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>TRACT

The Canadian Occ ional Performance Measure {COPM) is used to
assess clients’ perceived perf rmance and satisfaction with their performance of
daily activities. T e purpose of :his study was to gather evidence or. the
substantive, content, st .ctural, and criterion-related validity with reference to
Messick’s validation model. In addition, the test-retest stability and other
procedural and utility properties cf the COPM were studied.

Thirty-nine adult clients fioir two diagnostic groups (orthopedic and stroke)
at the Glenrose Rehabilitation Hospitc1 in Edmonton, Canada participated in the
study. Clients were assessed at the initial and pre-discharge assessment occasions
using the COPM as well as the Role Checklist, Klein-Bell ADL Scale, Satisfaction
with Performancr Scaled Questionnaire (SPSQ), and the Functional Independence
Measure (FIM). Nine clinical and measurement experts participated in an expert
panel review to evaluate the test content, the scoring system and other
psychometric properties of the COPM.

Results from the expert panel review suggested that the “Performance” and
«GSatisfaction™ subscale scores reflected clients’ occupational performance, but not
the performance components. Substantive-related validity was supported with the
findings of consistency between the activities identified by the clients in the COPM
and their perceived life roles. The testing process was found to be relevant to a

client-centred model of practice. Analysis of clients’ protocols revealed problems



in using the self-report 10-point rating scale to measure the “importance " and
“satisfaction” constructs. Protocol analysis also revealed the differences among
the clients in interpreting and understanding those constructs. Criterion-related
validity of the COPM was demonstrated by the correlations between the COPM
subscale scores and the Motor subscale of the 174! r= "4 to .38) and the SPSQ
(r=-.13 to .40). The stabifity ~stim v QPN varie ‘rom .32 for the
Performance subscale and .09 for ~.c dat action su' rale. Evieence gathered in
this study indicated the need for f{. ther revisions of the COPM to improve the
accuracy and meaning of its subscale and * chanc" scores. This study also
demonstrated the importance of vigorou y testing ihe meaningfulness and

truthfulness of clinical outcome measu. s used in health care services.
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CHAPTER 1

INTRODUCTION

The purpose of Chapter 1 is to orientate readers to the context of the use and
validation of clinical assessments in the field of occupational therapy. It begins with a
purpose statement which summarizes the objectives of the present research study. This
is followed by a section on the background and justification of the study, limitations of
the study, and, finally, an introduction to the content and organization of the
dissertation.

Statement of Purpose

The Canadian Occupational Performance Measure (COPM) (Law, Baptiste,
Carswell-Opzoomer, McColl, Polatajko, & Pollock, 1991) is an assessment instrument
built on the model of occupational performance used by occupational therapists. The
purpose of this research was to gather evidence of construct validity of the use and
interpretation of the COPM in its measurement of clients’ occupational performance
who underwent rehabilitation services in a hospital in Canada.

Background and Justification of the Study

In the past decade, more and more pressure has been put on rationalizing the
costs of health care services. The reality of a poor economy and the huge deficits that
governments are facing have forced health service providers and politicians to conduct

ongoing reviews of their health care expenditures. Other factors such as an increasing



prevalence of chronic disease in an aging population, proliferaticn of technological
advances in health care, and an increase in health care recipients as discerning
consumers, have in turn led to increased demands for high quality services. Asa
consequence, the demand for sound clinical outcome measures has increased with the
demands of determining "effectiveness" and "worthiness” of clinical programs in the
face of declining resources.

In the United States, much effort has been put into the creation of a centralized
data system to measure medical and rehabilitation outcomes. In 1983, the National
Task Force was established to develop the Uniform Data System for Medical
Rehabilitation (Center for Functional Assessment Research, 1991). The task force
produced an instrument called the Functional Independence Measure (FIM). The FIM
was constructed and standardized as the principal measure of outcome of care in terms
of the level of independence or degree of severity relevant to medical rehabilitation
(Hamilton, Granger, Sherwin, Zielezny, & Tashman, 1987). It measures "a selected
minimum number of key activities intended to be necessary and sufficient indicators of
Jevel or cost of disability” (p.141). In order to quantify the outcomes of medical
rehabilitation services, data are collected from numerous facilities across the United
States and are managed and analyzed with sophisticated computer software. Recently,
the Task Force employed the Rasch model to assist data analysis and numerous articles

have been published on the results of using this procedure (Granger, Hamilton,



Linacre, Heinemann, & Wright, 1993: Heinemann, Linacre, Wright, Hamilton, &
Granger, 1993).

In Canada, however, no global nation-wide clinical outcome measures have
been developed that can serve as a counterpart to the FIM. Instead, these initiatives
have been taker. up by local governing bodies, professional organizations, or individual
facilities. Therefore, there is no collective develcoment of a universal clinical outcome
measure in this country.

In occupational therapy, the use and development of standardized assessment
tools and valid outcome measures are emphasized throughout therapists' education and
professional practice (Campbell, 1989; Christiansen, 1991b, 1993; Law, 1987, 1993).
Many pioneers in the field have developed and defined the construct of "occupational
performance” upon which clinical assessment tools and outcome measures have been
and are continuing to be developed (CAOT, 1991; Christiansen, 1991b; Christiansen &
Baum, 1991; Law, 1993; Law et al., 1991; Mathiowetz, 1993; Pollock, Baptiste,
Law, McColl, Opzoomer, & Polatajko, 1990; Reed & Sanderson, 1980; Trombly,
1993). In dealing with clients with physical disabilities, instead of solely measuring
physical performance components such as strength, range of motion, muscle tone and
motor coordination, occupational therapists should also assess: mental, sociocultural
and spiritual components, occupational roles and expectations, environmental demards,

and occupational performance.



With respect to occupational performance assessment, two instruments have
been developed within the past five years. These are the Canadian Occupational
Performance Measure (COPM) (Law et al., 1991) and the Occupational Therapy
Functional Assessment Compilation Tool (OTFACT) (Smith, 1990) in the States. Tne
COPM is the measure investigated in this dissertation.

The main difference between the COPM and OTFACT is in the approach
taken. The OTFACT is more quantitative while the COPM is more qualitative. The
OTFACT uses computer-based scoring and hierarchicai Jecision nodes for setting
performance criteria while the COPM uses a cliznt-of i, self-report approach to
measure the performance of activities related to the daily life of clients. The COPM,
since its publication in 1991, has been well received by occupational therapists in
Canada, as well as in the United States (Law, Polatajko, Pollock, McColl, Carswell, &
Baptiste, 1994; Pollock, 1993; Pollock et al., 1990).

The COPM, built on the constructs of a client-centred approach and
occupational performance (Law, Baptiste, McColl, Opzoomer, Polatajko, & Pollock,
1990; Law et al., 1991), was constructed for clinical assessment and treatment and
program evaluation, and to provide an outcome measure in occupational therapy.
Despite its significance in the measurement of clinical outcomes and to the profession
as a whole, evidence gathered on the COPM’s psychometric properties has been
limited (Pollock, 1993; Law et al., 1994). However, given its recency, this is hardly

surprising. The need for further research in this area, then, is obvious. The validation
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activities conducted in the present research are thought to capture the spirit of scientific
evaluation of the assessment instrument, theory building, and professional integrity.
Many authors have stressed the importance of using valid, reliable, quantified,
and scientifically-based assessment instruments (Campbell, 1989; Christiansen, 1991b;
Ottenbacher, 1987). With reference to the COPM, the establishment of evidence of
construct validity, reliability, and clinical utility is a basic necessity of the
instrumentation processes. Such vigorous evaluation of the use and interpretation of
the COPM will contribute to the useful, truthful, and meaningful use of the assessment
results which ultimately will benefit the clients who consume the services provided by
occupational therapists. Besides these coatributions i the instrument and benefits to
the clients, findings of this study will enrich the knowledge base of the Canadian model
of occupational performance. The substantive and structural components of construct
validity will shed some light on the theoretical framework and its application to clinical
assessments. Furthermore, the validation model adopted in this study is a novel attempt
to apply Messick’s (1993) concept of validity in educaticnal and psychological
disciplines to the practice of occupational therapy and rehabilita.don. The application of
Messick’s model will certainly inject new perspectives on clinical instrumentation and

validation in the assessment and treatment of human performance deficits.



Limitations of the Study

Recognizing that validity and validation processes are “evolving” and
“continuing” (Messick, 1993, p.13), generalization of the results of this study was
limited by the sampling method, research design, and the resources that were available
to the researcher. First of ai! evidence of construct validity of the COPM was limited
by the participants of this study. e participants were cognitively competent adult
clients with physically disabilities, particularly those with orthopedic and stroke
problems. Although the decision to select the orthopedic and stroke groups
purposefully maximized the differences in the levels of disabilities and treatment
modalities of these two groups so that better generalization of results could be made,
appropriateness of this restriction needs further investigation and research.

Second, the non-probability sampling method used and the small number of
clients involved in this study have Iimited the generalization of the evidence gathered to
other orthopedic and stroke clients. Readers should be cautious and ensure that there
are similarities between characteristics, such as age, types of setting and disability, and
life roles, of the clients who participated in this study and their own target groups.

Third, the statistical conclusions reached in this study were based on limited
sample sizes, particularly in the stroke group. Although preliminary analyses of data
showed that the differences in characteristics between clients in the two groups were
insignificant, readers should be aware that statistical inferences made in this report were

based on small effect sizes.



Fourth, the themes identified in the qualitative analyses revealed only the
subjective feelings and evaluations of the participants in this study. No generalization
of the results was attempted even though some of the findings were triangulated with
their quantitative counterparts. Readers should be selective in extracting evidence.

Finally, the content and strategies of this study were confined by Messick’s
model of validation. In addition, only those components of Messick’s model which
were fundamental to clinical instrumentation were employed. Consequently, the
evidence gathered is by no means exhaustive. Rather, the researcher regards it more as
an impetus to stimulate more research in substantiating the use and interpretation of the
COPM.

Organization of the Chapters

Altogether, there are seven chapters in this dissertation. Chapter II is the
literiure review which provides a fundamental description of the theoretical model of
occupational performance and the content and scoring system of the Canadian
Occupational Performance Measure. In addition, a thorough discussion is given on
Messick’s model of validation and its potential application to the evaluation of clinical
assessment instruments in the medica and rehabilitative fields.

Chapter 111 gives detailed descriptions of the methods of investigation used in
this study. Different strategies employed to gather different sources of evidence are
discussed as well as justification of their use wherever appropriate. This chapter ends

with a review of the characteristics of various instruments used in the data collection.
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Psychometric properties of the three clinical instruments selected as the “criterion” for
establishing convergent and discriminant validity with the COPM are discussed.

Chapters IV, V and VI consist of the presentation and analyses of evidence
gathered in this study. Chapter IV describes the characteristics of the clients who
participated in this study and their results on the COPM and the three criterion
instruments. Chapter V consists of the main bulk of evidence of construct validity of
the COPM. In view of the massive amount of information to be disseminated, this
chapter is further divided into four sections. These are: content-related evidence,
substantive-related evidence, structural-related evidence, and criterion-related evidence.
Chapter VI presents the results of the utility and procedural review conducted as part of
the study.

Chapter VI is the final chapter of this dissertation and provides a detailed
account of the suggestions for changes to the existing COPM based on the evidence
gathered in the validation process. Methods to achieve further standardization of the
testing protocol and quantitative manipulation of the COPM assessment scores are

discussed, and conclusions follow.



CHAPTER II

LITERATURE REVIEW

Introduction

This chapter begins with a description of the model of occupational
performance on which the Canadian Occupational FPerformance Measure (COPM)
is based. This model includes various factors thought to influence individuals’
occupational performance. The second section is devoted to a detailed description
of the COPM, including the history of its development, the content of the
instrument, administrative procedures, scoring methods, and suggested use and
interpretation of scores. The remainder of the chapter reviews various validation
models and processes from the classical perspective to the more recent
developments in the measurement field. The validation strategies commonly used
in health care instrumentation and research are evaluated. The chapter concludes
by introducing the procedures and strengths of the strategies which were used to
gather evidence of construct validity of the COPM in this study.

The Model of Occupational Performance
General Background

The concepts of occupations and astivities are the domains of concern for the

practice of occupational therapy. However, the constructs that underlie these concepts

have not been systematically studied, and the field seems to be guided more by
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individual practitioners' preferences or beliefs than by a strong theoretical orientation.
It was not until the early 80’s that the field saw the emergence of a theoretical
framework in which the various domains of concem were interwoven. This shift
initially began with the work of Reed and Sanderson (1980). Following this trend,
many theorists in the field made significant advances in building different theoretical
frameworks (Christiansen, 1991a; Kielhofner, 1983, 1985, 1992; Mosey, 1986;
Rogers, 1983; Townsend, Brintnell, & Staisey, 1990). Different theoretical and
practice models were built. For example, in the United States Kielhofner developed a
model of ‘human occupation’. Townsend et al., in Canada, developed a model of
‘occupational performance’.

Although the various theorists identified above used different terminologies to
describe their work, the term “occupation” is generally agreed as “engagement in
activities, tasks, and roles for the purpose of productive pursuit (such as work and
education), maintaining oneself in the environment, and for the purposes of relaxation,
entertainment, creativity, and celebration” (Christiansen, 1991a, p.26). In other
words, all the goal-directed activities that one performs related to daily living are
occupational in nature.

In Canada, an overall model of occupational perfermance has been developed
which has been widely adopted by practising occupational therapists (CAOT, 1991;
McColl & Pranger, 1994; Reed & Sanderson, 1980). Guidelines for clinical practice

have been developed based on this theoretical model. The model holds a contextual
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and client-centred approach to occupational therapy (Dunn, 1993; Townsend et al.,
1990). It presupposes a holistic view of human behavior and stresses the worth of the
individuai.

In this model of occupatiorial performance, the components of performance are
separated into two levels which guides the clinical practice of therapists. The higher
Jevel refers to the individuals’ day-to-day activities such as self-care, productivity, and
leisure (CAOT, 1991). The lower level performance components refer to the building
blocks of human functions which include mental, physical, sociocultural, and spiritual
abilities. According to one description of the model (CAOT, 1991), these two levels
are integrated with one another and with the environment in which the individuals
function:

Occupational therapists practise within a model which accepts the

premise that man has a need to be engaged. His engagement takes

many forms and roles, each having a crucial effect on his quality of life.

The culmination of man's experiences in this conceptual model is the

formation of the individual's mental, physical, sociocultural and

spiritual self. The essence of a healthy, functioning pe-son is the

balanced integration of these four performance components to provide a

sense of well-being. Man integrates these components by engaging

with social, cultural, and physical aspects of the environment which he

affects and by which he is affected. (p.16-17)
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As a consequence, individuals’ performances in their “occupation™ are affected and
predicted by their competencz in the performance components. Definitions of the three
areas of occupational performance (self-care, productivity, and leisure) and four
performance components (physical, mental, sociocultural, and spiritual) used in the
model are presented in Appendix I.

The literature on the model of occupational performance is mostly descriptive
in nature. It does not provide a detailed account of the structure of the model.
Relationships and interactions between and within occupational performance and
performance components are not clearly analyzed and explained (McColl & Pranger,
1994). In order to provide the reader a better understanding of the model, the recent
literature on human performance and performance deficits is reviewed and summarized
in the next few sections.

Core Values and Assumptions of the Model

The philosophical values and assumptions of occupational therapy have had a
pervasive influence on the development of the occupationa’ performance model
(Mosey, 1986). This section will identify and explain the values and assumptions upon
which the model is built, leading to a further identification of the underlying construct
of the COPM. This in turn guides the process of gathering the evidence on the
content-related and substantive-related validity of the instrument.

Mosey (1986), in her book Psychosocial Components of Occupational Therapy,

summarizes the values and assumptions that have existed in the field. Basically, these
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values and assumptions can be divided into components that refer to the individual and
those that relate more generally to occupational therapy as 2 clinical intervention. One
assumption is that individuals actively interact with their human and non-human
environments. There are two prerequisites that enable individuals to interact with their
environment. One is an individual’s right to a meaningful existence, and second is an
individua!’s ability to make choices within the context of certain social constraints.
From this perspective, an individual can only be understood within the context of
his/her family, community, and cultural groups. In addition, this perspective stresses
an individual’s inherent needs for work, play, and rest through which their potentials
and satisfaction can be reached. Atan internal level, what an individual can
accomplish is influenced by his/her stage-specific maturat:on process, social nature,
and cognitive structures. Individuals are regarded as dysfunctional when they are not
able to reach their goals and fulfil their potentials.

According to Mosey (1986), occupational therapy is the intervention which
promotes people’s functional independence thus enabling them to come closer to
realizing their goals. Occupational therapy as a clinical intervention is directed toward
facilitating an individual’s occupational performances (major social roles and functions)
and developing performance components (abilities and skills) that are fundamental to
those performances. The interaction between the individual and occupational
components can be seen in the extent to which any kind of intervention is dependent

upon the needs of a particular cliert at any given point in time.
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The values and assumptions described above are reflected either directly or
indirectly in the Occupational Therapy Guidelines for Client-centred Practice (CAOT,
1991), which is the official document on the Canadian model of occupational
performance. McColl and Pranger ( 1994) summarize the two main values and
assumptions inherent in this model: the basic values are that 1) there is an “inherent
worth of the individual” and 2) an individual is viewed as “a whole person, whose
parts cannot be considered in isolation of one another” (p.16). In a similar
perspective, the two theoretical assumptions are that 1) people “have a need to be
engaged in activity” (p.16) and 2) an individual is in “a dynamic...constantly changing
system” (p.17). These values and assumptions of occupational performance are the
basis upon which the theoretical model and model of professional practice are
developed.

In the Test Manua! (Law et al., 1991) and other literature (Law et al, 1990,
1994; McColl & Pranger, 1994; Pollock, 1993), it is noted that .he COPM was built
on the model of occupational performance. In other words, the values and assumptions
described above guided the collection of evidence on construct validity of the COPM.
So, as a clinical instrument measuring clients’ occupational performance, the domain of
the COPM’s test construct should be consistent with the model of occupational
performance. To gain a more in-depth understanding of this construct, various factors
which are known to influence individuals® occupational performance are discussed

next.
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Factors Influencing Occupational Performance

The model of occupational performance (CAOT, 1991) suggests a two-level
construct of human perfcrmance. Occupational performance is interpreted as the
outcome of the integration and interaction of four performance components, namely
physical, mental, sociocultural, and spiritual. The notion that the individuals’
performance components are attributes of their occupational performance prompts the
author to explore the effects of each component, or factor upon individuals’
functioning, and the nature of interactions among these factors.

Despite a number of research publications in recent years, the literature on the
theoretical construct of the Canadian model of occupational performance is still limited.
Among the publications to date, the person-environment-performance framework of
human performance deficits proposed by Christiansen and others (Christiansen &
Baum, 1991) resembles the assumptions and concepts underpinning the model of
occupational performance.

The person-environment-performance (PEP) framework developed by
Christiansen (1991a) gives a comprehensive depiction of how various factors of
individuals influence their occupational performance. According to the framework,
factors are categorized into the characteristics of individuals (person), the unique
environments in which they function (environment), and the nature and meaning of the
activities, tasks, and roles that they perform (performance). Christiansen’s framework

in fact is a collection of concepts originating from various theorists in the field such as
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Clark (19792, 1979b), Howe and Briggs (1982), Kielhofner and Burke (1980), and

Reed (1984).
Personal Factors Influencing Performance

Characteristics of a person can be divided into two categories. The higher level
factors which affect an individual’s ability to control their performance are: sense of
competence, locus of control, and satisfaction. The lower level factors, called
“intrinsic enablers of performance”, include psychological and cognitive, sensory and
perceptual, neuromotor, and physiological factors.

Sense of Competence. An individual’s sense of competence is thought to
impact most on performance. Comipetency is based on the premise that a human being
has an innate drive toward mastering the environment. Individuals are motivated or
driven to act and interact with their environment through occupation. Sense of
competerice is developed when individuals experience successes in dealing with
environmental challenges. Self efficacy and personal effectiveness are sources of
personal satisfaction which result in competent performance within the environment.

Locus of Control. The behavior of individuals is influenced by their
expectation of successful outcomes, perception of the importance of the outcome, and
locus of control. Internal locus of control prompts people to act on the basis of their
satisfaction or their own incentives that lie within their actions (Mosey, 1986).

External locus of control is the result of experience which originates from the
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environment and which may or may not be controlled by the individuals and relate to
their actions.

Satisfaction. Closely related to competence and locus of control, is an
individual’s satisfaction. Satisfaction is described as the outcome of the situation in
which deprived needs are gratified (Mosey, 1986). Maslow's (1970) hierarchy of
needs provides the links between inherent needs of people and their satisfaction and
gratification. However, it is argued that Maslow's thesis is too narrow because it
concentrates too much on the intrinsic factors of individuals without the
acknowledgement of extrinsic effects emerging from the environment. In contrast to
Maslow, Fuhrer, Rintala, Hart, Clearman, and Young (1992) suggest that people feel
more satisfied when they feel their life is under more of their own control. In their
study, Fuhrer et al. reported significant moderate correlations between life satisfaction
and perceived control (r=.50, p<.01), self-assessed health status (r=.41, p< .01,
and social support (r=.32, p<.01). Ina study conducted by Yerxa, Burnett-Beaulieu,
Stocking and Azen (1988), results showed that self-reported independence is highly
correlated with an individual’s satisfaction with life (ranged from r=.75, p< .001 for
social and recreation skills to r=.45, p<.05 for self-care activities). In addition and
similarly, a significant positive relationship was found between satisfaction with
performance and overall life satisfaction (Yerxa & Baum, 1986). In summary, an

individual’s satisfaction in general or satisfaction specifically with performance is
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closely related fo t5wir iev-1 of independence and the level of control that they perceive

they have over their own actions.

Intrinsic Enablers of Performance. Intrinsic enablers include abilities and skills

of individuals such as physiological, sensory, neuromotor, cognitive and psychological
functions. Abilities are either innate or determined genetically; skills are either leamned
or obtained through practice and experience. Both abilities and skills are unique to
each individual and are requisite of one's performance of life tasks. Christiansen's
descriptions of the “enablers” are equivalent to the four performance components in
the occupational performance model.

Activity. Tasks, and Role Factors Influencing Performance

Christiansen (1991a) defines occupational performance as:
...the day-to-day engagement in occupations that organize our lives and
meet our needs to maintain ourselves (self maintenance), to be
productive (productivity), and to derive enjoyment and satisfaction
withi:.. - - environment (leisure). (p.27)
This definition is more a descriptive and operational representation of occupational
performance than the definition stated in the Occupational Therapy Guidelines for

Client-centred Practice (CAOT, 1991). However, the domain of concerns addressed

by both are largely the same, namely, self-care, productivity, and leisure. According
to Christiansen, performance is influenced by the nature and meaning of various

activities and tasks, and the role responsibilities of individuals.



Activities and Tasks. Activities and tasks are not meaningful if they are
isolated from the roles and social context of individuals. This argument is based on the
premise that all goal-oriented activities related to daily living are associated with certain
performance expectations (Christiansen, 1991a). These performance expectations are
d=termined by internalized values which accompany individuals’ social roles

“_}hofner, 1985). In other words, this conceptual framework suggests a relationship

en individuals’ values, social wole, and performance. Christiansen described this

~lationship in an occupational performanc: hierarchy. He placed social roles of
individuals at the highest level of performance. Roles are further suggested to be
occupied by individuals, defined by their own performance expectations, and viewed as
attributes of their performance. For example, in a house keeping or home maintainer
role (Oakley et al., 1986) individuals are expected to prepare family meals
(performance expectation), and meal preparation is considered to be the role
responsibility of the home maintainer. An activity, on the other hand, is the basic unit
of occupational performance which consists of specific goal-oriented behavior directed
toward an individual's performance. However, activities are not contextual nor
specific to any particular roles of individuals. For example, the activity of preparing a
meal can be done by all people regardless of their particular life roles. A task is a set
of activities with a shared purpose that is recognized by individuals. For example,
making salad is a task that contributes to the preparation of a meal. Hence the

relationships among tasks, activities, and role responsibilities are demonstrated.
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Roles. The concept of roles in the context of occupational therapy is slightly
different from the concept of social roles in social psychology. Roles are defined as an
organized pattern of behavior that is characteristic and expected of the occupant of a
defined position in a social system (Mosey, 1986). Some examples of these defined
roles are teacher-student, child-parent, husband-wife, and therapist-client. Theorists of
the occupational behavior tradition have argued that roles help to organize productive
behavior by providing a personal identity, conveying social expectations for
performance, organizing use of time, and placing the individual within the social
structure (Rogers, 1983). The social expectations are formed by both society and the
role occupant. As a consequence, one's satisfaction with the performance of valued
roles is based on internal as well as external appraisals (Christiansen, 1991a).

Besides the pattern of roles, the consistency between an individual’s abilities
and performance of particular roles is of interest in occupational therapy. Studies have
shown that disability resulting from trauma and illness commonly leads to changes in
role function, role patterns, and the balance of roles of individuals (Hallett, Zasler,
Maurer, & Cash, 1994; Oakley, 1982). These changes range from minor
modifications to obliteration of all major life roles which are related to personal, social,
and environmental factors (Giles, 1994).
Environmental Factors Influencing Performance

Although the environmental factors are extrinsic to individuals, they tend to

exert tremendous influences on an individual’s level of performance. Rogers (1983)
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called these environmentai factors “enablers of human performance”. Literature on
occupational performance has revealed close relationships among person, activities, and
environment. Christiansen (1991a) classified the environmental factors into cultural
influences, social dimensions, and physical environment. These factors influence an
individual’s decisions to interact with their surroundings and have an impact on the
quality of their performance.

Cultural Influence. There is no single definition that captures the meaning of
culture in a precise fashion. Rather, definitions available in the literature provide
descriptions of phenomenon under the influence of culture. Culture, as defined by
Mosey in 1986, is "a set of shared understandings held in common by members of a
group” (p.173). The culture of a group is the sum of its morally forceful
understandings acquired through learning and shared by the members of that group.
Theoretically speaking, it is difficult to operationalize the construct of culture.
Nevertheless, Krefting and Krefting (1991) identified some important factors that are
believed to influence the performance of an individual. From the list of factors
provided by Krefting and Krefting, nine are relevant to be relevant to the context of the
present research. These nine are family structure, economic status and history,
educational background, age, marital status and history, vocational status and history,
religion or spiritual orientation, immediate environment, and health-related
experiences. When the concept of cultural influence is transferred into the practice of

occupational therapy, Krefting and Krefting suggest that therapists, when evaluating the
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performance of a client, must assess the cultural identity of the client and use this

information to plan culturally sensitive interventions.

Social Environment. Despite the difficulty of separating the social environment

from the cultural and physical components as an independent entity for discussion,
Davidson (1991) clearly presents the concepts of social influence in terms of social
networks and socially defined activity patterns, beliefs, and expectations.

The term “social network” is a way of conceptualizing dimensions of social
environment that represent a specific type of social relation linking a defined set of
people (Davidson, 1991). The people in the social network are selected for inclusion
because of the attributes that they possess, for example, a member ofa mily, an
ethnic group, a profession, or a neighbourhood. One of the major functions of a social
network is to provide social support. At a personal level, individuals within a social
network are capable of providing support which enhances social identity, provides
emotional aid, material aid, and information needs. However, Wellman (1978) noted
that not all of the relationships in a network may be supportive in nature. For instance,
some relationships could manifest themselves in power struggles, rumour spreading,
and other unsupportive events. Besides physical and emotional components, social
support is found to play an important role in the development and maintenance of the
individuals’ functional performance.

Physical Environment. The impact of the physical environment on the

performance of individuals is discussed last in this section because the physical
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environment is the arena in which the cultural and social effects occur. The physical
environment refers to the structural elements of a homie or work setting, interior and
furnishings, tools and equipment, and environmental hazards. All of these factors, as a
collective unit, shape individuals® behavior, social interaction, and activity patterns
(Spencer, 1991).

At a concrete level, the physical environment can be an impediment to the
mobility and activities of the daily life of individuals due to architectural barriers and/or
inappropriate use of tools and equipment. At more abstract level, influences of the
physical environment extend to hamper the psychological and emotional well-being of
individuals. This could be due to the incongruence between individuals and their
eavironment, such as the atmosphere of their surrounding and environmental press.

Summary on the Factors Influencing Performance

The theoretical framework of the model of occupational performance suggests a
multi-factorial structure among the factors which are believed to affect individuals’
performance of their day-to-day activities. The structures, as depicted by various
authors, have not been well operationalized, quantified, or validated. The structure
that does seem to emerge from the literature is a two-level construct. This construct
describes the characteristics of individuals with a unique set of basic abilities and
Jearned skills at the lower level (physical and mental performance components), and
functional activities relevant to individuals’ life roles and expectations in self-care,

productivity and leisure at the higher level. Interacting with the physical and social
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environments in which individuals function, the abilities and skills of individuals are
adapted to different expectations, pattemns of activity, and life roles (socio-cultural and
spiritual performance components).

The result of the complex integration and interaction between “persons” and
their “environment™ is competence in their occupational performance. When the
perceived level of competence has been reached, individuals are likely to express
satisfaction with their performance.

In this study, the model of occupational performance was used as the theoretical
construct against which the COPM was evaluated. It was used to guide L collection
of evidence on the content-related and substantive components of construct validity of
the instrument (Messick, 1989). The rasults of this study help shed some light on the

content and structure of the occupational performance model.
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Canadian Occupational Performance Measure (COPM)

The COPM (Law et al., 1991) was developed by the Department of National
Health and Welfare and the Canadian Association of Occupational Therapists Task
Force. ltis an individualized criterion referenced assessment tool designed for
measuring changes in occupational performance of clients receiving occupational
therapy. The term * occupational performance™ refers to clients’ competence in the
performance of activities related to day-‘o-day achievement of self-care, productivity,
and leisure (CAOT, 1991).

The COPM uses a client-centered and self-report format. Therapists
administering the instrument play a facilitative role in helping their clients respond to
the instrument (Law et al., 1991). Various authors have commented that the COPM is
superior to other more traditional assessment tools used in occupational therapy and the
rehabilitation field (Christiansen, 1993; Law, 1993; Law et al., 1990; Mathiowetz,
1993). Traditional clinical assessment tools have been criticized for being too
performance component oriented, not client-centred, not generic, and not sufficiently
holistic in the assessment of clients' role function and environment (Christiansen,
Schwartz, & Bames, 1988; Law et al., 1990). According to authors of the COPM,
most of the critical characteristics of a good measure of occupational performance were
incorporated into its construction. The motivation behind the present study was to
examine the evidence on the validity and reliability of inferences drawn from the scores

and information yielded by the COPM. If the interpretations and uses of the COPM in
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measuring clients® occupational performance are credible, clinicians can have
confidence in the COPM as a clinical outcome measure.
Content of COPM

The COPM uses a self-report format and a semi-structured interview method in
its assessment process (Law et al., 1991). Five components or steps are assessed:
problem definition, problem weighting (Importance rating), scoring (Performance and
Satisfaction ratings), re-assessment, and follow-up. Each component or step is
described below.

Problem Definition (Step 1). In this step, clients are asked to list the activities
that they find difficult to perform in the areas of self-care, productivity, and leisure. In
the process, clients are prompted to think of the activities they need to perform or are
expected to perform and whether or not they are able to perform them satisfactorily.

Problem Weighting (Step 2). In step two, clients are asked to rate the activities
that they identified in Step 1 in terins ui importance in their life. Importance of each
activity is rated on a ten-point rating scale (from 1 to 10). The most important or
pressing five problems (those with highest Importance ratings) are then selected to enter
the next step of ratings by the clients. The Importance ratings become the weighting
factors of \he activities identified.

Scoring (Step 3). Here clients are asked to evaluate their own current
performance on the activities that they identified in Step 2 against a ten-point (from 1 to

10) Performance rating scale (Performance 1). Clients are then asked to rate their
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satisfaction with their current performance of those activities on the ten-point
Satisfaction rating scale (Satisfaction 1).

The computations of Performance and Satisfaction subscale scores of each
identified activities are as follows:

Performance = Importance X Performance 1

Satisfaction = Importance X Satisfaction 1
The item score for Performance and Satisfaction of each activity identified for rating
can range from 1 to 100. The same scoring process is repeated for all the identified
activities on the COPM (a maximum of 5). The total Performance Score 1, called the
Performance subscale score, is the mean of all the item Performance scores. The total
Satisfaction Score 1, called tie Satisfaction subscale score, is the mean of all the item
Satisfaction scores. Both subscale scores have a range of 1 to 100.

Re-assessment (Step 4). The COPM is designed to measure changes in client's

occupational performance throughout the process of occupational therapy. A re-
assessment is conducted at an appropriate interval following the initial assessment (step
1, 2 and 3) and intervention. The Test Manual of the COPM (Law et al., 1991) does
not specify the time interval between the first assessment and re-assessment. Instead, it
suggests an eclectic approach which is determined by clients and their therapists.
During re-assessment, clients are asked to rate those activities that they
identified during the first assessment. They are asked to rate their current Performance

and Satisfaction by using the same rating scales. The scores from this second
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assessment entitled Perforraance 2 and Satisfaction 2 are multiplied by the original
Importance ratings to yield the second item Performance and Satisfaction scores. The
mean of item scores on the two scales forms the total Performance Score 2 and total
Satisfaction Score 2.

Change in Performance = Performance Score 2 - Performance Score 1

Change in Satisfaction = Satisfaction Score 2 - Satisfaction Score 1
The changes in occupational performance of a client are measured by the two subscale
scores of Change in Performance and Change in Satisfaction.

Follow-Up (Step 5). After the re-assessment, therapists and their clients make
plans for either follow-up, treatment continuation, or discharge. According to the Test
Manual, follow up assessment repeats the original assessment process starting from
Step 1 - Problem Definition. On this occasion, therapists ask their clients whether
there are problems in occupational performance that remain unsolved, or whether new
problems have emerged over time. In this case, the process continues by using new

COPM forms. The Test Manual specifies that the COPM can be repeated with clients

as many times as deemed necessary.

In the Test Manual, the authors of the COPM have stressed the importance of

interaction between therapists and their clients during all the assessment processes.
Therapists are encouraged to integrate the relevant assessment findings into the

planning and implementation of clients’ treatment programs.
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Although the COPM has the potential to become the model clivnt-centered

assessment instrument in occupational therapy, its psychometric propertie<, have not
been widely studied in the field. By the end of 1994, only 2 handful of reports had
been published on pilot studies examining its psychometric properties. Nevertheless,
various authors have collected positive feedback in the use of the instrument (Law,
Polatajko, Pollock, McColl, Carswell, & Baptiste, 1994; Pollock, 1993). However,
findings from these studies are mainly descriptive in nature. So, in order to impiement
a more thorough evaluation of the COPM, the author has attempted to adopt a
validation process with in-depth strategies (Loevinger, 1957; Messick, 1989; Shepard,
1993) to establish evidence of construct validity on the use and interpretation of the
COPM.
COPM and Use of Proxy

According to the Test Manual (Law et al, 1991), the COPM can be used
vacross all developmental levels" and "disability groups” (p.10). The instrument
claims to be appropriate in measuring the occupational performance of a diversified
clientele including all age and clinical diagnostic groups. Such a claim inevitably raises
questions about how clients classified as cognitively incompetent (e.g. those with head
injuries and Alheizmers' clients, and small children) are to be interviewed? The Test
Manual offers this recommendation:

...you may decide to use the client's family or primary caregivers as the

respondent. They may have to answer questions on the client's behalf.



The respondent should be instructed to consider their own environment

and expectations, as well as what they perceive 1o be the needs of the

client. (p.21)

The underlying assumptions of the these recommendations are that 1) the client's
family or primary caregivers' "perceptions” of the client's occupational performance is
similar to client's own perceptions; and 2) the extrinsic factors (Christiansen & Baum,
1991) affecting the client's performance, such as social and physical environment
(areas in which family and caregivers can accurately respond), are more important in
determining his/her occupational performance than the client's intrinsic enablers of
performance, such as motivation, cognitive functioning and sensori-motor functions
(areas which only the client can accurately respond and/or be measured). However,
these two assumptions, as the author will argue, seem to be problematic and deviate
from the ideology of the "client-centred” approach.

With reference to the first assumption, it is obvious that no two persons have
exactly the same perceptions. This is true even for people with close relationships such
as spouses and siblings. The second assumption reflects a shift of ideology from an
individualized (client-centred) and criterion-referenced basis to a professionally judged
and norm-referenced basis. Perceptions and information given by caregivers and
family members may work against the truthfulness of the assessment, such as a
tendency to report lower Performance and Satisfaction ratings if clients are perceived to

be a burden. At the other extreme, caregivers and family members may have a
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tendency to report inflated ratings on Performance and Satisfaction as a reflection of
social desirability or if they have implicit expectations for the clients to undergo a faster
recovery process. Review of the literature clearly suggests complicated and dependent
relations among all thes: “actors. However, these issues were neither addressed by the
model of occupational performance nor by the authors of the COPM (CAOT, 19915
Christiansen & Baum, 1991; Law et al, 1991).

Although the COPM recommended that therapists use proxies in situations
where clients are unable to cope with the COPM assessment process, the present
validation study was restricted to clients who were able to participate in the testing
process without any assistance from a proxy. This eliminated the confounding effects
of using a proxy as described above. As a result, the findings of this study can not be
~~neralized to the situation in which a person other than the respondent is interviewed.

