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Abstract:

Introduction: The increasing emphasis on routine outcome measurement has urged
healthcare practitioners to demonstrate the impact of their interventions in mental health care
settings. This study implemented routine outcome measurement in a rural hospital with an

acute mental health unit and measured change in activity participation of mental health care

users attending an occupational therapy programme.

Methods: A one group pre/post-test design was used. The Activity Participation Outcome

Measure was administered to measure activity participation of 64 mental health care users.

Five measurements were done between admission and follow-up after discharge.

Results: Majority of the participants were between the ages of 20 — 29 and mainly diagnosed

with substance use disorders. The effect sizes, Cohen’s d (> 0.80) and Cohen’s r (>0.37)
demonstrated a significant positive change (p=0.00) across all APOM domains during
hospitalisation. An insignificant change (p=> 0.005) was noted in the effect sizes during the
follow-up stages with a substantial decline in some of the APOM domains indicating that

patients were not well-integrated into their communities.

Conclusion: This study revealed the importance of routine outcome measurement in shaping
clinical practice to ensure meaningful intervention and successful integration of MHCUs in

their communities.
KEY WORDS:

Routine outcome measurement, activity participation, occupational therapy, mental health,

rural context

*Implementing routine outcome measurement in an acute mental health unit within rural South Africa_18 October 2020 1




Introduction:

The overall purpose of mental health services in South Africa is to improve capacity of mental
health care users to participate in roles of their choice in their community? . To achieve this
goal, all stakeholders involved should monitor and evaluate their efforts. Occupational therapy
as one of the many stakeholders in mental health services, plays a vital role in facilitating
participation in roles and plan and provide quality intervention programmes that will assist
MHCUs to have meaningful participation in life in their communities? - 3 . Evaluation of
outcomes is a critical component in ensuring quality mental health services? particularly in
rural areas where general access to services is limited®. An increase in dema%for healthcare
accountability and cost containment in mental health calls for healthcare professionals to
ensure their clinical practice is based on sound evidence®. This places a responsibility on
occupatioﬁ therapists to produce outcomes for the interventions they offer. According to
Creek”5¢, an outcome is defined as “An agreed, clearly defined, expected or desired result of
intervention”. To demonstrate outcomes for interventions they offer, occupational therapists
are urged to implement assessment of these outcomes within their routine clinical practice®.
This process is called Routine Qutcome Measurement (ROM). ROM is described as a
repeated assessment of a service user’s health status over the course of treatment or an
intervention® . This process entails administering an outcome measurement tool on the users

before, during and after to determine the effectiveness of an intervention®.

Iwrnationally, there is an urgent call for the implementation of ROM within mental health: '
. In South Africa, a plan to implement National Health Insurance (NHI) has placed emphasis
on the need for the effectiveness of interventions to ensure good quality servia and
achievement of positive health outcomes'. To ensure good quality services, the National
Mental Health Policy Framework and Strategic Plan (NMHF) calls for the planning and
provision of evidence-based interventions in mental health' . According to Drake et al.,"® the
credibility of each profession lies &hin its power to demonstrate evidence for the services

offered. This, therefore, highlights ROM as a critical component of evidence-based practice.

For occupational therapists to add value and remain clinically relevant within the transitioning
healthcare system, they need to produce evidence of the impact of the services they offer.
The use purposeful and meaningful activities in the assessment and treatment of MHCUs with
impairments and participation restrictions is central to occupational therapy practice? . Within
acute mental health settings the focus %)T is on improving participation in activities of daily
living'. OTs are required to produce evidence of accurate assessment and outcomes of
interventions supported through clear and concise documentation' . To date, occupational

therapists in mental health have difficulty implementing ROM resulting in a lack of evidence to
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support their valuable contribution to health systems'S. The aim of this study wasu implement
ROM in order to track change in activity participation of the MHCUs attending the occupational
therapy programme in an acute mental health unit within a rural hospital in South Africa.

Literature review:

The concept of activity participation in occupational therapy:

Occupational therapy targets activity participation in the population they serve. “Activity
participation is described as involvement in a life situation. This process occurs when clients
are actively involved in carrying out daily activities they find purposeful and meaningful”3%2°,
Du Toit, cited in Van der Reyden, Casteleijn, Sherwood and de Witt'627¢ defined activity
participation as: “Action on the world, origiﬁing in one's self, in one’s relation to one self and
the external world”. In their description of the International Classification of Functioning,
Disability, and Health (ICF) the World Health Organization (WHO)'? describes activity and
ﬁticipaﬁon as two different constructs. Activity is described as the actual doing of a task and
participation is described as an involvement in life situations. These two concepts are a central
to human development and lived experience. When the individual encounters problems in

these two constructs, it is identified as activity limitation and participation restriction'®.

