (%)
Nature of contribution

Recruitment 100%
Data gathering — interviews/quantitative 100%
Thematic analysis 80%
Calculation of data analysis 80%
Cross-checking data analyses 100%
Write up of manuscript 100%
Submission of manuscript to journal 100%
Subsequent revisions to manuscript as required by journal 80%
Primary author — Elizabeth Pritchard 80%

The following co-authors contributed to the work. Co-authors who are students at Monash University must
also indicate the extent of their contribution in percentage terms:

Name Nature of contribution Extent of contribution (%)
for student co-authors only

Narelle Guidance provided for coding and thematic data analyses
Warren Editing of draft of manuscript
Co-author Intellectual input to the study

Guidance provided for subsequent revisions required by
the journal

Ted Brown — | Guidance provided for data analyses

Associate Editing of draft of manuscript

Supervisur Intelleclual inpul to the study

Guidance provided for subsequent revisions required by
the journal

147



[Anna Barker | Editing of draft of manuscript

Associate Intellectual input to the study

supervisor Guidance provided for subsequent revisions required by
the journal

Terry Haines | Intellectual input to the study
Primary Cross checking of data analyses
supervisor Editing of the draft of manuscript

Cross checking of data analyses

Guidance provided for subsequent revisions required by

the journal

Date
» /3 /:;//&

Candidate’s
Signature

Declaration by co-authors

The undersigned hereby certify that:

(1) the above declaration correctly reflects the nature and extent of the candidate’s contribution to this work,
and the nature of the contribution of each of the co-authors.

(2) they meet the criteria for authorship in that they have participated in the conception, execution, or
interpretation, of at least that part of the publication in their field of expertise;

(3) they take public responsibility for their part of the publication, except for the responsible author who
accepts overall responsibility for the publication;

(4) there are no other authors of the publication according to these criteria;

(5) potential conflicts of interest have been disclosed to (a) granting bodies, (b) the editor or publisher of
journals or other publications, and (c) the head of the responsible academic unit; and

(6) the original data are stored at the following location(s) and will be held for at least five years from the
date indicated below:

Location(s) RES\.\%QE\_- Yaa\l Y oveard~ UAN  ~ ﬁ«\f\a\\lﬁy\ (exne. |

[Please note that the location(s) must be institutional in nature, and should be indicated here as a
department, centre or institute, with specific campus identification where relevant.]

Signature 2

Signature 3 I

148




7.2 Addendum to qualitative study (not reported in study 5)

Quantitative analysis (not for publication)

Quantitative data analysis included Pearson correlations (231) to identify significant
moderators from the demographic variables and scale scores, and the Wilcoxon
signed-rank test (232) to determine any changes in the levels of participation and
volition pre- and post-hospital. Both were calculated using STATA 11.2 (156). Pearson
correlation coefficients (231) were selected to identify the direction and strength of
the relationships between the demographic factors collected. This is a method of
linear measurement reporting the values between two variables where ‘0’ indicates
no correlation value, ‘-1’ signifies a strong negative correlation and ‘+1' denotes a

strong positive correlation.

The Wilcoxon signed-rank test was selected to compare differences between scores
(pre- verses post-hospital) of participation and volition (significance was set at p

< .05) from the paired data of the same sample and measured on an ordinal scale.
A simpler t-test (for comparison) could not be performed as the data could not be
assumed as being normally distributed. This was confirmed following a scatter plot of
the results. The Wilcoxon signed-rank test is a non-parametric method of analysis
which “compares the median of a single column of numbers against a hypothetical
median” (233). Interpretation of the test involves identification of the median for both
setfs of data (e.g. the median of the pre-hospital and post-hospital scores for volition
and participation). The results then produce data that indicate which pairs deviate
from the median (e.g. positive or negative change from pre-hospital median to post-
hospital median) following the intervention or timeframe, which indicates the degree
of change. Output is identified through a ‘z’ value (standard score) and the p value

(probability score).
Quantitative results (not published)

Correlation results from age, gender, setting, falls rate pre-hospital, falls rate post-
hospital, days in hospital and English as a second language variables identified seven
correlations. A higher rate of falls pre-hospital was associated with being female

(r=.33) and those living with others (.45); a higher falls rate post-hospital was
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associated with being female (.33); more days in hospital was associated with a stay
in rehabilitation setting (.47), living with others (.40) and a higher numbers of falls post-
hospital (.70); those who spoke English as a first language was associated with being
female (.31); higher confidence to perform activities was associated with females
(.51), for those from a rehabilitation setting (.34), a higher pre- and post-hospital falls
rate (both .33), and those who spoke English as a first language (.35); higher physical
health component scores (PCS) were associated with being female (.37), increased
falls rate post-hospital (.37), increased days in hospital (.33) and increased Modified
Falls Efficacy Scale (MFES) scores (indicating higher levels of confidence) (.41); higher
mental health scores (MCS) were associated with increased age (.48), living with
others (.38), and falls pre-hospital (.40) (Table 7.2).

Findings from the Wilcoxon signed-rank test identified significant changes between
pre- and post- hospital volition scores for acute (z =-2.845, p=.004), rehabilitation
(-1.955, p=.050), and combined settings (-3.323, p< .001). Results for significant
changes between pre- and post- hospital participation scores for acute (z = 2.705,
p=.006), rehabilitation (2.668, p=.007), and combined settings (3.786, p< .001) (Table
7.3).
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Table 7.2: Demographic matrix - correlation coefficients (r value).

Age Gender Sefting Living Fallsrate Fallsrate Days
sitn. pre- post- in
hosp. hosp. hosp.
Gender -0.27
O=male, 1=female
Sefting 0.19 0.15
O=acute,
1=rehabilitation
Living situation@ -0.25 0.25 0.25
Falls rate pre-hospital ~ -0.02 0.33d 0.16 0.45¢
Falls rate post-hospital  -0.18 0.33d 0.16 0.28 -0.05
Days in hospital 0.16 0.02 0.47¢ 0.40c  0.06 0.70v
English as 2nd -0.12 0.31d 0.14 0.12 -0.13 -0.11 -0.06
language
O=yes, 1=no
Modified falls efficacy 0.22 0.51¢ 0.344 0.00 0.33d 0.33d 0.25
scale
Physical health score  0.11 0.37d 0.26 0.13 0.10 0.374 0.33¢
(PCS)
Mental health score 0.48< 0.29 0.21 0.38¢  0.40¢ 0.13 0.22
(MCS)

English as
2nd

language

0.35¢
0.14

0.21

MFES

0.41¢

0.24

Physical
health
score
(PCS)

0.05

aliving situation: 1 = alone, 2 = spouse/ partner, 3 = other family, 4 = friend, 5 = other
b very strong correlation (r =2.70 [+/-])

cstrong correlation (r =.40 to .69 [+/-])

d moderate correlation (r = .30 to .39 [+/-])
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Table 7.3: Summary of falls efficacy, physical health, mental health, volition, level

of participation (n=21).

Quantitative scales Mean (SD) Range Wilcoxon p
z value value

MFES (n=20)¢ 7.9 (1.6) 5.3,9.9
SF12v2

Physical health component score 32.7 (10) 15.8, 58.5

Mental health component score 50.5 (9.9) 25.2,61.2
Volition Scale (n=20)@

All recalled pre hospital 3.4 (1.6) 0.56, 6.38

All post hospital 5.7 (2.5) 2.39, 11

Acute recalled pre/post hospital -2.845 .004

Rehabilitation recalled pre/post hospital -1.955 .050
Combined recalled pre/post volition -3.323 <.001
Participation level

All recalled pre hospital 22.4 (6.9) 10, 39

All post-hospital 12.5 (8.8) 0, 29

Acute recalled pre/post hospital 2.705 .006

Rehabilitation recalled pre/post hospital 2.668 .007
Combined recalled pre/post participation 3.786 <.001

aOne person did not complete.
MFES = Modified Falls Efficacy Scale (higher score indicates complete confidence).

SF-12 v2 = Short Form-12 version 2 (normative score is 50) higher scores indicate higher level
of physical/mental health.

Volition Scale, lower score indicates higher level of volition.

Partficipation scores, higher scores indicate higher level of participation.

Discussion

Results identified a number of correlations between demographic variables and
the scores from the MFES and SF-12v2 scales. However it is difficult to ascertain
specific patterns from this data as the participants results were not consistent
across areas. That is, for those with the lowest levels of physical component scores
(PCS) identified there was no identifiable pattern across each of the variables or
other scaled scores. The strongest association was calculated between increased
days in hospital and a higher falls rate following hospitalisation. This supports
previous studies that have identified a deconditioning of older adults when in
hospital with an increased risk of falls following discharge (16, 36). The three
people who experienced falls post hospital, reported very low PCS, (range 15.8 to
33.21) with a fear of falling (MFES) score between 5.3 and 7.8 (maximum 10). The
implications of these findings suggest that health clinicians need to address ways

to minimise the effects of hospitalisation on decreased function, increase
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confidence with performing activities and maximise safety in the home following

hospitalisation.

The subsequent strong associations were reported between falls rate pre hospital/
living situation, days in hospital/rehabilitation (an expected result), days in
hospital/living situation, increase confidence/females and PCS, increased
MCS/age as well as falls pre-hospital. The variable of living with others warrants
further investigation as it is present in two of these results and could be
representative of the decreased levels of function that the individual already has,
where they require assistance in their everyday activities by the other person(s)
with whom they live. Alternative possibilities are regarding the expectation of life
roles for some individuals where their return home may require them to care for or
be responsible for someone else. This is likely to increase the days for a hospital
stay as the demand on ability following discharge may be higher. Nine of the
participants lived with another person which varied from a spouse/partner to
another family member. Of these nine however, eight of them displayed scores
lower than the normative score of 50 on the PCS, four scored under the norm (50)
for MCS, a mix of scores on the MFES (ranging from 5.29 to 10), and eight identified
a decline in participation scores stated for pre- to post- hospital. In contrast,
participants who live alone may feel the need to be better prepared for their

return home alone, although this is not supported by this analysis.

The next two highest results indicated that females in this sample were more
confident to perform activities without fear of falling, and the MCS scores of the
older participants were higher. It is difficult to draw any conclusions from either of
these results except to acknowledge that with age comes a higher propensity to
be able o manage one's own emotional responses. This aligns with current
psychology research trends regarding emotional ageing (234). The remaining
results provide information regarding the associated variables that reached
significance, however there were no specifics patterns detected possible due to

the small sample size for quantitative analysis and the diversity of responses.

The results reported from the Wilcoxon analysis identified that there were
significant changes in pre- and post-hospital scores for both volition and
participation. The alterations in levels of participation align with previous studies

regarding changing functional status and participation levels following
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hospitalisation (16, 36). This indicates that neither level is fixed and that volition and
participation are influenced by circumstances (health status) as well as other
factors. This has implications for health professional in regards to the possibility of
influencing levels of volition with individuals to increase participation in daily

activities.
Limitations and implications

There were a number of limitations in the original design of this study. The
quantitative data gathered were from the same sample group which was
identified as an adequate sample number for the qualitative data (presented in
chapter seven) however, sample size was not adequate to provide meaningful
interpretation of the quantitative data. Only three of the four scales used in this
data collection met this requirement (the SF-12 v2, the MFES, and the VoS)
therefore the participation data was limited. The limitation of gathering
parficipation data through conversation (rather than a validated scale) was also
not effective for quantitative analysis and affected reliability of the analysis (166,
235). Requesting participants to recall information regarding - what they “used to
do prior to hospital” - introduced recall bias and was likely to negatively impact
the results. Future research in this area following a mixed-method design (as
originally intended) would benefit from gathering data on validated scales, with a
representative sample of the population providing sufficient power for the

quantitative statistical calculations.
Conclusion

The quantitative data that were collected as part of the exploratory qualitative
study have presented a number of findings. The results indicated areas for
consideration by health professionals when working with older adults’ post-
hospitalisation. Participants’ age, living situation and the number of days spent in
hospital can present a cause for concern that may impact on their reduced level
of participation however two of these factors (age and living with others) may
also support or enhance their mental health. However due to the small number of
participants that contributed to this component of the study and lack of patterns
within the data, it was determined that the findings were unable to be included in

the published paper (study 5).
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7.3 Summary of chapter seven

This chapter has presented evidence of the enablers of, and barriers to,
participation as identified by 21 older adults who had returned home after
hospitalisation. The qualitative study highlights the need for health professionals to
consider the individual’s personal life approach when working towards increasing
participation following a hospital stay. This approach is likely to influence the
choices of activities that individuals make and has the potential to negatively or
positively impact on rehabilitation programme adherence, and ultimately their

health and wellbeing.

Further investigation into rehabilitation programmes that address cautionary
actions (including fear of falling) and reaffirm people’s restoration of active
engagement in previous activities following hospitalisation, is also warranted.
However this was outside the scope of this project. Additional research is required
to further develop the findings of this study and link with the previous four studies
that have provided insight into the importance of considering psychosocial
factors (depression, volition, personal life approach) when working with older

adults to increase their participation following hospitalisation.
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8 Discussion and conclusion

8.1 Summary of findings

The five studies presented in this thesis are the first comprehensive investigations of
parficipation in daily activities and volition (the thinking process to elicit action)
with older adults (7). The findings aim to inform the practice of health professionals
when working with the older population (265 years). The older population is
expected to triple globally from 600 million to nearly two billion people by 2050 (40)
with a projected increase in health service demand resulting from older adults
over the next three decades (12, 14). This is due to the growing numbers of adults
living longer, together with the likelihood of reduced functional abilities and age
related frailty (8, 14). Frailty negatively impacts on the level of participation and is
expected to place an unprecedented future demand on health services from this

age group (11).

