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The whole of human organisation has its shape in a kind
of thythm...night and day, of sleep and waking hours, of
hunger and its gratification. . .work and play and rest and
sleep, which our organism must be able to balance even
under difficulty. The only way to attain balance in all this
is the actual doing...of wholesome living as the basis of
wholesome feeling and thinking and fancy and interests
(Meyer, 1922/1977).
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Occupational Perspectives on Health
in People with Schizophrenia

—Time Use, Occupational Engagement
and Instrument Development

Ulrika Bejerholm

Introduction

This thesis has aimed at visualising an occu-
pational perspective on health in people with
schizophrenia, by illuminating everyday life
and investigating its relationships to health-
related variables. This perspective on health is
not always evident and visible for profession-
als who work with clients’ with schizophrenia,
sometimes on a weekly basis but often at lon-
ger intervals. However, having schizophrenia
affects the entire existence and all the hours
of the week. It is important to understand
what people with schizophrenia do with their
time, what engages them, what they perceive
as meaningful or not, how they interact with
their environment, in order to understand
their health. Such an understanding could
help health-care planners and professionals
find strategies for how to enable people with
schizophrenia to engage in their everyday life
in a way that supports their health.

In this thesis, occupation refers to every-
thing that we do and occupy ourselves with in
everyday life, and not only work. Occupation
refers to performance or doing in time and
place, and the experiences attached (Pierce,
2001a). Occupation involves the dynamic in-
terplay between the person, the occupation
and the environment (Law ez /., 1996). Do-
ing things enables people to meet and obtain
the requirements for living, survival, health
and well-being and form the actual building
stones that make people engaged and find
meaning and well-being in everyday life (Wil-
cock, 1998). Among occupational therapists,
the occupational perspective on mental health
has been present since the turn of the last cen-
tury. It was stated that the proper use of time
in some helpful and meaningful occupation
was a fundamental treatment of any psychi-
atric patient (Meyer, 1922/1977). Occupa-
tional therapists are concerned with treating
the consequences of disease or injury as they
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affect a person’s ability to engage in occupa-
tions and it is assumed that people have the
ability to influence their own health through
engaging in occupations (Yerxa, 1998). Ac-
cordingly, this thesis aims to contribute to a
complex, but also a realistic perspective on
health, well-being and quality of life in people
with schizophrenia.

Schizophrenia and
Psychopathology

In Sweden, people with schizophrenia con-
stitute about 0.8% (70,000) of the popula-
tion (Socialstyrelsen, 2003c). Schizophrenia
is a complex disorder. The actiology involves
interactions between both genetic, environ-
mental and vulnerability factors. Schizophre-
nia is characterised by psychotic symptoms
and cognitive dysfunction, leading to a cer-
tain way of thinking, feeling and relating to
the outside world. Schizophrenia involves los-
ing the sense of self and control over the cog-
nitive, emotional and attentional resources
(Austin, 2005). A cognitive decline is most of-
ten associated with the illness onset, but tends
to remain over time (Muesser & McGurk,
2004). Consequently, schizophrenia can dra-
matically affect the functioning of a person
in his or her everyday life, and to the extent
to which that person can coordinate and en-
gage in occupations (Austin, 2005; Davidson,
Stayner & Haglund, 1998; Green, Kern, Braff
& Mintz, 2000; Liberman, Neuchterlain &
Wallace, 1982; McKibbin, Brekke, Sires, Jeste
& Patterson, 2004; Tsang & Pearson, 2000).
For example, the future perspective is usually
dependent on the extent to which persons can
perceptually organise life events and project
themselves into the future (Neville, 1980).
Furthermore, every occupational situation is
often regarded as a new phenomenon by peo-
ple with schizophrenia, whose experiences are
often regarded as having little coherence or
anchorage with either the past, the present,
or the future (Neville, Kreisberg & Kielhof-
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ner, 1985). Moreover, the goal setting is of-
ten proximal and immediate, and in everyday
life there are few social roles to fulfill (Suto
& Frank, 1994).

There have been different ways of classi-
fying schizophrenia throughout the 20 cen-
tury. The term schizophrenia was first intro-
duced by Bleuler and the conceptualisation
of the disorder was not as narrow and pessi-
mistic as the one that was introduced earlier
by Kreaplin (Sadock & Sadock, 2003). In a
meta-analysis regarding the outcome of schiz-
ophrenia, based on the literature from 1895
to 1992, the main predictive factors were if
a narrow or a broad diagnostic system was
used, and the use of anti-psychotic medica-
tion (Hegarty, Baldessarini, Tohen, Water-
naux & Oepen, 1994). According to Aus-
tin (2005), there are currently no biological
markers for schizophrenia. Consequently, the
diagnosis relies on subjective assessment and
of an individual clinical presentation. Inter-
nationally and in Sweden there is consensus
about using two systems, the Diagnostic and
Statistical Manual of Mental disorders, DSM-
IV (American Psychiatric Association, APA,
1994, 2000) and the International Classifica-
tion of Diseases, ICD-10 (Armenteros ez al.,
1995; Austin, 2005; Jakobsen ez /., 2005;
World Health Organization, 1997). All main
categories used in the DSM are found in the
ICD-10 and the systems are fully compatible
(Sadock & Sadock, 2003).

Positive and negative symptoms are clini-
cal characteristics that are further used for the
classification of schizophrenia, and they have
significantly influenced research. The posi-
tive symptoms refer to delusions and halluci-
nations that are added to an individual’s be-
haviour and perceptions (Pogue-Geile & Zu-
bin, 1988; Sadock & Sadock, 2003), and the
negative symptroms refer to lacks in behaviour
and perceptions, including affective flatten-
ing, poverty of speech, poor grooming, lack
of motivation and social withdrawal (Austin,

2005; Pogue-Geile & Zubin, 1988; Sadock



Ulrika Bejerholm

& Sadock, 2003). However, individuals who
suffer from characteristic symptoms at one
point in time may still have varying outcomes
and courses of symptoms as time passes (Ci-
ompi, 1980; Liberman ez al., 1982).

Transitions in the Mental
Health Care System

People with schizophrenia have been a disad-
vantaged group concerning both living con-
ditions and access to adequate care, support
and rehabilitation towards integration in so-
ciety. During the last three decades the men-
tal health care system in Sweden has moved
its focus from treating patients with schizo-
phrenia in institutions, towards a communi-
ty-based health care system with geograph-
ically defined sectors (Markstréom, 2003).
This process of deinstitutionalisation started
in the 1970s and had its main peak from 1985
until 1994, when a large number of discharges
were made of people with severe mental illness
(Gahnstrom-Strandqvist, 2003; Markstrém,
2003). In order to overlap the gap between a
hospital-based and a community-based men-
tal health care system, the Swedish National
Board of Health and Welfare in the 1980s
presented guidelines for mental health, which
forwarded the importance of providing care
and rehabilitation in the patients’ own liv-
ing context (Socialstyrelsen, 1980). Mental
health care was subsequently assembled into
local geographical sectors.

These sectors had coherent responsibility
for both hospital care and community care.
However, the community care system was not
built up at the same pace as the institution-
based care system was closing down. There-
fore, for people with schizophrenia, deinsti-
tutionalisation often meant going from be-
ing cared for around the clock and externally
controlled, with little time on their own and
spending most of the time in a hospital, to
getting too little care, support and rehabilita-
tion, with too much time on their own. This

shift, which was implemented in most west-
ern countries, although at a different pace,
led to feelings of loneliness among people
with schizophrenia, often described in re-
search (Davidson & Stayner, 1997; Gahn-
strom-Strandqvist, Andersson & Josephs-
son, 1995; Gerstein, Bates & Reindl, 1989).
Another consequence of the reform was that
the throughput in the acute wards increased
(Markstrom, 2003). This was in accordance
with the interventions, but in addition, there
was an increased risk for homelessness, ad-
diction, and mortality (Harvey ez al., 1996;
Scott, 1993; Wasserman, 2003; Osby, Cor-
reia, Brandt, Ekbom & Sparén, 2000). In-
creased violence in connection with people
with mental illness has also worsened the so-
cio-cultural climate for people with schizo-
phrenia as a whole and a recent report showed
that many people with schizophrenia have no
structured occupations and gain little mean-
ing from the occupations they do perform
(Socialstyrelsen, 2005). According to Was-
serman (2003), people with severe mental ill-
ness are a marginalised group today, and they
seem to be as segregated from society now, if
not more, as they were when they were living
in institutions. Despite these circumstances,
lictle has been done in society to help establish
everyday life for people with schizophrenia,
although they clearly have difficulties in en-
gaging in occupations and in participating in
modern society (Socialdepartementet, 1992;
Socialstyrelsen, 2005).

Ever since the change in the mental health
care system, due to the deinstitutionalisa-
tion, the pioneering work of multi-disciplin-
ary teams that work in outpatient care cen-
tres has aimed at building up adequate care,
adapted living environments and vocational
rehabilitation centres. This outpatient men-
tal health care has most often been success-
fully co-ordinated by different forms of case
management, where case-management re-
fers to co-ordinating and adapting care and
rehabilitation according to individual needs

11
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(Holloway, 1991). Besides antipsychotic med-
ication, a number of evidence-based psycho-
social interventions may assist everyday life
for people with schizophrenia. In addition to
case-management, such interventions might
be social skills training, family interventions,
cognitive behaviour therapy, and supported
employment. The goal is to enable people to
develop social and vocational skills for inde-
pendent living, and the interventions are car-
ried out in different environments, such as in
the outpatient care centres, hospitals, day-care
centres, and people’s homes and social clubs
(Sadock & Sadock, 2003).