Law'9, similar to the American Association of Occupational Therapy® and du Toit as cited by
van der Reyden et al.,'® combined these two constructs and highlighted that it is through the
process of activity participation that individuals obtain skills and competencies, find purpose
and meaning in life, as well as connect with others and communities. When a person is
diagnosed with mental illness their activity participation decreases, as a result they have few
social relationships, consequently leading to poor health and well-being®. Law'® alludes that
the measurement of participation in occupations contains several dimensions which includes
person, environment and occupation, and that the measurement of activity participation,
therefore, occurs at the transaction between ttﬁe domains. Although the concept of activity
participat'a‘u has been defined and accepted as one of the core constructs in occupational
therapy, there is a paucity of evidence to indicate the measurement of activity participation in
mental health??.

Routinﬁutcome measurement in mental health: need or luxury?

Mental disorders are the leading cause of years lived with disability?' . According to the Lancet
Global Mental Health Group?*1241 “30% of the population worldwide has some form of mental
disorder, and at least two-thirds of those people receive no treatment”. The increasing burden
in mental disorders has a substantial impact on health as well as major social, human rights
and economic consequences worldwide?? . Despite a growing burden of mental disorders a

gap still exists in the negd and provision of quality treatment to this population®. In low-
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middle- income countries (LMICs) suc&'as South Africa, 76 — 85% of people with mental

disorders receive no treatment and a poor quality of care is reported amongst those who
receive treatment24. In rural SA, a dire state of mental health services is reported where mental
health care users are confronted by unsupportive and desert-like mental health services failing
to meet their needsS . The escalating prevalence of mental disorders along with the reported
poor quality of treatment calls for measurements of outcomes to ensure tﬁ&sctiveness of
services in mental health?® . The increasing demand for ensuring maximum guality of care,
along with the need for discreet use of resources places pressure orﬁalthcare professionals
to ensure their interventions are based on soumﬁﬁdence26 . Within mental health, the regular
assessment of outcomes and function is critical given the chronic and fluctuating nature of the
disorders?’.

Implementation of ROM into clinical practice has been identified as a critical component in the
facilitation of recovery in mental disorders where progress is not always identifiable?” . The
benefits and barriers of ROM are highlighted for both the clinician and the service users. ROM
helps to guidedlinical decision-making by engaging both clinicians and clients in treatment,
thus fostering a collaborative approach to care planning and goal setting2®. According to Hall
et al.»*the implementation of ROM provides a basis for health care practitioners to realistically
assess change during the course of the intervention. Clinicians tend to be overly optimistic
when estimating clients’ outcomes and often fail to predict treatment failure and negative
change brought about by intervention offered® .1t is through ROM that clinicians can identify
areas for potential development and evaluate whether intervention offered meet the purpose
for which it is intended?®' .Therefore, when ROM is implemented in clinical practice the risk of
deterioration decreases significantly amongst the clients®® .While benefits associated with
ROM are clearly outlined, it is surprising that its implementation has been overcome by

challenges.

Various challenges have been identified to impact the implementation of ROM into clinical
practice. According to Wong et al, 2727 “balancing the benefits of routine outcome
measurement with the ‘real world’ needs and capacity of mental health services presents
numerous challenges”. The time-consuming nature of ROM, lack of training on ROM and
limited accessibility to context-appropriate outcome measures is one of the leading barriers
affecting the implementation of ROMin clinicaﬁ;ractice&m 32,33 Time is a critical element to
consider when implementing ROM, clinicians may not have enough time to research different
outcome measures to identify the most appropriate for their practice. Additionally, those who
already implemented ROM in their practice may not have time to reflect on the data and the
implication it has on their practice® . According to World Federation of Occupational

Therapists, * mental hgalth is counted amongst the top areas experiencing staff shortages
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and estimated that only 21% of OT staff provides mental health services. The shortage and
high turn-over of staff in mental health demands the need for ongoing training which limits the

motivation for the implementation of ROM™0.

