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Barriers experienced by stroke survivors when
participating in meaningful occupationsina
rural and semirural community

Introduction: There are various personal and environmental factors that hinder
the stroke survivors’ participation in meaningful occupations within a rural and
semi-rural commmunity context. Thus, occupational therapists need to consider
such barriers in order to provide holistic treatment.

Aim: This study intended to explore the barriers experienced by stroke survi-
vors on their participation in meaningful occupations in a rural and semi-rural
community.

Method: An explorative qualitative study was conducted, using a purposive
sampling method to recruit participants at a public healthcare district hospital.
Data were collected at the participants’ homes using individual semi-structured
interviews. The researcher made use of open-ended questions guided by the
Occupational Therapy Practice Framework 3™ edition and the Person Environ-
ment Occupation Performance model.

Findings: Four themes related to the barriers experienced by stroke survivors
on their participation in meaningful occupations emerged: (i) physical barriers,
(i) psychological barriers, (iii) financial and (iv) environmental barriers.
Conclusion: The barriers explored in this study compelled the stroke survivors
to accept varying degrees of assistance from their caregivers. The findings
of this study could assist occupational therapists to consider the factors that
hinder the stroke survivors’ participation in meaningful occupations in rural
and semi-rural South African communities, and inform treatment aims that
are relevant to the respective communities. If occupational therapists consider
these barriers when planning treatment, this could assist with maximizing in-
dependence in all areas of stroke survivors’ lives, lessening the burden of care
on their caregivers and decreasing the patient load on clinical and community
occupational therapists.

Implications for practice

Stroke survivors dwelling in the semi-rural and rural community contexts
experience barriers which are unique to such settings. Thus, occupational
therapist should be aware of the differences of barriers experienced not only
in the hospital setting, but in the community context that stroke survivors are
reintegrated to. Such consideration could contribute to intervention focussed
on the individual’s specific needs with regard to participation in meaningful
occupations within the semi-rural and rural contexts they reside in.

INTRODUCTION
Stroke is considered to be second leading cause of death and disability globally'.
Whitehead & Baalbergen? estimated that the global number of stroke survivors will
continue to increase to approximately 70 million by the year 2030. In South Africa
(SA), a total of 564 000 people are living with a certain degree of disability as a result
of a stroke?.

Occupational therapists are most concerned with the result of participation in
meaningful occupations after stroke. Amongst other roles, occupational therapists
provide holistic treatment by exploring personal and environmental factors that
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hinder participation in meaningful occupations, and make
necessary adaptations according to the stroke survivors
needs in order to enhance participation in occupations. This
study explored the barriers experienced by stroke survivors
on their participation in meaningful occupations in a rural
and semi-rural community in South Africa.

LITERATURE REVIEW

The study focused on the personal and environmental
factors that hindered the stroke survivors’ participation in
meaningful occupations. These factors were investigated
using the Person Environment Occupation Performance
(PEOP) model®. The PEOP model emphasises the challenges
related to residual symptoms of stroke that may be caused
by the relationship between the community-based stroke
survivor and their environment, rather than by the condi-
tion itself. The model takes into consideration the person
(intrinsic factors) and environment (extrinsic factors) which
may interfere with or hinder the stroke survivors’ participa-
tion in meaningful occupations.

Person factors associated with barriers of stroke
survivors when participating in meaningful
occupations in the community

Physiological and Neurobehavioral factors

A study conducted in rural China* highlighted that muscle
tone and muscularendurance were reported as physiologi-
cal barriers for stroke survivors when participating in mean-
ingful occupations. The findings of the study revealed that
physiological factors appeared to have significant impact
on their participation. Subsequently, the stroke survivors
had to take frequent rest breaks as a result of experiencing
fatigue and as such, needed more assistance from their
caregivers. These physiological factors are as a result of
the impaired neuro-behavioral factors such as decreased
active movement on the affected side, pain, poor balance,
and incoordination®®. However, findings from research per-
formed in Rwanda and Johannesburg®"identified restricted
mobility and pain as the main neurobehavioral barriers that
affect aspects of the stroke survivors’ lives and their abil-
ity to participate in meaningful occupations. Additionally,
Braaten et al.” revealed that fatigue was more prevalent in
the subacute phase of stroke recovery.