Participation in activities has been argued as being essential for humans through
which we develop skills, connect with others, and discover personal meaning of
life (52). Participation in life activities has been identified as contributing to
improved physical and mental health (39, 236). Involvement in meaningful
activities that increase participation and improve wellbeing, are likely to decrease
healthcare utilisation by older adults (38, 39). Therefore it has been suggested that
health professionals need to know how to optimise participation with older adults

following hospital. This could in turn decrease the impending health burden.

The studies within this thesis addressed the aim of investigating how participation
in daily activities (occupational participation) was impacted following
hospitalisation and explored reasons why this occurred. The first study identified
that participation can be improved amongst older adults through falls prevention
interventions. The latter studies explored the determinants of participation
including the role of volition in the loss and recovery of participation amongst
older adults living in the community, and for those who have recently been in
hospital. The investigations incorporated determinants of participation, validation
of a brief volition screening scale, exploration of the association between volition
and participation, and identification of the enablers of, and barriers to, returning

to participation following hospitalisation from the participant’s perspective (Table
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8.1). The studies sought to address the research aims through examining two
samples of older people. The first group included people living at home in the
community to profile levels of participation and volition in the general population
(>70 years), and the second involved older adults returning home following a stay
in hospital (= 65 years). These results have provided empirical evidence to
understand a profile of participation amongst older adults and the impact of
volition on participation more fully. They have also recognised enablers of, and
barriers to, participation following hospitalisation. The studies in this thesis identified

four main determinants of participation amongst older adults:

i) the presence of depressive symptoms was associated with decreased
participation in daily activities,
ii) a higher number of falls experienced over the previous 12 months was

associated with restricted participation in household activities,

iii) high levels of volition was associated with higher levels of participation

in five specified activities,

iv) the personal life approach (more optimistic or pessimistic) was crucial to
the way people adapted to their disruption in activities following

hospitalisation and return to previous participation.
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Table 8.1: Summary of study findings.

Chapter

1. Infroduction to
participation and
ageing;

Study 1
Review of current
literature

2. Infroduction to
volifion;

Structure of thesis

3. Methodology
of studies 2-5

4. Study 2
Factors impacting
on parficipation

5. Study 3
Psychometric
properties of the
Volition Scale

6. Study 4

The association
between
participation and
volition

7. Study 5

Older person's
perspective on
returning fo
participation after
hospitalisation

Content

Rationale for the thesis
was identified.

Examining the impact of
falls prevention
programmes on
participation.

Defining volition with
supporting evidence
discussed.

Thesis aims and objectives
were identfified.

Description of the structure
of each study with
rationale for selection of
design and
instrumentation.

Exploring the defterminants
of participation
(demographics, physical
health, and mental
health) for older adults
living in the community.

Examining the constfruct
validity of the Volition
Scale, developed in this
thesis.

Investigating the impact of
volition (as measured on
the Volition Scale) on
levels of participation in
daily activities.

Exploring enablers of, and
barriers to, participation
with older adults following
a stay in hospital.

Findings

Age related frailty has been identified as
a health concern where physical and
cognitive decline can occur. This
increases the demand on health services.
Previous studies have used various
definitions of parficipation, and few
studies have explored participation and
older adults.

The systematic review and meta-analysis
identified that falls prevention
programmes can have a positive impact
on participation in older adults. This
demonstrated that participation can be
increased with targeted interventions.
Engagement in meaningful activities is an
innate human need, that includes choice
of activities and incorporates three
components known as volition i)
understanding of self-ability, ii) holds
personal meaning, iii) has a degree of
interest and safisfaction for the individual.
Three study designs were incorporated to
explore the research questions. These
included cross-sectional design with linear
regression (2 studies), cross-sectional
design with Rasch measurement
modelling, and qualitative design with
thematic analysis.

Minimal empirical evidence has been
provided regarding the determinants of
participation. Two significant determinants
emerged depressive symptoms and the
number of falls in the previous 12 months.
Both were associated with decreased
participation.

There was no brief screening tool for
volition available to use in a one-off
session over the phone. The Volition Scale
was developed and displayed construct
validity and internal reliability.

There was an association between
participation and volition for a selection
of daily activities. People with a higher
level of volition had higher levels of
participation in; light housework,
shopping, walking, weight for legs, and
gardening.

The personal life approach (optimistic or
pessimistic) influenced interpretation of
abilities and limitation which impacted on
participation. A positive and optimistic
approach increased participation levels
and vice versa.
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8.2 Synthesis of results

This research inquiry began with the investigation of falls prevention programmes
with older adults. This is a current global area of concern due to the high
prevalence of falls in the ageing population (16, 18). The incidence is reported as
one in three adults (65-80 years) fall per year in the community (19, 20), which
increases with age to one in two people fall annually (over 80 years) (19-21). The
findings of the systematic review ascertained that falls prevention interventions
had a positive impact on participation although the sample and effect sizes were
small (201). This review highlighted an untapped area of investigation in health
research and identified the shortage of evidence regarding the determinants of
participation in everyday activities or occupations. These are completed within
“one's socio-cultural context” and “desired or necessary for one’s wellbeing” (7).
The results of the review led to the broadening of the focus for this thesis to
examine the levels of participation in general life activities of older adults residing

in their own homes and the reasons why they participate.

The subsequent studies identified four critical areas for health professionals to
consider within their practice. First, the presence of depressive symptoms amongst
older adults was a significant determinant of participation (reported in study 2)
where depressive symptoms were associated with lower participation levels in
both household and recreation activities (31). Previous studies have identified that
people who experienced depressive symptoms were less likely to engage in
activities due to lethargy, negative thoughts, and sleeplessness (150, 188). Lack of
participation has been shown to contribute to a declining cycle of physical and

mental ill-health which incorporates depression (188, 192).

If left untreated, depressive symptoms can be exacerbated, which may lead fo
clinical depression and anxiety (150). This can further inhibit participation in
activities and lead to increased hospitalisation, death through suicide, or
increased risk of cardiac mortality (188, 237). People with depression have also
been found to be three times more likely to not adhere to medical advice or
interventions (238). This can negatively impact overall health and wellbeing which
can increase health burden (238). However, screening for depressive symptoms
by health professionals is not routine practice despite the recognised negative

sequelae of depression.
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Depression is included in the top nine National Health Priorities for Australia (239),
which aligns with the World Health Organisation’s priorities for prevention of ill-
health and promotion of flourishing mental health (240, 241). However, depression
has not been extensively investigated with older adults or with return to
parficipation in daily activities in this population despite being identified as a
priority health concern (242). These findings indicate that this area requires
increased vigilance in assessment and intervention if health professionals are to
positively influence participation levels as well as health outcomes with older
adults (150, 187). Screening for depressive symptoms in all older adults should be
considered as routine practice in health programmes post-discharge due to the
link between depression and participation. This requires combining detection of
depressive symptoms with a referral for diagnosis, treatment and/or inclusion of

strategies for management of these symptoms in health programmes.

Second, the number of falls over the past year was identified in study 2 as a
conftributing factor which negatively impacted on the level of participation in
household activities (31). The systematic review (study 1) identified that falls
prevention programmes can indeed positively increase participation levels over
time. Falls prevention in older adults is an area of priority both nationally and
internationally with expenditure exceeding billions of dollars annually on research
and prevention (14, 24, 243). However, the costs to health services (as well as
personal and social costs) of falls are increasing exponentially despite this
investment (29). This indicates continued urgency to address this outcome when
examining participation with older adults as the incidence of falls and repeat

falling increases with age (20, 21).

Falls prevention programmes and implementation of guidelines to minimise the risk
of falling have been reported as being inconsistently carried out by clinicians with
older adults (244). The studies in this thesis have supported the findings that falls is
an area that negatively impacts participation and requires evaluation and
management by health professionals. Therefore, it is suggested that a falls history
needs to be gathered by all clinicians that are involved with older adults to
enable appropriate referrals and/or interventions to be formulated (76). This is a
difficult outcome to achieve as the barriers for implementation of falls prevention
programmes have been identified with both clients and clinicians as lack of;

knowledge, resources, health status, motivation and education (244, 245).
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Clinicians have also described a number of factors that negatively impact their
ability to focus on falls intferventions in their work roles. These include competing
demands between their discipline requirements and additional responsibilities,
time constraints, lack of support, and lack of appropriate resources (including
knowledge and skills) (244). Evidence has been published of a number of
effective falls interventions (246). However researchers have also identified that
people may not necessarily adhere to these interventions long-term and a new
strategy is required as the rate of older adults who fall is continuing to climb (244,
247). Therefore, changes are required by health professionals for future
approaches to interventions aimed at increasing participation levels with older

adults who have fallen.

Third, volition was reported as a significant determinant of participation in studies 4
and 5 as higher levels of volition were associated with higher levels of
participation. Volition has been identified as performing an important role in the
selection of activities that people choose to engage in and ultimately on their
level of participation (4, 7). Limited brief screening scales are available for
measuring volition and this required the validation of the newly developed
Volition Scale (VoS) that was adapted from the original validated instrument.
Study 3 confirmed that the three items of the VoS measured the overall construct
of volition (construct validity). The items included personal causation - the self-
understanding that one has the skills to perform the required activity adequately;
values - that the activity has meaning to the individual; and interests - that the
individual has an interest in performing the activity and gains a degree of
satisfaction from completing it (7). There is an increased likelihood of continued
participation in, and adherence to activity programmes when volition is
recognised prior to prescribing health interventions (4, 99, 117). Utilising robust
clinical interventions to screen for volition can be integrated into practice to

address the activities selected for inclusion in the intervention programmes.

Volition is not acknowledged in many health fields and infrequently recognised in
professional practice and clinical guidelines. An exception to this is that
motivation (proposed as the step before action is completed - volition) receives a
rare mention in some documents. For example, Clinical Guidelines for Stroke
Recovery (Australia) mention motivation once in that it was “useful in promoting

adherence” (248). Previous studies investigating the success of health
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programmes over time have highlighted non-adherence as a concern to
effectiveness of rehabilitation programmes following discharge from hospital (or

programme cessation) (923, 136).

One of the reasons for decreased adherence to health programmes included a
lack of meaning of the activity to the individual which led to choosing to
discontinue the prescribed activities (83, 93). These studies identified that
adherence is a problem that may negatively impact on participation and long-
term health outcomes however they did not consider volition in their programme
prescription. Increased understanding of the broader psychosocial factors
influencing participation (including volition) could be a vital moderating factor.
This suggested a change of approach could contribute to improving adherence
to recommended intervention programmes with a positive impact on health and
wellbeing. Inclusion of the concept of volition in health programmes has potential
implications for both health professional practice and policy development

regarding screening prior to rehabilitation interventions.

Screening for volition and selection of more meaningful activities by the individual
through using a person-cenfred approach (249) may have the benefit of
increasing levels of adherence and improving long-term rehabilitation outcomes
(116, 178). This approach implies a biopsychosocial emphasis (as opposed to a
biomedical focus) taking into account the broader factors (beyond medical
diagnosis and functional capacity) that influence a person’s health and wellbeing.
The assumptions of a person-centred biopsychosocial approach endorse the
principle that the client is the expert in managing his or her own limitations and
therefore needs to be given the power to direct the intervention process (249).
This approach strongly advocates that a shared method of decision making is
adopted and driven by the client and his or her family as appropriate (249). Using
this person-centred method to programme planning can include screening for
volition then providing the client with a range of meaningful activities to choose
from as part of the treatment programme which is congruent with the findings of

both volition studies completed in this thesis (25, 116).

The final area is the personal life approach (term developed in study 5) of
individuals towards their current life circumstances which impacted on

parficipation. This was identified as either optimistic (enhancing participation) or
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pessimistic (restricting participation) as indicated in the study. An optimistic life
approach was where the individual viewed their experiences and potential
abilities through a lens of optimism and believed that they were able to control
their responses to events with a positive impact on the outcome. This emerged as
a powerful enabler of participation whereby the individual’s life approach was
shaped through their childhood experiences, modelling of influential people in
their lives, and also developed throughout lifelong learning (221). The pessimistic
approach was one where the individual did not believe they could elicit change
or bounce back from an adverse situation (known as resilience). The language
used and thinking that occurred (either positive — can, or negative - can’t) in
response to life events also impacted on participants’ return to previous levels of
participation. The findings of study 5 identified that the personal life approach -
supported by their spirituality - acted as a filter for the way participants interpreted
their physical and mental health status, as well as their social supports or
interactions. Consideration of these enablers of, and barriers to, participation
could be combined with providing a choice of meaningful therapeutic activities

in health programmes.

The findings of study 5 support previous research with adults regarding the need
for optimism and resilience in response to adversity (140). Improved physical and
mental health outcomes have also been associated with these coping strategies
after disruption of life events (e.g. through iliness or hospitalisation) (140, 141). The
findings also align with the model of internal locus of conftrol (226, 250) described
as the degree to which individuals believe that they have control over their own
health rather than outcomes due to chance or luck (external locus of control)
(227, 228, 250). Participation is likely to be increased through a combination of an
optimistic personal life approach, higher levels of volition, strong resilience (to
overcome adversity), and an internal locus of control (229). However, these areas
require further investigation with older adults to determine theirimpact on

participation following hospitalisation.