In a resource-constrained area like SA, the cost of outcome measures, access to appropriate
technology and ability to use it is of concern®. This is complicated further by time constraints
brought about by the staff shortages and increase in number of IVECUS seen by practitioners.
Additionally, while the SA mental health policies emphasize the need for the implementation
of evidence-based strategies in practice, there is no expectation for staff to produce evidence
for inteventions particularly in government settings2 . This, therefore, highlights that while
policy outlines the need for ROM, its implementation in to clinical practice is viewed as an
additional aspect of service delivery that clinicians c%add if they deem it necessary. It is
undeniable that the mental health services in SA fails to meet the needs of the me ntal health
care users as evident with the revolving door phenomena currently crippling the mental health
services in the country® . Given the current state of mental health services where quality of
care remains questionable, it is critical that emphasis is placed on ROM to ensure
effectiveness of services?. It is, therefore, eminent that ROM be treated as a necessity as

opposed to a luxury to ensure good quality clinical outcomes in mental health.

Routine outcome measurement in rural context

The Rural Mental Health Campaign, ® describes the state of mental health services in rural
areas as dehumanizing. Poor bucﬁt allocation and staff shortages have been outlined as the
main factors affecting the quality of mental health services within the rural areas®. TE can,
therefore, be associated with poor implementation of ROM in these areas. Currently, there is
a paucity of research related to implementation of ROM in rural areas. Throughout the
literature reviewed, there were no studies conducted to evaluate the use of ROM in
determining activity participation of clients within a rural context, in SA or other countries® .
While there is limited evidence of ROM in rural areas it is still important to explore factors with
potential influence on the implementation of ROM in this context, as challenges in the
healthcare system are often context specific. When outcomes are measured, it is crucial to
consider some of the environmental factors that affect outcomes. One of the contextual factors

affecting ROM is the type of setting where the occupational therapist works® .
The imbalance in the provision of mental health services within urban and rural settings

remains a concern in SA. Several challenges precede these inequalities in service provision.
In SA, rural provinces are poorer with a dire state of mental healthcare and inability to attract
and retain staff particularly within the public sector®® . The imbalance in the distribution of
occupational therapists in urban versus rural settings has been identified. According to Ned et
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al., ¥ majority of occuaional therapists in SA are usually found in densely populated and

urban settings such as Gauteng(35.5%), Western Cape(26.6%) and KwaZulu- Natal(12.0%).
A low number of occupational therapists is reported in predominantly rural provinces like
Mpumalanga where only 4.8 % occupational therapists are identified to work in the province®”
. Although not specific to mental healthdhis imbalance in the distribution of occupational
therapists is concerning as a shortage of occupational therapists in mental health is identified
as a global concern affecting provision of services®*. The shortage of occupational therapists
means that clinicians working in mental health settings have a high patient load. This has
substantial impact on implementation of ROM, as clinicians have limited time to carryout
regular assessments to maonitor changes in activity participation during and after intervention.
Consequently, the effect of occupational therapy services received by the mental health care
users in rural areas remains unknown which compromises the quality of services received by

these marginalised populations.

The complexity of the mental healthcare pathways in rural SA have been highlighted. These
pathways includes formal mental healthcare and informal mental healthcare® . Formal mental
healthcare related to specialised services provided by health and social welfare while informal
mental healthcare relates to non-specialised services provided by traditional healers. Majority
of the mental healthcare users in rural areas report no contact with the formal mental health
services®® 3% This is attributed to the fact that in SA traditional beliefs and practices influences
the perceptions of mental illness and the management required in this regard*® . In SA, the
perception is that mental illness arises as a result of ancestral spirits and witchcraft. This
affects the type of services sought for help, thus affecting the health outcomes*' . Often the
preferred choice of treatment for mental illness tends to be traditional and spiritual health*° .
Although no evidence could be identified from the literature linking health-seeking behaviour
to ROM, it was noted during the data collection stages of this study that patients whose families
delayed to seek medical help, often took much longer to stabilise, thus affecting their outcomes
in therapy®. It was established that prior to coming to the hospital or after discharge some
families sought help either from a traditional or spiritual® . This therefore, emphasises the
need for collaborations between the formal and informal mental healthcare and the families of
the MHCUs to ensure successful implementation of ROM. It is clear from all the literature
reviewed that there are benefits to ROM and that its implementation within occupational

therapy has proven to be a mammoth task.

