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he World Health Organization states one out of four people are af-
fected by neurological or mental-psychological disorders at some
time in his/her life. Disabled patients who are unable to be cared for

by family have difficulties participating in social life. Many disabled people

Impact of Individual Centered Intervention
Approaches According to

the Model of Human Occupation

AABBSS  TTRRAACCTT  OObbjjeeccttiivvee::  The study investigated the individual centered benefits of intervention ap-
proaches according to the Model of Human Occupation. MMaatteerriiaall  aanndd  MMeetthhooddss::  Study carried out
with the collaboration of Hacettepe University Faculty of Health Sciences Department of Ergother-
apy and the Ministry of Family and Social Policies. The study included 17 individuals with  mental
and spiritual problems staying at Hope House and 17 individuals staying at the Saray Rehabilitation
Center (institutional). The evaluation of Activity Role Performance was made through Model of
Human Occupation Screening Tool (MOHOST) and Performance Process Model. RReessuullttss::  The aver-
age age was obtained being 31.65±5.72 at institutional houses and it was 30.76±5.45 years in Hope
Houses. A difference in the motivation for activity, activity role pattern, process skills and environ-
mental components of the individuals living at the institution were found. There is a difference  in mo-
tivation for activity, activity-role pattern, process skills, communication and interaction skills and
environmental components scores of the individuals living in Hope House. Among the individuals at
Hope House and the institution, when the difference between the preliminary and post test scores
were analyzed, a difference in favor of the individuals living at Hope House was found. There is a dif-
ference in motivation for, activity-role pattern, communication and interaction skills and environ-
mental components scores of the individuals living in Hope House. The results of Hope Houses were
found to be higher than the institution houses. CCoonncclluussiioonn::  The impact of Ergotherapy interventions
was presented for improving the community involvement of the individuals in Hope Homes. 

KKeeyywwoorrddss::  Model of human occupation; intervention; client-centered; hope house

ÖÖZZEETT  AAmmaaçç::  İnsan Aktivite-Rol Modeli’ne (MOHO) göre uygun müdahale yaklaşımlarının, kişi mer-
kezli faydasını incelemektir. GGeerreeçç  vvee  YYöönntteemmlleerr::  Çalışma Hacettepe Üniversitesi Sağlık Bilimleri Fa-
kültesi Ergoterapi Bölümü ile Aile ve Sosyal Politikalar Bakanlığı işbirliği ile yapılmıştır. Çalışmaya
Umut Evlerinde kalan 17 zihinsel-ruhsal problemli birey ile Saray Rehabilitasyon Merkezinde kalan
17 zihinsel-ruhsal problemli olan birey dâhil edilmiştir. İnsan Aktivite-Rol Modeli Tarama Aracı
(İARMTA) ve Performans Süreç Modeli ile Aktivite-rol performansı değerlendirmesi yapılmıştır. BBuull--
gguullaarr:: Kurum evlerinde kalanların yaş ortalaması 31,65±5,72 yıl, Umut Evlerinde ise 30.76±5.45 yıl ola-
rak tespit edilmiştir. Kurumda yaşayan bireylerin, aktivite-rol için motivasyon, aktivite rol paterni,
süreç becerileri ve çevre komponentlerinde fark bulunmuştur (p<0,01).Umut Evinde yaşayan birey-
lerin, aktivite-rol için motivasyon, aktivite rol paterni, iletişim ve etkileşim becerileri, süreç beceri-
leri ve çevre komponentlerinde fark bulunmuştur. Umut Evi ile Kurum Evinde yaşayan bireyler
arasında, ön ve son test fark puanları incelendiğinde; Umut Evindeki bireyler lehine bir fark bulun-
muştur (p<0,05). Umut Evinde yaşayan bireylerin, aktive-rol için motivasyon, aktive rol paterni, ile-
tişim etkileşim becerileri ve çevre kompenentlerinde fark bulunmuştur. Umut Evlerinin sonuçları
Kurum Evlerine göre daha yüksek bulunmuştur. SSoonnuuçç:: Umut Evlerinde yaşayan bireylerin toplum-
sal katılımlarını artırmak için Ergoterapi müdahalelerinin etkisi ortaya çıkmıştır.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: İnsan aktivite rol model; müdahale; birey merkezli; umut evi
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live together in Care and Rehabilitation Centers
where continuous care services are provided, an
outside social life is discouraged, and negatively
occur due to communal life. Individual autonomy
and control are weak in institutionalized individu-
als. The process of integration into society for in-
dividuals institutionalized most of their lives who
continue to live with psychological and mental
problems is closely related to how community-
based healthcare services are implemented and
how the transition is guided.1,2

The aim of Ergotherapy in mental-psycholog-
ical healthcare is to provide the support required
for independent life and help improve skills.3 In in-
dividual based treatment plans, the individual’s re-
quests and preferences, dreams, desires, support
needs, inborn abilities, strengths and skills are as-
sessed and the individual is equipped with the
abilities required to be an independent individ-
ual. Disabled individuals need support to reach
their objectives related to the activity they want
to perform, place they want to live and leisure
time activities they want to do. In order to raise
social awareness, it is necessary to inform social
groups about the individual.2-6 Knowledge of life
in society that the individual intends to be a part of
is an important aspect of ergotherapy.7 Through this
knowledge, activity-role design, creation and evalu-
ation can facilitate social integration and participa-
tion. Ergotherapist can then create and develop
opportunities for participation in mainstream social
settings for individuals living in community-based
centers.8-10

The Model of Human Occupation (MOHO)
has been used in interventions in many studies in
the literature.7,9,11-15

Participation in the MOHO can help create
safe and supportive relationships for individuals
and provide a perception of choice and control over
their own healing processes.10 Problems encoun-
tered may arise from habits, will performance ca-
pacity of the individual, or from the environment,
which prevents performance of the activity.9,10 The
MOHO is the first individually -oriented model
that looks beyond the disorder into the factors re-

lated to other individuals who affect activity per-
formance.7,16

The MOHO emphasizes the motivation for ac-
tivities (games, self-care, etc.), how people learn
and shaped by people and how the activity is per-
formed by combining physical, cognitive and so-
cial aspects.10,17,18

Countries from various parts of the world
study social integration following deinstitutional-
ization, which is supported by the World Health
Organization.19,20 The World Health Organization
states that more studies are required to continue
this movement. Studies on the benefits of transi-
tion to independent living houses have just started
in Turkey. Our study was planned to test whether
there is a difference in the activity-role participa-
tion between the individuals staying in the Hope
Houses and the individuals staying in the institu-
tional care center after the intervention according
to the Human Activity Model (MOHO), which is
the model of Ergotherapy.

MATERIAL AND METHODS

Intervention approaches according to the MOHO
for individuals living at Ankara Hope House and
an institutional care center, Saray Rehabilitation
Center (Institution), were carried out with the col-
laboration of Hacettepe University Faculty of
Health Sciences Department of Ergotherapy and
the Ministry of Family and Social Policies. Ethi-
cal approval was obtained from the “removed for
blinding purposes. All patients provided written
informed consent prior to participating. This
study was conducted in accordance with the Dec-
laration of Helsinki. The working frame is shown in
Figure 1.