Psychological factors
Walsh® highlighted the concerns of stroke survivors about
being a burden on their family members as they required
assistance in order to participate in meaningful occupa-
tions. He reported that a sense of satisfaction arose from
being given tasks to do for their families, as this increased
their sense of personal causation. The participants from the
study also expressed concerns about their families offering
too much support and feelings of a decreased sense of
capacity, or too little support which resulted in feelings of
loneliness, neglect and stigma.

Common emotions that have been identified by literature

as barriers to participation in meaningful occupations, in-
clude feelings of loneliness, sadness, fear, anxiety, frustration,
decreased self-esteem and feeling useless’®5, All of these
emotional factors impaired the stroke survivors’ participa-
tion regardless of the level of disability resulting from the
stroke. This has been linked with episodes of depression as
they felt like they had lost valuable roles within their families
as well as autonomy”314,

Environmental factors associated with barriers of
stroke survivors when participating in meaningful
occupations in the community

Social support

Previous studies®™ " revealed that participants interpreted
too much support from theirimmediate family as a barrier
as it reinforced dependency behaviour for instance, when
families provide assistance to stroke survivor capable of
engaging in activities independently. Additionally, too much
support did not afford the stroke survivors an opportunity
to become independent when participating in meaningful
occupations.

Restricted mobility was also identified as a primary factor
that caused secondary barriers in receiving social support ®.
This came with being either confined to a wheelchairor not
being able to walk independently. As a result, it became dif-
ficult for the stroke survivors to visit friends and family. It also
became challenging for them to attend social gatherings
such as wedding and birthday celebrations, where participa-
tion in such social activities enabled them to receive social
support. However, due to restrictions in mobility, the stroke
survivors reported that they had to wait and see if friends or
family members would visit them, which led to them feeling
isolated and confined to their homes®.

Participants in studies conducted in South Africa and
China identified a lack of support from friends as a barrier,
since they no longer visited to check on them, nor went
out with them™®, The results of another study discovered
that the stroke survivors’ friends considered going out with
them to be physically taxing as they had to provide physi-
cal assistance particularly if they had restricted mobility™
.Furthermore, the stroke survivors’ friends revealed that
they had adjust their physical abilities to those of the stroke
survivors®”.These identified barriers contributed to the stroke
survivors feeling like they were a burden to their friends, and
that put a strain on the friendships. This resulted in further
isolation from their friends which compromised the social
support offered to the stroke survivors and their participa-
tion in social activities.

Transport

Participants of a study conducted in South Africa identified
using a wheelchair as a barrier to participation in meaning-
ful occupations, particularly whereby the stroke survivor
had limited or no motor function". Moreover, the barrier of
depending on the caregiver to be pushed in the wheelchair
restricted participation such as community mobility and
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social participation Transferring the stroke survivor from
the wheelchair into a bus or a minibus taxi to access health
care facilities was also seen as a burden on family members.
Mudzi et al" further reported that stroke survivors had to pay
an extra taxi fare for putting the wheelchair in a taxi and
for the caregiver, which made the use of public transport
more costly.

Participants of another study conducted in China revealed
that they made use of buses as a common mode of trans-
port. However, they were not able to get on and off the bus,
as the buses were not adapted to accommodate people
with physical disabilities*. Other studies conducted in China,
indicated there was also limited access to assistive devices
for personal care devices such as wash mitts, long handled
sponges, button hooks, etc*®. The participants had to pay
for these personal care devices and financial constraints
made the devices inaccessible to some. The study reported
that the only accessible assistive devices were canes which
were limited to those who had regained movement in the
lower limbs®,

Accessibility

A systematic review study conducted by Jellema et al.®
identified inaccessible buildings and public spaces such
as health care facilities that were not reasonably accom-
modated for wheelchair use, to be barriers to participation.
This included: having limited space in public buildings for
the stroke survivor, using a mobility assistive device such as
a walker or a wheelchair, to move around. Stroke survivors
also identified having steps inside their house, uneven terrain
and soil in the yards as a barrier, as this made it difficult for
them to move around freely in their homes, particularly, if
they used a wheelchair or a walker?. As a result, the partici-
pants needed to be pushed in the wheelchair or assisted by
their caregivers, which further increased the burden of care.

