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Background. Some clients with cognitive and communicative impairments after a brain injury are unable to participate in the
Canadian Occupational Performance Measure (COPM) without support. The study originates from an assumption that some of
these clients are able to participate independently in the COPM interview by using a visual material. Aim. The aim was to
investigate the clinical utility of COPM supported by Talking Mats (TM) for community-based clients with cognitive and
communicative impairments. Methods. Six clients (51–60 years) were included. After matching the visual material of TM to
COPM, the COPM interview was administered twice with an interval of 10 days, once using TM and once without. Interviews
were videotaped and studied by six evaluators. Results. The most obvious benefits of using TM as a supportive tool in the
COPM interview were related to the first two steps of the COPM interview. Conclusion. Using TM in the COPM interview with
clients with cognitive and communicative impairments after a brain injury is recommended as the basis for goal setting. The
present study demonstrates a possibility to include a COPM interview to clients who had not been able to complete a COPM
interview and thus start a rehabilitation process in a client-centered manner.

1. Introduction

Bytoften Living and Activity Center (BLAC) is a
community-based rehabilitation center in Jutland, Denmark.
Clients with impairments after a brain injury live and work
there. To empower clients at BLAC in their rehabilitation
process and to provide for their active participation in goal
setting, the occupational therapists (OTs) use the Canadian
Occupational Performance Measure (COPM). But the OTs
meet challenges with clients who have severe cognitive and
communicative impairments. Several studies show that using
the COPM with these clients is associated with challenges
due to difficulties in expressing their views, needs and wishes,
and difficulties with comprehension, as well as with memory,
overview, and insight; thus, they have difficulties in reporting
their occupational performance (OP) [1–6].

In a client-centered approach and in promoting clients’
active participation and empowering them in the rehabilita-
tion process, it is important that clients participate in formu-
lating their own goals [7–11]. Several studies show that active
involvement in goal setting promotes clients’ motivation,
increases empowerment and participation in therapy, and
correlates with treatment outcomes [11–13]. The COPM
suggests that caregivers or relatives take the role of respon-
dents for clients who are not eligible for COPM due to
cognitive impairments [14]. Murphy and Cameron draw
attention to the fact that “… the boundary between giving
support and making decisions for people with intellectual
disability is blurred and that relatives and caregivers often
overstep into the latter … particularly if the individual has
a communication impairment” [15]. Further, goal setting
based on relatives’ or caregivers’ perspectives of OP “does
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not fit comfortably with providing a client-centered
approach” [16]. At BLAC, the OTs involve caregivers or
relatives in the COPM as suggested. But some of these
clients might be able to participate independently in the
COPM, despite their cognitive and communicative impair-
ments, if an alternative communication method supported
the COPM thus enhancing the dialogue between clients
and OTs.

Talking Mats (TM) is a low-technology communication
tool [17]. It is described as a strategy to help people with com-
municative impairments express their opinions [18–20]. It
consists of a mat and a set of pictograms including topics, a
visual scale, and options. During the dialogue, pictograms
are placed on the mat by the client indicating the topic of
the conversation. TM allows open questions and empowers
the clients to express their thoughts about different topics
related to everyday activities [19]. Studies investigating the
effectiveness of TM in relation to communication, shared
decision-making, and goal setting have shown potential
with different client groups, including people with demen-
tia, Huntington’s disease, aphasia, and intellectual disabil-
ities [15, 17, 18, 21, 22].

Thus, the primary aim of this study was to investigate
the clinical utility of COPM supported by TM, for clients
with cognitive and communicative impairments after a
brain injury, in order to promote empowerment and a
client-centered approach. The secondary aims were to
evaluate to which extent the steps of the COPM were
completed and how the use of TM affected the quality of
the dialogue in the COPM interviews.

2. Materials and Methods

The study was designed as a process evaluation with a focus
on application in practice where the involved OTs played
an important role in all steps of the evaluation. All clients
included gave their informed and written consent, and the
study was approved by the Data Protection Agency. The
project team planned and completed the evaluation, which
was conducted by the first three authors. The evaluation
team assessed the data in relation to the aims of the study,
which consisted of the project team, the OTs who con-
ducted the interviews, and a manager at BLAC, all with
experience in assessing video materials. Figure 1 illustrates
the study process.

2.1. Inclusion. Client recruitment was based on the OTs’
insight into the client’s competences and was completed in
three phases (Figure 2). At BLAC, the COPM interview was
used as a basis for goal setting for all clients if possible. When
the study began, 98 clients were admitted to BLAC.

