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The impact of occupational therapy and lifestyle interventions on
older persons’ health, well-being and occupational adaptation

A mixed-design study

Abstract

Aim: The aim of this study was to investigate if a four-month occupational based health-
promoting program for older persons living in community dwellings could maintain/improve
their general health, and well-being. Further the aim was to explore if the program facilitated
the older persons occupational adaptation. Methods: The study had a quasi-experimental
design, with a non-equivalent control group combined with semi-structured interviews. The
intervention group comprised 22 participants, and the control group 18. Outcomes were
measured using the Short Form 36, Life Satisfaction Index-Z and Meaningful Activity
Participation Assessment. Content analysis, based on concepts from the Model of
Occupational Adaptation, was used to analyse the interviews. Results: The intervention group
showed statistically significant improvements in general health variables such as vitality and
mental health, and positive trends for psychological well-being. There were no statistically
significant differences between the intervention group and the control group, but the groups
was not fully matched. The qualitative analysis based on Occupational Adaptation pointed out
social aspects as a compliment to the overall results. Conclusions: Participating in
meaningful, challenging activities in different environments stimulates the occupational
adaptation process; this is something occupational therapists could use to empower older

persons to find their optimal occupational lives.
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Introduction

As we age our health declines, but there is a great deal that can be done to reduce, and adapt
to, the consequences. It has been shown that small changes to the environment can mean a lot
for older persons’ independence and participation (1). This is in line with the World Health
Organization’s (WHO) policy framework Active Ageing, accentuating the importance of
dignity, self-determination and influence, participation in working life and society, health-
promoting activities and independent living. Active aging is defined here as “the process of
optimizing opportunities for health, participation and security in order to enhance quality of
life as people age” (2). In Sweden, like in other European countries, the older population is
growing fast. It is expected that by 2050, the percentage of the country’s inhabitants over 65
years of age will have increased from today’s 17% to about 25%; the number of people over
85 years of age is expected to double by 2050. This demographic development is becoming a
huge challenge for society, with great demands on health and social care and concerning the
individual’s well-being (1). Primary care is responsible for the health of older persons, and it
is now more important than ever to promote healthier and active aging, keeping in mind that
older persons prefer programs that focus on health and independence, and to play an active
role in deciding which activities to participate in (3). In the Ottawa Charter, WHO defines
health promotion as “the process of enabling people to increase control over and to improve
their health” (4). The Healthy Ageing project, initiated by the Swedish National Institute of
Public Health in 2004-2007 and conducted in cooperation with other European countries and
organizations, had the aim to promote healthy aging in later life (50+). The project made
recommendations to local authorities, practitioners, officials and non-governmental
organizations (NGO), with special attention to “hard-to-reach” groups, work in partnership
with older persons, academics and practitioners, and a reliance on evidence-based programs.
A further recommendation was to create opportunities for older persons to have “regular
physical activity, healthy eating habits, social relations and meaningful occupations” (p 32)
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(5). All these recommendations were considered when the current study was planned.

To have control over one’s life is central for well-being (6). Well-being can be understood as
subjective or psychological, whereby subjective well-being entails happiness and positive
emotions. In addition to positive emotions it is essential to experience purpose and meaning,
or psychological well-being — which includes areas such as self-acceptance, positive
relationships, personal growth, purpose in life, autonomy and mastery (7). It has been shown
that it is of great importance for older persons to have control over their life situation — to
master their life. Additionally, higher levels of mastery (and perceived social support) were
associated with lower levels of psychological suffering in both men and women aged 65 years
and older (8).

The model of Occupational Adaptation (OA) (9-11) focuses on the concept of mastery and
integrates the concepts of occupation and adaptation. Occupation is defined as an activity
calling for active participation, which has meaning for the person and leads to a product.
Adaptation is defined as the person’s response when meeting an occupational challenge and
demand from the environment, and occurs when the person’s usual response is inadequate for
mastering the activity. Engagement in meaningful activities enables an adaptive response and
increases the individual’s occupational performance. One of the main assumptions of OA is
that the person has a desire to master activities and take control over the environment. In an
earlier study, Johansson and Bjorklund (12) showed that OA was a suitable model for
highlighting the importance of “just-right challenges” for an adaptive response for older
persons living at home. OA presents a suitable conceptual model within the area of health
promotion (13) in general, and was specifically chosen as a theoretical framework for this

study.