The clients, the users, have become more
alert to looking out for their own group and
their rightful place in society. It is increas-
ingly assumed that a mental health care that
considers the users” experience of everyday
life and autonomy provides requirements for
effective care and rehabilitation with better
results (Hansson, 2006). In this respect, it
would be warranted to investigate the expe-
rience that people with schizophrenia have in
their everyday life. Research has shown that
meaningful occupations seem to be related
to their perception of health, well-being and
quality of life (Eklund, Hansson & Bejer-
holm, 2001; Goldberg, Brintnell & Goldberg,
2002; Strong, 1998). However, not much is
known about how people with schizophrenia
actually perceive their everyday life.

Disability

The individual’s disability is part of the deci-
sion making of whether he or she has schizo-
phrenia (Sandlund, 2005). This implies that
having schizophrenia involves disabilities in
everyday life. Moreover, the transitions in
the mental health care system have lead to
changes in how to view health and people
with schizophrenia are focused on not only
asa group of severely mentally ill, but increas-
ingly as a group of people with certain dis-
abilities. Thus, it is rather the disability than

12

the psychiatric diagnosis that will form the
basis for planning care and service. Presently,
however, the development of psychosocial in-
terventions in mental health care has been ac-
complished with little support from research
and knowledge regarding disability and the
constituents of everyday life. Such knowledge
could assist the professionals in that part of
their clinical reasoning that concerns disabil-
ity in an ever-changing personal and environ-
mental context. Moreover, as a consequence
of this void of knowledge, it has been dif-
ficult for the professionals working in men-
tal health care to fully understand and take
on the responsibility stated in the National
Guidelines given by the Swedish Board of
Health and Welfare (Markstrém, 2003), in-
cluding the provision of meaningful daily oc-
cupations. A Swedish report showed that, in
general, the mental health care in the commu-
nity does not have a clear picture of the way of
life among people with disabilities caused by
severe mental illness (Socialstyrelsen, 2003b).
Sandlund (2005) stressed that the interpreta-
tion of the disability also seems to depend on
who you ask, on the professional category and
its main theoretical and ideological position
in the matter. A reason may be that disability
could be viewed as something that is dynam-
ic and unstable over time. It would probably
be easier to grasp mental health care when
disability is viewed as something stable and
static, as when a medical and an illness per-
spective are reflected in the outcome of care
and rehabilitation.

Current views on disability

The International Classification of Function-
ing (ICF) (Socialstyrelsen, 2003a; WHO,
2001) can be used in order to grasp the func-
tional limitations following a disease and how
these limitations can lead to decreases in oc-
cupational engagement and participation in
society. According to the ICF, functioning
and disability are viewed at two interacting
levels. These levels are the body structures and
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function level, and the activities and partici-
pation level. In addition, contextual factors,
such as personal and environmental factors,
affect the levels of functioning and disability.
Accordingly, the activities and participation
level is influenced by the underlying health
condition, the body structures and functions
level, the environment, and personal factors
(WHO, 2001). In a way, disability becomes
the comprehensive link between the body
functions and structures, and the activities
and participation (Socialstyrelsen, 2003a).
The National Swedish Board of Health and
Welfare (Socialstyrelsen, 2003c) declared
that both limitations in body functions, and
limitations that concern activities and partici-
pation have to be attended to among people
with schizophrenia.

The current view on disability among peo-
ple with psychiatric disorders, that is taking
form in Sweden, concerns the consequences
in everyday life. According to National psy-
chiatric services coordination (2006), a per-
son has a disability if she/he has substantial
difficulties in performing activities concern-
ing important life domains, and if these limi-
tations have existed or can be assumed to re-
main for a longer period of time. The diffi-
culties shall be a consequence of having a psy-
chiatric disorder. Moreover, the consequences
can be a result of functional limitations and
the activity limitations of a person, and/or a
result of limitations in the environment.

Occupational therapists also find it im-
portant to assess the persons abilities and the
environmental influences, outlined in a se-
ries of events throughout the day (Kielhof-
ner, 2003; McLaughlin Gray, 2001; Wilcock,
2005). The reason for disability could exist on
a personal level, butalso on an environmental
and an occupational level, thus the disabili-
ty may appear in different ways according to
what the person does (CAOT, 2002). This
occupational therapy perspective on disabil-
ity and health is in line with the concepts and
underlying assumptions about disability and

health that the ICF system (Socialstyrelsen,
2003a; WHO, 2001) provides, and the cur-
rent view that the National psychiatric ser-
vices coordination (2006) has.

Occupational Therapy
in Mental Health

Theory Development

Occupation has a therapeutic value and has
been an integral part of treating people with
schizophrenia ever since the moral treatment
movement in the early 19" century (Scull,
1979). The American psychiatrist Adolf Mey-
er is often regarded as the founder of occupa-
tional therapy, along with other profession-
als that worked together as a team. The team
consisted of two psychiatrists, a nurse, a so-
cial worker, a physician, and an architect, and
they worked with severely mentally ill people
by helping them retrain or adjust to a mean-
ingful living by means of performing occupa-
tions (Creek, 2003). A Swedish physician, Dr
Westlund, also promoted this trend in treat-
ment, that people could be cured through en-
gagement in suitable occupations (Palmbo-
rg, 1940). Since then, occupational therapists
have taken over the baton. They have contrib-
uted to different methods of using occupa-
tions as therapeutic means and ends and they
have enabled people to engage in meaning-
ful occupations (Hasselkus, 2002; Trombly,
1995). In addition, related knowledge, thatis
knowledge developed outside the discipline
of occupational therapy (Kielhofner, 2004),
such as the psychoanalytic approach, has been
used by occupational therapists in order to un-
derstand and explain the symbolic meaning
of occupations (Bruce & Borg, 1993; Fidler
& Fidler, 1963; Finlay, 1997). For instance,
the object relation theory has been used, since
relations to others and to objects are funda-
mental to occupational engagement. In treat-
ment, engagement in creative and meaning-
ful occupations may facilitate both verbal and

13
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non verbal communication (Eklund, 2000;
Fidler & Fidler, 1978; Winnicott, 1965). Also
humanistic, cognitive/behavioural and so-
ciological approaches have been necessary in
order to understand therapeutic factors in-
herent in occupations (Creek, 2003; Finlay,
1997; Hagedorn, 1995). The interpretation
of this related knowledge in relation to oc-
cupations has helped occupational therapists
to assume therapeutic benefits of occupation-
al engagement, and clinical experiences have
added to such beliefs, but little empirical re-
search supports this assumption. However,
since the 1990s, the discipline of occupation-
al science has enticed many researchers, also
outside the field of occupational therapy, to
study the occupational life in different pop-
ulations. The main purpose of occupational
science is to understand how people engage in
and experience occupations and how different
aspects of occupation may determine health
and wellbeing (Clark et a/., 1991; Wilcock,
2005; Zemke & Clarke, 1996).

Change in Context

The process of deinstitutionalisation also
brought about a radical change in the pro-
fessional role of occupational therapists.
The treatment context changed from treat-
ing people with schizophrenia in hospitals,
towards treating and helping people to re-
cover in their real life context outside psy-
chiatric institutions, closer to where the pa-
tients lived (Gahnstrom-Strandqvist ez al.,
1995) Moreover, ever since the 1970s, there
has been a gradual shift in the category of
clients. At that time, occupational therapists
were treating a more varied group of patients.
Now, people with more complex needs, such
as people with schizophrenia, are the main
concern. It could be said that occupational
therapists implemented occupations as thera-
peutic means differently before and after the
process of deinstitutionalisation. In the hos-
pitals, the occupations aimed at increasing the

14

clients’ mental functions. After the deinstitu-
tionalisation action the occupational thera-
pists faced a new arena that concerned the
total occupational situation of their clients.
Thus, occupational therapists moved from
focusing on the person and more functional
features of the schizophrenia illness, toward a
more holistic perspective of schizophrenia in
relation to occupation, health and quality of
life. Hence, the use of occupation as an inte-
gral part of treatment has changed through-
out the history along with social and political
factors, and the fluctuating beliefs in the cause
of mental illness (Creek, 2003). Furthermore,
the changes in the mental health care system
meant that occupational therapists that had
previously worked together in separate organ-
isations came to work together with profes-
sionals in multidisciplinary teams. According
to Gahnstrom-Strandqvist ez /. (1994), this
new role of being a team member meant a
fine balance between adjustments to the team
and professional identity. As a consequence,
the occupational therapists have become more
visible to other professionals which has con-
tributed to the recognition of their profes-
sional identity.

Occupational Perspectives
on Health

The occupational perspective on health, that
the human being is by nature active and needs
to engage in occupations in order to devel-
op, and to find meaning and well-being in
life, has been guiding occupational therapists
since the profession was established (Kielhof-
ner, 2002). This occupational perspective on
health has been supported by a number of oc-
cupational scientists (Wilcock, 2003, 2005;
Yerxa, 1998; Zemke & Clarke, 1996). Health
is viewed as the ability to engage in occu-
pations that are related to the primary goals
in everyday life (Yerxa, 1998). The dynamic
perspective on health recognises the individ-
ual differences, in contrast to health based
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on a medical paradigm (Kielhofner, 2003).
In clinical practice, this perspective is reflect-
ed in how occupational therapists use occu-
pations as therapeutic means and how they
enable the clients to use their own capacity.
Moreover, occupational therapists adjust the
environment so that the client can engage in
individually motivating and purposeful oc-
cupations, which in turn is supposed to lead
to health and well-being (Wilcock, 1993).
The growing research, that aims to investi-
gate relationships between occupation and
health in different populations, can help to
form a knowledge base that supports occu-
pational therapists and other professional in
their clinical work.