2.1.1. Client Recruitment Phase 1. In phase 1, 80 clients were
excluded from the study because they were able to com-
plete the COPM interview without any support. This left
18 clients who were not able due to doubts about the
quality of the completed COPM. Either the COPM did
not support the goal setting process or the clients had dif-
ficulties expressing their perspectives and doubts regarding

whether the expressions were the client’s, the relative’s, or
the OT’s, and there were doubts whether the clients
understood the questions asked.

2.1.2. Client Recruitment Phase 2. In phase 2, nine clients
were excluded due to severe cognitive and communicative
impairments, leaving nine clients with sufficient cognitive
and communication skills (Figure 2). These criteria were
chosen based on the World Health Organization Interna-
tional Classification of Functioning, Disability and Health
[23], and they were inspired by evaluations of the effec-
tiveness of TM used in clients suffering from dementia,
Huntington’s disease, aphasia, and intellectual disabilities
[15, 18, 21, 22, 24, 25].

2.1.3. Client Recruitment Phase 3. In phase 3, three clients
were excluded due to their self-awareness impairments.
Thus, six clients had sufficient skills of self-awareness,
which refers to the ability to recognize problems in OP
and the ability to initiate compensations. The clients’ level
of awareness was based on the hierarchical model of
awareness [26], and the inclusion of a partial emergent
awareness was required.

2.1.4. OT Recruitment. Fourteen OTs were employed at
BLAC at the beginning of the present study. To be included
in the study, the OTs needed to have familiarity with the
COPM, a willingness to take part in a one-day course in the
use of TM, and knowledge of the recruited clients’ overall sit-
uation, and they must have completed at least one COPM
with the use of TM as a supportive tool. These requirements
included three OTs.

2.2. Intervention. The COPM was conducted twice with each
client, once using TM as a supportive tool and once without.
The interviewer was aware to carry out both COPM inter-
views as objectively as possible, but no further strategies were
used to counterbalance the two interviews.

2.2.1. The COPM Interview. The COPM is a client-centered
outcome measure of a client’s self-perception of his or her
OP issues and provides the basis for goal setting [14]. The
COPM is administered as a semistructured interview in
five steps. In step 1, the OT interviews the client about
his or her OP within three areas of occupation: self-care,
productivity, and leisure. In step 2, the client rates the
importance of the identified OP issues on a 10-point scale.
In steps 3 and 4, the client chooses up to five issues that
seem most important or pressing. For each of the chosen
issues, the client scores performance and satisfaction on
10-point scales [14]. Step 5 is reassessment, which is not
a part of this study.

2.2.2. Talking Mats. The TM framework is a low-technology
communication method which helps clients with commu-
nication impairments to understand and respond more
effectively [15]. It offers mats and three sets of picture
symbols: topics, options, and a visual scale (see an example
in Appendix 2). The topic could be pictures symbolizing
activities, the environment, relationships, or self-care. The
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options relate to the topic, e.g., listening to music or visiting
friends. The visual scale allows the clients to indicate their
feelings about each topic, such as happy or unsure. It is
an important feature of TM in which the interviewer asks
open questions to ensure that the interviewers’ perspective
does not influence the client. The clients are encouraged to
comment on both positive and negative feelings and to
look back over their mats in order to alter or confirm
their views. The interviewer can use as many mats as
appropriate for each client [17].

2.2.3. Educating OTs in Using TM. The first step in preparing
the intervention was completion of a one-day external course
in the use of TM. The course was delivered by an accredited
Talking Mats trainer from the “Kommunikationscentret” in
Hillerod, Denmark. All OTs from BLAC, a group of OT stu-
dents, and the members of the project team attended the
course. The next step was the process of adapting an image
material from TM to the COPM interview, as described in
the following (see an example in Appendix 2 for mats
completed with the steps of the COPM interview).
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Figure 1: The study process.
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2.2.4. Adapting Material of TM to the COPM Interview. This
step included the development of image material and the
guideline for the use of TM as a supportive tool in the COPM
interview. A group of OTs from BLAC developed the image
material under the supervision of the project team. The
image material was developed to support the steps of the
COPM but without altering the COPMmethod and included
a set of pictograms related to the COPM OP issues (self-care,
productivity, and leisure) and the COPM rating scales
(importance, performance, and satisfaction). For example,
the pictograms related to self-care included dressing and eat-
ing, pictograms related to productivity included cleaning and
cooking, and pictograms related to leisure included visiting a
restaurant and reading. In addition, the project team devel-
oped the guideline with recommendations before conducting

a COPM interview when using TM as a supportive tool
(Table 1). Two pilot interviews were completed, and adjust-
ments to the guideline and image material were made to
increase the internal validity.