Several researchers (14-17) have shown that older persons have the ability and need to adapt

occupations and occupational patterns to manage their everyday life. It is also shown how



important it is for older persons to use a broad repertoire of adaptive strategies to manage all
their occupational challenges. The use of adaptive strategies increases the feeling of control,
which leads to an increased feeling of health and well-being. The Life Style Redesign (LR) ®
program was an early attempt to intervene, in line with similar objectives (18).

The present intervention study is inspired by the (LR) ® program (18), adapted to a local
context and Swedish culture with support from Norwegian (19) and English research findings
(20). The original LR® program was developed in connection with the Well Elderly Study
(21-22), which showed reliable intervention effects according to physical and mental health,
occupational functioning and quality of life. Additionally, a recent study, the Well Elderly I1
Trial (23), has shown that the program is applicable in reducing health decline and promotes

well-being in older persons at high risk for poor health due to low socioeconomic status.

Even if the Well-elderly studies (21-23) indicated evidence for improved health and well-
being, a systematic review shows weaker evidence for occupational performance (24). In a
literature review concerning occupational therapy programs for health promotion Nilsson (25)
found similar results. In addition to the Well-elderly studies (21-23) there are recent studies
(26-29) that can be used in developing health promoting programs for community-dwelling
older persons. Stav et al. (26) indicated strong evidence for the relationship between
occupational engagement and health/well-being. Even if engagement in occupation has a
strong link to health there could also be a risk of too much of engagement having a bad effect
on health (27). A randomized controlled trial (28) was developed from the former English
research findings (20). The trial will explore the clinical and cost effectiveness of the
intervention and to support the policy maker’s actions for implementation. In a Swedish
study Zingmark et al. (29) compared three different occupation-focused interventions;
individual, activity group and one-meeting discussion group with a control group. The results

showed that both individual and group interventions had some positive, but small effects. The



authors raised the question which format is optimal for best intervention effects for well older
persons. Zingmark et al. used individual or group interventions where other studies used a
combination of both (21, 23).

The aim of this study was to investigate if a four-month occupational based health-promoting
program for older persons living in community dwellings could maintain/improve their
general health and well-being. Further the aim was to explore if the program facilitated the

older persons occupational adaptation.

Material and methods

Study design
A pilot study (30) preceded this main study in order to develop and try out the health-

promoting program. After the pilot was evaluated, the inclusion criteria for the main study
were changed for the purpose of reaching a somewhat younger group and with less need of
care. According to the aim of the study some of the research instruments were also exchanged

for the purpose to strengthen the quality of measuring wellbeing.

The first Well Elderly Study was conducted for a period of nine months, and the second for six
months. For adapting the program to a Swedish context and usability in primary care the
present study was conducted for a period of four months. LR ® programs have mostly been
conducted in an American context and partly in English and Norwegian ones, but, to our
knowledge, never in a Swedish context. The recruitment process was obstructed because of
insufficient access to participants and a quasi-experimental design with a non-equivalent
control group, using pre-tests and post-tests, was consequently preferable (31). This design
was combined with semi-structured interviews with the participants in the intervention group
(32). The combination of quantitative and qualitative methods for the collection of data, a

mixed design, was used in order to triangulate the data sources and to study the intervention



from different perspectives. Our intension with this design was that the qualitative data

material should validate the quantitative and give a deeper understanding of the results.

The study was approved by the Committee of Research Ethics in Linkdping, Sweden (Dnr:
166-07). The main research ethical demands for information, consent, confidentiality and use
were maintained (33). Presumptive participants were informed verbally about the study first
by their occupational therapist and then through a written document from the authors, which

they were to sign to give informed consent if they agreed to participate in the study.

Participants

As aresult of a power analysis, with a required power of 80 % and p < 0.05, based on
previous measures with SF-36 where SD in average was around 23.86 on a 100 degree scale,
and an assumption that a change on at least 11 scale step is clinical relevant, a total of 50
participants were needed i.e. 25 in each group (34).

The inclusion criteria for the main study were that the participants in the intervention group
had to be over 65 years of age, live in a community dwelling and have no homecare. The
control group met the same inclusion criteria, and the groups were matched by gender and
age.

