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Abstract

Introduction: Low implementation rates of occupational therapy home

assessment recommendations have previously been reported. The objective

was to identify and describe the barriers and facilitating factors that influence

implementation of home assessment recommendations.

Methods: A mixed methods systematic review consisting of studies involving

adults living in the community who received an occupational therapy home

assessment was conducted. Seven databases were last searched in August

2021. Study quality was assessed using the Joanna Briggs Institute (JBI) critical

appraisal tools (SUMARI) dependent on study design. Data synthesis followed

the convergent integrated approach. Findings were mapped to the theoretical

Capability Opportunity Motivation Behaviour (COM-B) model of health

behaviour change.

Results: From 5,540 citations, 22 articles met the criteria for the systematic

review. Implementation of occupational therapy home assessment recommen-

dations ranged between 55% and 90%. Six synthesised findings were identified.

Capability barriers included a patient’s cognitive and physical ability. Motiva-

tion barriers included a perceived lack of need and stigma; patient reported

decreased involvement and lack of choice. Opportunity barriers included lim-

ited family or carer involvement, carer stress, level of service provision avail-

able, including funding, therapy dosage and timing and environmental

restrictions. Overall facilitators included patient-centred care, including choice

and understanding need, individualised tailored recommendations, involve-

ment of families and carers, provision of written record and strategies to sup-

port implementation. Results were limited by methodological weaknesses in

identified studies and heterogeneity in the definition and measurement of

implementation impacting on comparison. Specific intervention components

were often poorly described.
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Conclusion: The theoretical model elucidates priority factors to address for

promoting implementation of home assessment recommendations. Future

high-quality research clearly defining intervention components is required to

support short- and long-term implementation of recommendations in the

home environment. Behaviour change techniques could be utilised to support

home assessment practices in future research.
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1 | INTRODUCTION

Occupational therapists conduct home assessments to
identify and facilitate changes needed to improve
patients’ safety and independence (Clemson et al., 2019;
Gitlin et al., 2009). Implementation of recommendations
provided during a home assessment is a key determinant
of the success of occupational therapy interventions,
including home modifications (Hill et al., 2008). Low
implementation rates of occupational therapy recommen-
dations following a home assessment are common and
well reported in the literature (Day et al., 2002;
Nikolaus & Bach, 2003; Pighills et al., 2011). Implementa-
tion of recommendations has been reported to drop as
low as 50% 12 months after an occupational therapy
home assessment (Cumming et al., 2001, 1999). Further-
more, low levels of implementation have been associated
with increased falls and an overall decline in the occupa-
tional performance in older adults (Clemson et al., 2004;
Cumming et al., 2001, 1999; Hill et al., 2008). Failure to
institute home assessment recommendations also has
potential consequences for hospital resources and gov-
ernment spending on community support programmes.

Enhanced implementation of home recommenda-
tions has been observed in older adults with more com-
plex medical conditions and where consumers can agree
with and support the need for home modifications or
equipment use (Gosselin et al., 1994). Engaging contrac-
tors or external agencies to undertake home modifica-
tions has reportedly facilitated implementation (Currin
et al., 2012). On the other hand, reported barriers to
implementation include disagreement of need between
older adults or family members and occupational thera-
pists (Devor et al., 1994), reduced patient acceptance of
disability or illness (Bridge et al., 2007), or recommenda-
tions provided without patient engagement or choice
(Atwal et al., 2008). Other causes of poor implementation
of recommendations that have been cited include a lack
of available social supports, an inability of patients to be

able to make the recommended changes to the home
environment themselves, and the perceived stigma of
using assistive aids (Ainsworth & De Jonge, 2011; Bridge
et al., 2007; Jones et al., 2008). Despite some studies
investigating the drivers for implementation of recom-
mendations, to date, there has been no systematic review
of the literature identifying the facilitators and barriers
supporting implementation of home assessment
recommendations.

A novel way of interpreting the factors impacting
implementation of home assessment recommendations is
by mapping systematic review findings to the Capability
Opportunity Motivation Behaviour (COM-B) model of
health behaviour change (Michie et al., 2011; Sanford
et al., 2004). The COM-B can frame the factors that influ-
ence health behaviour change. The model asserts three
patient prerequisites for the performance of volitional
behaviours: capability, motivation and opportunity
(Michie et al., 2011). In this system, capability, motiva-
tion and opportunity interact to generate behaviour, and
in the context of this study, interact to influence an
adult’s decision to implement the home assessment rec-
ommendations. Using the COM-B to frame the review’s

Key Points for Occupational Therapy
• Implementation should be considered when
providing patients with home assessment
recommendations.

• Barriers and facilitators can be identified by
using the COM-B model of health behaviour
change.

• Implementation can be enabled with facilita-
tors, including co-design, targeted approach
and consideration of supports required.
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findings will provide actionable recommendations for
occupational therapy clinicians to work with consumers
to improve implementation of home assessment
recommendations.