Although the previous research clearly outlines the facilitators and barriers, the evidence to
support the implementation of ROM within mental health clinical practice is not well
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documented. This study aimed to bridge this gap by producing evidence the changes in activity
participation evaluated through implementing ROM in an acute rural mental health unit in SA.

gethodology:
Ethical clearance (M140977) was obtained from the Univerﬂty of the Witwatersrand Human
Research Ethics Committee (HREC). Informed written consent was obtained from all

participants in this study before the commencement of data collection.

Research Ai
To describe changes in activity participation of MHCUs at Tintswalo Hospital through ROM.

Research design:

This study is a descriptive, longitudinal research with quantitative, quasi-experimental
features* . The study design included features of ROM as the data collection focused on one
group, pre/post-test design*3. The quantitative features of the research were investigated by
measuring the change in activity paricipation before and after intervention at different
intervention stages. The Activity Participation Outcome Measure (APOM) was administered
to determine the level of participation before, during and after intervention. As a quasi-
experimental design, the participants became their own controls as this study excluded a
randomised sample with an experimental and control group. With no randomised sample, the
authors did not claim any cause and effect relationship but rather described the changes as
measured by the APOM.

Research site

The study took place in the acute mental health unit of Tintswalo Hospital situated in
Bushbuckridge sub-district, Mpumalanga Province. Tintswalo Hospital is a small district
hospital with a 450 bed capacity. This hospital caters for 16 community clinics?°. The hospital
has the largest mental health unit in Mpumalanga province, with a 54-bed capacity. The
estimated bed allocation is set at 34 male beds, 10 female beds and eight beds for forensic
MHCUs. The MHCUs admitted to Tintswalo hospital vary from acute to chronic and forensic
cases. As the largest unit in Mpumalanga province, the unit caters for a large catchment area,
which was expanded by the introduction of forensic services in 2014. On average 45 MHCUs
were admitted to the unit per month, with admissions amongst males higher than females. At
the time of this study a blanket referral was used where all MHCUs admitted to the unit were
required to attend the occupational therapy programme and all referrals were made during the
ward rounds. The length of stay varied according to the severity of conditions and availability
of beds, this ranged between one to three weeks for acute MHCUs, three to 12 months for
long-term and forensic MHCUs. After discharge, MHCUs were required to follow up at
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Tintswalo hospital or a nearby clinic depending on the area in which they reside. The fact that
this hospital caters for a large catchment area poses a challenge for the follow-up of MHCUSs.
Some of the MHCUs once discharged had to return to their families outside the province or to

the neighbouring country and MHCUSs then fail to adhere to their follow-up appointments.

Sample method and selection.

Sixty- four mental health care users who were admitted at Tintswalo hospital during data
collection participated in this study. A non-probability sampling method was used to select
participants. The main principle of ROM seeks to measure the entire population® . Therefore,
ROM strictly requires an all-inclusive sampling. In order for the total population to be
measured, other factors need to be taken in to consideration this includes availability of staff
to assess all MHCUs, assessment method used and whether the ROM is done as a research
project? . In the latter case, the informed consent is required and may influence the total

population size.

In this study, informed consent influenced the sampling of the population as MHCUs who did
not consent were excluded from the study. Since the average of admissions at the research
site was estimated at 45 MHCUs per month, the sample size was estimated on 45. Due to the
longitudinal nature of ROM adjustments were made in this sample size. Loss to follow-up is
expected in longitudinal studies as a result a sample of 64 participants was aimed for. The
researcher’'s experience of the low number of patients who adhere to follow-up appointments
at research site also influenced the decision to aim for a much larger sample size than 45

patients.

Real-life data was gathered; no manipulation of variables. No exclusions were made based
on diagnosis, although common diagnostic groups which included schizophrenia, substance
use disorder and mood disorder were established during data collection. Forensic mental

health care users were excluded due to the nature and ethical complexity of their cases.

asurement tool:

The Activity Participation Outcome Measure (APOM) was used for this study. To administer
the APOM the researcher attended a one-day training course prior to commencing with the

search as required by the developer of the APOM. The APOM was developed and validated
within a South African context by Casteleijn® with an overall purpose of addressing the
outcome measurement gap for occupational therapy services offered with in mental health.
The APOM is based on the VdTMoCA, this model consists of nine levels of motivation which
corresponds to the action levels'® . This tool is based on the first six hﬁls of the VdTMoCA
and eight domains whic consists of 52 items to be scored as per the level of creative ability
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of the client. The domains of APOM includes Process skills, Communication and Interaction