The participants in the intervention group were recruited through convenience sampling from
a coherent geographic housing area, comprising apartments in an urban environment. The
occupational therapists and the social worker in the primary care district asked older persons
whom they believed could benefit from the program to participate in the study. The
participants in the control group were recruited from another primary care district but with a

similar urban environment, and were asked to participate by their occupational therapist. The



recruitment process is illustrated in Figure 1.

Insert Figure 1

The intervention group contained 22 participants with a mean age of 82 years, and the control
group 18 participants with a mean age of 81 years. The participants in the intervention group
were mostly women living alone, suffering from different chronic conditions but with a
predominance of orthopaedic problems. The intervention group had a higher number of

previous blue-collar workers than the control group (Table 1).

Insert Table 1

Procedure

Intervention group

During the period 2010-2012, three groups of older people (Figure 1) were given health-
promoting interventions for two hours per week for four months, as well as a maximum of
four hours of individual interventions. The groups were facilitated by two occupational
therapists from primary care in the county council. Before the program started the facilitators
were provided training by a lecturer in occupational therapy (the first author), who also
continuously supervised the facilitator. Each participant was paid a home visit and a needs
assessment in the form of an interview, conducted in order to develop the program based on
each participant’s need for meaningful and challenging occupations. The questions elucidated
what the participants preferred to do in the past as well as now and what they wished to do,
and whether there were any obstacles to doing this.

The program was presented to the participants, and each group selected the themes and topics

they wanted to work with as well as what they considered enough meaningful and



challenging. The groups met at a place in the community, which was especially important
since the program aimed to be health-promoting and not a healthcare program. The overall
aim of the program was to give the older persons the opportunity to reflect on their own
occupational lives and become aware of ways they could see to their general health, well-

being and independence in activities for daily living.

Each session started with information or a lecture on “today’s theme ”, followed by group
discussion and exchange of experiences, and ended with a suitable activity related to “today’s
theme”, sometimes carried out in the community. The themes were Occupation, health and
aging; Occupation, time and energy; Occupation and mobility; Eating as an occupation;
Physical activity as an occupation; Occupation and mental well-being; Occupation and
security at home and in the society; Occupation and relationships; Occupation and economy;
and Occupation and technical devices. The participants were encouraged to reflect over the
content of each theme and what it meant to them. At a follow-up home visit, the occupational
therapist supported the participants in exploring and adapting the knowledge from the group

sessions into their daily life.

Control group

The control group received occasional occupational therapy interventions from an
occupational therapist at their primary care district, for example prescription of assistive

devices, but did not take part in any group interventions.

Data collection

Quantitative measures

Outcomes were measured using the Short Form 36 (SF-36), Life Satisfaction Index-Z (LSI-Z)
and Meaningful Activity Participation Assessment (MAPA) at baseline and four-month

follow-up. In addition, at four-month follow-up a semi-structured interview with the



intervention group divided into smaller groups was conducted. For the control group, data

were collected at baseline and after a period of four months.

The SF-36 was used to measure self-experienced general health. This valid and reliable
instrument consists of 36 questions in eight dimensions: physical functioning, role-physical,
bodily pain, general health, vitality, social functioning, role-emotional and mental health (35).
The instrument is appropriate for use with older persons, and for most participants in this
study it was used as an interview (36).

The individual perception of psychological well-being was measured using the LSI-Z (37), an
instrument commonly used with older persons. The instrument reflects zest for life, resolution
and fortitude, congruence between desired and achieved goals, positive self-concept and
optimistic mood. Examples of the statements participants were asked to assess include:
“These are the best years of my life”” and “Compared to other people, I feel down in the
dumps too often”. The assessment is based on 13 questions ranked on a five-point scale, like
in Berg et al. (38), to which is more detailed than the original scale. The total score ranged
from 13-65, with a higher score indicating higher perceived life satisfaction.

The SF-36 and LSI-Z were used because of their strength as outcome measures in the Well
Elderly Studies I and II (21, 23), and for their reliability and validity. The MAPA (39) is a 28-
item tool for measuring meaningfulness of activity, and has been tested with elderly persons
(40). Subjects indicate frequency of participation and the degree of meaningfulness for each
activity. The possible score range is 0-672, with a higher score indicating greater meaningful
activity participation. The MAPA was used because it is a reliable and valid measure of
meaningful activity, and as showed in Eakman, Carlsson and Clark (40) it has a strong
relation with psychological well-being. With permission from the author of the assessment, it

was translated into Swedish by the first author.