COPM and Cognitive Competence

The term "cognitive competence” is an arbitrary concept which is set against
certain test behaviors or performance tasks. It is obvious that an individual requires
different cognitive abilities to differentiate between two colors or to decide which of
two activities are more important to enhance their quality of life. But how different are
the cogpnitive abilities required for individuals to solve these two types of problems?
Newell and Simon's (1972) theory on problem solving seems to provide a good

foundation source from which to answer these questions.
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Newell and Simon postulate that there are several basic elements in the ways
individuals process information. These elements include storage time, retrieval time,
and the capacity of short-term and long-term memory. According to Newell and
Simon, short term memory (STM) places a constraint on the number of sequential
operations that can be carried out because of the limited capacity in any individual’s
STM. More complicated tasks involve more sequential operations. Hence individuals
require a larger capacity in their STM in order to successfully solve these more
complicated problems. So, using the example above, the tasks of deciding which
activities are more important in enhancing one’s quality of life requires higher cognitive
functions than does differentiating between colors.

A complicated task, such as "be able to cook for oneself”, requires a client to
consider multidimensional attributes. These are:

1) what acdviti=s are required (role expectations)?

2) what is preferable: dependence or independence?

3) what are the consequences if those activities are not performed
adequately?

4) what resources and help are available (support system)?

5) what does "importance” mean?

6) what number should I give to represent the degree of Importance for

those activities?



This list is far from exhaustive, but it illustrates the complexity of some of the
operations that may occur in STM when individuals are asked to perfoi.n a similar task
ac . ep 1 - Problem Definition in the COPM.

Newell and Simon's model of information processing also makes inferences
about the roles of long term memory (LTM) in the performance of problem solving
tasks. Unlike STM, LTM does not have a limited capacity. However, there is a time
constraint on registration and retrieval of information between the STM and LTM.
The longer the time required to process the information in a task, the greater the
difficulty in remembering the steps for solving that problem. A person’s competence
in solving the problem diminishes with the greater the amount of time required to
process the task or information.

Besides STM and LTM, an individual's competence in performing problem
solving tasks requires other cognitive abilities. For example, Reed (1992) notes
fluency in generating possibilities, retrieval of solution patterns, and knowledge of
principles as important cognitive abilities in solving problems. Sternberg (1986)
specifies the importance of encoding, inference, mapping, and application. Still other
cognitive abilities include orientation, comprehension, attention and concentration,
verbal and abstract concept formation, and the use of receptive and expressive language
skills (Sattler, 1992).

In the COPM, the testing process requires the clients to respond in a semi-

structured interview. Clients respond to tasks in which they must identify the activities
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that they find difficult to perform, rate the importance of these activities, rate their

perceived performance in the activities, and rate their satisfaction with their
performance. These tasks all demand the clients’ competence in decision making anu
problem solving. The clients are expected to have good knowledge of their role
functions and expectations, be able to fully assess their performance, and have good
insight into their own feelings. Moreover, they are assumed to be capable of
integrating all these facts and perceptions, and making multi-modal decisions about
their occupational performance.

In view of the high cognitive functions that are required to complete the
assessment processes in the COPM, clients who participated in this study were
screened by the Neurobehavioral Cognitive Status Examination (NCSE) (Northern
California Neurobehavioral Group, 1988) to eliminate those with identifiable cognitive
impairment. The details on the administration and psychometric properties of the
NCSE are discussed in Chapter I1I. Because the sample of this study may not represent
the target population of the clients specified by the COP'M Test Manual, the

generalizability of the results and inferences generated by this study are inevitably

impeded.
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Validation Process in Occupational Therapy

Despite the fact that the use of standardized and valid assessment tools is
considered to be important in the professional practice of occupational therapy (Alberta
Association of Registered Occupational Therapists, 1990; Benson & Clark, 1982;
Dunn, 1989; Law, 1987), therapists have not made much progress in constructing and
validating the instruments on which they must rely (Campbell, 1989). However,
among occupational therapists, there has been a general increase in the awareness of the
necessity of establishing acceptable Jevels of reliability and validity of the inferences
drawn from the scores yielded by the instrument (Smith, 1992).

Literature in the area of measurement in occupational therapy shows two
methodological weaknesses that are common to the majority of the validation studies
reported. First, many authors advocate a “classical" model of validity (American
Psychological Association, 1954) which assumes a fragmented concept of “validity”
(for example: Deusen, Shalik, & Harlowe, 1990; Exner, 1993; Katz, Itzkovich,
Averbuch, & Elazar, 1989; Mathiowetz, 1993: Rothman, Hedrick, & Inui, 1989;
Wood-Dauphinee, Opzoomer, Williams, Marchand, & Spitzer, 1988). Many
measurement experts and theorists have demonstrated the major problems encountered
when dividing validity into content, criterion, and construct components (Crocker &
Algina, 1986; Cronbach, 1988; Messick, 1989; Shepard, 1993). First, there is an
inherent and substantial overlap among the different types of validity. Second, the

different components are not independent of one another. According to more recent
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thought, a unified concept of validity (APA, 1985; Cronbach, 1984, 1988; Messick,

1980, 1989) is a more comprehensive and logical replacement for the traditional
"trinity" concept. The unified concept does not merely impose the centrality of
construct validity as the ultimate goal of validation to which evidence from various
sources is gathered. Rather, it secures a basic presupposition of test validation as a
research process involving the meaning, theoretical underpinnings and relationships,
interpretations, inferences, and implications for action of test scores in use. One does
not validate an instrument once and for all. Rather, one investigates the validity within
the theoretical context of interpretation and use.

The second methodological weakness is that exclusive emphasis has been put on
relying on “statistical” methods to gather evidence of validity, especially in
establishing evidence of “criterion validity™ (for example: Edwards, 1990; Evans &
Salim, 1992; Filienbaum & Smyer, 1981; Houston, Williams, Bloomer, & Mann,
1989; Primavera, Novello, Finocchi, Canevari, & Corsello, 1990; Tombaugh &
Mclntyre, 1992). Under the notion of the "statistical" concept of validity, validity
coefficients reported are predominantly criterion and predictive in nature. The
coefficients, computed by correlational procedures, would be different when data
collected for establishing evidence of validity are gathered under different conditions.
Factors external to the test and tested individuals, such as differences in clinical
settings, time of testing, and slight changes in administrative procedures, are ali known

to produce different validity coefficients (Gulliksen, 1950; Meehl & Rosen, 1956). In
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other words, the validity of a test does not merely tap “true scores" or traits of
individuals. Instead validity is influenced by other factors extraneous to the test that
were never intended or claimed by the test developer. Moreover, the computation of
correlation coefficients to describe relationships between test constructs is too
superficial. Two sets of unrelated data (representing two unrelated constructs) could,
in fact, correlate highly with one another. For example, cognitive functioning and
height of children are known to be independent of each other. However, in a normal
develo nental process, cognition and height of children are found to be positively
corr  d since they both increase naturally with age.

Loevinger, as early as 1957, stressed the importance of gathering trait-oriented
evidence and using more in-depth approaches to investigate the validity of tests. In
recent years, authors in measurement have reiterated the notion that empirical
relationships are necessary, but not sufficient, to establish validity of a test score
inference (Cronbach, 1988; Shepard, 1993). More vigorous strategies such as factor
analysis (Loevinger, 1957; Messick, 1989), multitrait-multimethod analysis (Campbell
& Fiske, 1959), path analysis and structural equation modeling (Puderbaugh & Fisher,
1992), expert judgement by panel review (Betz & Weiss, 1976; Carswell, Carson,
Walop, & Zgola, 1992; Ebel, 1967; Thom & Deitz, 1989), protocol analysis of test
process (Ericsson & Simon, 1985; Meyers, Lytle, Palladino, Devenpeck, & Green,

1990), and meta-analysis (Cohen, 1977; Ottenbacher & Barrett, 1990; Ottenbacher &
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Tomchek, 1993) are recognised as powerful strategies to establish "content-related" and

"criterion-related" evidence of construct validity.

In occupational therapy, the fragmented “ classical” model of validity and the
nstatistical” method are still the “gold” standards guiding practitioners in carrying out
test validation. The author argues that the "myths" of the notion of validity in
occupational therapy may be attributed to the lack of a thorough understanding of the
underlying concept, and the lack of rigorous strategies by the field for establishing
evidence of construct validity of test use and interpretation. In view of these problems,
it is the purpose of this study to apply Messick's (1989) model of validation, an in-
depth and comprehensive approach, to the evaluation of the COPM in occupational
therapy.

Messick's Concept of Validity - Toward a Validation Model

Messick's (1989) unified concept of validity has emerged from an educational
and psychological measurement context. 1t has not been widely applied to evaluate the
interpretation and use of clinical assessment tools in occupational therapy. The
application of Messick's model of validation to the COPM is thought to be appropriate
for two reasons. Firstly, as with other clinically-based disciplines, occupational
therapists assess clients and interpret these assessment results for well defined purposes.
Secondly, the assessment results on which occupational therapists make their decisions

have an impact upon clients, their fami" ana society in general.
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Messick (1989) defines validity as "the degree to which empirical evidence and
theoretical rationales support the adequacy and appropriateness of interpretations and
actions based on the test scores” (p.13). His definition reflects a few underlying pre-
suppositions on the notion of validity. Messick makes these claims about validity:

1) Validity is a scientific concept, and validation uses the natural science
approach. The concepts of research design, hypothesis testing, and
theory testing are applicable to the process of validation.

2) Validity is a unitary concept which needs the convergence of evidence
both from empirical and theoretical sources.

3) Validity exists along a continuum, and should be described in terms of
degree rather than all or nothirg. Hence validity has an evolving
property and validation is a continuing process.

4) Validity is associated with the interpretation and use of the test score but
not the test itself.

5) Validity should be extended beyond test score meaning to include
relevance, utility, value implications, and social consequences.

Miessick proposes two dimensions of validity that interact with each other as
shown in Figure 2.1. The first dimension is the source of justification for testing. Itis
divided into appraisal of evidence (“ evidential basis™) and of consequences
(“consequential basis™). The “evidential basis” refers to the collection of validation

evidence by various techniques such as correlational and experimental methods. The
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“consequential basis” addresses the issue of values and the implications associated with
the test, testing process, and test results. The second dimension encompasses the
function and outcome of testing: test interpretation and test use. Test interpretatior.
refers to the purpose of using test results to describe a person, such as an individual's
independence level and performance. Test use, on the other hand, refers to decision
making based on an interpretation of test results, for example, to assign a client to a
particular remedial program or discharge a client from an institution.

Figure 2.1

Messick's Facets of Unified Validity

TEST TEST USE
INTERPRETATION
EVIDENTIAL Construct Validity Construct Validity
BASIS + Relevance / Utility
CONSEQUENTIAL Value Implication Social Consequences
BASIS

Note. From Messick (1989).

Messick (1989) does not abandon the concepts of “content”, “criterion”,
“gtructural”, and “substantive™ validity in his unified model. He has incorporated the

ideas of prominent writers in measurement such as Cronbach (1971) and Loev. -ger
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(1957) in his reformed validation model and has integrated the aforementioned
concepts. Under the new model, various classes are regarded as sources and
components of evidence which are « subsumed under the rubric of construct-related
evidence™ (p.20). The term “construct validity™ retains its original meaning from the
classical model, but also includes the evidence and rationale supporting the
trustworthiness of meaning of scores in terms of explanatory concepts that account for
both test performance and relationships with other variables.

As indicated in Figure 2.1, the evidential basis of test interpretation is construct
validitv. The evidential basis of test use is also construct validity, but it is specified
further to include evidence for the relevance of tie t2st to its particular purpose, and for
the utility of the test in the applied setting. The consequential basis of test
interpretation is the appraisal of the value impiications of the construct label, of the
theory underlying test interpretation, and of the theoretical implications in which the
theory is embedded. Finally, the conseq,:ential basis of test use is the appraisal of both
petential and actual social consequences of ihe testing process.

Basically, Messick’s model of constr:ct validity is comprised of various
sources of evidence including content-related, substantive, structural, and external
components (Messick, 1989). Figure 2.2 shows a diagramatic representation of
Messick’s model of validity. The first three components can be grouped as internal to
the test construct. They reflect all aspects of taeory such as the expected interrelations

among dimensions of the construct and the processes believed to underlie test
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performance (Shepard, 1993). The external component establishes evidence of the

relation of the intended construct to other constructs.
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Figure 2.2

Messick's Components of Construct Validity

Test Domain Nontest Domain

] Conlent |e—d—————Relevanceircpresentativeness ———1—* Content-piocess
_____ ( consisiencies

Substantive |
| component /
™ ftlemortask |  veet I Pertormance processes |

2 \
| response et | {ransisiales/ |

| consistencies I behavioral classes) |
e s o= e wm o J ——————————

on

Construct
epresentat

{ '
Trait validity

|

F=———— . wal
Nomological validily = | Related constructs

| Testscores ! R I e totimi -
| ERRPRPR Criterion-refated ——————] Appted crteria )

Multiple measures of construct J_*' /

Nomothetic span

External component

Note. From "Validity." by S. Messick. in Educational Measurement (3rd ed., p.50)

edited by R.L. Linn. 1989. New York: American Council on Education and
Macmillan. Copyright 1989 by the American Council on Education and Macmillan.

Reprinted by permission.
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Content-related Evidence of Construct Validity

Content-related evidence involves the specification of the nature and boundaries
of the construct domain as well as the appraisal of relevance and representativeness of
the test items with respect to the construct domain. The prerequisite of this source of
evidence is to have a well-defined theoretical construct base on which the instrument to
be validated is built. The non-test domain sets the boundaries for the expected
behavior tested by the instrument. The behavior constituting the test domain should be
sampled from the universe of behavior constituting the non-test domain. For example,
the construct of occupational performance sets the parameter and content for the
COPM to test clients’ performance in the areas of self-care, productivity, and leisure
activities (CAOT, 1991). The relevance and representativeness of the test domain,
either test items or test behavior, can then be judged in relation to the non-test domain
representing the theoretical construct.

According to Messick, the appraisal should take into account the testing
procedures that significantly affect test performance including underlying processes,
administrative conditions, and criteria for item scoring. A common strategy used in
collecting evidence is to apply a consensual expert judgement approach in which the
relevance and representativeness of the content and method of assessment are
evaluated. In this study, a panel review of practising therapists was the method used to
collect evidence of content-related validity. The method of panel review will be further

discussed in a later section of this chapter.
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Substantive Evidence of Construct V:lidity

Messick uses Loevinger's (1957) definition in conceptualizing the substantive
component of construct validity as “the extent to which the content of the items
included in (and excluded from) the test can be accounted for in terms of the trait
believed to be measured and the context of measurement” (p.97). Besides content
relevance, the inclusion of particular test behavior in a test is judged by its “empirical
response consistency™ . In other words, different items or test behavior in an
instrument should tap the behavior or performance under a unitary construct, for
example, occupational performance not perceptual or cognitive skills of clients.
Henceforth, responses of the clients being tested will be consistent in items or test
behavior.

There are se seral different techniques used to quantify the substantive
component of construct valid't, . These are: 1) the convergent-discriminant strategy
which uses tests of similar and dissimilar constructs and formats to correlate with the
intended instrument (Messick, 1989); 2) protocol analysis which investigates the
underlying mental processing of clients to justify the unobservable test behaviors
purported to underlie the test construct (Ericsson & Simon, 1980; Meyers, Lytle,
Palladino, Devenpeck, & Green, 1990); 3) other explorative and quantitative m:..hods
which include factor analysis, structural equation modeling, and path analysis

(Messick, 1989). In this study, protocol analysis and convergent-discriminant methods
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were used to gather evidence of substantive validity of the COPM. Details of these
two methods will be further elaborated in later sections of this chapter.

Structural Evidence of Construct Validity

Structural validity refers to evidence gathered on the internal structure of a test
and is divided into two facets: the fidelity of the scoring model to the test construct and
the degree of inter-item structure (Messick, 1989). Structural fidelity, using
Loevinger's (1957) term, is “the extent to which structural relations between test items
paralle! the structural relations of other manifestations of the trait being measured”
(p.97). An example to illustrate structural fidelity is the Klein-Bell ADL Scale (Klein
& Bell, 1979). This scale consists of several sub-scales for each arez of self-care
functions such as dressing and feeding. Structural fidelity applies in determining the
appropriateness of either interpreting the sub-scales as such, or of looking at the
composite scores by aggregating the sub-scale scores. Inter-item structure refers to the
relationships among various items or test behaviors in terms of the scoring system,
assignment of item weight, and the computation of the final scores. Evidence is
gathered on whether the item scores, sub-scale scores, and final scores of an instrument
reflect the test construct. Other issues such as the method of discriminating among
subjects by either norm-referenced or criterion-referenced standards, and the use of
cumulative versus ¢« models are also relevant to inter-item structure. Various
methods were used in this si\dy to est:blish evidence of structural validity including

quantitative item analysis and panel review,
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External Evidence of Construct Validity

The external component of construct validity requires evidence of how the test
construct relates to both similar and dissimilar constructs external to the instrument.
This component is further divided into two parts, namely trait validity and nomological
validity. Trait validity, according to Messick, deals with the fit between measurement
operations of a test and the conceptual formulation of the test construct. The multi-trait
multi-method technique (Campbell & Fiske, 1967) is the method commonly used to
investigate these relationships. The assumption of trait validity is that the measurement
of a test construct should not be tied to a particular method of tapping test behavior.
That is, the test behavior obtained through different formats, such as direct observation
and a self-rating scale, should yield the same interpretations for both test performance
and test scores. As a consequence, the correlation among measures of the same
construct using different test formats should be high, and should be higher than the
correlation of different constructs using the same format and different constructs using
different formats.

Nomological validity is based on the notion that the theory of a test construct
should prescribe the predicted links between the test scores and measures of other
constructs. In other words, the basis of nomological validity assumes that “no single
test is a pure exemplar of the construct but contains variance due to other constructs
and method contaminants™ (Messick, 1989, p.48). Similar to trait validity,

nomological validity is commonly illustrated by the multi-trait multi-method technique.
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Different from trait validity, the evidence of nomological validity is derived from the
correlations between the test under validation and somne other tests. Such a quantitative
approach enables the differentiation of “shared™ variance ‘ism "ur.shared” variance
based on which aspects of construct meaning derived from the sraret and unshared
parts can be explained. In order to simplify the terminology used in this dissertation,
the trait and nomological validity are regarded as “ criterion-related validity™.
Correlational methods using the concepts of multi-trait multi-method will be used to
investigate the criterion-related validity of the COPM in this study.
Summary

Messick's unified concept of validity is new to occupational therapists.
However, in the field of psychology and education, the change from the tri-partite
model to the present unified model has been widely debated by theorists and
practitioners. Despite the fact that there are still contentious issues about Messick’s
model (Shepard, 1993), such as whether different facets of validity should be
identified, and whether the so-called social consequences of test use should be included
as part of validity, the integrated concept of validity is thought to benefit the theory
development and practice of occupational therapists. Messick's model gives a firm
theoretical background for validity and validation which researchers and practitioners in
occupational therapy can use to build their own models of test construction and
validation. Based on Messick's model of validation, strategies used for collecting and

analyzing the data in this study were panel review (Thomn & Deitz, 1989), protocol
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analysis (Anderson & Bower, 1973; Simon, 1979), and the multi-trait multi-method

(Campbell & Fiske, 1959).
Strategies of Establishing Evidence of Construct Validity

Researchers and theorists in occupational therapy have stressed the need to use
new evaluation methods to validate assessment tools, such as Rasch analysis (Fisher,
1993; Law, 1993), factor analysis (Deusen, Shalik, & Harlowe, 1990; Wood-
Dauphinee, Opzoomer, Williams, Marchand, & Spitzer, 1988), vigorous analysis on
theory-driven assessments (Dunn, 1993; Fisher & Short-DeGraff, 1993), multi-
dimensional scaling (Ottenbacher & Cusick, 1993), and the employment of expert
panel review (Carswell, Carson, Walop, & Zgola, 1992: Thorn & Deitz, 1989). The
effort and needs should be coupled with a better understanding of various common
techniques that are used to gather evidence of construct validity. Although many of the
techniquaes require some knowledge in measurement and statistics, the information
presented here for the panel review, protocol analysis and multi-trait multi-method
matrix will be at a conceptual level.

Expert Judgement by Panel Review

Panel review is a common method that is used by researchers to gather content-
related evidence of construct validity. It is one of the best known strategies that
occupational therapists have applied to the construction and validation of clinical
assessment instruments. For example, Exner (1993), in constructing the In-Hand

Manipulation Test (IMT), set up two expert panels composed of occupational therapists
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to assess the “content validity™ of the test. She reported that the test's table of

specifications and other information about the test were initially revised based on the
feedback from the first panel (of 12 occupational therapists). The second panel's
members (consisting of 24 therapists) were asked to review the content of the test by
watching videotapes which showed the actual testing process.

The prerequisite i a panel review is a clear test domain and a table of
specifications for the instrument of validation. Judges in the panel are asked to
evaluate the instrument against pre-determined criteria. The review criteria are not
limited to the relevance and representativeness of objectives in the table of
specification, but they also related to testing procedures, administrative conditions, and
criteria for item scoring (Messick, 1989). Raters or reviewers often use the criteria in
the form of a rating scale. The rating scale can be in a nominal format, such as +1.00
for congruence and -1.00 for incongruence, or in an ordinal format, with irrelevant (1)
to relevant (5). Content-related evidence is usually derived from the degree of
agreement among the raters or reviewers. Many indexes of agreement - percentage of
agreement (McDermott & Watkins, 1979), chi-square (McCall, 1975), kappa statistics
(Cohen, 1960), and item-objective congruence (Thomn & Deitz, 1989) - have appeared

useful,
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Protecol Analysis

Messick (1989) suggests a few methods to analyze the processes underlying test
items or task performance. Protocol analysis is regarded as the most prominent among
these methods. It is noteworthy that protocol analysis is seldom used by occupational
therapists in validation studies. Analyses of testing processes contribute io the
substantive and structural validity of the test interpretation and use. In protocol
analysis, individuals are asked to think aloud during task performance or to describe
retrospectively the procedural steps they employed. The verbal reports are then
analyzed by some form of discourse analysis. Protocol analysis can be applied to
performance assessments such as assessing the ability of clients to perform self-care
activities, and self report assessiments such as assessing degree of the satisfaction and
role performance of clients.

Protocol analysis was developed from an information-processing theory in
cognitive psychology (Anderson & Bower, 1973; Simon, 1979). The theory postulates
a transformation pr. .<ss which underlies protocol analysis (Erisson & Simon, 1980).
First, the theory suggests that a cognitive process can be depicted as a sequence of
internal states which are transformed successively from a series of information
proce.ses. The theory goes on o postulate that each successive state can be largely
described in terms of a small number of information structures, or chunks. These
pieces of information are attended to or are available in the short term memory store

(STM) of an individual, and can be retrieved through verbalizations. Based on this
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theoretical framework, the verbal protocols of individuals can reflect the ongoing
cognitive processes when they are working on different tasks.

The ideal method to gain information about respondents’ information processes,
according to Ericsson and Simon (1985), is to ask the respondents to "think aloud"
while they are working on tasks. Instructions, such as “I want you to tell me what you
are doing or what you are thinking about while attempting to prepare a menu for
tonight's dinner” or “...tell me what you are thinking about while you are deciding the
importance of you preparing a meal for yourself”, are given at the beginning of or
during the assessment. An alternative method is to ask the respondents to report their
thought sequences verbally just after tasks have been completed. Instructions such as
“how did you complete this menu for tonight's dinner?” or “how did you decide that
preparing a meal is very important to you?" are given immediately after the clients
finish the tasks. According to Ericsson and Simon (1980), the retrospective strategy is
Jess desirable because of the possibility of clients reconstructing their thoughts. The
longer the time lag the less reliable the report because the clients’ short term memory is
not being accessed directly.

In both of these verbal reporting methods, clients are asked to verbalize their
thoughts as they emerge without trying to <xplain, analyze, or interpret those thoughts.
Interviewers can use both directed and undirected probing to elicit more information
from the clients. The choice of probes should be relevant to the context of the tasks

and the type of evidence that researchers want to establish. Interviewers can record the
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verbal report by writing verbatim or audiotaping. Qualitative content analysis after
systematic coding of the verbal reports is a common strategy used to analyze the data
gathered. Evidence on the consistency between the processes underlying the test items
and test behavior produced by clients and those postulated by the test construct on
which the clinical instrument is built can then be examined. There is one general
drawback with this method: protocol analysis has the potential to produce inconsistent
information (Ericsson & Simon, 1980). First, the information revealed in the verbal
report may not be identical with the information in STM because of retrieval errors
made by the respondent. Second, the respondent may have a tendency to fill out and
generalize incomplete memories, particularly in recall situations. Third, this strategy is
not suitable for tasks requiring rapid mental processes. As a consequence, clinicians
utilizing protocol an ysis should make use of their clinical judgement, observational
skills, and ability to probe or question to ensure the quality of information gathered.

Multi-trait Multi-method Matrix

The multi-trait multi-method matrix is another well-known method used to
gather evidence on the substantive and external components of test validation (Messick,
1989). The method was developed by Campbell and Fiske (1959, 1967). It is built on
the concept of convergent and discriminant validation. This method is said to be
superior to a monotrait-monomethod approach because:

Any single operation, as representative of concepts, is equivocal.... The

addition of a second viewpoint, as through binocular parallax, greatly
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reduces this equivocality, greatly limits the constructs that could joiutly

account for both sets of data. (Campbeil & Fiske, 1967, p.129)
The multitrait-multimethod technique (Campbell & Ficke, 1959) is used to determine
the extent to which the scores of an instrument are correlated with the scores from
other tests of varied test constructs and test formats. Various hypotheses are
formulated: 1) the correlations of the scores on the validated instrument with the scores
from tests measuring similar traits but by different formats/methods are high (known as
convergent validity); 2) the correlations of the scores on the validated test and the
scores from tests of similar traits using different formats/methods are higher than the
correlations between those measuring different traits using the same formats/methods
(known as discriminant validity) and are higher than those measuring different traits by
using different formats/methods; 3) the pattern of correlations among traits should be
similar for the same and different methods; 4) the correlations between the scores of a
test and itself (known as reliability coefficients), including the instrument of validation,
should yield the highest values. Campbell and Fiske suggest that such a method is
good for a smaller sample size. In all cases, it is necessary to include at least two
independent traits, each measured by at least two methods.

In the occupational therapy literature, the use of the multitrait-multimethod
technique has bzen rare. In a partial approach, Rothman, Hedrick, and Inui (1989)
used the concepts of convergent and discriminant validity to study the relationship of

the Sickness Impact Profile with the health indicators such as the Index of Activities of
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Daily Living, Barthel Index, Life Satisfaction Index Z, and the Philadelphia Geriatric

Centre Morale Scale. Their findings suggested high correlations between the Sickness
Impact Profile, and the Barthel Index (r= .95) and ADL index (r= .74). In contrast,
the correlations between the Sickness Impact Profile and two other psychological well-
being measures were low and in an opposite direction (r=-.31 with the Life
Satisfaction Index Z and r=-.40 with the Philadelphia Geriatric Centre Morale Scale).
In the analysis of the comprehensiveness of the Sickness Impact Profile, Rothman et al.
concluded that some of the items in the Sickness Impact Profile present the dimensions
of behavior assessed by the two functional assessment instruments, which is convergent
validity. However, they did not provide detailed comments on the discriminant
validity, that is, the difference between the constructs of "sickness" and "satisfaction
and morale”. Further explanations on the discriminant validity would help illuminate
the uniqueness of the instrument and the unshared variance due to differences in

constructs.
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Conclusion

Messick's (1989) cencept of validity and validation provides a unified,
comprehensive, and in-depie ot to guide evaluation of a test score and its
interp:ctation. However, Messick's model of validation has not been applied to the
practice of occupational therapy and other rehabilitation professions. Instead of making
significant changes te ¢z notion of validity, Messick's model redresses and integrates
various concepts of several prominent theorists in the measurement field. Its approach
to validation is a summation of various strategies and statistical techniques that have
been frequently utilized in previous validation studies. The strengths of Messick's
model of validation are that 1) it unifies the concept of validity and conceptualizes the
evidence of validity of test results are gathered from various sources; 2) it brings the
consequences of test interpretation and use into the notion of validity which has
previously remained untouched; and 3) it balances the focus of validation on both
internal and external properties of an assessment tool which has rectified the ill-formed
concept of having "criteria" as the gold standard.

vValidation of the COPM in this study used Messick's model as 2 blueprint to
guide the process and strategies in gathering evidence from different sources. Equal
emphasis was placed on each of the various components including content-related,
substantive, structural, and, criterion related evidence of validity. The major weakness

of this study is the lack of consequential evidence. Due to the limited scope inherent in
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any single study, the validation process only concentrated on two cells of Messick’s

four-cell model.
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CHAPTER 111

METHOD OF INVESTIGATION

Introduction

This chapter describes the strategies for collecting evidence of construct
validity of the COPM. It begins with a description of the sample and the
recruitment method. This is followed by a description of the instrumentation, the
design of the validation process and the data collection procedures.

Sample and Sampling Method

The population with which evidence of construct validity of the COPM was
established using adult clients with physical disabilities who were receiving
occupational therapy programs through the Glenrose Rehabilitation Hospital in
Edmonton, Alberta. The sample consisted of clients selected from two diagnostic
groups: restorative orthopedics (Orthopedic) and cerebral vascular accidents
(Stroke). The decision to use diagnosis as a grouping variable was based on the
assumption that clients in the same diagnostic group were mostly likely to manifest
similar forms of physical disabilities (World Health Organization, 1980) and,
hence, similarity in tneir hospital length of stay, physical capabilities, clinical
manifestations, treaiiiient rationales, and occupational therapy programs could be
expected (Hopkins & “.aith, 1988; Trombly, 1988). Nevertheless, clients from

the same diagnostic groups zre likely to possess different personal characteristics
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such as social, cultural, and financial backgrounds. Classification of clients b7 “ed
on diagnosis enhanc " *he within group homogeneity. It was hoped that this
homogeneity would yield data that werc unconfounded by a wide range of
extraneous »ariables associated with the disar ility of these clients, thus allowing
stronge- inferences to be made from the resu of the study (internal validity).

The use of only two diagnostic groups in the sresent study also allowed the process
of dat: ~ollection to be standardized withi: groups, yet allowed meaningful
between-group comparisons between th orthopedic and stroke clients.

Another purpose of se’=ct'ag the orthopedic and stroke diagnostic groups
was to increase the generalizability of the evidence generated in this study. The
more the differences (as mentioned previously) between clients in the two groups,
the greater the between-group heterogeneity. Hence the higher the possibility of
generalizing the results of the study to clients with other kinds of disabilities.
Given the suggestion that the COPM possessed universal utility for all disability
groups (Law et al., 1991), using two diagnostic groups with very different clinical
and functional characteristics was aimed at challenging this claim.

The following selection criteria were used to identify potential clients for
the study. The clients:

1) were admitted to the hospital and belonged to either an orthopedic or

stroke group,

2) were over 17 years of age;
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3) were receiving occupational therapy at the period of data collection;

4) had no cognitive or communicaticn disorders that affected their
judgement and problem solving abilities (as screenec hy tae
Neurobehavioral Cognitive Status Examination); and

3) voluntarily gave their consent to participate in the study.

Clients who had either significant cognitive or communication disorders as
identified by the screening test (stated in criterion 4) or did not complete the
programs provided by the hospital's < ccupational therapy department were
excluded from this study.

The sample size for each diagnostic group was set at 30 yielding a total
sample size of 60. Although neither power and effect size analyses had been done,
30 clients per group is generally accepted as an adequate sample size in clinical
research (Portney & Watkins, 1993). Selection of clients followed a non-
probability convenience sampling method (Smith & Glass, 1987). This sampling
method was used because the number of clients was comparatively small in each of
the hospital’s diagnostic groups. The lack of full freedom in selecting and
scheduling cliei:s 101 conducting the assessments and interviews for the study due
to clients’ commitments to their own clinical routines also limited the choice of
other sampling methods such as systematic and stratified random sampling.

All clients with the diagnosis of either orthopedic problems or stroke and

who were refc-red for occupational therapy during the period of this study were
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screened for their suitability. The screening of clients using the Nenrobehavioral
Cognitive Status Examination (Northern California Neurobehavioral Group, 1988)
and other inclusion criteria was carried out for eact clier: by his/her case therapist.
Once the clients were identified as suitable for the study, the case therapists
scheduled assessment sessions and implemented the various assessments and
interviews in accordance with the study protocol.
Instrumentation

In this section, the instruments and their psychometric properties used for
establishing the criterion-related validity in the present study are reviewed. The
characteristics of the Canadian Occupational Performance Measure were | . J1ssed
in Chapter 11 and will not be repeated here. The instruments are described in the
following order: the Neurobehavioral Cognitive Status Examination, the Role
Checklist, the Satisfaction with Performance Scaled Questionnaire, the Klein-Bell
ADL Scale, and the Functional Independence Measure.

Neurobehavioral Cognitive Status Examination

The Neurobehavioral Cognitive Status Examination (Northern California
Neurobehavioral Group, 1988) is a screening tool. It was used to identify clients

who were cognitively impaired. According to the Test Manual for the NCSE, the

criterion cut-off scores are set for each of ten sub-scales. Clients who scored

below the cut-off scores, indicating cbvious cognitive impairment, were excluded



from the study. This test generally takes about 15 to 30 minutes to administer
(Cammermeyer & Evans, 1988).

The NCSE is designed to assess the intellectual functioning of clients in five
major ability areas: Language, Constructions, Memory, Calculations, and
Reasoning (Northern California Neurobehavioral Group, 1988). Attention, Level
of Consciousness, and Orientation are assessed independently. Language has four
separate subsections: Spontaneous Speech, Comprehension, Repetition, and
Naming. Reasoning has two subsections: Similarities and Judgement.

The instrument uses a screen and metric approach. The results of the test
are presented in terms of cognitive status profiles with reference to the various
ability areas assessed. In four of the five ability areas (the Memory subtest is
excluded), a client is first presented with a “screen” item which taps a criterion-
referenced level of certain ability. If the client passes the screen item, the ability
involved is assumed normal and no further testing is done in that subtest. If the
client fails the screen item, the examiner then administers the “metric” items of
that subtest which were constructed with increasing difficulty. Performance on the
metric items of a subtest determines whether and to what degree a particular ability
is impaired.

The NCSE has been normed for three different age groups (Kiernan,
Mueller, Langston, & Van Dyke, 1987). According to the standardization data,

specific cut-off scores are assigned to different subtesis. Scores above the cut-off
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(e.g., a score of 10 on the Memory subtest) are classified as within the average
range. Scores below the cut-off scores are further classified into mild, modcrate,
and severe cognitive dysfunction.
Reliability of NCSE

The review of the literature on the NCSE did not provide much information
on the reliability of the instrument. Kiernan et al. (1987) suggested that the usual
reliability criteria did not apply to the NCSE based on the fact that healthy clients
should perform almost perfectly on all the subtests of the instrument. They further
commented that the test and retest method was not meaningful due to this ceiling
effect. The authors also specified the inappropriateness of using a split Lalf
method because of the smail number of items that the NCSE contains. This was
regarded as a drawback when using the instrument in this study. However, in
view of its high sensitivity to detect clients with cognitive impairment, the
screening tool was used in this study.

Validity of NCSE

The NCSE was found to be more sensitive in the detection of cognitive
dysfunction and had a significantly lower false-negative rate than the Mini-mental
State Examination (MMSE) and the Cognitive Status Examination (CCSE)
(Schwamm, Van Dyke, Kiernan, Merrin, & Mueller, 1987). The false-negative
rate of NCSE was reported as 7% in identifying clients with central nervous system

lesions that were confirmed by computer tomography, magnetic resonance



imaging, or biopsy. The sensitivity of the instrument was derived from two
features of its design: the use of independent tests to assess skills within five major
areas of cognitive functioning and the use of graded tasks within each of these
cognitive domains.
Use in .his Study

The NCSE was used in the present study as a screening tool te identify
clients who were cognitively impaired. The assessment was conducted by clients’
case therapists. Clients were not selected for the study if they scored below the
cut-off scores as defined by the test.

Role Checklist

The Role Checklist is used to measure the perceived role incumbency of the
clients and the degree to which each role is valued by clients (Oakley, Kielhofner,
Barris, & Reichler, 1986). The Role Checklist was built on the model of human
occupation (Kielhofner, 1985) which shares a similar construct with the model of
occupational performance.

The Role Checklist uses a paper and pencil format (Appendix II). It elicits
the client’s perceived role incumbency in ten roles along a temporal continuum
(Oakley et al., 1986). The instrument requires about 15 minutes to complete and

may be done with or without one-on-one supervision from therapists.
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Reliability of Role Checklist

To estimate the test and retest reliability of the Role Checklist, Oakley et
al. (1986) administered the instrument to 124 subjects on two separate occasions
(either 1-4 weeks or 5-8 weeks). The percentage of agreement of subjects’
responses between the two occasions for each of the ten roles ranged from 76% to
94% (n=87) for the 1-4 week group and 79% to 93% (n=37) for the 5-8 week
group.

validity of Role Checklist

Oakley et al. (1986) presented little evidence with respect to the validity of
the Role Checklist. The authors used a panel composed of occupational therapy
graduate students, faculty members, and practising therapists to evaluate the
relevance of the proposed role taxonomy. No detailed results of the review were
reported. The instrument was also field tested on a group of clients in an inpatient
psychiatric program. Again, results of the field study were not presented. Oakley
et al. noted that the comments gathered from the panel review and field testing had
been considered and subsequent changes had been made to select appropriate roles

and modify the role definitions in the instrument.
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Use in this Study

The COPM (Problem Definition and Problem Weighting) & 1d the Role
Checklist use diiierent methods to measure life roles and role expectations of the
clients; i.e., a semi-structured interview versus paper-and—pencil tasks.

Conve gent validity was expected to be established by comparing the results of the
two instruments. The evidence gathered through content analysis of the data would
therefore contribute to the substantive validity of the COPM.