Occupational Performance

Occupational therapy focuses on the complex
and dynamic relationships between the per-
sonal, the environmental and the occupation-
al domain of occupational performance (Law
etal., 1996). Occupational performance can
be interpreted as the outcome of the transac-
tion between these domains (Dunn, Brown
& McGuigan, 1994; Kielhofner, 2002; Law
eral., 1996; McLaughlin Gray, 2001; WHO,
2001). By adjusting the person, the environ-
ment and the occupations in order to provide
a good fit between the three domains of oc-
cupational performance, the person gains the
ability to go on performing occupations that
provide meaning and purpose (Strong ez al.,
1999). However, if there would be a misfit
between the three domains, perhaps asa con-
sequence of an illness, a disability would be-
come apparent in that person’s life (Strong ez
al., 1999; WHO, 2001). Thus, when it comes
to understanding disabilities, the person can-
not be viewed as being separate from the con-
textual influences.

The PEO model
The person-environment-occupation PEO-
model is used as a general frame of refer-

ence throughout this thesis. Assessment and
treatment of the disability of schizophrenia
could potentially be focused on any of the
constituents and links in such a model. The
PEO model builds on concepts and ideas
from Csikzentmihalyi and Csikzentmihalyi
(1988) and Lawton and Nahemow (1973),
and from the Canadian guidelines for occupa-
tional therapy practice and measurement (Ca-
nadian Association of Occupational Thera-
pists, 1991; Law et al., 1994). In the model,
it is acknowledged that behaviour cannot be
separated from contextual influences, tem-
poral factors, and physical and psychological
characteristics (Christiansen, Baum & Bass-
Haugen, 2005; Law ez al., 1996). This is in
line with the dynamic view on human behav-
iour in to the International Classification of
Functioning (ICF) (Socialstyrelsen, 2003a;
WHO, 2001), and according to the general
systems theory, which states that there is a
constant interplay between the human organ-
ism, as an open system and its environment
(Kielhofner, 2002, 2004; Reed & Sanderson,
1992). A key strength with the PEO-model
is that it considers daily occupations as they
appear in everyday life. Furthermore, there is
also a consideration of evaluations and inter-
ventions that target the person, the environ-
ment and the occupation, offering multiple
avenues for facilitating engagement in occu-
pations. However, little research exists that
investigates factors from all three domains
in a systematic way (Crist, Davis & Coffin,
2000; Robinson, 1997).

The personal domain of occupational per-
formance involves the physical, social, cogni-
tive and psychological capacities of a person
(Law ez al., 1996). The personal domain in-
cludes the self-concept, personality, cultural
background and competencies. Values and
beliefs shape the perceptions of self in rela-
tion to occupations and environments, and
through internal processes they influence
the way in which the world is observed and
explored. Personal characteristics can either
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support capacities or limit occupational en-
gagement.

The environmental domain provides a
context in which persons engage in occu-
pations (Dunn e a/., 1994). Environmen-
tal contexts occur outside the individual and
elicit responses from him or her. The environ-
ment has physical, social, economical, politi-
cal and cultural characteristics, and occupa-
tional therapists often consider enabling or
disabling qualities of the environment (Law,
1991). According to Harvey (1999), the be-
haviour is regularised in different social and
physical environmental settings. For example,
the spatial dimensions alter the possibility to
act, cultural or institutional factors provide
orientation and reinforcement, and a suffi-
cient social network provides motivation to
make things happen.

The occupational domain concerns ‘what’
we do (Law ez al., 1996). The occupation is
carried out by a person in an environmen-
tal context and provides the basis for feelings
about ourselves. Engagement in meaningful
occupations shapes our sense of self and iden-
tity. They make us engage ourselves in the
surrounding world in order to survive and
maintain who we are.

Occupational Engagement

The concern of occupational science and oc-
cupational therapy is people’s ability to en-
gage in meaningful occupations throughout
their life span (Law ez al., 1996). Occupa-
tional engagement provides means to mental
and physical health and, most importantly,
a sense of meaning and purpose to existence
(Meyer, 1922/1977; Wilcock, 1993; Yerxa ez
al., 1990). A person can be engaged in daily
occupations to various extents. This is reflect-
ed in the richness and the variety of personal
experiences and physical, social and temporal
contexts. The dynamic interplay between the
person, the environment and the occupation,
the three domains involved in occupation-
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al performance, could further be viewed as
the basic units of occupational engagement.
Furthermore, occupational engagement is a
lifestyle characteristic, which if identified can
help form the basis for occupational therapists
in finding appropriate strategies for evalua-
tion and intervention (Christiansen, 2005;

Fidler, 1996).

Process of Occupational Engagement

To be engaged in daily occupations, in terms
of interacting with the environment accord-
ing to one’s capacities and experiences, in-
volves a process of occupational engagement
(Rebeiro & Cook, 1999). This process is
about the connection between the occupa-
tional performance factors, the outcome of it,
and how it is perceived. It is also about main-
taining or altering the individual’s capacities
and in that generating ongoing experiences
thataffirm and reshape motivation (Kielhof-
ner, 2003). Thus, the process of occupational
engagement serves as a means to confirma-
tion and maintenance of self over time (Re-
beiro & Cook, 1999). To have ongoing occu-
pational engagement provides a way of learn-
ing about self, discovering meaning and orga-
nising everyday life (Csikszentmihalyi, 1993;
Hasselkus, 2002; Mee & Sumsion, 2001).
Through “doing”, people are confronted with
the evidence of the ability to function compe-
tently and take control of their lives as far as
they are able. There is nothing which sooner
and more satisfactorily increases an individu-
al’s sense of self than the ability to accomplish
something. Thus, the ongoing process of oc-
cupational engagement is essential to self-or-
ganisation, and by “doing” over time we shape
who we are (Kielhofner, 2002).

Meaning

The human being needs to engage in occupa-
tions to develop and to find meaning in life
(Wilcock, 1993). Meaning refers to the indi-
vidual’s interpretation of occupational perfor-
mance, the sense that is made out of the ex-
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perience (Nelson, 1988, 1996). According to
Kegan (1982), the sense of self is that “place”
between occupational performance and the
reaction to it, where meaning is privately com-
posed. According to Kegan (1982) and Brun-
er (1990), this narrative and reflective process
enclosed in the occupational engagement pro-
cess is called meaning-making. Kegan (1982)
means that the very act of being a person and
having self-identity is an act of meaning-mak-
ing. Expressed differently, to be human is to
compose meaning out of experiences. This
process is done by linking single everyday life
experiences or perceptions together (Kegan,
1982; Ricoeur, 1984), whereby experiences
are imprinted with greater or lesser amount
of facets of emotions or meaning (Csikszent

mihalyi, 1997).

Occupational Balance

Occupational balance is mostly considered
as a temporal concept (Townsend & Wil-
cock, 2004). This refers to a balance between
the time spent in different areas of occupa-
tions, such as work, self-care and recreation,
and thus the daily rhythm between active
and restful occupations (Christiansen, 1996;
Nurit & Michal, 2003). Occupational bal-
ance is also understood as the balance be-
tween personal capacities and environmental
and occupational challenges while engaging
in occupations (Christiansen, 1996; Csik-
szentmihalyi, 1997). Hence, engagement in
a variety of balanced and meaningful occu-
pations that provide just the right challeng-
es, that are neither too stimulating nor to
under-demanding, are important to health
and well-being (Christiansen & Townsend,
2004; Wilcock, 1998). However, occupa-
tional balance is a relative state and varies
over time, and the perception of balance is
highly individual (Backman, 2004). Occu-
pational imbalance may precipitate or aggre-
gate problems with health and quality of life

and may occur as a consequence of a disabil-

ity (Pentland & McColl, 1999).

According to Backman (2004) studies on
occupational balance have so far concerned
groups of adults, women from a not ill pop-
ulation, persons with post polio syndrome,
middle aged women with quadriplegia, moth-
ers of a child with disabilities, people with
rheumatoid arthritis and working adults.
However, no research seems to have inves-
tigated time use and occupational balance
in people with schizophrenia. According to
Meyer (1922/1977), knowledge of the way in
which people with mental illnesses use their
time can contribute to the understanding of
the functional limitation of a person and its
impact on health.