A preliminary search of PROSPERO, PubMed the
Cochrane Database of Systematic Reviews and JBI
Evidence Synthesis was conducted, and no current or
underway systematic reviews on the topic were identi-
fied. The overall research question was to determine
what strategies support implementation of home assess-
ment recommendations in adults (>18 years) or their
caregivers who reside in private homes in the commu-
nity. The objectives of this study were to (1) identify the
barriers and facilitators that influence implementation of
occupational therapy home assessment recommendations
and (2) interpret the results using the COM-B framework
to provide recommendations to occupational therapists
to improve implementation rates.

2 | METHODS

This systematic review was conducted in accordance with
the JBI methodology for systematic reviews of qualitative
evidence (Aromataris & Munn, 2017). The systematic
review was registered with PROSPERO (registration
number CRD42020159233). This review was conducted
in accordance with an a priori protocol (Harper
et al., 2021) where additional detail can be found. The
PRISMA statement guided the methodology and
reporting of this systematic review (Page et al., 2021).

2.1 | Search strategy and selection
criteria

2.1.1 | Population

This review considered research that included adults
(>18 years) and their caregivers living in the community
who received an occupational therapy home assessment.
Caregivers were defined as individuals who were actively
engaged in providing care, including family.

2.1.2 | Intervention

The quantitative component of the review considered
studies that evaluated interventions that may include one
or many home assessment recommendations. Home
assessments could be conducted in the home setting or
via tele-rehabilitation (Clemson et al., 2019; Sanford
et al., 2004). This review considered all types of home

assessment recommendations and all delivery modalities.
Consideration was given to the terms used in studies
originating from different countries, that is, implementa-
tion, compliance, adherence, uptake, etc.

This review included studies that explored implemen-
tation of home assessment recommendations. Home
assessment recommendations included the following:
(1) assistive or adaptive equipment as a single or stand-
alone intervention (e.g., shower chair, grab bar installa-
tion, personal alarm and non-slip footwear); (2) material
or environmental adaptations (e.g., clearing pathways,
non-slip strips on step edge and removal of mats);
(3) behavioural adaptations including providing informa-
tion or education on environmental risks and activity of
daily living (ADL) retraining; and (4) structural modifica-
tions that aimed to remove barriers to function and
improve task performance (e.g., ramps and shower hob
removal) (Clemson et al., 2019; Gitlin et al., 2009).

2.1.3 | Phenomena of interest

The qualitative component of this review considered
research that investigated barriers and facilitators in rela-
tion to implementation of home assessment recommen-
dations. Barriers or facilitators were individual,
organisational or contextual factors that impede or facili-
tate the implementation of home assessment recommen-
dations. The barriers and facilitators identified in this
review were further explored through the COM-B model
of health behaviour change (Michie et al., 2011).

2.1.4 | Context

The qualitative component of this review considered
research that examined home assessment recommenda-
tions for adults living in the community in private dwell-
ings. For this review, both indoor and outdoor settings
were considered part of the home environment.

2.1.5 | Types of studies

Quantitative studies included both experimental and
quasi-experimental study designs, including randomised
controlled trials, non-randomised controlled trials and
pre-test post-test design. In addition, prospective and ret-
rospective cohort studies, case–control studies and ana-
lytical cross-sectional studies were considered for
inclusion. Qualitative studies included designs that
focused on qualitative data, including but not limited to
phenomenology, qualitative descriptive and narrative
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research. Mixed methods studies were only considered if
data from the quantitative or qualitative components
could be clearly extracted.

The search strategy aimed to locate both published
and unpublished studies. A three-step search strategy
was utilised in this review. First, an initial limited search
of PubMed (including Medline) and CINAHL (EBSCO)
was undertaken, followed by analysis of the text words
contained in the title and abstract and the index terms
used to describe the articles. The search strategy, includ-
ing all identified keywords and index terms, was adapted
for each included information source and a second search
was undertaken on 31 August, 2021 (Appendix S1).
Finally, the reference lists of all studies selected for criti-
cal appraisal were screened for additional studies.

2.1.6 | Information sources

Studies published in English only were included. Studies
published from January 2000 to the present were
included to capture relevant studies over the previous
21 years representing current occupational therapy prac-
tice. The databases that were searched included the fol-
lowing: (1) PubMed (including Medline); (2) Embase
(OVID); (3) CINAHL (EBSCO); (4) PsycINFO (OVID);

(5) OT Seeker; (6) Emcare (OVID); and (7) Cochrane
Central Register of Controlled Trials (CENTRAL).
Sources of unpublished studies and grey literature
searched included Google Scholar, Open Grey, ProQuest
Dissertations and Theses and MedNar.

2.1.7 | Study selection

Following the search, all identified citations were collated
and uploaded into Endnote X9 and duplicates removed.
Following a pilot test, titles and abstracts were screened
by two independent reviewers for assessment against the
inclusion criteria. Potentially relevant studies were
retrieved in full, and their citation details imported into
the JBI System for the Unified Management, Assessment
and Review of Information (JBI SUMARI; JBI, Adelaide,
Australia) (Munn et al., 2019). Full-text studies that did
not meet the inclusion criteria were excluded and reasons
for their exclusion are provided in Figure 1. Any disagree-
ments between the reviewers were resolved through dis-
cussion and consensus.