Satisfaction with Performance Scaled Questionnaire

The Satisfaction with Performance Scaled Questionnaire (Yerxa, Burnett-
Beaulieu, Stocking, & Azen, 1988) is a 46-item questionnaire used to measure
clients' satisfaction with iheir performance of independent living skills (Appendix
III). According to Yerxa and colleagues, independent liviny skills are
operationalized in two dimensions - tasks related to home management and tasks
rela -d to social/community problem solving. The SPSQ consists of a 24 item
home management subscale and a 22 item social/community problem solving
subscale. The home management subscale has 24 common household tasks, such
as “nake a bed” and “put clothes on hangers”. Clients are required to quantify
the proportion of time (0, 25, 50, 75 and 100%) that they feel satisfied with the
way they have performed the listed tasks. The same rating method is used for the
social/community problem solving subscale with items such as “socialize with

other persons” and “find and use other social activities™.
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Reliability of SPSQ

Yerxa et al. (1988) reported that the internal consistency of items, based on
the responses from 50 subjects, was .97 for the home management subscale and
93 for the social/community problem solving subscale (a split-half method of
estimation).

Validity of SPSO

Content validity of the SPSQ was established by correlating the scores on
the SPSQ with the scores on overall life satisfaction. Clients’ overall life
satisfaction was measured by a single item by which clients rated their satisfaction
on a 3-point scale. The product-moment correlation coefficient was .62 (p <.01)
for the social/community problem solving subscale and .44 (p<.05) for the home
management subscale (Yerxa & Baum, 1986). Significant relationships were also
found between satisfaction with an activity an. self-perceived independence in
performing the activity. Evidence on the construct validity of the SPSQ was
collected in a study comparing 15 commurity based clients with spinal cord
injuries with 12 non-disabled cohorts matched for age, sex, ethnicity, and
community of residence. The clients with spina! cord injuries scored significantly

fower than the non-disabled cohorts on both scales of the SPSQ.
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Use in_this Study

The SPSQ was not built on a client-centred model and does not take a
respondent’s life roles and role functions into account. Moreover, it does not
include an evaluation of a client’s performance. Hence, convergent relationships
were expected between clients' scores on the SPSQ and their scores on the
Satisfaction sub-scale of the COPM. In contrast, clients’ scores on the SPSQ were
predicted to be relatively unrelated to the scores on the Performance subscale of
the COPM (discriminant validity).

Klein-Bell ADL Scale

The Klein-Bell ADL Scale (Klein & Bell, 1979) measures clients’
performance in terms of the degree of independence with reference to a well
defined set of self-care activities (Appendix 1V). There are a total of 170 tasks
classified under six areas of self-care activities. The six subscales are: eating,
dressing, mobility, bathing, elimination, and communication. The 170 tasks were
selected based on expert panel reviews composed of health care professionals.
This instrument was not built on a client-centred model, and it uses performance
and observational formats. According to the Test Manual (Klein & Bell, 1979),
clients to be assessed are asked to perform pre-determined self-care tasks while the
therapists observe and rate their performance. Responses to items use a

dichotomous scale of “able™ and “unable™ to perform.
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Reliability of the Klein-Bell ADL Scale

The inter-rater reliability was estimated using six pairs of raters. Across all
items on 20 patients, 92% agreement was achieved (Klein & Bell, 1979).

Validity of the Klein-Bell ADL Scale

The only evidence on predictive validity was provided by the Klein and
Bell. A Pearson product moment correlation coefficient of -.86 (p <.01) was
reported between scores on the instrument and the number of hours per week a
person required assistance Guring a five- to ten-month period after discharge (Kliein
& Bell, 1982).
Use in this Study

For the purpose of this study, the Klein-Bell ADL Scale was modified to
form a performance checklist. Case therapists completed the checklist based on
their clinical observations of and professional judgement about clients’ functional
performance. The checklist took about 3G minutes to complete.

The Klein-Bell ADL Scale had ~ual relations with the COPM. The Klein-
Bell ADL Scale has a similar construci (measuring clients’ performance in self-care
activi‘ies) but different methods (expert judgement versus self-report) when
compared to the COPM. Convergent validity was expected between the scores of
the clients on the Klein-Bell ADL Scale and the Performance subscale scores on
the COPM. In contrast, divergent validity was expected by the scores on the

Klein-Bell ADL Scale and the scores on the Satisfaction subscale of the COPM.
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The Functional Independence Measure

The Functional Independence Measure (FIM) (Granger, Hamilton, &
Sherwin, 1988) is a well known instrument used in many clinical settings to
measure clinical outcomes and effectiveness of rehabilitative services (Appendix
V). According to Granger and his associates, the FIM was constructed to quantify
severity of disability, functional status, and burden of care of clients receiving
rehabilitation services. The instrument is based on 18 critical tasks and attributes
that clients need to accomplish in order to function independently. It adopts a
multidimensional concept of functional capability (Granger, Hamilton, & Sherwin,
1988; Shah & Cooper, 1993). The 18 items are organized under six categories of
general functions of clients, namely self-care, sphincter control, mobility,
Jocomotion, communicaiion, and social cognition (Hamilton, Granger, Sherwin,
Zielezny, & Tashman, 1987). All the items are divided into two subscales, namely
the motor subscale (the 13 items of the first four categories) and the cognitive
subscale (the 5 items of the communication and social cognition categories).
Rehabilitation professionals observe and rate their clients on each item with a
seven-point scale ranging from Complete Independence (7 points) to Total
Assistance (1 point) (Center for Functional Assessment Research, 1991). Motor
and cognitive subscale scores are yielded by summing the scores of items in the

two subscales.
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Reliability of FIM

The test-retest reliability and internal consistency are not reported in the
Test Manual. The authors of the instrument commented that these properties were
less important because of the intended use of the instrument (essentially for
program evaluation), the nature of clients (known to exhibit slow change on key
variables), and the number of items (relatively few items are included in the
instrument) (Hamilton et al., 1987). In two reliability studies conducted in 1993,
results showed that the inter-rater reliability of administering the FIM was
satisfactory. Heinmann et al. (1993) reported that the inter-rater agreement of
FIM total scores, in terms of intra-class correlation coefficient, was 0.90 or
greater; the estimates for the six FIM category scores were all above 0.75; and at
least 14 of the 18 FIM items equalled or exceeded a Kappa score of 0.45. Fricke,
Unsworth and Worrell (1993) in their study of inter-rater reliability reported values
for intra-class correlation coefficients that ranged from 0.75 to 0.94.

Validity of the FIM

In the original article written by the authors of the instrument (Hamilton et
al., 1987), a qualitative approach was adopted to establic™ evidence on the
construct validity of the FIM. The authors used the term “face validity " to refer
to the relevance and representativeness of the items to the construct of functional
independence. The results from an expert panel review were reported as the “face

validity" appeared to be “good™. In a more recent article, the authors applied
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Rasch analysis to establish more evidence on the construct validity of the FIM
(Heinemann et al.. 1993). Rasch analysis revealed that unidimensionality of the
items exists when the 18 items are grouped into the two subsets of motor (13
items) and cognition (5 items). When the data were divided according to each
impairment group, the standard deviations of item difficulties, average mean
squares of items (3% of 1.0), and typical standard error of items (0.01 Logits)
indicated acceptable item-model fit and the consistency of the items within the
motor and cognitive subscales. Factor analysis also revealed a satisfactory two-
factor model among the 18 items (Heinemann et al., 1993). The 13 motor items
were found to account for 95% of the variance of the motor factor while the 5
cognitive items accounted for 92% of the variance of the cognitive factor.
Use in this Study

The FIM was not built on the client-centred and occupational performance
models. The content of FIM and the COPM are very different. Analysis of the
test content suggested that convergent validity was expected between clients’ motor
subscale scores on the FIM and the Performance subscale scores on the COPM. In
contrast, clients’ cognitive subscale scores on the FIM were expected to be
relatively unrelated to either the Performance and Satisfaction subscale scores on
the COPM.

In the present study, the scores on the FIM of clients in the stroke group

were extracted from the clients' medical report in the hospital. The FIM was
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administered to clients in the orthopedic group by the participating therapists both

in the initial and pre-discharge assessments.

Design of the Validation Process

This study used Messick's (1989) model of validation as its framework to

guide the identification and collection of data. The evidence gathered was limited

to the evidential basis of interpretation and use of the COPM, as described in the

previous chapter. Based on Messick's framework, the objectives of the study were

to investigate:

1))

2)

3)

4)

the content-related evidence in terms of the relevance and representativeness
of the COPM’s test domain and the construct domain defined by the
occupational performance model;

the substantive component of construct validity by comparing the test
behaviors actually exhibited by the clients during administration of the
COPM and the behaviors thought to be measured by the COPM;

the structural component of construct validity by examining the relations
among items, sub-scale scores, and total scores of clients on the COPM,
and comparing the results of the assessment to the corresponding results
speculated by the occupational performance model; and

the criterion-related evidence by examining the relationships between the
sub-scale scores of clients on the COPM and their scores on the other tests

measuring similar and different traits, and by similar and different methods.
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In order to achieve the objectives as stated, data were gathered by
administering the COPM and four other instruments to clients in the two groups on
two assessment occasions, namely the Role Checklist, Klein-Bell ADL Scale,
Satisfaction with Performance Scaled Questionnaire, and Functional Independence
Measure. The first occasion occured at the initial assessment on admission to the
hospital and the second just prior to discharge. The underlying rationale behind
the administrations of the COPM and other instruments at these two occasions was
that the “COPM scores are meaningful for comparative purposes, that is change
from assessment to re-assessment” (Law et al., 1991, p.17). As a consequence,
the two sets of scores obtained on these assessment occasions were compared to
identify any differences and plausible trerds in the assessment scores. In this
study, major efforts were made to study “he intra-individual relations among
different variables on the initial assessrient, pre-discharge assessment, and between

the two assessment occasions.
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Stability of the COPM

Besides the four objectives listed in the previous section, there was a fifth
objective. That objective was to investigate the stability of clients’ sub-scale and
total scores on the COPM between different times. The test-retest method was
employed in a;\' attempt to establish the stability of the clients' scores on the COPM
between an initial assessment and a retest assessment occasion. It was thought that
the method would give an indication of the reliability of the instrument.

The test-retest method was chosen over the method of internal consistency
because the COPM has comparatively few items (only 5 activity items) in the
ratings of Importance, Performance, and Satisfaction. Moreover, the activity
items (the activities client identified as difficult to perform) were not intended to be
comparable across clients. For example, one client may have difficulties in
gardening while another client may find communicating with others difficult. The
differences in activities identified by clients were attribute: to the fact that
problems with functional tasks of each client are multi-factorial in origin
(Christiansen, 1991a; Reed, 1984). Since items differed across people,
computation of internal consistency was not meaningful.

In the present study, the test-retest method was supposed to provide
estimates of reliability in terms of stability of clients scores obtained on two
assessment occasions at different times. It was planned that 30 clients, with 15

from each of the diagnostic groups, would be selected for retest from the original
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sample. After the initial assessment, the clients selected for retest were assessed
again by the same therapist using the COPM (including Problem Definition, and
ratings of Importance, self-perceived Performance and Satisfaction with
performance).

The time lapse between the test and retest was a clinical judgement with the
aim of reaching a compromise between two factors - minimizing the effects of the
initial testing upon clients and at the same time minimizing the changes in clients’
functional status. The administration of the COPM to the clients in the initial
assessment would produce the unavoidable memory and practice effects upon the
clients. These effects would inflate the stability of clients’ responses since clients
could reproduce their responses based on their memory and experience of the ways
they responded in the initial assessment. One way to minimize the memory and
practice effects is to increase the time lag between the initial assessment and retest
of the clients. However, an increase in time lag for administering the retest would
deflate the stability of clients’ responses due to the changes within the clients.
These changes could be attributed to the treatment effects of rehabilitation
programs upon the physical disabilities of the clients and/or client’s natural
recovery. An ideal way to avoid the influence of within client changes between
initial assessment and retest is to repeat the COPM immediately after the initial

administration. However, the problems with this strategy are obviously the
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undesirable memory and practice effects upon the clients since the COPM does not
have a parallel form version.

In v hese two opposing factors, the clinical utility of the COPM
becomes an ~ _ortant element in deciding the time lag between initial assessment
and the retest of clients. Clients receiving rehabilitation programs in hospital
usually show rapid improvement in their functional status. An outcome measure
such as the COPM should theoretically be administered to clients as frequently as
possible in order to capture those changes. The COPM is a clinical instrument and
its clinical utility (rapid repeated measures) supported the choice of a shorter
duration between the initial assessment and retest of the clients in the test-retest
stability study. Since clients in the orthopedic group have a much shorter average
length of stay than those in the stroke group (ten days versus six weeks according
to the hospital statistics), the difference should be reflected in the time line between
initial assessment and the retest. The clients in the orthopedic group were retested
within three days after the initial administration of the COPM, while the clients in
the stroke group were retested within seven days after the initial assessment. This
schedule was a compromise between various undesirable factors which are believed
to lower the interpretability of the test and retest stability estimate of the COPM.
Consequently, as the results will show, the reliability estimates calculated had no
creditability. Nonetheless, evidence gathered in this part of the study provided

useful indications of the stability of clients’ responses on the COPM over a short
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period of time. The results also contributed to a better understanding of the
meaningfulness of the instrument.
Data Collection Procedures

The data collection process was divided into three stages. Different stages
we' ‘ned to gather evidence on the different components constituting
construct validity of the COPM. The three stages were: development of testing
protocols, the panel review (content-related evidence), and the clinical assessment
processes (substantive, structural and criterion-related evidence, and test-retest
reliability).

Stage | - Development of Testing Protocols

Four occupational therapists working in the orthopedic and stroke teams at
the Glenrose Rehabilitation Hospital were recruited to assist with the development
of the testing protocols. These protocols included the formulation of assessment
procedures and schedules with respect to the init,  .ssessment (pre-test), retest,
and the pre-discharge assessment (post-test). The purpose of involving the
therapists at the initial stage was to ensure minimum disruption to the clinical
procedures when the assessment protocols of this research were merged into those
regularly used in the hospital. Standardization of the assessment protocols was also
important to gain better control of confounding variables that might reduce the
quality of the evidence gathered. Examples of some of these undesirable effects

were variations in the assessment procedures, the differences in time of the two
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assessment occasicns, and differences between raters administering the
assessments. The assessment protocols developed for this study were designed to
minimize those factors mentioned and meet the standards of practice set out in the
departmental procedure manuals of the Occupational Therapy Department.

Significant difficulties were met in trying to unify the time line for
administering the assessments to the clients in the two diagnostic groups in terms
of particular days and weeks because of variation in clients’ clinical condition,
rehabilitation programs received, and discharge criteria for the two groups. Asa
result, clients’ schedules of assessment were defined in terms of different treatment
stages.

The rationale for setting two different assessment schedules for the clients
in the two diagnostic groups was based on the fact that there was a significant
difference in the average length of stay of clicts in the two groups. According to
the statistics provided by the hospital, the average length of stay of clients in the
orthopedic group is ten days, whereas for the stroke group the average length is six
weeks. The two assessment schedules were set in proportion to the respective
lengths of stay of the two groups with the idea that the COFM would reflect
clients® behavior at particular stages of rehabilitation, and hence allow inter-group
comparisons.

For clients in the orthopedic group, the Initial Assessment was administered

within three days after requisition for occupational therapy consultation was



80

received by the case therapists. For the stroke group, the corresponding time was

14 days after receiving client referrals. In case of Re-assessment, clients selected

for the retest were reassessed within three days after the date cf their initial
assessment if they were in the orthopedic group and seven days if they were in the
stroke group. Lastly, Pre-discharge Assessment was conducted within three days
for the orthopedic group and seven days for the stroke group before the exact or
tentative date of discharge.

Stage 2 - Panel Review by Clinical Experts

Using the concept of expert review, a nine-member panel was set up to
establish evidence on the content-related and structural validity of the COPM. Of
the nine panel members, seven were clinical specialists working in different
treatment programs at the Glenrose Rehabilitation Hospital. Each of them had
experience in administering the COPM and working with orthopedic and/or stroke
clients. The remaining two members were a clinical measurement expert and an
occupational therapy faculty member from the Department of Occupational
Therapy, i niversity of Alberta. They were selected because of their expertise in
clinical measurement and occupational therapy.

All of the seven clinical specialists receivea a three-hour training session
prior to the panel review session. The training included introduction to the
occupational performance model, test construction theories, psychometric

characteristics of assessment instruments, and functions of the panel review. For
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t.e other two members. informal seminar sessions were organized individually to
provide information on the aspects that they were less familiar with (e.g., the
theoretical model of occupartional performance and the administration procedure of
the COPM for the measurement expert and Messick's model of validation for the
occupational therapy faculty member).

A questionnaire was Jesigned to guide the review process of the COPM
during the panel review (Appendix VI). Panel members were required tc  omplete
the questionnaire. The questionnaire was divided into three parts: 11 items were
related to the content of the COPM, 8 items were related to structural aspects of
the COPM, and 19 items addressed utility and procedural issues. The content
review section was used to evaluate the degree of relevance and representativeness
of the items of the COPM in relation to the construct of occupational performance
as defined in Chapter I1. The structural review section was focused on the degree
to which the rating scales and the scoring system of the COPM represented the
structural relations of the different variables postulated in the construct of
occupational performance. The utility and procedural review section was used to
assess the practicality and universal application of the COPM as claimed in the

Test Manual, and to determine the strengths and weaknesses of the administrative

procedures of the COPM.
The content of the questionnaire was based on the evaluation models of

clinical instruments suggested by Christiansen and Baum (1991), Law (1987), and
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Loevinger (1957). Items were constructed for each area of review to collect
opinions (both clo =-ended and open-ended) from the panel members. All of the
close-ended items in the questionnaire were rated using a five-point ordinal scale:
Excellent (5), Very Good (4), Good (3), Fair (2), and Poor (2). Panel members
were to evaluate the COPM by rating each item with reference to he ordinal scale.
For some of the items, open-ended questions were also presented. Panel members
were asked to rate the item and then comment on particular aspects of their
evaluation.

The panel members received the questionnaires separately and were given
one hour to complete the review. During the review, panel members were
reminded not to communicate with one another so as to ensure maximum
independence of the opinions gathered. The questionnaires were collected after the
panel members had completed their evaluation.

Stage 3 - Data Collection Process

Sixty clients were to be assessed with the COPM and other instruments on
two different occasions at the initial and pre-discharge assessments. Eight qualified
occupational therapists were recruited to collect data from the 30 clients in each of
the orthopzdic and stroke groups.

As noted earlier, in order to gather different sources of evidence on the
construct validity of the COPM, in addition to the COPM, five other instruments

were administered to all the clients at the initial assessment phase (Table 3.1).
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Table 3.1

Assessment Protocols of the Clients in the Three Assessment QOccasions

Initial Assessment Re-assessment Pre-discharge Assessment
(Total Sample) (For Stability Study) (Total Sample)
N = 60 n = 30 N = 60
NCSEY e ----
COPM COPM COPM

Role Checklist - e -

Klein-Bell ADL Scale ---- Klein-Bell ADL Scale
SPSQ® SPSQ
FIM® FIM

Notes: (1) NCSE: Neurobehavioral Cognitive Screening Examination
(2) SPSQ: Satisfaction with Performance Scaled Questionnaire

(3) FIM: Functional Independence Measure

These were the Neurobehavioral Cognitive Screening Examination (NCSE), Role
Checklist, Klein-Bell ADL Scale, Satisfaction with Performance Scaled

Questionnaire (SPSQ), and Functional Independence Measure (FIM). Descriptions
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and psyc. smetric properties of each instrument were presented in the
instrumentauion section of this chapter. 1In the re-assessment and pre-discharge
assessment, intra- and inier-client comparisons were achieved by repeated
administrations of selected instruments (see Table 3.1).

All three assessment occasions were incorporated into the orthopedic and
stroke occupational therapy programs. For the stroke group, the FIM was
administered as par: of the routine assessment procedure used by the stroke team
(prior to this research). Therefore, the FIM data were obtained by the case
therapists directly from the medical records of the clients in the stroke group. The
NCSE was administered to the clients for screening purposes. This was then
followed by the COPM. The sequence of administering the Role Checklist, SPSQ,
Klein-Bell ADL Scale, and FIM to the clients was largely dependent on the
convenience of participating therapists.

To facilitate these ass. .sments, the participating therapists attended a series
of training sessions on the standard procedures of administering the COPM, Role
Checklist, SPSQ, Klein-Bell ADL Scale, and FIM. The training sessions included
a two-hour seminar prescated by the researcher on the administration of the COPM
to ensure standardization of the testing procedures among the raters (Appendix
VII). Detailed information was provided on the assessment schedules, the consent

form (Appendix VIII), the client information sheet (Appendix IX), subject’s data
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base (Appendix X), and other relevant background information on the model of

occupational performance.

Clients were approached hy their case therapists and invited to participate in

the study. The client conse™' ¢ id ci-nt information sheet were shown and
explained to eac ¢V’ e vho ciose to 1 rticipate signed the consent form.
The total assess ~ ume . reach che  was estirated to be less than three hours.

The initial and pre-c..charge a« *ssm: s took about two hours to complete, and
the re-assessment (explair~d ;» ¢ _uin the following paragraph) took about half
an hour to complete.

From the total sample of 60. 20 clients were to be selected for the re-
assessment. Re-assessment occured within three days from the date of initial
assessment for the orthopedic group and seven days for the stroke group. The
method of selecting the sub-sample was by convenience sampling on a first-come-
first-served basis. The COPM was administered to each of the selected clients for
the second time by the same therapist as in the initial assessment occasion. Besides
the COPM, the clients were interviewed by the therapists. A set of leading
questions was constructed to prompt the clients to describe retrospectively the
processes they engaged when they responded to the questions and ratings when
assessed with the COPM. The interviews with the clients were semi-structured.

The function of the leading questions was to set the parameters for the therapists to
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facilitate their exploration of the mental processes that the clients used during the
test. Some of the leadirg questions were:
How did you know that you would have problems with “getting in
and out the b.“h-tub when you go home™?;
How did you come up with the rating of 8 to “the importance of
shopping to you™?; or
What was in your mind when you rated your performance of
“putting on a blouse™ as a 7?
Data gathered from the interview were then used as evidence related to the

substantive validity of the COPM.
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CHAPTER 1V

RESULTS AND BACKGROUND ANALYSIS

Introduction

Chapter 1V provides an analysis on the characteristics of the clients who
participated in this study. This is followed by the results of data collection with
special focus on the COPM and other clinical instruments.

Clients and Assessment Results

The original sample size of the study was targeted at 60, with 30 clients in
each of the orthopedic and stroke groups. However, du ‘ng the period of data
collection, the hospital from which the sample was selected experienced many
major changes to its clinical and management structures that hampered the progress
of the study. In addition, the functional status of potential clients in the stroke
group was found to be much lower than anticipated. Participating clinicians
encountered difficulties in selecting clients who met the inclusion criteria
(especially passing the NCSE screening test). Asa result, only nine clients in the
stroke group were selected to complete the assessment protocols. Together with
the 30 clients assessed in the orthopedic group, the total number of clients was 39.

The unforseeable changes in the hospital and in the stroke client groups led
to a substantial reduction of the sample size. This in turn resulted in changes to

some of the strategies used in analyzing and presenting evidence on the construct
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validity of the COPM. These changes will be discussed together with the results in
later chapters.

Altogether, nine occupational therapists including the researcher
participated in collecting the data. The entire data collection process took about
eight months to complete.

The Sample

Among the total sample of 39 clients, 11 (28.2%) were male and 28
(71.8%) were female. The proportions of male and female clients were different
in the orthopedic and stroke groups. Ten (33.3%) out of 30 clients in the
orthopedic group were male, whereas only one (11.1%) out of 9 clients in the
stroke group was male. The mean age of the sample was 64.5 years. The mean
ages of clients in the orthopedic and stroke groups are presented in Table 4.1.

The majority of the clients were Caucasian, with only one Asian and one
Native Indian in the stroke group. The average length of stay for all clients was
23.3 (SD=13.4) days, although there were differences between the clients in the
orthopedic and stroke groups. For the orthopedic group, the average length of stay
was 19.2 (SD+=10.0) days. In contrast, the average length of stay in the stroke

group was 36.9 (SD=14.7) days.
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Table 4.1

Mean Age of Clients in the Orthopedic and Stroke Groups

Age »f Clients (in years)

Groups n M SD

All 39 64.5 15.1

Orthopedic 30 65.3 14.7

Stroke 9 62.0 7.1
Results of COPM

The COPM was administered to all of the 39 clients. The average number
of days between the initial and pre-discharge assessments was 19.8 days (SD=22.1
days). The interval between assessments in the two occasions was inflated by one
client in the stroke group who was discharged from the hospital and continued
receiving out-patient occupational therapy. For that particular client, the interval
between the two assessments was 141 days. Removal of this client from the group
greatly reduced the mean number of days between assessments 10 16.6 days
(SD=9.7 days). For the orthopedic group, the mean was 15.4 days (SD=9.9

days) with a maximum of 46 days and minimum of five days. As anticipated, the
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stroke group had a longer interval between assessments with the mean 20.9 days
(SD="7.8 days), maximum of 31 days and minimum of 11 days.

Clients' Disability Classification

In administering the COPM, the participating therapists were required to
classify their clienis’ disability according to the World Health Organization’s
classification. Clients could be classified into more than one disability. A
summary of the therapists’ classifications of the clients’ disabilities is shown in
Table 4.2. As shown, the distributions of types of disabilities within the
orthopedic and stroke groups were similar. “Personal care” and “locomoto:r™ were
the two most frequently identified disabilities for the clients in the orthopedic
group and among the three most frequently identified disabilities in the stroke
group. The finding that personal care and locomotion were frequently identified
disabilities is similar to the finding reported by Law et al. (1994) which suggested
that personal care and locomotor problems are the two most common domains of
concern of occupational therapists. The third disability within the set of most
frequently identified disabilities of the stroke group was problems with dexterity.
In contrast, only one client in the orthopedic group was classified this way. This
difference is attributable to the fact that the pathology of stroke usually affects an
entire side of a client’s body including the upper and lower limbs, hence
compromising hand dexterity. However, pathology of orthopedic problems is

localized 1o a certain bone structure or bodily joint. Common traumas such as
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fractures of the femur or the hip joint are seldom associated with the dexterity of a
client.

Table 4.2

Types of Disability of Clients (COPM)

Percentage (%)

Disability Orthopedic Stroke
(WHO Classification) = 30 n=9
Behavior 0.0 11.1
Communicati: 2 0.0 0.0
Personal Care 73.3* 55.6*
Locomotor 80.0* 66.7*
Body Disposition 23.3 33.3
Dexterity 33 66.7*
Situational 30.0 0.0
Particular Skills 6.7 22.2
Other Activity Restrictions 30.0 0.0

Note. * denotes over 50.0% of the clients presenting the disability.
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COPM Initial and Pre-discharge Assessment Scores

After the therapists had classified the type(s) of disability of their clients,
the clients were asked to review their daily activities at home and identify
particular activities whe:- .ney *.ought they might have problems with. Their
answers reflected the daily life habits and activity patterns of the clients.

The clients were asked to rate Importance of those activities that were
identified as difficult to perform. Then the clients were asked to rate their
Performance and Satisfaction with the five activities with the highest Importance
ratings. The five activities selected for the additional ratings are called “activity
items”. The computations of the Performance and Satisfaction subscale scores of
each activity item were as follows:

Performance Score = Importance Rating x Performance Rating

Satisfaction Score = Importance Rating x Satisfaction Rating
The total Performance score of the initial assessment (PERSC 1) is the mean of the
Performance scores of all the activity items. The total Satisfaction Score of the
initial assessiment (SATSC 1) is the mean of the Satisfaction scores of all the
activity items. The same is applied to the total Performance Score (PERSC 2) and
total Satisfaction Score (SATSC 2) of the pre-discharge assessment. The
comparisons of the mean scores on the COPM of the initial and pre-discharge

assessments are presented in the following paragraphs. Detailed analyses of the
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types of activities identified by clients between different diagnostic groups and life

roles of clients are presented in the substantive validity section of Chapter V.

The mean and standard deviation of the Performance and Satisfaction

subscale scores of the initial and pre-discharge assessments on the COPM are

reported in Table 4.3. A two-way (group-by-occasion) repeated measures

ANOVA was used to compare the mean subscale scores on the COPM of the

orthopedic group with the mean subscale scores on the COPM of the stroke group

and at different assessment occasions. As well, the interaction between diagnostic

group and assessment occasion was tested. The analyses were carried out

separately for the Performance and Satisfaction subscales.

Table 4.3

Subscale Scores on the COPM of Clients

Initial Ass. Scores

Pre-discharge Ass. Scores

PERSC 1 SATSC | PERSC 2 SATSC 2
Diagnostic
Groups M SD M SD M SD M SD
All (N=39) 253 147 255 170 595 21.0 59.5 229
Orthopedic  23.0 14.4 23.8 17.0  58.7 21.1 57.8 23.0
(n=30)
Stroke 327 13.8 31.2 16.2 62.3 21.7 65.0 22.8

(n=9)
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Although the mean Performance subscale scores of clients in the stroke
group were higher than those of the orthopedic group in both the initial and pre-
discharge assessments (Table 4.3), there was no significant main effect for
diagnostic group on clients’ Performance scores (F=1.64; df=1, 37, p<.21).
However, there was a significant difference in the Performance scores between the
initial and pre-discharge assessments (F=52.69; df=1, 37, p< .01). The
interaction between diagnostic groups and assessment occasions was insignificant
(F=.45; df=1, 37, p<.5]). Similar to the Performance scores, the mean
Satisfaction subscale scores of clients in the stroke group were higher than those of
the orthopedic on both assessinent occasions (Table 4.3), but the main effect for
diagnostic groups was not significant (F=1.47; dr=1, 37; p<.23). There was a
significant difference in clients’ mean Satisfaction scores between the initial and
pre-discharge assessments (F =52.30; df=1, 37; p<.01). The interaction between
diagnostic group and assessment occasion was not significant (F=.01; df=1, 37,
p<.98). For both Performance and Satisfaction subscales, the mean scores at the
time of pre-discharge were significantly greater than the mean scores at the time of
the initial assessment.

The mean Performance and Satisfaction subscale scores for the total sample
are similar in value to those reported in Law et al.’s (1994) pilot testing of the

COPM. In Law et al., the initial and pre-discharge Performance subscale scores
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were 34.12 (SD = - D) and 63.16 (SD = 19.15) respectively. In the present

study, the Performance subscale scores were 25.3 (SD = 14.7) and 59.5 (8D =
21.0). Independent f-tests revealed no significant difizrences in the mean initial
Per‘ormance subscale scores (1=.56, df=293, p>.05) and the mean pre-discharge
scores (t=.19, df=176, p> .05) between the two studies. In Law et al.’s study,
the initial and pre-discharge Satisfaction subscale scores were 32.35 (SD = 16.35)
and 63.32 (SD = 19.62) respectively, whilst the Satisfaction subscale scores of
this study were 25.5 (8D = 17.0) and 59.5 (SD = 22.9). Similarly, no significant
differences were found in the mean initial Satistaction subscale scores (t=.42,
df=292, p>.05) and the mean pre-discharge scores (r=.19, df=176, p>.05)
between the two studies.

Analyses of clients’ results on the COPM suggested no significant
differences between the stroke and orthopedic groups. As a consequence,
diagnosis was not used as a grouping variable in subscquent COPM related
analyses.

COPM Performance and Satisfaction Subscale Scores

The mean Performance and Satisfaction subscale scores, on both assessment
occasions, were found to be similar to one another (Table 4.3). Insignificant
differences were revealed for both the initial assessment (¢=-.16, df=38, p<.88)
and the pre-discharge assessment (r=.04, df=38, p<.97). The high correlations

between the Performance and Satisfaction subscale scores in the initial assessment
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(r=.77, p<.01) and the pre-discharge assessment (r=.94, p<.01) raised

plausible hypotheses which were likely to threaten the validity of the COPM. Are
the perceptions of self performance and satisfaction with performance different
constructs? Does the COPM measure some other undesirable constructs rather
than clients’ self perception of performance and clients’ satisfaction with their
performance? These questions will be investigated more thoroughly in chapters \Y
and VI.

The significant differences of the mean subscale scores on the COPM
between the initial and pre-discharge assessments reflected the changes within the
clients in both diagnostic groups. This change is attributable to receiving
occupational therapy and other rehabilitation programs in the hospital. However,
the similarities between the Performance and Satisfaction subscale scores on the
COPM did not provide adequate information on the particular attribute(s) of the
clients that had changed. Data analyzed at the present stage did not attempt to
tackle this issue. In-depth exploration of the crntent-related, substantive, criterion-
related evidence on the COPM's construct validity will shed light on addressing the
question: “what are the meanings of the scores on the COPM and how are these

scores interpreted?”
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COPM Performance and Satisfaction Change Scores

The COPM Test Manual suggests that clinicians use differences in scores
between the test and retest, that is, the Change in Performance and Change in
Satisfaction by subtracting the mean subscale scores of the initial assessment from
those of the pre-discharge assessment. This strategy of using mean differences in
scores is not recommended by measurement and test specialists (Crocker & Algina,
1986) because it amplifies errors of measurement associated with the final
difference scores. Nevertheless, the resuits of Changes in Performance and
Satisfaction scores of clients are presented in Table 4.4. The Change in
Performance and Satisfaction scores revealed in this study were 34.3 (SD = 22.8)
and 34.0 (SD = 24.4), respectively. In Law et al.’s (1994) study, the
corresponding Change scores were slightly lower: the me' 1 Performance change
was 27.78 (SD = 17.33) and the mean Satisfaction change was 29.4 (SD =
19.90). No comparisons of the difference scores were made between the
Performance and Satisfaction subscales within the two diagnostic groups. It is
important to note, however, the large standard deviations of the difference scores.
This will play an important role in estimating their reliabilities and standard errors

of measurement.
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Table 4.4

Mean Performance and Satisfaction Change Scores of Clients

Change in Performance Change in Satisfaction
Diagnostic Groups M SD M SD
All 343 22.8 34.0 24.4
Orthopedic 35.7 22.8 34.0 25.0
Stroke 29.7 23.5 33.8 23.3

Results of Satisfaction with Performance Scaled Questionnaire

The SPSQ required the clients to rate their satisfaction on 46 items
categorized into two sections. The first subscale assesses the degree to which
clients are satisfied with their performance in home management tasks and the
second subscale assesses social and communication problem solving tasks. A

higher score in each subscale reflects a higher degree of satisfaction.
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Table 4.5

Mean SPSO Home Management Scores (HMS) of Clients

Initial HMS Pre-discharge HMS
Diagrostic Groups M SD M SD
All 61.7 37.1 69.2 35.4
Orthopedic 59.0 38.9 65.4 37.1
Stroke 70.4 30.4 82.0 27.4

As with the COPM, the means of the Home Management scores of the two
diagnostic groups and at the two assessment occasions were compared using two-
way repeated measures ANOVA. In the initial assessment, the mean HMS on the
SPSQ of clients in the stroke group was higher than that of the orthopedic group
(Table 4.5). The same pattern was\\found in the pre-discharge mean HMSs.
Higher mean HMSs were shown in the pre-discharge assessment when compared
with the initial assessment results. However, neither the main effects for
diagnostic group nor assessment occasion was significant (Group: F=1.19; df=1,
37; p<.28; and Occasion: F=3.23; df=1, 37; p<.08). The interaction effect

was also insignificant (F=.28; df=1, 37, p< .60).
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The SPSQ mean Social/Communication scores showed the reverse pattern
when compared with the Home Management subscale (Table 4.6). The orthopedic
group had a higher mean SCSs than the stroke group. The mean SCSs of clients in
:b~ pre-discharge assessment were higher than those in the initial assessment.
However, results of two-way repeated measures showed no significant effects
(Groups: F=1.93; df=1, 37; p <.17; Occasion: F=3.45; df=1, 37, p<.07; and
Interaction: F=1.40; df=1, 37; p<.25).

Table 4.6

Mean SPSO Social/Community Problem Solving Scores (SCS) of Clients

Initial SCS Pre-discharge SCS
Diagnostic Groups M SD M SD
All 53.8 24.0 58.6 20.8
Orthopedic 57.3 26.0 59.9 20.8
Stroke 42.2 9.56 54.2 21.0

The failure to find statistical significance may be attributable to the
insensitivity of the SPSQ or the limited number of clients. This phenomenon could

impede the quality of the evidence on the convergent relationships between the
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SPSQ and the Satisfaction subscale of the COPM and the divergent relationships

between the SPSQ and the Performance subscale of the COPM. Findings on these
relationships will be discussed in Chapter V.
Results of Klein-Bell ADL Scale

The Klein-Rall ADL Scale (KBADL) requires the participating therapists to
assess and rate their clients' performance in self-care activities according to a
standardized format and rating sceiz. There are 170 items divided into six areas of
self-care task performance. The tetz! score reflects clients’ competence and
independence in performing various self-care activities. A higher KBADL score
means a higher degree of independence in self-care functioning.