skills, Life skills, Role performance, Balarﬁsd lifestyle, Motivation, Self-esteem and Affect.
Each item on the APOM is described in the level of creative ability and the therapist is required
to score the client based on the description they identify to best represent their client and that
will determine the level of the client. Once the creatiwaﬁhility level is identified, the therapist
uses clinical reasoning to make decisions about the phase within the level. These phases
includes therapist-directed, patient-directed or transitional phase'®. Table | presents the scale
with the scores used to capture the level as well as the phase of activity participation. The
items scores range from 1 to 18, 1 is the lowest activity participation score and 18 being the
highest. For every score on the scale there is a specific level as well as the phase within the
level for instance the score of 1 to 3 represents the Tone level of creative ability, within this
level 1 represents the therapist-directed phase, 2 the patient-directed phase and 3 the
transitional phase'®. The APOM is flexible allowing the therapist to select the domains suitable
for the programmes they facilitate. In this study, all eight domains were measured as the
occupational programme at Tintswalo hospital addressed all APOM domains. The APOM was
administered to capture five sets of data of the MHCUs gathered through intermittent

assessments.
Data collection procedures:

The ROM was implemented at Tintswalo hospital and data was collected over six months.
The baseline, interim and final assessments were conducted. The APOM was administered
on 64 MHCUs attending the occupational therapy programme at Tintswalo hospital. All eight
domains were measured, and five sets of data were captured in the form of intermittent
assessment and recording the findings on the APOM. The researcher conducted the
assessments along with other two occupational therapists working at the mental health unit.
Intervention followed where activity participation was facilitated in the occupational therapy
programme as per routine. The scoring of the APOM items for each individual MHCU was
carried out by the researcher only. The two therapists were responsible for assessing and
providing interventions as expected in their usual work. The MHCUs participated in the
programme during the week from Tuesday to Friday. The occupational therapy interventions
were scheduled for four hours in a day. For inpatients, assessments took place in a group
context and individual assessments were carried out for outpatients who came for follow-up.
Table Il. presents a summary of activities used for the assessment of clients throughout the
data collection. For baseline assessment an APOM was administered in the first week of
attending the occupational therapy programme. During this stage, participants were involved

in four group sessions which included engagement in social skills, work-related tasks, insight
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and recreational groups. The groups provided opportunity for the observation of participants’
activity participation in different contexts which was then used to establish the baseline level
of activity participation. The interim assessment varied based on the length of stay ranging
between two to three weeks of hospitalisation. Therefore, for other participants interim APOM
assessments were conducted after two weeks, while for others after three weeks of
hospitalisation. At this stage the focus of assessments was placed on behaviour and
interaction with others, handling of tools, materials and situations, amount of assistance
needed and nature of engagement in all activities. For the third assessments an APOM was
administered at discharge. This assessment determined the level of change in activity
participation from baseline and marked as point of reference for the researcher to evaluate
activity participation within the participant's home context in the follow up stages. Two follow-
up sessions were scheduled i.e. follow-up one and final assessment. The first follow-up APOM
assessment was administered between two to four weeks post discharge depending on the
return dates given by the doctor during discharge. The final assessment is the fifth and last
assessment in the study. The APOM was administered after one month after the follow-up
assessment. For the follow-up assessments participants were required to engage in a 45-
minute individual session, where possible collateral information was obtained from the family
to enable completion of the APOM. Data for the five assessments was captured on the hard
copy first then transferred onto an Excel version of APOM for further analysis.

Data analysis:

Quantitative review of data calls for the condensation of results from several data sheets into
a single data sheet?®. The demographic data is described using descriptive statistics. Pooled
effect sizes, a name which is given to a family of indices that measure the magnitude of
treatment effect?®* , were used to describe trends in changes in activity participation. To
determine the internal responsiveness of the study effect sizes of the participants’ activity
participation were calculate?®. The standardized differences between all assessments were
determined thr&:gh Cohen's d and Cohen’s r effect size statistics. Cohen’'s d was determined
by calculating the difference between the mean baseline scores and follow-up scores, which
was then divided by the standard deviation of baseline scor&m‘*f‘. The suggested d values
were used as guidelines for interpreting the results using Cohen’s d, the value of 0.20 is
considered small, 0.5 medium and 0.80 large effect sizes. Cohen’s r was determined -1;; a
table by converting the d value to a correlation®48 . The suggested values for Cohen’s r are

0.10 which is considered small, 0.24 medium and 0.37 large effect sizes.
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Results:
Demographics

Table Il documents the demographics of the sample (n= 64). The demographics of this study
revealed that two thirds of participants were males while females formed one third of the
sample. Most of the participants between the ages of 20-29 followed by those with an age
range of 30-39. Amongst common groups of diagnoses investigated, majority of participants

were those diagnosed with substance use disorders followed by those with schizophrenia.