8.3 Implications for clinical practice of health professionals

A reasoned argument has been presented throughout this thesis regarding the

need for change in clinical practice of health professionals who work with older
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adults. The completed studies have presented evidence of the determinants of
participation that are not routinely explored in practice or previous research. This
inquiry has culminated in four suggested changes in practice when implementing

health programmes with older adults following hospitalisation.

Implications for practice to increase participation:

e Screen for depressive symptoms and instigate appropriate referrals and/or

interventions

e |[dentify falls history over the past 12 months and instigate appropriate

referrals and/or interventions

e Screen for volition of daily activities that are intended to be incorporated in

tfreatment programmes and choose those with higher personal volition levels

e |[dentify the client’s personal life approach through discussion and

observations, with instigation of strategies for building optfimism and resilience

within treatment programmes

8.3.1 Screen for depressive symptoms with appropriate action
Implementation of these recommendations would require the health professional
to screen for depressive symptoms and then take appropriate action following
identification of potential areas for concern. Interventions may include a referral
to an appropriate health professional for diagnosis and/or tfreatment of identified
symptoms. Additionally, simple interventions that have been reported to have a
positive impact on depression could also be included by the health professional

alongside their standard clinical practice.

The types of interventions to increase participation by decreasing depressive
symptoms could incorporate encouraging the individual to utilise support through
family/friends/community to counteract social isolation (251); increasing physical
activity through exercise - associated with decreased depressive symptoms (252);
increasing one's repertoire of leisure activities and interests (e.g. gardening) -
associated with decreasing depression (209); using the “three good things in life”
approach (writing down three good things that happened today and why — daily

for a week) - reported to decrease depression and increase happiness (230); or
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daily random acts of kindness (doing something for someone else to brighten their
day with no expectation of a return) - reported to increase happiness and life
satisfaction (253, 254). Examples of random acts of kindness for strangers may
include opening a door for someone, assisting a person to carry their packages,
paying the shortfall of a purchase at a checkout for a stranger, writing an inspiring
note, or giving someone a meal. The philosophy behind these acts of kindness is
to think outside of one’s personal experiences and consider others more with
warm-hearted compassion (253). This strategy is often paired with writing affirming
letters to people in expression of gratitude (253, 254). Researchers have identified
a positive improvement in depression that is sustained over time and an increase
in the level of personal happiness when putting these simple acts into practice
(254). These interventions do not require special training or qualifications but can

be learned and implemented by any health care professional.

8.3.2 Identify falls history (previous 12 months) with appropriate action

The second implication for practice is to identify the history of falls over the past 12
months. The individual can provide an indication of any falls they experienced
over this time providing they have cognitive awareness. However, clinicians need
to be cognisant that recall bias could dilute the accuracy of the responses
gained. Those who have fallen in the past year are likely to require appropriate
health interventions as they are more susceptible to fear of falling, repeat falls,
and/or hospital admissions (19, 22). A referral to the appropriate service, health
discipline, or inclusion in falls prevention interventions (that the client has high
volition to perform to increase adherence) could be interventions that are

incorporated into treatment programmes (255).

8.3.3 Screen for volition of activities and select those with higher levels
The third implication is for health professionals to screen for volition when
developing activity treatment programmes. This could lead to individuals
choosing relevant activities with higher levels of volition that could be
incorporated into their home rehabilitation programmes (106, 193). This could
range from physical exercise programmes through to household or recreational
acftivity interventions which have been reported to be associated with increased
participation (193). Individuals are more likely to continue their participation over

time when they are more motivated to participate in activities, a person-centred
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approach and individual choice of activities that hold higher levels of volition
(meaning) is provided. The Volition Scale requires further development to become
a useful clinical tool. This could be extended to incorporate a range of preferred

activities for individual selection in order to increase participation.

8.3.4 Identify the client’s personal life approach and instigate strategies for
building optimism and resilience

The final implication of this research is the need for health professionals to identify
the individual’s personal life approach and determine whether it is predominantly
optimistic or pessimistic. This can be identified through interactions with clients to
determine if they are mainly driven by an internal locus of control (where they
believe they are able to choose a more optimistic response to adversity) or if they
feel powerless and are more driven by external locus of control (circumstances,
luck, and other people). Clinicians can influence the way people interpret their
current physical and mental health status when identifying their personal life
approach (25). This could be instigated through encouraging creative problem-
solving techniques, challenging expectations of self and others to elicit change,
and challenging negative language by replacing with positive and optimistic
words (140). For example encouraging clients to replace "I can’t” language with
identification of what activities they “can do”, however small the capacity may

seem to the individual (229).

A supporting factor of personal life approach was identified as spirituality and how
spiritual beliefs encourage the individual’s approach to participation. These

beliefs and rituals may connect the individual to experiences, ideas, or people
that are sacred and hold meaning regarding their place in the world (214).
Acknowledgement and inclusion of these topics in practice interactions (however
briefly) can be a positive influence to strengthening the optimistic approach
when utilised alongside the standard person-centred treatment programme (222).
The individual is more likely to continue with programme recommendations when
at home (improving adherence and participation) or after the community
programme has ceased. Clinicians can acknowledge and support this approach

when working in partnership with the client.

Clinicians are also in a position to briefly discuss the social supports clients may

have within their current social networks when exploring their underlying life
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philosophy. Social connections were identified in study 5 as a factor that
supported participation. Conversely, a lack of support was at fimes the driver to
seek additional interactions through accessing the community more regularly.
There are several actions that can be undertaken by health professionals if the
participant’s social networks are minimal as this can have a negative impact on
mood, participation, and health outcomes (256). The interventions could include
a referral to an appropriate service (to broker social or leisure activity groups),
discussion during treatment sessions regarding possible creative solutions for
seeking support, or provision of information regarding access to appropriate

services in the community.

These findings align with the existing Occupational Therapy Practice Framework II
(257), which describes how the collaboration between the practitioner and the
person (client) is inextricably linked. This partnership can potentially enhance
participation in meaningful activities within the individual’'s context and
environment. The central person component within this framework refers to values,
beliefs or attitudes to self, society, and their place within it. It incorporates the
physical body as well as organisational, functions and structures, which includes
health status and experiences of clinicians. The framework acknowledges the
importance of how the cultural beliefs or societal values are determined including
how the political, economic, and societal factors impact on the way a person
participates within their society. These principles can either be supported or
ignored by health professionals during interactions with clients, which is likely to
impact (positively or negatively) on their level of participation. Therefore, the
principles of collaboration through using a person-centred approach are relevant
for all health professionals (regardless of discipline) as they work with clients
towards the mandate of optimising health and wellbeing. The findings of the five
studies presented in this thesis indicate a change in health practice is therefore

warranted.

8.4 Implications for policy

The inclusion of screening for depressive symptoms and volition, discussion of falls
history, and identification of the personal life approach, also has future health

policy implications. National clinical guidelines for assessment of depression in
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older persons in Australia have not yet been developed. The current depression
guidelines focus on youth, perinatal, and acute/post-traumatic stress disorders
(258). Evidence has previously been presented that support the factors of
depression and delirium as two vital areas to assess within the older population
(150, 259). This is due to the negative impact of depression on physical or
cognitive functioning, and relationships, which can lead to ongoing ill-health or
mortality (150). Current Australian/New Zealand intervention guidelines for
psychiatric treatment of depression in older persons are available and focus on
medical and cognitive behavioural interventions (237). However, they do not
include a recommendation for mandatory screening for depressive symptoms (or
for other mental health factors) with older adults in hospital or rehabilitation

settings, although this is currently an area of debate (237).

The findings of this thesis suggest that policy reforms may be required in order to
address the implications of depressive symptoms amongst older adults. Although
the findings report that depressive symptoms are associated with lower levels of
participation, the cause of these symptoms is not fully understood. Depression
may be caused through wider determinants of health which can include social
isolation, financial challenges, limited access to the community or health services,
poor health literacy, and unhealthy housing options (239, 260). Guidelines for
potential simple interventions to address these factors for health professionals to
use within rehabilitation programmes (to positively impact on depressive
symptoms) following hospital are also lacking. The role of the allied health
professional in screening older adults for the possibility of depressive symptoms in
rehabilitation programmes requires further examination. This could determine if
mandatory screening followed by appropriate interventions, positively impact

participation outcomes or noft.

Screening for volition is not integral to local or national clinical guidelines and may
be an additional area of inclusion within future health documents for older adults.
However additional investigations into the impact on participation with older
adults of choosing activities with higher levels of volition following hospitalisation,

needs to be carried out prior to any further recommendations in this area.
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8.5 Limitations of the completed studies and lessons learned

There are a number of limitations identified throughout these five studies. One of
these limitations includes the age of the participants. This was restricted to older
adults (70 years and over for the broad research project 1 and 65 years and over
for project 2) as a way to promote more homogenous results. The age restriction
of the sample group has implications regarding the lack of generalisability of the
findings to other populations even though the main findings of these studies may
be relevant to other age groups. There were also limitations for studies 2, 3, 4
through being under the umbrella of the ‘parent study’. This presented challenges
such as; timeframes required for decisions to be made regarding scales to be
included, the length of scale and participant burden within the larger study. Data
collection was restricted to the method of telephone interviews, and the number

of participants was already determined from responses following the parent study.

One major flaw in the methodology of the cross-sectional data collection was the
lack of gathering volition data for those participants that did not engage in the
specified activities. This led to being unable to ascertain if the reason for not
taking part was due to a lack of volition or other factors. This could have
strengthened the results of the associations between participation and volition

further by covering this area of inquiry.

A critique of the Volition Scale throughout the peer review process for publication
has included the reverse scoring of the scale. This was proposed (by one reviewer)
as being counter-intuitive where a lower score indicated a higher level of volition.
This was due to the numbering of the Likert scale from the original scale (The
Occupational Questionnaire) on which it was based, which scored from 1=
strongly agree to 5 = strongly disagree. This presents a higher score as less of the
required factor (volition) and was addressed within each of the volition studies in
the interpretation of results sections. However there are other validated scales
currently used in clinical practice and research that have the similar reverse
scaling, which does not negate its effectiveness. An example of this is the Sensory

Processing Measure where lower scores indicate higher skills levels of ability (261).

A further limitation of the qualitative study was that the quantitative data
contained a number of restrictions and did not greatly enhance the information in

the published manuscript. Proposed advantages of including quantitative data
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(mixed-methods design) was to provide empirical evidence of the link between
volition and participation within the context of the personal perspectives from the
interviews. A mixed-method approach is effective when data is collected from a
large number of participants, with a subset of participants then interviewed. As
the collection of quantitative data was not adequate (n=21) to support this
design, the design was adapted. The data collection did not use a standardised
scale for collection of the participation data which limited the findings. The
quantitative analysis was completed for all demographic factors but due to the
small number of participants did not greatly enhance the understanding of the
qualitative analysis. However, the cohort was adequate for thematic analysis of

the narrative data.

The emphasis on psychosocial components impacting participation does not
profess to include the panacea to health and wellbeing for older adults, as the
determinants of health are broad and complex. These studies have focussed on
the psychosocial aspects of participation amongst older adults in an attempt to
contribute to the understanding in this area for health professionals. This focus in
itself provides a limitation by reducing the moderating factors investigated to the
ones discussed without consideration of others. However, the findings do
contribute to health practice for clinicians and the advancement of research in

the area of participation amongst older adults following hospitalisation.

8.6 Implications for future research

This research has addressed a number of areas regarding the determinants of
parficipation in activities amongst older adults and how these could potentially
be addressed through changes in health professional practice. However, there
are a number of areas which remain unanswered. These include identifying the
impact of depression screening, screening of volition, and self-selection of
activities on older adults’ participation levels. A three way randomised control
intfervention study (with 12 month follow-up) could be designed to investigate
causality of participation. The interventions could include 1) screening for
depressive symptoms - with referral for freatment when indicated; 2) screening for
volition - with client selection of appropriate activities with higher levels of volition;

and 3) both 1 and 2 interventions. This approach would provide empirical data
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(including causality) of these interventions on participation levels of older adults

following return home from a stay in hospital.

Additional studies are required to examine effective methods of identifying a
client’s personal life approach and investigate the impact of simple interventions
to increase optimism and resilience, on participation levels amongst older adults.
These factors have been associated with participation or identified by the
individual as being important enablers of, or barriers to, participation. However
empirical evidence to support how these interventions increase participation
amongst older adults following hospitalisation is not available. The relationships
between falls and participation in specific activities could be further investigated
using the understandings of the personal life approach and the Volition Scale.
Ongoing research into the application of the personal life approach within a
broader selection of daily activities would also be beneficial. This may identify a
possible link with; gender specific tasks and longevity, the impact of family
encouragement/discouragement on participation, and the role of receiving
assistance or support on participation. Research into varied population groups
would also be useful (for example immigrant populations, gender differences, and

younger adults).
Further research areas to consider include;

e If participation reduces falls in a non-falling population

The relationship between participation and depression
e The impact of living conditions, gender and depression on participation
e Isreduced participation a risk factor of falling?

e The impact of rehabilitation programmes on participation that address

anxiety, with those who have previously fallen

e The development of the volition scale relating to activities that are

incorporated into home rehabilitation programmes

¢ The development of in-hospital and post- hospital reconditioning

programmes using participation outcomes as a primary outcome

e |dentification and screening for volition related to behaviour change in

alternative client groups.