In general, clients in the orthopedic group had higher means scores on
KBADL than those in the stroke group in both the initial and pre-discharge
assessments (Table 4.7). Results also suggested that the mean KBADL scores in
the pre-discharge assessment were higher than those of the initial assessment for
both diagnostic groups. Two-way repeated measures ANOVA revealed
insignificant differences in the mean KBADL scores of clients between the
orthopedic and stroke groups (F=2.60; df=1, 37, p<.12). However, significant
differences were found in the mean KBADL scores of clients between the two
assessment occasions (F=67.68; df=1, 37; p<.01). The interaction between the
two diagnostic groups and the two assessment occasions was not significant

(F=.94; df=1, 37; p<.34).
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Mean Klein-Bell ADL Scale Scores of Clients
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Initial KBADL

Pre-discharge KBADL

Diagnostic Groups M SD M SD
All 233.5 35.6 274.7 24.2
Orthopedic 238.5 30.8 277.2 18.2
Stroke 217.1 46.7 266.2 38.2

Results of the Klein-Bell ADL Scale suggested that clients’ performance in

self-care activities measured by the instrument had improved throughout the course

of occupational therapy and other rehabilitation programs in the hospital. The

initial and pre-discharge assessments cantured the changes within the clients. This

phenomenon was consistent with the trends revealed by the COPM which also

showed significant changes in the clients’ perceived performance. However, there

were two major differences between the KBADL and the COPM. First, the

KBADL used an expert rating whereas the COPM used a self-rating method.

Second, the KBADL used a pre-determined domain of self-care activities against

which clients’ performance were rated. In contrast, the COPM adopted o client-
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centered domain with the possibility that the activities selected by each client could
be totally different from those selected by other clients. The results of the KBADL
will be used to establish evidence convergently correlated with the results of the
COPM in Cuapter V.

Results of Functional Independence Measure

The FIM uses an expert-rated performance assessment format. Clients are
rated on 18 items: 13 in the motor subscale and 5 in the cognitive subscale. The
mean FIM motor and cognitive scores reflect the constructs of functional status,
severity of disability, and burden of care. Higher scores on the FIM subscales
reflect higher general functional status, and, consequently the less severity of
disability and burden of care of the clients.

In general, clients in the orthopedic group had higher mean FIM Motor
scores than those in the stroke group in both the initial and pre-discharge
assessment occasions (Table 4.8). Results also showed that the pre-discharge
Motor scores were higher than those of the initial assessment in both diagnostic
groups. Two-way repeated measure ANOVA revealed significan* differences
between the mean Motor scores of the two diagnostic groups (F=8.59; df=1, 37;
p<.01) and the two assessment occasions (F=56.11; df=1, 37, p<.01).
However, the interaction between diagnostic group and assessment occasion was

not significant (F=1.30; df=1, 37, p<.26).
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Table 4.8

Mean FIM Motor Scores of Clients

Initial FIM Motor Score Pre-discharge FIM Motor
Score
Diagnostic Groups M SD M SD
Al 66.3 13.9 80.8 7.6
Orthopedic 69.2 10.8 82.5 3.6
Stroke 56.9 19.2 75.0 13.3

Results of the FIM Cognitive subscale scores showed smaller standard
deviations than their Motor subscale counterparts, especially the pre-discharge
Cognitive scores (Table 4.9). These were likely to have been attributable to the
ceiling effect in the pre-discharge assessment since the maximum Cognitive
subscale score is 35. Significant differences were revealed between the mean
Cognitive subscale scores of the orthopedic and stroke groups (F =17.46; df=1, 37,
p<.01). The difference between the Cognitive subscale scores obtained on the
two assessment occasions was also statistically significant (F=15.39; df=1, 37,
p<.01). In addition, the interaction between diagnostic groups and assessment

occasion was significant (F=5.63; df=1, 37; p<.02). This is consistent with the
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hypothesis that the significantly higher pre-discharge Cognitive subscale score of
clients in the stroke group was due to the combined effects of the cognitive
dysfunction of clients suffering from stroke and the effects of the treatment
programs that they received.

Table 4.9

Mean FIM Cognitive Scores of Clients

Initial FIM Cognitive Scores  Pre-dis. FIM Cognitive Score

Diagnostic Groups M SD M SD
All 32.9 37 34.2 1.6
Orthopedic 33.7 33 345 1.4
Stroke 30.1 4.1 33.2 1.9

Results of the Motor and Cognitive subscales of the FIM suggested that
clients’ performance in selected motor and cognitive tasks improved from the
initial to the pre-discharge assessment occasions. The FIM was used to investigate

the convergent relationships of the COPM.
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Conclusion

Results of the clients on the COPM and other clinical instruments were
presented in this chapter. Significant increases were observed in the mean scores
of the pre-discharge assessment when compared with those scores of the initial
assessment. This observation was true for all the clinical instruments with the
exception of the SPSQ Home Management subscale. This suggests that clients in
general experienced improvement in both their performance and satisfaction with
their own performance. No significant differences, however, were found between
the assessment results of the clients in the orthopedic and stroke group except for

the Motor and Cognitive subscale scores of the FIM.
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CHAPTER V

EVIDENCE OF CONSTRUCT VALIDITY

Introduction

The evidence concerning the construct validity of the COPM is presented in
this chapter. The basic framework of investigation and the presentation of results
are based on the validation models suggested by Messick (1989) and Loevinger
(1957). This chapter is divided into four sections, with each section describing one
type of evidence. These sections are entitled content-related evidence, substantive
evidence, structural-related evidence, and criterion-related evidence. In each of
these sections, the methods with which evidence was gathered and the results of
data coliection are described in detail. At the end of each section, a conclusion is
drawn to summarize the discussion and its implications. Integration and
suggestions for changes and improvement of the COPM are presented in Chapter
VIIL.

Section A - Content-Related Evidence

In Section A of this chapter, the content-related evidence contributing to the
construct vatidity of COPM is presented. Data gathered from the expert panel
review were used to assess the relevance and representativeness of the content of
COPM. As noted in chapter 111, nine panel members were recruited to evaluate

the content, structure, and clinical utility of ine COPM using a 38 item
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questionnaire. The members spent on average one hour to complete the
questionnaire. The content-related evidence reported in this section is based on the
11 item Content Review section of the questionnaire. The findings of the
Structural Review are discussed in Section C of this chapter; and the results of the
Utility and Procedural Review are presented in chapter VI.

The Content Review Section

This section was designed to gather the opinions of the panel members
about the relevance and representativeness of the content (test domain) of the
COPM with reference to the model of occupational performance upon which the
test was built. An example of the items used in this section is:

1.2 How well does the COPM reflect the productivity performance of a person
being assessed?
1 2 3 4 5
Poor Fair Good Very Good  Excellent
Which part of the COPM do you think assesses the productivity

performance?

The above item attempted to evaluate the relevance of the COPM as a measure of a
client’s performance in the area of productivity (one of the three areas of

occupational performance). Members were required to make responses using the



109

five point scale (1 - pocrand5 - excellent). These responses were then justified
in the open-end portion.

The first nine items (1.1 - 1.9) assessed the relevance of the COPM’s test
content to the specific components of the model of occupational performance
(relevance). The next two items, 1.10 and 1.11, were summative items. Item
1.10 measured the extent to which the test construct of COPM represented the
construct of occupational performance (representativeness). Item 1.11 measured
an overall relevance of the test content to the theoretical model.

Relevance of COPM'’s Test Content to Evaluation of Occupational Performance

The first four items (1.1 to 1.4) in the Content Review section asked about
the relevance of the COPM’s content and assessment processes in evaluating
clients’ occupational performance. Items 1.1 to 1.3 covered the three areas of
human performance, namely self-care, productivity, and leisure. Item 1.4
measured an overall relevance of the test content to the assessment of clients’
occupational performance. Panel members’ mean rating in this domain was 3.0.
This suggests that the perception of the relevance of the COPM to the assessment
of occupational performance was “good” (Table 5.1). The same level of
relevance was also applied to the three areas of occupational performance, i.e.,
self-care, productivity, and leisure. However, two raters, Raters 1 and 2, regarded
the COPM as “not relevant” (i.e., ratings of 1 or 2) to the assessment of

productivity and leisure activities.
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Table 5.1

Relevance of COPM to Assessment of Occupational Performance

Item

Item No. Raters Mean

Scores

1 2 3 4 5 6 7 8 9

1.1 Self-Care 3 3 5 3 3 3 3 3 3 3.2
Performance

1.2 Productivity 2 1 4 4 3 3 3 3 3 2.9
Performance

1.3 Leisure 2 1 3 4 3 3 3 3 3 2.8
Performance

1.4 Overall 2 2 4 3 3 3 4 4 3 3.1
Relevance

23 1.8 40 35 3.0 30 33 33 3.0 3.0

To gain more insight into the panel members® evaluation of the relevance of
COPM to the assessment of occupational performance, the responses made by the
panel members in the open-ended portions of the four items were analyzed.
Responses which identified the particular content «:nd process of the COPM as

relevant to the assessment of occupational performance formed one group.
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Comments which identified parts of the COPM as irrelevant to the assessment
formed the second group.

Six out of the seven panel members who provided written responses
commented that the assessment of clients’ occupational performance occured in the
processes of the semi-structured interview and Problem Definition (Step 1) in Self-
Care (Step 1a), Productivity (Step 1b), and Leisure (Step 1c). Moreover, the
processes of clients’ self-rating of Importance, Performance, and Satisfaction were
also perceived as relevant to the assessment of occupational performance.

However, four of the members criticized the accuracy and adequacy of this
format of assessment. They pointed out that the results obtained were largely
influenced by the extent to which the clients understood the processes and had
insights into their own situations and what problems would exist after their
discharge. Another panel member felt that clien‘s’ rating of performance and
satisfaction relied very much on whether the clients had the experience of trying
out the activities which they selected for rating. These flaws contribute to
irrelevant test variance (Messick, 1993, p.34) which confounds interpretation of
the information obtained from the COPM. One panel member commented,

“The ability of clients to determine their self-care areas sets precedence to

how well the COPM measures self-care. If a patient is able to do this

(identifying problems), then the performance and satisfaction scores can act

as a measure....the ability of the persons was assessed to how well they
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identify problems, and determine their performance and satisfaction with
it.”
Two other members wrote,
“Whether or not the items are adequate depends on clients’ insight. ”
“It is difficult for patients to rate activities if they have not actually tried
them out.”
A fourth member further substantiated this point of view,
“They (clients) may have considerable difficulties (performing particular
activities) but not be able to understand the implication of their injury on
their ability.”
Comments of the panel members revealed that majority of them agreed with the
relevance of the content of the COPM to the assessment of clients’ occupational
performance. Comments from panel members reflected that the identification of
perceived problems and ratings of performance and satisfaction with performance
demanded clients’ abilities to understand the implications of their own disabilities
and environment after their discharge from hospital. In other words, clients were
required to have intact higher cortical functioning in order to give valid responses
to the COPM. Panel members’ criticisms highlighted another source of “irrclevant
variance” in the COPM test scores which further confounds interpretation of the
test results. For a client who identified only one problem with performance, it is

difficult to differentiate whether that particular client was able to manage most of
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the performances or whether the client was merely making an incompetent decision
due to the lack of insight. Similarly, high scores on the Performance and
Satisfaction subscales do not necessarily reflect good performance and satisfaction
with performance of the client. Instead, it could be a reflection of poor
understanding of the impacts of disability of the client. The COPM does not have
the mechanism to differentiate the confounding factors from 1.s assessment of
occupational performance, such as an item validity check or screening component.

Relevance of COPM to Assessment of Performance Components

According to the construct of occupational performance, mental, physical,
sociocultural, and spiritual components are basic functions of each individual from
which activities can be carried out. Performance components can involve objective
measurements of individuals® abilities and life situations, such as emotions,
cognitive abilities, neuromotor abilities, social network, home environment,
beliefs, and attitudes. Individuals are characterized by their own performance
components. Individuals’ performances in the areas of self-care, productivity, and
leisure are the products of interactions between their performance components and
their unique environment and life roles.

The previous section has shown that the relevance of the content and testing
processes of the COPM to the model of occupational performance was rated
overall as good. Table 5.2 summarizes the results of the relevance of the COPM

as a measure of the four basic building blocks of an individual’s functioning
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relative to the performance components. These building blocks are the mental,
physical, sociocultural, and spiritual components.
Table 5.2

Relevance of COPM to Assessment of Performance Components

Item
Item No. Raters Mean
Scores
1 2 3 4 5 6 7 8 9
1.5 Mental 1 2 1 1 2 2 2 2 1 1.6
1.6 Physical 2 2 2 4 3 3 1 3 1 2.3
1.7 Sociocultural 3 3 1 3 3 2 2 4 1 2.4
1.8 Spiritual 2 1 1 2 2 2 3 4 1 2.0
1.9 Overall 2 2 2 3 3 3 2 3 1 2.3
Relevance
Mean Scores 720 20 1.4 26 26 24 20 32 1.0 2.1

Five items (1.5 to 1.9) were constructed to gather panel members’ opinions
on the relevance of the COPM to the assessment of the performance components
with reference to the construct of occupational performance. ltems 1.5t0 1.8

covered the mental, physical, sociocultural, and spiritual performance components.
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L1 1.9 was to evaluate the overall relevance of the test content to the assessment
of clients’ performance components. The mean rating for this domain was 2.1
suggesting that the COPM provided a “fair™ measure of the clients’ performance
components (Table 5.2). The results of the relevance review werc presented
separately for each performance component.

Mental Performance Component. The mean rating of the relevance of

using the COPM to assess mental functioning was 1.6 (Table 5.2); the ratings
across panel members we > either 1 or 2. The low mean and the consistency of
panel members’ ratings reflect the opinion that the COPM is not relevant to
assessing mental functioning. Four panel members commented that mental
functioning was not directly and objectively assessed. Rather, it was indirectly
evaluated by observing clients’ abilities to follow instructions, make a list of
activities, and use the rating scales.

According to the model of occupational performance, the mental
p.1formance component is the total emotional and intellectual abilities of an
individual (Appendix I). CUlients’ responses on the COPM were not found to
directly nor objectively reveal their mental functioning. The identification of
problems and the Performance and Satisfaction subscale scores did not allow
inferences to be made on clients’ emotional status, memory, or comprehension

skills. As two of the panel members commented,
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« _none reflect this (mental performance component). This is picked up

by the clinician as an ‘aside’.”

“] don’t think the test measures this (mental performance component).

Probably talking with the clients gives you an idea of their emotional and

intellectual functioning.”

Two panel member: further commented that the reasons with the COPM failed to
measure the clients’ mei... performance component were tne subjectivity involved
and the lack of directions for documenting clients’ deficits:

“When a client is asked to list the activities and weight those problems, the

measu;ie is not objective.”

“The interview and rapport with clients help determine their mental

performance component....If the clients are unable to detect problem areas

or if they are very vague, it is also a reflection of their mental performance.

Nowhere to document mental performance.”

To summarize, the panel members unanimously agreed that the content of
the COPM was not a direct and adequate measure of clients’ mental perfcrmance
component. However, the processes of involving clients to identify their problems
and rate their performance and satisfaction with performance provided
opportunities for the clinicians to observe and indirectly assess the mental

functioning of clients. However, as mentioned in the previous section, these

mental functions were mainly at a higher cortical level such as understanding of
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and insights into their disability and associated problems. The indirect missessment
of them as in the COPM is far from adequate. Inferences made on clients’ mental
performance component by interpreting COPM's test resuits are therefore not
meaningful. Further, neither the method of documentation, nor the objectivity
required in the assessment of this perforimance component are provided in the
COPM and this omission was identified as a weakness in the instrument.
Incorporation of the assessment of these aspects may be indicated in future revision
of the instrument.

Physical Performance Component. The mean rating of the relevance of the

COPM to the assessment of the phycical performance component was 2.3 which
falls between “fair” and “good™ (Table 5.2). This score suggests that the COPM
was found to better reflect physical functioning of clients than it did mental
functioning.

'‘Two panel members pointed out that assessment of physical functioning
with the COPM only occured when clients’ problems were attributable exclusively
to their physical dysfunction. For example, a client with a stroke may have
problems shopping in a mall due to poor motor control and walking balance.
Another client may have the same problem with shopping but for a different cause
- perhaps inadequate practice or lack of self-confidence in performing such an
activity. These two scenarios suggest that clients may present with exactly the

same dysfunction in their occupational performance, but the causes of their
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dysfunction, i ~olving physical and/or mental performance components, may be
widely differcnt. Nevertheless, one member who gave a “Very Good” rating
wrote the following comment:

“All steps of identifying problems focus on motor ability of clients, and

scoring the performance is mainly based on motor or physical skills.”
This opinion suggests that the COPM is an adequate measure of the physical
performance component assuming that performance of self-care, productivity, and
Jeisure activities are largely determined by physical capability.

In summary, the relevance of content and processes of the COPM as a
measure of the physical performance compor.2nt was rated as less than good.
Results of the COPM may directly reflect clients’ problems in the physical
component, but only if the dysfunction originated solely from a physical condition,
such as muscle weakness, poor endurance, or sensory deficits. Incorporation of
standardized procedures to assess clients’ physical performance component may be
indicated in future revision of the instrument.

The design of the COPM makes the instrument unable to isolate
dysfunction attributed to mental and physical performance components and
impossible to be interpreted at a performance component level. Instead, valid
clinical inferences rely heavily on the interpretation made by the clinician who
administers the test. These clinicians need also to have substantial clinical

experience in particular areas, such as orthopedic or stroke.
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Sociocultural Performance Component. The mean rating on the relevance

of the COPM to the assessment of the sociocultural performance component was
2.4 which means between “fair™ and “good™. The variation of ratings among the
panel members may be attributable to their different beliefs in objectivity versus
subjectivity in clinical evaluation. Their comments, however, were generally
consistent. Three of the members indicated that the sociocultural performance
component was indirectly reflected by the list of activities thai the clients selected
and the Importance rating given to those activities. This is illustrated by the
following comments:

“Each problem listed and weighted is a reflection of the client’s value

system and life situation.”

«“Identification of problem areas and rating of importance to overcome the

problems (e.g., returning to work) can reflect clicnt’s beliefs and values in

his or her life.”
Unlike the mental performance component, the COPM reveals clients’
sociocultural component such as their valuing of various activities (Importance
ratings), life roles (as discussed in Chapter 1V), and life situation. Similar to the
two performance components mentioned previously, the COPM does not give a
distinct account of a client’s sociocultural performance component. The inference
from interpreting the results of the COPM about the clients’ sociocultural

performance component would only be appropriate if the problems of the clients
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are attributable solely to their dysfunction in the sociocultural aspects.
Incorporation of standardized procedures t0 assess clients’ sociocultural
performance component may be indicated in the future revision of the instrument.
Spiritual Performance Component. The mean rating on the relevance of the
COPM to the assessment of the spiritual performance component was 2.0 (Table
5.2). This rating suggesis that relevance of the content and processes of the
COPM as a measure of spiritual performance component is fair. The comments
from the panel members indicated that the COPM indirectly assessed the spiritual
performance component. Further, this indirect evaluation came from clients’
rating on the “Satisfaction” with performance subscale. Two of the members
pointed out that the ratings on the Importance subscale could also reflect spiritual
performance. One panei member wrote,
“1t is difficult to distinguish (the spiritual component) from the
sociocultural aspect.”
This member also stated that the spiritual component was assessed:
«_..partially in the Satisfaction and Importance scores. v
Another panel member added this critique:
«The COPM could be improved in [the] area of ... labelling what is
important for them (clients) to work on and become beiier at to improve
their quality of life. It does not really probe into these depth (refer to

human being's spirituality), but only indirectly.”
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The content and testing processes of the COPM did not provide a direct measure of
spirituai performance component of clients. Incorporation of standardized
procedures to assess clients’ spiritual functioning may be indicated in the future
version of the instrument.

Summary. Tie mean rating on Item 1.9 was 2.1 indicating that panel
members’ overall evaluation of relevance of the content and processes of the
COPM as a measure of the four performance components was fair. This overall
rating was consistent with the mean ratings on individual components reported
previously (ranged from 1.6 to 2.4). A common criticism of all areas was that the
interpretation of the results of the COPM failed to provide separate information on
clients’ competence in each performance component. Inferences on clients’
performance components based on the COPM'’s test results can only be made
indirectly either by the assessing clinicians or by the use of supplementary clinical
evaluation.

Overall Relevance & Representativeness to Construct of Occupational Performance

As mentioned earlier in this chapter, the nine items in the questionnaire
cover the relevance of the COPM in terms of assessing occupational performance
(three areas) and performance components (four factors). Item 1.10 in the
questionnaire was constructed to gather panel members’ opinions on the overall

notion of representativeness.
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Previous discussion in this section revealed that the COPM was regarded as
a “good” measure of clients’ occupational performance, i.e. of doing particular
activities. However, content and testing processes were given only “fair” ratings
in the ability of the COPM to capture clients’ dysfunction in their performance
components. Since the model of occupational performance includes two levels of
characteristics of individuals, this suggests that the COPM is likely not able to
completely represent the model when it is used as a clinical measurement tool to
make inferences on clients’ occupational performance.

Table 5.3 summarizes panel members’ rating on the COPM’s
representativeness of the construct of occupational performance (item 1.10). The
mean rating of 2.4 suggests that members had reservations about the
representativeness of the COPM; five panel members rated it as fair while four
rated it as good in the match between the construct of occupational performance to

the test domain.
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Table 5.3

Overall Relevance and Representativenss of CO?M to Model of Occupational

Performance

Item No. Item

Raters Mean

Overall Model of Scores

Occupational

Performance 1 2 3 4 5 6 7 8 9

1.10 Complete 2 2 3 3 3 2 2 3 2 2.4
Represent.

1.11 Overall 3 4 4 4 5 4 4 5 3 4.0
Construct
Relevance

Rater Mean Scores 2.5 3.0 3.5 3.5 4.0 3.0 3.0 4.0 25 3.2

Comments from panel members were consistent in reflecting problems and
weaknesses with the use of COPM as an instrument assessing clients’ occupational
performance. First, the COPM is inadequate in the assessment of performance
components, especially the mental and spiritual aspects. Although clients’
problems with occupational performance are supposed to be the outcomes of the
dysfunction in performance components, the assessment at the activity level does
not seem able to provide =nough insights for clinicians to make inferences, plan

and implement appropriate interventions. As one of the panel members wrote,
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“The COPM represents clients’ occupational performance, however, it does
not adequately measure the performance components to develop a treatment
plan (although occupational performance is supposed to reflect the
components) for a client.”
Secord, the COPM does not formalize the observations and inferences that
clinicians want to make during the testing processes so that they can have a better
understanding of clients’ problems in occupational performance. For example,
“The COPM identifies the areas of self-care, productivity, and leisure.
The COPM, in my opinion, does fall short in the areas of mental and
spiritual dysfunction which are not directly measured. Clinicians may be
able to determine the dysfunction through [the] interview process and it is
very much relied on the on-site performance, of the client.”
Third, the interview processes used with clients when administering the COPM are
critical in eliciting relevant information and building therapeutic interactions.
However, these processes are not standardized, thereby leading to substantial
variations in the adequacy, quality, and specificity of the information obtained.
Another panel member wrote,
“It is good to measure physical ability. Ranking problems and scoring
them bring in client’s concerns and perception [sic]. However, most of the

focus remains on physical ability.”
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The last item (1.11) in the Content Review is a summative item constructed
to obtain a global impression of the relevance of the COPM to reflect clients’
functioning with respect to the construct of occupational performance.
Surprisingly, the mean rating on this item was 4.0 suggesting that results obtained
from the COPM were thought to be “very good” in their relevance and
appropriateness. The individual opinions ranged from “good™ to “excellent”.
This seems at odds with the ratings given for the individual performance
components. Two members who gave an overall rating of “excellent” seemed to
share the opinion that the processes involved in the COPM were extremely relevant
to the ideology of the client-centred approach in the assessment of clients’
occupational performance. One member wrote:

“This is very relevant because it provides the opportunity for the client to

take some control to indicate what they view as important and how they

perceive themselves to be doing which is then incorporated into therapy
regime to empower the client and his rehabilitation.”
It is clear from this comment that in (at least) one case, the excellent rating actually
referred to the processes that the clients went through in completing the COPM
rather than on the test content of the instrument. In fact, most of the members
agreed that the client-centred approach had been operationalized in the COPM.
One weakness of the COPM seems to be that the testing process does “not

work well with a client with decreased insight and cognitive problems”. This
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combined with the other shortcomings mentioned in the previous sections indicates

that there are many problems in the content-related validity of using the COPM to

make meaningful and truthful inferences of clients’ occupational performance.
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Section B - Substantive Related Evidence

Two different strategies were used to analyze the test content and the testing
processes the clients engaged in when completing the assessment. The first
strategy was to relate the activities the clients perceived as being difficult ar 1 ¢
concern in the COPM with their responses to the Role Checklist. The second
strategy was to analyze the test taking processes of the clients as they were assessed
by the COPM. Protocols were obtained through semi-structured interviews in
which clients were asked to describe the thought processes that they used when
they responded to the tasks of problem identification, importance rating, perceived
performance, and satisfaction with performance. The clients were also asked to

elaborate on the responses that they gave in completing the COPM.

Response Consistency in Process of Problem Identit «>t:qn
According to Messick (1989) and Loevinger (1957), the substai::: .

component of validity entails looking for consistencies in test content with test
responses. In this portion of the validation study, the responses made by the
clients in the COPM were analyzed for their convergence with the construct of
occupational performance and other relevant constructs. First, the activities
identified by the clients were classified using the model of occupational
performance. Then a comparison was made of importance ratings and patterns of

the identified activities of clients in differen. gender and diagnostic groups.
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Patterns of Activities Revealed in the COPM

At the beginning of the COPM, clients are asked to consider their present
abilities and performance of daily living tasks and identify any activity that they
perceive as aifficult to perform. In the present study, all the activities identified by
the clients were first assigned to the activity category list provided in the COPM
Test Manual (Law et al., 1991, p.31-34). The list adopts the ‘ccupational
performance model which divides 99 daily activities into three clusters, namely
self-care, productivity, and leisure. Under each cluster of occupational
performance, there are three different categories of activities forming a total of
nine categories. For example, the first category under self-care occupational
performance is personal care which includes 13 activities such as “getting clothes
from closets and drawers” and “washing self”. According to the authors of the
Test Many 1, the list only serves as an example for reference and hence it is not
exhaustive. ror this study, nine more activities were added to the original list to
accommodate all of the activities listed by the clients. The revised activities list
and their coding as used in this study are presented in Appendix XI.

Results from the COPM showed that clients identified 327 activities which
they regarded as difficult to perform in the initial assessment. As shown in Table
5.4, the distribution of the activities with respect to the three areas of occupational
performance were: 56.0% (self-care), 22.0% (productivity), and 22.0% (leisure).

These results are similar to those reported by Law et al. (1994): 54.2% (self-care),
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25.6% (productivity), and 20.1% (leisure). The patterns of activities identified by

the clients in these two studies suggest that in the initial assessment most of the
clients were concerned about their independent performance in self-care activities.
Among the self-care activities, clients were found to value functional
mobility (26.3%), such as walking and getting in/out of a tub, and personal care
(19.3%), such as dressing and washing self, more than community management
(Table 5.4). Clients also showed more concern for their performance of home
management (16.5%) and active recreation (10.4 %) than other types of activities

under productivity and leisure occupational performance.
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Table 5.4

Frequencies of Activity Categorics in the COPM Identifi. 1 by the Clients

Activity Categories Frequency Percentage
Self-Care -Personal Care 63 19.3*
Self-Care - Functional Mobility 86 26.3*
Self-Care - Community Management 34 10.4*
Self-Care - Total 183 56.0
Productivity - Paid/Unpaid Work 16 5.0
Productivity - Household Management 54 16.5*
Productivity - Play/School 2 0.6
Productivity - Total 72 22.0
Leisure - Quiet Recreation 22 6.7
Leisure - Active Recreation 34 10.4*
Leisure - Socialization 16 4.9
Leisure - Total 72 22.0
Total 327

Note. N = 327. (*) denotes the activity categories with 10% or more frequency

out of the total number of activities identified by the clients in the COPM.
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by the clients as being difficult to perform. The frequencies ranged - om a high of
21 (6.5%) to a low of 11 (3.4%) out of a total number of 327 activities. The
clients showed more concern with activities related to self-care and productivity,
than to leisure. In self-care, functional mobility was found to receive the most
emphasis. More clients identified walking; getting in/out of cars, tub, and bed;
and climbing stairs as difficult to perform in the initial assessment. Personal care,
especially in dressing upper and lower limb garments and washing self, was
another area of concern identified by the clients. Community management
received comparatively less emphasis. The clients selected shopping and driving a
car as the two most problematic activities in the area. In productivity, the
activities of household management and paid/unpaid work were of greater concern
to clients than play/school activities. In performing household management

activities, clients showed the most concern with doing laundry. For paid/unpaid

work, clients identified working expected hours as important.
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Table 5.5

Eleven Activities Most Frequently Identified as a “Concera” in the COPM

Occupational Performance and Specific Activities Frequencies
Activity Categories (N=327)
Self-Care - Personal Care Dressing U/E and L/E 19
Garment
Washing Self 15
Self-Care - Functional Mobility ~ Walking 21
Getting in/out of Cars 18
Getting in/out of Tub 14
Getting in/out of Bed 12
Climbing Stairs 12
Self-Care - Community Man.* Shopping 17
Driving a Car 11
Productivity - Paid/Unpaid Work Working Expected Hours 11
Productivity - Household Man* Doing Laundry 14
Total 164

Note. U/E and L/E is upper and lower extremity. Community Man.* is

Community Management. Household Man.* is Household Management.
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The patterns of activity on the COPM found in the present study matched

very well with what was happening when clients are discharged to home or other
placements. In these situations, self-care activities such as personal care and
functional mobility are basic to their day-to-day functioning. In contrast,
community and household management are activities that the clients usually wait
for assistance from health care professionals such as home care services, family
members, or friends. It was surprising to find that, in the present study, paid and
unpaid work (5.0%) was frequently selected by the clients. This indicates that
despite their physical disabilities, some of the clients were active in the area of
productivity. Although leisure activities were not included in the list, this did not
mean that this aspect was not of a concern to the clients. As reported previously in
Table 5.4, 22% of the responses made by the clients covered the leisure area of
occupational performance. However, the number of clients selecting any particular
activity was evenly spread among the activities grouped under quiet recreation,
active recreation, and socialization categories. This further reiterates the notion
that the needs of clients in all three areas of occupational performance should not
be overlooked by occupational therapists.

Besides the 11 activities specified in Table 5.5, there were numerous other
activities that were perceived as difficult to perform at the time of initial
assessment. The frequencies of each of these activities are presented in the

complete list of activities found in Appendix XI.
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According to the COPM, clients are asked to select activities only in the
initial assessment. In the pre-discharge assessment, clients rate their performance
and satisfaction on the same pre-selected activities. Hence no data are available
regarding the concerns of the clients at the pre-discharge stage. Itis plausible that
the clients might have changed their concerns, and hence their choice of activities,
if their functional levels and social situation had been altered. Indeed, some
clinicians have pointed out this phenomenon. However, the scope of this study did
not include this aspect which could pose some threats to the construct validity of
the COPM.

Activities and Their Importance

The review of activities selected by clients on the COPM reflects clients'
concerns with independent daily living and, to a certain extent, their lifestyles after
discharge from the hospital. The importance of these activities to the clients
should be consistent with the activities that are performed :in particular life roles
and lifestyles. Table 5.6 summarizes the mean ratings of the degree of Importance
made by the clients in the COPM for the 11 most frequently identified problems
with the use the Importance rating scale 1 through 10. A rating of | indicated

“Not Important At All” and a rating of 10 indicated “Extremely Important™.



Table 5.6

Clients' Importance Ratings of the Activities Most Frequently Identified in COPM

Occupational Performancc and  Specific Activities Mean
Activity Categories Importance
Ratings
Self-Care - Personal Care Dressing U/E and L/E 9.2
Garment
Washing Self 9.0
Self-Care - Functional Mobility ~ Walking 9.1
Getting in/out of Cars 8.3
Getting in/out of Tub 8.2
Getting in/out of Bed 9.0
Climbing Stairs 8.3
Self-Care - Community Man.*  Shopping 6.7
Driving a Car 7.5
Productivity - Paid/Unpaid Working Expected Hours 8.7
Work
Productivity - Household Man*  Doing Laundry 6.1

Note. Community Man.* rer sented Community Management.

Household Man.* ¢ ated Housshold Management.
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The results revealed that the four mean Importance ratings of 9.0 and above
were clustered in the occupational performance of self-care, especially personal
care and functional mobility. It seems that when clients perceived their difficulties
in performing activities in personal care and functional movility, they also felt that
those activities were very important to their functioning. Three activities in
functional mobility, however, were rated as slightly less important (8.2-8.3).
These were getting in/out of cars, climbing stairs, and getting in/out of tub. This
may be explained by the fact that these activities either can be performed with
adaptations to the environment and the use of adantive equipment, or they are not
required to be performed everycay. By the same token, activities under the
community management category were deemed less important than those of
personal care and functional mobility.

Surprisingly, “working expected hours™ under the productivity occupational
performance was perceived as important with a mean Importance rating of 8.7.
This indicates that the clients in this study who rated “working expected hours” as
difficult also perceived the activity as very important to their living. In contrast,
the clienis who selected “doing laundry™ under the category of “household
management” did not perceive that the activity was important to them despite its
physically demanding naiure. The same explanations given for the activities under

community management can be given for “doing laundry™ and “getting in/out of
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car”. These activities do not need to be performed everyday, and probably helpers
can easily perform them for the clients once in a while.

Gender. Diagnostic Group, and Patterns of Activity

In order to have a more in-depth understanding of the patterns of activities
of concern to the clients, the results on the COPM Problem Definition were further
analyzed by using diagnosis and gender as grouping variables. When the
frequencies of each activity category selected by the clients were grouped under the
clients’ gender, no significant differences were found in the patterns of activity
selection between the male and female clients (Chi-Square=6. 17, df=8, p>.05).
This means that the patterns of activity of concern to male and female clients in the
initial assessment were similar. In contrast, significant differences were found
between the activities selected by clients in the orthopedic and stroke groups (Chi-
Square=28.13, df=8, p<.0l).

Further examination revealed that 30.3% of the activities identified by
clients in the orthopedic group were related to functional mobility compared to
15.7% by the clients in the stroke group (Table 5.7). In contrast, clients in the
stroke group put more emphasis on whether they could perform activities related to
quiet recreation (14.6% of the total responses) tha:. did the subjects in the
orthopedic group (3.8% of the total responses). Clients in both groups placed
approximately equal emphasis on whether they could perform personal care and

household r: .aagement tasks.
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Discussion in this section provides insight into the concerns of the clients
based on their responses to the Problem Identification part of the COPM. It is also
a preliminary analysis on the meaningfulness of the activities identified by the
clients before establishing their relationships with the life roles of the clients. To
summarize, information on the types of activities selected by the clients in the
COPM reflect particular activity patterns and concerns with their different areas of
occupational performance. Findings suggests that there are differences between the
clients in the orthopedic and stroke groups. However, these results should be

interpreted with caution because of \ii small sample sizes.
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Comparisons of Frequencies of Type of Activities Selected by Orthopedic and

Stroke Groups

Orthopedic Group

Stroke Group

(n=30) (n=9)
Activity Categories F % F %
Self-Care -Personal Care 45 18.9%* 18 20.2%*
Self-Care - Functional Mobility 72 30.3%* 14 15.7%*
Self-Care - Community Management 24 10.1% 10 11.2%
Productivity - Paid/Unpaid Work 11 4.6% 5 5.6%
Productivity - Housefiold Management 4] 17.2%* 13 14.6%*
Productivity - Play/School 0 0.0% 2 2.2%
Leisure - Quiet Recreation 9 3.R% 13 14.6%*
Leisure - Active Recreation 28 11.8% 6 6.7%
Leisure - Socialization & 3.4% 8 9.0%
Total 238 89

Note. * represents those activity categories which both groups selected more

frequently as being of concern or difficult to perform.
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Life Roles of Clients in the Diagnostic Groups

Clients’ perceived future life roles are accurate reflections of the roles they
will play and also the activities associated with those life roles after their discharge
from the hospital. For example, the role as a “home maintainer” would normally
require a client to perform self-care and household tasks.

In this study, the life roles of clients in the orthopedic and stroke groups
were analyzed by requesting the clients to report on their future roles using the
Role Checklist. The results revealed that there were no significant differences
(p>0.05) between the profiles of life roles of clients in the orthopedic and stroke
groups (Table 5.8). The findings also suggested that, with two exceptions, the
male and female clients had similar profiles of life roles. A significant higher
proportion of females (28.6%) than males (0.0%) perceived themselves as
“volunteer” (Chi-Square=3.95, df=1, p<.05). Likewise, a significantly higher
proportion of females (57.1 %) than males (18.2%) indicated they would prticipate
in religious activity - “religious participant” (Chi Square=4.82, df=1, p<.03).

In general, the life roles that were commonly perceived as potential future
roles were, in descending order, “friend”, “family member”, “home maintainer”,
“hobbyist/amateur”, and “care giver". The majority of the clier . identified one
or two out of these five future roles. Five clients predicted they wou' 1 likely may
all five roles at one time. The life roles that the clients vere less likely to perceive

» [

playing in future were as “student”, “yolunteer™, “worker”, “participant iii
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organizations”, and “religious participant™. The role patterns revealed in this
study are consistent with other research on role changes among people with
disabilities, particularly the roles of “home maintainer™ and “family member”
(Hallett et al., 1994). These activities are indoor activities rather than those which
involve substantial traveling. The activities related to paid/unpaid work and
play/school were not commonly considered by clients as future life roles. This
coincides with their less nerceived roles as volunteers, workers, and participants in
organizations.