Research related to
Occupational Perspectives in
People with Schizophrenia

Having schizophrenia is likely to affect the
ongoing process of occupational engage-
ment. The individual’s interpretation of per-
formance is often jumbled and fragmented
and the quality and flow of emotions are eas-
ily disrupted as well. This often means that
people affected by this illness have to recon-
figure everyday life (Gould, DeSouza & Re-
beiro-Gruhl, 2005). According to Liberman
and colleagues (1982) a disruption between
affect and reality produces inappropriate ex-
pressions of emotions and affect, inferring
that emptiness and a lack of feelings become
a part of the schizophrenic experience. As
a consequence of this lack of pleasure and
emotional responsiveness, the person be-
come apathetic and withdrawn, loses inter-
est in the outside world and shows little mo-
tivation to pursue purposeful and meaning-
ful occupations. Consequently, a pervasive
loss of affective expression and experience
characterises having schizophrenia. This
affective state often results in emptiness in
performing daily occupations (Davidson &
Stayner, 1997).
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Course of lliness

Occupational engagement in people with
schizophrenia could be interpreted in the light
of the course of their illness. It has been em-
phasised that the personal abilities to engage
in daily occupations depend on psychopathol-
ogy and stage of illness (Brown, 1998; Emer-
son, Cook, Polatajko & Segal, 1998; Nagle,
Cook & Polatajko, 2002). The acute stage of a
psychotic disorder clearly limits the possibility
to engage and interact with the outside world
(Nagle ez al., 2002). However, there seems
to be a reciprocal relationship between the
stage of illness and the extent to which people
with schizophrenia engage in everyday occu-
pations (Emerson ez al., 1998). For instance,
psychosocial treatments (Thorup ez a/., 2005)
and occupational engagement have shown to
have impact on negative symptoms among
people with schizophrenia (Halford, Harri-
son, Kalyansundaram, Moutrey & Simpson,
1995; Leff, Thornicroft, Coxhead & Craw-
ford, 1994; Mairs & Bradshaw, 2004), and
delusions have also shown to decrease when
engaging in social occupations (Myin-Ger-
meys, Nicolson & Delespaul, 2001). Further-
more, negative symptoms have shown to be
better determinants than positive symptoms
of how people with schizophrenia manage ev-
eryday life (APA, 1994; Green, 1996; Green et
al.,2000; Hoffman & Kupper, 1997; Palmer
etal.,2002). Still, much remains to be known
about the relationship between occupation-
al engagement and the severity of psychopa-
thology.

Sense of self

The consequences of having schizophrenia
seems to involve losing the sense of self and
not being fully equipped to coordinate and
engage in daily occupations (Davidson ez al.,
1998; Green et al., 2000; McKibbin ez 4l.,
2004). Topor argued (2001) that the oblit-
eration of self constitutes the very essence of

psychosis. There is a breakdown regarding
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the self’s capacity to cope with reality as a
consequence of personal conflicts, caused by
occupational and environmental demands or
by psychological tension (Strauss, 1989). A
longitudinal study by Davidson and Strauss
(1992) showed that the recovery process de-
veloped in congruence with the increase of
a sense of self. The result described how the
sense of self, over time, increased its capac-
ity to relate to and make sense of the outside
world.

Self-related constructs, such as sense of co-
herence (Antonovsky, 1987, 1993), and mas-
tery (Pearlin, Menaghan, Lieberman & Mul-
lan, 1981) might be regarded as being involved
in the interpretative and reflective process in-
volved in occupational engagement. Among
adults and children, higher levels of occupa-
tional engagement have shown to be related
to increased self-control (Freeman, Anderson,
Kairey & Hunt, 1982; Nowicki & Barnes,
1973). Moreover, in schizophrenia research,
occupational aspects that have shown to be
associated with self-variables are, satisfac-
tion with daily occupations (Aubin, Hachey
& Mercier, 1999; Eklund et a/., 2001), the
need to engage in daily occupations, living
conditions (Bengtsson-Tops, 2004), access
to social contacts (Bengtsson-Tops, 2004;
Pearlin ez al., 1981), and structured daily oc-
cupations (Rosenfield, 1992). Among peo-
ple with severe mental illness, the perception
of being in control of one’s life situation has
been shown to mediate the relationship be-
tween psychopathology and perceived health
(Eklund & Bickstrom, in press).

Quality of Life

Quality of life measurement aims to reflect
and capture the currentlife sicuation in people
with schizophrenia (Chan, Krupa, Lawson &
Eastabrook, 2005; Hansson, 2006; Hansson
et al., 1999) and has become an important
indicator of community adjustments among
people with severe mental illness. One rea-
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son for an increasing focus on quality of life
might be the contextual change in treatment
that came about in the transition of mental
health care from treatment in institutions,
where the illness and the psychopathology
were the focus of treatment, to treatment in
the community, where the psychiatric dis-
ability is focused on. Another reason for us-
ing quality of life as an indicator of adjust-
ment is that people with schizophrenia often
have disabilities that last for longer periods
of time, and quality of life is regarded an ad-
equate outcome when progress of treatment
is to be evaluated (Hansson, 2005). Quality
of life is often operationalised as satisfaction
with life in different life areas (Barry & Zissi,
1997; Lehman, 1988; Oliver, Huxley, Priebe
& Kaiser, 1997).

Among occupational therapists, the in-
crease of occupational engagement is viewed as
a goal towards enhanced quality of life (Chan
et al., 2005; Christiansen ez al., 2005; Gold-
berg ez al., 2002; Laliberte-Rudman, Hoff-
man, Scott & Renwick, 2004). Moreover, the
role of occupational therapists is often to of-
fer and provide occupational opportunities
and thus the necessary conditions for qual-
ity of life (Hachey & Mercier, 1993). How-
ever, whether there is a connection between
the degree of engagement in everyday life and
quality of life is not clear, despite the fact that
disruption in everyday life is a major area of
disability among people with schizophrenia
(McKibbin et al., 2004). However, some re-
search findings indicate such relationships
(Chan et al., 2005; Eklund & Bickstrom,
2005; Eklund ez al., 2001; Goldberg ez al.,
2002; Laliberte-Rudman ez al., 2004; Mer-
cier & King, 1994). For instance, subjective
quality of life has shown to be related to qual-
itative and quantitative aspects of social life
and psychopathology (Caron, Tempier, Mer-
cier & Leouffre, 1998; Lam & Rosenheck,
2000; Ritsner, 2003), just as perceived mean-
ing and satisfaction with daily occupations
have (Eklund & Bickstrom, 2005; Eklund

et al., 2001; Goldberg ez al., 2002). Objec-
tive conditions, like the range of daily occu-
pation or to have a job, have also shown to be
related to subjective quality of life (Aubin ez
al., 1999; Borge, Martinsen, Ruud, Watne
& Friis, 1999; Ruggeri, Gater, Bisoffi, Bar-
bui & Tansella, 2002). However, other stud-
ies failed to identify such relations (Eklund,
Hansson & Ahlgvist, 2004; Kelly, McKenna
& Parahoo, 2001). Against this backdrop of
results, it is difficult to pinpoint what aspects
of daily occupations have a more or less fa-
vourable influence on quality of life. Prob-
ably, this research area should benefit and be
supplemented with qualitative research on the
constituents of daily occupations that support
satisfaction. However, considering the find-
ings presented above, occupational engage-
ment would constitute a potential indicator
of quality of life among people with schizo-
phrenia.

Everyday Life

Society is faced with the challenge of planning
and providing health and welfare services that
meet the needs of persons with severe men-
tal illness (Markstrom, 2003), schizophrenia
being the most disabling condition (Walkup
& Gallagher, 1999). People with schizophre-
nia have been found to experience less satis-
faction with everyday life than people in the
population generally (Réder-Wanner, Oliver
& Priebe, 1997). It is widely recognised that
the disorder’s heavy impact on everyday life
constitutes an important aspect (Girard, Fish-
er, Short & Duran, 1999; Laliberte-Rudman,
Yu, Scott & Pajouhandeh, 2000; Shimitras,
Fossey & Harvey, 2003; Weeder, 1986), and
in everyday life the disability becomes actu-
alised (McLaughlin Gray, 2001).

Time use studies give a realistic picture
of everyday life. So far, time-use research has
shown that performing occupations in a pas-
sive and quiet way tends to predominate ev-

eryday life (Hayes & Halford, 1996; Minato
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& Zemke, 2004; Shimitras ez a/l., 2003).
People with schizophrenia often have prob-
lems with organising their daily occupations,
which results in a chaotic way of dealing with
time (Melges, 1982; Neville, 1980; Neville
et al., 1985), and a disharmony between the
future images, plans of action, and emotions
(Melges, 1982). Time appears to stand still,
often because of a decreased ability to inte-
grate perceptual information. A volitional
problem is common in people with schizo-
phrenia, and a social regression occurs with
few roles to fulfil (Creek, 2003).

In studies that regard occupational per-
spective on health and quality of life, work is
the occupational area that is most often ad-
dressed (Meuser et al., 1997; Priebe, Warner,
Hubscmid & Eckle, 1998; Strong, 1998).
This focus may be due to the fact that work
enables people to integrate socially and pro-
vides them with opportunities to explore and
master their environment and thereby be-
come integrated in society (Hayes & Half-
ord, 1996; Marwaha & Johnson, 2004; Nagle
et al., 2002). Another reason for this focus in
research might be the development of new ser-
vice models that target work and the fact that
the economic cost for unemployment in this
group of people is tremendous (Marwaha &
Johnson, 2004). Having a job is also associ-
ated with a better quality of life and well-be-
ingamong people with schizophrenia (Eklund
etal., 2001; Priebe et al., 1998; Van Dongen,
1996). Yet, few persons with schizophrenia are
engaged in work occupations (Boyer, Hachey
& Mercier, 2000; Crowther, Marshall, Bond
& Huxley, 2001; Marwaha & Johnson, 2004;
Nagle ez al., 2002; Shimitras ez /., 2003). In
a survey that made an inventory of the num-
ber of people with severe mental illness regis-
tered in Sweden, about 43 000 people, only
8% had gainful employment, and 60% had
no structured occupations at all (Socialsty-
relsen, 1998). In European countries, the esti-
mation is that only between 10-15% of people
with severe mental illness has employment. In

20

the UK the employment rate has been slowly
dropping, and stigma, discrimination, fear of
loss of benefits and lack of appropriate profes-
sional help have been identified as barriers to
getting employment (Marwaha & Johnson,
2004). There are also indications that people
that are severely mentally ill derive less enjoy-
ment, competence, and sense of importance
from work than persons without such prob-
lems do (Crist ez al., 2000). Furthermore, in
a time-use study where unemployed and em-
ployed single male schizophrenia participants
were compared, Hayes and Halford (1996)
concluded that unemployment only made a
modest contribution to the impoverished life-
style among the participants. In fact, it has
been shown that even more than work, satis-
faction with occupations in a broad sense, in-
cluding self-care, household work and leisure
occupations, was strongly related to quality
of life and other aspects of health and well-
being (Eklund ez a/., 2001). Consequently,
all occupational areas need to be investigated
in order to understand health and quality of
life in people with schizophrenia (Christian-
sen & Baum, 1997; Wilcock, 1993; Zemke
& Clarke, 1996).