Qualitative group interviews
In addition to the quantitative measures, the intervention groups were interviewed in six

groups containing two to four participants each. With four external dropouts due to summer
trips, the group was comprised of 18 participants in total. The semi-structured interviews were
held after the intervention period, and were conducted with support from an interview guide
containing the following questions: Tell me how you have experienced the program. Has the
program had any impact on your daily activities? If so, in what way? Has the program had
any impact on your thoughts and feelings about yourself as an active person? If so, in what
way? Has the program had any impact on your social contacts and activities in the society? If
so, in what way? The aim was to record experiences of the program and how the participants
had used achieved knowledge (changes and/or adaptations in daily life) and strategies learnt

from the program

Data analysis

Quantitative measures

The statistical analysis was done using the SPSS Statistical package for the Social Sciences,
version 19. T-test was used for SF-36 to test differences pre-and post-intervention and
differences between intervention and control group. In line with tradition, the SF-36 data are
analysed parametric even if the questions are of ordinal type (41). According to LSI-Z and
MAPA the Wilcoxon signed-ranks test were used to test differences pre- and post-
intervention and the Mann-Whitney U-test was used to test differences between the

intervention and control groups.

The level of significance was set to p<0.05.

Qualitative group interviews

Qualitative content analysis (42) with a deductive approach (43) was used for the analysis of

the data from the semi-structured group interviews. This means that concepts within the
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chosen theoretical framework, in this case the model of Occupational Adaptation (9-11), were
used as “content areas” in answering how the health-promoting program had impacted the
participants’ adaptation of activities for daily living. The following concepts were used as
content areas in the analysis procedure: Desire for mastery — Since the earliest part of
childhood the human being has a desire to master activities, and this desire lasts throughout
life. The person’s genetic, environmental and phenomenological factors contribute to his/her
unique capabilities; The Occupational environmental demand for mastery — An occupational
environment consists of a complicated system of external stimuli that call for a masterful
response. Each occupational environment entails expectations and has an impact on the
person and his/her occupational performance. Each occupational environment is affected by
the physical (time and space), social (interpersonal interaction and social leadership) and
cultural (values, rules and communication methods) factors that are parts of the person’s
unique context; The adaptive response — The person’s desire and environmental demands for
mastery interact to produce a press for mastery or an adaptive response. This adaptive
response is an internal mechanism that the individual activates to create a plan for action that
responds to an occupational challenge. In this study, the participants’ adaptive responses , are
in direct relation to the program’s overall aim of giving elderly people the opportunity to
reflect on their own occupational lives and become aware of ways they could see to their
general health, well-being and activities for daily living. The analysis was performed in six
steps: 1) the interviews were read through several times to get an overview of the whole
content. Text belonging to the content areas Desire for mastery, The Occupational
environmental demand for mastery, and Adaptive response was collected into one text with
separate sections. Meaning units from the content areas were underlined, and irrelevant text
was deleted; 2) The meaning units were condensed into shorter sentences closely resembling

the original text in each of the content areas ; 3) The condensed meaning units in each content
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area were further abstracted into codes; 4) The codes were compared based on similarities and
divergences, and were then grouped into subcategories; 5) The subcategories from each
content area were compared with each other and compiled into categories. Each category was
named with reference to Desire for mastery (Independence), Occupational environmental
demand for mastery (Belonging to a group and Self-esteem) and Adaptive response (Change
in occupational behaviour and Change in occupational approach); 6) The five categories
were further abstracted to a theme called Maintaining activities of daily living (42). Examples
of meaning units, condensed meaning units, codes, subcategories, categories and theme are

shown in Table 2.

Insert Table 2

Results

The results are structured in two parts: firstly, the results from the quantitative measures SF-
36, LSI-Z and MAPA are accounted for and thereafter, the results from the group interviews
are presented in relation to concepts from the Model of Occupational Adaptation.

Self-experienced general health and well-being

A Mann-Whitney U-test was run to determine if there were baseline differences between the
intervention- and the control groups, according to SF-36 subscales, and it showed no
significant differences (P > 0.01). At four-month follow-up, five of eight SF-36 subscales
(physical functioning, bodily pain, general health, vitality and mental health) showed a
positive change within the intervention group. Vitality (P= 0.01) and mental health (P=0.03)
showed significant change. The subscales role-physical, social functioning and role-emotional
showed a positive change, albeit not significant, within the control group. There had been no
statistically significant differences in the comparisons between the intervention group and the

control group at four-month follow-up in any of the SF-36 subscales (2-tailed) nor in the
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physical and mental composite (Table 3).