171



These potential studies provide research opportunities to build on the findings of
the five studies reported in this thesis, with implications to further optimise
parficipation and health outcomes in older adults following hospitalisation, as well

as other population groups.

8.7 Summary

This thesis has identified four conftributing factors that have the potential to
increase participation amongst older adults and health professionals should
consider in their clinical practice. Empirical evidence has been provided that
suggests future health programmes with older adults could incorporate screening
for depressive symptoms, screening of volition levels, identification of falls history,
and recognition of the personal life approach. Health professionals could consider
these areas within their ongoing interactions with clients and respond to these
appropriately. Health professionals could potentially include the following

recommendations subsequent to the screening and assessment processes.

Summary of recommendations to increase participation amongst older

adults

e Address the presence of depressive symptoms with appropriate referral or
treatment including the “simple” interventions which have been shown to
decrease depression and increase happiness impacting positively on

participation.

e |dentify the number of falls an individual has experienced over the past 12
months and complete a referral for intervention or treatment at the

appropriate service in order to minimise this barrier to ongoing participation.

e Facilitate a choice of appropriate activities that hold a higher level of
volition for the individual into rehabilitation programmes which is likely to

increase parficipation long-term.

e |dentify and discuss the personal life approach (optimistic or pessimistic)

and support a more optimistic and positive outlook with the individual.
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Rehabilitation programmes that address the determinants of participation as
identified throughout this thesis, have the potential to promote optimal
participation. Efficacious interventions combining these factors could contribute
to improving the health and wellbeing of older adults following hospitalisation,
decreasing health service burden whilst supporting flourishing mental health and

successful ageing.
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9 Appendices
Appendix 1.1

Canadian Model of Occupational Perfformance and Engagement - permission to

use diagram.

Canadian Association of Occupational Therapists
Association canadienne des ergothérapeutes

CAOT Publications ACE
Copyright Request

CAOT - ACE
May 13 2014

Elizabeth Pritchard
Occupational Therapist
Monash University
Melbourne Australia

Dear Elizabeth

According to your request, you would like permission 1o reproduce the figure CMOP-E diagram to be
used in your thesis” Engaging and achieving in later life: The role of occupational participation and
volition with older adults, following discharge from hospital.

Figure 1.3 A (GMOP-E) Ganadian Model of Occupational Performance in Polatajko H., Townsend E.,
Craik J.{2007). Enabling Occupation II: Advancing an Oecupational Therapy Vision for Health, Well-
Being, & Justice through Occupation. Ottawa, On, CAOT Publication AGE P. 23.

Permission for the above is granted on a one time basis only and provided that you acknowledge the
saurce. Please ensure that a full reference required with the permission of CAOT Publications ACE,
You alse have permission to published you thesis on the University website as long as it is a password
protected website. This does not include the right for uses other than the above-mentioned, future
uses, or any electronic publishing.

Please be advised that since this request is for education purposes CAOT will waive the fee.

" Thank you_ ]

Slepnane Kochon
CAQT Fublications Administrator
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Appendix 1.2:

Components of Model of Human Occupation - Copyright permission

Tripathi, Pooja (ELS-CON) <p. tripsthi@elssvier coms> 14 May (1 day ago) -

to me [=

A

‘1 SEVTFR
Dear Ms Pritchard,
Using occupationo! therpay models in practice, 9780723434948, Turpin 2010.

As per your letter dated 04 May 2014, we hereby grant you ission to reprint the il material at no charge in your thesis, in print and on the Monash University website subject to
the following conditions:

1 If any part of the material to be usad (for example, figures) has appeared in our publication with credit or acknowledgement to another source, permission must also be sought from
that source. If such permission is not obtained then that material may not be included in your publication/copies.

2 Suitable acknowl=dgment to the source must be made, sither as a footnote or in a referance list at the end of your publication, as follows:

“This article was published in Publication title, Vol number, Authaor(s), Title of article, Page Nos, Copyright Elsevier (or appropriate Society name) (Year)”

3. Your thesis may be submitted to your institution in either print or electronic form.
4. Reproduction of this material is confined to the purpose for which permission is hereby given.
5. This permission is granted for non-exclusive world English rights only. For other languages please reapply separately for each one required. Permiszion excudes use in an electronic

form other than as specified above. Should you have a specific electronic project in mind please reapply for permission.

6. Should your thesis be published commerdially, please reapply for permission.

Kind regards,

Pooja
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Appendix 1.3

Participation measurement tools identified by Fairhall et al, 2011

N. Fairhall et al.

Table 2. ICF categories and concepts represented in the instruments that met the criteria for measuring participation

Instrument ICF chapters in the activities and participation domain Concept captured
Communicaton  Mobility Self Domestic Interpersonal Major  Community, Frequency  Degree of Degree Degree of
care  life interactions and  life social and independence  of limitation
relationships areas cvic life difficulty

Adelaide Activities Profile [42] J v v N N J

Falls Handicap Inventory [37] v 4 v v N 4 v 4
Frenchay Activities Index [38] < v J N N J

The Groningen Activity Restriction v 4 v "4 o

Scale [39]
Late Life Function and Disability < < < < < < < +

Instrument™ [45]

Lawton Instrumental Activities of < v N "4
Daily Living Scale [41]

Nottingham Extended Activities of v v v v v v v v
Daily Living Index [44]

Older Americans Resources and 4 N 4 v N 4
Services” [43]

Physical Activity Scale for the v v N N 4

Elderly [40]

*Disability component.

b Activities of daily living and Instrumental Activities of Daily Living Scale.
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health oulcomes ncluding cognitive or phydcal decline [9], and
further hospitalisations [1,10].

Falls are a significant consequence of hogyiabsation for older
adolis [11], with the incidence of 4. 52/ 10000 peson days [12] in
the dx months following hosplialisation. Falls and dismprion to
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Appendix 1.5

Search terms used for systematic review (refined as at 27.02.2012)

Population AND Intervention AND Outcome

elderly fall* prevention (fall, falls) activities

older fall* program* function*(functioning, functional, functioned)
geriatric* fall* intervention* abilit* (ability, abilities)

ageing OR occupation* (occupations, occupational)

age* (ageing, aged)
“over 65”
AND

discharge*
(discharged)

“post discharge”
“post hospital “”
“after hospital”
“post
hospitali?ation” (‘s’
or ‘Z’)
“post rehabilitation”
AND

community dwelling

home

fall* (falling, fallen, falls) — this
is a condition not an
intervention, but needed to
clarify the below therapy
interventions

AND
occupational therapy
physiotherapy
rehabilitation
physical activity

restorat* (restoration,
restorative)

recovery

participation
performance

independen* (independence, independent,
independently)

selfcare

activities of daily living
recreation

play

leisure

work

employment
productivity
sociali?ation (‘s’ and ‘Z’)
values

interest* (interests)
emotional health
causation

functional mobility
household management
community management
personal care

enable* (enabled, enables, enablement)
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volition

“fear of falling”
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Appendix 2.1

The Occupational Questionnaire (125)

OCCUPATIONAL QU'ES'IION_\'AIRE
Developed by N.Riopel Smith with assistance from G Kielhofner and J. Hawkins Watts (1 936).l

INSTRUCTIONS:

In this questionnaire youwill be asked to record your usual daily activities. and to answer some questions about these activities.

PART ONE:
Please think about how you have been spending yowr days the past few weeks. Try to decide what you do on a usual weekday (Monday - Friday).
Usingthe worksheet that begins below, recordyowr actwvities from the time you wake up. Each row represents a half hour. For each half hour
record the main actiity that you wouldbe doing during that half how. An activity can be anything from talking to a friend. to cooking, to bathing.
If vou do an activity for longer than a half hour. write it down again for as long as you continue to do that activity.

PART TWoO:
After vou have listed vour activities. answer all four of the questions for each activity by circling the number of the most appropriate answer.
Notice that the questionsask you to consider whether your activities are work. daily living tasks, recreation. orrest, andto consider how well you do
the activities, how important they are to you and howmuch you enjoy them. In the first question. work doesnot necessarily mean that youare
paidfor the activity. Work can include productive activities that are useful to other people. like volmteering at a hospital. Daily living tasks are
activities that are related to your own self care. such as housekeeping and shopping. Rest inchudes taking a nap and not doing anything in particular.

Even if a question doesnot seem appropriate for some of your activities, please try to respond to gach one as accurately as possible. Your answers
to every question are important!

! This inskument was first pullished in: Smith, NR., Kielhofter G.. & Watts, 1. H (1986).
The relatonsups between voltion, activity pattam, and life satisfaction in the elderly
Amernican bumal of Occupatioml Therapy, 40, 278-283
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Today's date

OCCUPATIONAL QU'ES'[IONNAIRE

Developed by N.Riopel Smith with assistance from G Kielhofner and J. Hawkins Watts (1986).

Name
Age
TYPICAL ACTIVITIES QUESTER | QUESTDN 2 QUESTEN 3 QUESTDN 4
I comsider this activity to be: I thik that I do this: For ne this actvity is: How mmch do youenjoy ths activity:
1 - work 1 - Very well 1 - Extremely important 1 - Like it very much
2 - daily living work 2-Well 2 - Important 2 - Like it
3 - mecreation 3 - About average 3 - Take it orleave it 3 - Neither like it nor dslike it
4-mest 4 - Brerly 4 - Rather notdo it 4 - Dislike it
For he half hour beginnmg at 5 - Very peorly 5 - Total waste of time 5 - Srongly dslike it
5:00am 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
5:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
6:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
6:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
7:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
7:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
8:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
8:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
9:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
9:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
10:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
10:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
11:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
11:30 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
12:00 1 2 3 4 12 3 45 12 3 4 5 1 2 3 4 5
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Appendix 2.2 a

Presentations at the Australia/NZ Falls Prevention Conference 2012, the NZ
Association of Occupational Therapists Conference 2012, and the Australian

Occupational Therapy Conference 2013.

Dear Ms Pritchard
Thank you for your abstract submissicn for the 5th Biennial Australian & New Zealand Falls Prevention Conference, being held from 28-20 Cctober 2012 st the Adelaide Convention Centre, South s
‘We are plessed to confirm the inclusion of your sbstracts in the program as detsiled below.

Abstract details

Faper Status:

Accepted

Presentation Type: Poster presentation

Theme: Translating research into practice
Authors: Elizabeth K Pritchard [¥)

Y [Yes) /M (No) Temence Haines (N}

indicates presenting author Ted Brown (M)

Faper Status:

Accepted

Presentation Type: 5x5 Oral Presentation

Theme: Developing skills, knowledge and capacity in the workforce
Authors: Elizabeth K Pritchard Y}

¥ (Yes) /N (Noj Temence Haines (N}

indicates presenting author Ted Brown (M)

Further detsils regarding your presentation and/or poster details such as date, time and session will be notified in early August 2012,

CONFIRMATION OF PRESENTATION - DUE 27 JULY 2012
Please respond to this e-mail by 27 July 2012 to confirm your participation.

If cne of your co-authors will give this presentation/show your poster, please provide their full contact details in your reply.

If you do not wish to acoept this offer of & ion and need to wi your izsi please also let us know by return email immediately.

REGISTRATION - DUE 27 JULY 2012
In order to be included in the program and have your sbstract included in the abstracts volume, you must register for the meeting (including payment of registration fee) by 27 July 2012.
Please register via the Author Page using this link:

https:Vei.im.com.au/ei/cm esp?id=830&pageid= IFHOVESES
and log in with your Access Key: 3HPEMESTE

Click on the “register for conference” link on the top menu - this will take you directly to your existing entry in the database where you may enter your registration details.

AUDIOVISUAL REQUIREMENTS
The conference will provide data projection facilities with single soreens in all session rooms.

If you have any requirements ower and sbove computer projection, or will be using 8 Macintosh based presentstion, please notify the Project Manager by 28 September 2012,

‘We |look forward to receiving your confirmation and your participation in the meeting.
“fours sincerely
ANZFP S Conference 2012

28-20 Cctober 2012
Adelaide Conventicn Centre
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Appendix 2.2 b

NZ Association of Occupational Therapists conference 2012

Ref: 60

Elizabeth Rowland
PhD Candidate
Monash University
MELBOURNE

Dear Elizabeth

The organising committee for the 2012 NZAOT Conference, Maramatanga Hou, is very pleased to inform you that the following abstract/s has been approved for inclusion in
the conference programme.