Quantitative and qualitative data were extracted from
studies included in the review by two independent
reviewers using the standardised JBI data extraction tool
in JBI SUMARI (Munn et al., 2019). The reviewers

F I GURE 1 Preferred Reporting Items for

Systematic Reviews and Meta-Analyses

(PRISMA) flow chart including search results,

study selection and inclusion process
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initially piloted the extraction form. The data extracted
included specific details about the populations, study
methods, phenomena of interest, context and outcomes
of relevance to the review questions. Data extracted
included the following: (1) study design, method of data
collection and inclusion/exclusion criteria; (2) study set-
ting, geographical location, study follow-up period and
sample size; (3) intervention scope, duration, intensity
(e.g., nature of assessment, tools utilised and follow-up),
professionals involved; (4) method of assessment of
implementation (e.g., self-reported via telephone and
follow-up home assessment with an occupational thera-
pist); (5) implementation levels; and (6) barriers and
facilitators associated with implementation.

2.1.8 | Assessment of methodological quality

Quantitative and qualitative papers (including the rele-
vant components of mixed methods papers) selected for
retrieval were assessed by two independent reviewers for
methodological validity prior to inclusion in the review
using standardised critical appraisal instruments from
JBI SUMARI, dependent on study design (Aromataris &
Munn, 2017; Munn et al., 2019). The methodological
quality of the relevant components of the mixed methods
studies was assessed in relation to both the qualitative
and quantitative assessment tools. Authors of papers
were contacted to request missing or additional data for
clarification, where required. The results of critical
appraisal were reported in narrative form and in tables.
All studies, regardless of the results of their methodologi-
cal quality, underwent data extraction and synthesis.

2.2 | Analysis

2.2.1 | Data transformation

As the review question can be addressed by both quanti-
tative and qualitative research designs, this review
followed a convergent integrated approach according to
the JBI methodology for MMSR using JBI SUMARI
(Aromataris & Munn, 2017; Munn et al., 2019). This
involved data transformation and allowed the reviewers
to combine quantitative and qualitative data. Extracted
quantitative data were converted into qualitised data
(Aromataris & Munn, 2017; Hong et al., 2017;
Sandelowski et al., 2013; Stern et al., 2020). This involved
transformation of quantitative finding such as rates of
implementation of home assessment recommendations
into textual descriptions or narrative interpretation of the
quantitative results in a way that answered the review
questions (Stern et al., 2020).

2.2.2 | Data synthesis and integration

The textual descriptions (qualitised data) from
quantitative studies were then assembled and pooled
with the qualitative data extracted directly from
qualitative studies (Stern et al., 2020). Reviewers then
undertook repeated, detailed examination of the assem-
bled data to identify categories on the basis of similarity
in meaning (Appendix S3). A set of integrated findings
were also mapped to the theoretical (COM-B) model of
health behaviour change (Figure 2) (Michie et al., 2011).

3 | RESULTS

The study selection process identified 5,540 articles
(Figure 1). Thirty-nine articles underwent full-text assess-
ment. Twenty-two articles met criteria for the systematic
review. This included six qualitative studies, nine quanti-
tative studies and seven mixed methods studies.

3.1 | Methodological quality

No articles were excluded due to methodological quality
(Appendix S2). Two of the studies were pilot projects
(Boman et al., 2007; Gibson et al., 2010) involving conve-
nience samples (Lau et al., 2018; Stark et al., 2009; Taylor
et al., 2019). The small sample sizes limited the statistical
power of the analyses in two studies (DeForge
et al., 2008; Taylor et al., 2019). Most of the studies
utilised cohort or experimental designs, often with no
control group (Cumming et al., 2001; Currin et al., 2012;
DeForge et al., 2008; Stark et al., 2009). One study dem-
onstrated significant selection bias in which 25% of the
participants declined to have an occupational therapist
visit their home. In the qualitative research, the influence
of the researcher on the research or vice versa was often
unclear (Bleijlevens et al., 2008; Corcoran & Gitlin, 2001).
Additionally, there were different definitions of imple-
mentation as some studies used a binary yes or no
approach, and others considered partial implementation
(Cumming et al., 2001; Currin et al., 2012; Lockwood
et al., 2020).