PARTICIPANTS

Inclusion Criteria 

The study included 17 individual with mental and
spiritual problems  staying at Hope House and 17
individual with mental and spiritual problems  stay-
ing at institutional care center. All the individuals
who stayed in Hope Homes (working group) were
included in the study. Total number is 17.
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Individuals with similar characteristics (age,
gender, number, diagnos) as control group were in-
cluded.

TThhee  ssttuuddyy  iinncclluussiioonn  ccrriitteerriiaa;;  
1) Persons who live in Hope Houses,
2) Can be cooperative,

3) the ability to communicate, 

4) agreeing to volunteer,

5) between 20 and 40 years old

6) individuals with learning disabilities 
(intelligent test, IQ) and emotional problems

FIGURE 1: Working frame.



Participants were informed by the researchers
about the purpose of the study and assessments
were made using the one on one interview method.

Data Collection 

Data Collection included in-depth interviews with
all participants. Data were obtained from medical
records (IQ Test) of clients who were admitted to
the Saray rehabilitation care center. All interviews
were was done face to face with individuals. Par-
ticipants observations (recorded as field notes,
video) were also used to provide additional data.
Detailed progress notes were completed following
each session which identified the focus of the ses-
sion and the relationship of the client’s goals. In-
cluded in notes were both subjective and objective
information provided by staff and responsible spe-
cialist. MOHOST assessment performed after in-
tervention and before intervention. 

In the evaluation, in addition to personal care,
free time, productive activity and role, the first focus
was on the competence and significance meaning of
the role. It focuses on individuals’ abilities and op-
portunities recognized by the environment. 

In order to achieve this, the cultural, physical,
social and work environment have been learned.

11))  DDeemmooggrraapphhiicc  IInnffoorrmmaattiioonn:: Diagnosis, age,
gender, education level, occupation status, medica-
tion use, intelligence level and family information
were obtained by examining the files of the indi-
viduals and in consultation with facility specialists.

22))  HHuummaann  AAccttiivviittyy--RRoollee  MMooddeell  SSccrreeeenniinngg
TTooooll  ((TThhee  MMooddeell  ooff  HHuummaann  OOccccuuppaattiioonn  SSccrreeeenniinngg
TTooooll––MMOOHHOOSSTT  VVeerrssiioonn  22..00,,  22000066)):: Information
was obtained by examining the motivation, habits,
skills and environmental conditions of the individ-
uals. For research and clinical purposes, MOHOST
is reliable and valid.21

In our study, 24 items in 6 fields were evalu-
ated: motivation for occupation, occupational role
patterns, communication and interaction skills,
process skills, motor skills, and environmental
context.16 These items were assessed on a 4-point
scale. Higher scores indicate the factor facilitates
participation in the activity. Lower scores indicate

the factor prevents or restricts participation in the
activity. At the end of intervention, the test mate-
rials were re-administered to the individuals.

ENVIRONMENT

Hope Houses and Institution Houses

In Ankara; Hope Houses were established in the
districts of Pursaklar, Oran and Çubuk. The people
of Hope House live in an apartment in the com-
munity. Hope houses consist of  three rooms, a liv-
ing room, kitchen, bathroom and toilet where 4 to
5 people live.The physical environment provides
various opportunities and valuable activity-role
participations. Hope Houses were found strong to
provide people’s needs and desires. Besides, Hope
Houses’ location make people’s transportation eas-
ily. There are opportunities to participate in the
course and social activity at an accessible distance.
Activity role participation is ensured in the areas of
physical resources, economy, equipment and vehi-
cles, goods and transportation. In institutional
houses, the home areas where individuals live are
consist of four rooms, halls, dining room, kitchen
and bathroom. The bathroom is safe, the height of
the toilet is convenient, there are two house-keeping
bars for the sink and toilet. There are no stairs in the
houses. There is a garden outside of every house and
it is accessible. There are twelve individuals are liv-
ing in institutional houses.There are 3 people staying
in each room. In the institution houses, one special-
ist or one special educator, three personnel are in-
volved. It has been determined that individuals have
difficulties due to the crowd when they need quiet
place at any time. There is no such problem in Hope
houses. There are less opportunities to improve skills,
which related with home administration, based on
cooking, washing, ironing, personal care, money
management, shopping, course, public transport and
social relations. Food and clothing needs of individ-
uals are provided by the institution. In general,
cleaning activities are carried out by the staff of the
institution. Individuals have very little practice to
develop their skills for independent home manage-
ment. The administration of individuals and taking
decisions are made by the institutions management
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and the experts responsible for the individuals. There
are no opportunities to participate in social activi-
ties. Activity role participation with social groups is
forbidden. Opportunities to participate in free time
activities make through workshops within the in-
stitution. A large number of people with disabilities
stays together in the institution houses. In order to
provide individual needs and expectations of indi-
viduals in institutional care centers is difficult to de-
velop individual intervention plans.

ERGOTHERAPY INTERVENTIONS

Occupation Performance Process Model (OPPM)

An individually-oriented MOHO intervention was
implemented for 2 days a week for 9 months. Law
and Clark developed the OPPM, which includes
seven processes to allow occupation when the in-
dividual has difficulty initiating or resuming per-
sonally important tasks.22,23

1. Identify, verify, and prioritize the activity
performance issues of the person.

2. Select appropriate theoretical models and
approaches. The MOHO model and approaches
were chosen. 

3. Define the activity-role performance com-
ponents and regulate environmental conditions. 

4. Describe the strengths and sources of the
person’s solution. Individuals revealed their
strengths and weaknesses. 

5. Identification of targets and development of
action plan.Various steps to bridge the current re-
ality of the individual and future possibilities were
considered.5,23

INTERVENTIONS

The goals agreed with indivuduals were, therefore,
related to activity and  also focused  on  the  per-
son’s motivation  for  activity, pattern  of activity,
skills or engagement with social and physical en-
vironments (Table 1).

MMoottiivvaattiioonn  ffoorr  AAccttiivviittyy--RRoollee:: The ability of
some individuals to evaluate their abilities and ca-
pacities is weak and inaccurate. In order to improve
the individual’s control over his own motivation and
himself as the first goals, it was necessary to carry out
activities to increase self-confidence. In various ses-
sions, studies were conducted to increase of aware-
ness  and capacity for participating in activities.

AAccttiivviittyy--RRoollee PPaatttteerrnn:: Interventions were
conducted which focused on creating (recreating)
and improving productive/valuable daily routines
in order to organize the life style. The therapy fo-
cused on leisure time activities, interests and activ-

MOHO Concept Example Goals

Motivation for activity-role To choose an item to cook during next meeting

Within six weeks will have cooked with reporting enough confidence

Will choose preferred ingredients to purchase for meals next week

Pattern of activity-role In five weeks, will develop a structured ability to use public transportation with support from OT in

In three weeks, able to use public transportation  independently on ward daily with verbal prompting

In eight weeks,  will ability to use public transportation  independently (without prompting)

In one week, plan timing of support visit to fit in with routine balance exercise

Skills Will be able to plan meal with support from OT in four week

To spontaneously respond to verbal expression during weekly meal preparation

To organization a meal get the necessary materials in the kitchen

To improve interpersonal communication and ınteraction skills within weekly neighbors groups

Physical and social environment To make a list tidying  home with home friends at 9 am

By five week  will be able to use public transportation  independently with support from OT

Attend weekly computer course group with staff and prompting

To participate in gym group once a week

TABLE 1: MOHO Goals.