The clients’ future life role profiles suggest that the clients would likely
engage in activities which are related to self-care, such as personal care (role of
“family member”) and functional mobility; productivity, such as household
management (roles of “home maintainer” and “care giver"); and leisure, such as
quiet recreation (“hobbyist/amateur™) and socialization activities (“friend and
family member”) as determined using the COPM. Comparing the results from the
Role Checklist with those activities obtained from the COPM provided evidence
regarding the substantive validity of the COPM. The notion that activities of
concern or performed by a person should commonly be reflected in their life roles
(see Chapter II) suggests a convergence between the responses made by the clients
in the COPM Problem Definition and their perceived future life roles on the Role

Checklist.
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Table 5.8

Comparison of the Proportions of Clients Perceived Future Life Roles between

Different Gender and Diagnostic Groups

Gender Diagnostic Groups

Life Roles of Clients Male Female  Orthopedic Stroke
(%) (%) (%) (%)

Friend 100.0 92.9 96.7 88.9
Family Member g81.8 85.7 80.0 100.0
Home Maintainer 63.6 89.3 83.3 77.8
Hobbyist/ Amateur 63.6 82.1 76.7 77.8
Care Giver 45.5 53.6 50.5 55.6
Religious Participant 18.2* 57.1%* 46.7 44.4
Worker 45.5 17.9 233 33.3
Participant in Organizations 18.2 35.7 30.3 333
Volunteer 0.0* 28.6* 16.7 333
Student 9.1 21.4 13.3 333

Note. * represents the life roles in which significant differences (p< .05) were

found between the proportions of male and female clients selecting them.
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For each of the ten roles considered, a Chi-Square test was used to compare
the activity patterns between clients who perceived themselves playing a particular
life role and those who did not (Note: Here and elsewhere, the Chi-Square values
were computed from non-independent frequencies, i.e. each client generated many
responses. Thus all Chi-Square values shouid be treated as approximate
indicators.). Each activity pattern was composed of the nine activity categories
specified in the COPM (refer to Table 5.7 for details). The Chi-Square analysis
hence was a 2 x 9 design (Yes/No - by - Activity) with df=8. No significant
relationship (p>0.05) were found between the activity patterns of the clients and
their perceived role for each of the ten life roles. Further inspection of the
frequency distributions in the 2 x 9 contingency table of each life role revealed that
the many of the frequencies in the cells were less than 5. These jeopardized the
assumptions of using the Chi-Square test. Therefore, additional statistical analyses
were conducted by clustering the nine activity categories into three areas, self-care,
productivity, and leisure. A 2 x 9 design was then changed to a 2 x 3 design
(Yes/No - by - Areas of Occupational Performance) with df=2. Results of the
analyses are presented in the following sub-sections with respect to the different
future .. e roles of clients.

Perceived Roie of Student

There were seven clients (17.9% of the total sample) who perceived their

future roles as student Table 5.9 shows the patterns of activity of clients between
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those who perceived themselves playing a student role (“Yes") and those who did
not (“No™). The results revealed that the seven clients who perceived a future
student role less frequently (40.5% compared with 60.7%) were more likely to
identify self-care tasks as more difficult to perform than those who did not (Chi-
Square=9.67, df=2, p<.01).

Table 5.9

Patterns of Activity and Role of Student

Perceived Role of Student

Areas of Occupational Performance Yes (%) (n=T7) No (%) (n=32)
Self-Care 40.5 60.7
Productivity 28.4 20.2
Leisure 31.1 19.0
Numter of Activities Identified 74 252

This suggests that the clients who saw a future role as a student were less
likely to perceive problems in performing self-care tasks when they were
discharged from the hospital. The seven clients also put more emphasis on their

ability to engage in leisure activities that did the clients who did not perceive a
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student role (31.1% versus 19.0%). Clients’ activily patterns were consistent with
their perceived roles as students who tend to have a jurore active life style than
those who do not perceive such a role .

Perceived Role of Worker

Similar to the patterns revealed in the role of a student (Table 5.10), clients
who perceived a future role as workers (n=10) showed less concern (<* *  versus
60.8%) with self-care activities than those who did not see themselves as workers
(Chi-Square=1.63, df=2, p<.02). The same group of clients were more
concerned (30.3% versus 18.5%) with their performance in the productivity area
such as household management (e.g. “doing laundry™). Clients who perceived
themselves as workers may expect that independent functioning is a pre-requisite to
taking on the role as a worker. As a result of this perception, they expressed fewer
concerns in self-care when compared with those who did not play such roles.

Even when perceiving a future role as a worker, clients still showed more
concern about possible problems performing self-care activities than performing
the productivity area. This is a common concern in an elderly population which

reflects the ages of the study group (mean age 64.5).
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Table 5.10

Patterns of Activity and Role of Worker

Perceived Role of Worker

Areas of Occupational Performance Yes (%) (n=10) No (%) (n=29)

Self-Care 45.5 60.8
Productivity 30.3 18.5
Leisure 24.2 20.7
Number of Activities Identified 99 227

Perceived Role of Care Giver

There were 20 clients (51.3%) who perceived themselves as future care
givers (Table 5.11). Similar to those who perceived themselves as workers, clients
identified significantly fewer concerns with their performance in self-care activities
after their discharge (50.3% versus 64.9%) than those who did not anticipate a role
as care givers (Chi-Square=7.20, df=2, p<.03). Again, clients may have been
more likely to anticipate that independent performance in self-care is a pre-

requisite to a role as a care giver.
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Table 5.11

Patterns of Activity and Role of Care Giver

Perceived Role of Care Giver

Areas of Occupational Performance Yes (%) (n=20) No (%) (n=19)
Self-Care 50.3 64.9
Productivity 24.1 19.1
Leisure 25.6 16.0
Number of Activities Identified 195 131

Perceived Role of Home Maintainer

There were 32 clients (82.1% of the total sample) who perceived a future
role as home maintainers (Table 5.12). Significant differences were observed in
the patterns of activity in the three areas of occupational performance between
those who did perceive themselves as home maintainers and those who did not
perceive themselves as such (Chi-Square=5.84, df=2, p<.05). Similar to the
roles of worker and care giver, the 32 clients who perceived themselves as home
maintainers identified fewer concerns with their performance in self-care than those

who did not. In contrast, more concern was shown for performance of
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productivity activities (24.3% versus 8.7%) among the clients who saw themselves

in the role of home maintainers.

Table 5.12

Patterns of Activity and Role of Home Maintainer

Perceived Roie of Home Maintainer

Areas of Occupational Performance Yes (%) (n=32) No (%) (n=T7)
Seli-Care 55.0 63.0
Productivity 243 8.7
Leisure 20.7 28.3
Nurnber of Activities Identified 280 46

Perceived Role of Hobbyist / Amateur

T _se were 30 clients (76.9% of the total sample) who perceived
themselves as hobbyist/amateur (Table 5. 13). Significant differences were found
in the patterns of activity of concern to the clients (Chi-Square=6.23, df=2,
p<.04). Similar to the patterns revealed in other life roles, the 30 clients
identified fewer concerns with their performance in self-care activities and more

concerns with productivity activities. Furthermore, clients who perceived a future



149

role as a hobbyist/amateur showed more concerns with their performance in leisure
activities (such as quiet recreation) than those who did not perceive themselves as a
hobbyist/amateur (23.9% versus 7.1%).

Table 5.13

Patterns of Activity and Role of Hobbyist/Amateur

Perceived Role of Hobbyist /Amateur

Areas of Occupational Performance Yes (%) (n=30) No (%) (n=9)
Self-Care 54.9 64.3
Productivity 21.1 28.6
Leisure 239 7.1
Number of Activities Identified 284 42

Other Life Roles

No significant differences were revealed in the patterns of activity of the
clients who perceived their role as friends (94.9% of total sample), family
members (84.6%), religious participants (46.2%), participants in organizations
(30.8%), and veluateers (20.5 %). For the roles of friends and family members,

these insignificant differences may be attributable to the large number of clients
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who perceived these particular roles. For instance, 37 out of 39 clients chose the

role of “friends”. The activities that they selected on the COPM occupied 96.9%

of the total clients’ responses. Consequently, the differences in the proportions of
the different areas of occupational performance were diffi:;ult to see.

Insignificant differences in patterns of activities between clients who did
and did not perceive their roles as religious participants, participants in
organizations and volunteers may be explained by the confusing operational
definitions of those roles (as specified in the Role Checklist). For example,
“participant in organizations™ was defined as, “Involvement, at least once a week,
in organizations such as the American Legion, National Organization for Women,
Parents without Partners, Weight Watchers, and so forth” (Oakley et al., 1986).
The ter “involvement” inadequately reflects the pre-requisite demands in order
for the clients to claim the role of “participant”. For instance, “involvement” can
mean being physically present at every event held by the organization, or it can
mean being interested in an issue but without any physical involvement.
Consequently, it is difficult to define sets of activities that might be associated with
the role of a participant in an organization, such as functional mobility and
community management. Because of this, clients may not be able to make
consistent judgments on whether they should perceive themselves as becoming
involved in the organization or not, and hence the patterns of activity required for

performing such a role are not clear.



Summary of Pattern of Activity and Perceived Future Life Rolss

The notion that clients' life roles and patterns of activity are related
constructs has provided the basis of estatlishing convergent validity between the
activities selected by the clients on the COPM and the clients’ future life roles as
revealed from the Role Checklist. Results suggest that clients’ responses on the
COPM reflect their concerns with different patterns of activity. These concerns
are consistent with the particular life roles that the clients perceive themselves
playing in the future. Except for several life roles identified as exceptional in this
study, the majority of the life roles are associated with the relevant patterns of
activity. This has provided evidence on supporting the substantive component of
construct validity of the COPM. When the clients were asked to select the
activities that they perceived as being difficult to perform after their discharge, the
activities did not appear not to be randomly selected. Rather, it seemed that a
more complicated process was undertaken through which clients considered their
life roles, and the responsibilities and activities associated with these roles before
decisions were made on selecting particular activities on the COPM.

Analvses of COPM Testing Processes

The administration of the COPM, like other clinical instruments, assumes
that clients performing the same tasks go through ihe same processes and hence
provide consistent responses. However, it is argued that although the testing

procedures of the COPM are largely standardized, clients who were assessed with
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the instrument were likely to interpret tasks and processes differently. Asa
consequence, clients' responses were likely to differ as well as therapist’s clinical
interpretation and inferences.

The first portion of analysis in this section focused on the characteristics of
clients' responses in the Problem Definition in the three areas of occupational
performance in the COPM. In the second portion, evidence is presented on the
reasoning behind the responses made in rating the Importance of the activities
identified, rating the self-perceived Performance in those activities, and then rating
the Satisfaction with performance. The data analyzed in this part were drawn from
the semi-structured interview with 21 clients in the retest occasion either within 3-
days (orthopedic group) or 7-days (stroke group) after the date of the initial
assessment. After the clients completed the COPM, they were requested to
describe retrospectively the processes that they experienced and remembered as
they went through the tasks involved in completing the test. This included clients’
thoughts, feelings, impressions, and methods of self evaluation. The protocol
analysis is believed to reflect the representation of the construct of occupational
performance in both the structure and processes of using the COPM as 2 clinical
assessment tool.

Problem Definition of Clients

After the retest of the COPM, the clients were asked to tell how they

interpreted the term “problem”. They were also asked to describe how they had
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reached the decisions on identifying those activities as problematic. The focus here
was on the p e s -hrough which responses were derived rather than on the
content of those responses (as discussed earlier).

When the clients were interviewed by clinicians in the retest, the following
leading qu:stions were asked,

“When | asked you to tell me the problems that you think you might have

after you are discharged from the hospital, what were the issues that came

immediately to your mind?”

“Was there anything particular that you thought of when you said (a

particular functional problem raised by the client) was a problem for you?”

In general, the clients were cooperative during the interview. Most of them were
willing to reveal their feelings and experiences to the clinicians.
Meanings of “Problem”

According to the Test Manual (Law et al., 1991), the step of Problem
Definition requires the clients to be interviewed “to determine if they are having
any problems in occupational performance™ (p.13). In this study, clinicians
prompted clients by asking: do you need to, do you want to, or are you expected to
do...? To proceed further, clinicians asked: can you do, do you do, or are you
satisfied with the way you do...? These dialogues were thought to encourage

clients to identify their problems in occupational performance in the context of role
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expectations, perceived performance of those activities, and satisfaction with the
performance.

When clients were asked to identify their problems, data indicated that most
of them went through an objective and systematic problem identification process.
The common strategy that clients seemed to use was to compare their present
abilities with their abilities before the hospitalization. The following are some of
the responses made by these clients,

“I based this on my previous experience, and 1 compared my abilities with

my previous performance.”

I thought about the way that I do it right now. I tried to compare the

present performance with the past.”

Responses from four clients indicated that the comparisons made between the past
and present performance were quite systematic and thorough. For example,

« considered the stairs first because I think of the architecture of my

house. There are stairs which I can not get around at home.™
Another client said,

«] mentioned the bed but the next thing 1 thought of was getting into the

house. Why worry about the bed if I can not get into the house?”

Besides this rather systematic method of problem identification, some of the clients

interviewed used a strategy which relied more on their emotion and intuition:
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“I want to go home and take it easy. I also want to play sports. However,

I have a weakness in right arm and leg....1 define something as having a

problem when 1 am not able to take care of myself and something that is

difficult for me to overcome.”

“I am being confined to a house....I can not think of any problems right

now. There may be other things that come up.™
Obviously, the two strategies of identifying problems were very different. The
responses of the clients showed that those clients who more systematically analyzed
their situations came up with more specific functional problems than those using a
more general and intuitive strategy. Sume of the examples of the activities selected
by clients using the former strategy were: cooking and preparing meals, putting
on/taking off shoes, going outdoors for coffee, and cutting toe nails. These were
very specific both to their roles and household duties. In contrast, the activities
selected by the clients with a more intuitive strategy were: walking, outdoor
activities, and work. These were broad and less role-specific. As a result,
diffarnt strategies seemed likely to produce different patterns of activity, and
probabiy a variation in the numbers of activities identified. Therefore the
assumm; 1on that similar responses are elicited in the problem identification process
of the C: /"M is challenged.

Anatier criterion adopted by the clients to define “problems™ was also

noteworthy. Generally speaking, clients did not perceive an activity as a problem
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even t' ugh the - <ould net perform it if there was somebody who or something
.1 could offer assistance. Su~h people included spouse, friends, sons or
daughters, and other relatives. ¢ e client responded,
“1 will get support from 1.y family members and friends....I have friends
to cook for me, and v amily will help with shopping and vacuuming....l
could get the methc *  prepare everything and adapt to the environment.”
Another client mer o™ .,
«| wuuld not be able to manage by myself but because my grand-daughter
will be with me, 1 will be alright.”
In fact, the support system that the clients had was a predominant factor in
determining whether a “problem”™ was recognized as such in the COPM. This
finding reveals that clients considered both their occupational performance and
sociocultural component when they made selections in the Problem Identification
section in the COPM. As one client commented,
“If 1 get the tools (equipment) then it would be much easier for me to get
around in the house and be independent. I need to consider other people’s
situation (client’s children). They all have small children. I have been
living alone for 24 years and it is nothing new. 1 will get used to it and not
feeling [sic] bad about it.”
This quotation reflects the fact that when clients identified problems in the COPM,

the test taking processes were far more omplicated than anticipated. Decisions
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were made following objective or subjective and specific or general analyses of the
problems. The links between occupational performance and specific performance
components, especially sociocultural, were very clear. The processes by which
clients identified the problems for subsequent rating in the COPM were diverse and
complex.

The findings showed tnat clients seemed to understand the instructions
given in the COPM. ‘Te fact that clients considered both occupational
performance and pe:formance components at the same time in making responses to
the COPM is consistent with the speculations in the model of occupational
performance. However, whether these complex processes were based on the
natural thinking processes of the clients or on the prompting by the clinicians
requires further investigation.

Rating of “Imporiance” of Activities

The discussion in this section focuses on the ways that clients interpreted
the ¢ pt of “importance™. According to The Manual (Law et al., 1991), the
clients were asked “to rate the activity in terms of its importance in his or her life”
(p.15). In obtaining the protocols in this study, clients were prompted to reveal
the processes through which they assigned ratings using the Importance scale and
the rationale which they used to evaluate the importance of these activities
(identified in the Problem Definition) in their life. The following are examples of

the leading questions used by the clinicians during the retest interview,
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“When I showed you this card {: mpc- tance), what did the word
“importance™ mean to you? When vou called something “important” to
your life, which aspects did you refer to?”

“For the activity, (select the activity with the highest rating), you gave a

very high rating on the scale. How would the performance of tnis activity

affect your life (or what would it mean to you)?”

Similar to the “Problem Identification” section, questions under the “Importance”
category were asked after the clients completed the entire COPw.
Meanings of “Importance”

The analysis of clients’ protocols indicated that clients showed
understanding of the concept of “importance” and the use of the Importance scale.
The clients’ words and phrases revealed that the clients perceived the term
“importance” at two levels, one abstract and emotional and the other concrete and
objective. Descriptors at the emotional level included: “high priority in life”,
“vital to my well being”, “anything tied with my independence”, and “enjoying
myself”. In contrast, descriptors at the objective level included: “basic”,
“necessary”, essential”, “no other choice” and “I know I need it, I must have it”.
Protocols at both levels revealed similar understanding of the term “importance™:

“Those are the basic things that I do everyday, such as dressing, toiletting,

and showering. They are essential.” (objective level)
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“Going out means a lot to me; it means I can do anything if I could go

out.” (emotional level)

“Dressing. 1 have to be able to dress myself; it makes me independent. 1

want to be just like 1 was before 1 came in here.” (emotional level)

The different descriptors used likely reflect the differences in clients’ educational
background, valuc systems, life experiences, abilities to express themselves, and
nature and types of the activities.

The descriptors related to the term “unimportance” were also extracted
from the clients’ protocols. They, too, were divided into an emotional level and
an objective level. Some of the emotional descriptors used included: “it will not
change my life” and “it would not be the end of the world”. Examples of
objective descriptors include: “1 could do without it”, “I would hire somebody to
do it”, “if the problem is temporary”, and “I would use other methods to do it”.
Most of the clients suggested that activities performed with a low “urgency” or
“frequency” were usually regarded as “unimportant”.

Findings from the protocol analysis indicated that clients had an adequate
understanding of the concept of “importance”. This was reflected in the ways
clients interpreted the two ends of the “importance™ spectrum: “important” and

“unimportant”.
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Discrimination of Importance Scale

Although the protocol findings suggested the clients’ general understanding
on the concept of “importance”, this did not imply the meaningfulness of COPM's
Importance scale to the “importance in life” construct. The 10-point Importance
rating scale ranged from “1™ - “not important at all” to “10” - “extremely
important”. The analysis of the clients’ protocols were used to discern the
meaiingfulness the clients attached to the different numbers on the Importance
scale: i.e., to see if the different numbers did in fact reflect different levels of
“importance” to the clients.

Expressions of the clients like “very important”, “necessary”, “highest
importance”, and “enjoying doing it” were associated with the ratings of “9™ and
“10". In contrast, lower ratings such as “3”" and below were associated with “not
a priority to me”, “don’t expect to do it for a while”, and “a temporary problem”.
For example, one client explained,

“Being clean is very important to me (rating of 9), so laundry is one of the

activities which is very important to me. Going to the university and taking

courses is important because I want stimulation of my mind (rating of 8).

However, | could live with my sister and brother who could help me out

(rating of 5)."

Another client reported,
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“] gave a 10 to yard work because 1 enjoy it so much. 1 gavea4dto

cooking which is a low rating because it is not a priority to me. I don’t

think about it till T get hungry. I would rather be out in the garden.”
Evidence showed that the discrimination of “important™ and “unimporiant” were
well anchored along the Importance scale. However, there were inconsistencies
within smaller increments such as ratings of 10 and 8.

Protocols seemed to suggest considerable confusion among some clients
using the Importance scale especially in th= middle range ratings. A rating of 8
was found to be problematic as illustrated below,

“I gave bathing a 10 which means ‘darn well’ when I have 2 bath. | gave

cleaning (household) an 8 because my friends help me clean my house.”
Another client expressed similariy,

“1 gave leisure an 8 because I can eliminate it without great impact on my

life. Work got a 10 because I need to go back to work to support my

family.”
The findings seem to suggest that the scale was effective in locating those clients
who rated an activity as “important™ or “unimportant” in life, but not the “less
important” ratings such as between 6 to 8. Except fcr the ratings of 10 or 9
(important) and S or 4 (unimportant), other points the clients exhibited on the 10-
point Importance scale seemed difficult to differentiate. Consequently, the

discrimination power of the 10 points along the ordinal scale was challenged.
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Ratings of Perceived Performance

The clients rated their performance of each of the five most important
problems they had using the Performance rating. According to the Test Manual
(Law et al., 1991, p.16), the 10-point Performance rating scale was used to obtain
a “subjective evaluation™ of clients’ “current performance” in the selected
activities. The following analysis is structured to investigate the meaningfulness
and usefulness of the Performance scale in reflecting the self-reported functional
performance of clients. In obtaining protocols, clients were prompted to reveal the
processes through which they assigned ratings using the Performance scale and the
rationale with which they evaluated their own performance in the activities they
had selected. Examples of the questions used by the clinicians to elicit responses
are as follows:

“When I asked you (the client) to rate your own performance, what were

the things that you considered before you gave me the answers?”

“How did you come up with (a rating of performance) on (a particular

activity)?”
Other prompts, such as what a high (9 or 10) or low (4 or 5) performance rating

meant and what particular factors affected their performance of the activities were

also used.



Meanings of “Performance”

The analyses of the protocols revealed that most of the clients interviewed
were consisient in their interpretation of «performance”. Moreover, the clients’
descriptions suggested that their ratings against the Performance rating scale were
meaningful. These findings appear to converge with the conclusions drawn by
other studies on validity of self-report information such as Elam et al. (1991) and
Myers, Holliday, Harvey, and Hutchinson (1993).

The analysis of the pretocols revealed that clients generally interpreted the
ter:n “Performance” in two ways. One group of clients viewed “Performance” as
a dichotomous concept. They regarded themselves as either in a “can do™ or
«cannot do” category. Another group of clients added a qualitative component to
their interpretation. They included “how well” they could perform the activity.
Below are some of the descriptions from the clients in the “can do” category,

“When 1 say performance, 1 mean [ am capable of doing them myself

without help or support.”

«performance means something that is done...It also means my ability to do

something.”

The second group of clients added descriptors such as “do it well”, “difficulty
level of tasks”, “comfort”, “speed” and “efforts” to qualify their performance.

For example,
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«performance means whether [ am able to do things, and how well 1 did
it.”
“] hope that I could do stuff normally at an average rate and do what others
are doing. 1 hope that the slowness is temporary.”
The responses indicated that clients had a clear concept of “performance” which
was similar to the concept as defined in the Test Manual.

Discrimination of Performance Scale

The Performance scale defines its two extremes as “able to do it well” and
“not able to do it”. However, during the interview with the clients, it was found
that the dichotomous concept of “performance” revealed by some clients was likely
attributable to their modesty in expressing themselves. No ~lients rated their
performance as 10 on the Performance scale in the initiz! assessment. Instead,
most of the ratings were within the 1 to 5 range.

Findings suggest that most of the clients had a clear concept of self-rated
“performance”. Clients used the Performance scale to rate their performance in
daily uctivities in a very discriminating fashion. These ratings were determined by
the availability of “adapted methods™, “adaptive equipment”, “assistance”, and
“efforts required” when the activities were performed. In fact, these qualifying
expressions used in the protocols illustrate the meaningfulness of the 10-point

rating scale. For example,
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“If I have the appliance (adaptive equipment), to go to bathroom, the rating
is an 8. However, if there is no appliance, I would give a 1, because |
could not do it in the first place....A 5 to me is at the borderline of doing
something whether it is with comfort or a waste of energy.”
“I gave cooking a 5 because I think that, at present, I am okay with
cooking. For yard work, it was a | because I can not do it at all.”
“It is 1 because right now I could not do anything. I geta 7 since 1 can
print and it is legible but it takes longer.”
The protocols clearly suggest a systematic evaluation going on when clients were
asked to rate their own performance. Further evidence shows that the scope of
their considerations went beyond their hospital experiences. This demonstrates that
some of them had done a very thorough analysis of their home and the hospital
environment and hospital during their hospital stay/continement and after their
discharge. As one client revealed,
“I think I can do it (committee work) by remote. | can do it from home
and I give myselfa 5.”
Another client said,
“In and out of bed, I gave a 7 because I've got a little ways to go yet. |
still have 2 little trouble. I am not 100%. For stairs, I gave it a 1 because |
cannot put weight on my left foot. It worries me how 1 will learn to do

stairs.”
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When compared with the Importance scale, the Performance scale was
mc -» meaningful and refined because evidence from clients’ protocols indicated
that they had good understanding of the concept of “performance”. Ratings of
performance against the Performance scale were found to reflect clients’ functional
level of particular activities. Self-rating of clients performance on the COPM were
shown to be appropriate and meaningful.

Rating of Satisfaction with Perceived Performance

After rating the perceived performance, clients were requested to rate their
satisfaction with the perceived performance using the 10-point satisfaction rating

scale. The Manual (Law et al., 1991) stated that this scale was used to measure

the “subjective evaluation” 6f clients' satisfaction with their current performance.
In obtaining the protocois, the clients were prompted to describe the processes
through which they analyzed their own performance and assigned their satisfaction
ratings. Their interpretations of the term “satisfaction” were also explored. Some
examples of the questions asked in this part are,
“Look at the Satisfaction card which 1 showed you before. What does the
word “satisfaction” mean to you?"

“What considerations did you have when you rated your performance in (an

selected activity) as (respective satisfaction rating)?”
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Meanings of Satisfaction

The clients' protocols revealed the vagueness with which “satisfaction with
performance” was interpreted. “Satisfaction” seemed to be a more difficult
construct to understand and quantify than “Performance” and “Importance”. The
analysis of protocols indicated that there were several ways in which clients
described their “satisfaction with performance”. One interpretation of the term
“satisfaction” seemed to be ihe results of comparisons between “what one has
now” with “what one had before™. Phrases related to “happiness”, “happy with
one’s ability” and “feeling content™ were used:

“For walking, I just feel I like a two-year old starting to learn how to walk

again. 1 can not do much better than this. I am not very happy now. For

cooking, I can not open cans. I mean there are a lot of things that I can not
do now. That is why I am not satisfied with it. Iask for an electric can
opener.”
Another interpretation of “satisfaction™ was largely related to the notion of
“further improvement” and “potential of getting better”. The foliowing
descriptions reflected this concept:
“] find myself progressing everyday. 1 know that it will heal up one day.
So, I am quite satisfied with whatever function that I have got although 1

am still pretty disabled.”
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“1 define satisfaction as ‘content’; it means something that makes you
happy.... What do you expect an old man like me to do in the hospital and
getting good progress.”
Although it was implied, most of the clients’ responses suggested that
“expectation” and “hope”™ were important factors influencing their evaluation of
how satisfied they were with their performance. The notion of personal
“expectation™ was clearly shown by one client:
“] interpret the term “satisfaction” as am 1 doing it to the level I think I
should be doing it. 1 will be satisfied when I can do the things that I used
todo.”
Quite a few clients also mentioned that satisfaction was highly related to or even
equivalent to the ability to perform activities:
«Satisfaction means being able to walk. 1 can not go down the street and to
the neighborhood. 1 do not want to stay and be put in oa2 place. 1 haven’t
been outdoors yet...I can not say I am satisfied except if I could do all of
them well.”
“1 tend to link satisfaction with my ability to do things. It all depends on
what I can do.”
Findings from the analysis suggested that the concept of “Satisfaction with
Performance”™ was complex and individualized. Clients revealed different

perspectives in judging their own satisfaction with their perceived performance.
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Protocol analysis has shown that “satisfaction™ is a more complicated
construct than “Importance” and “perceived Performance”. However, this is not a
surprising result as it matches very well with theories of well-being and life
satisfaction in which the construct of “satisfaction” is essentially multi-dimensional
(Chamberlain, 1988; Meadow, Mentzer, Rahtz, & Sirgy, 1992). The judgment
theories proposed by Carp and Carp (1982) and Michalos (1980, 1985) suggested
that satisfaction of persons at any given time is a function of a cognitive
comparison between the actual performance and some standards or conditions. In
the conceptualization of “satisfaction with performance” in this study, clients
compared their perceived current performance with: 1) their expected performance
(standard); 2) their previous performance (standard); and 3} actual conditions or
performance (condition). The appropriateness of using the Satisfaction scale to
measure clients’ satisfaction with current performance in the COPM hence is
evident.

Discrimination of Satisfaction Scale

Although clients’ conceptualization of “satisfaction” largely converged with
that of the COPM’s scale, the protocol analysis revealed some problems in the
meaningfulness and usefulness of the “Satisfaction” ratings especially within the
middle range of the scale. As one client explained his different “Satisfaction”

ratings,
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«Gatisfaction means 1 am quite happy with my ability. Yard work is 1
because I cannot do anything but look and that bothers me though I know it
will be a temporary thing. Cooking I gave 2 5 because I like to cook.”
Another client revealed her “Gatisfaction” ratings as,
«Satisfaction is the degree of accomplishment. 1 gave a 6 to in/out of bed.
I noticed a small improvement lately so my satisfaction is getting up. 1
gave 1 means [sic] it is impossible for me to even start.”
The above two examples show that clients used different criteria in making
decisions on quantifying their degree of satisfaction on the scale. The former rated
activities in terms of both ability and enjoyment, whereas the rating of the latter
client was based on her progress in performing an activity.

Problems with meaningfulness of the “Satisfaction” ratings were not
restricted to those within the middle range. Clients were found to interpret the
rating of 1 (not satisfied at all) differently,

“] say I am satisfied when I am able to do something. When I assigned 1,

it means that it is not easy to get in the tub with my surgery and my bad

knee.”
Another client indicated,

uSatisfaction means how happy I am with how I do...For shower, I

assigned a 1 because it is so difficult and it is something that I really want

to do. 1 have to 'psyche’ myself up all the time.”
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Besides the different interpretations of “satisfaction” ratings, another problem was
found when clients used their current performance as a referent for rating
satisfaction instead of comparing the performance with past or expected
performance. In this case, their “Performance” and “Satisfaction™ ratings were
indistinguishable. As a result, the meaningfulness and usefulness of the
Satisfaction scale in the COPM were very much challenged.
Conclusion on Substantive Validity of the COPM

In this section, substantive related evidence of the test content and testing
processes of the COPM was presented and discussed. To begin, the truthfulness of
the activities selected by clients was determined by establishing the convergence of
clients’ patterns of activity and their perceived life roles. The type of activities
identified by the clients on the COPM were found to be relevant to the demands
that were likely to be incurred from clients’ perceived life roles. Analysis of
clients' protocols suggested that systematic and complex processes were used by
the clients to identify; ite activities which they perceived to be problematic. It was
evident that clients considered performance components and occupational
performance dysfunction before responses were made.

Pro* »col analyses also revealed that the clients interpreted differently the
constructs of "Importance”, "Performance”, and "Satisfaction". The processes that
the clients went through before rating: were assigned using the respective three

subscales in the COPM reflected good evidence of substantive validity of the
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instrument. However, the evidence supporting the meaningfulness of different
numerical ratings showed weaknesses in each subscale. As a consequence, the
appropriateness of using the 10-point rating scales to measure the three constructs
in the COPM was challenged, especially for the Satisfaciion scale. In the next
section of this chapter, more evidence will be presented that ,.lates to these
challenges by exploring the structural fidelity of the "Performance” and

“Satisfaction" subscales.



Section C - Structural-Related Evidence

In the previous two sections of this chapter, the content-related and
substantive-related evidence of the COPM were presented and analyzed. To
accumulate further evidence of construct validity and strengthen the inferences that
can be made about clients’ occupational performance from the scores on the
COPM, this section focuses on the dimensionality and scoring system of the
COPM. Before this structural-related evidence is presented, the results of
estimating the stability of test responses of the COPM are reported. The stability
estimates were intended to contribute to the knowledge about psychometric
properties of the COPM. They also shed light on the strengths of relationship that
the COPM scores would yield with other instruments in establishing criterion-
related evidence in the present study.

The structural-related evidence is divided into two parts each reflecting the
different method used in establishing the evidence. The first part is exclusively
quantitative, as it explores the structural fidelity of the COPM in terms of inter-
item relationships and dimensionality. The second part is a qualitative review of
the ratings and comments by members of the panel review on the structure of the
COPM.

Short Term Stability of COPM

From the 39 clients included in this study, 21 were selected for the retest

(instead of 30 clients as planned), with 15 from the orthopedic group and six from
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the stroke group. The average number of days from the initial assessment to the
retest was 2.7 (SD=0.7) days for the orthopedic clients and 4.0 (SD=1.4) days
for the stroke clients.

» retest, only the COPM was administered. Different from the original
plan or tne study, the therapists who implemented the reassessment to the clients
were different from the therapists who conducted the COPM in the initial and pre-
discharge assessments. This arrangement was a compromise solution to the
problem of therapists being too busy in their clinical work to carry out the
assessments on all three occasions.

Notifications for the retest of clients were sent by the case therapists after
initial assessment to a team of two therapists responsible for the re-assessment.
After receiving the notifications, clients were re-assessed and interviewed unless
they were medically unfit to participate. The COPM was administered to the
clients by the researcher and one other therapist employed by the hospital.

This design made the estimation of the short term stability contaminated by
the errors associated with differences among the testers. Moreover, the changes
within the clients between the initial assessment and the reassessment due o the
treatment effects and natural recovery contributed additional errors to the stability
of the test scores between the two assessment occasions. It was impossible to

isolate which portions of the errors were attributable to which of these two sources.

These problem meant that the concept of test-retest reliability as proposed in the
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present study was inappropriate. Consequently, results of this study were at most
indicators of stability of clients’ responses over a short period of time.

Results of clients on the COPM in both the iuitial assessment and
reassessment are summarized in Table 5.14. Differences were found in the mean
Performance and Satisfaction subscale scores between the two assessment

scasions. However, the differences were not statistically significant (Performance
subscale score: 1=-1.46, df=20, p<.16; Satisfaction subscale score: t=1.04,
df=20, p<.31). The same insignificance was revealed after the clients were
grouped with respect to their diagnoses. These insignificant findings can be
explained in part by the small sample size. Another explanation of these findings
is the large standard deviations of the COPM subscale scores which reflected large
variability among individual clients in the same diagnostic group. The short term
stability of the COPM subscales scores using Pearson’s r are the correlations
presented in Table 5.14 which were 32 © - the Performance subscale and .09 for

the Satisfaction with performance scale.
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Table 5.14

Comparison of the COPM Mean Performance and Satisfi.ction Scores between

Initial Assessment and Reassessment

Performance Subscale Satisfaction Subscale
Diagnostic Group M SD M SD
All (n=21) 23.1 12.1 242 14.6
(28.0) (14.4) (20.3) (19.9)
Orthopedic (n=15) 20.7 11.5 22.9 15.4
(24.1) (13.0) (16.5) (9.9)
Stroke (n=6) 29.0 12.4 27.7 13.2
(38.0) (13.5) (29.6) (7.8)
Pearson’s r between 32 .09

Assessment Occasions

Note: Means and standard deviations inside parentheses were obtained in the

reassessment occasion.
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The scatterplots of clients’ initial versus retest COPM subscale scores are
presented in Figures 5.1 (Performance subscale) and 5.2 (Satisfaction subscale).
The distributions shown in the two scatterplots confirmed low correlations of
clients’ COPM subscale scores between the initial assessment and retest occasions.
Figure 5.1

Scatterplot of the COPM Initial and Retest Performance Subscale Scores

807
®
50 L4 *
. .
S a0 .
b ®
5
g 30 ° ¢
5
a [ 4 ® ® ®
b
o 201 )
% o ¢
« ®
10 '
0 4 b s e e - 3 - ———
0 10 20 30 40 50 60

Initial Performance Scores



178
Figure 5.2

Scatterplot of the COPM Initial and Retest Satisfaction Subscale Scores
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The low correlations for both subscales of the COPM indicated low stability
of the COPM scores between two assessment occasions. As mentioned earlier in
this section, the differences in therapists administering the COPM and the changes
within the clients between the initial assessment and reassessment occasions
accounted for the two major sources of random errors in the present siability
estimates.

Tester and Occasion Effects on COPM Problem Identification

One of the major flaws in the short term stability in this study was the use

of different therapists in conducting the COPM in the initial and retest occasions.
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The second flaw was the changes in the clients hetween the period from the initial
assessment to the reassessment occasions. In order to understand the extent to
which cI' ‘nts’ responses changed in the two assessment occasions, an analysis was
conducted to explore differences in the pattern of activities selected by the clients
in the COPM.

Table 5.15 shows the comparisons of the patterns of activities identified by
clients in the two diagnostic groups. In general, clients in the reassessment
occasion identified fewer activities than in the initial assessment occasion in the
self-care, productivity, and leisure activities categories. The differences were
found to be statistically significant in the orthopedic group but not in the stroke
group. In the orthopedic group, the total number of activities identified by the
clients as difficult to perform in the initial assessment was significantly higher than
in the reassessment (r=2.07, df=13, p<.02). Similar results were revealed when
the activities were further categorized into self-care (r=3.62, df=13, p<.0l) and
leisure (r=2.21, df=13, p<.04). However, the difference in the productivity

category was not statistically significant (r=.92, df=13, p<.37).



Table 5.15

Pattern of Activities Selected by Clients between [nitial Assessment and

150

Reassessment
Mean Number of Activities Selected by Clients
Orthopedic Group Stroke Group
Activity Categories Initial Ass. Retest Initial Ass. Retest
Self-Care 5.0 3.0 5.8 3.9
(1.9) (1.9) (2.5) (1.3)
Productivity 1.9 1.2 2.7 1.5
(2.5) (1.2) 3.1 (1.1)
Leisure 1.9 0.7 33 1.3
(2.1) (0.6) (2.2) (1.5)
Total 8.9 4.9 11.8 6.7
(5.4) (2.7) (7.1) 2.7

Note: Values in parentheses are standard deviations of the mean number of

activities.
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In th. stroke rroup, even though the numbers of activities selected by the
¢ s at the reassessment were less than at the initial assessment, the differences
were not significant. The lack of significance is largely attributed to the fact that
there were only six clients who participated in the retest. The variability among
individual clients on both occasions accounts for the failure to statistically
demonstrate those differences.