METHOD

Setting

The study was conducted in the rural and semi-rural parts of
Hammanskraal situated in the northern region of Gauteng.
The common housing structures include houses built as
part of the Reconstruction and Development Project (RDP)
and those built with corrugated iron (shacks). There is ac-
cess to a shopping mall, shopping centres, clinics and one
public healthcare district hospital. Most of the population
is unemployed and cannot afford to own private transport.
As such, the community relies on public transport such as
taxis (microbuses) and buses as a means of getting from one
place to another. The transport is only accessible at the main
tar road, which could be within a 2km-5km radius from the
stroke survivors’ homes. Gravel roads surround the stroke
survivors’ homes. This research setting was conveniently
sampled because the researcher worked as a clinical oc-
cupational therapist in this region at the time of the study.

Design
An explorative, qualitative research study was conducted
using a phenomenological approach?.
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Population

The population included all the stroke survivors admitted
to the district hospital 6-12 months prior to the commence-
ment of the study. The stroke survivors had to be attending
occupational therapy rehabilitation at the hospital.

Sampling

A purposive sampling method? was used to select the par-
ticipants with subjective experience about the phenomenon
of the barriers experienced when participating in mean-
ing occupations in the community context after suffering
stroke. Stroke survivors were included if they were: (i) able
to speak Setswana and or English, (ii) above the age of 21, (iii)
diagnosed with a stroke six to 12 months prior to the com-
mencement of the study and (iv) attending occupational
therapy at the monthly stroke clinic at the district hospital.
The participants were excluded from the study if they had
global aphasia.

Sample size

The participants were recruited at the occupational therapy
department of a public healthcare district Hospital in Ham-
manskraal, where they attended a multi-disciplinary stroke
clinic once per month. The aim and objective of the study
were explained in the information leaflet to the stroke sur-
vivors. Ten Setswana speaking stroke survivors between the
ages of 42 and 77 years consented to participate in the study
and for data to be collected at their homes. However, data
saturation was reached at seven participants.

Data collection tools

A demographic form and an interview guide were used to
collect data. The interview guide consisted of seven open-
ended questions that were guided by the Occupational
Therapy Practice Framework 3™ edition(OTPF-3)2 The in-
terview guide was translated into Setswana, the language
commonly spoken by the participants.

Data collection

Data were collected by the researcher using individual semi-
structured interviews which were conducted in Setswana.
Furthermore, the researcher took notes to record additional
information such as observations made that could not be
captured by the audio recorder. For instance, participants’
non-verbal expressions, emotional expressions, the side
affected by the stroke and the terrain around their house
was noted. The collected data were stored electronically on
dedicated file that was password protected, as well as on a
cloud account.

Data analysis

All interviews were recorded in Setswana and then tran-
scribed verbatim in English. To ensure the accuracy of the
translations, these were completed by both the researcher
and independent checker who was also fluent in speaking,
writing and reading Setswana as a first language and English
as a second language. Clarke’s deductive thematic analysis
method was used to analyse the collected data?®. The PEOP
model® was used to guide the emerging themes.

© SA Journal of Occupational Therapy
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Methodological rigour

The credibility of the study was ensured by the use of more
than one person to analyse the data which strengthened the
rigour and trustworthiness of the results of the study?. An oc-
cupational therapist with experience in qualitative research
served as an independent reviewer after the researcher had
analysed all the data. Peer checking® was performed by an
additional occupational therapist and no discrepancies
arose. Transferability was achieved by providing a thorough
and accurate description of the participants’ profiles and
the methodology employed at each step during the study.

Ethical considerations

The study obtained ethical clearance from the University of
Pretoria’s Faculty of Health Science Research Ethics Com-
mittee (REC) and the National Health Research Committee
(NHRC). The project number assigned for this study was
06/2020 with the reference number GP_202001_019. The
principles of autonomy, justice and confidentiality were ap-
plied throughout the study by: explaining the contents of the
information sheet in a language the participants understood
(Setswana); having sighed consent to participate and be audio
recorded; making use of a fairinclusion and exclusion criteria
which did not discriminate the participants based on factors
such as their race, gender, religious beliefs and by using al-
phanumeric codes in data analysis to ensure confidentiality.