Insert Table 3

The MAPA showed a positive change within the intervention group at four-month follow-up,
and the results were close to statistically significant. The control group showed a negative
change. There were no statistically significant differences between the intervention group and
the control group (Table 4). Results from the LSI-Z had deteriorated both within the
intervention group and within the control group at four-month follow-up, but there was less
negative change in the intervention group. There were no statistically significant differences

between the intervention group and the control group (Table 4).

Insert Table 4

Occupational adaptation

The results of the qualitative data analysis are structured in relation to the five subordinate
categories Independence, Belonging to a group, Self-esteem, Change in occupational
behaviour and Change in occupational approach. (Fig.1).The results are further illustrated
with quotations from participants in the group interviews and are marked, for example (P 1),

meaning Participant 1.

Independence

The participants described how important it is to be independent, and to be able to manage the
things they want and need to do. They also described the negative feeling of other people’s
attitudes, seeing them as old and no longer capable. The participants stressed a need to
manage the things they used to do and to show other people that they, even at a high age, are

capable persons:
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For me it’s very difficult to ask for help because I want to be independent...maybe it’s

wrong...but I have a need...to feel I can manage (P 15).

Belonging to a group

The participants emphasized the importance of having a goal for the day, and how the group
meetings gave their week structure and a weekly routine. The meetings were a reason to get
up and around in the morning, be on time and get out of the home. It was also important for
the participants to have a reason to take the stairs from their apartment and to take a walk, to

and from the meetings.

I may say it was a nice feeling every Friday when I went again...this makes me go out

for a walk early in the morning...which I wouldn’t have done otherwise (P 6).

According to the participants the group meetings had an important social meaning. The
meetings created a social community where the atmosphere was cheerful and positive. The
participants enjoyed each other and, together with the facilitators, built up a strong
community. This placed a positive press on them to not miss a group meeting and to
contribute to the community. The participants also had hopes to maintain their new

friendships and to be part of a new social network.

It wouldve been nice if we didn’t just drop it but built these further...that would be

meaningful for me (P 9).

The participants shared experiences about problems in everyday life and how they had found
solutions. They described how important it is to hear about experiences and get tips from

persons of their own age and in a similar social situation.

You 're sitting in a group and share a lot of different things and you get important

tips...we shared...one person said this and the other said that (P 1).
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The group had, in an implicit way, found rules for their communication. The conversation
attitude was warm, and there was a great deal of laughter. The participants avoided speaking

about diseases and ailment, which was perceived as very positive.

Weve met and have had a very nice time together, and everybody has been so

positive, and with no grouching (P 13).

Self esteem

The participants emphasized how important the facilitators’ attitude and treatment had been.
They described how they had gotten better self-esteem through the group meetings, where
they were listened to and valued despite their high age. They felt uplifted and important, and
described how they had gained insight into how important their experiences could be to

others:

We have learnt that you re not worthless when you 're old and we 've figured out that
we can do a lot of things and such, and this was very nice. To be sure, we were really

uplifted (P 16).

Change in occupational behaviour

The participants gave concrete and practical examples of adaptive strategies for everyday life.
Many of the strategies and adaptive behaviour concerned safety at home and fall prevention.
The adaptive strategies also concerned not only possibilities to exercise and keep fit, but also

managing to get up from the floor in case of a fall:

You should have anti-skid protection under your rugs, and not climb on chairs, and

things you use often shouldn’t be high up in the cupboards (P 1).
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The strategies also dealt with managing their occupations and challenges in society. By
calling attention to their needs as an older person and placing demands on their surroundings,

the participants felt safer and more secure in different situations:

About taking the bus...I used to be afraid...I was very afraid...the drivers don 't wait
until you’ve sat down...but [ was told to tell them to wait...so now I dare to take the

bus again (P 15).

Change in occupational approach

The participants gave examples of how they had adapted their approach and thoughts about
themselves as an active person. They had gained knowledge about the importance of everyday

life activities and realized the connection between what you do/how you do it and your health:

Especially in the winter when you 're a bit disabled like me, and when the snow-
clearing has been bad it’s not easy to get out for a walk...so then I had in the back of
my head...yes, I do a great deal at home...and it was nice to get it confirmed that you

shouldn’t despise these things you do at home (P 9).