Besices the number of activities, the nature of activities that clients
identified as iifficult to perform were found to be different between the initial
assessment and the reassessment. The consistency of the activities identified in the
two testing occasions was quantified by using the percentage of agreement index.
The mean percentage of agreement between the initial assessment and the retest
was 37.3% with a range from 0.0% to 62.5%. Results indicated that clients
identified different activities in the two testing occasions. In general, when clients
identified ten activities in the initial assessment, only three to four activities were
consistently identified  the reassessment. When the identified activities were
limited to five with the highest Importance ratings, the percentage of agreement
dropped slightly to 36.2%, ranging from 0.0% to 60%.

Table 5.16 provides a sample of the activities identified by one client on the
two assessment occasions. The percentage of agreement of the activities identified
by this client between the initial assessment and the retest was 0.0%. Content

analysis suggested that the client identified more problems in the areas of
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productivity and leisure on the retest than on the initial assessment. Despite the
fact that the same number of activities were identified in the area of self-care (four
activities), none of the activities identified in the initial assessment were re-

identified in the retest. This constitutes a fundamental problem of the COPM when

activities identified bv i as ¢ “ficult to perform are inconsistent in the two
different 1sse- o joms. his i “hought to impact the short term stability of
the COPM . et the idlin o Impor ance, Performance and Satisfaction

(even thoug. the wifferences in *he subscale scores between the initial assessment

and retest were statisticall' insignificant).
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Table 5.16

Activiues Identified by One Client in Initial Assessment and Reassessment

Activities Identified by One Client

Initial Assessment Reassessment
Self-Care Hold a knife to cut meat Using a Toilet
Wash Self with Towel Bathing right side of body
Walking Getting in and out of bed
Writing Taking a public transit
Productivity Grocery shopping
Laundry
Cooking a meal
Cleaning house
Le .2 Watching movie

Results suggested that the clients made differciii responses on the COPM in
the two assessment occasions. There was an evident reduction in number and type
of activities selection. However, the design of this study did not allow furtter

inferences to be made on whether the discrepancies were attributable to the
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variations among the clierts, or the clinicians conducting the assessment, or the
influence of treatments. Among the clients, asy e b OPMon
different testing occasions may have resulted from a ditference in concerns,
performance and satisfaction due to progress from the treatment program or natural
recovery. In other words, clients’ functional status may have changed during the
period between the initial assessment and the reassessment. However, the
activities of one client as shown in Table 5.16 did not support this speculation. In
the area of self care, the difficulty levels of the activities identified by the client as
difficult to perform between the two testing occasions were by and large similar.
One could argue that the differences were attributable to the increase in clients’
level of awareness as they developed more concern with their independence before
and during the retest occasion. As reported previously, however, there was a
general reduction of number of activities from initial assessment to the
reassessment.

Table 5.17 shows the activities identified by another client. The number of
activities was reduced from nine to five. Analysis of the activities also revealed
that the activities identified on the two occasions did not differ in their difficulty
levels. Hence the likelihood of change in the ability levels of the clients between

the two test occasions was not strongly supported.
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Table 5.17

Activities Identiiied by Another Client in Initial Assessment and Reassessment

Activities 1dentified by Another Client

Initial Assessment Reassessment
Self-Care Washing back and lower limb Bathing
Dress lower limb Dressing
Getting in and out of bed Toiletting

Climb up and down stairs

Walking
Getting in and out of car Driving
Productivity
Leisure Reading in sitting nosition
Going to opera Going to theatre

Visit friends

To explain such phenomenon, the clinicians speculated that they may have

put different emphases and used different approaches when conducting the
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assessment on the different occasions especially since the COPM is not “well
standardized” in its testing procedures. During the semi-structured interview,
clinicians were free to prompt and guide the clients. As a result, responses macle
by clients easily differed (as revealed in this section). However, oty ations of
clinicians interacting with the clients on the COPM were not part of the validation
study. Such a speculation hence is more a clinical inference from the researcher
than a verification of the unreliability of the test. Future research on this area is
strongly recommended.

Conclusion on the Short Term Stability of COPM

The inferences that can be made based on the stability eshinates of the
COPM were unfortunately limited by its small sample size and by the research
design. Consequently, it is impossible to isolate the “occasion” from the “tester”
effects in explaining the instability of the COPM scores. Sources of error could be
attributed to the occasion effects, the tester effects, or a comboination of both. The
instability of the COPM subscale scores would lower the values of the inter-item
correlations of the COPM to be presented later in this section and the values of the
correlations between the scores of the COPM and other clinical instruments

(criterion-related evidence) in Section 1V of this chapter.
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Structure of the COPM : A Quantitative Analysis

The COPM does not possess all of the structural characteristics of a typical
clinical assessment instrument has. It does not have a specific pool of items which
differentiate the test from the non-test domains. Each client has the possibility of
selecting a set of activities in self-care, Jeisure, and/or productivity which would be
totally different from that the set selected by another client. Evidence has shown
that clients’ activity patterns may differ according to their own life roles, needs,
and immediate environment (see Section B, Chapter V).

In the subsequent analyses, only 34 out of the total 39 clients were
included. Five clients were excluded because they identified fewer than five
activities that were identified as difficult to perform.

COPM Activity Items

After the activities are selected, clients are requested to assign an
Importance rating to each activity item. The Importance ratings are not changed
throughout the assessment process including the pre-discharge occasion. The
Importance ratings assigned to the selected activities become the weights used to
obtain the item Performance and Satisfaction scores. In this section, “activity
items™ refer to the five most important activities nominated by the clients, that is,

those given the five highest Importance ratings.
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COPM Scoring System

The test domain of the COPM suggests a two-dimensional structure for the
instrument. These two dimensions are “perceived performance™ and “satisfaction
with performance”. Clients are asked to rate each activity item separately with
two 10-point rating scales to reflect their perception of 1) their performance of the
activity and 2) their satisfaction with their performance. Each score is separately
computed to yield individual item Performance and Satisfaction scores. The
activity item scores are then averaged to give the total Performance and
Satisfaction scores that are used to make comparisons between the pre-test and
post-test assessment occasions.

Tue scope of this study did not allow a factor analytic review nor Rasch
analysis of the structural fidelity of the COPM. Analyses were limited to the study
of inter-item relationships to shed some light on the dimensionality of the
Importance ratings, and Performance and Satisfaction with performance subscale
scores.

Importance Rating As a Weighting System

In the COPM, the activities that clients perceive as being difficult to
perform are not necessarily the most important to their daily life. By the same
token, clients may not find activities which are important to them difficult to
perform. Therefore, the convergent inter-item relationships among the Importance

ratings (weightings) of the activity items were predicted to be comparatively low.
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Following the procedures of the COPM, five activities with the highest Importance
ratings are selected to be the activity items for further rating.

For this part of the analysis, the activity items of each client were ranked
with respect to their Importance ratings and assigned to Item 1 to 5 accordingly.
Hem 1 is the acti *« item with the highest Importance rating whereas Item 5 is the
lowest. Table 5.18 sum.narizes the mean Importance ratings and their standard
deviations. The analysis found the mean Importance ratings of the five activity
items ranged from 7.6 (SD=2.3)109.8 (SD=0.7) (Table 5.18).

Table 5.18

Inter-item Correlation of Importance Ratings of COPM's Activity Items

Item Importance Ratings (Pearson’s r)

Act. Item 1 Act. Item 2 Act. Item 3 Act. Item4  Act. Item 5
M=9.8 M=9.2 M=8.8 M=8.1 M=7.6

SD=0.7 SD=1.7 SD=1.8 SD=2.2 SD=2.3

Note. Act. Item 1 is the activity with the highest Importance rating and Act. Item

5 with the lowest for each client.
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The elimination of activities deemed less important to the clients introduced
biases into the scoring system in two ways. First, the weighting system in the
COPM was most likely rendered meaningless since most of the activity items had a
very limited range of Importance ratings. Second, the construct of “importance”
in clients’ daily life was skewed toward the low end of the scale. The truthfulness
and meaningfulness of the Importance ratings as a weighting system in the COPM,
and the subsequent computation Performance and Satisfaction scores are called inte
question.

The Performance Scale

Previous analyses showed a clear conceptualization of the construct of
“performance” among the clients. The Performance subscale was found to be
meaningful in reflecting different performance levels among the clients.

The Performance score of each activity item was computed by multiplying
the Performance rating by the Importance rating. Like the Importance ratings, the
structural relationships among the item Performance scores should be relatively
weak due to the differences in the nature of activities selected by clients, their
subsequent Importance rat:ngs, and clients’ perceived abilities to perform those
activities.

In this part of analysis, activity items were arranged into Act. Item 1 to 5
according to the sequences that appeared on the COPM test protocol (Table 5.19).

In other words, the sequence of Act. Item 1 to 5 is the sequence with which
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clients assigned their perceived Performance and Satisfaction with Performance
ratings. Table 5.19 presents the inter-item correlations among the item
performance scores of the initial and pre-discharge assessments. The figures along
the diagonal were the correlations of the item performance scores between the

initial and pre-discharge assessments.



Table 5.1~
Inter-item C.: -°.;ions of Performance Scores of COPM’s Activity Items in Init‘al

and Pre-dischaize Assessments

Item Performance Scores (Pearson’s r)

Act. Item 1 Act. Item 2 Act. Item 3 Act. Item4  Act. Item 5

M=29.1 M=29.5 M=24.8 M=18.5 M=20.0

sD=21.5 SD=25.0 SD=22.8 SD=15.2 SD=14.7

(M=170.2) (M=67.9) (M=60.1) M=50.0) (M=44.5)

(SD=24.3) (SD=24.3) (SD=31.1) (SD=29.1) (SD=29.1)
Ac.. Ttem 1 22 42% .20 -.04 .01
Act. Item 2 .20 07 55%* 12 .15
Act. Item 3 27 47* 04 .23 .26
Act. Item 4 31 54 .60** .10 52*
Act. Item 5 A3 .23 32 TQ** 42%*
Note. * p<.05 ** p<.00!

Act. Ttem 1 is the first rated activity item and Act. Item 5 is the last.

Correlation coefficients above (below) the diagonal are for the initial

assessment (pre-discharge assessment). Means and standard deviations in

parentheses represent the pre-discharge assessment.
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Initial performance score. The mean Performance ratings of each of the

five activity items across clients in the initial assessment occasion ranged from 2.3
(SD=1.7) t0 3.3 (SD=2.7) (Table 5.22). The low means indicated that clients
generally perceived their performance in the selected activities as “poor”. This
could be due to the fact that clients were generaily hindered by their dysfunction in
the performance components at the early stage of the rehabilitation programs which
was reflected in their low ratings. The mean Performance scores of each of the
five activity items, after being multiplied by the Importance ratings “ried from
18.5 (SD=15.2) t0 29.5 (8D=25.0) on the initial assessment (Table 5.19).

Table 5. 19 shows the correlations among the item Performance scores of
the five activity items at the initial assessment (correlations above the diagonal line)
and the pre-discharge assessment (correlations below the diagonal line). For the
initial assessment, there was a tendency for adjacent items to have higher
correlations than the non-adjacent items. For example, items 2 and 3 yielded a
correlation coefficient of 0.55 but for items 2 and 5, the correlation was only 0.15.

Pre-discharge performance scores. It was speculated that the relationships
among the item Performance scores were likely to remain moderate n the pre-
discharge assessment. Furthermore, the mean Performa...e ratings were predicted
to be higher and more varied than that of the pre-test because of the treatment
programs that the clients received (as interventions). The pre-discharge mean

Performance ratings of activity items revealed a wider range from 5.5 (SD=3.1) to
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7.4 (SD=2.4) (Table 5.24). The pre-discharge Performance scores varied from

44.5 (SD=29.1) to 70.2 (SD=24.3) (Table 5.19). The patterns and sizes of the
inter-item correlations were similar to that of the initial assessment with a mixture
of high (r=.47 to .70) and low (r=.13 to .32) values (Table 5. 19).

The patterns of the inter-item correlations of both the initial and pre-
discharge Performance scores suggested a “carry-over™ effect in which the
pertormance rating assigned to one item influenced the rating assigned to the next
activity item. For example, in the initial assessment occasion, items 2 and 3
yielded a correlation coefficient of .55 whereas items 2 and 5 was .15; in the pre-
discharge assessment occasion, items 2 and 3 yielded a correlation coefficient of
47 whereas items 2 and 5 was .23. However, the effects of the first Performance
rating assignment diminished as the clients proceeded with ratings io the next few
activity items. Other than this, no systematic pattern was revealed which further
substantiates the notion that individual clients perceived their levels of functioning
differently for different activity items.

Initial and pre-discharge item performance scores. Low correlations of the

item performance scores were revealed between the initial and pre-discharge
assessments (Table 5.19). This further substantiated the notion that clients’
responses on the COPM on different assessment occasions were different. It also

partially explained the low stability estimate yielded for the Performance subscale.
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The Satisfaction Scale

In the COPM, after the clienis rate their current performance on the activity
items, they are asked to assigr Satisfaction ratings to their perceived performance
with a 10-point rating scale. The item Satisfaction scores are computed by
multiplying the Satisfaction rating by the Importance rating. Like the Performance
Scale, the relationships among the Satisfaction scores should be relatively weak due
to the differences in perceived performance and subsequent satisfaction with that
performance among individual clients. Turthermore, results of previous analys” *
of substantive validity of the COPM have indicated that clients interpreted the
concept of “Satisfaction” and its ratings differently. This further weakens the
relationships among the Satisfaction scores of the activity items Table 5.20
presents the inter-item correlations among the item satisfaction scores of the initial
and pre-discharge assessments. The figures along the diagonal were the

correlations of the item satisfaction scores between the initial and pre-discharge

assessment.
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Table 5.20

Inter-item Correlation of Satisfaction Scores of COPM's Activity Items in Initial

and Pre-discharge Assessments

Item Satisfaction Scores (Pearson’s r)

Act. hem 1 Act. Item?2 Act. tem 3 Act. Item 4 Act. Item S

M=31.4 M=22.9 M=254 M=20.8 M=23.1

SD=23.4 S$D=228 SD=257 SD=18.5 SD=20.5
(M=73.7) (M=61.3) (M=59.3) (M=51.3) (M=45.2)
(SD=22.6) (SD=29.6) (SD=32.0) (SD=30.3) (SD=30.5)

Act. Item 1 .09 .64** 42% 37 41*
Act. Item 2 .28 A2 A44* A1* Sh*
Act. Item 3 32 .49% .18 .68%* .28
Act. Item 4 44 6% A .08 44>
Act. Item 5 .26 A41* .39% JT2%* 34

Note. * p<.05 ** p<.001
Act. Item 1 is the first rated activity item and Act. Item 5 is the last.
Correlation coefficients above (below) the diagonal are for the initial
assessment (pre-discharge assessment). Means and standard deviations in

parentheses represent the pre-discharge assessment.
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tnitial Satisfaction Scores. The initial mean Satisfaction ratings of the five

activity items fell within a restricted range from 2.5 (SD=2.4) to 3.4 (SD=2.4).
The small variations of the Satisfaction ratings indicate that clients were generally
not satisfied with their performance in the activities at the early stage of the
rehabilitation programs. The mean Satisfaction scores of each of the five activity
items, after being multiplied by the Importance ratings, varied from 3
(SD=18.5) to 31.4 (SD=23.4). Table 5.20 shows the inter-item correlations of
the Satisfaction scores, indicating low to moderate relationships among the scores
(r ranged from .37 to .68).

The two plausible explanations to these inexpectedly high inter-
relationships are that- 1) clients were generally dissatisfied with their own
performance (which is not uncommon in the initial phase of the rehabilitation
process); 2) the meaning of “Satisfaction” tended to be interpreted differently by
individual clients (as mentioned in the previous sections). Moreover,
wsatisfaction™ could not be easily delineated with respect to different activities.
Rather it was an overall belief or perception which was likely generalized to all
concerns of the client. The following analysis of the pre-discharge item
Satisfaction scores will shed some light on the validity of these two arguments.

Pre-discharge satisfaction scores. The pattern of inter-item correlations
between the pre-discharge Satisfaction scores was also similar to that of the initial

assessment (Table 5.20). The mean Satisfaction ratings of individual items
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presented a much wider range of 5.6 (SD =3.3) to 7.8 (SD = 2.0) than that of the

initial assessment (Table 5.24). The mean Satisfaction scores of each activity
items varied from 45.2 (SD=30.5) to 73.7 (SD=22.6) which is consistent with the
predictions made. The high inter-item correlations (r ranged from .41 to .72)
further substantiate that “satisfaction” is likely to be an overall belief or perception
which is easily generaliz.d to all concerns of the clients. Higher item Satisfaction
scores indicate that clients were generally more satisfied with their own
performance in the pre-cischarge phase than in the initial phase of the rehabilitation
program.

Initial and pre-discharge item satisfaction scores. Low correlations of the

item satisfaction scores were revealed between the initial and pre-discharge
assessments (Table 5.20). This further substantiated the notion that clients’
responses on the COPM on different assessment occasions were different. It also
partially explained the low stability estimate yielded for the Satisfaction with
performance subscale.

Constructs of Performance and Satisfaction

In Section B of this chapter, protocol analysis of the interviews with the
clients in the retest occasion revealed that clients’ were unclear if not confused with
the concept of “satisfaction.” The constructs of perceived performance
(Performance rating) and satisfaction with performance (Satisfaction rating) were

thought to be inter-changeable. A correlational matrix showing the relationships



199

between the clients’ pretest Performance and Satisfaction scores on the five activity
items across clients selected items is shown in Table 5.21.
Table 5.21

Correlations of Initial Item Performance and Satisfaction Scores on the COPM

Item Item Satisfaction Scores (Pearson’s r)
Performance

Scores
SATSCI SATSC2 SATSC3 SATSC4 SATSCS

PERSClI 60+ .05 1l A1 .01
PERSC2 .30 J37* 47 .48* .16
PERSC3 14 13 66*F A47* .19
PERSC4 -.02 27 .04 SO* .27
PERSCS5 10 25 21 43* JI3**

Note. * p<.05 ** p<.001

In the initial assessment, consistent patterns of relationships were revealed
between the item Performance and Satisfaction ratings. Although the correlations
were not exceedingly high, significant correlations (r ranged from .37 to .73) were
revealed between the Performance and Satisfaction scores of the activity items

(Table 5.21). The results suggested that when clients rated their performance as
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“poor”, they would likely rate their satisfaction with that performance as “low".
When the performance was rated as “good™, the Satisfaction ratings were likely to
be “high”. The mean Performance and Satisfaction ratings of the clients on the
COPM'’s activity items revealed similarities between the two sets of ratings (Table
5.27

Table 5.22

Initial Mean Performance and Satisfaction Ratings of Activity ltems

Item Number Mean Performance Rating  Mean Satisfaction Rating
Mean SD Mean SD
Act. Item 1 3.1 2.2 3.4 2.4
Act. Ttem 2 33 2.7 2.5 2.4
Act. Item 3 2.8 2.4 2.8 2.6
Act. Item 4 2.3 1.7 2.7 2.3
Act. Item 5 2.5 2.0 2.9 2.6

In the pre-discharge assessment, positive relationships between performance
and satisfaction on the same item were again obvious. Table 5.23 presents the
correlation matrix of the item Performance and Satisfaction scores. The significant

high correlations (r ranged from .86 to .98) between the Performance and
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Satisfaction scores on the same item suggest that it was highly likely for clients to
rate their satisfaction as high when their performance was good, i.e., perceived
progress towards independence. Like the initial assessment, the mean Performance
and Satisfaction ratings of the clients on the COPM revealed few differences
between the two sets of scores (Table 5.24).

Table 5.23

Correlations of Pre-discharge ltem Performance and Satisfaction Scores on the

CcOpPM
Item Item Satisfaction Scores (Pearson’s 7)
Performance
Scores
SATSC1 SATSC2 SATSC3 SATSC4 SATSCS
PERSCI 86** g1 .20 31 .19
PERSC2 31 86** 41* 52** 22
PERSC3 35 47* 93k .66** 33
PERSC4 47* L64** .64 ** 93** T3
PERSCS 19 .44* .38* L69** 98**

Note. * p<.U5 ** p< .00l
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Pre-discharge Mean Performance and Satisfaction Ratings of Each Activity Item

Item Number

Mean Performance Rating

Mean Satisfaction Rating

Mean SD Mean SD
Act. Item 1 7.4 2.4 7.8 2.0
Act. Item 2 7.4 2.2 6.6 2.9
Act. Item 3 6.6 2.9 6.4 3.0
Act. Item 4 6.0 2.9 6.1 2.9
Act. Item 5 5.5 3.1 5.6 33

Another method used to substantiate the relationships between the

Performance and Satisfaction ratings was to correlate the change in Performance

ratings and the Satisfaction ratings by subtracting the ratings of the pre-discharge

assessment from their initial assessment counterparts for each activity item. The

strong correlations between the two sets of change in ratings provide further

insights into the relationships of the constructs of performance and satisfaction with

the performance as shown below.
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Positive and significant correlations were revealed between the change in
Performance and Satisfaction ratings for all the activity items (Table 5.25).
Correlation coefficients  along the diagonal of Table 5.25 ranged from .64 to .89.
This further suggests that the constructs of performance and satisfaction with the
performance are closely related to one another. Their relationships are consistent
with those specuiated from the model of occupational performance and the findings
in the protocol analysis of this study.

Table 5.25

Correlation of Change in Performance and Satisfaction Ratings on the COPM

Change in Change in Satisfaction Ratings (Pearson’s 1)
Performance

Ratings
CHSATI CHSAT2 CHSAT3 CHSAT4 CHSATS

CHPERI 64+* -.06 15 .20 12
CHPER2 19 64** 50* .38* .07
CHPER3 A5 .50* 82 S58** 33
CHPER4 23 58* .64%* 89%* ST7**
CHPERS .14 3l .60%* .69%* 89*#*

ote. * p<.05 ** p<.001
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Strong and positive relaticnships were also revealed between the
Performance and Satisfaction subscales in both initial and pre-discharge assessment
occasions (Table 5.26). Pearson’s r between the two subscales was .77 (p <.001)
for the initial assessment and .94 (p<.001) for the pre-discharge assessment. The
high correlations between the two COPM subscale scores yielded in the same
assessment occasion further substantiate the convergence of the constructs of
performance and satisfaction with performance as revealed in the previous
analyses. Low correlations were found between the subscale scores yielded in

different assessment occasions, with r ranging from .17 to .28.
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Correlation of COPM Performance and Satisfaction Subscale Scores in Initial and

Pre-discharge Assessments

COPM Subscale Scores (Pearson’s 7)

Initial Initial Pre-discharge Pre-discharge
Performance  Satisfaction  Performance Satisfaction
Scores Scores Scores Scores
Initial Performance 1.00 JTT** .17 15
Scores
Initial Satisfaction 1.00 .25 .28
Scores
Pre-discharge 1.00 94x*
Performance Scores
Pre-discharge 1.00

Satisfaction Scores

Note. * p<.05 ** p<.00!]

Conclusion

Results of the analyses suggest that clients' ratings of their Performance and

Satisfaction subscales are closely related to one another. The literature review and
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the protocol analyses conducted in this study have demonstiated the commonalities
and interrelationships between these two constructs. Statistical findings also
support the notion of the common variance and high correlations between the two
subscales in the COPM. This leads to a question about the need for incorporating
two highly related and dependent measurement scales in one instrument. From a
psychometric point of view, the two subscale scores do not provide independent
contributions towards better discrimination and prediction of clients’ occupational
performance. From a clinical point of view, the use of the Performance as well as
Satisfaction subscales provides little additional essential information than the use of
either alone.

The analyses revealed the problems with the dimensionality of the
Performance and Satisfaction with performance subscales of the COPM.
Consequently, the clinical interpretations of the subscale scores in the COPM are
called into question. The usefulness of the comparisons between the initial and
pre-discharge test scores of individual clients are also challenged. Hence, the
psychometric properties of the COPM as a clinical outcome measure are at best
weak.

Expert Panel Review of Structural-Related Evidence : A Qualitative Analysis

A different perspective for evaluating the structural validity of the COPM
scoring system used data extracted from the Structural Review portion of the expert

panel review questionnaire. The expert panel structural review was made up of
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eight items that were designed to gather opinions from the panel members on the
meaningfulness of the scoring model as a means of reflecting clients’ occupational
performance. Panel members used a 5-point Likert scale to evaluate the scoring
model. The model includes the use of the 10-point rating scales, and the
computation methods of the item and total Performance and Satisfaction scores in
the COPM. A sample item from the questionnaire is as follows:
To what degree does the computation of the Performance scores (multiply
Importance rating by Performance rating) for each identified activity (item)
reflect the structural relations between a person’s occupational performance
and performance components? Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:

The above item was constructed to solicit the panel members’ evaluation of the
extent to which the scoring model meaningfully reflected the occupational
performance of the clients on the COPM. In responding to this item, the panel
members were expected to interpret the COPM Performance scores (Importance
rating x Performance rating) in terms of clients’ clinical conditions and their

performance of activities (such as “dressing upper limb garment”). The open-
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ended portion of the item was used to seek panel members' suggestions for future
changes.

Use of 10-point Rating Scale in COPM

The first three items (2.1 - 2.3) in the structural review reflected the
relevance of using the 10-point rating scale to quantify the constructs of
Importance, Self-Perceived Performance, and Satisfaction with Performance of
clients in the COPM. The mean rating in this area was 3.2 (3.5 when the Sth
rater’s score was removed). This suggests that on average raters regarded the use
of the 10-point rating scale as “good™ (Table 5.27) to quantify the importance,
performance, and satisfaction of clients. All three scales were found to have
similar ratings (3.6, 3.4, and 3.6 for item 2.1, 2.2, and 2.3 respectively when the

Oth rater’s scores were removed).
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Table 5.27

Structural Fidelity of Using the 10-point Rating Scale in the COPM

Item No. Item
Raters Mean
Rating Scale Scores

2.1 Importance Raling 4 4 4 3 3 3 3 5 1 33

2.2 Performance 4 4 2 3 3 3 3 5 1 3.1
Rating

2.3 Satisfaction Rating 4 4 3 3 3 3 4 5 1 3.3

Rater Mean Scores 40 4.0 3.0 3.0 3.0 3.0 33 5.0 1.0 3.2

In reviewing the open-ended comments, the majority of the raters were
satisfied with the use of the 10-point rating scale. Criticisms of the 10-point scale
were made against the arbitrary anchor points. One rater offered this criticism:

“I think this type of scale is as good as any for this purpose except I thizk

there should be a zero value, e.g. 0 - 10 for all scales. Then everything

will be okay.”
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Other criticisms included the lack of a neutral point and the use of only integer
ratings.
Computation of Scores on COPM

The remainder of the items in the structural review (2.4 - 2.8) were
intended to evaluate the extent to which the computation of the item and total
~-rformance and Satisfaction scores on the COPM reflect the structural relations
between occupational performance and performarce components. The mean rating
in this area was 2.4 (2.7 when the Sth rater was removed) suggesting that the raters
regarded the computational methods used in the COPM as “fair” to “good” in
quantifying clients' occupational performance (Table 5.28).

A more in-depth analysis of the raters’ ratings reveals a clear disparity
within the group of raters. Table 5.28 shows the ratings for the five activity items.
As a group, the ratings can be generally divided into high (3.0 or above) (n=4)

and low groups (2.2 or below) (n=5).
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Structural Fidelity of Computation of Item and Total Scores on the COPM
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Item No. Item
Raters Mean
Computation of Scores Scores
1 2 3 4 5 6 7 8 9
2.4 lItem Performance 1 4 3 3 3 1 1 4 1 2.3
Score
2.5 Item Satisfaction | 4 3 3 3 ] I 4 1 2.3
Score
2.6 Total Performance 2 4 2 3 3 2 1 4 1 2.4
Score
2.7 Total Satisfaction 2 4 2 3 3 2 1 4 1 2.4
Score
2.8 Change Scores 2 3 1 3 5 3 3 2 1 2.6
Rater Mean Scores 1.6 3.8 22 3.0 34 1.8 14 3.6 1.0 2.4

The raters in the high rating group did not provide comments. However,

comments provided by three raters in the low rating group shed light on their

dissatisfaction with the quantification methods used in the COPM. They all

commented that the computation of the Performance and Satisfaction scores was
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not meaningful. They did not know how to interpret the numbers and relate the
numbers to the occupational performance of the clients. Instead, they reflected
that the scores may have provided some indications of clients’ orientation to the
environment and perception of how well they performed. Some examples of their
comments are,
“I don’t know what multiplying the scores (Importance x Performance)
accomplishes... Averaging seems to cloud the issue.”
Another rater winte,
“The scores seem meaningless to me because there is no scale to compare it
to. That is, the 10-point scale can only give a certain degree of qualitative
data.”
A third rater added,
“Do we need to quantify them? What sense can we make out of it because
clients’ performance can be out of very different constructs.”
Four raters wrote comments on the item asking how well the change scores
(both Performance and Satisfaction) on the COPM quantified the changes in
clients’ occupational performance. They queried the meaningfulness of subtracting
the pre-discharge COPM Performance and Satisfaction scores from those obtained
in the initial assessment. Furthermore, two raters criticized the lack of a norm for

facilitating clinical comparisons and decision making.
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Two raters commented on the psychometric aspects of deriving the
Performance and Satisfaction change scores. For example, one rater identified a
major flaw in the COPM in the assumption that the importance ratings of activities
remain unchanged from initial to pre-discharge occasions. In fact, it is not
uncommon for clients to change their life roles throughout the rehabilitation
processes based on their residual capabilities. For instance, the role of a worker
could be chang: to that of a home-maker due to one’s inability to perform work
tasks which are too aemarnding for a post-stroke client. Another rater criticized the
inappropriateness of limiting the number of activities selected to five. In fact, alot
of clients that this particular rater encountered had ten or more problems with their
occupational performance which were of equal importance. However, based on
the testing rules, other comparatively less important activities have to be eliminated
from the ratings on the COPM. Thus, the meaningfulness of how the scores in the
COPM reflect the changes within clients’ occupational performance was
challenged.

Conclusion

The use of the 10-point rating scale has been recognized as appropriate in

its quantification of importance, perceived performance, and satisfaction of clients.
However, the validity of using a 1 to 10 point scale was challenged. Instead, as
recommended by one rater, a 0 to 10 point scale is more meaningful as the rating

scale of the COPM.
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In general, the computation of item and total Performance and Satisfaction
scores on the COPM was criticized as “meaningless” in terms of its clinical
interpretations and decisions. Clinical norms may be difficult to develop because
of the differences in the life roles and importance of individual activities among
different clients. Other psychometric problems such as the changes in clients’
concerns with their problems between the initial and pre-discharge assessment
occasions were also regarded as critical to the meaningfulness of quantifying the
Performance and Satisfaction scores in the COPM to represent clients’

occupational performance and that changes throughout the rehabilitation process.
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Section D - Criterion-Related Evidence

In the last Section of this chapter, the criterion-related evidence of construct
vai....y of the COPM is presented. As mentioned in Chapter IV, the small sample
size of this study limited the types of analysis that could be conducted in
establishing convergent and discriminant evidence between the COPM and other
“criterion” measures. Hence, inferences made in this part of the analysis are based
on simple correlational statistical methods. The three "criterion" measures are the
Klein-Bell ADL Scale, Satisfaction with Performance Scaled Questionnaire, and
the Functional Independence Measure. Each of the instruments is similar to one
subscale of the COPM either in the test trait (or construct) or testing method. The
ways in which eaci of the instruments establishes convergent or discriminant
evidence with the COPM are presented in Tables 5.29, 5.31, and 5.33. The
framework of analysis in this part is based on the multi-trait multi-method model as
suggested by Campbell and Fiske (1959).

COPM and Klein-Bell ADL Scale

The COPM is a self-report clinical outcome measure that assesses a client’s
performance in activities selected by the client at different stages of occupational
therapy intervention. A client’s performances in the selected activities is termed
“occupational performance”. The Klein-Bell ADL Scale is a therapist’s assessment

of a client’s performance on a set of well-defined self-care activities. Although the
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test does not specify its use as a repeated measure, it has been commonly used by
clinicians to measure a client’s improvement in receiving occupational therapy.
Table 5.29 summarizes the expected relationships between the COPM and
the Klein-Bell ADL Scale in terms of traits and methods. Basically, the Klein-Bell
ADL and the COPM Performance subscale assess similar traits but with different
methods. The correlations between the COPM Performance subscale score and the
five Klein-Bell ADL subscale scores (the communication subscale of the Klein-Bell
ADL scale was not included due to its zero variance) were predicted to be
moderate. In contrast, the Klein-Bell subscales are different from the COPM
Satisfaction subscale in both the trait and method. Consequently, the correlations
between these subscale scores were expected to ¢ low.
Table 5.29

Expected Convergent and Discriminant Validity between COPM and KB-ADL

Scale

COPM Scores Klein-Bell ADL Scale Scores
Total Performance Similar Trait, Different Method
Total Satisfaction Different Trait, Different Method
Change in Performance Similar Trait, Different Method

Change in Satisfaction Different Trait, Different Method
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Initial Assessment Occasion

The correlation coefficients between the COPM and Klein-Bell ADL Scale
scores for the initial assessment are presented in Table 5.30. As shown, the
patterns of relationships that were predicted were not found. Convergent validity
was not observed between the COPM Performance subscale and the Klein-Bell
activity subscales. In fact, some of the correlation coefficients were virtually zero
or even negative in value. The same pattern of relationships was observed in the
COPM Change in Performance score with the Klein-Bell subscales.

Since there was no support for convergent validity, discriminant validity
between the COPM Satisfaction subscale and Klein-Bell subscales became difficult
to interpret. The correlations between them were weak and mostly negative. The
relationships between the Change in Satisfaction and Klein-Bell subscale were also
weak but positive. Only one of the correlation coefficients was significant which
was likely attributable to the instability of the COPM in assessing clients’

occupational performance.
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Table 5.30

Convergent and Discriminant Validity between COPM and KB-ADL Scale for

Initial and Pre-discharge Assessment

Klein-Bell ADL Scale Scores
COPM Total and (Pearson’s 1)

Change Scores
Dressing Mobility  Bathing Eating  Elimination

Total Performance .08 -.10 -.18 -.20 .04
(.21 (.16) (-.05) (.03) (.33%
Change in Performance 1 .03 .00 .01 17
(.15) (.14) (-.05) (.10) (.25)
Total Satisfaction =15 -.18 -.32% -.12 .03
(.13) (.14) (-.05) (-.07) (.26)
( hange in Satisfaction .10 A2 .23 -.23 .19
(.09) (.27) (.02) (.02) (.21

Note. * indicates p<.05.
Correlation coefficients in parentheses represent relationships between the

two sets of scores obtained in the pre-discharge assessment.

In general, the patterns of convergent and discriminant validity were not

observed. Besides the small sample size, this “misbehavior” of the results is



219

explained by the flaws in the design of the COPM and various threats to its
construct validity as presented in previous sections.
Pre-discharge Assessment Occasion

Similar to the results revealed in the initial assessment occasion, the
convergent validity of the COPM Performance subscale and Klein-Bell subscales
was not observed in the pre-discharge assessment scores (Table 5.30). In fact, the
relationships between both the COPM Performance and Satisfaction subscales and
the Klein-Bell subscales were similar. Stronger relationships were observed
between the Klein-Bell Elimination subscale and the COPM subscales, particularly
with the total Performance score (r=.33, p<.05). However, one piece of posiiive
evidence was not strong enough to substantiate the convergent validity between the
two instruments.

COPM and SPSO

The SPSQ is a clinical self-report assessment of clients' satisfaction with
their own performance in two areas of activities, namely, home management and
social/community problem solving. Thus, the SPSQ assesses a trait similar to the
Satisfaction subscale of COPM with a similar method (Table 5.31). However, the
diversity of the activities selected by clients in the COPM does not allow the
prediction of which subscales of the SPSQ will have a stronger relationship with
the subscales of the COPM. As a consequence, moderate correlations were

predicted between the two sets of scores. In contrast, while the method is similar,
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discriminant validity was predicted to be established between the COPM

Performance subscale and the SPSQ subscales because of the different traits
assessed by each. The correlations hence between them should be weak.
Table 5.31

Expected Convergent and Discriminant Validity between COPM and SPSQ

Satisfaction with Performance Scaled Questionnaire

COPM Total and Scores

Change Scores Hore Management Social/Community
Subscale Problem Solving Subscale

Total Performance Different Trait, Similar Method

Change in Performance Different Trait, Similar Method

Total Satisfaction Similar Trait, Similar Method

Change in Satisfaction Similar Trait, Similar Method

Initial Assessment Occasion

The correlation coefficients of the initial subscale scores between the
COPM and SPSQ are presented in Table 5.32. The findings do not reveal the
predicted pattern of relationships. Convergent validity was not observed between

the COPM Satisfaction subscale and SPSQ subscales. The correlation coefficients

were virtually zero. The same lack of support for convergent validity was
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observed in the COPM Change in Satisfaction score and the SPSQ subscales. The

relationships between the COPM Performance subscale and the Change in
Performance scores, and the SPSQ subscale scores were weak. The low short term
stability of the instrument in measuring clients’ occupational performance was
speculated to be a major contributory factor to the insignificance of relationships.
In general, the patterns of convergent and discriminant validity were not
observed between the COPM and SPSQ. As with the Klein-Bell ADL Scale, the
mis-behavior of the results was explained by the flaws in the design of the COPM

and various threats to its construct validity.
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Convergent and Discriminant Validity between the COPM and SPSO for Initial

and Pre-discharge Assessments

COPM Total and

Change Scores

Satisfaction with Performance Scaled Questionnaire Scores
(Pearson’s 1)

Home Management Subscale

Social/Community Prcblem
Solving Subscale

Total Performance

Change in Performance

Total Satisfaction

Change in Satisfaction

.18
{.31%)

.02
(.25)

-.02
(.22)

.03
(.27)

.02
(.39%)

-.02
(.39%)

-.13
(.36)

-.01
(.40%)

Note. * indicates p<.05.