This letter confirms your presentation and all details will be printed on the website, registration brohure and conference handbook. Please notify __of any
changes by 16 March, otherwise all details will be taken as confirmation of acceptance

Please read the details below about your confirmed presentation:

Presentation details

Paper Details \

Title: Understanding occupational participation post-discharge in adults 65 years and over and how this relates to falls interventions
Paper Status: {Accepted

Presentation Type:|Presentation - Research (qualitative) 15min + 5min Q&A

|Session Details:  [2pm - 3 30pm Thursday 20 September

ITheme: (A People's occupational development
IAuthors: Elizabeth Rowland Member NZAOT
NZ OTReg

As per the guidelines for abstracts the organising committee is unable to subsidise or otherwise fund registration fees, travel, accommodation etc. All presenters must be
registered to attend the conference and pay the registration fee. Presenters may choose to attend only the day of their presentation and in this case they will only be
required to pay the day registration fee. Should you only be attending to present your presentation please advise _

Accommodation options will be available when registrations open. Following are the registration fees:
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Appendix 2.2 ¢

Presentation at the National Occupational Therapy Conference 2013
OCCUPATIONAL THERAPY AUSTRALIA “’

| NATIONAL
CONFERENCE
& EXHIBITION

CREATING A UNIFIED FOUNDATION FOR OUR PROFESSION

24126 JULY, 2013 e RESEARCH - PRACTICE - EDUCATION

Acceptance Long Oral

Thank you for your recent submission to the Occupational Therapy Australia 25th National
Conference and Exhibition, 24 - 26 July 2013 to be held in Adelaide.

We are pleased to advise that your submission 221 "Participation and falls interventions in the
post-discharge population: A systematic review and meta-analysis." has been accepted as a
Long Oral Presentation.

Long Oral presentations will be 17 minutes allowing 12 minutes for the presentation and 5
minutes to answer questions from the floor.

Further information on the date, time and guidelines for your Long Oral presentation will be
emailed shortly.

Please confirm your acceptance of the invitation to present by 6 March 2013 via return
email. Failure to respond by this date may result in withdrawal of this offer and
removal from the program. The full scientific program will be published on the Conference
website in April.

Mote: Your abstract will be linked to the program on the Conference website, published in the
Wiley Abstract Book and may appear on the SmartPhone app.

You must also register and pay for the conference by 1 May 2013 to confirm your
participation. Further details on registration will be emailed shortly.

We look forward to welcoming you to the Occupational Therapy Australia 25th National
Conference and Exhibition, 24 - 26 July 2013 at the Adelaide Convention Centre.

Kind Regards
Associate Professor Tammy Hoffmann

Conference Scientific Program Committee Chair
Occupational Therapy Australia National Conference and Exhibition 2013
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Appendix 2.2 d

Presentation of study 3 at the Victorian Allied Health Conference March 2014

— Victorian Allied Health
v

Research Conference 2014

Friday 28 March 2014
Melbourne Convention and Exhibition Centre

Dear Elizabeth Pritchard
Thank you for submitting an abstract for presentation at the Victorian Allied Health Research Conference (VAHRC) on 28 March 2014.

Congratulations, your abstract submission, Examining the construct validity of the Volition Scale (VoS) with community-dwelling older adults using the Rasch
Measurement Model, has been selected by the Scientific Committee for an oral presentation in the From efficacy to effectiveness session.

Your presentations will be made in concurrent session 1, currently scheduled for 10:50AM. The presentation screens at the conference are all widescreen (16:9 ratio). To
utilise the entire screen, we encourage PowerPoint slides to be prepared as such. 16:9 ratio can be selected in 'page setup’ under the design tab in 2007/2010 MS
PowerPoint.

PowerPoint Presentations (.PPT or .PPTX) to accompany oral presentations are due to the conference organisers _ by TUESDAY 18 MARCH
2014. Abstract presenters are required to register for the conference. Note: Early bird registration closes on 9 March 2014. http://www.vahrc.com.au/start-

registration/delegate.

For information or assistance, contact Shannon at events@thelaunchbox.com.au

On behalf of the Scientific Committee, we look forward to seeing you at the conference.

Kind Regards

Kathleen Philip
Chief Allied Health Advisor of Victoria
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Appendix 2.2.e

Presentation of overall constructs at the World Federation of Occupational

Therapists Congress June 2014.

16th WFOT/48th JOTC Abstract Submission Office <wfot-office@mas-sys.com=
to me, wiot2014 |«

Dear Ms Elizabeth Pritchard,

To confirm further details to the previous announcement, please find the
details of acceptance indicated below:

Proposal ID: 200485
Title: "Occupational Participation Framework for Older Adults” A framework
for engaging older adults in occupations following hospitalisation.

Accepted Category: Poster
Session Date: 2014.06.21

Please kindly be noted that the session details are subject to change.
Program overview will be updated on the official website (wiol.org/wfot2014)
shortly.

We are looking forward to hearing from your confirmation soon.
Sincerely yours,

WFOT Congress 2014 Scientific Program Committee
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Appendix 3.1

Avuthority to use the online scoring for SF-12 v2

Dear Elzabeth,
Understanding your Student License:

Your license includes:

+ Aooess to the SF-12vE d-uesk recal survey

o Maximum of 200 survey sdministiations

+ Adminizhration Guide

+ Ceried Soaig Softuare 0™ (ses descipon blow)

Scoring Sofware £.07:

‘Your software scores 8 domains and 2 Summary measures which include:
1. Physical Funclioning (PF)
2. RolePhysial(7F)

1. Bady Pt (89)

4. General Health (BH)

5. Vigity (1)

8. Social Functioning (SF)

7. Role-Emational (RE)

8. Nental Health (H)

9. Two Summary Measure Scales - The eight heatth domain scores can be reduced to two summary measures scales without substantial loss of information (MCS (Mental Heatth Componant Scale) and PCS (Physical Componant Scale).

Important facts sbout the software:
1i Download fink and Astivation Key are vald for one downlozd on one computer anfy - if second copy is required, contact sales representative dhoper@ouzltymetric. com
1i Uzage cannat be transfemed to anather computer once dounkoaded
1 There i no timelimit on the saftware
You wil eceive an Activaton Key that i pre-oade with the sooring credits needed for tis specifi project This key can not be used for amy otherprjects 1 wil e when th pre-oadd scorng credis e used Youronder s scheduled to b predoaded with 200 sonin credits forthe SF-{228 Heakth Survey. The rumber of
‘5t0ring credits i based upon the number of survey sdministrations e to be ficensed for under this project
1§ Onoe 2 data record i entered, 3 scoring credit iz deducted from the overl total of 200 3nd azn not be reset. (Plezse NOTE: If you enter test data or edit and re-znter data or enter 2 bad record, this also is considersd 2 datz record by the software and 2 scoring redit will be deducted from the oversl total)
11 you run out of credits, you may purchase an new Activation Key with additional credte. Please contact sales representative dhoper@auslinymetric com for pricing

The following add-on feature has been included in your Scoring Software 4.0

i Missing Score Estimation (Required and cannot be removed from quote)
With our Certified Scoring Software, our Missing Score Estimation module uses proven scoring aigonithms to soore datzssts and identify any emors that may impact the scaring process or intermretation of resuhs. The scoring servioe provides Miszing Score Estimation (MSE), which incorporates algorthms for calealating scores for partially compieted
surveys. These sigorithms utiize solutions based on Item Response Theory and Regression methods to estimate the most accurate scale and summary measure score when ftem responsss are missing. Thes MSE algorithms are too complextto document in user manusks and have been convenientty programmed into =oftware to ensure the accuracy of
‘5c0ring scales and summary messures with partily completed surveys.

Confirming License:
Please follow the instructions below to execute the lioense aqresment. Onoe the signed lizense agresment is received we wil re=pond with 2n nvoie,

Instructions:

1. Sign the first page of the fizense aresment

2. Have your educator sign and fil out the highighted aress on the Acimowizdgement by Educator Form.

3. Retum the entire signed agreement (3l pages) AND Acknowledgement by Educator Form by faeat 40 or email 3 scanned capy to me 3t dhopecfqualitymetric.com.
**Please note that you will not be foenzed and no materils vi unkezs both the and by Educator Forms are retumed completed

te: Itis not necessary to mai the signed ioensed agresment if you fax t. A fax copy is considered 2 legal copy.

‘Cancelstion: The ficenszz is obiigated to follow the payment temms upon execution of the signed fense agresment. W reserve the right to cance! the fioznse agresment within 80 days from the date izsued if we do not receive payment. | we cancel the izense areement, the lioznses wil be required to complete anather foense application if they wish to
move forward. Please alzo note that there i no pricing quarantes; and curent liensing fezs wil be applicable.

Changes to the license ayesment, |f revizions are nesd to any part of the ficznse plesz notify me by emal 2t dhoy

fauzlitymetric.com, License agresments sent i with changes not approved

ityMetric il not be sccepted.

Dana Kopee

i pemsg ’ e O sy 3 e,
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Appendix 3.2
Short Form-12 version 2
SF-12® Health Survey

This survey asks for your views about your health. This information will help you keep track

of how you feel and how well you are able to do your usual activities.

Answer every question by selecting the answer as indicated. If you are unsure about how

to answer a question, please give the best answer you can.

1. In general, would you say your health is:

Excellent Very good Good Fair Poor

's 's 's ' '

2. The following questions are about activities you might do during a typical day. Does

your health now limit you in these activities? If so, how much?

Yes, Yes, No, not
limited limited limited

alot a little at all

a Moderate activities, such as moving a table, pushing a

vacuum cleaner, bowling, or playing golf

b Climbing several flights of stairs i i i

3. During the past 4 weeks, have you had any of the following problems with your work or

other regular daily activities as a result of your physical health?

Yes No
a Accomplished less than you would like i i
b Were limited in the kind of work or other activities " r
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4. During the past 4 weeks, have you had any of the following problems with your work or

other regular daily activities as a result of any emotional problems (such as feeling

depressed or anxious)?

Yes No
a Accomplished less than you would like i i
b Did work or other activities less carefully than usual - -

5. During the past 4 weeks, how much did pain interfere with your normal work (including

both work outside the home and housework)?

Not at all A little bit Moderately Quite a bit Extremely

'S 'S 's 's 's

6. These questions are about how you feel and how things have been with you during the
past 4 weeks. For each question, please give the one answer that comes closest to the

way you have been feeling.

How much of the time during the past 4 weeks...

A
A
All Most  good Some it None
ittle
of the ofthe bitof ofthe of the
of the
fime time the  time ) time
time
time
a Have you felt calm and peacefule i i - i i i
b Did you have a lot of energy? i i - . i i

c Have you felt downhearted and bluee ™ - - . - -

7. During the past 4 weeks, how much of the time has your physical health or emotional

problems interfered with your social activities (like visiting friends, relatives, etc.)?

All of the Most of the Some of the A little of the None of the
fime tfime fime fime fime
i i i i i
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Thank you for completing these questions!

Score the survey “ Reset the survey form
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Appendix 3.3

The Short Geriatric Depression Scale (GDS15) (1446)

Choose the best answer for how you have felt over the past week:

1. Are you basically satisfied with your life2 YES / NO

2. Have you dropped many of your activities and interestse YES / NO

3. Do you feel that your life is empty2 YES / NO

4. Do you often get bored?2 YES / NO

5. Are you in good spirits most of the time<¢ YES / NO

6. Are you afraid that something bad is going to happen to you? YES / NO
7. Do you feel happy most of the fime? YES / NO

8. Do you often feel helplesse YES / NO

9. Do you prefer to stay at home, rather than going out and doing new thingse
YES / NO

10. Do you feel you have more problems with memory than moste YES / NO
11. Do you think it is wonderful to be alive now?¢ YES / NO

12. Do you feel pretty worthless the way you are now?e YES / NO

13. Do you feel full of energy? YES / NO

14. Do you feel that your situation is hopeless? YES / NO

15. Do you think that most people are better off than you are? YES / NO

Answers in bold indicate depressive symptoms. Although differing sensitivities and
specificities have been obtained across studies, for clinical purposes a score of > 5
points is suggestive of depression and should warrant a follow-up interview.

Scores > 10 almost always indicate the presence of depression.
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Appendix 3.4

The Phone-FITT (1) (adapted format for telephone study)

1. Parficipation in physical activities (Phone FITT scale)

V2q10_01

Did you engage in light housework, such as tidying, dusting, laundry or
ironing?

1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2q10_01a

How many times in a typical week did you do light housework? Enter
number of times per week, zero if not done.
Response — How many times in a week.

V2q10_01b

About how much time did you spend doing light housework on each
occasion? (Enter number of minutes)

1=1-15mins

2 =16-30 mins

3 =31-60 mins

4 =1 hour or more

5 = Prefer not to answer

6 = Missing

V2q10_02

Did you engage in making meals, setting/clearing the table, washing
dishes?

1 =Yes

2=No

3 = Prefer not to answer

4 = Missing

V29g10_02a

How many times in a typical week did you engage in making meals,
setting/clearing the table and/or washing dishes? Enter number of times per
week, zero if not done.

Response — How many times in a week.

V2910_02b

About how much time did you spend making meals, setting/clearing the
table and/or washing dishes on each occasion? (Enter number of minutes)
1=1-15mins

2 =16-30 mins

3 =31-60 mins

4 =1 hour or more

5 = Prefer not to answer

6 = Missing

V2q10_03

Did you engage in shopping (for groceries, clothes or other)?
1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2910_03a

How many times in a typical week did you do shop? Enter number of times
per week, zero if not done.
Response — How many times in a week.