Discussion

This study showed positive trends within the intervention group, even if it did not show
statistically significant differences between the intervention group and the control group. This
may have several explanations. While our program was inspired by LR ®, the original LR
program was not fully replicated. Our program ran over four months, instead of nine (21) or
six months (23). The demographics of the participants differed, with a higher mean age in our
program compared to the Well-elderly studies (21-23); also, our program had no ethnic
diversity. The control group was not fully matched to the intervention group. An explanation

for this will follow below.
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The quantitative data at four-month follow-up for the intervention group showed statistically
significant improvements in general health variables such as vitality and mental health, as also
seen in the Well Elderly Study II (23). The results showed that the intervention seems to have
more impact on the well-being aspects than the physical ones. The data also showed positive
trends for the intervention group in the case of psychological well-being, measured by using
the MAPA, and the results were close to significant. The results from the LSI-Z showed
negative results at four-month follow-up, and are not comparable with results from former

studies (21, 23) as we used a five-point scale instead of a three-point one.

This study also showed that the program facilitated the participant’s occupational adaptation.
The participants had a need to control their lives, to master life and to be independent. The
program, the group meetings and the facilitators composed a positive occupational
environmental demand on the participants, including both physical and social factors. Our
study showed that being a member of a group gives you positive relationships, self-
acceptance and personal growth, and has a huge impact on how you adapt your abilities to
manage time, space and social interactions. Sharing experiences from everyday life with
people your own age was important for the participants, as also confirmed by Mountain et al.
(20) and Mountain (44). According to Williams and Murray (45), humour seems to be an
important strategy for facilitating occupational mastery and social life, and this was a strategy
often used within the group. The results of our study indicate that the participants valued
being treated with dignity, being seen and being heard. These are important factors for healthy
aging, which was also shown in a recent study from Gothenburg (46). Our study showed that
the program facilitated the participant’s occupational adaptation when they learned new things
about occupational performance and change in occupational approach, which had an impact
on their perceptions of themselves as occupational beings. Participating in meaningful

challenging activities in different environments stimulates the occupational adaptation process
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(10-11, 14) this is something occupational therapists could use to empower older persons in

finding their optimal occupational lives (16).

The study has some limitations, which could have affected the results. The sample size is
small and we didn’t reach 50 participants as the power calculation indicated. A smaller
sample size and lower power could be a threat to the statistical conclusion validity (47). In
relation to our results and as a consequence it could have been concluded that there is no
relationship even if it is in reality. A strong qualitative evaluation doesn’t change the lack of
power but gives an additional view and deepen our understanding of the quantitative results
that may strengthen the overall validity of the study. To avoid the above mentioned
limitations we should strive for RCTs with larger amount of participants even if it’s a huge
challenge to conduct such research among vulnerable populations as older people (48).

The program had mostly female participants and this accords with s the tendency in several
group intervention studies (20, 23, 29). Participants in this study were recruited from a
primary care district and with support from health care staff. An explanation to this skewed
recruitment is that women in Sweden live 4.6 years longer and are visiting healthcare more
often than men (49). This means that there are more women available for recruitment via
primary care contexts. Probably men have to be found in other contexts which are a challenge

in itself and subject for further studies”.

The MAPA (39) was translated into Swedish for the purpose of this study, and has not been
validated in larger Swedish populations. Some of the expressions in the assessment were
difficult to translate into words that carried the same meaning in the Swedish context and for
Swedish elderly persons. It was also difficult for the participants to score how important an
activity was. The control group met the same inclusion criteria as the intervention group, and
was matched by gender and age, but was from another primary care district with a similar
urban environment. The participants were matched by age and gender but not by socio-
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economic situation or former job/profession, which meant that the characteristics of the
groups were not completely alike. Several participants in the control group lived with a
spouse, and this group contained a higher number of white-collar professions. A similar trend
was shown for chronic conditions, with the control group having 1.8 mentioned diseases
compared to 2.6 in the intervention group (Table 1). It is known that socioeconomic factors in
living conditions continue after retirement. Additionally, poor health, pain condition, mobility
and psychological problems are more common among elderly persons with a blue-collar
worker background than in those with a white-collar background (50). The qualitative data
were analysed with a deductive approach (43), with the model of Occupational Adaptation
used as a theoretical framework. Although the theory is informed the analysis could be biased,
since it might be easier to find data that support the theory than those that do not. How should
we measure results for health promotion activities with older persons? It poses a problem to
find the best suitable measurements which are sensitive enough to find important outcomes
for older person. Mountain et al. (20) found SF-36 sensitive enough for measuring changes in
general health conditions and so did our study. When it comes to functional measures we
must also take into consideration that the natural aging process may have an impact on the
results (6). Many health promoting studies within occupational therapy show evident results
for health and well-being but weaker results or have no measures for occupational
performance at all (24-25). Maybe this is an indicator for the lack of suitable measurements

that captures the most important aspects of occupational performance in old age.