Table I: Demographic information |

Participants’ Characteristics n %
Gender

Male 3 429
Female 4 571
Age group

40-49 2 28.6
50-59 2 28.6
60-69 1 24.2
70-79 2 28.6
Occupation

Employed 1 24.2
Unemployed 3 429
Pension 3 429
Time since stroke at the time of the study

6-12 months 7 100.0
Mobility

Confined to bed with no assistive device 1 24.2
Walking using a crutch 4 572
Wheelchair 2 28.6

Table Il Demographic information 11

RESULTS

Demographics of the participants

Most of the participants were female, unemployed or on
pension and walked with a crutch (Table 1, below).

Themes and sub-themes related to the objective
of the research

Overall, four themes and nine sub-themes emerged from
the findings. The themes included: physiological, psycho-
logical, financial and environmental factors.

Theme 1: Physiological barriers
The physiological factors included fatigue, pain and re-
stricted/limited movement.

Sub-theme: Fatigue

The participants reported that they experienced fatigue, and
this has limited their participation in meaningful occupations
such as basic activities of daily living (BADL), instrumental
activities of daily living (IADL) and social participation. They
either performed tasks at a slower rate or had completely
stopped participating in meaningful occupations. For the
stroke survivors, participating in a simple activity such as
bathing, preparing a meal or walking is physically draining.

“| become easily tired. | just do a bit, and | rest when |
feel tired.” PO3

“I am not able to sit in the taxi because | become easily
tired.” PO6

Sub-theme: Pain

The participants who identified localized pain on the af-
fected upper (shoulder and or wrist) or lower limb (hip and
or knee) joints as a barrier to participating in occupations,
reported that they refrained from using the affected side
to avoid experiencing further pain. They reported that the
pain was exacerbated by active participation in occupations.

“Sometimes, | feel pain in my leg. So | don’t walk that
much.” P02

“I have severe pain in my shoulder and hand.lam not able
to bend it. | am unable to do most of the things because
of the pain in this arm.” PO5

Pseudonym Gender Age Occupation Time since stroke Mobility
(in months)

P1 M 58 Unemployed 7 Wheelchair
P2 F 69 Pension 6 Walking with a Crutch
P3 F 42 Unemployed 7 Walking with a crutch
P4 F 76 Pension 6 Walking with a crutch
P5 M 56 Employed 6 Walking with a crutch

(security guard)
P6 M 45 Unemployed 8 Wheelchair
P7 F 79 Pension Confined to a bed
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Sub-theme: Restricted/no movement in the
affected limbs

The participants reported that they had challenges with
mobilizing the affected body structures either due to having
no movement or having limited movement.

“My legs become stiff and it becomes difficult for me to
move.” P02

“The problem is the shoulder. It is heavy and does not
move.” P04

Theme 2: Psychological barriers

Sub-theme: Fear

Two participants reported that they experienced the fear of
something bad happening to them. For example, a fear of
suffering another stroke, regressing on the recovery process,
falling, or leaving the house on their own.

"I was scared that | might regress.” P02

“Sometimes | fear going out on my own because | think
I will be stuck, and | am not able to get back home.” PO3

Sub-theme: Feelings of being a burden

The participants reported to feel like they were being a
burden to their caregivers as they needed moderate to
maximum assistance in order to participate in meaningful
occupations.

“My husband has to wake up in the morning and do
everything. | had asked him to stop washing me because
it was too much for him, and he had focus on other things
such as cleaning and maintaining the yard and other
things.” PO2

"My daughter would be watching TV, and | have to call her
to come help with stabilizing the pot. | sometimes feel
for her,and | let her be.” PO3

Theme 3: Environmental barriers

The participants identified the following environmental
factors as barriers: access to water and sanitation, physical
environment, assistive devices, financial constraints, and
access to transport.

Sub-theme: Access to water supply systems

The participants identified not having easy access to water
and sanitation as a barrier. They reported that having to
fetch water from an outside tap by using a bucket limited
their independence in BADLs and IADLs as they had to rely
on family members to fetch water for them.