Analysis of the results based on the objectives of the study

Objective 1: The study focused on the description of the level of activity participation of
MHCUs before and after occupational therapy intervention. Descriptive analysis was
conducted by calculating the mean APOM score of the total samples for each domain at five

data callection points namely: baseline, interim, discharge, follow-up and final assessments.

Fig. 1 documents the changes in activity participation from baseline to final assessment. The
results indicate improvement in levels of activity participation in all domains, from baseline to
discharge. Important to note is the changes in sample size. There were no cﬁges in the
sample size for the hospitalization period (baseline, interim and discharge), but loss to follow-
up from discharge to the first follow-up was 54, 68% (n=35) MHCUs. Loss to follow-up between
the two follow-up points was 62% (n=18).

Objective 2: objective focused on determining the change in activity participation after
participation of the participants in occupational therapy during hospitalization and follow up
stage. Figure 2 documents Cohen’s d and Cohen’s r effect sizes during hospitalization, the
values in the effect sizes demonstrate significant change in activity participation(n=64). Figure
3 documents Cohen’s d and Cohen’s r effect sizes between discharge and follow-up 2
assessment periods, these results demonstrate insignificant change with a decline in
motivation, while affect and life skills were maintained.

Discussion:

Demographics:

The demographics of the study revealed that majority of the participants were males between
the ages of 20-29. Substance use disorder was identified as a leading diagnosis followed by
schizophrenia. This is reflective of the circumstances within SA where substance abuse is
identified as a major %hlem affecting rural black communities within the country?” . In

Mpumalanga province, a high rate of substance abuse is reported amongst males between
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the ages of 15 — 39* . A str connection between substance abuse and mental health
disorders is clearly defined. Substance abae is identified as a precipitating factor to
substance related mental disorders*® . The prevalence of substance use disorders in the
country is estimated at 5.8%' . Given the high rates of substance abuse reported itis expected
that majority of the participants within the population studied presents with substance use
disorders.

The fact that most of the participants were between ages 20 -29 raises a serious concem.
This is a critical stage in development as majority in these age group gain entry in to worker
roles with the aim of forming and maintaining a productive and self-satisfying career?®:5¢ .
Unemployment rate amongst patients with severe mental disorders like schizophrenia and
substance use ﬁorders is estimated between 80 % to 90%5' . According to Bond and Drake,>?
Schizophrenic diagnosis and psychotic symptoms serve as predictors of low employability
amongst this population. This therefore indicates that majority of the participants are highly
unlikely to secure employment in the open-labour market’! - 53 The issues of unemployment
amongst those with MHCUs in rural areas are further compounded by the high rates of
unemployment within SA. Mpumalanga province is mostly rural and identified to have second
highest rate of unemployment of 43% within the entire country*. To ensure that the MHCUs
in this context remain productive occupational therapy programmes should incorporate
prevocational skill training to ensure productivity as required for this age group® .

Description of levels of activity participation before and after occupational therapy

intervention:

The APOM mean scores during the hospitalization phase (baseline to discharge) revealed a
significant improvement across all APOM domains. Contrary to this, the APOM mean scores
from discharge to final follow-up assessment indicated an insignificant change. The
improvement notechindicated APOM scores ranging from patient-directed incidentally
constructive action {self-differerﬁﬂion)level of creative ability at baseline (5.75) to transitional
constructive explorative action (self- presentation) level of creative ability at discharge phase
(9.00). Role performance had the lowest APOM scores while Affect had the highest scores.
Based on these results, it can be concluded that the significant change was evident during the

hospitalization phase.
The established incidentally constructive action (self-differentiation) level of creative ability at

baseline represents the level patients regress to during their acute stage of illness amongst

the population at Tintswalo hospital?® .Similar studies conducted in the UKS5¢ and at

Sterkfontein hospital®” in South Africa that used the APOM demonstrated overall level of

constructive explorative.action (self-presentation) at baseline assessments. It is evident from
1
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these findings that the baseline APOM scores at Tintswalo hospital are slightly lower than that
of other settings. According to Van der Reyden et al. ¥ Incidentally constructive action level of
creative ability is characterized by aggressive and bizarre or uncontrollable behavior,
disorganized thinking and impaired language. Patients on this level are mostly managed in
chronic mental health institutions with structured rehabilitation programmes are offered.
Tintswalo Hospital, as an acute unit, varies from other settings. This unit caters for a variety
of MHCUSs, maijority of these patients are chronic and often take longer to recover. Therefore,

the establishment of this level at baseline is not surprising.