This study had a mixed design, with both quantitative and qualitative methods. The
triangulation could be one method for getting several perspectives from the intervention and

obtaining as useful results as possible

This study shows that a health promotion program, inspired by the LR® program and

adapted to a Swedish context, is a useful method for older community-dwelling persons. A
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period of four months is practicable for the Swedish context, but the results could probably
increase with a longer time period. This study also brings up the question of whether, in
comparison with a recent study (23), we have reached the groups with the highest risk for ill-
health; for example older persons with low education and/or low income or with other
ethnicities than Swedish (6)? We suggest further research in order to reach the older persons
who have the highest risk of unhealthy living conditions, and to find culturally applicable

interventions for this group.

Conclusions

This study showed that a four-month occupational based health-promotion program, led by
occupational therapists, improved older persons’ self-experienced health, vitality, mental
health and their sense of psychological well-being. Even if the study showed positive trends
within the intervention group, there were no statistically significant changes in self-
experienced health and well-being between the intervention group and the control group, but
the groups were not fully matched. The qualitative analysis based on Occupational Adaptation
pointed out other important aspects as a compliment to the overall results. The group meetings
had an important social meaning which gave the participants a preferable weekly routine. The
content of the program and the peer exchange gave the participants strategies to manage
everyday life at home and in society. The facilitators had an unexpected important role by
increasing the participants’ self-esteem and personal growth which strengthened their
thoughts about themselves as a capable person. To conclude, participating in meaningful,
challenging group activities in different environments stimulates the occupational adaptation
process; this is something occupational therapists could use to empower older persons to find

their optimal occupational lives.
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Table 1: Demographics characteristics of the total sample (n= 40).

Variable Intervention Control
group group
(n=22) (n=18)
Mean age 82 81
Min-max 76-89 72-92
Gender
Female 21 17
Male 1 1
Social situation
Living alone 21 8
Living with a spouse | 10
Former job/profession
Blue-collar worker 12 3
White-collar worker 9 13
Enterpriser 1
No paid work 2
Chronic conditions
Orthopedic problem 14 8
Heart and vessel disorder 6 4
Stroke 1
Diabetes 1 1
Vertigo 1 2
Depression 1
Eye problem 1
Diseases mentioned/person 2.6 1.8
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Table 2: Examples of meaning units, condensed meaning units, codes, subcategories, categories and theme from
content analysis of interviews about the health-promoting program’s impact on adaptation of activities.

Content Meaning units Condenses Codes Subcategori  Categories Theme
areas meaning units es
Desire for For me it’s very difficult to Difficult to ask for Wants to be Important to be (Maintain) Maintainin
mastery ask for help because I want help, wants to be as independent Independence g activities

to be independent...maybe independent, has independent of daily

it’s wrong...but I have a always been. Feelsa  as before. living

need...to feel I can manage need to manage.

(P 15).

Sometimes you feel like they Doesn’t want to be Wants to be Capable person

think...she’s old...and I don’t  seen as old, wants to  seen as a

want them to think like that keep up, has always  capable

even if [ am old...because 1 done this. person.

want to keep up with

things...I've always done that

(P 14).
Occupational This was good because it was ~ Nice to have a goal A goal for the . Something to Belonging to
environmental something to go to (P 7). for the day, day. Get go to. a group
demand for You 've have to get ready something to get ready.
mastery 10(P 5). ready and go to.

1t’s been nice to meet...I Positive to make New friends. Social cohesion

didn’t know anybody...it’s new friendships. Fellowship.

been positive to make new

friendships (D 5). This

fellowship in the group...it’s

been very nice (D 13).

1t’s been fantastic Never talked about Way to Communication.

actually...we've never talked ~ diseases in the communicate.  Rules.

about our diseases in this group.

group (D 9).