In relation to everyday life, it is worth
questioning what it means to have a poor tem-
poral framework and to have few time-bound
occupations. People with schizophrenia often
fail to accomplish age-related occupational ar-
eas of work, self-maintenance and play (APA,
2000). Few people with schizophrenia engage
in work or other productive occupations, in
the household at home or elsewhere in soci-
ety, few engage in meaningful leisure, and to
perform predominantly solitary and passive
occupations is common (Hayes & Halford,
1996; Minato & Zembke, 2004; Shimitras ez
al., 2003). These results contrast with find-
ings regarding people that have other psychot-
ic disorders (Brown, 1998; Haglund, Thorell
& Walinder, 1998) and results based on the
general population (Crist ez a/., 2000; Deles-
paul, 1995; Weeder, 1986).



Ulrika Bejerholm

Meaningful occupations
Engagement in occupations leads to unfold-
ing layers of meaning (Hasselkus, 2002).

Meaning refers to an individual’s interpre-
tation and experience of the occupation (Nel-
son, 1988). The greater the breadth and depth
of the experience in occupations, the greater
the contribution of unique personal contexts
and history to the meanings in that person’s
life (Reker & Wong, 1988).

Research regarding meaningful occupa-
tions in people with schizophrenia is underde-
veloped, although the experience of meaning
has shown to be related to increased quality
of life in this group (Aubin ez al., 1999; Gold-
berg er al., 2002). To work or study, to have
structure in the day, and to sleep has shown
to be meaningful occupations (Aubin ez al.,
1999; Goldberg et al., 2002; Mee & Sum-
sion, 2001). However, rest and free time has
been found to be less meaningful compared
to people without schizophrenia (Crist ez a/.,
2000). It has been found that occupational
opportunities that could promote the expe-
rience of meaning seem to be lacking or in-
adequate for most people with schizophrenia
(Goldberg ez al., 2002).

Environment

O’Brien et al. (2002) asserted that the envi-
ronment can create disability as much, if not
more, than personal and occupational limi-
tations. Regarding environmental factors, a
study showed that an occupational therapy
day-care unit provided beneficial psychoso-
cial environmental conditions, and a good
balance of supportive and explorative fac-
tors, also in comparison with other care units
(Eklund & Hansson, 1995). This kind of psy-
chosocial environment has also been shown
to be related to engagement in daily occupa-
tions and quality of life (Eklund & Hansson,
1997). In another study that focused on the
living environments, engagement in daily oc-
cupations was limited to that specific social

environment (Leisse & Kallert, 2000). Fur-
thermore, the localisation of the living envi-
ronment, both in regard to living alone and
in supported housing, has shown to be of im-
portance to participation in society (Aubry
& Myner, 1996). In addition, occupations
performed outside the home and the living
environment where related to increased en-
gagement and meaning in occupations (Mee
& Sumsion, 2001; Shimitras ez al., 2003).

Gender

Gender may also have an impact on occu-
pational engagement in everyday life. For
example, the fact that there is a tendency of
a later onset of illness for women than for
men infers that women have had more time
to develop capacities and skills. Thus, wom-
en may have better opportunities for social
and occupational achievements after the on-
set of their illness. (APA, 2000; Castle, 2000;
Hafner & an der Heiden, 1997; R6der-Wan-
ner ¢t al., 1997). In an overview, Angermey-
er, Kuhn and Goldstein (1990) found that
women more often had regular employment
and showed superior family and occupational
role functioning compared to men. Shimitras
et al. (2003) showed that women were sig-
nificantly more engaged than men in terms
of time spent on houscehold or domestic oc-
cupations. However, there appears to be no
major gender differences with regard to sat-
isfaction with life generally (Réder-Wanner
etal., 1997).

Age

Age has also been found to have an impact
on how people with schizophrenia engage in
daily occupations. In a time-use study, the
youngest participants spent significantly more
time socialising compared to older partici-
pants, and the older participants spent more
time in passive occupations (Shimitras ez al.,
2003). In addition, the psychiatric disabili-
ties among younger participants were like-
ly to vary to a greater extent (Green ez al.,
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2000). Another study showed that disabilities
increased with age in people with schizophre-
nia (Palmer ez al., 2002).

Assessment

Assessment in
Occupational Therapy

Assessment is the basis for clinical decision
making in occupational therapy practice
(McColl & Pollock, 2001). It is also crucial
for occupational therapy research. In Swe-
den, occupational therapists are required to
document the treatment process of their cli-
ents. This documentation is most often based
on the occupational therapy problem solving
and treatment process (CAOT, 2002; Finlay,
1997). The process involves identifying a suit-
able frame of reference for the occupational
problem at hand and collecting data, by pro-
cedures such as interviews, standardised tests
and self-rating scales, structured observation
of occupational performance, and visiting dif-
ferent geographical and social environments,
e.g by performing home and work-place visits
(Creek, 2003; Finlay, 1997). Sometimes, also
creative and projective occupations used in
the assessment in order to evaluate the client’s
relation to his or her own feelings and to per-
sons and objects in the environment (Creek,
2003; Finlay, 1997; Gunnarsson, Jansson
& Eklund, in press). Against the backdrop
of collected information, the client and the
occupational therapists go on to encircle re-
sources and disabilities regarding how the cli-
ent manages to engage in daily occupations.
Goals are set and suitable occupational op-
portunities are provided, and/or adjustments
in the environment are implemented in dif-
ferent ways. Hence, occupational therapy as-
sessment takes into consideration both the
client’s and the occupational therapist’s view
on abilities and disabilities (McColl & Pol-
lock, 2001). However, in clinical practice, the
use of standardised instruments and methods

22

is not always appreciated, mostly since they
may seem too artificial, cold, and mechani-
cal and not always suitable for people with se-
vere mental illness (Finlay, 1997). Still, spe-
cific and standardised assessments promote a
clearer understanding of particular issues and
the assessor bias can be reduced by adopting
a standard routine. Furthermore, a focused
assessment allows a more focused treatment
(Law, Baum & Dunn, 2001). Most impor-
tantly, the clients deserve the professionalism
encountered in standardised assessment. Fi-
nally, the stronger the research behind the
assessment, the more credibility can be given
to assessment and outcome instrument in use
(Finlay, 1997).

Traditionally, occupational therapists fo-
cus on assessing and helping clients towards
independence. However, this might be a dou-
ble-edged objective for occupational thera-
pists working with people with severe mental
illness, since people with schizophrenia of-
ten associate independence with being lonely
and isolated (Gahnstrom-Strandqvist et al.,
1995). Instead, a main concern for occupa-
tional therapists is to help clients strengthen
their identity and relate to others (Eklund,
2000). Another concern is to help people with
schizophrenia establish an everyday life with
ongoing meaningful occupational engage-
ment, preferably in a variety of societal con-
texts where they can collaborate with others
(Creek, 2003). Hence, rather than assessing
ADL-functioning and independence, it seems
vital to assess to what extent the client is able
to engage in occupations and whether or not
their pattern of occupations supports health
sufficiently. Moreover, Fisher (1992) and Law
(1993) argued that it is more vital to focus on
the level of engagement than on isolated fac-
tors of occupational performance. McLaugh-
lin Gray (2001) asserted thata person’s occu-
pational engagement reflects aspects of recov-
ery as well. Thus, to assess the level of occu-
pational engagement can serve as a realistic
point of departure when designing and fol-
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lowing up an occupational therapy interven-
tion (Law, 1993).

Assessment of Occupational
Perspectives in People with
Schizophrenia

One of the available measures when assessing
aspects of occupation is the Canadian Occu-
pational Performance Measure, COPM (Law,
Steinwender & Leclair, 1998). It is based on
self-perception and reflection regarding per-
formance and satisfaction in the occupational
areas of self-care, productivity and leisure. It
has been used with people with mental ill-
ness COPM (Chesworth, Duffy, Hodnett
& Knight, 2002), but not specifically with
persons with psychotic disorders. Therefore,
there is no evidence that the COPM can re-
liably be used with people with schizophre-
nia, given that they often have cognitive and
emotional limitations (Green ez /., 2000). It
might be difficult for them to reflect on and
interpret given occupational areas that have
already been defined by theorists of occupa-
tional therapy. Moreover, according to Ham-
mel (2004), important dimensions for under-
standing well-being and health are overlooked
when an assessment is based on predefined oc-
cupational categories, such as self-care, house-
hold work and leisure. It is therefore better to
assess how real life appears in relation to its
context and meaning.