V2g10_03b

About how much time did you spend shopping on each occasion? (Enter
number of minutes)
1=1-15mins
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2 =16-30 mins

3=231-60 mins

4 =1 hour or more

5 = Prefer not to answer
6 = Missing

V2q10_04 | Did you engage in heavy housework such as vacuuming, scrubbing floors,
washing windows, carrying out rubbish bags?
1=Yes
2=No
3 = Prefer not to answer
4 = Missing
V29g10_04a | How many times in a typical week did you do heavy houseworke Enter
number of times per week, zero if not done.
Response — How many times in a week.
V29g10_04b | About how much time did you spend doing heavy housework on each
occasione (Enter number of minutes)
1 =1-15mins
2 =16-30 mins
3 =31-60 mins
4 =1 hour or more
5 = Prefer not to answer
6 = Missing
V2q10_05 | Did you engage in home maintenance such as painting, raking leaves,
mowing the lawns?
1=Yes
2=No
3 = Prefer not to answer
4 = Missing
V29g10_05a | How many times in a typical week did you do home maintenance? Enter
number of times per week, zero if not done.
Response — How many times in a week.
V2q10_05b | About how much time did you spend doing home maintenance on each
occasione (Enter number of minutes)
1=1-15mins
2 =16-30 mins
3 =31-60 mins
4 =1 hour or more
5 = Prefer not to answer
6 = Missing
V2g10_06 | Did you engage in caring for another person such as pushing them in a
wheelchair, or helping a person in/out of bed or chair?
1=Yes
2=No
3 = Prefer not to answer
4 = Missing
V29g10_06éa | How many times in a typical week did you care for another person2 Enter
number of times per week, zero if not done.
Response — How many times in a week.
V29g10_06b | About how much time did you spend caring for another person on each

occasione (Enter number of minutes)
1=1-15mins
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2 =16-30 mins

3 =31-60 mins

4 =1 hour or more

5 = Prefer not to answer
6 = Missing

V2g10_07 | Did you engage in lifting heavy weights to strengthen your legs?
1=Yes
2=No
3 = Prefer not to answer
4 = Missing

V2q10_07a | How many times in a typical week did you do lift heavy weights to
strengthen your legs¢ Enter number of times per week, zero if not done.
Response — How many times in a week.

V2q10_07b | About how much time did you spend lifting heavy weights to strengthen
your legs on each occasion? (Enter number of minutes)
1=1-15mins
2 =16-30 mins
3 =31-60 mins
4 =1 hour or more
5 = Prefer not to answer
6 = Missing

V2q10_08 | Did you engage in other exercises designed to strengthen your legs (such as
standing up/sitting down several times in chair or climbing stairs)2
1 =Yes
2=No
3 = Prefer not to answer
4 = Missing

V2g10_08a | How many times in a typical week did you do engage in other exercises
designed to strengthen your legse Enter number of times per week, zero if
not done.

Response — How many times in a week.

V2q10_08b | About how much time did you spend doing other exercises designed to
strengthen your legs on each occasion?2 (Enter number of minutes)
1=1-15mins
2 =16-30 mins
3 =31-60 mins
4 =1 hour or more
5 = Prefer not to answer
6 = Missing

V2q10_09 | Did you engage in lifting weights to strengthen your arms or other exercises
to strengthen your arms (such as wall push ups)2
1=Yes
2=No
3 = Prefer not to answer
4 = Missing

V2g10_0%9a | How many times in a typical week did you do exercises to strengthen your
arms?2 Enter number of times per week, zero if not done.

Response — How many fimes in a week.
V2g10_0%9b | About how much time did you spend doing exercises to strengthen your

arms on each occasion? (Enter number of minutes)
1=1-15mins
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2 =16-30 mins

3=231-60 mins

4 =1 hour or more

5 = Prefer not to answer
6 = Missing

V2q10_10

Did you engage in other home exercises not already mentioned such as
stretching or balance exercises?

1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2910_10a

How many times in a typical week did you do other home exercisese Enter
number of times per week, zero if not done.
Response — How many times in a week.

V2q10_10b

About how much time did you spend doing other home exercises on each
occasione (Enter number of minutes)

1 =1-15mins

2 =16-30 mins

3 =31-60 mins

4 =1 hour or more

5 = Prefer not to answer

6 = Missing

V2q10_11

Did you engage in walking for exercise?
1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2910_11a

How many times in a typical week did you engage in walking for exercise?
Enter number of tfimes per week, zero if not done.
Response — How many times in a week.

V2g10_11b

About how much time did you spend walking for exercise on each
occasione (Enter number of minutes)

1=1-15mins

2 =16-30 mins

3 =31-60 mins

4 =1 hour or more

5 = Prefer not to answer

6 = Missing

V2q10_12

Did you engage in dancing?
1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2910_12a

How many fimes in a typical week did you engage in dancing? Enter
number of times per week, zero if not done.
Response — How many times in a week.

V2910_12b

About how much time did you spend dancing on each occasion? (Enter
number of minutes)

1 =1-15mins
2 = 16-30 mins
3 =31-60 mins
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4 =1 hour or more
5 = Prefer not to answer

6 = Missing
V2g10_13 | Did you engage in swimming?
1 =Yes
2=No
3 = Prefer not to answer
4 = Missing
V2g10_13a | How many times in a typical week did you engage in swimming? Enter
number of times per week, zero if not done.
Response — How many times in a week.
V2q10_13b | About how much time did you spend swimming on each occasion? (Enter
number of minutes)
1=1-15mins
2 =16-30 mins
3 =31-60 mins
4 =1 hour or more
5 = Prefer not to answer
6 = Missing
V2g10_14 | Did you engage in swimming?
1=Yes
2=No
3 = Prefer not to answer
4 = Missing
V29g10_14a | How many times in a typical week did you engage in bicyclinge Enter
number of times per week, zero if not done.
Response — How many times in a week.
V2q10_14b | About how much time did you spend biking on each occasione (Enter
number of minutes)
1=1-15mins
2 =16-30 mins
3 =31-60 mins
4 =1 hour or more
5 = Prefer not to answer
6 = Missing
V2g10_15 | Did you engage in golf?
1=Yes
2=No
3 = Prefer not to answer
4 = Missing
V2g10_15a | How many times in a typical week did you engage in golfe Enter number of
times per week, zero if not done.
Response — How many fimes in a week.
V29g10_15b | About how much time did you spend doing golf on each occasion? (Enter

number of minutes)

1 =1-15mins
2 = 16-30 mins
3 =31-60 mins

4 =1 hour or more
5 = Prefer not to answer
6 = Missing
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V2q10_16

Did you engage in gardening?
1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2q10_16a

How many times in a typical week did you engage in gardening? Enter
number of times per week, zero if not done.
Response — How many times in a week.

V2910_16b

About how much time did you spend gardening on each occasion? (Enter
number of minutes)

1=1-15mins

2 =16-30 mins

3 =31-60 mins

4 =1 hour or more

5 = Prefer not to answer

6 = Missing

V2910_17

Did you engage in any other regular physical activities that we haven't
asked you about?

1=Yes

2=No

3 = Prefer not to answer

4 = Missing

V2910_17a

Yes - Please describe this activity
— Open response

V2q10_17b

How many times in a typical week did you do that activity? Enter number of
times per week, zero if not done.
Response — How many times in a week.

V29q10_17¢

About how much time did you spend doing this on each occasion? (Enter
number of minutes)

1 =1-15mins
2 = 16-30 mins
3 =31-60 mins

4 =1 hour or more
5 = Prefer not to answer
6 = Missing
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Appendix 3.5

The Volition Scale (262)

Instructions for Personal Values Interest

client causation

“Can you tell me “I think | do this “For me, this “I enjoy doing this
how much you activity very well”: | activity is activity very
agree with these extremely much”:

next statements for | 1 - Strongly agree | important”:

each of the
activities you
identified?2”

This is scored on a
scaleof 1to 5. 1
being ‘strongly
agree’ and 5 being

‘strongly disagree’.

2 - Agree

3 - Undecided
4 - Disagree

5 - Strongly

disagree

1 - Strongly agree
2 - Agree

3 - Undecided

4 - Disagree

5 - Strongly

disagree

1 - Strongly agree
2 - Agree

3 - Undecided

4 - Disagree

5 - Strongly

disagree
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Appendix 3.6

Ethical approval letter - studies 2, 3, 4

& MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Research Office

Human Ethics Certificate of Approval

Date: 15 December 2011

Project Number: CF14/3625 - 2011001912

Project Title: Attitudes to falls and falls interventions in the community — Wave 2
Chief Investigator: Asszoc Prof Terrence Haines

Approved: From: 15 December 2011 to 15 December 2016

Terms of approval

1.

10.
1.

cCo

The Chief investigator is responsible for ensuring that permission letters are obtained, if relevant, and a copy
forwarded to MUHREC before any data collection can occur at the specified crganisation.  Failure to provide
permission letters to MUHREC before data collection commences is in breach of the Mational Statement on
Ethical Conduct in Human Research and the Australian Code for the Responsible Conduct of Research.
Approval is only valid whilst you hold a position at Monash University.

It is the responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approwval
and to ensure the project is conducted as approved by MUHREC.

You should notify MUHREC immediately of any serious or unexpected adverse effects on participants or
unforeseen events affecting the ethical acceptability of the project.

The Explanatory Statement must be on Monash University letterhead and the Monash University complaints clause
must contain your project numkber.

Amendments to the approwed project (including changes in personnel): Requires the submission of a
Request for Amendment form to MUHREC and must not begin without written approval from MUHREC.
Substantial variations may require a new application.

Future correspondence: Please guote the project number and project title above im any further correspondence.
Annual reports: Continued approval of this project is dependent on the submission of an Annual Report. This is
determined by the date of your letter of approval.

Final report: A Final Report should be provided at the conclusion of the project. MUHREC should be notified if the
project is discontinued before the expected date of completion.

Monitoring: Projects may be subject to an audit or any other form of monitoring by MUHREC at any time.
Retention and storage of data: The Chief Investigator is responsible for the storage and retention of criginal data
pertainimg to a project for a minimum pericd of five years.

Professor Ben Canny
Chair, MUHREC

Dr Lesley Day; Prof Carcline Finch; Prof Keith Hill; Ms Elizabeth Rowland; Ms Lucy McPhate; Ms Emily

Simek; Ms Lauren Robins

Postal — Monash University, Vic 3300, Australia

Building 3E, Room 111, Clayton Camgpas, Wellin

on Road, Clayton

wwei.monash.edu/research/ethicsuemanindexhiml

ABN 12301 519 012 CHRICUS Provider #00008C
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Appendix 3.7
Modified Falls Efficacy Scale (167)

Working together to prevent falls

The Modified Falls Efficacy Scale

Adapted from Tinetti et al, 1990; Hill et al, 1996

On a scale of 0to 10, how confident are you that you can do each of these activities without falling, with
0 meaning “not confident/not sure at all’, 3 being “fairly confident/fairly sure”, and 10 being “completely
confident/completely sure™?

NOTE:

» |fyouhave stopped doing the activity at least partly because of being afraid of falling, score a (;
» |fyouhave stopped an activity purely because of a physical problem, leave that item blank (these
items are not included in the calculation of the average MFES score).

« |f you do not currently do the activity for otherreasons, please rate that item based on how you
perceive youwould rate if you had to do the activity today.

Mot confident Fairly Completely
at all confident confident

] 1 2 3 4 5 6 7 B o 10

[ l l l l l l l | | |
0 5 10

1. (et dressed and undressed | | | | | | | | | | |
] 5 10

z Peepare 2 simple meal | | | | | | | | | | |
o 5 10

3. Tzke 2 bath or 2 shower [ | | | | | | | | | |
] 5 10

4 Get in/out of a chaie I I I I I I I I I I I
] 5 10

5. Get in/outof bed [ | | | | | | | I I |
] 5 10

G. Answer the dooror telephone L I I I I I | | | | |
] 5 10

7. Walk around the inside of your housed l l l l l l l | | |
] 5 10

8. Reach into cebinets oz closet | | | | | | | | | | |
] 5 10

9. Light housekeeping | | | | | | | | | | |
] 5 10

10. Zimple shopping [ [ [ | | | | | | | |
] 5 10

11. Using public tranzpost I I I I I I I | I I |
] 5 10

1Z. Crossing zoads | | | | | | | | | | |
13 Light gardening or hanging ost }] 5 10

the washing® [ | | | | | | | | | |

] 5 10

14. Using front or gear steps at home | | | | | | | | | | |

* rate most commonly performed of these activities

]
-

Average scorefitem rated

1. HillK, Schwarz J, et al. Fear of falling revisited. Archives Phys Med Rehabil 1996; 77:1025-1029.
2. Tinetti M, Richman D, Fowell L. Falls efficacy as a measure of fearof falling. J Gerontology 1990; 45:P239-43.

In 2005 the Department of Human Services funded the National Ageing Ressarch Institute to review and recommend a set of falls
prevertion resources for general use. The materials used as the basis for this generic esource vere developed by the Mational Ageing
Research Institute and the Morth West Hospital Falls Clinic, Farkville (adapted from Tinetti et al., 1950). This and other falls prevention
resources are available from the department’s Aged Care website at: http: /vivivi. health.vic.gov.au/agedcare.
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Appendix 3.8

Semi structured interviews questions with prompts if required.
Facilitators and barriers to daily activities questionnaire:

From your information provided in the initial questionnaire, you identified that you
are having difficulty with ............cccc... (Activity self-identified in beginning of
interview). Your level of activity before and after your discharge home from

hospital appears to be different, what do you think are some reasons for this?
What stops you from returning to these activitiese

How does your physical health affect what you do?

How does your emotional and mental health affect what you do?