While the study yielded positive results during hospitalization it is very important to note the
implications that comes with the discharge of patients on the constructive explorative action
level of creative ability. According to VATMoCA patients on this level require assistance to
function within their communities. Although they express desire for independent living patients
on this Ieveﬁquire support to gain and maintain productive lives%® . They need supervision to
engage in activities of daily living such as caring for self, personal belongings and their
immediate surroundings. They are unable to sustain effort when performing tasks which
results in decreased productivity and social behavior is often inconsistent as they often
disregard the feelings of others5®. This has serious implications for the families as primary
caregivers for this mental health care users. According to Chadda®® the role as caregiver is a
mammoth task for which family members are mostly untrained and unprepared. The
responsibility of supporting the mental health care users is a traumatic and burdensome

experience which can lead to significant levels of distress®’ .
One of the values and principles outlined by the South African National Mental Health

Framework and strategic plan 2013-2020" is the provision of maximum support to the families
and caregivers of MHCUs, to expand the network of support and care. To achieve this the SA
health system needs to develop and strengthen the community mental health services that
will offer support to the MHCUs and trﬁfamilies in rural settings. Mapanga et al.,%" highlights
three top strategies for strengthening provision of mental health services within PHC level to
alpport community reintegration of MHCUs. These strategies include empowerment of
families, carers and patients, integration of care or collaborative interventions and the use of
e-health services. The inclusion of families, carers and patients in the treatment process, self-
help interventions, support groups, psychoeducation, counselling and addressﬁ caregiver
burden has been associated with good outcomes for the MHCUs®' . Therefore, it is important
that the focus of mental health services shift to inc%oraﬁng interventions for families and
caregivers of people with mental iliness particularly in rural areas where mental health services
are almost non-existent. This can be done through psychoeducation, psychosocial

rehabilitation and provisirﬁ of home programmes to assist families in structuring the activities
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of the mental health care users. The recovery and well-being of the MHCU is linked to that of
their caregiver®® | it is crucial that occupational programmes in mental health incorporate
strategies focused specifically on meeting the needs of the families. Successful
implementation these strategies will not only improve patient outcomes but also alleviate

pressure from the burdened mental health system.

Recovery patterns in activity participation:

The effect sizes revealed improvement in activity participation during hospitalization. This
established large values on both Cohen’s d and Cohen’s rstatisticademonstrating the clinical
significance of the study during this phase. These results revealed a positive change in activity
participation across all domains. The APOM scores and effect sizes noted from discharge to
final assessments revealed a slight to insignificant change in activity participation (see fig 3).
It is clear from these results that a decline in activity participation started after the first follow-
up, thus four to six weeks after discharge. Currently, there is no literature to justify the
deterioration in APOM scores following discharge from the hospital. However, this study
revealed some deterioration and the following were identified as contributing factors: during
follow-up, some participants had relapsed due to poor compliance to medication caused by
lack of supervision, others resumed with substance abuse while taking medication. The
discharge of patients from a hospital without insight was the main contributing factor to poor
compliance. Some MHCUs lacked structure to engage in activities of daily living within their
home context as family members viewed these MHCUs as incapable of carrying out such
tasks. Efforts were made to develop home programmes aimed at providing structure to enable
activity participation in the home context, however, this was unsuccessful as some of these

programmes were not monitored by the family.
Despite a substantial decrease in sample size during the follow —up stages the results of this

study provide evidence to suggest that while occupational therapy programmes succeed
during hospitalization these changes may not be sustainable after discharge. In this study, the
changes made during hospitalization were sustained for the first month but not after three
months following discharge. The recovery principle outlined in the South African National
Mental Health Framework 2013 -2020° emphasiﬁ the need for services and delivery to aim
at building the mental health care users’ ability to return to, sustain and participate in satisfying
roles of their choice in their community. Th%jecline in function noted in the follow up stages
of this study raises a concern regarding the mental health service delivery in rural SA and the
failure of these services in supporting MHCUs to re-integrate within their communities
following discharge. This can be highlighted as a contributing factor towards the revolving door

phenomenon that is crippling the services in the country.
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Effects of loss to follow-up:

Given the longitudinal nature of ROM, a high occurrence of loss to follow-up can be expected®?
. Within this study a loss to follow-up of 54,68% (35 MHCUs) was noted during the ﬁrstwow-
up, a further loss of 62% (18 MHCUs) was noted in the final assessment (Fig 1). The factors
associated with loss to follow-up in this study included the discharge of MHCUs when
occupational therapists were absent; as a result, follow-up dates were not issued. Additionally,
those who were given dates for follow-up did not show up for appointments. Another
contribution factor was the referral of MHCUSs to the local clinics following discharge. Some of
the participants did not have someone to supervise their treatment in Bushbuckridge this
meant that they had to relocate to areas closer to their families where treatment could be
supervised. Those who came to Bushbuckridge for work purposes or visits had to return home
once discharged from the hospital. Migration to other provinces is common within SA and a
factor that should investigated when discharge is considered for a MHCU. There should be
systems in place aimed at tracking MHCUs to ensure they know where to follow-up when

discharged from the hospital 2°.

Although loss to follow-up limits the generalisability of the results it is essential that the
implications of this be discussed. Follow-up is viewed as an essential step in client care that
is valued by occupational therapists in various practices® . It is associated with various benefits
such as providing support to the client and their caregivers, monitoring the appropriateness of
discharge plans and an opportunity to receive feedback on the efficacy of treatment offered
which is critical in prevention of re-admissions®. A link between re-admissions to psychiatric

hospitals and missing follow-up appointments has been acknowledged®.

Failure to adhere to follow-up appointmentgghas been attributed to family situation, limited
insight and support from the family20.66 E evidence map on successful strategies to
strengthen mental health services in primary care settings showed that empowerment of
families was one of the top three strategies®' . Therefore, collaboration with the families is
critical in asuring follow-up and facilitating independent living amongst the patients. Other
indicators associated with loss to fo@m-up include age and diagnosis. In a study conducted
by Park et al.57 they identified that loss to follow-up was common amongst participants who
were younger. Given the fact that most participants within this study were younger (ages 20-
29) and mostly diagnosed with schizophrenia and substance use disorders it is not surprising
that high occurrence of loss to follow-up was apparent. Park et al.,%” indicates that if a loss to
follow-up is predictable, efforts should be made to ensure that intervention programs cover
this problem. It is, therefore, important that occupational therapists implement strategies within
their programs to improve follow-up of patients after discharge.
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This study demonstrates the value of implementing ROM in real life clinical situations, va&able
practical conclusions were reached even without a control group. In the hospitalization phase
of the study, the effect of the occupational therapy programme on the activity participation of
MHCUs was revealed® .Areas of potential improvement were identified in the programme,
this required that activity participation be facilitated to improve areas such as role performance
amongst the MHCUs at Tintswalo. Variables such as age, diagnosis and loss to follow-up
were identified to influence activity participation amongst the population at Tintswalo hospital.
The results in the follow-up stages of the study facilitated exploration of innovative ways to
enable continued activity participation amongst the MHCUs within their environmental
contexts. Development of home programmes with a focus on the needs of the family and that
of the MHCU was identified as a viable option to enable the structuring of activities for the
MHCUs in their home context.

This was the first study that establishes effect sizes in activity participation in MHCUs in a rural
setting and can therefore be used as a benchmark for acute settings such as Tintswalo

hospital.

Limitations of the study:

As a quasi-experimental design, only one-group from the Tintswalo hospital took part in this
study. Lack of randomization of the sample in this study limits the generalizability of the results.
The substantial decrease in the sample size noted in especially the final assessments (three
months after discharge) of this study narrowed the results; therefore, no significant

conclusions could be made for patterns of change after discharge.

Conclusion:

The outcomes of this study emphasize the importance of ROM in generating evidence for the
effect that OT services have on the activity participation of the MHC&. The findings described
the effect of the OT services during hospitalization. Given the state of the mental health
services in the country and the decline in function noted during the follow-up phases of this
study, the need to strengthen family interventions is essential. There is an imperative need for
mental health services to move towards development and strengthening of community-based
rehabilitation to facilitate successful reintegration to the community and offer support to the

families of the MHCUs particularly in rural areas where services are limited.
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