2.2.5. Conducting the COPM Interviews. The same OT con-
ducted the COPM interview twice with each client, once
using TM as a supportive tool and once without. The mean
interval of 10 days was found between the two interviews,
and all were videotaped. The video material was the basis
for the following process of data analysis and the assessment
of the quality of the COPM interviews.

2.3. Data Analysis. To illuminate the outcomes and possible
reasons for failure or success when using TM in the COPM,

Phase 3

Phase 2

Phase 1

18 clients
Clients who needed support

completing the COPM-interview

9 clients
Clients who had a sufficient

extent of the following cognition
and communication skills:

Arousal, visual and auditive
perception, memory,

abstraction and linguistic

6 clients
(Target group)

Clients who had a sufficient
extent of self-awareness skills,
meaning ability to recognize

problems in occupational
performance and ability to

initiate compensations

3 clients excluded
Not able to participate in the

COPM supported by TM, due to
self-awareness impairments

98 clients
Clients for whom COPM was

relevant

80 clients excluded
Able to complete the COPM-

interview without support

9 clients excluded
Not able to participate in the COPM

supported by TM, due to severe
cognition and communication

impairments 

Figure 2: Client recruitment.
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both quantitative and qualitative data were analysed and
assessed. These were analysed and assessed over the course
of three days with participation of the evaluation team,
where the evaluation team reviewed the videos of the
COPM interviews with all six clients. After watching each
videoed interview, the members of the evaluation team
individually scored a questionnaire. After scoring both
interviews on each client, the evaluation team participated
in a focus group interview.

2.3.1. The Questionnaire. The questionnaire (Appendix 1)
covered three areas related to the level of client-centeredness:

(i) The client’s role and perspective on how the inter-
view affected his or her engagement, understanding,
and reflection

(ii) The OT’s role, which refers to how the interview
form affected the OT’s understanding of the client’s
views and to what extent the COPM interview was
adapted by the client

(iii) To what extent the first four steps in the COPM
interview were completed

The questionnaire consisted of both closed and open
questions. The closed questions were answered on a 4-point

Likert scale: 1: to a large extent; 2: to some extent; 3: to a lesser
extent; 4: not at all; and 5: not applicable/do not know. In the
open questions, the evaluators were asked to describe the
signs they identified that were decisive for their scores, i.e.,
eye contact, body language, tone of voice or sounds, initiative,
and reaching out for the pictograms. Altogether, 60 question-
naires were completed (five evaluators scored two interviews
on each of the six clients).

2.3.2. The Focus Group Interviews. The focus group inter-
views with the evaluation team were conducted immediately
after the individual scoring of the questionnaire. The inter-
views concerned differences in the quality of the COPM
interviews with and without the use of TM in relation to each
client; see the interview guide in Table 2.

Both the quantitative data from the questionnaires and
the qualitative focus group interviews were analysed to con-
textualize the results and to describe the utility of the COPM
supported by TM as a supportive tool. The analytic strategy

Table 1: The guideline—overview of content.

The guideline supported preparation of the COPM interview using
TM as a supportive tool. The purpose of the guideline was to
support promotion in the client-centered approach during the
COPM interview. It followed the five steps of the COPM interview.
(i) Consider mind mapping the activities, interests, and roles of the
client
(ii) Do you need information from relatives, caregivers, or others?
(iii) Which structure of the interview is preferable? (completing the
interview and rating one OP issue at a time or finishing the
interview and completing the rating scales afterwards)
(iv) To what extent do you expect the client to manage the
pictures/symbols?
(v) Consider the formulation of questions in full for the client
concerned
(vi) Choice of documentation, either the original COPM form or
photos of the mats after each step
COPM step 1: identifying occupational performance problems
(i) Choice of images: size, amount, or type
(ii) Choice of relevant division of the mat
COPM step 2: rating importance of identified activities
(i) Choice of mats and rating scales. 10-point scale is optimal.
Alternatively, choose 10-point scales with images or words. Be
aware of the validity
COPM steps 3 and 4: scoring OP and satisfaction
(i) The process of choosing the most important OP issues allows
for reflection and validation of the clients’ answers. Use the same
mat used in step 2
(ii) Choice of rating scales. 10-point scale is optimal. Alternatively,
choose scales with images or words. Be aware of the validity.
Lowest rating option is placed on the left side of the mat
COPM step 5: reassessment
(i) Choose the same scales as in steps 3 and 4

Table 2: Interview guide, focus groups.