Implementation was also assessed in different ways,
with some studies completing follow-up home visits with
blinded assessors and others relying on phone calls and
patient self-report. Reporting may have been subjected to
a social desirability bias and reliant on a patient’s recall
(DeForge et al., 2008; Gibson et al., 2010; La Grow
et al., 2006). In two studies, a single unblinded rater
assessed implementation, who was also the treating ther-
apist (Corcoran & Gitlin, 2001; Stark et al., 2009). In
another study, the outcomes assessor was not blinded to
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randomisation, resulting in another limitation to the
study as rater bias may have been inadvertently intro-
duced (Taylor et al., 2019). In all of the randomised con-
trolled trials, allocation to treatment groups was not
concealed, and those delivering treatment were not
blinded to treatment assignment (Chu et al., 2017; Jeon
et al., 2019; La Grow et al., 2006; Lockwood et al., 2020;
Nikolaus & Bach, 2003; Pighills et al., 2011; Sturkenboom
et al., 2013; Szanton et al., 2011; Taylor et al., 2019).
Additionally, participants were not blinded to treatment
assignment (Jeon et al., 2019; Lockwood et al., 2020;
Nikolaus & Bach, 2003; Pighills et al., 2011). In one study,
there was a significant loss of patients at the 2 year
follow-up (Stark et al., 2009).

3.2 | Characteristics of included studies

Table 1 highlights the descriptive data from the studies
for systematic review. Of the 22 studies, the majority
were completed in Australia (n = 5), the United States of
America (n = 5), the Netherlands (n = 3) and the
United Kingdom (n = 2). All studies were published
between 2001 and 2020. The mean age varied from 36.5
to 89.2 years, and sample sizes varied from 8 to

873 participants. Seven studies focused on patients aged
65 years and over, and eight studies excluded patients
with severe cognitive impairment.

3.3 | Occupational therapy home
assessments and interventions

Studies included a broad range of assessment tools
(Table 2), including the Canadian Occupational Perfor-
mance Measure (COPM), Spector-Katz Index, Timed Up
and Go (TUG), Functional Independence Measure (FIM)
and the Assessment of Motor and Process Scale (AMPS).
Forty seven percent of interventional studies utilised a
standardised home safety assessment (Chu et al., 2017;
La Grow et al., 2006; Lau et al., 2018; Lockwood
et al., 2020; Pighills et al., 2011). The intervention
approaches described in the studies are outlined in
Table 2. The intervention scope, duration and intensity
varied significantly. Studies ranged from providing a one
off home visit (Bleijlevens et al., 2008), to a home visit
with written recommendations, (La Grow et al., 2006;
Lau et al., 2018) to five 90 min home visits working with
carers for patients with dementia (Corcoran &
Gitlin, 2001), and 12 home visits over a 4 month period

F I GURE 2 Synthesised barriers impacting on implementation of home assessment recommendations mapped to the Capability

Opportunity Motivation Behaviour (COM-B) model of health behaviour change (Michie et al., 2011)
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TAB L E 1 Study characteristics

Study Study design Location Inclusion criteria
Participant
description Sample size

Atwal et al.
(2008)

Qualitative The United
Kingdom

≥65 year adults and their
carers who attended an
occupational therapy pre-
discharge home visit, who
are able to consent to
participate.

Mean age: 86.5
(SD 6.9)

Gender: 60%
female

n = 22 semi-
structured
interviews
(n = 15 older
adults, n = 7
carers)

Boman et al.
(2007)

Mixed
methodology

Stockholm,
Sweden

Adults with acquired brain
injury with poor to
moderate memory
impairments, independent
or in need of minimal
assistance for self-care, no
other major cognitive
impairments, such
aphasia, or spatial or visual
impairments.

Median age: 36.5
(SD 6.0)

n = 8

Bleijlevens
et al.
(2008)

Randomised
controlled trial
with process
evaluation

The Netherlands >65 year adults, community
dwelling, visited an ED
due to a fall, not
permanently bedridden or
fully dependent on a
wheelchair, able to
complete questionnaires or
interviews by telephone.

Not provided n = 166, with 117
receiving an
occupational
therapy home
assessment

Chu et al.
(2017)

Single-blind RCT Hong Kong
(multisite)

≥65 years adults, community
dwelling, ambulatory (with
or without aid), presented
to ED due to fall, able to
provide consent, Mini-
Mental State Examination
(MMSE) score <15.

Mean age: 78.6
Males: 31.6%
Full-time carer:

49.5%
Live alone 25.3%
MMSE mean score:

20

n = 204

Corcoran
(2001)

Mixed methods Philadelphia Family caregivers providing
care for a person with a
diagnosis of dementia with
moderate impairment.

Caregiver mean
age: 59.3
primarily
caring for non-
spouse

Gender: 73%
female

n = 100

Cumming
et al.
(2001)

RCT Australia ≥65 year, lived in the
community, patients with
cognitive impairment were
included if they lived with
a caregiver. Inpatients
were not eligible if a home
visit was planned as part of
their usual care.

Mean age: 77.0
(SD 7.1)

Gender: 56%
female

39% reported one
or more fall
before
recruitment.

n = 264

(Continues)

HARPER ET AL. 605



TAB L E 1 (Continued)

Study Study design Location Inclusion criteria
Participant
description Sample size

Currin et al.
(2012)

Cohort nested
within a
randomised
controlled trial

Australia >60 years of age, were able to
complete a Timed Up and
Go Test, were assessed as
being physically and
cognitively able to
complete a rehabilitation
programme, had a recent
fall, poor balance and/or
functional decline or from
the ED of three local
hospitals after presentation
for a fall not requiring
hospital admission. The
cohort for this study was
participants who received
at least one
recommendation following
an environmental audit by
an occupational therapist.