What helps you get back to your previous levels of activity?e

People - Who are they? What do they do¢ What do they say? How often do you

see them?
Different ways of doing something
Leaving activity out all together

Assistive equipment. For example: walking frame, rehab trolley, seat in the

bathroom
Instruction from others

What motivates you to doing activities after being in hospital? Self, others (what

people say, an incentive to complete things by a certain time for a visit...)

Health professionals (information like “you really need to because....., Or talking
about the risks if you don’t do something. Or having impact or authority to say —

“DO THIS because...” and you do it.

What part does your daily living environment play in returning to previous levels of
activitye
When | say environment | am talking about physical objects like furniture or

walking aids, spaces, access (steps, paths), around home and in the community.

Also talking about relationships and the emotional environment that you live in.
Do you feel that you live in a positive or negative environment2 Some

relationships are helpful and encourage us to try things for ourselves; others can
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put boundaries in around what we do (sometimes for safety) and thereby

discourage us from doing things ourselves.

What part do other people play in your life in you being able to return to your
previous levels of activity? Friends, family, health professionals (Doctor, pharmacist,

therapists, nurse?)
How do they support you?
How do they get in the way, or make things complicated?

If you didn’t have this support in place, what do you think the issues would be?
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Appendix 3.9

Thematic mind map example - qualitative analysis
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Appendix 3.10 a

Coding comparison 1

A[A] B =] I E I F G | H | | J L M
1 NofNode |So{Source |Source Folder |Source Size 17 a Kappa Agreement (%) Aand 8 (%)| Not A and Not B (%) Aand Not B (%) Band Not A (%)|
2 assistance P 12117a Internals 40:07.0 duration 1 " o’
3 () atitude - negative P 121172 Internals 40:07.0 duration oso4”  9383” 15917
4 () attitude - positive P 121172 Internals 40:07.0 duration i 0"
5 () Barriers P 121172 Intemals 40:07.0 duration os4se”  o4se” 1827”7
6 () Beliefs orvalues P 12117a Intemals 40:07.0 duration of o762 0"
7 () confidence P 121172 Internals 40:07.0 duration L 0"
8 () coping strategies P 2n7a Internals 40:07.0 duration i o’ 0"
9 Death and dying P 121172 Internals 40:07.0 duration L 0"
10 () emotions P 121172 Internals 40:07.0 duration o7s06” @375 1398"
11 Q) emironment P 2172 Intemals 40:07.0 duration oms” 948" [\
12 [ expectations P 12117a Intemals 40:07.0 duration oml o1se” 0"
13 () Family-contributingto P 121172 Internals 40:07.0 duration L 0"
14 () Family- receivingfrom P 121173 Internals 40:07.0 duration i o’ 0"
15 () fear P 121172 Internals 40:07.0 duration of  sems” 0"
16 () Friendships -relationships P 121172 Internals 40:07.0 duration i o’ 0"
17 () Greatquotes P 21172 Intemals 40:07.0 duration of o348 [\
18 () Health professionals P 121172 Intemals 40:07.0 duration o797sT 96817 698"
19 () Heroism P 121172 Internals 40:07.0 duration i o’ 0"
20 () Hospital experience P 12117a Internals 40:07.0 duration of  eesl” 0"
21 () Important P 121172 Internals 40:07.0 duration i 0"
22 () innate work ethic P 121172 Internals 40:07.0 duration i o’ 0"
23 () leaming P 2172 Intemals 40:07.0 duration i T [\
24 () limitations P 12n17a Intemals 40:07.0 duration ogse7”  9784” 20677
25 () Limitions -infered P 121172 Internals 40:07.0 duration i o’ 0"
26 () Loneliness P 121172 Internals 40:07.0 duration L ol 0"
27 () Loss or grief P 121172 Internals 40:07.0 duration o73m1T 9785 318"
28 () Metivation P 121172 Intemals 40:07.0 duration L [ [
29 () participation-curent P 121172 Intemals 40:07.0 duration 0o0s07”  esme” [\
30 Participation - future P 12117a Internals 40:07.0 duration i " 172"
31 () Participation - past P 121172 Internals 40:07.0 duration oso32” o308 303"
32 () Passions P 121172 Internals 40:07.0 duration ol 0"
33 () positive responses from ot # 121172 Internals 40:07.0 duration A T 0"
34 () postiive actions P 121172 Intemals 40:07.0 duration L [ 0"
35 () retuming to occupations P 121172 Intemals 40:07.0 duration LI [ 0"
36 Satisfaction P 12117a Internals 40:07.0 duration i " o"
37 () Social interactions R 121172 Internals 40:07.0 duration L 0"
38 () Spirituality P 121172 Internals 40:07.0 duration i 0"
39 () support P 121172 Internals 40:07.0 duration W " 0"
40

2

N
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Appendix 3.10 b

Coding comparison 2

A]A] B [C] D | E I F H 1 | J | K I L I M |

1 |No{Node |se]source | source Folder |source Size Kappa 16 Agreement (%) Aand B )| Not A and Not B (%) Aand Not B (%) B and NotA (%)

2 [ assistance P 12116a Intemals 1:27.57.2 duration 0.9533 20417
2 08

) attitude - negative P 121182 Internals 1:27:57.2 duration 1 " 0"

4 attitude - positive P 121162 Internals 1:27:57.2 duration 0| i o"
4 .

5 Barriers P 121162 Intemnals 1:27.57.2 duration 0| i 0"
2 I

Bl Beliefs orvalues P 121182 Internals 1:27:57.2 duration 1 " 0"
6 I

7 () confidence P 121162 Intemnals 1:27.57.2 duration 1 i 0"
r P

8 coping strategies P 121182 Internals 1:27:57.2 duration 0.852 " 501"
8 . 0857

9 Death and dying P 121182 Internals 1:27:57.2 duration 0| " 0"
9 .

10 () emetions P 121162 Intemnals 1:27.57.2 duration 0| i 0"
10 .

11 environment P 121182 Internals 1:27:57.2 duration 0| " 0"
My .

12 () expectations P 121162 Internals 1:27.57.2 duration 1 i o’
| =] [

13 () Family- contributingto P 121163 Intemnals 1:27.57.2 duration 1 i 0"
13 P

14 Family- receiving from P 12116 Internals 1:27:57.2 duration 0.8302 " 505"
14 . es

15 | fear P 121162 Intemnals 1:27.57.2 duration 1 i 0"
19 I

16 Friendships -relationships 7 121162 Internals 1:27:57.2 duration 0| " 0"

17 Great quotes P 12188 Internals 1:27:57.2 duration 1 " 0"
A7 I

18 () Health professionals 7 12116a Intemnals 1:27.57.2 duration 1 i 0"
18 I

19 Heroism P 121182 Internals 1:27:57.2 duration 1 " 0"
19 I

20 |() Hospital experience P 121162 Intemnals 1:27.57.2 duration 1 i 0"
20 I

21 Important P 121162 Internals 1:27.57.2 duration 1 i 0"
2l I

22 innate work ethic P 121182 Internals 1:27:57.2 duration 1 " 0"
22 I

23 () leaming P 121162 Intemnals 1:27.57.2 duration 1 i 0"
23 P

24 limitations. P 121182 Internals 1:27:57.2 duration 09671 " 583"

25 Limitations - inferred P 121163 Internals 1:27:57.2 duration 1 i o"
25 .

26 () Loneliness P 121162 Intemnals 1:27.57.2 duration 1 i 0"
26 I

27 Loss or grief P 121182 Internals 1:27:57.2 duration 1 " 0"
27 I

28 () Metivation P 121162 Intemnals 1:27.57.2 duration 1 i 0"
28 I

29 participation - current 2 12116 Internals 1:27:57.2 duration 0| " 0"
29 .

30 Participation - future P 121182 Internals 1:27:57.2 duration 0| " 0"
30 7

31 () Participation - past P 121162 Intemnals 1:27.57.2 duration 0.8707 i 677"
RN I

a2 Passions P 121182 Internals 1:27:57.2 duration 0| " 0"
32 .

33 |() positive responses from off 4121162 Intemals 1:27.57.2 duration 1 i 0"
B [

34 () postiive actions P 121162 Intemnals 1:27.57.2 duration 1 i 0"
4 I

35 returning to occupations P 121163 Internals 1:27:57.2 duration 1 " 0"
35 I

36 () Salisfaction P 121162 Intemnals 1:27.57.2 duration 1 i 0"
36 I

=T Social interactions P 121182 Internals 1:27:57.2 duration 0| " 0"
37 I

38 Spirituality P 121182 Internals 1:27:57.2 duration 1 " 0"
38 ]

39 () support P 121162 Intemnals 1:27.57.2 duration 0.9167 i 821"
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Appendix 3.11

Ethical approval letter - study 5

Research Direclorale

Southern Heallh Postal address:

Bonash Medical Centre Locked Beg 20

245 Clayton Read Clayton South Wie 3168

Claylon Viclaria 3168 Australla
Australia

10 January 2012

A/Prof Terry Haines

Director Allied Health Clinical Research Unit
Primary Care and Physiotherapy Department
Allled Health Clinical Research Unit

Kingston Centre

Cheltenham Wic 3192

Dear AfProf Haines

Study title: Understanding occupational participation (in activities of daily living,

Southern Health HREC Ref:; 11383B

The Southern Health HREC B reviewed the above application at the meeting held on 08
December 2011 In addition; the HREC is satisfied that the responses to our correspondence
of 14 December 2011 have been sufficiently addressed.

The HREC approved the above application on the basis of the Infarmation provided In the
application form, protecel and supporting documentation.

This reviewing HREC is accredited by the Consultative Council for Human Research Ethics
under the single ethical review system.

Approval

The HREC and Site Specific Authorisation approval is from the date of this letter.

Approval Is glven in accordance with the research conforming to the National Health and
Medical Research Council Act 1992 and the Natfonal Statement on Ethical Conduct in
Human Research (2007). The HRET has ethically approved this research according to the
Memorandum of Understanding between the Consultative Council and the participating
organisations conducting the research,

Approval is given for this research project to be conducted at the following sites and
campuses:
+ Southern Health, Monash Medical Centre
o Clayton Campus
o Kingston Campus

You must comply with the following conditions:

The Chief Principal Investigator is required to notify the Administrative Officer, Research
Directorate, Southern Health of: '

Dogeadarving) Hoapile! Fonash Madial Canlm - Clayios Lommunity Heatth
SUH Ehgrn Heafrk Hingstan Cenire . Fdonash Medical Cenbn - Monablbiy 5"":;_?:’5;3:'“““"
’IIF_-_" Crarhowmi hitegrafid iy Hospal s
ABMED 142 000 310 Gore Gt yepiegatherahealih.ong s
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Any change in protocol and the reason for that change together with an indication of
ethical implications (if any)

Serious or unexpected adverse effects of project on subjects and steps taken to deal
with them

Any unforeseen events that might affect continued ethical acceptability of the
project

Any expiry of the insurance coverage provided in respect of sponsored trials
Discontinuation of the project before the expected date of completion, giving
reasens

Any change in personnel involved in the research project Including any study
member resigning from Southern Health &/or the study team.

At the conclusion of tha project or every twelve months If the project continues, the
Principal Investigator Is required to complete and forward an annual report to the
Committes.

Annual report forms will be forwarded to the researcher,

Approved documents

Documents reviewed and approved at the meeting were:

Document Version Date = ]

Participant Information and Consent Farm 2 19 December 2011 I

If vou should have an e cantact Deborah Dell or Julie

The HREC wishes you and your colleagues every success In your research,.

Yours sinceraly

Dr James Doery

Medical Administrator

Cc: MUHREC
Cci Ms Ellizabeth Rowland
Cc: Dr Ted Brown
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Appendix 3.12

Consent form [NB Southern Health changed to Monash Health 2013, Elizabeth

Rowland reverted to her maiden name of Pritchard after this was approved.]

Southern Health

r—"—-\.

Participant information and consent form for Southern Health
Project Title: Understanding occupational participation in daily activities with adults
65 years and over, following hospitalisation.

Principal researcher: Associate Professor Termy Haines
Associate researcher: Associate Professor Ted Brown
Student researcher: Elizabeth Rowland

1. Introduction

You are invited to take part in this research project because you are currently in
hospital, planning to return home to live and 65 years or over. Your name has
been passed on to me from the clinical staff that | understand talked with you, and
you agreed to have a conversation with me (the researcher). This research

- project aims to explore how participation in your normal activities is affected
— following a time in hospital and what are some ofthe reasons for this.

This Participant Information and Consent Form, tells you about the research project. It
- explains what is involved to help you decide if you want to take part.

= Please read this information carefully. Ask questions about anything that you don't
e understand or want to know more about. Before deciding whether or not to take
part, you might want to talk about it with a relative, friend or health worker.

Participation In this research is voluntary. If you don't wish to take part, you
don't have to.

If you decide you do want to take part in the research project, you will be asked to
sign the consent section. By signing it you are telling us that you:

« understand what you have read;

+« consent to take part in the research project;

+ consenttobeinvolved inthe procedures descnbed;

¢+ consentiothe use of your personal and health information as described.

You will be given a copy of this Participant Information and Consent Form to keep.