OT: Orientation training.



ities related to home management such as shop-
ping, financial management, and cooking and basic
and auxiliary daily life activities such as traffic
rules. Activity training was conducted. Activity
steps were studied separately.

CCoommmmuunniiccaattiioonn  aanndd  IInntteerraaccttiioonn  SSkkiillllss:: Individ-
ual and group studies were conducted to develop the
communication and interaction skills of the individ-
uals within the activity, such as creating effective
verbal content while shopping as well as increasing
and improving interperson social skills such as as-
sertiveness training, verbal and non-verbal commu-
nication awareness and interview preparation.

PPrroocceessss  SSkkiillllss:: With the purpose of improving
organization and problem solving within the ac-
tivity, structured activities were used (for example,
acquiring the knowledge to use vehicles in relation
to independent transportation, developing a read-
ing habit and describing the information acquired)
and individuals participated in leisure time activities
such as backgammon, Angry Brothers Play.Verbal
incentives and clue strategies were used. Orienta-
tion training (OT) was performed.24

MMoottoorr  SSkkiillllss:: For individuals at risk of falling,
the risks were mitigated by facilitating motor
skills/transfer, endurance, balance and muscle
strengthening exercises and safe falling methods.

EEnnvviirroonnmmeennttaall  IInntteerrvveennttiioonn:: The objects that
the individuals use and the areas they are in during
the activity, the forms of activities expected and/or
required from individuals in a certain context or
the environment in which occupations are carried
out, social groups that constitute the context and
current cultural, political and economic factors
were identified. An attempt was made to create
supportive social relations and environments. Per-
sonnel training was given to provide support to the
person. For participation in social activities, indi-
viduals joined the municipality clubhouse, gym-
nastics groups close to home and accessory design,
needlework, computer and model aircraft courses.
Necessary institutional procedures were supported
such as personnel support, providing vehicles for
transportation, etc.24

Statistical Analysis

SPSS 11.5 software package was used to analyze the
data. PPoowweerr  aannaallyyssiiss was performed in this study.
The calculation was made using. 2 G Power 3.1.9.2
.2 package program. 34 indivudual were included
in the study.The mean increase in MOHOST scores
of the 17 indivudual in the institution house after
the intervention (the difference according to the
pre-intervention period) was 6.47 ± 2.83 and the
mean value of those living in the Hope house was
found 13.58 ± 5.91. The power of the test was found
to be 0.99 (99%) with Type I error=0.05.

Factor analysis was conducted to determine
the validity and reliability of the MOHOST scale.
In order to measure the significance of the differ-
ences between the first and last measurements of
MOHOST scores of all individuals and the indi-
viduals living at the institution and Hope House
separately, Wilcoxon Matched Pairs Sum Test
was used. The significance of the difference be-
tween the first and last measurements of the MO-
HOST scores was tested using the Mann-Whitney
U test. The statistical significance level was 0.05.
The mean ± standard deviation, median (min-
max) and number (percentage) for qualitative
data were given as descriptive quantitative data. It
was determined that 34 persons were sufficient for
this study according to the Wilcoxon sign test with
0.80 power.25

Reliability

An appropriate reliability was obtained by looking
at the Alpha value (0.901) for the MOHOST test
before comparisons.

RESULTS

PARTICIPANTS

The average ages were 31.65±5.72 years at the in-
stitution and 30.76±5.45 years at Hope House. The
ratio of women in both groups was 64.7%. There
was no difference between the gender distribution
or the average age between those living in the in-
stitution and those living in Hope House (p> 0.05).

A difference in the motivation for activity, ac-
tivity role pattern, process skills and environmen-
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tal components of the individuals living at the In-
stitution were found (p<0.01) (Table 2). There is no
difference in communication and interaction skills
with motor skills (p>0,05) (Table 2).

There is a difference in motivation for activ-
ity-role, activity-role pattern, process skills, com-
munication and interaction skills and environ-
mental components scores of the individuals liv-

B.I. A.I.

(Min-Max) (Min-Max) Wilcoxon 

Avg±SD Avg±SD Z p*

1. Motivation for Activity-Role

Examining the skills 2.59±0.71 2 (2-4) 3.00±0.61 3 (2-4) -2.646 0.008*

Expected Success 2.65±0.78 2 (2-4) 3.12±0.60 3 (2-4) -2.828 0.005*

Interest 2.71±0.69 3 (2-4) 3.06±0.55 3 (2-4) -2.449 0.014*

Choices 2.88±0.69 3 (2-4) 3.06±0.55 3 (2-4) -1.732 0.083

Total Score 10.81±2.55 10 (8-16) 12.23±1.98 12 (9-16) -3.097 0.002*

2. Activity-Role Pattern

Routine 3.00±0.87 3 (2-4) 3.53±0.51 4 (2-4) -2.714 0.007*

Adaptation 2.53±0.51 3 (2-4) 2.82±0.39 3 (2-4) -2.236 0.025*

Roles 2.65±0.70 3 (2-4) 3.23±0.56 3 (2-4) -2.887 0.004*

Responsibility 2.59±0.62 3 (2-4) 2.88±0.60 3 (2-4) -2.236 0.025*

Total Score 10.76±2.11 11 (8-15) 12.47±1.55 12 (10-15) -3.330 0.001*

3. Communication and Interaction Skills

Non-verbal Skills 3.53±0.62 4 (2-4) 3.59±0.51 4 (3-4) -1.000 0.317

Speaking 3.65±0.49 4 (3-4) 3.65±0.49 4 (3-4) 0.000 1.000

Verbal Expression 3.59±0.51 4 (3-4) 3.65±0.49 4 (3-4) 0.000 1.000

Relationships 3.23±0.83 3 (2-4) 3.47±0.62 4 (2-4) -2.000 0.046*

Total Score 14.0±1.18 15 (11-16) 14.29±1.93 15 (11-16) -1.890 0.059

4. Process Skills

Knowledge 2.65±0.61 3 (2-4) 3.18±0.64 3 (2-4) -3.000 0.003*

Timing 2.59±0.62 3 (2-4) 2.76±0.56 3 (2-4) -1.732 0.083

Organization 2.53±0.51 3 (2-3) 2.76±0.56 3 (2-4) -2.000 0.046*

Problem Solving 2.23±0.44 2 (2-3) 3.00±0.50 3 (2-4) -3.606 0.000*

Total Score 10.0±1.73 10 (8-14) 11.71±1.89 12 (8-16) -3.352 0.001*

5. Motor Skills

Posture 3.94±0.24 4 (3-4) 4.00±0.00 4 (4-4) -3.358 0.001*

Coordination 3.76±0.52 4 (2-4) 3.76±0.56 4 (2-4) 0.000 1.000

Strength and effort 3.76±0.56 4 (2-4) 3.88±0.33 4 (3-4) -1.414 0.157

Energy 3.59±0.62 4 (2-4) 3.59±0.62 4 (2-4) 0.000 1.000

Total Score 15.06±1.71 16 (10-16) 15.23±1.39 16 (11-16) 1.732 0.083

6. Environment

Physical Space 3.12±0.48 3 (2-4) 3.18±0.39 3 (3-4) -1.000 0.317

Physical Resources 2.82±0.53 3 (2-4) 3.06±0.43 3 (2-4) -2.000 0.046*

Social Groups 2.76±0.44 3 (2-3) 3.06±0.66 3 (2-4) -2.236 0.025*

Occupation Demands 2.71±0.47 3 (2-3) 3.29±0.47 3 (3-4) -3.162 0.002*

Total Score 11.41±1.12 11 (9-14) 12.59±1.12 13 (11-15) -3.304 0.001*

Grand Total 72.06±7.51 73 (57-87) 78.53±7.05 80 (61-89) -3.630 0.000*

TABLE 2: Comparison of the Model of Human Occupation Screening Tool (MOHOST)
Sub-parameters before and after intervention for individuals living at the Institution.