Mean age: 79.2
(SD 7.6)

Gender: 70%
female

Live alone: 42.5%

n = 80
63 of these were

followed up to
assess
implementation

DeForge et al.
(2008)

Quasi-
Experimental
Study

London,
Ontario,
Canada

Hospital inpatients or their
family caregivers receiving
care on a musculoskeletal
unit.

Mean age: 79.1
(SD 9.6)

Gender: 62%
female

n = 92

Gibson et al.
(2010)

Quasi-
Experimental

Western United
States

Sample contained both
individuals who had never
fallen and individuals with
a history of one or more
falls.

Mean age: 75.2
(SD 7.4)

Gender: 83%
female.

n = 120

Jeon et al.
(2019)

Parallel-group
randomised
controlled pilot
trial

Additional:
qualitative
enquiry of the
intervention
group

Sydney,
Australia

≥60 years, have a mild
cognitive impairment or
early/moderate dementia,
difficulty with ≥1 basic
ADL and/or ≥2 IADL,
stand with or without
assistance, live within
25 km central Sydney,
have conversational
English, carer at least
4 days or 7 h/week, not
currently receiving in
home rehab, had not
received a home visit in
last 12 months, no
terminal diagnosis <1 year
survival) or active cancer
treatment, did not plan to
move in < 1 year, not on
cholinesterase inhibitor
(and/or memantine) for
<3 months.

Mean age: 79.0
Gender: 50% males

n = 18

(Continues)
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TAB L E 1 (Continued)

Study Study design Location Inclusion criteria
Participant
description Sample size

La Grow et al.
(2006)

Randomised
controlled trial

New Zealand –
Dunedin and
Auckland

≥75 years, had a distant visual
acuity of 6/24 m or worse
in the better eye after the
best possible correction,
lived in the community,
were ambulant,
understood the
requirements of the trial.

Demographics not
described

n = 390

Lau et al.
(2018)

Concurrent nested
mixed-method
design

Australia ≥18 years, proficient in
English, intact cognition,
lives in private owed
residence, received a home
visit and home
modifications by an
occupational therapist.

Mean age: 79.8
(SD 2.4)

Gender: 60%
female

n = 10

Lo Bianco
et al.
(2020)

Qualitative Australia Stakeholders within the
contexts of aging in place
including industry
professionals and older
adults who had received
prior falls prevention
intervention.

Older adults with
an age range of
69–92 years.

Gender: 60%
female.

n = 11 (industry
professionals)

n = 10 (older
adults)

Lockwood
et al.
(2020)

Process evaluation
of a randomised
controlled trial

Australia ≥50 years, hip fracture, living
in private residence, ≤5
errors on the Short
Portable Mental Status
Questionnaire

Mean age: 81.3
(SD 7.3)

Gender: 74%
female

n = 65

Mann et al.
(2002)

Longitudinal
cohort study

The United
States

People receiving services from
senior service agencies and
hospital rehabilitation
programmes

Mean age: 75.6
Gender: 73.8%

female

n = 873

Nikolaus and
Bach
(2003)

Randomised
controlled trial

Germany Older adults who lived at
home prior to admission,
had multiple chronic
conditions or functional
decline, could be
discharged home, did not
have a terminal illness or
severe cognitive decline
and lived <15 km from
home intervention team.

Mean age: 81.5
(SD 6.4)

Gender: 73.3%
female

n = 360

Pighills et al.
(2011)

Pilot three armed
randomised
controlled trial

The United
Kingdom

≥70 years and had a fall in
past 12 months, not living
in residential or nursing
homes and had not
received occupational
therapy interventions in
the preceding year.

Mean age: 79
(SD 6)

n = 238

(Continues)
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TAB L E 1 (Continued)

Study Study design Location Inclusion criteria
Participant
description Sample size

Stark et al.
(2009)

Quasi-
experimental
design,
pre/post/post
prospective
study

The United
States

≥ 60 years, lived within
catchment area, ≤ 6 on
two or more activities on
the telephone version of
the Functional Impairment
Measure (FIM), <10 on the
Short Blessed Memory
Orientation and
Concentration Test

Mean age: 81.7
(SD 6)

Gender: 88%
female

n = 77

Sturkenboom
et al.
(2013)

Process evaluation
and exploratory
randomised
controlled trial

The Netherlands Idiopathic Parkinson’s
disease, lived at home,
reported difficulties in
daily activities relevant for
the patient, and had a
nonprofessional caregiver
who could provide
assistance at least twice a
week and had not received
occupational therapy in
the last 12 months, no
disabling comorbidity or
inability to complete
questionnaires (i.e., due to
severe cognitive problems),
and not participating in
another intervention trial.