Correlation coefficients in parentheses represent relationships between the

two sets of scores obtained in pre-discharge assessment.
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-discharge A ment Qccasion

Stronger relationships between the pre-discharge scores on the COPM and
the SPSQ were revealed based on their significant and higher correlation
coefficients than those of the initial assessment (Table 5.32). The SPSQ
social/community subscale had significant and positive relationships (r ranged
between .36 and .40) with the two subscales scores and the Change scores of the
COPM. However, no differentiated convergent and discriminative validity was
shown among them. The SPSQ home management subscale had weaker and
insignificant relationships with the COPM scores, and so convergent and
discriminant validity were not evident.

The patterns of relationships among the pre-discharge COPM and SPSQ
scores show that measurement of the Performance and Satisfaction constructs in the
COPM are not independent. Some commonalities with the social/community and,
to a lesser extent, home management subscales were shown. The findings in this
part are consistent with those in the earlier substantive validity section of this
chapter.

COPM and Functional Independence Measure

The Functional Independence Measure incorporates two subscales, the
motor and cognitive. The instrument claims to measure the functional status,
burden of care, and level of disability of clients. The construction of the

instrument uses a minimum criterion concept which means the number of items in
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both subscales are those most critical to the discrimination of clients with
independent versus dependent functioning. The testing method used in the FIM is
a performance rating administered by clinicians. Convergent validity was
predicted to be established between the COPM Performance subscale and FIM
motor subscale as they had similar traits but different methods of me~ -ing
clients’ functioning (Table 5.33). Discriminant validity was predicted be ween the
COPM Satisfaction subscale with the FIM motor and cognitive subscales because
of their differences in both trait and method. Similar patterns were expected in the
COPM Change in Performance and Change in Satisfaction scores with the FIM

subscales.
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Table 5.33

Expected Convergent and Discriminant Validity between COPM and FIM

Functional Independence Measure Subscale Scores

CO*1 Total and

Change Scores Motor Subscale Cognitive Subscale
Total Performance Similar Trait Different Trait
Different Method Different Method
Change in Performance Similar Trait Different Trait
Different Method Different Method
Total Satisfaction Different Trait Different Trait
Different Method Different Method
Change in Satisfaction Different Trait Different Trait
Different Method Different Method
itial ment ion

The relationships between the COPM Performance subscale and FIM motor
subscale were not marked and significant (Table 5.34). Similarly, the relationships

between the FIM motor and cognitive subscales with the rest of the COPM



226

subscale and Change scores were diverse and insignificant. Predicting of
convergent and discriminant validity between the COPM and FIM failed to occur.

Table 5.34

Convergent and Discriminant Validity between COPM and FIM for Initial and

Pre-discharge Assessment

Functional Independence Measure Subscale Scores
(Pearson’s Correlation Coefficient)

COPM Total and

Change Scores Motor Subscale Cognitive Subscale
Total Performance -.03 -.17

(.32%) (.20)
Change in Performance 15 22

(.38%) (.19)
Total 8 tisfaction -.14 -.16

(.26) (.14)
Change in Satisfaction .16 .14

(.36%) (.16)

Note. * indicates p<.05.
Correlation coefficients in parentheses represent relationships between the

two sets of scores obtained in the pre-discharge assessment.
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Like the Klein-Bell ADL and SPSQ, the negative and insignificant results

were likely attributable to the low short term stability of the COPM and the threats
of its construct validity.

Pre-discharge Assessment Occasion

Results obtained in the pre-discharge assessment revealed clearer patterns of
relationships between the COPM and FIM subscales (Table 5.34). Convergent
validity was found between the COPM Performance subscale scores and FIM
motor subscale scores as predicted. Correlation coefficients suggested significant
but weak positive relationships between the FIM motor subscale score, and the
COPM F'erformance subscale and the Change scores (r=.32 and .38 respectively,
p<.05). Discriminant validity was demonstrated between the FIM cognitive
subscale and the COPM Performance subscale and Change in Performance.
Correlation coefficients reflected weaker positive relationships among them (r=.20
and .19 respectively).

Discriminative validity was not well established between the COPM
Satisfaction subscale and the FIM motor subscale. The Pearson’s r between the
COPM Satisfaction and the FIM motor subscale scores was .26 (p>.05).
However, a higher and significant correlation (r=.36, p<.05) was found between

the COPM Change in Satisfaction scores and the FIM motor subscale scores.
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Conclusion

The multi-trait and multi-method strategy has been regarded as a useful
method in establishing criterion-related evidence of clinical as¢sssment tools
(Campbell & Fiske, 1959; Rothman, Hedrick, & Inui, 1989). The experience
gained in this section suggests that the usefulness of this method is compromised
when the construct specificity and, to a certain extent, the reliability of the
instrument being validated have not yet been ascertained. In the COPM validation
process, evidence gathered in the content, substantive and structural reviews have
all revealed threats to construct validity of the instrument. As a consequence, the
failure to establish significant convergent and discriminant validity between the
COPM and its criterion was not surprising.

The multi-trait multi-method analyses in this section prompt the following
observations:

_As predicted:

1) Significant and moderate relationships were found between the FIM Motor
subscale, and the Performance subscale and Change in Performance of the
COPM at the pre-discharge occasion.

2) Significant and moderate relationships were found between the SPSQ
Social/Community Problem Solving subscale, and the Satisfaction subscale

and Change in Satisfaction of the COPM at pre-discharge occasion.
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The COPM Performance and Satisfaction subscales of the COPM were
found to be closely related to one another which made it difficult to discern
convergent and discrininant validity between these two subscales and the
“criterion” instruments.
Relationships established between the COPM subscale scores and their
“criterion” subscales scores were weaker in the initial assessment results
than in the pre-discharge resuits which r ~sealed significant relationships.
This wide disparity of results between the initial and pre-discharge
assessments supports the argument made earlier that measurement errors are
associated with different assessment occasions. Findings also support the
argument that the testing effects influenced clients’ responses on the COPM
in the pre-discharge assessment occasion especially for those who
participated in the retest of the study. The serious measurement errors
which occured in the initial assessment were predicted to yield exceedingly
low short term stability estimates.
Correlations between the COPM and the three “criterion™ instruments have
shown that the effects of “method” were not as significant as the effects of
srait”. This was illustrated in the comparisons of the strengths of
correlations between the SPSQ and FIM with the COPM. In principle, the

SPSQ shared similar traits and methods with the COPM Satisfaction
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subscale, and therefore, stronger relationships were expected there than
with the FIM which shares traits but not method with the COPM
Performance subscale. However, results did not reveal these predicted
patterns. Instead, findings of this study were found to converge with those
of other studies on the effects of different methods of clinical assessment.
Elam, Graney, Beaver, Derwi, Applegate and Miller (1991) concluded that
methods of clients’ self-report and clinicians’ judgment were valid in
reflecting the actual performance of the clients. Results in this study tend to
support Myers, Holliday, Harvey, and Hutchison’s (1993) notion that
clinical findings gathered using various methods do not differ in their
qualities, instead, they serve different purposes and assist clinicians to reach

different clinical decisions.
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CHAPTER VI

OTHER PSYCHOMETRIC PROPERTIES

Introduction

This chapter reports the results of the panel review’s evaluation of the
testing procedures and utility of the COPM. Findings are presented in five areas -
the testing processes, standardization, scientific rigor, clinical utility, and control
of testers’ competence.

The Utility and Procedural Review

Data analysed in this chapter were taken from the Utility and Procedural
review portion of the expert panel review questionnaire. Details about the
procedures and questionnaire of the panel review are provided in Chapters III and
V.

The Utility and Procedural review consisted of 19 items designed to gather
opinions on the quality and application of the COPM as an instrument to measure
outcomes of clients receiving occupational therapy in hospital setting. The 19
items were constructed based on the criteria suggested by Baum (1991), Law
(1987), and Locvinger (1967). All items were close-ended with the same 5-point
Likert scale used in the first two sections of the questionnaire. No open-ended
questions were asked in these items of the questionnaire. However, three panel

members did add written comments.
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Panel members were asked to evaluate the COPM in the following five
major areas: testing procedures, standardization (related to reliability issues),
scientific rigor (related to validity issues), clinical utility, and the contro! of testers’
competence. The results of the evaluations are presented 2nd analyzed with respect
to these five different areas.

Evaluation of Testing Procedures of COPM

Panel members were asked to evaluate the testing procedures of the COPM
in terms of the time required to admé:iister the COPM, the use of equipment in the
testing package, organization and content of the test manual, and the organization
of the test format. In general, the panel members rated the COPM 's overall testing
procedures as “good” to “very good™ (mean rating 3.7) (Table 6.1).

Panel members' ratings on the length of time required to complete the
COPM varied from “fair” to “excellent”. Five members rated the time required
as “very good” or better. The wide variation among panel members probably
reflected their personal preference on “how much” time should be spent on
conducting a clinical assessment.

Eight members rated the use of testing equipment in the test package as
either “very good” or “excellent”. The COPM de=s not require a lot of testing
equipment. All the tester needs to have is the tes: form, three rating scales, and

the test manual, all of which are inciuded in the test package.
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Table 6.1

Expert Panel Review on Testing Procedures of COPM

Item No. Item
Raters Mean
Evaluation of Testing Scores
Procedures 1 2 3 4 5 6 7 8 9
3.5 Time Required 4 2 5 2 3 4 45 3 3.6

for
Administration

4.4

W
I
H
(7]
w

3.6 Testing 5 4 5 5

Equipment
Required

(9]
H
W)
w
(U8

3.14 Organization / 4 2 5 3 3.3
Content of Test

Manual

34

E-S
(3]
N
>
w
H
w
H
w

3.15 Organization of
Test Format

Rater Mean Scores 43 25 4.8 3.5 3.5 4.0 35 43 3.0 3.7

On average, the panel members rated the organization and content of the
Test Manual as "good" (mean rating 3.3). Members identified the main drawback

as the lack of technical information about the test construction process and
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validation. In fact, no evidence on the psychometric properties is available in the
Test Manual. Moreover, there are no guidelines on the use and interprewation of
the test scores. Such information is essential in allowing clinicians to use the
results of the COPM for making clinical decisions.

Eight of the panel members rated the organization of the COPM's test
format as either “good” or “very good”. Comments from two clinicians who had
experience in administering the instrument suggested that the semi-interview
format is not a good way to obtain objective results of occupational performance.
The main drawback is the known “tester effect” - the subjectivity of the clinicians
and familiarity of their own clients’ conditions which impede the quality of the
assessment results. In addition, the use of a self-reporting method to measure
clients' performance of activities was challenged by some clinicians who preferred
to directly observe and then rate clients' actual performance.

Evaluation of Standardization of COPM

The evaluation of test standardization of the COPM included rating the
degree of clarity of the training process, clarity and preciseness of the assessment
procedures, standardized client group and population, and evidence of test
reliability of the COPM. In general, panel members rated the overall
standardization of COPM as “fair”. The itzin with the lowest rating - “poor”

(mean rating 1.0) - was on the evidence of test reliability. The item with the
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highest rating of “good”™ was on the clarity and preciseness of the testing process
(mean rating 3.2) (Table 6.2).
Table 6.2

Expert Panel Review Evaluation of Standardization of COPM

Jtem No.
Raters Item
Evaluation of COPM's Mean
Assessment Scores
Standardization 1 2 3 4 5 6 7 8 9

3.2 Clarity of Training 3 1 4 1 2 2 1 2 1 1.9
Process

3.4 Clarity and s 2 5 3 3 3 2 4 3 3.2
Preciseness of
Procedures

3.7 Standardized 2 1 2 1 3 1 1 4 2 1.9
Population

[y
—
()
Ot
—
Sy
St
—

3.10 Evidence of Test 1 1.0

Reliability

Raizr Mean Scores -5 13 30 1.5 23 1.8 1.3 28 1.8 2.0

Seven of the nine panel members commented that the training procedures were not
very clearly presented in the Test Manual. The comments made indicated that this

is particularly true for the semi-structured interview in which the clients identified
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activities for further evaluation of performance and satisfaction. There are no
guidelines as to the amount of prompting clinicians should give to their clients.

Seven panel members rated the clarity and preciseness of the assessment
procedures as at least “good”. The comments made in connection with this aspect
were again centered on the semi-structured interview and the lack of appropriate
guidelines.

When the panel members were asked to rate the extent to which the COPM
was standardized for various client populations, three indicated “fair”, and four
“poor”. In the Test Manual, information is given only on how to use a proxy to
assess clients who can not be directly assessed with the COPM. However, the
procedures provided do not include procedures for clients who have language or
cognitive problems.

All nine panel members evaluated the evidence of reliability of COPM as
“poor”. In fact, there was no information on reliability in the Test Manual.

According to the Test Manual, the process of collecting evidence on reliability is

“under way”. However, the most recent publications of the COPM do not reveal
evidence on the test reliability (Law et al., 1994; Pollock, 1993).
Evaluation of Scientific Rigor of COPM
Items in the category of scientific rigor included evaluating the method(s)
used for norming and standardization, information on use and interpretation of test

results (meaningfulness), interpretation of subscale and total scores, the number of
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references and corollary studies cited in the Test Manual, and the quality of using

the COPM to measure occupational performance. In general, panel members were

quite consistent in rating the scientific rigor of the COPM as “poor™ or “fair”

(Table 6.3).

Table 6.3

Expert Panel Review on Scientific Rigor of COPM

Item No.
Raters Item
Evaluation of COPM’s Mean
Scientific Scores
Rigor 1 2 3 4 S 6 71 8 9
3.8 Norming Method 1 1 1 2 1 1 1 4 1 1.4
3.9 Meaningfulness 1 1 1 1 1 1 1 4 1 1.3
of Test
3.11 Interpretation of 1 2 3 3 3 1 2 2 1 2.0
Test Scores
3.18 Literature on 1 1 4 2 2 1 1 1 1 1.0
Related Studies
3.19 Measure of ] 2 2 2 2 2 2 2 2 1.9
Occupational
Performance
Rater Mean Scores 10 1.4 22 20 1.8 1.2 1.4 26 '2 1.6
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Seven of the panel members rated the norming procedures as “poor”.
However, this is likely attributable to the lack of information about norming in the
Test Manual. Eight panel members rated “meaningfulness of test scores” as
“poor” and six rated “interpretation of test scores™ as either “poor” or “fair”.
Similarly, these low ratings are likely due to the lack of evidence on the use and
interpretation of test results either in the Test Manual or in the literature.

Eight panel members rated “literature on related studies™ as either “poor™
or “fair”; one member rated it “very good”. Two of the panel members noted that
references and corollary studies were neither cited nor reported in the Test Manual.

Lastly, eight panel members rated the COPM as “fair” as a measure of
occupational performance.
Evaluation of Clinical Utility of COPM

The evaluation of the clinical utility of the COPM included rating the
degree to which the COPM could be used wit!: clients across all developmental
levels and disability groups, its cost effectiveness, and the degree to which the
instrument was respected by other health professionals. In general, panel members

rated the clinical utility of the COPM as “fair™ to “good” (Table 6.4).
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Table 6.4

Expert Panel Review Evaluation of Ciinical Utility of COPM

Item No.
Raters Item
Mean
Evaluation of COPM’s Scores
Clinical Utility 1 2 3 4 5 6 7 8 9

3.12 All Developmental 2 2 2 2 3 1 4 2 4 2.4
Levels

3.13 All Disability 1 3 2 1 2 1 3 2 4 2.1
Groups

3.16 Cost Effectiveness 4 2 4 3 3 2 3 4 4 3.2

3.17 Respected by 2 2 3 3 3 2 3 3 2 2.6
Other Prof.
Rater Mean Scores 23 23 2.8 23 2.8 15 33 2.8 35 2.6

Most panel members gave the COPM a “fair™ rating in its application to
clients of different development levels; one rated this a:ect as “poor”. Six
members rated its use with all disability group as either “poor™ or “fair”.
Clinicians doubted whether the COPM could be applied equally to clients in

different age ranges (reflecting different developmental levels), different diagnostic
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groups, and the use of a proxy. In the present study, the adult clients in orthopedic
or stroke rehabilitation groups were screened for cognitive deficits. Data collected
in the study revealed differences among individual clients such as their activity
patterns, life roles, and interpretations of performance and satisfaction. If clients
with more diverse developmental levels and disability groups had been included,
interpretation of the COPM scores would have been even more diverse. The
usefulness of the COPM for different client groups requires further research.

Three pancl members thought that the cost effectiveness of using the COPM
as a clinical assessment was “good”; three others indicated it was “very good”.
As commented by Law et al. (1994) and Pollock (1993), this is likely attributable
to the relatively short time required to complete it when compared with other
clinical assessments. Five panel members rated “good™ and four rated “fair” the
extent to which the COPM is accepted by other health professionals. However,
this aspect needs more research since eight out of the nine members in the panel
were occupational therapists.

Evaluation of Control of Testers’ Competence

The last two items of the Utility and Procedural review concerned the
evaluation of the control of testers' competence: the criteria set forth to qualify to
. scome an examiner of the COPM and the provision of training for those

examiners.
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In general, the panel members commented that the guidelines set to ensure
examiners’ competence in administering the test as stated in the Test Manual were
“good” (mean rating 2.9) (Table 6.5). However, ratings by members varied from
“poor” to “very good”. Similarly, wide variations were found among the ratings
of panel members on the process of training competent examiners as described in
the Test Manual. The mean rating was “good” with a range from “poor” to
“excellent”. The wide variations among panel member’s ratings on these two
aspects reflected individual opinions about what specific qualifications and training
processes should be required in administering the COPM as a clinical assessment
tool. The variability is likely due to the different clinical experiences and training
among the panel members. More studies are needed to establish guidelines and
standards of clinical assessments both at an instrument level and at a profession

level in the future.



Table 6.5

Expert Panel Review Evaluaticn of Testers’ Competence using COPM.

Item No. Item
Raters Mean
Evaluation of COPM’s Scu.ces
Testers’
Competence 1 2 3 4 5 6 7 8 9
3.1 Guidelines for 4 2 4 3 3 3 4 1 2.9
Examiners’
Training

3.3 Training Processes 4 1 5 3 4 1 3 4 3 3.1

Rater Mean Scores 40 1.5 4.5 3.0 3.5 2.0 25 40 20 3.0

Conclusion on Utility and Procedural Evaluation of COPM
In general, the panel members' review of the standardization, assessment
procedures, and clinical utility of the COPM was “fair” or “good”. The three
major areas identified by the panel members as problematic were the lack of
standardization of COPM's testing procedures, limitations in its clinical utility, and
weak degree of scientific rigor in its construction and validation. These findings

may, in part, be attributable to the fact that not much information is available on
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the psychometric properties of the instrument. Evidence on the usefulness and
meaningfulness of using the COPM as a clinical assessment tool to measure clients’
occupational performance is also limited. Despite its drawbacks at the present
stage, one should regard those criticisms as an impetus for further improvement of

the instrument.
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CHAPTER V11

CONCLUSION AND SUGGESTIONS FOR CHANGES

Introduction

In the previous chapters, evidence concerning the construct validity of the
COPM was presented. Findings revealed both strengths and weaknesses in the
construct validity of the instrument. In this chapter, recommendations for possible
changes of the COPM and the need for further studies will be discussed. The
content of this chapter is grouped with respect to the special features, testing, and
scoring procedures of the COPM. The final section of this chapter contains the
conclusion of the study.

The COPM was built on the concepts of the client-centred approach and
model of occupational performance (Law et al., 1994; McColl & Pranger, 1994;
Pollock, 1993). In the Test Manual, the authors of the COPM described several
important features of the instrument. The following characteristics were relevant to
this study (Law et al., 1991, p.9-10):

The Canadian Occupational Performance Measure:
(1) s based on an explicit model of occupational therapy;
(2)  encompasses the occupational performance areas of self-care, productivity,

and leisure as primary outcomes;
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(3)  recognizes the performance components as essential to the process of
occupational performance;

4) incorporates the roles and role expectations of the clients;

(5)  considers the importance of performance areas to the client;

(6)  considers the client’s satisfaction with present performance;

@) can be used across all developmental levels; and

(8)  can be used with all disability groups.

Features {2) to (6) are directly related to the test content of the COPM,

characteristics (7) and (8) are concerned with the clinical utility of the instrument,

and feature (1) is a statement about the overall test construct. These features form

the basis for the following recommendations for change to improve the use and

interpretation of the COPM in the measurement of occupational performance.
COPM Encompasses Three Areas of Occupational Performance
Evidence of content-related validity of the COPM was gathered from panel

members’ comments and from the quantitative analyses of clients’ choices of

_.ivities in the COPM “Problem Definition” section. The majority of the

members commented that the COPM was “good” in incorporating clients’

considerations of their own performance in all three areas of occupational

performance. When asked to list the activities that were difficult to perform,

clients tended to include activities from all these areas of self-care, productivity,

and leisure,
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Nevertheless, the major criticism of the content-related validity of the
instrument is the uncertainty of the representativeness of the activities in reflecting
a client’s occupational performance dysfunction. Some of the panel members
queried the accuracy and adequacy of using a semi-structured interview as the best
procedure for acquiring clients’ perceptions of their problems in performing the
activities. The extent to which clients understood their own life situations,
expectations, and functional status were thought to greatly influence their
decisions. In addition, the panelists indicated that the therapists’ interview
techniques and philosophy of practice may also have had significant impact on the
ways that clients responded. In general, the combination of these factors is likely
to create dramatic variations in the choices of activities among the clients assessed
by different clinicians using the COPM.

Suggestions for Change

1) Standardization of the testing process of the “Problem Definition” section
would most likely reduce the variations of information gathered by different
therapists during the interview. This could be achieved by introducing
more guiding questions which therapists could use to prompt clients to
review different areas of performance in self-care, productivity, and
leisure. The authors of the COPM have suggested that a more structured
interview violates the purposes and concepts of the client-centred model

(Law et al., 1991). The authors argue that as long as the guiding questions
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are explorative rather than restrictive and suggestive in nature, they will
help therapists ensure that the opportunity for thorough exploration has
been given to clients during the interview. However, some of the panel
members in this study suggested showing a list of activities to clients which
covered self-care, productivity, and leisure after the client had identified
his/her activities. With this list, clients could then be requested to compare
their own list to see if anything is missing in the activities that they have
identified. In the case of clients who expressed difficulty in understanding
words, written words cculd be replaced with pictures. These activities
would be shown to the clients only after they had made their initial
responses to the “Problem Definition™ section of the COPM. The list of
activities could be constructed by using Appendix C of the Test Manual.
Extra activities could be added as was done in this study (increased to 108
activities).

Therapists who plan to administer the COPM should attend a workshop to
learn the skills of semi-structured interviewing and to learn the use of the
COPM (in addition to the seminar and training video that are available at
the present time). More training in this area can improve the extent to
which the testing process is standardized. An assessment of inter-rater
reliability or agreement should also be incorporated into the training

session. Videotaping the ways that different therapists administer the
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COPM and evaluating their performance are possible ways to promote
standardization across raters. The format and content of the training
workshop provided by the FIM Group, Uniform Data System, Center for
Functional Assessment Research in Buffalo (New York, United States) is a
good example of the way that clinical observations and testing procedures
can be standardized.

3) Before clients are asked to respond to the “Problem Definition™ section of
the COPM, therapists should provide a standardized information package
for clients to complete. The package could include the following: medical
information, prognosis of clienis’ impairment (if any), potential disability,
and resources that are available to clients. Information of this kind is
argued to be essential in building up clients’ knowledge and insights into
their own disabilities and potentials. Currently, educating and informing
the clients depends on the preferences of the individual therapists and,
therefore, the amount of “entry-knowledge” varies from client to client.
More information provided to clients before conducting the COPM would
minimize the undesirable effects of the COPM by giving clients a better
understanding of their disabilities and environment.

COPM as a Measure of Performance Component
Results of this study revealed that the COPM was “fair” in measuring the

performance components of cliente. Comments from the panel members suggested
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that the instrument was not adequate in reflecting a client’s dysfunction in the
physical, mental, sociocultural, and spiritual components of the model of
occupational performance. Despite the pressure in the profession to promote the
assessment and treatment of occupational performance as the domain of concern
(Fisher, 1992; Law, 1993; Trombly, 1993), any measurement of occupational
performance should also reflect a client’s dysfunction in the four performance
components when, theoretically, the two levels of human performance have an
interactive relationship (Christiansen, 1991; McColl & Pranger, 1994).

The measurement of both occupational performance and performance on the
four performance components provides a clearer picture of a client’s performance
and the underlying causes contributing to his/her dysfunction. The auth- s of the
COPM have recognized the importance of gathering both types of information
before clinical reasoning can be made meaningful by fellow therapists. In the Test
Manual, therapists are encouraged to “further assess performance components and
the environment” with the use of other clinical instruments (Law et al., 1991,
p.21) after clients have completed the COPM. However, it is argued that since the
COPM is built on the occupational performance model, it is clinically non-
meaningful if the results of assessments of the two levels are reviewed in isolation.

There are many clinical enquiries which can not be answered in the existing
COPM. For example, when a client is known to be unable to transfer into the bath

tub, therapists want to know: why does it happen? and how can the problem be
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solved? A logical solution to this is to incorporate physical, mental, sociocultural,

and spiritnal assessment components into an extended version of the COPM.

Sugg st 3. for Change

1. It is worthwhile to expand the COPM to incorporate sections that measure
performance components. One way to do this is to construct new
assessment items and sections that are relevant and representative of
physical, mental, psychosocial, and spiritual constructs. Plenty of
information is available in these areas, e.g. Christiansen and Baum'’s (1991)
edited book Occupational therapy. Overcoming human performance
deficits. However, this will involve a prolonged process and probably
redundant process of instrumentation and validation since a lot of clinical
instruments measuring different performance components are already
available. Another method to expand the COPM is to adopt and include
some of the well-established assessment batteries as part of the COPM
assessment protocol. However, in-depth correlational and validation studies
of the COPM with these other instruments would be needed before a well-
grounded testing package of occupational performance would be available
for clinical use.

2. More studies in the areas of occupational performance (CAOT, 1991),
occupational science (Yerxa 1993; Yerxa et al., 1989), and human

performance should be launched to build up the breadth and depth of the
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theoretical models used in occupational therapy. Results of this study
indicated the relationships between activity patterns and life roles of an
individual. Data aiso revealed the close links between a person’s self-
perceived performance and his/her satisfaction with the performance. As
shown in this study, validation of the COPM involved testing the model of
occupational performance which ultimately contributed to the development
of the theoretical framework. Better understanding of the theoretical
constructs of occupational performance would enhance further improvement

of the COPM and the interpretations of its scores.

COPM Incorporates Roles and Role Expectations of Clients

The results of this study have shown positive evidence that clients’
responses made on the COPM reflect their existing life roles and role expectations.
Activities selected by the clients in the “Problem Definition” section were found
to match with their life roles as assessed by the Role Checklist. Protocol analyses
of clients® responses gathered during the reassessment occasion suggested that
clients used a variety of strategies when asked to identify the activities for the
Performance and Satisfaction ratings in the COPM.
Suggestions for Change
1. It would be worthwhile to incorporate a new section before the “Problem

Definition” section. The new section would ask clients to identify their
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past life roles before their disabilities and future life roles after completion
of rehabilitation program. This section would serve as a “warm-up” for
clients to arouse their awareness of their life roles and role expectations
before the “Problem Definition” section. Results of this new section could
also be used to triangulate with clients’ responses made in the “Problem
Definition” section in order to ascertain the completeness of the “present”
problems identified by the clients. The format of the assessment of life
roles could be similar to that of the Role Checklist (Oakley et al., 1986)
and would take only a short time to complete.

It is recommended that the “Problem Definition™ process of the COPM be
conducted every time the test is used to reassess clients rather than only at
the initial assessment as is presently the case. Many clinicians have pointed
out that, during the reassessment of clients, it is common to find clients
reporting other activities which they perceived as difficult to perform, but
which had not been identified in the initial assessment. In fact, thisis a
natural process as clients progress through occupational therapy intervention
in which they experience “growth” and “change” when engaging in
purposeful activities (CAOT, 1991; McColl & Pranger, 1994). New
activities identified in the reassessment would be added to the original list
of activities and be rated as to their Importance, perceived Performance,

and Satisfaction with Performance.
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COPM Incorporates Importance of Activi s of Clients

A 1. centred model recognizes the essence of treating clients as
individuals who possess distinctive characteristics and needs. The consideration of
clients’ perceptions of v nat are and are not important in their lives is a major step
forward in the measurer: nt of clinical outcomes. The COPM has incorporated
clients’ perceptions by u:sking them to rate the activities identified in the “Problem
Definition” section it terms of their importance in their lives. The Importance
ratings act as weighting factors throughout the remainder of the scoring process
(0w v, 1991).

Results have illustrated the substantive validity of the Importance ratings.
Empirical findings showed that activities that were regarded as more important by
the clients were consistent with their life roles. The patterns of those activities
were found to be similar to those patterns revealed by Law et al. (1994). The
protocol analyses also revealed that when the clients were asked to rate the
Importance of the identified activities, they managed to differentiate important
activities from unimportant activities.

The two major drawbacks that have been revealed in this study with respect
to “importance” in the COPM are: 1) the inaccuracy of using the ten-point rating
scale (1 to 10) to differentiate activities which fall in the middle range of the scale,
and 2) the methodological flaw of using the existing Importance ratings as

weighting factors. Findings of this study suggested that the clients had difficulties
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in defining and differentiating activities which were mid-range or “less important”,
e.g. ratings of 7 or 8. Beyond ratings such as 10 (most important) or 4 (much less
important), other ratings seemed to mean different things to different clients. The
method of selecting activity items for the Performance and Satisfaction ratings is
also challenged. According ‘o the existing testing procedures, only the five
activities having the b zhest Importance ratings are used for further ratings. This
method greatly impedes the rinciple of weight assignment. First of all, it limits
the variance ¢! ine Importan e ratings to be used as weights. In this study, the
mean Imp: .tance ratings of activities in different areas of performance ranged from
7.6 (SD = 2.3) 10 9.8 (SD = 0.7). ltis obvious that the restricted range of item
weights likely did not have much impact on the final subscale scores on the
COPM. In a recent pilot study, Law et al. (1994, p.196) stated:

The COPM research team determined that scores on the COPM are

equivalent whether or not importance weights are incorporated into the

scoring and so these have been eliminated from the scoring formula.
However, it is argued that their “equivalence” was attributable to the restricted
range imposed by the COPM testing procedures rather than by its psychometric
property. In fact, according to Nunnally (1978), item weightings are useful if the
number of items is less than 20. Furthermore, the incorporation of Importance
weightings is one of the major principles to operationalize client-centred and

occupational performance models.
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Suggestions for Change

1.

It is recommended that fui  =r investigations of the methods of measuring
the cons:ruct of “Imporiance of activities™ be undertaken. According to
this study, clients’ decisioris on the ratings of importance of activities were
much more complicated than anticipated. Besides the ten-point rating scale,
other scaling methods such as the semantic-differential scale (Nunnally,
1978) may better reflect the perception and values of clients.

Another method to improve the usefulness of the Importance ratings would
be to incorporate the Importance ratings made I both rehabilitation
professional and “significant-others™ of the clients. The clinical experience
of therapists has revealed that clients’ decisions may be valid with respect to
their life situation before their disabilities, but not their present or future
situations. Composite ratings of clients, therapists, and significant-others
could further enhance the meaningfulness of the existing weighting system.
In order to accommodate changes in clients’ perceptions of Importance of
particular activities throughout the process of rehabilitation, the Importance
ratings, as with the “Problem Definition”, should be revised every time the
clients are assessed with the COPM. Discrepancies revealed between the
assessments at different stages of treatment provide valuable information

about the extent to which clients perceive changes in their life roles and
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expectations, and their environments as they progress through occupational
therapy intervention.

4, More than five activities should be included in the ratings of perceived
performance and satisfaction with that performance. In the Test Manual,
no information was given on how the number of five was determined.
Based on the findings of this study, the average number of activities
identified by the clients was 8. In Law et al.’s (1994) study, 49.6% of the
clients identified 5 or more activities. It was found that the limit of five
activities greatly restricted the range of the weighting system making it non-
discriminating. Furthermore, a lot of information was missed on clients’
occupational performance with a limit of five activities. As a consequence,

this restriction continues to pose a major threat to the content-related

validity of the interpretation of the COPM results.

COPM Measures Client’s Self-Perceived Performance
Findings suggest that the construct of Performance has been well
demonstrated in the COPM. The protocol analysis of clients’ responses showed
that most of the clients understood the concept of performance. However, the
accuracy and meaningfulness of assigning Performance ratings using the 10-point
scale were challenged. The evidence of convergent validity between the

Performance subscale scores and the KBADL and FIM was weak.
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Suggestions for Change

1.

The ten-point rating scale may not be the most reicvant method in
reflecting clients’ performance. The reason for choosing this scale was not

well explained in The Manual. As a matter of fact, studies on the validity

of seif-report assessment have not revealed the superiority of using this
particular type of scale. An alternative may be to use an ordinal rating
scale with consecutive levels of clients’ competence. One such scale is the
rating scale used in the Functional Independence Measure. Instead of ten
points, there are seven points on the scale scored from one to seven. As
applied to the COPM, the two anchor points would remain the same as “not
able to do it” and “able to do it veli”. However, the five ratings in the
middle would be differentiated . y the amount of assistance needed from
others with ranges including “modified independence with device™ to
“maximal assistance”.

Before clients assign the Performance ratings, opportunities should be
provided for them to perform these activities with guidance from therapists.
Many of the clients who participated in the study commented that they did
not know how to evaluate their own performance without actually “doing”
the activities. In the present testing protocol, for those clients who have not
had a chance to try out the activities, they are required to imagine their

performance in those activities. This problem was found to be especially
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serious in the initial assessment where most of the clients had to rely on
their own subjectivity and imagination.

3. Although clients’ self-report ratings were rated as useful and accurate in the
literature (Elam et al., 1991, Myer et al., 1993), a better clinical inference
could be achieved if the COPM incorporated ratings of clients’ performance
by therapists on the activities items. Similarities between clients’ self-rating
and those by therapists would confirm the accuracy of clients’ rating. On
the other hand, discrepancies between the two sets of ratings would serve to
arouse communication between therapists and clients on the reasons for
those discrepancies. Some of these reasons could be: differences in
expectations, differences in definitions of competence and performance, and
effects of motivation.

4, As in the Importance rating, more activities should be included for
Performance ratings to minimize the threats to content-related validity of
the COPM results.

COPM Measures Client’s Satisfaction with Performance
Incorporation of clients’ satisfaction in the quantification of occupational
performance is consistent with the theoretical construct that suggests that fulfilment
and satisfaction are the outcomes when individuals’ expectations are met. The
protoco! analysis revealed that the clients who participated in this study used

different strategies in rating their satisfaction. These strategies were compatible
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with those suggested in existing theories describing the phenomenon. However,

the major prablem with the Satisfaction items and subscale scores was the

inaccurate ratings that resulted from the use of the ten-point rating scale.

Convergent validity established between clients’ pre-discharge COPM Satisfaction

subscale scores and those on the SPSQ ranged from -.13 to .36.

Suggestions for Change

1. More exploration in the structure of the construct of Satisfaction is
required. The notion that satisfaction is a unidimensional construct
assumed by the COPM is not well justified. Besides the use of a ten-point
rating scale, other scaling methods such as a semantic-differential scale
should be considered.

2. Like the Performance subscale, the number of activities to be rated should
be increased in order to improve reliability and minimize the threats to
content-related validity of the COPM assessment results.

Use of Ten-Point Rating Scale
In the COPM, clients’ Importance, Performance, and Satisfaction are rated
with the same type of scale. Clients are asked to rate their own values and
evaluations using ten-point rating scales. Each rating scale has two end-points
which represent two opposite anchor points of the constructs of importance,
performance, and satisfaction. The two anchor points are assigned 1 and 10 which

represent an increase in quantit* of the construct as the scale progresses from the
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smaller to the larger number. Between 1 and 10, the scale is further divided into
eight equal portions with numbers from 2 to 9 assigned to each point. No
qualifiers nor criteria are associated with the middle eight numbers.

The ten-point scales used in the COPM assume unidimensional ordinal
constructs of ihe attributes rated by clients. As argued earlier in this chapter, this
assumption has not been substantiated, especially in the area of satisfaction where
unidimensionality may over-simplify the structural fidelity of the construct
measured. The disadvantages of assigning numbers without qualifiers on an
ordinal scale are obvious. As Nunnally (1978) commented, the concepts of
number may vary between indivicuals. Besides the two anchor points, numbers of
2 to 9 may be interpreted differently from client to client. The memory carried
over from the initial assessment is another common undesirable effect in using
rating scales of this kind.

Suggestions for Change

1. The existing ten-point rating scales should be replaced with visual analogue
scales which do not have numerical labels. Clients would be asked to
assign a point on the visual analogue scale between the same two existing

anchor points. The marked point would then be measured against a

particular metric scale, e.g. in centimeters or inches, and the actual

distances reported. Ratings on visual analogue scales are regarded as being

at a continuous level of measurement (DeVellis, 1991).
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2. If the existing ordinal scale is .sed, the pumber of segments in the scales
should be reduced to five or seven. In fact, it has been suggested that the
gain in reliability of the scale by increasing the number of scale steps levels
off at about seven (Nunnally, 1978). Moreover, the more the steps in the
scale, the more difficulty clients have in deciding on their ratings. In order
to improve the reliability and truthfulness of the scale, it is recommended
that a few scenarios be constructed for clients to practise using the scales
before they use them for the actual ratings. This pre-rating practice would
help clients locate the two anchor points of the scales with their subjective
experience on Imporiance, Performance, and Saiisfaction. This method is
identical to various types of calibration processes adopted by medical and
physical clinical instruments.