“My child brings me water to wash myself, as | am unable
to lift up things using both hands.” P04

"My wife prepares water for me to bath. She boils water
in a kettle and pours it into a bucket.” PO5
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Sub-theme: Toilet and bath facilities

The participants also reported that using an outside pit toilet
was a challenge, as the toilets were located at a distance
ranging between 10-30 metres from the house. As a result,
the participants were not able to reach the toilet on time
to avoid bowel and bladder accidents. This restricted the
participants’independence in functional mobility (transfer-
ring from the wheelchair to the toilet seat) and toilet hygiene
Furthermore, the toilet was not wide enough to accom-
modate a wheelchair and two people inside (participant
and caregiver), and the participants therefore resorted to
wearing adult diapers (nappies).

“I wear a nappy. They (referring to his mother and sister)
cannot carry me to the toilet because | am heavy.” PO6

“I wear a nappy because the toilet is outside,and | cannot
walk.” PO7

Most of the participants reported that having to use a plastic
bowl for bathing which was a barrier due to the instability
of the bowl, as it could easily tip over while attempting to
getin and out.

“I would struggle if | try to get inside the plastic dish
because it is not stable.” P02

Sub-theme: Access to public transport

The participants also identified access to transport as the
main barrier to their participation in meaningful occupa-
tions. They reported that they had to walk a long distance
on gravel roads and uneven terrain in order to reach the
main road to access a taxi, and this was a challenge due to
restricted mobility and fatigue. They indicated that getting
in and out of a taxi was a challenge because they need
assistance since the taxi was too high for them to climb in
and out, and that the taxis do not allow, or are not built to
accommodate, a wheelchair. The participants resort to hiring
private cars to transport them to and from their destination,
usually the hospital for follow ups.

“We have to walk to the main road to catch a taxi, did you
see how faritis.” PO2

“The leg needs someone to bend it for me to be able to
get inside a taxi. You see that a Quantum (a minibus taxi
the participants use for transport), it is a bit high.” PO3

Theme 4: Financial barriers

Sub-theme: Financial constraints

A unigue theme emerged from this study. Most of the par-
ticipants reported that they receive social grants (pension
and disability grants) from the government which assist with
their day to day living. However, they reported that the funds
from the grant are not sufficient to meet their daily require-
ments; they acknowledged the financial support as a barrier
to participation in meaningful occupations.

“We have to hire a car for R50 to take us to church. We
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are both not working.” PO1

“We live on pension grants. We take care of our grandchild.
We have to hire a car for R400 to take me to the hospital
for check-ups. Money does not last.” P02

DISCUSSION

Physiological barriers

The participants identified fatigue, pain and restricted orno
active movement in the affected limbs as the main contrib-
uting factors that hinder their participation in meaningful
occupations. The participants of this study revealed that pain
was the main contributing factor to hindering participation
in meaningful occupations. The finding is supported by the
results whereby pain affected the stroke survivors ability to
participate in occupations they considered to be meaning-
fule™. This resulted in the participants either needing moder-
ate to maximal assistance from their caregivers orending up
experiencing discontinuity with regards to participating in
occupations that provide meaning to them, irrespective of
the level of disability or severity of the stroke®>. This increased
the burden of care on caregivers and decreased the quality
of life of the stroke survivors.

Other participants also refrained from actively moving
the affected limbs to avoid experiencing pain. As a result,
the participants were confined to one space in their house
because the less they moved the less pain they experienced.
Active movement was restricted by pain, which is expected
after suffering a stroke?. These factors contributed to the
participants’ poor participation in meaningful occupations.
Even though the stroke survivors were educated about the
benefits of including the affected limbs in functional activi-
ties, their fear of experiencing pain outweighed the benefits
of relieving the spasticity through actively mobilizing the
affected limbs.

In addition to pain and restricted or no active movement,
the participants in this study identified fatigue as a barrier.
Although fatigue was identified as a barrier, the participants
continued to participate in meaningful occupations but with
a decreased rate of performance. Braaten et al?supported
the finding of this study by revealing that fatigue in stroke
survivors remained prevalent 3-12 months post stroke. The
participants often had to wake up more than two hours
earlier to ensure that tasks are completed timeously. Such
a challenge caused the participants to become frustrated,
as they did not have the energy due to lack of sleep to still
manage to participate in their meaningful activity. Previous
studies only focused on fatigue impacting negatively on the
stroke survivors’ BADL and IADL*?*?, and not occupations
such as social participation (going to church) which the
participants of this current study identified as meaningful.