Avg: Average; SD: Standard Deviation; Min, Minimum; Max: Maximum; *Wilcoxon Matched Pairs Test: MOHOST Min-Max score=1-4
B.I: Before Intervention; A.I: After Intervention; (n=17).
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ing in Hope House (p <0,01). There is no differ-
ence in the scores in the areas related to motor
skills (p>0,05) (Table 3).

Among the individuals at Hope House and the
institution, when the difference between the pre-
liminary and post test scores were analyzed, a dif-

B.I. A.I.

(Min-Max) (Min-Max) Wilcoxon 

Avg±SD Avg±SD Z p*

1. Motivation for Activity-Role

Examining the skills 3.00±0.79 3 (2-4) 3.53±0.51 4 (3-4) -3.494 0.000*

Expected Success 2.53±0.72 2 (2-4) 3.12±0.60 3 (2-4) -2.828 0.005*

Interest 3.18±0.64 3 (2-4) 3.71±0.47 4 (3-4) -3.000 0.003*

Choices 2.76±0.83 3 (2-4) 3.59±0.51 4 (3-4) -2.952 0.003*

Total Score 11.47±2.6 11 (8-16) 14.59±1.62 15 (12-16) -3.372 0.001*

2. Activity-Role Pattern

Routine 3.41±0.62 3 (2-4) 3.82±0.39 4 (3-4) -2.333 0.020*

Adaptation 2.88±0.78 3 (2-4) 3.71±0.47 4 (3-4) -3.500 0.000*

Roles 3.06±0.75 3 (2-4) 3.65±0.49 4 (3-4) -2.887 0.004*

Responsibility 2.76±0.66 3 (2-4) 3.65±0.49 4 (3-4) -3.419 0.001*

Total Score 12.12±2.47 13 (9-16) 14.82±1.63 16 (12-16) -3.450 0.001*

3. Communication and Interaction Skills

Non-verbal Skills 3.47±0.72 4 (2-4) 3.88±0.33 4 (3-4) -2.646 0.008*

Speaking 3.35±0.86 4 (2-4) 3.76±0.44 4 (3-4) -2.646 0.008*

Verbal Expression 3.35±0.86 4 (2-4) 3.82±0.39 4 (3-4) -2.530 0.011*

Relationships 3.18±0.81 3 (2-4) 3.71±0.47 4 (3-4) -2.714 0.007*

Total Score 13.25±2.69 14 (9-16) 15.17±1.33 16 (12-16) 2.971 0.003*

4. Process Skills

Knowledge 2.82±0.81 3 (2-4) 3.47±0.80 4 (2-4) -2.810 0.005*

Timing 3.18±0.78 3 (2-4) 3.71±0.47 4 (3-4) -2.887 0.004*

Organization 3.18±0.53 3 (2-4) 3.76±0.44 4 (3-4) -3.162 0.002*

Problem Solving 2.88±0.86 3 (2-4) 3.65±0.49 4 (3-4) -3.357 0.001*

Total Score 12±2.59 12 (9-16) 14.59±1.70 15 (11-16) -3.204 0.001*

5. Motor Skills

Posture 3.65±0.70 4 (2-4) 3.71±0.59 4 (2-4) -0.649 0.516

Coordination 3.88±0.33 4 (3-4) 3.88±0.33 4 (3-4) 0.000 1.000

Strength and effort 3.71±0.59 4 (2-4) 3.76±0.44 4 (3-4) -1.000 0.317

Energy 3.76±0.56 4 (2-4) 3.88±0.33 4 (3-4) -1.414 0.157

Total Score 15.0±1.84 16 (10-16) 15.24±1.44 16 (12-16) -1.633 0.102

6. Environment

Physical Space 3.65±0.61 4 (2-4) 3.88±0.33 4 (3-4) -2.000 0.046*

Physical Resources 3.06±0.75 3 (2-4) 3.47±0.51 3 (3-4) -3.071 0.002*

Social Groups 2.47±0.62 2 (2-4) 3.88±0.33 4 (3-2) -3.619 0.000*

Occupation Demands 2.71±0.59 3 (2-4) 3.76±0.44 4 (3-4) -3.819 0.000*

Total Score 11.88±1.96 12 (9-16) 15.11±1.14 15 (12-16) -3.355 0.000*

Grand Total 75.82±9 98 77(57-92) 89.35±6.68 91 (73-96) -3.624 0.000*

TABLE 3: Comparison of the Model of Human Occupation Screening Tool (MOHOST)
Sub-parameters before and after intervention for individuals living at Hope House.

Avg: Average; SD: Standard Deviation; Min: Minimum; Max: Maximum; *Wilcoxon Matched Pairs Test: MOHOST Min-Max score=1-4; (n=17)
B.I: Before Intervention; A.I: After Intervention.



ference in favor of the individuals living at Hope
House was found for the motivation for activity, ac-
tivity role pattern, communication and interaction
skills and environmental components (p<0.001).
The difference in scores for the fields related to
process skills and motor skills were not found
(p>0.05). In the process skills and motor skills of
the individuals living at Hope House did not have
a difference after the intervention compared to the
individuals living at the institution (Table 4). 

DISCUSSION

Our study investigated the individual-centered
benefit of intervention approaches according to the
MOHO for individuals at the Ankara Hope Houses
and the Institutional Care Center, Saray Rehabili-
tation Center. An improvement in adaptive behav-
ior and the occupational performance of the
individuals were achieved.

It is similar to Kramer’s study in terms of mo-
tivation for activity, processing skills, environ-
mental issues and meaningful activity in the
individuals we studied. In the study of Kramer et al.
on individuals with mental health problems, en-
hanced motor skills and planning a discharge from
their environment, new and more supportive life sit-
uations in 70.4% of individuals were obtained. How-
ever, measures were not taken for the structuring of
social groups. There was no significant change in vo-
lition, habituation, communication and interaction
skills, and processing skills.26 It is emphasized that
long-term development can be achieved.

In our study, volition, habits, communication
and interaction skills (relationships), processing
skills, motor skills (posturing) and environmental
scores have increased with intervention in institu-
tional homes. The most development was found in
habits, processing skills and environment. The de-
velopment of motor skills, communication and in-
teraction skills is not the same or too much, but
progress has been achieved in  other all parameters.
We think that these skills can be identified as “Fa-
cilitating activity participation” skills by Hope
House individuals and the recommended physical
exercises were not carried out regularly. In the in-

stitution, improvement was achieved only in pos-
ture skills, most likely because it was addressed
within other daily life activity training.