Intervention:
Mean age: 66.7

(SD 11.8)
Gender: 30%

female
Control:
Mean age: 68.5

(SD 9.6)
Gender: 23%

female

n = 43

Sturkenboom
et al.
(2016)

Process evaluation
alongside a
randomised
controlled trial

The Netherlands Caregivers and patients living
at home and reported
difficulties in meaningful
daily activities with an
indication for occupational
therapy.

Patients could not be
diagnosed with atypical
parkinsonism, received
occupational therapy in
the preceding 3 months,
have a predominant
disabling comorbidity, had
insufficient understanding
of the Dutch language, or
had a MMSE score <24.

Occupational therapists who
delivered therapy.

Patients had a
median age of
71, 62% were in
Hoehn and
Yahr stage 1 or
2 (mild
disease).

Most participating
caregivers
(103/117; 88%)
were the
patient’s
partner.

The participating
therapists were
all women with
a median
practice
experience of
12 years.

Patients: n = 124
Caregivers:

n = 117
Occupational

therapists:
n = 18

(Continues)
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again working with carers to support patients with mild
dementia (Jeon et al., 2019). One study provided a pre-
discharge home visit prior to hospital discharge
(Lockwood et al., 2020). Another provided four home
visits over a 1 year period again supporting a hospital dis-
charge (Nikolaus & Bach, 2003). The most common inter-
vention strategy included a home assessment consisting
of approximately a 1 h assessment with provision of rec-
ommendations often in a written format (Bleijlevens
et al., 2008; La Grow et al., 2006; Lau et al., 2018;
Lockwood et al., 2020; Pighills et al., 2011).

Seventeen articles described the intervention
implemented in varied detail (Table 2). One home visit
was completed by an occupational therapist and a physio-
therapist (Currin et al., 2012). Some studies focused on the
impact of the intervention on other outcomes such as
reducing falls or improving ADL performance (Chu
et al., 2017; La Grow et al., 2006; Szanton et al., 2011).
Other studies focused on individual populations including
patients with dementia and their carers (Corcoran &
Gitlin, 2001; Jeon et al., 2019), patients with low vision
(La Grow et al., 2006) and patients with Parkinson’s

TAB L E 1 (Continued)

Study Study design Location Inclusion criteria
Participant
description Sample size

Szanton et al.
(2011)

Prospective
randomised
controlled pilot
trial

The United
States

≥65 years of age, demonstrate
cognitive function with a
score of ≥24 MMSE, report
difficulty with at least one
PADL or at least two
IADL, be considered low
income (household income
equalling or less than 199%
of Federal Poverty Level),
and be able to stand with
or without assistance.
Patients were excluded if
they had been
hospitalised≥3 times in the
previous year, were
currently receiving in-
home rehabilitation, had a
terminal diagnosis with ≤1
1 year expected survival,
receiving active cancer
treatment, had plans to
move ≤1 year, or not
competent to provide
informed consent.

Intervention
Mean age: 79.0

(SD 8.2)
Gender: 96%

female
Control:
Mean age: 77.0

(SD 7.1)
Gender: 94%

female
79% of the
overall group was

African
American

n = 40

Taylor et al.
(2019)

Randomised
controlled trial

The United
States

≥65 years of age, the ability to
engage in dressing,
toileting, bathing or
hygiene, and self-care
transfers at an
independent or modified
independent level.
Authority to follow
through or recommend
follow through with the
recommendation for
environmental changes.
Not receiving home health
therapy services or had
received them in the past
60 calendar days, no
diagnosis of dementia.

Intervention
group:

Mean age: 74.3
(SD 7.5)

Gender: 66.7%
female

Control group:
Mean age: 74.0

(SD 7.9)
Gender: 60%

female

n = 22

Abbreviations: ED, emergency department; IADL, instrumental activity of daily living; RCT, randomised controlled trial; SD, standard deviation.
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disease (Sturkenboom et al., 2013; Sturkenboom
et al., 2016).

Interventions were often funded by the government
health systems, or a set budget was provided (Cumming
et al., 2001). Chu et al. (2017) indicated that installations
were funded if a participant lived in public housing (Chu
et al., 2017). Patients and families may have contributed
to the cost of modifications in some studies (Currin
et al., 2012; Lau et al., 2018), or this was not clearly speci-
fied in the 10 articles (Bleijlevens et al., 2008; DeForge
et al., 2008; Gibson et al., 2010; Lockwood et al., 2020;
Mann et al., 2002; Nikolaus & Bach, 2003; Pighills
et al., 2011; Sturkenboom et al., 2013; Sturkenboom
et al., 2016; Taylor et al., 2019).