However, another instrument, The Oc-
cupational Case Analysis Interview and Rat-
ing Scale, OCAIRS (Kaplan & Kielhofner,
1989), was found to be a useful instrument
in the screening process of occupational per-
formance in people with long-term men-
tal illness (Haglund, 2000). The focus of
OCAIRS concerns occupational function-
ing and is based on a theoretical model, the
Model of Human Occupation (Kielhofner,
2002). Thus, it is not based on knowledge
that emanates from a real life context, report-
ed by people with schizophrenia themselves.

Moreover, generic measures like the COPM
and the OCAIRS might not be appropriate or
relevant for all groups of people with disabili-
ties, since a given disease or disability affects
people’s life differently (Dunn, 2001). Dunn
further pointed out that validity might also
be threatened by the fact that many people
with disabilities cannot meet the rigours of
standardised test protocols. In people with
cognitive impairment such instruments may
be contributing to nothing but noisy informa-
tion with limited validity (Lawton, 1999).

The instrument, Satisfaction with Daily
Occupations (SDO), that measures activity
level and satisfaction with daily occupations,
was recently developed and found to have sat-
isfactory psychometric properties for people
with severe mental illness (Eklund, 2004).
However, the instrument is more of a screen-
ing tool and regards already defined fixed oc-
cupational categories, such as work, leisure
activities, domestic tasks and self-care, and
the client is asked only whether or not he or
she performs this kind of occupations and to
what extent they are satisfied. Thus, SDO as-
sessment does not emanate from how real life
appears in relation to its context and mean-
ing, and the clients do not express themselves
in their own words.

Assessment of Time Use

Time use research shows how people use their
time. During the second decade of the past
century, time use research emerged in Eu-
rope in conjunction with early studies on the
changing living conditions of people caused
by the rise of industrialisation. Ever since,
time use research has been applied on differ-
ent populations in different countries, among
women, workers, students and so forth (Pent-
land, Harvey, Lawton & McColl, 1999; Rob-
inson, 1997). Furthermore, Harvey and Pent-
land (1999) indicated that time use research
is widely spread among different kinds of dis-

ciplines, such as economics, gerontology, oc-
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cupational therapy, recreation, physical and
health education, sociology, anthropology,
psychology and political science, in order to
enrich their understanding of human behav-
iour.

Time use methodologies have been pro-
posed to be the most established research tech-
niques when exploring important aspects of
human occupations and lifestyles (Wilcock,
2003). Time use measures provide a glimpse
of the actual lifestyle (Robinson, 1999) and
serve as estimates of both participation and of
impact of disability on quality of life in dif-
ferent populations (Backman, 2001; Harvey,
1999). Accordingly, time use studies inves-
tigate a variety of aspects of health empiri-
cally (Harvey & Pentland, 1999). Moreover,
in order to understand why people engage in
occupations to various extents and in certain
ways, equal attention should be given to the
person, the environment and the occupations
(Kielhofner, 2002). Thus, when research is
aimed at providing information about what
people do and simultaneously consider con-
textual information, the time use methodol-
ogy can generate invaluable information for
understanding the quality of everyday life in
people with disabilities (Harvey & Pentland,
1999).

Concerning people with schizophrenia,
the most important flaws concerning time-
use research are that the fixed categorisation
of occupations is not sensitive enough for
the type of daily occupations that they have
(Hayes & Halford, 1996). The data becomes
limited and does not often address meaning-
fulness, different kind of environments, and
other variables necessary to understand expe-
rience and meaning of occupations (Deles-
paul, 1995; Lawton, 1999; Michelson, 1999).
Minato and Zemke (2004) asserted that un-
derstanding experiences associated with the
occupations is necessary in order to under-
stand how time use relates to health and well-
being for people with schizophrenia. Thus,
this type of research is in its infancy (Wil-
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cock, 1999), and the relationship between the
severity of disabilities and time use is not clear
(Pentland & McColl, 1999).

Time-use diaries

There are a few time-use methods, one of
which is the time-use diary. Time-use dia-
ries are often used to collect data that can help
understand a person’s daily occupations in a
comprehensive way. All occupations within a
specified time period are recorded, including
the start and completion of each occupation
(Harvey & Pentland, 1999). Thus, the time-
use diary places the occupations in their natu-
ral temporal context. As stated earlier in this
thesis, the personal and environmental factors
of occupational performance should be ad-
dressed as well (Hasselkus, 2002; Law, 2002;
Michelson, 1999). Up to date, this compre-
hensive perspective has typically not been em-
ployed in time-use research in occupational
therapy (Christiansen, 2005). Studies among
people with schizophrenia (Hayes & Half-
ord, 1996; Minato & Zembke, 2004; Shimi-
tras et al., 2003), and among people with se-
vere mental illness (Leufstadius, Erlandsson
& Eklund, 2006) did not include all the di-
mensions of occupational performance. How-
ever, gathering a rich array of contextual in-
formation when trying to investigate occupa-
tional engagementamong people with schizo-
phrenia could contribute to a deeper under-
standing of their occupational life. Shimitras
(2003) et al. suggested that time-use diaries
could be used in both research and practice to
further explore the patterns of occupational
engagement and participation in society in
people with schizophrenia. A problem related
to this is that there are no specific guidelines
for how to interpret the information yielded
by the time-use diary, and the information
obtained is rich and unstructured and is not
easy to conclude or communicate (Ujimoto,
1999). Moreover, the conclusion drawn from
the time-use diary is also likely to be biased
by the assessor. Thus, according to the ex-
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isting methodology, the diary is not possible
to use as an outcome measure of treatment.
Therefore, the development of new analyti-
cal approaches is crucial if the full richness of
time-use data is to be utilised.

Time-budger. Time use studies that con-
cern data on frequency and duration help to
develop an understanding of the allocation
of time to various occupations. This is often
referred to as time-budget research (Robin-
son, 1999). The measure is quantitative, and
the reported time, spent on different occupa-
tions and other related variables, is summed
up and analysed on a group level (Szalai,
1972). However, the amount of time spent
in a particular occupation can hardly be said
to reveal its degree of meaningfulness and im-
portance (Hammell, 2004; Pentland ez al.,
1999). In the general population, time use in
different occupations is likely to vary depend-
ing on gender, location, culture, stage in life
cycle, marital status, child-care, work-status
and income (Erlandsson & Eklund, 2006;
Law, 2002; Robinson, 1997; Zuzanek, 1998;
Zuzanek & Manell, 1993).

Experience sampling method

The Experience Sampling Method, ESM, is
another method for data-collection. ESM re-
veals information about personal factors like
experiences and perceived meaning (Csik-
szentmihalyi & Larson, 1987). When em-
ploying the ESM, a programmed beeper goes
off at random time points during the day, and
the person writes down in a protocol what he
or she is doing and how the event is experi-
enced. This method was, for example, used
to investigate the context of delusional expe-
riences among 48 patients with schizophre-
nia (Myin-Germeys ez al., 2001). However,
what is not in the data is episodic and typi-
cally taken out of its context and does not
provide an understanding of how and where
the investigated small time segment fits with
what is done during the rest of the day (Pent-
land ez al., 1999).

Implications for Research

Since the 1990s, the discipline of occupation-
al science has enticed many researchers, also
those outside the field of occupational thera-
py, to study the occupational life in different
populations. The main purpose is to under-
stand how people engage and experience oc-
cupations in relation to health and wellbeing
(Clark ez al., 1991; Wilcock, 2005; Zemke &
Clarke, 1996). In this sense, this thesis aims at
contributing to the discipline of occupation-
al science, but also to the knowledge base of
occupational therapy regarding people with
schizophrenia.

This thesis has had the ambition to visualise
an occupational perspective on health among
people with schizophrenia. It is vital to know
more about health in relation to real-life occu-
pational engagement in this group, involving
the dynamic interplay between the person, the
environment, and the occupation. Knowing in
what types of occupations people with schizo-
phrenia engage and how these occupations are
experienced, and in what environment, would
be important information for the planning of
care for people with schzofrenia and for assist-
ing them in setting adequate life goals, congru-
ent with their abilities, interests and their en-
vironmental context (Goldberg ez 4l., 2002).
That type of knowledge could also supportand
back up the occupational therapists in com-
municating more cleatly the relevance of us-
ing occupations as means and ends with people
with schizophrenia. Furthermore, elicited in-
formation may contribute to an increased un-
derstanding of how to enlarge the occupational
arenas in society for people with schizophre-
nia. However, research findings that support
occupational therapists and other profession-
alsin applying an occupational perspective on
health are still scarce. As of today, there is no
clear picture on what this group of people do
in real life and what kind of occupational life
serves as more favourable in relation to health

and well-being (Markstrom, 2003; McKib-
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bin et al., 2004; Minato & Zemke, 2004;
Priebe, Kaiser, Huxley, Réder-Wanner & Ru-
dolf, 1998; Shimitras ez a/., 2003). Moreover,
there is a scarcity of empirical research address-
ing the broad range of occupations in every-
day life in which persons with schizophrenia
are engaged (Eklund ez 4/., 2001; Minato &
Zemke, 2004; Shimitras ez al., 2003).