Communication and interaction skills may
show further improvement in environments where
social participation is fully realized.27-29 Studies on
this issue also support this. Participation in institu-
tional care does not currently involve much social
inclusion, as participation is partly under the su-
pervision and guidance of care-givers and experts.
This situation can be considered as one of the rea-
sons for its lack of development.

Comparing the score of institution houses with
a literature study, volition and processing skills
were found to be higher than those living in the
institution. Motor skills and environmental scores
were found to be lower. The results of the litera-
ture study compared with the Hope Houses were
found to be very low. This shows us that all the
skills of the Hope Houses are in a better condition
than study groups in the literature with  institution
housing.

Forsyth et al focused on the community-based
campus in his study; MOHOST was applied to in-
dividuals with adult mental health and learning
disabilities, as well as physical disability (HIV &
AIDS). In the literature study, the high scores of
activity-role participation in MOHOST sub-items
are: roles, responsibility, activity-role demands,
and the assessment of skills. The lower rated items
are; motor skills, communication/interaction and
processing skills. Low scores are thought to be due
to the low cognitive status of individuals. Cogni-
tive impairment is thought to have a negative ef-
fect on processing skills.30 In our study, the highest
scores of the individuals living in both housing
styles were determined as communication/interac-
tion skills and motor skills unlike in the literature.
The activity-role participation of individuals in
these areas was found to be “allowed”.

While the most powerful areas in the litera-
ture are roles, responsibilities, activity-role de-
mands, and skills assessment, these areas have been
identified as the weakest areas in our study groups.
It indicates supportive participation in individuals.
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As the reason that these areas are weak before the
intervention in Hope Houses, we think that social
participation is in the form of partial participation
in institutional care. An improvement was achi-
eved for Hope House-residents from “Allows ac-

tivity participation” towards “Facilitates activity
participation” in the field of communication and
interaction skills. Hope Homes have many oppor-
tunities and resources to improve relationships in
different areas which are neighbour, friend, client,

Min-Max Institution Hope house

Score differences before and after intervention Avg±SD (Min-max) Avg±SD (Min-max) Mann- Whitney U p*

1. Motivation for Occupation

Examining the skills 0.41±0.51 0 (0-1) 0.76±0.56 1 (0-2) 98.500 0.114

Expected Success 0.47±0.51 0 (0-1) 1.00±0.61 1 (0-2) 81.500 0.029*

Interest 0.35±0.49 0 (0-1) 0.53±0.51 1 (0-1) 119.000 0.394

Choices 0.18±0.39 0 (0-1) 0.82±0.81 1 (-1-2) 70.500 0.009*

Total Score 1.41±1.33 1 (0-4) 3.11±2.09 3 (1-7) 71 0.011*

2. Occupation Role Pattern

Routine 0.41±0.62 0 (0-2) 0.41±0.62 0 (0-2) 128.500 0.586

Adaptation 0.29±0.47 0 (0-1) 0.82±0.53 1 (0-2) 74.000 0.014*

Roles 0.59±0.62 1 (0-2) 0.59±0.62 1 (0-2) 144.500 1.000

Responsibility 0.29±0.47 0 (0-1) 0.88±0.60 1 (0-2) 71.500 0.011*

Total Score 1.71±1.26 2 (0-4) 2.71±1.83 3 (0-7) 95.5 0.092

3. Communication and Interaction Skills

Non-verbal Skills 0.06±0.24 0 (0-1) 0.41±0.51 0 (0-1) 93.500 0.079

Speaking 0.00±0.00 0 (0-0) 0.41±0.51 0 (0-1) 85.500 0.041*

Verbal Expression 0.00±0.00 0 (0-0) 0.47±0.62 0 (0-2) 85.000 0.041*

Relationships 0.25±0.44 0 (0-1) 0.53±0.62 0 (0-2) 108.500 0.218

Total Score 0.31±0.59 0 (0-2) 1.82±1.74 1 (0-4) 71 0.011*

4. Process Skills

Knowledge 0.53±0.51 1 (0-1) 0.65±0.70 1(0-2) 135.500 0.760

Timing 0.18±0.39 0 (0-1) 0.59±0.63 1(0-2) 92.000 0.073

Organization 0.24±0.44 0 (0-1) 0.59±0.51 1(0-1) 93.500 0.079

Problem Solving 0.76±0.44 1 (0-1) 0.76±0.56 1(0-2) 142.500 0.946

Total Score 1.71±1.21 2 (0-4) 2.59±1.94 3 (0-6) 105 0.182

5. Motor Skills

Posture 0.06±0.24 0 (0-1) 0.06±0.24 0 (0-1) 144.500 1.000

Coordination 0.00±0.00 0 (0-0) 0.00±0.00 0 (0-0) 144.500 1.000

Strength and effort 0.12±0.33 0 (0-1) 0.06±0.24 0 (0-1) 136.000 0.786

Energy 0.00±0.00 0 (0-0) 0.12±0.33 0 (0-1) 127.500 0.563

Total Score 0.18±0.39 0 (0-1) 0.24±0.56 0 (0-2) 143 0.973

6. Environment

Physical Space 0.06±0.24 0 (0-1) 0.24±0.44 0 (0-1) 119.000 0.394

Physical Resources 0.24±0.44 0 (0-1) 0.35±0.70 0 (0-2) 140.500 0.892

Social Groups 0.29±0.47 0 (0-1) 0.41±0.62 1(0-2) 31.000 0.000*

Occupation Demands 0.59±0.51 1(0-1) 1.06±0.43 1(0-2) 83.500 0.034*

Total Score 1.18±1.07 1(0-4) 3.06±1.39 3 (0-5) 39.5 0.000*

Grand Total 6.47±2.83 6(2-12) 13.53±5.91 13(3-24) 45          0.001*

TABLE 4: Comparison of the Score Differences of Individuals living at Hope House (n=17) and the Institution (n=17)
according to the Model of Human Occupation Screening Tool Sub-parameters.

Min-Max score=1-4; Avg: Average; SD: Standard Deviation; Min: Minimum; Max: Maximum; Mann-Whitney U test.



student, trainee and employee. We believe that in-
terventions made to increase public awareness have
a positive effect. It was ensured that individuals
could leave the institutional environment, partici-
pate in the social environment within the commu-
nity and participate in activities that match their
abilities and values by means of MOHO interven-
tion in the environment.While improvement was
observed in all parameters of the field of commu-
nication and interaction skills in the Hope House,
improvement was only observed in the relation-
ship sub-parameter in the Institutional Houses. We
believe that this development is the result of the
improvement of negative relationships with home
friends and staff. In other areas, no progress has
been achieved. The reason for this is that you
should live somewhere for a while to start and sus-
tain your communication skills. It has been shown
that individuals use and improve their communi-
cation skills during the job search, voluntary activ-
ities, free time activities, student education acti-
vities, family and community peers, friends and so-
cial participation. We think that the institutional
environment does not have a structure that in-
cludes these activities and social participation.

In the study done by Notoh and his colleagues,
the subjects in the field are motor skills, “posture
and mobility,” “coordination” and “motivation for
activity,” which are more restricting to the partic-
ipants than other substances. In comparison,“com-
munication and interaction skills,” “processing
skills” and “environment ” were found to be more
powerful than in other areas.31 The environment
has become the most powerful area in  support of
the hospital environment. It has been determined
that the environment is interior-related with the
choice of  participants. It has been determined that
the environment is interrelated with the choice of
the participants,and that their interest in activities
and roles around the hospital is difficult to develop.
Motivation and the need to focus on the motor
skills of the individual “inhibitions” have arisen.