3.4 | Implementation levels

Follow-up periods ranged from 2 to 12 months, with
implementation rates ranging from 55% (Currin
et al., 2012) to 90% (La Grow et al., 2006). La Grow et al.
(2006) reported 90% implementation of recommendation
where participants with reduced vision received one
home visit. The Westmead Home Safety Checklist was
utilised, and a follow-up letter was provided. The occupa-
tional therapist facilitated provision of the new equip-
ment without cost to the patient. The least successful
study with a 55% implementation rate provided a single
joint occupational therapy and physiotherapy home
assessment (Currin et al., 2012). Modifications and equip-
ment were self-funded with the occupational therapist
completing referrals to outside agencies. Equipment
could be hired or purchased (Currin et al., 2012).

Data synthesis and integration of all studies was
undertaken to identify the overarching barriers and facili-
tators. Eight categories and six synthesised findings were
identified (Appendix S3).

3.5 | Identified barriers impacting
implementation

Providing new items or making changes to objects in the
home reportedly disrupted personal lifestyle choices,
impacting on implementation of recommendations
(Corcoran & Gitlin, 2001). Atwal et al. (2008) identified a
conflict between carers and patients, where older adults
were reluctant to accept changes or to have valued occu-
pations stopped when returning home from hospital.
However, this required balancing with carer needs and
anxiety (Atwal et al., 2008; Sturkenboom et al., 2013).
Patients in this study highlighted a lack of involvement
in the decision making process that impacted on

perceived need for interventions and implementation of
occupational therapy home assessment recommendations
(Atwal et al., 2008).

Mann et al. (2002) also identified a lack of perceived
need from patients that did not accept assistive aids or
equipment (Mann et al., 2002). Bleijlevens et al. (2008)
highlighted the need for timeliness of assessments and
implementation of modifications to meet patients’
requirements and ensure relevance (Bleijlevens
et al., 2008). Time and therapy dosage (number of visits)
was highlighted by therapists and patients, where a single
home assessment and provision of recommendations may
not be sufficient to support patient behaviour change
(Bleijlevens et al., 2008; Chu et al., 2017). Additionally,
patients in the pre-contemplation stage of change may
not be open to or consider modifications necessary
impacting on implementation (Cumming et al., 2001).

The stigma associated with assistive equipment use
and modifications was highlighted as a barrier
(Cumming et al., 2001; Currin et al., 2012; Mann
et al., 2002). Currin et al. (2012) highlighted that the type
of recommendation could impact implementation. Bath
and toilet rails appeared more acceptable than over toilet
frames and commodes (Currin et al., 2012). Additionally,
Nikolaus and Bach (2003) reported that less than 50% of
patients followed recommendations to remove rugs/
carpets or obstructions in walkways. The permanency of
the recommendations, for example, free-standing equip-
ment compared with grab rail installation, appeared to
influence implementation dependent on personal prefer-
ence and the nature of someone’s functional needs
(Currin et al., 2012; Lau et al., 2018).

Further barriers included a lack of funding for assis-
tive devices or modifications. This resulted in patients
being required to cover any financial costs (Corcoran &
Gitlin, 2001; Lau et al., 2018; Mann et al., 2002).
Patients with higher levels of comorbidities were also
more likely to implement recommendations, again
supporting the concept of need (Currin et al., 2012;
DeForge et al., 2008). However, patients with a co-
existence of depression and psychological distress were
less likely to implement recommendations (Currin
et al., 2012). Cognitive limitations may impact upon the
implementation of recommendations after assessment
(Pighills et al., 2011).

3.6 | Identified barriers mapped to the
COM-B

The barriers impacting on implementation of recommen-
dation derived from this review were mapped to the
COM-B model of health behaviour change (Figure 2)
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(Michie et al., 2011). Capability barriers include factors
such as a patient’s cognitive and physical ability to recall
and implement interventions independently. Motivation
barriers included examples such as a perceived lack of
need, modification or equipment stigma; patients
reported decreased involvement and lack of choice.
Opportunity barriers included limited family or carer
involvement, carer stress, level of service provision avail-
able for funding, therapy dosage and timing and environ-
mental restrictions.

3.7 | Identified facilitating factors
impacting on implementation

The accuracy of design and installation of modifications
was reportedly important to patients and impacted on
their perceived usefulness of modifications (Lau
et al., 2018). Person-centred service provision or goal set-
ting including co-design of home modifications report-
edly reinforced patient engagement (Lo Bianco
et al., 2020; Sturkenboom et al., 2013). Therapy time to
reinforce use of technology and equipment, dependent
on the patient group, was identified as a facilitating factor
supporting implementation (Boman et al., 2007). Nygård
et al. (2004) also found that occupational therapists per-
ceived that more time was needed at home after dis-
charge for older adults to discover changes to their needs
in the home environment, to accept these, and to have
therapeutic opportunities for behavioural practice and
rehearsal. This was also identified in other studies with
older adults, whereby increased time was required to
facilitate engagement (Atwal et al., 2008; Nygård
et al., 2004). Pighills et al. (2011) reported that it is likely
intensity, including participant involvement, directly
affects implementation.