3. Since the existing scales of the COPM d not possess analogue
characteristics, it would be useful to develop descriptors and criteria for
each numbered point on the scale. This wbuld help further standardize
client’s ratings and make inter-individual comparisons with the COPM
scores more meaningful.

Scoring System of COPM
The COPM yields items and subscale scores for the Performance and
Satisfaction subscales. These two subscale scores are obtained for both initial and

re-assessment, and are compared by computing the Change in Performance and
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Satisfaction scores. Therapists are advised to interpret those “Change™ scores
which reflect changes of clients’ occupational performance attributable to
occupational therapy interventions.

In computational terms, the Importance ratings were not found to exert any
effects when the Performance and Satisfaction subscale scores were compared
intra-individually since the same set of weights is applied to the same activity items
to yield the two subscale scores. Hence, intra-individual comparisons such as the
Change in Performance and Satisfaction scores, and the subscale scores can be
conducted without considering the Importance score. In fact, Law et al.(1994) has
recommended eliminating the Importance rating from the scoring formula
altogether. However, the underlying reason for the claim was not substantiated in
the article.

If the recommendations on repeating the “Problem Definition™ and
Importance ratings in every re-assessment are adopted, the incorporation of
Importance ratings in the computation of subscale scores would be meaningful. It
is further argued that individual clients’ Importance ratings would be important if
the COPM subscale scores were used for inter-individual comparisons. In norm-
referenced assessment, the Importance ratings of clients assigned to different
activities are reflective of the individual client’s role expectations and
environmental characteristics. Importance ratings, therefore, would become

essential if comparisons were conducted among different clients and different
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diagnostic groups. Although the Test Manual explicitly specifies that the COPM is

an individualized criterion-referenced assessment, it is useful to explore the
feasibility of using the COPM scores as a norm-referenced measure if it is intended
to be used as an outcome measure for evaluating efficacy of clinical interventions.
The computation of Performance and Satisfaction subscale scores from their
respective item scores was also challenged. Empirical findings revealed very high
correlations between the item Performance and Satisfaction scores (ranging from
.37 t0 .98). This is consistent with those reported by Law et al. ( 1994) which was
.76 (p < .001). Moreover, the stability estirﬁates of the Performance and
Satisfaction subscale scores were as low as .32 and .09 respectively. This further
demonstrated that the COPM subscale scores were unstable under different
assessment occasions and different testers. These errors greatly impede the
meaningfulness of the subscale scores on the COPM, and in turn, their
interpretations. Since the COPM’s subscale scores are problematic, their
derivatives of the Change of Performance and Satisfaction scores are also expected
to be problematic.
Suggestions for Change
1. If the Importance ratings are to continue to be incorporated in the COPM,
the present strategy of using the ratings should be altered. In the existing
testing protocol, the Importance ratings are taken as absolute values. This

is problematic if comparisons are made between different clients who select
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different numbers of activities. Changing clients’ Importance ratings from
absolute values to relative values would resolve part of the problem.
Relative values are assigned to particular activities depending not only on
the Importance ratings of specific activity items but also the total value of
Importance ratings made to all the activities items.

Table 7.1

Relative Importance Index of the COPM

Activities Identified Importance Ratings Relative Importance
Index

Dressing Upper Garment 8 0.24

Toiletting 8 0.24

Cooking a Meal 7 0.21

Car Transfer 4 0.12

Gardening 6 0.18

Total Importance Rating 33 1.00

Table 7.1 is an example of the Importance ratings transformed to a
«relative Importance index” of a client {by dividing each Importance rating

by the total Importance rating). The relative Importance index does not



265

have an effect on intra-individual comparisons, such as between initial and
pre-discharge subscale scores because it is simply a rescaling of the original
Importance ratings. However, it does affect the values of the subscale
scores when two individual clients, or two groups of clients, are compared.
Table 7.2

Item Performance Scores Using Importance Rating and Relative Importance

Index
Relative Adjusted
Import.  Importance Perf.  Item Perf. Item Perf.
Activity Rating Index Rating Score Score
Items

Clients A B A B A B A B A B

Dressing 8 6 024 022 5 5 40 30 1.20 1.10
Toiletting 8 6 024 022 4 4 32 24 096 0.88
Cooking 2 5 021 019 4 4 28 20 0.84 0.76

Car 4 3 0.12 0.1 2 2 8 6 024 0.22
Transfer

Gardening 6 7 0.18 026 2 2 12 14 036 0.52

Total 33 27 1.00 1.00 120 94 3.60 3.48
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In Table 7.2, the Performance subscale and adjusted item Performance
subscale scores of clients A and B are compared. The adjusted item
Performance score is the product of multiplying perceived Performance
ratings by the relative Importance index. In the table, clients A and B have
similar if not identical ratings of their perceived performance on the five
activity items (refer to the Perf. Rating column).

In the adjusted item Performance scores column, scores are much smaller
than the respective Performance ratings due to its rescaling. The
Performance subscale scores of client A is 24 (120 divided by the number
of items which is 5), whereas client B is 18.8 (94 divided by S), with a
difference of 21.6%. The adjusted Performance subscale score of client A
is 0.72 (3.60 divided by 5), whereas client B is 5.70 (3.48 divided by 3),
with a difference of only 2.8%. When the adjusted item Performance
scores are used, the differences in the Performance subscale scores between
the two clients become much smaller and reflect less influence from client
A's use of larger values in the Importance ratings. The difference in using
the original Importance rating and the relative Importance index hence are
evident.

The use of the relative Importance index accommodates the differences in
numbers of activities clients identify due to variances in their performance

components including capabilities, life roles and expectat! s, and
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environmental aemands. The relative Importance index reflects the
different emphases that individual clients put on different activities which is
an important component of occupational performance. This same process
can also be applied to the adjustment of item Satisfaction scores and hence
producing adjusted Satisfaction subscale scores similar to the adjusted
Performance subscale scores. An improved method of using the
Importance ratings has been offered, but the variations in clients’
performance in different activities still does not allow meaningful
comparisons of occupational performance between individual clients or
client groups. This will be discussed under point 2 below.

The evaluation of human performance in occupational therapy is
problematic because of its diversity and complexity. Inter-individual
comparisons are difficult to conduct because of the variations in abilities
and activities identified by each individual. In clinical situations, the basis
upon which clients are compared is controversial. In order to make clinical
assessment simiple, various instruments have been built on the “minimum
item approach”. These instruments, such as the Functional Independence
Measure (Granger, Hamilton, & Sherwin, 1988) and Barthel Index
(Mahoney & Barthel, 1965), have dominated the field for some time. The
use of these instruments assumes that the tasks assessed are essential to

clients and that they are good predictors of a client’s independence. Many
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commentators have pointed out problems with the content-related validity of
these instruments when minimum items are used to assess clients’
performance results (Christiansen, 1993; Law, 1993; Trombly, 1993).

In response o these criticisms, the applications of item response theory
(Hambleton, 1993; Hambleton, Swaminathan, & Rogers, 1991) and many-
faceted Rasch analysis (Dickerson & Fisher, 1993; Fisher, 1993; Linacre,
1988, 1989) in functional performance evaluation have become popular in
the recent few years. The basic principles underlying the applications are
two fold. First, individuals® performance can be accounted for by a set of
traits which are the individuals’ abilities; and second, the relationships
between clients’ performance and their abilities can be modelled by
different mathematical functions. The advantage of using item response
theory in functional performance evaluation is that it allows calibration of
different activities (items) performed by different clients on the same scale
of clients’ abilities (traits).

Differcnt activities can be assigned with specific values of “item
difficulty”, i.e. position on the independence continuum. In addition,
clients’ performance in different activities allows the estimation of their
abilities (level of independence). With the application of item response
theory, individual clients’ performance can be compared on the basis of the

different activities performed.
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The application of item response theory has shed some light on the way in
which the COPM could be adapted to allow for inter-individual
comparisons and norm-referenced testing. In the COPM, individual clients
are expected to identify different activities based on their different abilities,
life expectations, and environmental demands. This has been one of the
major obstacles for making inter-indiviaual comparisons. To begin the
process, activities which are commonly selected by clients would be
calibrated in terms of clients’ abilities by the many-faceted Rasch analysis.
Since clients with different disabilities may perform the same activity
differently, it is important to keep the sample with which activities are
calibrated as homogeneous as possible (e.g. clients with lower limb
orthopedic problems, or clients with arthritis involving the upper limb
joints). Similar to the present COPM testing procedures, clients are asked
to assign the Importance ratings urd rate their own performance in the
selected activities. Different from the present COPM procedures, therapists
ratings on clients’ performance would also be required. The final item
Performance ratings are then reached through constructive discussion
between the client, therapist, and significant-others of clients. Item
Performance scores, incorporating item weights in terms of a relative

Importance Index, are entered to Rasch-based computer program for the
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calibration of item difficulties. Subsequently, occupational performance of
clients in terms of logit (ability) scores would be estimated.

There are many issues that need to be resolved before a norm-referenced
COPM can be realized. First of all, the dimensionaiity and additivity of
Performance ratings needs to be affirmed. Second, the mechanism with
which the relative Importance index can be incorporated in the difficulty
levels of the items has not been investigated. Third, the actual operations
that are involved in obtaining the estimates of clients’ abilities by Rasch
analysis must be explored in great detail.

It is recommended that the Satisfaction subscale be removed from the
COPM assessment protocol. This is supported by the observations that the
Satisfaction and Performance subscales are highly correlated. From a
measurement perspective, this means that the use of the Satisfaction
subscale does not seem to increase the amount of information on the
evaluation of clients® occupational performance. As a matter of fact,
analysis of clients’ protocols suggested that their satisfaction is closely
related to their perceived performance. Hovgever, since satisfaction is an
important component of occupational performance, it is suggested that a
global satisfaction scale be constructed to obtain clients’ feedback on their
performance using a visual analogue scale for the different areas of

occupational performance, i.e. self-care, productivity, and leisure.
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4. The Change in Performance and Satisfaction scores should no longer be
used without strong evidence on acceptable error of measurement and
reliability estimates. The application of Rasch analysis manages to bridge

. between intra- and inter-individual comparisons of clients’
occupational performance. Ultimately, the inter-individual comparisons
could form the basis for measuring the progress of clients and setting
discharge criteria, whilst the intra-individual comparisons could form the
basis for both formative and summative evaluation of clinical programs.

Reliability of COPM

The plan for estimating the reliability of the COPM turned out to be ill-
concerned in the light of the profound changes that occured in the clients over a
short period of time. As mentioned earlier, responses of the clients on the COPM
varied dramatically during the three day (for orthopedic) to seven day (for stroke)
retest periods. These variations confounded by the treatment and tester effects
were impossible to be disentangled.

Future research should be pursued in developing valid methods in
establishing the reliability of the COPM. An accurate estimate of inter-tester
reliability could be achieved with generalizability studies (Cronbach, Gleser,
Nanda, & Kajaratnam, 1972). With Rasch analysis, the dimensionality,

scalability, and internal consistency of the COPM could also be obtained. The



272

appropriateness of documenting test-retest reliability as evidence of psychometric
properties of clinical instrument requires further investigations.
Universal Utility of COPM
The data gathered in this study do not allow for a thorough exploration of

rent to which the COPM can be used across the spectrum of clients with
a.fterent disabilities. The small sample sizes of the orthopedic and stroke groups,
especially the latter, failed to provide generalized results on how much the
responses made by the clients in the two groups differed. Initial quantitative and
qualitative data analyses suggested that significant discrepancies in the responses of
the two groups did not occur. More research is called for to investigate the utility
of COPM in clients with different disabilities. However, it is argued that the use
of the COPM with proxies and with those who have either mental or cognitive
deficits is likely to pose major threats to the validity of the COPM assessment
results. More research is required before the .lity of the COPM can be widened
to all client groups.

Conclusion
The Canadian Occupational Performance is built on the Canadian model of

occupational performance. Since its publication in 1991, it has aroused interests in
exploring its psychometric properties and clinical utilities in occupational therapy.
Evidence gathered in this study has shown both the positive and negative

perspectives of using the COPM to measure occupational performance of clients in
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the orthopedic and stroke groups. Empirical findings have shown that the COPM

incorporates the model of occupational performance, especially in its ratings of
importance, performance, and satisfaction. Ata conceptual level, the COPM has
been successful in its reflection of occupational performance. The notion that
occupational performance is the product of the interactions of individuals’
performance components and their environment has found support. However, at a
clinical level, the instrument has been unable to provide adequate information to
directly enhance meaningful clinical reasoning of therapists. This is attributed to
the weaknesses in the test construct, the test content, the test dimensionality, and
the testing processes of the COPM with which the scores reflecting clients’
occupational performance are yielded. Problems in its instrumentation have led to
difficulties in interpreting the COPM scores, and hence clinicians’ inferences made
about clients’ performance tend to be inac rate.

The assessment format of using the face-to-face interview is a strength of
the COPM. However, more stringent training and standardization of methods are
needed so that more consistent results can be obtained to ensure better test-retest
and inter-tester reliability of the COPM scores.

Nonetheless, the publication of the Canadian Occupational Performance
Measure is a major step forward in operationalizing client-centred and occupational
performance-based assessment in occupational therapy. Evidence of construct

validity gathered in this study is regarded as a means rather than an end to the



274

betterment of the instrument in measuring clients’ occupational performance.
Further research and effort should be directed toward improving the instrument. A
better use and interpretation of the assessment results can cortribute to the day-to-
day practice of occupational therapist. the profession, and finally, to clients as

consumers of occupational therapy services.
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APPENDIX 1
Glossary of Terms
Model of Occupational Performance

A specific action, function or sphere of action that involves
learning or doing by direct experience (Reed & Sanderson,
1980).

Perception of the client as a whole person; the overall state of
health being interpreted as a result of a complex interaction of
factors which includes mental, physical, sociocultural and
spiritual components.

Components of life free from work and self-care activities.

Activities carried out by the client in the areas of self-care,
productivity

and lsisure influenced by environmental and societal factors
(Reed & Sanderson, 1980).

The art and science which utilizes the analysis and application
of activities specifically related to occupational performance in
the areas of self-care, productivity and leisure. Through
assessment, interpretation, and intervention, occupational
therapists address problems impeding functional or adaptive
behavior in persons whose occupational performance is impaired
by illness or injury, emotional disorder, developmental disorder,
social disadvantage, or the aging process. The purpose isto
prevent disability; and to promote, maintain or restore
occupational performance, health and spiritual well-being;
furthermore, occupational therapy services can be directed
through health, educational and social service systems.
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iiental - total emotionai and intellectual response of an
individual to the environment.

Mentally, man has the capacity to reason and to adapt. Through
interaction with the environment and with people, man develops
a sense of self.... Man's responsibility for self evolves to
provide the capacity to direct his own life.

Physical - motor skills and sensory functions.

Man satisfies needs or food, safety, sex and self-care.
Through refined manual skills, he increases his potential to
engage in activity.

Sociocultural - dimension which describes the interpersonal
relationships of a client with his family; and educational,

ethnic and community background.

Man's behavior pattems are determined by his set of beliefs,
value system, developmental stage and life situation. His value
system provides him with a blueprint for normative behavior....
During interaction with others, man is stimulated to experience
emotions and feelings.

Spiritual - state of well-beiny; the force that permeates and
give meaning to all life.

Man is concerned with nature, the meaning of life and his
purpose and place in the universe.

Activities or tasks done to provide meaning and support to the
self, family and society.

Activities or tasks done routinely to maintain the client's health
and well-being in the environment.

Canadian Association of Occupational Therapists. (1991). QOccupational therapy
guidelines for client-centred practice. Toronto, ON: CAOT Publications.
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APPENDIX 11

Sample Items of the Role Checklist (Oakley et al., 1986)

The purpose of this checklist is to identify the major roles in your life. The
checklist, which is divided into two parts, presents 10 roles and defines each one.

PART 1

Beside each role, indicate, by checking the appropriate column. If yor * -rformed
the role in the past, if you presently perform the role, and if you plan erform
the role in the future. You may check more than one column for each role. For
example, if you volunteered in the past, do not volunteer at present, but plan to in
the future, you would check the past and future column.

Role:

STUDENT:
Attending school on a part-time or full-time basis.

WORKER:
Part-time or full-time paid employment.

VOLUNTEER:
Donating services, ar least once a week, to a hospital, school, community, political
campaign, and so forth.

CARE GIVER:
Responsibility, ar lease once a week, for the care of someone such as a child,
spouse, relative, or friend.

HOME MAINTAINER:
Responsibility, ar least once a week, for the upkeeping of the home such as
housecleaning or yardwork.

FRIEND:
Spending time or doing something, ar least once a week, with a friend.
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FAMILY MEMBER:

Spending time or doing something, ar least once a week, with a family member
such as a child, spouse, parent, or other relative.

RELIGIOUS PARTICIPANT:
Involvement, at least once a week, in groups or activities affiliated with one’s
relirion (excluding worship).

HOBBYIST/AMATEUR: _
Involvement, at least once a week, in a hobby or amateur activity such as sewing,

playing a musical instrument, woodworking, sports, the theater, or participation in
a club or team.

PARTICIPANT IN ORGANIZATIONS:

Involvement, at easr once a week, in organizations such as the American Legion,
National Organization for Women, Parents Without Partners, Weight Watchers,
and so forth.

OTHER:
A role not listed which you have performed, are presently performing, and/or plan
to perform. Write the role on the line above and check the appropriate column(s).
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APPENDIX III

Sample Items of the Satisfaction with Performance Scaled Questionnaire

SPSQ (Yerxa et al., 1988)

During the last six inonths have you performed the following activity in such a way
the you have felt happy, pleased, or contended with what you have done? In other
words, how much of the time have you felt sarisfied with the way you have done
these activities?

I.

00 NO LR W

PUWN—OWREINNREWN=O

Home Management

Scrape/stack dishes

Wash pots and pans

Remove/put away utensils/dishes in cupboards over sink/counters
Set/clear table

Load/unload washing machine

Dust high surfaces

Remove/put away utensils/dishes in cupboards under sink/counters
Use a floor mop

Make a bed

Use stove top elements

Put clothes on hangers

Clean a bathtub/shower

Reach high cupboards

Dispose of garbage

Sort clothes for washing

Open screw-top lids

Put clothes away in drawers/closet rod
Handle milk cartoon

Use a vacuum cleaner

Clean up counter/cooking surfaces
Get objects off top store shelves

Clean vegetables

Carry hot foods to table

Stir against resistance in a bowl



DRESSING

A.

APPENDIX 1V

Sample items of the Klein-Bell ADL Scale

(Klein & Bell, 1979)

Obtaining clothing from bureau

DA W

Grasp drawer (1)
Pull drawer open (2)
Reach into drawer 2)
Grasp clothes ¢))
Shut drawer ¢))

Obtain clothing frum closet

6.
7

Socks

10.
11.
12.
13.
14.
15.
16.

Grasp clothing hung in closet
Place clothes within reach for dressing

Grasp sock

Reach sock to L foot

Reach sock to R foot

Pull sock over R toes

Pull sock over L toes

Pull sock over R foot with heel to heel
Pull sock over L foot with heel to heel
Pull sock up to full extension on R leg
Pull sock up to full extension cn L leg

(1)
()

(1
2)
)
2)
)
@
)
@)
2)
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APPENDIX V

Sample Items of the Functional Independence Measure
(Center for Functional Assessment Research, 1991}

Self Care

Eating

Grooming

Bathing
Dressing-Upper Body
Dressing-Lower Body
Toileting

mmoow»

Sphincter Control

Bladder Management

G.
H. Bowel Management

Mobility

Transfer:

I. Bed, Chair, Wheelchair

J. Toilet
K. Tub, Shower

Locomotion

L. Walk/wheel Chair
M. Stairs

Communication
N. Comprehensicr:
0. Expression

Social Cognition

P. Social Interaction
Q. Problem Solving
R. Memory
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NAME OF REVIEWER: ___

DATE:

o
D
(V]

APPENDIX VI

Panel Review Questionnaire

INSTRUCTIONS TC THE REVIEWERS:

1.

This questionnaire consists of three sections. The items in each section
guide your evaluation of the COPM in terms of its test content, scoring
structure, and test utility and procedure.

A five-point rating scale is used for each item ranging from Poor (1) to
Excellent (5). Please circle the number corresponding to your evaluation for
each item. Some of the items are accompanied with open-ended questions.
Please provide brief comments, justifications, or suggestions wherever
appropriate.

A brief review on the model of occupational performance is presented on
page two of this questionnaire. Its purpose is to refresh your memory on
the particulars of the model. If you are familiar with the model, please skip
page two and begin the review of the COPM on page three of this
questionnaire.

The questionnaire should not take more than one hour to complete. If there
is any queries, please contact the investigators for clarification. Your
cooperation is much appreciated.
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Brief Review of the Model of Occupational Performance

The occupational performance model (CAOT, 1991) suggests a two-level
domain of concerns which guide clinical practice of therapists. The higher level is
occupational performance, which refers to the activities carried out by a person in
the areas of self-care, productivity, and leisure. The lower level is performance
compoi:ants, which mean the basic building blocks of human functions such as
abilities and skills, including mental, physical, sociocultural, and spiritual.
According to the model,

« .mar has a need to be engaged. His engagement takes many
forms and roles, each *:aving a crucial effect on his quality of life.
The culmination of ma-'3 experiences in this conceptual model is
the formation of the individual's mental, physical, sociocultural and
spiritual self. The essence of a healthy, functioning person is the
balanced integration of these four performance components to
provide a sense of well-being.” (CAOT, 1991, p.6-17).

The person-environment-performance (PEP) framework developed by
Christiansen (1991a) gives an 2xcellent depiction of various factors that influence
occupational performance. The higher order factors which are related to volition
and control of behavior are: sense of competence, locus of control, and
satisfaction. Other factors are grouped under the heading of "intrinsic enablers of
performance" including psychological and cognitive, sensory and perceptual,
neuromotor and physiological factors.

Reference:

Canadian Association of Occupational Therapists. (1991). Occupational therapy
guidelines for client-centred practice. Toronto, ON: CAOT Publications.

Christiansen, C. (1991a). Occupational therapy. Intervention of life performance.
In C. Christiansen and C. Baum (Eds.). Occupational therapy. Overcoming
human performance deficits (Chapter 1, pp. 1-43). Thorofare, NJ: SLACK Inc.
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CONTENT REVIEW

How w il does the COPM reflect the self-care performance of a person
being assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Which part of the COPM do you think assesses the self-care performance?

How well does the COPM reflect the productivity performance of a person
being assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Which part of the COPM do you think assesses the productivity
performance?
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How well does the COPM reflect the leisure performance of a person being
assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Which part of the COPM do you think assesses the leisure performance?

In general, how well does the COPM reflect the occupational performance
of a person being assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

How well does the COPM reflect the mental performance component, such
as emotional and intellectual functions, of a person being assessed?

Rating:
i 2 3 4 5
Poor Fair Good Very Good  Excellent

Which step(s) or process(es) reflect the evaluation of mental abilities of a
person?
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How well does the COPM reflect the physical performance component,
such as motor skills and sensory functions, of a person being assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Which step(s) or process(es) reflect the evaluation of physical capabilities of
a person?

How well does the COPM reflc : the sociocultural performance component,
such as set of beli=fs, value system, developmental stage, and life situation,
of a person being assessed?

Rating:
! 2 3 4 5
Poor Fair Good Very Good  Excellent

Which step(s) or process(es) reflect the evaluation of sociocultural
performance component of a person?
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How well does the COPM reflect spiritual performance component, such as
meaning of life and his purpose and place in the universe, of a person being
assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Which step(s) or process(es) reflect the evaluation of spiritual performance
component of a person?

In general, how well does the COPM reflect the performance components
of a person being assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

On the whole, how well does the COPM completely represent the
philosophy, rationale, and frame of reference of the model of occupational
performance? You may want to refer to page one of this Questionnaire for a
brief review of the model (CAOT, 1991).

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Please briefly justify your choice.




1.11

On the whole, to what degree is the content of COPM, such as problem
definition and importance, perceived performance, and satisfaction ratings,
relevant to the occupational performance of a person being assessed?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Please briefly justify your choice.
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2.2

STRUCTURAL REVIEW

How well does the ten-point rating scale (used in COPM) quantify the
degree of importance of an activity in a person's life?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:
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How well does the ten-point rating scale (used in COPM) quantify a
person's subjective evaluation of his/her current performance?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:
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How does the ten-point rating scale (used in COPM) quantify a person's
subjective evaluation of his/her satisfaction with current performance?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:

To what degree does the computation of the Performance scores (multiply
Importance by Performance) for each identified activity reflect the
structural relations between a person's occupational performance and
performance components?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:
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To what degree does the computation of the Satisfaction scores (multiple
Importance by Satisfaction) for each identified activity reflect the structural
relations between a person's occupational performance and performance
components?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:

To what degree does the computation of the Performance subscale score
(average of five item Performance scores) reflect the occupational
performance of a person as a product cf the interactions of his/her
performance components?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:
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To what degree does the computation of the Satisfaction subscale score
(average of five item Satisfaction scores) reflect the occupational
performance of a person as a product of the interactions of his/her
performance components?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Suggestions for changes, if any:

How well does the Change in Performance and Change in Satisfaction
scores reflect the outcomes of occupational therapy intervention in terms of
occupational performance of a person?

Rating:

1 2 3 4 5
Poor Fair Good Very Good  Excellent
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UTILITY AND PROCEDURAL REVIEW

Are guidelines in the COPM Test Manual set forth for potential examiners
in terms of training, credentials, and/or theoretical background?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is the training process provided in the COPM Test Manual explicitly
presented or offered to insure inter-rater reliability?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is the complexity of administration of the COPM congruent with the levels
of required training and potential clinical decisions?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Are the administrative procedures described in the COPM Test Manual
clear and precise?

Rating:

1 2 3 4 5
Poor Fair Good Very Good  Excellent
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3.6

3.7
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Does the administration of the COPM take a reasonable amount of time to
complete?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is all the necessary equipment for administering the COPM included in the
Test Manual? Is the equipment safe, durable, manageable, and
replaceable?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is the COPM designed and standardized for the population on which you
wish to use it?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is adequate information available in the Test Manual and/or related
literature regarding the methed of standardization, the standardization
sample, and/or the field testing of the COPM?

Rating:

1 2 3 4 5
Poor Fair Good Very Good  Excellent
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3.13
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Is evidence available in the Test Manual and/or related literature on the
validity of the interpretation and use of the COPM?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is evidence available in the Test Manual and/or related literature on the
internal consistency, test-retest, and/or inter-rater reliability of the COPM?

Rating:

1 2 3 4 5
Poor Fair Good Very Good  Excellent

Do the sub-scale and total scores of the COPM reasonably lend themselves
to interpretation?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is the COPM applicable to the assessment of client's occupational
performance across all developmental levels?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is the COPM applicable to the assessment of client's occupational
performance with all disability groups?

Rating:

1 2 3 4 5
Poor Fair Good Very Good  Excellent



3.14

3.15

3.16

3.17

3.18

Is the Test Manual of the COPM complete, well organized, and easy to
use?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Is COPM's test format organized, logical, and appealing?

Rating:
1 2 3 4 5
Poor Fair Good Very Good  Excellent

Would you consider the COPM as a cost effective assessment?

Rating:
i 2 3 4 5
Poor Fair Good Very Good  Excellent

Is the COPM of a quality that would be used and respected by other health
professionals?

Rating:
1 2 3 4 S
Poor Fair Good Very Good  Excellent

Were references and corollary studies cited or conducted and reported in the
Test Manual of the COPM?

Rating:

1 2 3 4 5
Poor Fair Good Very Good  Excellent
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3.19 Does the COPM represent the highest state of art in the measurement of
occupational performance of individuals?

Rating:
] 2 3 4 5
Poor Fair Good Very Good  Excellent

THANK YOU FOR YOUR PARTICIPATION !!!



APPENDIX VI

Educational Session

LOCATION: Glenrose Rehabilitation Hospital, Edmonton
DATE: September 8th, 1993
TIME: 8:00am to 10:00am

Purposes of the Session:

Describe the operational definitions pertinent to the validation study.
Standardize the procedures of administering the COPM.

Receive the data base sheet.

Confirm allocation of clients tn participating therapists.

il e

Operational Definitions:
Semi-structured Interview

It is defined in terms of the type of questions that are asked by the participating
therapists when he/she administers the COPM. Semi-structured questions have no
choices from which the respondent selects in answer. Questions are phrased to allow
for individual responses. It is an open-ended question but fairly specific in its intent
(McMillan & Schumacher, 1989).

Occupational Performance

Activities carried out by the client in the areas of self-care, productivity, and
leisure influenced by envircnmental and societal factors (CAOT, 1991).

Self-Care

Activities or tasks that are done routinely to maintain the client's health and
well-being in the environment (CAOT, 1991).
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Productivit

Acuvities or tasks that are done to provide meaning and support to the self,
family, and society (CAQT, 1991).

Leisure

They are the activities or components of life that are free from work and self-
care activities (CAOT, 1991).

Disability

It is any restriction or lack (resulting from an impairment) of ability to perform
an activity in the manner or within the range considered normal for a human being
(WHO, 1980). Two dizit categories of disability are used in the subject's data base
sheet.

COPM Administration Procedures

Assessment Schedule:

Initial Assessment:

1) orthopedic client subjects: within three days;

2) stroke client subjects: within the first two weeks;

after the reception of their requisition for occupational therapy consultation.

Pre-discharge Assessment:

i) orthopedic client subjects: within three days;

2) stroke client subjects: within one week;

before they are discharged (or with respect to a tentative date of discharge) to home, or
other placements, from the hospital.



Consent from Subjects:

- participating therapist:
1) explain the purposes of the project to the client subject;

2) give the Client Information Sheet to the client subject;
K)] obtain consent from the client subject by signing the Consent.
Date Base:

- Participating therapist fills out the set data base form (see attached form).
ITEMS: Demographic data: Name of client, Sex, Age, ID No.
Ethnicity
Environment (home situation)
Support System
Length of Stay in Hospital (no. of days)
O.T. Admission and Discharge Dates
COPM Cover Page:

- No additional instructions. Follow procedures as in the Test Manual.

COPM Step 1: Problem Definition:
- Follow instructions as in the Test Manual.

- Therapist is encouraged not to use the list of activities (Appendix C) in the Test
Manual.

- Therapist should encourage the client subject to identify as many activities that
he/she has problems with as possible.

COPM Step 2: Weighting the Problems:

- Follow instructions as in the Test Manual.
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COPM Step 3: Scoring:

- Follow instructions as in the Test Manual.

COMP Step 4: Re-assessment:

- Same as in Step 3.

COPM Step 5: Follow-up:

- This step is redundant because re-assessment is done at the pre-discharge stage.
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APPENDIX VIII
CONSENT FORM
Project Title: Validation of the Canadian Occupational Performance Measure
Investigators: Chetwyn Chan, University of Alberta
Annette Magnan & Lorian Kennedy, Occupational Therapy

Tom Maguire, PhD., University of Alberta
, Occupational Therapy

This research study will evaluate a new test in occupational therapy. This
test measures clients' performance and improvement.

I agree to participate in two interviews using the Canadian Occupational
Performance Measure (COPM). On each occasion, I alsu agree to answer two
questionnaires. One questionnaire asks about my life roi s and the other measures
my satisfaction with the way I can do things. All the tests and questionnaires will
take a total of two hours. I also agree to participate in the screening exercise and
to let the investigators obtain needed information from my medical records.

The study carries no risks to me. There will be no direct benefits for me.
My name will not appear in any documents or reports. I can reiuse to answer any
items in the interviews and the questionnaires. All information collected in this
study will be kept confidential.

I am free to withdraw my consent and stop participating at any time. This
will not affect my present or future care. | HAVE BEEN GIVEN THE CHANCE
TO ASK QUESTIONS. 1 AM SATISFIED THAT ALL MY QUESTIONS HAVE
BEEN ANSWERED. My signature means:

1) T have read this form
2) I understand my involvement in the study
3) I voluntarily agree to participate.

I will be given a copy of this consent form. If I have any questions
concerning the study I can contact Chetwyn Chan, 492-3762; or Annette Magnan,
471-2262 Ext.2362.
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Name of Participant

Signature of Participant Date

Signature of Investigator Date

Signature of Witness Date



317

APPENDIX IX
CLIENT INFORMATION SHEET
Validation of the Canadian Occupational Performance Measure

The Canadian Occupational Performance Measure (COPM) is a new test
developed by the Canadian Association of Occupational Therapists and Department
of Health and Welfare. The COPM is intended to measure skills in the areas of
self-care, productivity, and leisure. This research project will look at how good
the test is for measuring these things.

In this study, an O.T. will give you the COPM twice. The first COPM will
be at the beginning of your stay. The second will be just before your discharge
from the hospital. Besides the COPM, you will be asked to fill out two other
questionnaires: the Role Checklist and the Satisfaction with Performance Scaled
questionnaire. These are both paper and pencil measures. if you need help with
these, your therapist will be glad to assist you. For the first session, it will take
about one hour to finish all the tests after you complete a screening exercise. Less
time is needed for the second session.

You may be asked to participate in a retest. The purpose of the retest is to
see how much the COPM results change within a few days. In the retest, you will
be asked do the COPM again. Also, the therapist will ask you a few questions
about how you chos: y=:ur answers.

The data collected from the tests is for research purposes. 1f you would
like, the researcher can release the results to your treating therapist. This may be
helpful for your therapy.

Thank you for your participation.
Investigators,
Chetwyn Chan
Annette Magnan

Lorian Kennedy
Tom Maguire
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APPENDIX X

Client Data Base Sheet

318

Disability

Classification

(use 2-digits

WHO System)

Ethnicity / Culture:

White Asian

Black Hispanic

Native Other
Specific

Home Situation:

Comment:

]

Social Situation:

Marital Status
Lives Alone

Support Available at Discharge

Management Statistics:

Date of Initial Ass.

Lives with Others
Specify

Yes No

Specify

Date of Pre-discharge Ass.

Date of Discharge

Date of Admission

Length of Stay in Hosp.

Days




1. Self Care

11

12

APPENDIX XI

Activity Reference List

(Adapted from Law et al., 1991, p.31-34)

Personal Care

01
02
03
04
05
06
07
08
09
10
11
12
13
14
15
16

getting clothes from closets and drawers (1)
managing fasteners (3)
removing clothing (1)
opening containers
pouring liquids

toiletting (5)

washing self

brushing teeth

maintaining nails (3)
shaving (1)

applying makeup (1)
engaging in sexual activity
taking medication

eating (4)

dressing upper and lower limb garments (19)

putting on and off shoes and socks (10)

Functional Mobility

0l
02
03
04
05
06
07
08

turning in bed (6)

transferring from wheelchair (2)
getting in and out of tub (14)
climbing up and down stairs (12)
getting in and out of cars, taxi (18)
walking (21)

getting in and out of bed (12)
getting in and out of toilet (1)
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2. Productivity

21

Community Management

01
02
03
04
05
06
07
08
09
10

driving car (11)

taking public transit (3)

using telephone (1)

arranging for services, e.g. plumber
making appointments

budgetting

paying bills (2)

handling money, making cheques
filing taxes

shopping (17)

Paid/Unpaid Work

01
02
03
04
05
06
07
08
09
10
11
12

job searching (1)

preparing resume

arranging for interview
attending interviews (1)
selecting a job

working expected hours (11)
learning new tasks (1)
managing responsibilities (1)
relating to co-workers
adhering to safety regulations
being punctual

dealing with problems and conflicts (1)
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23

Household Management

01
02
03
04
05
06
07
08
09
10
11
12
13
14
15
16
i7

buying groceries (2)

planning meals

following a recipe

preparing foods (13)

clearing the table

doing the dishes (2)

cleaning the kitchen (2)

dusting and polishing furniture (6)
sweeping the floor (2)

vacuuming (5)

disposing of garbage (1)

cleaning bathrooms

doing laundry (14)

ironing (1)

minor repairs, e.g. replacing light bulbs
caring for children

making beds (6)

Play / School

0l
02
03
04
05
06
07
08
09
10
11
12
13
14
15
16
17

exploring and manipulating objects
climbing, throwing, running, jumping
playing with peers

playing cooperative games

sharing

taking turns

engaging in sports

role-playing, pretending

creative expression

separating from parents

drawing, cutting, pasting

printing / writing (2)

subtracting, multiplying etc
verbalizing reportin,

remembering

completing homework

note-taking



Leisure

31

Quiet Recreation

01
02
03
04
05
06
07
08

Active

0l
02
03
04
05
06
07
08
09
10
11
12
13

listening to music

watching television (1)

reading books, newspapers, magazines (8)
knitting, sewing, crocheting (3)

working on hobbies, collections (7)
creative arts, media

playing cards, board games (1)

gardening (2)

Recreation

participating in sports (10)
caring for a pet (3)

going to movies, theatre (4)
dining out (1)

going to bars, nighiclubs
driving, sightseeing

going to parks, beaches, playgrounds (4)
attending religious services (2)
attending courses (3)

visiting museums or libraries
travelling (3)

attending sports events (2)
dancing (1)
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33 Socialization

01 visiting with friends / family (9)
02 talking on the telephone (1)

03 attending parties (2)

04 hosting parties

05 writing letters (2)

06 planning social engagement

07 attending group functions (2)

Note. Figures in parentheses are frequencies of the activity identified by the
clients as difficult to perform in this study. The total number of activities
identified is 327.