Compared with the literature on motor skills,
our study groups were found to be stronger. The
reason for this is the low number of individuals
with physical disability in our groups. In the liter-

ature study, we think that individuals formed a
sample group with physical disability in the acute
rehabilitation program in the hospital. Communi-
cation and interaction skills are parallel to the lit-
erature as areas where our study groups are strong.

In our study, contrary to the literature, process-
ing skills were found to be weak. After the inter-
vention, in the Institution Houses it has been
achieved while it is prevented in the areas of timing,
organization, adaptation and responsibility. How-
ever, the need for assisted participation continues.
While information, organization and problem solv-
ing in individuals of the institutional housing was
achieved with an intervention towards the individ-
uals, the difficulty of starting, completing, and se-
quencing activities and tasks continued in  timing
skills. It may be considered that intervention is not
enough to make changes in institutional policies. Ac-
cording to corporate policy, the personnel in charge
are expected to make arrangements related to tim-
ing and orientation on their behalf.

Developments in all areas except motor skills
were developed after the intervention of individu-
als in the Hope Houses. Activity-role expectations
for participation, knowledge, examination of skills,
choices, problem solving have emerged as the least-
scoring skills. Activity has emerged in order to pro-
vide involvement in the role. There were difficulties
in setting goals in individuals living in the Hope
Houses before intervention. Poor self-efficacy was
observed in the individuals.

In the Hope Houses, individuals, the ability to
research and the ability to appropriately use infor-
mation after intervention has improved less. But a
significant improvement has been made in the tim-
ing of the activity-role, organization and ability to
produce problem solving. For this purpose, we
think that studies on this specific area in individu-
als should be done for a longer period. The respon-
sibilities of the worker role in daily activity centers
were investigated in individuals with learning dis-
abilities by Kahlin and his colleague.32

Supported physical environment, strong social
environment support, family, friends, supervisors
and colleagues, has been found to increase the pos-
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itive attitude of the individual in work and adapta-
tion. The strong social environment support of the
workplace was found in the individual’s volition,
and habits were found to be the factors that affect
the success of the job positively. All items received
an average score in a supportive activity-role.Only
the assessment of skills related to the success of the
job indicates the supported participation. Inter-
vention is needed in half of the participants in this
area. It has been stated that intervention towards
this individual center has developed weaknesses.32

In our study, the weakest areas in the individuals
who work in parallel with the literature’s conclu-
sions have been identified as the evaluation of skills
in the Institution Houses.

Compared to the literature study, the working
individuals were found to be weaker than in the
literature.We think that their regular and long-
term participation in work training activities at the
Activity Center has a high impact on their success.
An improvement was achieved for employed indi-
viduals from “Inhibits activity participation” to-
wards “Allows activity participation” in the field of
success expectations, interests, adaptability, non-
verbal skills, relationships, knowledge, organiza-
tion, problem solving, and activity role demands.
However, there has been no improvement in the
evaluation of skills, timing, and social groups.

The evaluation of skills in parallel with the lit-
erature study is “Inhibits.” In order to achieve im-
provement in this area, we think it is necessary to
work for a longer period of time. Individuals need to
experience activities in order to correctly assess their
performance capacity.33,34 It is important to develop
feelings and thoughts about their effectiveness by
using their capacity with the suitability of their en-
vironment.33,35 There are studies that emphasize the
importance of participation and performance expe-
rience in individuals with limited performance.10,17,36

In the study of Sun Wook et al. in the com-
munity-based field, more than half of the study
population required intervention in the field of
motivation.37 Similarly, motivation problems were
identified in more than half of the individuals in
this study. Communication and interaction skills

and motor skills were found to be the strongest
areas in the two housing situations (the Hope and
institutional houses).

Activity-role demands of the environment,
volition, habits, communication and interaction
and motor skills were found to be less problematic
in our study group than in the literature study. Pro-
cessing skills were found to be better than those
living in the institution.The physical resources
score of the environment is similar to the score of
individuals living in the institution, lower than the
scores of individuals in the Hope Houses.This
makes us think that the Hope Houses are in a bet-
ter condition than the environment in which they
receive community-based home care services in
their institutional homes.30 In comparison with the
studies of Kielhofner and colleagues, it has been
found that Hope House individuals have higher
scores in all areas. MOHO emphasizes that this ac-
tivity is due to the interaction of the person’s inner
characteristics (volition, habit and performance ca-
pacity) with his environment. In the context of the
situation of the individual; It covers specific phys-
ical, social, cultural, economic and political char-
acteristics that affect motivation, regulation and
activity performance.17,33 In the studies, interven-
tions have been made focusing on the provision of
environmental, family, friends and staff support.

Stigma and environmental factors have been
identified as the biggest challenge to taking re-
sponsibilities.37,38-41 In our study, activity-role par-
ticipation was improved by providing vehicle and
personnel support to the individuals in need. The
weakest areas in the institutional houses are in the
area of environment; activity was role demand, so-
cial group, and physical resource fields.

An improvement was achieved for the institu-
tional houses from “Inhibits activity participation”
towards “Allows occupational participation.” Turner
and his colleague at the end of their study on the nat-
ural environment of the individual did not focus on
changing, only on providing a supportive environ-
ment.13 In our study, there is a similarity with the
literature in terms of the lack of change in the phys-
ical area in the institutional houses.
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When the Hope Houses and institutional
houses were compared, the biggest improvement
in the expectations for success, choices, adaptation,
responsibility, speaking, verbal expression, social
groups, activity role demands have emerged in the
Hope Houses. In addition, social group support in
the area of Environment has especially emerged in
the Hope Houses. A change has been achieved in
the Hope Houses where the weak social group and
activity role demands are developed. It was found
that the intervention was more supportive in terms
of the social environment and activity role de-
mands than in the institutional houses. Social en-
vironment intervention was more successful for
the Hope Houses than institutional residents. With
MOHO, an improvement was achieved in adaptive
behaviors of the individuals and positive progress
was achieved in their activity-role performance.

The Hope Houses provided opportunities and
resources to individuals, forced the individual to cre-
ate demands and allowed them to participate in so-
ciety. It is important to try to minimize obstacles in
relation to institutions and applications, laws, deci-
sion making processes, methods, accessibility and
policy, finance, and education through changing
inter-agency policies with intervention plans and ap-
plications and providing necessary support with
other organizational applications. The goal of inter-
vention should be to provide support to individuals
in need when required, while maintaining as much
autonomy and independence for the individual as
possible.

LIMITATIONS OF THE STUDY

The limitation of the study is the lack of long term
communication with the institution’s employees
for the personnel and transportation vehicle re-
quirements in relation to the aim of the study.

CONCLUSION

In conclusion, using MOHO in activity-role re-
quirement areas for individual centered interven-
tions is beneficial.  The results for residents of the
Hope Houses were higher than for the institutional
residents assessed in all areas. The Hope Houses
provided the social participation of individuals. In-

dividuals living in institutions have not been in-
cluded in the society very much. And in indivi-
dual-bcentered Ergotherapy applications, they
were less successful than those in the Hope Houses.