Patients’ understanding the benefit of the interven-
tion and associated perceived outcomes such as reduced
falls and increased independence was likely to impact
implementation (Gibson et al., 2010). Enhanced imple-
mentation of recommendations was evident after the
provision of targeted recommendations or an action
plan, where patients were not overwhelmed by an
abundance of information or suggestions (Corcoran &
Gitlin, 2001). Recommendations that were tailored and
targeted to the individual supported implementation
when compared with generalised intervention or educa-
tion (Taylor et al., 2019). Additionally, engagement with
relatives or carers enabled implementation of home
assessment recommendations. Implementation was reg-
ularly reported as higher in patients who received help
at home from others (Cumming et al., 2001; Stark
et al., 2009).

4 | DISCUSSION

This systematic review identified 22 papers that explored
implementation of recommendations provided by occu-
pational therapists during a home assessment to improve
a patient’s safety and occupational performance in the
home environment. This review has highlighted the
importance of co-design and joint decision making. It is
the role of the occupational therapist to impart knowl-
edge and work with the patient and their carers to deter-
mine what recommendations are important to them,
meet their values and beliefs and perceived needs. Occu-
pational therapy recommendations need to be tailored to
the person and take into account what the patient or
carer can or are willing to accept, ensuring their owner-
ship of this process.

Considerable heterogeneity in the interventions
described and the funding available to support recom-
mendations were identified. Generally, increased therapy
dosage was utilised to support patient groups with signifi-
cant disabilities, including dementia and Parkinson’s dis-
ease. Additionally Chu et al. (2017) proposed that a single
home visit and phone call may not be adequate to sup-
port implementation of all recommendations. This may
also further strengthen the finding that frequency and
intensity of intervention may impact on implementation.

Determining implementation levels to individual
therapy components or home assessment recommenda-
tions is difficult due to the differences in the follow-up
periods, interventions provided, measures of implementa-
tion and the populations investigated. Descriptions of
interventions could be improved using the Template for
Intervention Description and Replication (TIDieR)
(Hoffmann et al., 2014). Critical details were often not
reported, including funding provided, the clinical
assessment(s) undertaken, the definition of implementa-
tion and timeframe or the therapy dosage (Bleijlevens
et al., 2008; Currin et al., 2012; Gibson et al., 2010).

The permanence of the recommendations appeared to
influence implementation, dependent on personal prefer-
ence and the nature of someone’s functional needs
(Currin et al., 2012; Lau et al., 2018). This may be further
influenced by the service provider, for example, in an
acute service where equipment may only be temporarily
offered or when equipment or installations are at a cost to
the service user. It is therefore important for service pro-
viders and therapists to understand these influencing fac-
tors when making recommendations. For example,
participants in one study indicated that the ability to try
and determine usefulness of a recommendation was the
most significant factor influencing implementation, which
would be simpler in the case of freestanding equipment
rather than permanent installations (Mann et al., 2002).
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4.1 | Implications and future research

This review highlights how occupational therapists’ can
work with patients and their carers to support implemen-
tation of home assessment recommendations by consid-
ering the barriers and using the facilitating factors
outlined in this review. Behaviour change models and
theories may support occupational therapy practice to
complete effective home assessments with interventions
implemented (Michie et al., 2011). Behaviour change
techniques reflected in the facilitating factors may be use-
ful and include the provision of written feedback, motiva-
tional interviewing, targeted approach, goal setting and
recording tools (Michie et al., 2013). Behaviour changes
techniques could be more routinely integrated into home
assessment interventions to support patient engagement
and could be reviewed in future research.

This review supports specific and targeted patient rec-
ommendations (Corcoran & Gitlin, 2001; Taylor
et al., 2019). The findings infer that assessment and edu-
cation are best placed in a person’s home, tailored to the
person and the task they are completing in their natural
environment while mitigating safety risks, including falls.
This has implications for service provision for patients
moving between hospital and home. Considering when
and how assessments and interventions should take place
is essential for adding value and increasing effectiveness.

This study has explored the barriers and facilitators
regarding implementation of home assessment recom-
mendations and has highlighted the need for further
high-quality research into factors that support health
behaviour change in this setting. Additionally, further
research should consider using the TIDieR framework to
support clinical replication (Hoffmann et al., 2014).

4.2 | Limitations

This systematic review has certain limitations. First, meth-
odological weaknesses in the studies were identified where
implementation levels were often self-reported or defined
in different manners, impacting on the ability to compare
studies (Corcoran & Gitlin, 2001; Gibson et al., 2010; La
Grow et al., 2006). Additionally, the results generated from
the majority of the articles included were completed in
older adult populations; as such, the results may not be
generalisable to younger population subgroups.

5 | CONCLUSION

Factors influencing implementation are equally signifi-
cant to consider when providing patients with home

assessment recommendations to improve safety and
occupational performance in the home environment.
Implementation of home assessment recommendations
can be supported using a behaviour change framework
such as the COM-B. Facilitating factors include patient
centred care, ensuring choice and understanding need.
Patients should be provided with individualised and tai-
lored written recommendations. Other facilitating factors
include family and carer involvement, service funding
and strategies to support implementation including
follow-up visits.
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