There is a lack of rightful measures that
cover the nuances of real life occupational en-
gagement, of how people with schizophrenia
use their time on a day-to-day basis (Hayes &
Halford, 1996; McKibbin et 4/., 2004; Mi-
nato & Zemke, 2004). Moreover, research
regarding how people engage and experience
occupations in relation to health and wellbe-
ing, that could help form the basis for this
type of evaluation, is scarce (Gould e /.,
2005; Minato & Zemke, 2004; Shimitras ez
al., 2003), although this kind of evaluation
based on everyday life has been stressed as vi-
tal for enabling healthier lifestyles in the tar-
get group (Minato & Zemke, 2004; Shimi-
tras et al., 2003). Thus, it seems important to
develop a methodology that relies on typical
and relevant features of daily occupations in
people with schizophrenia.

Aims

The overall aim of the present thesis was to
employ an occupational perspective on health
in people with schizophrenia, by investigating
daily occupations, environments and person-
al experiences in a time use perspective, and
to study the interconnectedness between as-
pects of occupations, health-related factors
and quality of life.

The specific aims were:

Study I: To investigate occupational per-
formance in a time-use perspective in a
group of people with schizophrenia. The
aim was also to reflect as original a picture
as possible of what they did, in what social
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and geographical environments they per-
formed their daily occupations and how
these occupations were experienced.

Study II: To investigate occupational engage-
ment in a group of men and women with
schizophrenia, including how they inter-
acted with their environment and endea-
voured to make sense of their experiences.
The aim was also to provide occupational
therapists with relevant knowledge that
could help them in their clinical reason-
ing and reflective practice regarding this
group of persons’ different ways of engag-
ing in daily occupations.

Study I1I: To develop an instrument that will
help interpret and evaluate data gathered
by means of time-use diaries, and help es-
timate to what extent people with schizo-
phrenia engage in daily occupations. The
aim was also to estimate the instrument’s
psychometric properties in terms of con-
tent validity, inter-rater reliability and in-
ternal consistency.

Study I'V: To examine the construct valid-
ity of the instrument, assessing occupa-
tional engagement, developed in Study
II1. It was hypothesised that occupation-
al engagement would be related to global
functioning, activity level and satisfaction
with daily occupations, on a general level
as well as on an item level.

Study V: To explore possible relationships be-
tween occupational engagement and self-
related variables, psychopathology and
quality of life in people with schizophre-
nia. It was hypothesised that a high level
of occupational engagement would be as-
sociated with higher ratings of self-related
variables, less severe psychiatric symptoms
and better quality of life.

Methods

An overview of the methods used in Studies
[-V is summarised in Table 1.
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Participants, Selection
Criteria and Procedure

The studies of this thesis were based on a sin-
gle sample, or on subgroups derived from it.
The participants were registered clients at an
outpatient unit in a geographically defined
catchment area around Malmo, Sweden. The
selection criteria were an age of 2055 years,
a diagnosis of schizophrenia based on DSM-
IV (APA, 1994), and having visited the unit
within the past 12 months. Initially, 124 in-
dividuals were identified. Five of them were
considered dangerous or unable to communi-
cate, and the physicians responsible for their
treatment advised against contacting them.
Thus, 119 individuals were eligible.

The primary contact person for each in-
dividual was asked to make an initial contact
and ask for the client’s consent. Forty individ-
uals declined participation at this stage. The
interviewer, the author of the present thesis,
contacted and maintained subsequent con-
tact with the individuals that had agreed to
participate and appointments were arranged.
If a person did not show up for the first ap-
pointment, two additional appointments were
made, if necessary. In this part of the proce-
dure another five individuals were lost. The
total of 45 non-participants resulted in a par-
ticipation rate of 62%. In all 74 individuals
participated. Demographic characteristics are
given in Table 2.

Analysis of Non-Participants

There were no differences regarding age
(p=0.48) or sex (p=0.55) between the non-
participants and the participants. The anal-
ysis revealed no statistically significant dif-
ferences with respect to subgroups of partici-
pants (p=.192); hebephrenic, catatonic, re-
sidual, and undifferentiated schizophrenia be-
ing classified into one subgroup, participants
with paranoid schizophrenia into a second
subgroup, and those with schizophreniform
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disorder or schizoaffective disorder forming
a third subgroup.

Ethical Considerations

The principles of informed consent and vol-
untary participation were carefully consid-
ered, and in this process the addressed par-
ticipants were met with great respect and em-
pathic consideration. For confidentiality rea-
sons, the primary contact person was asked
to make the initial contact with the partici-
pant, provide them with an information sheet
about the studies and ask for consent. The
participants were also informed that partici-
pation was voluntary and that their identity
would be protected. Furthermore, they were
informed that they could decline participa-
tion atany time. By these procedures, the par-
ticipant had the freedom and opportunity to
go through the information given about the
study, and navigate through the fantasies and
expectations raised by taking part in a study.
If a person decided to take part in the study
the consent was written down.

Ethical approval was obtained from the
Research Ethics Committee of the Faculty
of Medicine, Lund University.

Selection Criteria and
Participants in Study |

A consecutive sampling method was employed
among the 74 participants, and the first 10
participants who entered the study context
where selected. Eight participants were men
and two were women. Five participants were
diagnosed with paranoid schizophrenia.
Other subgroups of schizophrenia represent-
ed among the patients were the disorganised
type, the catatonic type and schizoaffective
disorder. Three of the participants had a re-
lationship with a person of the opposite sex,
but only one of them lived with that person.
Nine participants lived alone in their own
flats. Three of them had satellite accommo-
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Table 2. Demographic characteristics of the participants (n=74).

Number of Number of
Characteristic subjects (%)  Characteristic subjects (%)
Diagnosis (n=74): Children (n=73)":
Paranoid schizophrenia 36 (49) yes 8 (11)
Hebephrenic schizophrenia 10 (14) no 65 (89)
Catatonic schizophrenia 1 (1)
Undifferentiated schizophrenia 9 (12)  Housing situation (z=74):
Residual schizophrenia 2 (3) apartment 55 (74)
Schizophrenia, not specified 4 (5 sheltered living 7 09
Schizophreniform disorder 4 (5 institution 2 (3)
Schizoaffective disorder 8 (11) no permanent address 2 (3)
other 8 (11)
Sex (n=74)"
men 49 (66) Education (=73)":
women 25 (34) no high school 29 (40)
high school 25 (34)
Civil status (2=72)": college 19 (26)
never married 57 (79)
married 5 (7) Worksituation (z=73) *:
divorced 7 (10) open market employment 7 (10)
widowed 3 (4) sheltered work 5 @)
unemployed 6 (8
Living single/with partner (2=72)": student 2 (3)
single 52 (72) disability or sick pension 53 (72)
partner 8 (11)
parents 1 1)
sheltered living 7 (10)
other 4 (6)

" Missing data on 1-2 persons

dation, which meant living near a group home
and having the opportunity to contact the
staff there. All participants took medication
for their mental disorders and none of them
worked or had any children.

Selection Criteria and
Participants in Study Il

Ten male and ten female persons were selected
from the larger study context where 74 partici-
pants were included, but those 10 participants
who had taken part in Study I were excluded.

A purposive sampling (DePoy & Gitlin, 1998)
was employed in selecting the 20 participants
from this group of participants as to ensure a
reasonably even age and gender distribution.
It was assumed that considerable variation re-
garding occupational life, which was desired,
would also be achieved in this way. Firstly, the
larger group was divided into gender groups.
Secondly, each gender group was divided into
three separate age groups, 20-32, 33—44, and
45-55 years of age, and three participants were
randomly selected from each age group. Fi-
nally, a tenth female and a tenth male partici-
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pant were randomly selected from the respec-
tive age group to which the greatest number
of persons belonged.

Selection Criteria and
Participants in Study Il

The present study involved an expert panel
consisting of ten occupational therapists who
viewed and criticised the content of the devel-
oped instrument in two different steps.

The first step, which concerned content
validity, involved eight experts. A purposive
sampling method (DePoy & Gitlin, 1998)
was used in order to identify experts that had
different ways of practising occupational ther-
apy, had a conceptual understanding of oc-
cupational therapy that was based on current
international literature and were familiar with
the English language. Two occupational ther-
apists were doctoral students, one within the
field of psychiatry and one outside. Two oc-
cupational therapists had a Ph.D., one within
the field of psychiatry and one within the field
of occupational science. The remaining four
occupational therapists were working with
clients within the field of psychiatry, two of
them in Manchester, Great Britain, and two
in Malmé, Sweden. The second step of the con-
tent validity procedure involved another two
occupational therapists, working within the
field of psychiatry in Malm, Sweden.

In study I1I, time-use diaries of 41 partici-
pants from the group of 74 participants were
included. The participants were selected on
the basis that they had not been included in
the previous Studies I and II. This was to ac-
complish a strict test of the content validity,
and it was considered important to develop
the instrument on the basis of as many dif-
ferent aspects as possible of the daily occu-
pations.

In the testing of inter-rater reliability and
of calculations of internal consistency, an-
other two occupational therapists were em-

ployed.
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Selection Criteria and
Participants in Studies IV and V

All the 74 participants were included in Stud-
ies IV and V. However, because of missing re-
sponses the statistical calculations were only
based on a sample of 72 participants.

Data Collection

The data collection was carried out by the au-
thor of the present thesis. The data collection
took between 2 and 3.5 hours, depending on
the capacity of the participant and contextual
circumstances, such as whether or not having
a shorter coffee break.