You've had the possibility to Possibility to speak Opinions Respectful Self-esteem

speak up and say what you up and tell your were encounters

think...they 've planned this opinion. requested.

very well (D 8).

You 've become more self- Not useless even if Feel one’s Strengthened

confident...you 've been told old. value. self-esteem

you aren 't useless even if

you're old (D 16).
Adaptive What Inez told us Tip about bringing Security in Increased Change in
response yesterday...to bring the the telephone into activities in thinking about occupational

telephone with you into the bathroom. daily life. security behaviour

bathroom...I've never

thought about that but now I

do it (D 14).

About taking the bus...Iused ~ Afraid to take bus Place Speak up about

to be afraid...I was very before but not now. demands on one’s needs

afraid...the drivers don't Told the driver to bus ride.

wait until youve sat wait.

down...but I was told to tell

them to wait...so now I dare

to take the bus again (Pt 15).

Things you do...like making Changing in Daily doings Insight about the ~ Change in

breakfast and dinner and thinking about what  are also importance of occupational

going out shopping...I everyday activities activities. activities approach

haven 't thought about those
as activities...they 've just
been things you 've done (D

).

give. Not thought
about the daily
doings as activities.
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Table 3: Short Form Questionnaire (SF-36) scores at baseline and four-month follow-up.

Participants Baseline mean  Four-month Change P- Comp.
(SD) mean (SD) mean (SD) value mean
SF-36 subscales change
P-value
(2-tailed)

Physical functioning  Intervention (n=22) 46.1 (14.6) 50.2 (17.4) 4.1(13.7) 18 .16
Control (n=18) 53.1 (18.6) 50.8 (18.9) 23244 71

Role-physical Intervention (n=22) 77.3 (40.8) 63.6 (39.1) -13.7(44.1) 16 35
Control (n=18) 45.8 (42.2) 48.6 (33.7) 28(43.6) .79

Bodily pain Intervention (n=22) 45 (12.8) 47.1(13.9) 21(16.1) .55 94
Control (n=18) 55.2 (28.3) 56.4 (27.0) 12(229) 82

General health Intervention (n=22) 61.2 (16.5) 64.4 (17.7) 3.2 (11.0) 19 .54
Control (n=18) 66.0 (20.6) 64.8 (20.8) A1.2(105) .66

Vitality Intervention (n=22) 57.0 (11.7) 62.0 (11.2) 5.0 (8.7) 01 34
Control (n=18) 53.0 (22.2) 56.7 (18.4) 3.7(172) 39

Social functioning Intervention(n=22) 89.2 (12.4) 88.6 (14.4) -0.6 (12.5) 83 47
Control (n=18) 73.6 (28.7) 75.7 (27.6) 21(372) 82

Role-emotional Intervention (n=22) 83.3 (36.7) 74.2 (43.6) -9.1 (43.9) 34 18
Control (n=18) 70.4 (41.0) 81.5 (32.8) 11.130.3) .14

Mental health Intervention (n=22) 75.8 (12.6) 80.3 (12.2) 45(8.9) .03 .14
Control (n=18) 72.2 (25.5) 72.9 (20.7) 070196y %

Physical composite Intervention (n=22) 57.4 (15.8) 56.3 (15.4) -1.0 (15.1) 0.74 0.82
Control (n=18) 55.0 (20.2) 55.2 (18.0) 020195 997

Mental composite Intervention (n=22) 76.4 (12.9) 76.3 (16.3) -0.1(14.2) 0.99 0.40
Control (n=18) 67.3 (26.5) 71.7(192)  44(184) 033
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Table 4: Life Satisfaction Index-Z (LSI-Z) and Meaningful Activity Participation Assessment (MAPA) scores at

baseline and four-month follow-up.

Participants Baseline median Four-month median Change P-value Comp. of
(IQR) (IQR) median mean change
(P-value)
LSI-Z  Intervention (n=22) 45 ( (41.0-48.0) 44.5 (39.0- 50.2) -0.5 82 -
Control (n=18) 46.0 (39.0-53.5) 43.0 (35.5-53.0) 3 35 '
MAPA  Intervention (n=22) 180 5 (167.0-214.8)  197.0 (174.5-244.5)  16.5 07 3
Control (n=18) 199.0 (153.0-252.5)  187.0 (136.0-294.0)  -12 65 '
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