Ergotherapy interventions improved the social
participation of individuals in their natural environ-
ment, which was structured with activities that were
significant and purposeful for the individuals in the
fields of self-care, productivity, and leisure time,
thereby increasing their quality of life using MOHO.
Individuals with mental and spiritual problems
should not only consider care activities, but should
be integrated into society as active members. 

IInnffoorrmmeedd  CCoonnsseenntt

Ministry of Family and Social Policy Ethical Committee ap-
proval number 65097260-605.01-104580, date: 10/07/2014.

AAcckknnoowwlleeddggeemmeennttss

Because of the intensive support and help in interpreting the re-

sults, the, Sayın Prof.Dr. Mine Uyanık'a, Head of the Department

of Family and Social Policy, Hulusi Armağan Yildirim and assis-

tant manager of Institutional Care Center and Rehabilitation of

the Disabled, Recep Keleş, social worker Ahmet Veli Mahmutoğ

lu, İsa Kinas, Psychologist Aylin Hiçyılmaz, Child Trainer Canan

Topuz, Physiotherapist Osman Abacı Thank you very much. 

SSoouurrccee  ooff  FFiinnaannccee

During this study, no financial or spiritual support was received
neither from any pharmaceutical company that has a direct
connection with the research subject, nor from a company that
provides or produces medical instruments and materials which
may negatively affect the evaluation process of this study.

CCoonnfflliicctt  ooff  IInntteerreesstt

No conflicts of interest between the authors and / or family mem-
bers of the scientific and medical committee members or mem-
bers of the potential conflicts of interest, counseling, expertise,
working conditions, share holding and similar situations in any
firm.

AAuutthhoorrsshhiipp  CCoonnttrriibbuuttiioonnss

IIddeeaa//CCoonncceepptt::  Mine Uyanık; DDeessiiggnn::  Mine Uyanık; CCoonn--
ttrrooll//SSuuppeerrvviissiioonn::  Ayşe Göktaş; DDaattaa  CCoolllleeccttiioonn  aanndd//oorr  PPrroocceessss--
iinngg::  Ayşe Göktaş; AAnnaallyyssiiss  aanndd//oorr  IInntteerrpprreettaattiioonn::  Ayşe Göktaş;
LLiitteerraattuurree  RReevviieeww::  Ayşe Göktaş; WWrriittiinngg  tthhee  AArrttiiccllee::  Ayşe
Göktaş; CCrriittiiccaall  RReevviieeww::  Mine Uyanık; RReeffeerreenncceess  aanndd  FFuunndd--
iinnggss::  Ayşe Göktaş; MMaatteerriiaallss::  Ayşe Göktaş.

Ayşe GÖKTAŞ et al. Turkiye Klinikleri J Health Sci. 2019;4(2):132-46

144



Ayşe GÖKTAŞ et al. Turkiye Klinikleri J Health Sci. 2019;4(2):132-46

145

1. Wahlbeck K. Public mental health: the time is
ripe for translation of evidence into practice.
World Psychiatry. 2015;14(1):36-42. [Cross-
ref] [PubMed] [PMC]

2. Bosnjak V, Rajabov T. Study for the mid-term
review of the state program on deinstitutional-
ization and alternative care in Azerbaijan.
Final Report; 2011. p.87.

3. Sladyk K, Jacobs K, Rae MN. Occupational
Therapy Essentials for Clinical Competence.
1st ed. Thorofare, NJ: SLACK Incorporated;
2010. p.3-10.

4. McQuistion HL, Sowers WE, Ranz JM, Feld-
man JM. Handbook of Community Psychiatry.
1st ed. New York, London: Springer Science &
Business Media; 2012. p.632. [Crossref]
[PubMed]

5. Kronenberg F, Simo Algado S, Pollard N. Oc-
cupational Therapy Withouth Borders Learn-
ing from Thespirit of Survivors. 2nd ed.
Edinburgh: Elsevier/Churchill Livingstone Ox-
ford; 2005. p.461. 

6. Thornicroft G, Mueser KT. Oxford Textbook
of Community Mental Health. 1st ed. Oxford:
Oxford University Press; 2011. p.392.
[Crossref]

7. Hemmings CP, Underwood LA, Bouras N.
Services in the community for adults with psy-
chosis and intellectual disabilities: Delphi con-
sultation of professionals’ views. J Intellect
Disabil Res. 2009;53(7):677-84. [Crossref]
[PubMed]

8. Brown C, Stoffel VC. Occupational Therapy in
Mental Health: A Vistion for Participation. 1st

ed. Philadelphia: FA Davis; 2010. p.811.

9. Nakamura-Thomas H, Kyougoku M. Applica-
tion of occupational self assessment in com-
munity settings for older people. Phys Occup
Ther Geriatr. 2013;31(2):103-14. [Crossref]

10. Kielhofner G. Model of Human Occupation:
Theory and Application. 3rd ed. Philadelphia,
PA: Lippincott, Williams & Wilkins; 2008.
p.565.

11. Liu KP, Ng BF. Usefulness of the model of
human occupation in the Hong Kong Chinese
context. Occup Ther Health Care. 2008;22(2-
3):25-36. [Crossref] [PubMed]

12. Cole F. Physical activity for its mental health
benefits: conceptualising participation within
the model of human occupation. Br J Occup
Ther. 2010;73(12):607-15. [Crossref]

13. Turner N, Lydon C. Psychosocial program-
ming in Ireland based on the model of human
occupation: a program evaluation study.
Occup Ther Health Care. 2008;22(2-3):105-
14. [Crossref] [PubMed]

14. Gibson RW, D’Amico M, Jaffe L, Arbesman M.
Occupational therapy interventions for recov-

ery in the areas of community integration and
normative life roles for adults with serious
mental illness: a systematic review. Am J
Occup Ther. 2011;65(3):247-56. [Crossref]
[PubMed]

15. Pan AW, Fan CW, Chen YL, Chen TJ, Kiel-
hofner G, Yi Wu M, et al. Examining the valid-
ity of the model of human occupation
screening tool: using classical test theory and
item response theory. Br J Occup Ther.
2011;74(1):34-40. [Crossref]

16. Shinohara K, Yamada T, Kobayashi N,
Forsyth K. The model of human occupation-
based ıntervention for patients with stroke: a
randomised trial. Hong Kong J Occup Ther.
2012;22(2):60-9. [Crossref]

17. Parkinson S, Chester A, Cratchley S, Row-
bottom J. Application of the model of human
occupation screening tool (MOHOST assess-
ment) in an acute psychiatric setting. Occup
Ther Health Care. 2008;22(2-3):63-75. [Cross-
ref] [PubMed]

18. Wimpenny K, Forsyth K, Jones C, Matheson
L, Colley J. İmplementation of the model of
human occupation (MOHO) across a mental
health occupational therapy service: commu-
nities of practice and a participatory change
process. Therapy in Health Care. 2010;23(1).
[Crossref]

19. Harcourt BE. Reducing mass incarceration:
lessons from the deinstitutionalization of men-
tal hospitals in the 1960s. Chicago: The Law
School the University of Chicago; 2011. p.36.
[Crossref]

20. Dixon L, Goldman H. Forty years of progress
in community mental health: the role of evi-
dence-based practices. Adm Policy Ment
Health. 2004;31(5):381-92. [Crossref]
[PubMed]

21. Kielhofner G, Morley M, Garnham M, Heas-
man D, Forsyth K, Lee SW, et al. A psycho-
metric study of the model of human
occupation screening tool (MOHOST), Occu-
pational Therapy. 2010;20(2):63-70. [Cross-
ref]

22. Vrkljan B, Law M, Ripat J, Le Clair L, Letts L.
Occupational Performance Process Model-
Overview & Guide The University of Manitoba
& Mc Master University CAOT Conference
2009. Ottawa: Ontario McMaster University &
University of Manitoba - Occupational Ther-
apy; 2009.