Instruments and Questionnaires

The time-use diary (Studies I-IIl)

The time-use diary used in Studies I-III
covered what the participants had been do-
ing during the previous 24-hour period. The
instrument developed for these studies was
inspired by a diary that was used in an in-
vestigation concerning time use and living
conditions among men and women in Swe-
den (StatisticsSweden, 1992). However, ad-
ditional questions that concerned the social
and geographical environment and personal
reflections and experiences were added to the
original diary, which was restricted to ask-
ing about the performed activities. Hence,
the time-use diary developed was composed
of four columns, each with rows represent-
ing one-hour intervals (Figure 1). Each col-
umn had a question on top, the first asking
what the participant performed, the second
about geographic environment, the third
about social environment, and finally per-
sonal comments or reflections about the
performance.

The participants were asked to provide a
description of their actual time use in the past
24 hours. Twenty-four hours is considered to
be an appropriate time limit, suggested by Sz-



Ulrika Bejerholm

The time-use diary

The client is asked to fill in the diary and provide an account of the use of time during the previous 24 hours.

The assessor goes on to perform a supplementary in terview which works as a cognitive aid and helps the

client to recall the chronological orders of the events and the experiences associated. The interview data are

added to the time-use diary.

What did you do?
Record everything that you
did, and for how long the

activities were performed.

Was there anyone else
around at the time?

Record who you were

with, if other people were

Where were you at the
time?

Name the place and

location.

How did you experience
the activity?

Record your personal

reflections and comments

present, or if you were on
your own.

one-hour intervals

v

Figure 1. The time-use diary.

alai (1972) to render good validity when used
on a group belonging to the same population
as studied in this thesis. The appointments
for the recording of the time-use diary were
set on a weekday, except Mondays, implying
thatall reports concerned information about
time use during weekdays. The time-use diary
was open-coded, which meant that the par-
ticipants responded in their own words. The
time-use diary was administered as a self-re-
port questionnaire in a first step. The time-use
diary was then completed with a supplemen-
tary interview, and the elicited information
was added to the time-use diary. The inter-
view questions emanated from what had been
written in the 24-hour diary and worked as
a cognitive aid and helped the participant to
recall what she or he did, for how long, and
so on. Thus, the interview functioned as a
check for consistency and completeness and
to ensure that there were no gaps in time use
and in contextual information. This served
to increased the validity (Robinson, 1997),
since different types of data sources minimise
distortion from a single data source or from a

biased researcher (Knafl & Breitmayer, 1989;
Krefting, 1991).

Robinson (1977) found that estimates
from time-use diaries produced reliable and
replicable results, as indicated by a correla-
tion coefficient of .95 when comparing na-
tional diaries with diaries from a single site
location. Moreover, when comparing differ-
ent diary approaches, a correlation coefficient
of .85 was found. When observational studies
and ESM-studies were performed side by side,
to validate time-use diaries in different stud-
ies, the agreement between measures were be-
tween 80 and 90% (Juster & Stafford, 1991;
Robinson, 1977; Robinson, 1985; Robinson,
1999). Moreover, several studies have shown
that the open-response diary is more valid
since it comes close to the full range of occu-
pations performed, rather than when what is
being reported is already categorised.

Profile of Occupational Engagement in
People with Schizophrenia (Studies IV-V)
The POES was developed on the basis of

the qualitative research concerning time use
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and occupational engagement of people with
schizophrenia that constitutes the first stud-
ies of this thesis (Bejerholm & Eklund, 2004;
Bejerholm & Eklund, 2006b). Its first part
involves data-collection, in terms of comple-
tion of one or more 24-hour time-use dia-
ries. The second part, the assessment, con-
sists of nine items that are rated on a four-
point scale. The estimation of each item may
be plotted on a graph, resulting in a profile of
occupational engagement, and a sum score
indicates the level of engagement. POES has
been shown to have satisfactory constructand
content validity, good inter-rater agreement
and internal consistency. This was shown in
the Study [T and I'V of this thesis (Bejerholm
& Eklund, 2006a; Bejerholm, Hansson &
Eklund, 2006). In order to obtain an unbi-
ased rating regarding the assessment part of
the POES, an independent rater who was not
influenced by previous information about the
participants’ functioning or information elic-
ited via data collection was consulted for the
present study.

Questionnaire used in the

content validation process of POES

A questionnaire was designed to obtain de-
tailed information about the pilot version of
POES and was filled in by the experts. The
questions concerned administration and in-
troduction, content, distinction and differ-
entiation of items and rating-categories, ter-
minology, reflections of the target group, and
general comments. All the questions had three
response options, “yes”, “in between”, or “no”.
A written rationale for each answer was re-
quired at all times.

The Global Assessment of

Functioning scale, GAF (Study IV)

The GAF included in DSM-IV axis five (APA,
1994), was employed to assess the overall lev-
el of psychosocial functioning. Ratings range
from 0 to 100 and the assessment is based on
a hypothetical continuum of mental health.
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The scale is divided into 10 operationalised
intervals and the exact rating is made rela-
tive to the two adjacent intervals. It is based
on behavioural criteria and descriptions of
symptoms and forms a global rating of psy-
chological, social and occupational function-
ing. GAF is equivalent to the Global Assess-
ment Scale, which has acceptable validity and
reliability (Endicott, Spitzer & Fleiss, 1976;
Startup, Jackson & Bendix, 2002; Tung-
strom, Soderberg & Armelius, 2005).

The pilot version of Satisfaction

with Daily Occupations, SDO (Study 1V)
Activity level and satisfaction with daily oc-
cupations in a broad sense were assessed by
means of the pilot version of SDO, which is
an interview-based questionnaire (Eklund ez
al.,2001). The pilot SDO comprised 7 items
covering the occupational areas of work, lei-
sure activities, and domestic tasks. Each item
consists of a two-part question. The first part
is about the activity level. It asks whether or
not the participant presently performs the
targeted kind of occupation and a rating of
1 (yes) or 0 (no) is obtained. Thus, activity
level can range from 0—7. The second part
asks the participant to rate his/her satisfac-
tion with daily occupations on a seven-point
scale, i.e., a person with employment rates
his or her satisfaction with having a job, and
a subject without work rates that condition.
The pilot SDO had an internal consistency of
alpha=.79. This is equivalent to the value ob-
tained for the revised version, for which also
construct validity and discriminating power
has been satisfactory. The revised version of
SDO also includes the occupational area self-
care (Eklund, 2004), which was consequently
not assessed in Study I'V.

The Lancashire Quality of Life

Profile, LQOLP (Study V)

A Swedish version (Hansson, Svensson &
Bjorkman, 1998) of the Lancashire Qual-
ity of Life Profile (LQOLP) (Oliver, Hux-
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ley, Bridges & Mohamad, 1996; Oliver ezal.,
1997) was used. It is administered as a struc-
tured interview and includes the individual’s
subjective ratings concerning nine quality-of-
life domains: work, leisure, religion, finances,
living situation, safety, family relations, social
relations and health. The subjective ratings
are made on a seven-point scale. The ratings
of the quality of life domains were summed
up to give an overall self-rated quality of life
score. The global well-being scale and the
global assessment of quality of life accord-
ing to Cantril’s ladder, also included in the
LQOLP, were used as well. The LQOLP has
demonstrated good internal consistency and
test-retest reliability (Hansson ez a/., 1998;
Niewenhuizen, Schene, Boevink & Wollf,
1998; Oliver et al., 1997).

The Brief Psychiatric Rating Scale (Study V)
Psychopathology was assessed by means of the
Brief Psychiatric Rating Scale, BPRS, (Kola-
kowska, 1976; Overall & Gorham, 1962).
It consists of 18 items, which are rated on
a seven-point scale on the basis of an inter-
view and observed behaviour. The items in-
clude, e.g., disorganisation, disorientation,
depressive symptoms, and hostility, and al-
low for analysis into positive, negative and
depressive symptoms and general psychopa-
thology. Good inter-observer and intra-ob-
server reliability has been demonstrated, but
the fact that worse psychometric properties
were obtained when the scale was used by
less experienced BPRS raters (Andersen er
al., 1989) implies that proper use of the scale
requires specialised training. A test of inter-
rater reliability, comparing the interviewer
trained for the present investigation with
another researcher, resulted in a coefficient
of 0.87.

Scales assessing self-related

variables (Study V)

Self-control, mastery and a sense of coherence
are concepts that actualise the interpretative

function of the self, involved in the occupa-
tional engagement process. In this process the
self recognises and realises itself in relation to
the environment and the occupational event
(Rotter, 1966; Topor, Svensson, Bjerke, Borg
& Kufis, 1998).

The Locus of Control (LOC) scale was
constructed by Rotter (1966) and the scale
refers to whether an individual perceives re-
inforcements to be a function of his own ac-
tions (internal control) or externally deter-
mined (external control). Having an inter-
nal locus of control is generally seen as de-
sirable. A Swedish version was used (Eise-
mann, Perris, Palm, Palm & Perris, 1988).
Ratings are made on a four-point scale, and
a higher rating indicates more external lo-
cus of control. The LOC scale has fair in-
ternal consistency and test-retest reliability
(Rotter, 1966).

The Mastery scale is intended to measure
the individual’s perceived control over cir-
cumstances that significantly affect his or her
life (Pearlin ez a/., 1981). Mastery is measured
using a seven-item scale with four rating alter-
natives, where four indica