Psychological barriers

The findings of this study revealed that the participants ex-
perienced the fear of falling and suffering a second stroke,
particularly when in a public place. This resulted in them
refraining from participating in activities that required them
to leave their home regardless of if they were accompanied

by a family member or were alone. Walsh et al®. presented
related findings showing that it is commmon for stroke survi-
vors to experience the fear of falling, and that the fear was a
barrier that restricted their participation in their lived world.
The identified feelings of fear were heightened when the
participants had to leave home alone. A study conducted
in Malysia by Ainuddin et al.?’ further highlighted that the
impairments in the stroke survivors’ physical, cognitive and
sensory systems contribute to the recurrent falls. Further-
more, unfamiliar environments also posed a risk to increased
fall. For example, falls may occur when stroke survivors are
exposed to uneven surfaces in public places such health
care facilities, shopping malls, and other environments they
may not be familiar with.

The participants often experienced feelings of being a
burden to others as they needed assistance that ranged
from moderate to maximum in order to participate in
meaningful occupations. The altered level ofindependence
could lead to role loss in occupations they consider to be
meaningful as they have to rely on others in order for them
to actively participate. The possible role loss has a negative
impact on the stroke survivors’ self-esteem and mood which
could lead to experiencing feelings of depression. A study
conducted in Western Cape relates to the findings of this
study as it was discovered that gaining independence could
improve the stroke survivors’ confidence in actively partici-
pating in the community and reduce the risk of depression?.

Financial barriers

Most of the participants were dependent on R1780 received
from the government’s pension and disability grants as a
source of income in the year 2020. However, the funds were
not adequate to meet all their day-to-day needs. Most of the
participants spent a portion of their grant money towards
hiring a private car to take them to and from the hospital
as well as church. The money spent on hiring a private car
ranged from R250-R450 depending on how far the partici-
pants live from the hospital or church. This resulted in few
participants missing their monthly appointments at the
occupational therapy department stroke clinic. Participants
in a study by Mudzi et al." experienced similar financial chal-
lenges whereby they had to spend more money on taxi fare.
They had to pay for themselves, the wheelchair and the
person helping them to get in a taxi.

The findings of the current study highlighted an important
factor whereby the stroke survivors had to compromise
their health needs to provide for their family’s basic needs
such as buying groceries. Such a compromise put them at
a significant risk of experiencing secondary complications
such a contractures and possible readmission to hospital.
Similarly, to the participants in study by Mudzi et al.", they
had to prioritize other needs over spending more money
on transport, which compromised theircompliance with at-
tending outpatient rehabilitation due to financial constraints.

Environmental barriers

The lack of access to water supply systems, poor toilet and
bath facilities and access to public transport were identi-
fied as the main barriers in this study. All these factors con-
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tributed to the stroke survivors’ restricted participation in
meaningful occupations such as bathing, toileting, home
management, health management and social participation.
Findings of previous studies concur that having easy access
to resources such as water, electricity and proper sanitation
made it easy for participants to be independent in occupa-
tions such as BADLs living and IADLs such washing, cleaning,
toilet hygiene, cooking and doing laundry*®,

There is limited research conducted regarding stroke sur-
vivors’ ability to participate in the activity of bathing using
a plastic bowl, particularly in a semi-rural or rural area. The
act of bathing from a bowl is different to that of bathing
in a bathtub or a shower as it requires a lot of preparation
and physical effort when compared to bathing in a bathtub
This method of bathing using a plastic bowl is distinctive
in non-urban communities as the participants must warm
bathing water by boiling it in a kettle and pouring it into a
bucket. They then still have to carry the warm water to the
bedroom where they transfer it into the plastic bowl, they
will be using to wash themselves. The participants raised a
concern of the plastic bowl not being stable and safe for
them to transfer into and stand in. This is mainly due to the
fact that the bowl! has to be placed on a chair or on the bed
when bathing the upper body to allow the stroke survivors
to stand on the floor in an upright position. Subsequently,
the bowl must be lifted and positioned on the floor to allow
them to bath the lower body. Therefore, stroke survivors
will have to get inside the bowl to wash the lower body.
This could possibly pose a challenge to the stroke survivor
due restricted active movement in the affected side Fur-
thermore; the plastic bowl could easily tip over when it is
being transferred from the chair/bed to the floor, or when
the stroke survivors climb in it. These actions could cause
the water to spill on the floor and result in the participants
slipping on the water and suffering fall injuries leading to
multiple re-admissions to hospital.