2. What is the purpose of this research project?

Common sense tells us that people’s level of activity following a time in hospital is
reduced and some people do not get back totheir usual activities at all however, we have
no evidence to tell us the extent of this or why this occurs. The aim of this project is to
find out some of these reasons so that we can address the issue further and find ways of
getting people back to their normal activities quicker. This is particularly important for
those who have fallen and in hospital. If we find what stops people from returning to their
daily activities and what helps them to return to these, then we can use this information to
reshape interventions as health professionals. This will help us to design future strategies
to help older people to be more engaged and independent in their usual activities.

Version 2, 19 December 2011 Page 30
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Southern Health

’——-_—'--\.
We are aiming to interview 24 people, 12 from
Monash Medical Centre and 12 fromthe Kingston Centre. All these participants have
been in hospital and looking at retumning to live at home.

The people involved in locking at this information that is generated, are from Southemn
Health Allied Health Research Centre and Monash University and has been funded by
internal unit funds ofthe Allied Health Research Centre, Southern Health.

The results of this project will be used by the student researcher to obtain a Doctorate of
Philosophy (PhD).

What does participation in this research project involve?

Participation in this project, will involve being interviewed at home within fourweeks of
being discharged. The interview will take place at a time that is convenient foryou and
take around 43 minutes to one hour. There will be some questionnaires, the student
researcher will be present to assist you with completion ofthese, and then you will be
asked to answer some broader questions like: 1) What stops you from retuming to these
activities? 2) What helps you get back to your previous levels of activity?

We will tape record your responses so that we can wrte them up in full and analyse them
later. Yourname and any identifying factors will be removed from these transcripts so
that the data is stored without identifying information. This information will therefore not
be accessible for any publications resulting from this research.

What are the possible benefits?

There will be no direct benefit to you fortaking part in this research but it will provide an
opportunity for your answers to influence health interventions in the future.

What are the possible risks?

We do not anticipate any nisks, side effects or discomforts resulting from your participation
in this study, however, if you become upset or distressed as a result of your participation
in the research, the researcher will be able to arrange a referral to be made for

counselling or other appropriate support at your local hospital. Any counselling or support
will be provided by staff who are not members of the research team. In addition, you may

preferto suspend or end your participation in the research if distress occurs.

Do | have to take part in this research project?

Participation in any research project is voluntary. If you do not wish to take part, you do
not have to. If you decide to take part and later change your mind, you are free to
withdraw at any stage without any consequence. However, once yourinformation has
been entered anonymously, it cannot be withdrawn.

Your decision whether to take part or not to take part, or to take part and then
withdraw, will not affect your relationship with Southern Health or the care
provided by any Southern Health employee.

How will | be informed of the final results of this research project?

A summary of the project findings will be emailed or posted to you at the
completion of the project. If you wish to receive a copy by email, you will need to

Version 2, 19 December 2011 Page 31
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Southern Health

8.

10.

_‘_-—-_—'-—-\.
provide your email address.

What will happen to information about me?

The information we collect will be stored in an anonymous manner in a password-
protected file for a period of 7 years afterthe end of the project, on the computer of the
principal investigator. This is kept in a key-lockable office. Only members of the
investigative team will be able to access this information. Afterthis time, the data will be
destroyed.

Any information obtained in connection with this research project that can identify you will
remain confidential and will only be used forthe purpose of this research project. In any
publication and/or presentation, information will be provided in such a way that you
cannot be identified, except with your permission. Information about your participation in
this research project may be recorded in your health records.

Can | access research information kept about me?

In accordance with relevant Australian and/or Victorian privacy and other relevant laws,
you have the right to access the information collected and stored by the researchers
about you. You also have the night to request that any information, with which you
disagree, be comrected. Please contact one of the researchers named at the end of this
document if you would like to access your information.

Is this research project approved?

The ethical aspects of this research project have been approved by the Human Research
Ethics Committee of Southemn Health.

This project will be camed out according to the Mational Statement on Ethical Conduct in
Human Research (2007) produced by the Mational Health and Medical Research Council
of Australia. This statement has been developed to protect the interests of people who
agree to participate in human research studies.

Version 2, 12 December 2011 Page 32
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S

Southern Health

‘.-Il—__'--\.

11. Consent

| have read, orhave hadthis document read to me in a language that | understand, and |

understand the purposes, procedures and risks ofthis research project as described
within it.

| have had an opportunity to ask questions and | am satisfied with the answers | have
received.

| freely agree to participate in this research project, as described.

| understand that | will be given a signed copy ofthis document to keep.
Participant's name (printed) ..
SIGNATUIE Lo e Date

Declaration by researcher®: [ have given a verbal explanation of the research project, its
procedures and risks and [ believe that the participant has understood that explanation.

Researcher's name (printed) ...

SIGNATUIE oo Date

Note: All parties signing the consent section must date their own signature.

Who can | contact?

Who you may need to contact will depend on the nature of your query, therefore, please
note the following:
If youwant any further information concerning this project orif you have concems about

any aspect of vourinvolvement in the project. vou can contact the principal researcher Dr
Temry Haines rthe
student researcher

For complaints:

If you have any complaints about any aspect ofthe project, the way it is being conducted
or any questions about being a research participant in general, then you may contact:
Name: Ms Malar Thiagarajan

Position: Director of Research Services, Southemn Health Research Directorate

Thank you for reading this.
—000—

Version 2, 19 December 2011 Page33
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Appendix 4.1

Disability
Rehabilitation
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RESEARCH PAPER
Factors impacting the household and recreation participation of older
adults living in the community

Elizabeth Pritchard’, Anna Barker, Lesley Day®, Lindy Clemson®, Ted Brown', and Temy Haines'
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Abstract

Purpose- To identify demographic, physical and mychosocial determinants assocised with
participafion in daily activities of community-dwelling cider aduits. Meathods: A cross-sectional
diesign of older adults {70 years) from Victoda, Australia, residing in their homes was draswn
from a corwenience sample The outawmes were recent participstion in household and
mcrestional acthvites & messured by the PhoneFTT. Esplanatosy varisbles ncluded
demographics, physical and mental health funconing {(Short Form-12 version 2, Gerlatric
Depresshon Scale 15] Associations we e analyzed theough linear regression. Hes ufts Thene were
244 parficipant (0% fermale) with & mean sge of 775 years 8D 57) Higher levels of
depression and fewer falk idurng the peevious yeard were assocised with
mstictions in household parficipation (<0001, p<0001) For sedestional partidpation,
higher levels of depression wem asocisted with resticted paticipaion 00010
(onchelor Somening for depeession should be & key component of health soesements with
alder aduits. Untreated depression may lead to lower participafion otes in dally activities
potentially resulting in social kol sfion. Fewer falls and mestriced housshold paricipation were
amociated, but o assodaion was observed between falls and receational partidpation
Further studies are required to esplone this ssocisfion in moe detsil

Keywornds
Activities of daily living, depression, older
adults, socdal participation
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¥ Impli ations for Rehabilitation
+ Dhepeession ks significantly comelated with the level of parfcipation in daily activities for alder
aduits

+ Health professionals need to saeen for depeession when working with dlder aduits_

Introduction
Participation in daily activities and social roles has beovme an

apeing wik sanciated with a decline in fone tonal and ¢ognitive
shilities which in tum negatively impaciesd on panticipation [9].

Iemabal Rchakd Dy

impontant aipect Lo condder in health settings [ 1-3]. Pardcipaion
& defined a: “engapement in a hfe dimbon’ [4] and hes heen
Hnked o higher levels of Bfe stisfaction [5], and improved heslith
and wellheing [1,6,7]). Sub-opiimal levels of panicipation in daily
activities can lesd to long-lerm negative health sequelse [5)
including social isplation [3], depresion or amiety [§], physical
of cognitive decline [1], and may ultimately lesd to an norested
healih service burden [1).

The determinanis of participation ane nod yel folly nnderatood.
There # evidence indicsting ihat participstion in physical
activities is linked o the physcal and cognitive capacily o
e form those activitkes One longitdinal audy [9] identfied that

Address for commpondmcs:  Elshesh Poichard, Depariment of
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Additional ly, emotional problems have been sugpesied 5 limitdng
me's participaiion in daily activities [8]. However, a descripiive
crg-sectional imvestigation of AW older adulis living in the
communily was ahle io ddentify deerminani of plydeal capacity
(eg. leg swength, imed walking e, balance) and noted that it
was difficolt o predict physical activily participation doe o the
complexity of participation [10].

A facior complicating this picmre is thal panicipation has
previcely been exploned & separsie components (eg. social,
physcal, mental participaton) in different gudies. For example,
audies have examined soctal panticipation [11]), panticipation in
sctivitles of daly living (bathing dressing, walking and
tramferring) [1], physical activitylexencise [12] and ledonne [13].
It is possble that fsctors sssociaied with some forms of
partcipation (eg lesone) will not be conddent with factons
smocisied with other forme of particpedon (eg. self-care)
Further resesrch & required o determine if this & the cige.

To address these deficiencies in the evidence hase, this smdy
aims o investigate poleniial facton that impact the partcmton
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Dear Ms. Elizabeth Pritchard,

We have received your arficle "Examining the intemnal construct validity of the Volition Scale using the Rasch measurement model." for consideration for publication in Archives of Physical Medicine and
Rehabilitation.

Your manuscript will be given a reference number once an editor has been assigned.
To track the status of your paper, please do the following:
1. Goto this URL: hitp://ees.elsevier.com/archives-pmr/
2. Enter these login details:
Your username is: elizabeth. pritchard@monash.edu
If you need to refrieve password details, please go fo: hitp:/ees elsevier.com/archives-pmriautomail query.asp

3. Click [Author Login]
This takes you to the Author Main Menu.

4. Click [Submissions Being Processed)
To ensure the confidentiality of the peer review process, the Editorial Board asks that only the designated corresponding author communicate with us.

The Editorial Board reminds authors that it is their responsibilty to ensure that ineir research has received the appropriate insfitutional review board or ethics approval and that study subjects have provided
informed consent to participate. If such approval and/or consent was not obtained, then it is your responsibility to inform the Managing Editor why it was not.

Thank you for giving the Archives of PM&R an opportunity to review your work.
Kind regards,

Elsevier Editorial System
Archives of Physical Medicine and Rehabilitation
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Please note that the editorial process varies considerably from journal to journal. To view a sample editorial process, please click here:
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Personal Life Approach: An Interactive Way of
Understanding Older Adults’ Participation in
Activities Following Hospitalization

Elizabeth Pritchard, MHScOT,"* Marelle Wamen, PhD 2 Anna Barker, PhD,?
Ted Brown, PhD,* and Terry Haines, PhD'*

'Depariment of Physiotharapy, Monash University, Peninsula Campus, McMahons Road, Frankston,
Medbourne, Victona, Austraiia. "ocial science and health research, School of Peychodogy and Psychiatny,
Monash University, Clayion Campus, Walington Aoad, Melboumne, Victoria, Australia. Department of
Epideminlogy and Preventrve Medicine, The Alired Resaarch Canter, Monash University, 58 Commercial
Aoad, Mialbourne, Yictoria, Australia. 0ccupational Therapy Department, Monash Unreersity, Peninsuls
Campus, McMahans Road, Frankston, Medbourne, Victoria, Australia. Allied Health Research Unit,
Muonash Health, Melbourne, Victoria, Australia.

"hddress comespondence o Elonbeth Pritchard, MHEcT, Department of Physiotherepy, Monesh University, Peninsule
Campas, MizMehons Road, Frankston, Melboume, Wictoria 3199, Australia. E-meil: eiizabath pritcherd@monash adu

R Bpeill 17 2014, Accopied Ooicber 20 2014,
Drsscision Editor: Bertara Bowars, PRD

Purpose: To explone factors that support arinhibit participation in daily activities amongst
older adults who have returned home following hospitalization.

Diesign and Methods: 4n exploratory qualitative design was used to gather information
from a sample of older adults. Participants were recruited during their hospital stay from
acute and rehahilitation wards in Victona, Australia. Semistructured interdews were
camied out in the participants” home within & weeks of discharge. Data were analyzed
throwgh thematic analysis.

Results: Participants {n = 21) were aged =65 years (meazn B2 years [SD 8.5]), 57% were female
{m= 11} and 7&%: with English as their first |anguage (n= 181 Thematic analysis identified one
primary theme | persons! ife approsch) moderated by spinteality and two subthemes; infar
pretation of physics! snd mental abilities, and socisl interactions The life approach acied as
3 filter throwgh which participants interpreted their abilities and social interactions that either
supported or inhibited their retum to paicipation after a stay in hospital,

Implications: The findings suggest that clinicians need to consider theindividual’s approach
to life in their recovery following hospitalization. This approzch can influence their return
o participation in activities and potentizlly be supporied (towards higher levels of opti-
mism] by health professionals to enhance paticipation in activities postdischarge.

Key words: Participasion in sctvitios, Hospitalizetion, Internaliaxtomal contrel, Optimism, Cealita®ve anabysis: the-
metc sralysis

Participation in life activitics is an innate buman meed and  {Townsend & Palatagee, 2007; Wiloock, 2005). Varicuos
a gnal that health professionals work towards with clients definitions of participation are presented in Bierathore,

[ Tha Aughor ML Pabicched by [hdzdd Uty Pras onbehaf of The Geroviclagical Soawiy ol Amerce. Al nghiz manesd. Faga 1ol 1
Far prermaar, peas s-mad emeh pers enorslioon com.
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