23. Fearing G, Clark J. Individuals in Context: A
Practical Guide to Client-Centred Practice. 1st

ed. Thoro Fare, NJ: Slack Incorporated; 2000.
p.208.

24. Garnham M, Morley M, Forsyth K, Lee SW,
Taylor RR, Kielhofner G. Occupational Ther-

apy Care Packages in Mental Health: Prepar-
ing for Payment; 2010. p.9.

25. Green SB, Salkind NJ, Akey TM. Using SPSS
for Windows: Analyzing and Undestanding
Data. 2nd ed. Ed. Prenttice Hall, New Jersey;
2000. p.208-32.

26. Kramer J, Kielhofner G, Lee SW, Aspole E,
Castle L. Utility of the model of human occu-
pation screening tool for detecting client
change. Occupational Therapy in Mental
Health. 2009;25(2):181-91. [Crossref]

27. Repper J, Carter T. A review of the literature
on peer support in mental health services. J
Ment Health. 2011;20(4):392-411. [Crossref]
[PubMed]

28. Ogletree BT, Bruce SM, Finch A, Fahey R,
McLean L. Recommended communication-
based interventions for individuals with severe
intellectual disabilities. Commun Disorders Q.
2011;32(3):164-75. [Crossref]

29. Mitchell R, Neish J. The use of a ward-based
art group to assess the occupational partic-
ipation of adult acute mental health clients.
Br J Occup Ther. 2007;70(5):215-21. [Cross-
ref]

30. Forsyth K, Parkinson S, Kielhofner G, Kramer
J, Summerfield ML, Duncan E. The measure-
ment properties of the model of human occu-
pation screening tool and implications for
practice. New Zealand Journal of Occupa-
tional Theraphy. 2011;58(2):5-13.

31. Notoh H, Yamada T, Kobayashi N, Ishii Y,
Forsyth K. Examining the psychometric prop-
erties of the model of human occupation
screening toole Japanese version. Hong
Kong. Journal of Occupational Therap.
2013;23(1):26-31. [Crossref]

32. Kåhlin I, Haglund L. Psychosocial strengths
and challenges related to work among per-
sons with intellectual disabilities. Occupational
Therapy in Mental Health. 2009;25:151-63.
[Crossref]

33. Kielhofner G, Forsyth K. Measurement prop-
erties of a client self-report for treatment plan-
ning and documenting therapy outcomes.
Scand J Occup Ther. 2001;8:131-9. [Cross-
ref]

34. Kielhofner G, Braveman B, Baron K, Fisher
G, Hammel J, Littleton M. The model of
human occupation: understanding the
worker who is injured or disabled. Work.
1999;12(1):37-45.

35. Kielhofner G. Model of Human Occupation:
Theory and Application. 3rd ed. Baltimore:
Wolters Kluwer Health; 2002. p.576.

36. Söderback I. International Handbook of Oc-
cupational Therapy Interventions. 1st ed. Dor-
drecht; London: Springer; 2008. p.554.

REFERENCES

https://doi.org/10.1080/110381201750464485
https://doi.org/10.1080/110381201750464485
https://doi.org/10.1080/01642120902859055
https://doi.org/10.1016/j.hkjot.2013.06.001
https://doi.org/10.1177/030802260707000506
https://doi.org/10.1177/030802260707000506
https://doi.org/10.1177/1525740109348791
https://www.ncbi.nlm.nih.gov/pubmed/21770786
https://doi.org/10.3109/09638237.2011.583947
https://doi.org/10.1080/01642120902859261
https://doi.org/10.1016/S1569-1861(11)70005-5
https://doi.org/10.1016/S1569-1861(11)70005-5
https://www.ncbi.nlm.nih.gov/pubmed/15379385
https://doi.org/10.1023/B:APIH.0000034415.48057.cd
https://doi.org/10.2139/ssrn.1748796
https://doi.org/10.4276/030802210X12892992239152
https://www.ncbi.nlm.nih.gov/pubmed/23941373
https://doi.org/10.1080/07380570801989465
https://doi.org/10.1080/07380570801989465
https://doi.org/10.1016/j.hkjot.2012.09.001
https://doi.org/10.4276/030802211X12947686093648
https://www.ncbi.nlm.nih.gov/pubmed/21675330
https://doi.org/10.5014/ajot.2011.001297
https://www.ncbi.nlm.nih.gov/pubmed/23941377
https://doi.org/10.1080/07380570801989564
https://doi.org/10.4276/030802210X12918167234280
https://www.ncbi.nlm.nih.gov/pubmed/23941370
https://doi.org/10.1080/07380570801989333
https://doi.org/10.3109/02703181.2013.793227
https://www.ncbi.nlm.nih.gov/pubmed/19143904
https://doi.org/10.1111/j.1365-2788.2008.01146.x
https://doi.org/10.1093/med/9780199565498.001.0001
https://www.ncbi.nlm.nih.gov/pubmed/23154697
https://doi.org/10.1007/978-1-4614-3149-7
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4329888
https://www.ncbi.nlm.nih.gov/pubmed/25655149
https://doi.org/10.1002/wps.20178
https://doi.org/10.1002/wps.20178


Ayşe GÖKTAŞ et al. Turkiye Klinikleri J Health Sci. 2019;4(2):132-46

146

37. Lee SW, Morley M, Taylor RR, Kielhofner G,
Garnha M, Heasman D, et al. The develop-
ment of care pathways andpackages in men-
tal health based on the model of human.
Occupation Screening Tool British Journal of
Occupational Therapy. 2011;74(6). [Crossref]

38. Coniglio FD, Hancock N, Ellis LA. Peer sup-
port within clubhouse: a grounded theory

study. Community Ment Health J.
2012;48(2):153-60. [Crossref] [PubMed]

39. Bodde AE, Seo DC. A review of social and en-
vironmental barriers to physical activity for
adults with intellectual disabilities. Disabil
Health J. 2009;2(2):57-66. [Crossref]
[PubMed]

40. Asmundsdóttir EE. Creation of new services:

collaboration between mental health con-
sumers and occupational therapists. Occupa-
tional Therapy in Mental Health.
2009;25(2):115-26. [Crossref]

41. Beart S, Hawkins D, Kroese BS, Smithson PT.
Bariers to accessing leisure opportunities for
people with learning disabilities. Br J Learn
Dis. 2001;29(4):133-8. [Crossref]

https://doi.org/10.1046/j.1468-3156.2001.00109.x
https://doi.org/10.1080/01642120902856465
https://www.ncbi.nlm.nih.gov/pubmed/21122744
https://doi.org/10.1016/j.dhjo.2008.11.004
https://www.ncbi.nlm.nih.gov/pubmed/20972830
https://doi.org/10.1007/s10597-010-9358-5
https://doi.org/10.4276/030802211X13074383957940