Additionally, the participants of the current study made
use of an outside pit toilet that was located far from their
houses and required them to walk a distance. Moreover, even
if they did reach the toilet on time, there was not enough
space inside the toilet to accommodate both the par-
ticipant on a wheelchair and their caregiver. This challenge
contributed to the participants’ decreased independence
in toileting and toilet hygiene with the added expense of
using adult diapers for some.

The stroke survivors also identified having challenges with
accessing and using public transport as an environmental
barrier. The stroke survivors had to walk a distance to ac-
cess taxis which are only available at the main road due to
the poor or lack of tar road infrastructure near their houses.
Subsequent to the challenge of accessing transport, the
stroke survivors often had to make use of two or more taxis
for the purpose of accessing the nearest health care facilities,
church or shopping malls which is time consuming and adds
further discomfort to the participants as they have transfer
more than once into the taxi and maintain a sitting position
for longer. This is because unlike private transport, taxis do
not use direct routes to reach the desired destinations. As
cited in Jellema et al.?° that living in a rural area presented
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greater barriers to participation in meaningful occupations
due to challenges such as uneven terrain, long distances
and poor geographical coverage of public transport thus,
supporting the findings of this current study.

Limitations of the study

The study only focused on the experiences of a small sample
of olderadults with ages ranging from 42 to 77 years. Younger
stroke survivors did not participate in the study and thus the
existing literature requires further research which will include
a wider age range and a larger sample size. Another limita-
tion was that the type of stroke the participants suffered
was not classified in their medical history as the hospital did
not have resources to identify this, at the time of the study.

Recommendations

A more extensive and larger study is recommended for the
purpose of developing a practice framework that will be
relevant to the South African context in a community set-
ting. The framework will assist in guiding the assessment and
treatment processes, as they will be relevant and specific
to the South African context within a community setting.
Furthermore, a case study method on this specific topic
can be considered for close observation of stroke survivors
throughout the process of rehabilitation. This will provide a
more in-depth insight into the experiences of stroke survi-
vors when participating in meaningful occupations in the
community.

The researcher recommmends that occupational therapists
should assist stroke survivors identify the factors that they
perceive as barriers to their participation within theirhome
and community contexts. This should take place during the
initial assessment process, so that intervention may address
specific factors in order to enhance participation in occupa-
tions the stroke survivors perceive as meaningful.

Moreover, the clinicians could advocate for better re-
sources that will facilitate higher levels of participation in
meaningful occupations among communities. They may
do this by influencing local municipalities (Ward councillors),
policy makers and local taxi associations to consider building
and maintaining roads that will enable taxis to be available
at various places within the stroke survivors’ communities
and not only at the main road. In addition, they should also
advocate for user-friendly taxi minibuses with easily ac-
cessible entrances and adequate space to accommodate
wheelchairs. Lastly, the researcher recommmends for the
clinicians to advocate for community-based projects that
will afford the stroke survivors opportunities to generate
income, as the financial support they receive from grants,
is not adequate sustain them.

CONCLUSION

The findings of this study highlighted a significant difference
between the barriers experienced by stroke survivors resid-
ing in the rural/semi-rural and urban community contexts.
These barriers contributed to the stroke survivors experi-
encing greater discontinuity and or challenges concerning
participating in meaningful occupations than has been re-
ported forurban areas. Thus, a screening tool that is relevant

© SA Journal of Occupational Therapy



© SA Journal of Occupational Therapy

to the South African community context is needed for the
purpose of making occupational therapy more meaningful
to the lives of the stroke survivors residing in the rural and
semi-rural communities.
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