E*

AOTA Evidence Briefs
Stroke
*A product of the American Occupational Therapy Association’s
Evidence-Based Literature Review Project

S #1
More research is needed on whether occupational therapy treatment
for stroke patients after hospital discharge improves activities of
daily living
Corr, S., & Bayer, A. (1995). Occupational therapy for stroke patients after hospital discharge—
A randomized controlled trial. Clinical Rehabilitation, 9, 291–296.
Level IA2a
Randomized controlled trial, 50 or more participants per condition or group, moderate internal validity, high external
validity

Why research this topic?
Occupational therapy for stroke patients has focused on their achieving as much independence as possible in activities of daily living ([ADL]—for example, feeding and grooming). In 1992, Corr and Bayer, of Llandough Hospital and
the University of Wales College of Medicine, respectively (both in Cardiff, Wales), surveyed stroke patients to determine their need for continuing rehabilitation after discharge from the hospital. The researchers found that long-term
outcomes in instrumental ADL (e.g., cooking, housecleaning, grocery shopping) and social functioning were poor.
They hypothesized that continued therapy following discharge would improve outcome.
What did the researchers do?
Corr and Bayer (1995) studied the effects of continuing occupational therapy intervention for stroke patients after
their discharge from the hospital. The participants were patients consecutively discharged from the two stroke units
in South Glamorgan, Wales, between April 1991 and January 1992. They were randomly assigned to a group that
received interventions (treatment group) or a group that received no interventions (control group). At the start of the
study, there were 110 participants: 41 men and 69 women. Their average age was 75.5 years. Participants in the two
groups were compared 1 year after their stroke. At that time, only 89 participants remained. Twenty had died, and 1
had moved and could not be located.
The interventions, delivered by occupational therapists in the participants’ homes, occurred at 2, 8, 16, and 24 weeks
after discharge. They were based on the model of human occupation, which holds that humans can influence their physical and mental health and their social and physical environment through purposeful activity. The interventions included
teaching the participants new skills; helping them achieve more independence in ADL; helping them recover function;
enabling them to use equipment; giving information to them and their caregivers; and referring them to or maintaining
liaisons with other service providers. The interventions were in addition to other follow-up services, such as day-hospital attendance and physical therapy in the home. The overall duration of the treatment program was 24 weeks.
The outcome areas of interest to the researchers were participants’ perceptions of their ADL (as measured by selfreport using the Barthel ADL Index and the Nottingham Extended ADL Index); their perceptions of their “psychosocial” well-being (how they were faring psychologically and socially, as measured by self-report using the Geriatric

Depression Scale and Pearlman’s Quality of Life Scale); and their perceptions of their environment (in terms of
home circumstances, use of services, aids provided, and hospital readmissions, all as reported by the participants
themselves).

What did the researchers find?
At 1 year after stroke, the treatment group performed significantly (see Glossary) better than the control group on
two items of the Nottingham Extended ADL Scale: feeding themselves and using the telephone.
The treatment group also received significantly more adaptive devices (toilet aids and stair-rails) than the control
group, but the occupational therapist did not provide these. Further, the treatment group experienced significantly
fewer hospital readmissions. However, the readmissions that occurred in both groups were attributable to changes in
the participants’ health status, not to greater or lesser independence.
On the other hand, there were no significant (see Glossary) differences in psychosocial well-being, or in ADL on the
Barthel Index or on other items of the Nottingham Extended ADL Scale.

What do the findings mean?
For therapists and other providers, the findings are inconclusive. Only feeding and telephone use improved on one
test. Further, the patients received much more nursing, physical therapy, and day-hospital care than occupational
therapy, so the outcomes cannot be attributed to the limited amount of occupational therapy services. Further
research is needed, at a higher intensity of treatment.
What are the study’s limitations?
The study has three limitations. First, the researchers conducted multiple statistical tests without adjusting (lowering) the probability level on the basis of the number of comparisons they made. Without such an adjustment, some of
the comparisons can show a significant difference just by chance and not represent a true relationship between the
independent variable (treatment) and the dependent variable (the outcome).
Second, the researchers did not do any analyses to determine whether losing 21 participants affected their data. Thus
consumers of this research do not know if those who dropped out were different (more or less susceptible to the
treatment) from those who remained or if the two groups became unbalanced because of the attrition.
Third, the study lacked a placebo-control group (a group that received attention similar to that which the treatment
group received, but did not receive the treatment). The attention alone could have accounted for the outcome.

Glossary
nonsignificant or no significance—A statistical term that refers to study findings that are likely to be due to
chance differences between the groups rather than to other factors (like the treatment of interest). A nonsignificant
result is not generalizable outside the study. Like significance, a nonsignificant result does not indicate the clinical
effect. Often studies will show nonsignificant results, yet the treatment group’s mean will be better than the control
group’s. This is usually referred to as a trend in the right direction. Because significance is closely determined by sample size, nonsignificant results would often become significant if the sample size were increased.
significance (or significant)—A statistical term, this refers to the probability that the results obtained in the study
are not due to chance, but to some other factor (such as the treatment of interest). A significant result is one that is
likely to be generalizable to populations outside the study.
Significance should not be confused with clinical effect. A study can be statistically significant without having a very
large clinical effect on the sample. For example, a study that examines the effect of a treatment on a client’s ability
to walk, may report that the participants in the treatment group were able to walk significantly longer distances than
the control. However, if you read the study you may find that the treatment group was able to walk , on average, six
feet, while the control group was able to walk, on average, five feet. While the outcome may be statistically significant, a clinician may not feel that a one foot increase will make his or her client functional.

■ Terminology used in this document is based on two systems of classification current at the time the evidence-based literature
reviews were completed: Uniform Terminology for Occupational Therapy Practice—Third Edition (AOTA, 1994) and International
Classification of Functioning, Disability and Health (ICIDH-2) (World Health Organization [WHO], 1999). More recently, the Uniform
Terminology document was replaced by Occupational Therapy Practice Framework: Domain and Process (AOTA, 2002), and
modifications to ICIDH-2 were finalized in the International Classification of Functioning, Disability and Health (WHO, 2001).
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