Research questions: how is the utility of COPM using TM as a
supportive tool? Does it promote the client-centered approach?
How, when, and under which circumstances?
Consensus was not the purpose of the focus groups; rather, the
purpose was to identify different perspectives. Scores of the
individual questionnaires hung on the wall and were visible to
everyone. The scored questionnaires were the basis for the
interview.
1. Preliminary questions
Started with a two-minute individual reflection, followed by a
round where everyone got the chance to talk
(a) What are your immediate thoughts?
(b) What is the first thing you notice?
2. In-depth questions, following themes in the questionnaire
Client role:
(a) How did the interview form affect the client’s engagement,
understanding, and reflection?
(b)Did the use of TMmake a difference in the client’s role during the
COPM interview?
(c) How? Pros and cons?
(d) Consider the possible reasons. Give examples (how, when, and
under what circumstances)
OT role:
(a) How did the interview form affect the OT’s understanding of the
client’s views?
(b) Did the use of TM make a difference in the OT’s role during the
interview?
Aim of COPM:
(a) Did TM make a difference in reaching the goals of a COPM
interview?
(b) How? Pros and cons?
(c) Consider the possible reasons. Give examples (how, when, and
under what circumstances)
3. Final questions
(a) Is there something we need to get around?
(b) Are there other important experiences you have seen?
(c) What is your immediate assessment of the effect of using TM in
the COPM interview, considering this particular client?
(d) How do you assess the client-centered approach, comparing the
COPM interview with and without the use of TM?
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was inspired by Yin’s recommendations [27]. Both the qual-
itative and quantitative data of each client were analysed sep-
arately, identifying the outcomes andmain topics relevant for
the study. The quantitative data were analysed descriptively
with each client as one unit, according to the case study
method [27]. Each interview was transcribed and analysed
by dividing text into meaning units and labelled with codes.
Afterwards, the codes of all six interviews were compared
and sorted into categories. Discussion of the content of the
categories resulted in four themes, all related to the quality
of the COPM [28]. Finally, outcomes and themes were ana-
lysed across the six cases, using the qualitative analysis as
supporting evidence for the quantitative data.

3. Results

The study included four men and two women (51–60 years).
An overview of the clients’ gender, age, cause of brain injury,
and communication skills is presented in Table 3.

The results of how the two types of interview influenced
the quality of the COPM are presented within four themes:
(1) how TM affected the completion of the COPM interview;
(2) how TM affected a client-centered approach; (3) how TM
affected the quality of the dialogue in the COPM interview;
and (4) how the use of TM in the COPM interview empow-
ered the client.

3.1. How TM Affected Completion of the COPM Interview.
Table 4 shows to what extent the steps of the COPM were
completed, comparing the COPM interview supported by
TM to the regular COPM interview.

It shows that the benefits of using TM as a supportive tool
were related to the first two steps of the COPM, which iden-
tified the client’s perception of the OP and the importance
ratings of the daily activities. In a total of 30 scores, 25 was
scored to complete steps 1 and 2 to a higher degree, when

using TM, compared to a score of 16 in the regular COPM
interview. Studying the videoed interviews, it was obvious
that especially two of the clients had the advantage of using
TM during the first two steps of the COPM. An evaluator
said, concerning these two clients, “The OT does not have
to guess what they [client 2 and 5] mean, she [the OT] can
get clear answers, and you actually feel that their [OT and
clients] dialogue goes in depth …” With client 2, the benefit
from using TM was obvious, as the client was unable to iden-
tify OP issues in the regular COPM interview, whereas in the
COPM interview using TM, the client identified 18 OP
issues. With client 5, the descriptions of the OP were more
nuanced when using TM. Comparing the scores concerning
to what extent steps 3 and 4 were completed, the evalua-
tion team concluded there was no obvious difference in
the two types of interview. Altogether, the evaluation team
agreed that five of the six clients profited from using TM
in the COPM, while one did not. This will be elucidated
in the following.

3.2. How TM Affected a Client-Centered Approach. The
members of the evaluation team scored the items under-
standing, reflection, and engagement for each client in both
types of interview. Since the item understanding the question
is a condition for reflecting, the focus was on the items reflec-
tion and engagement. The scores of the clients’ engagement
and reflection in the two different types of COPM interviews
are presented in Table 5.

The scores of the clients when using TM increased the
engagement with clients 2-5. No differences in engagement
were seen with clients 1 and 6. The evaluation team also
noted that clients 2-5 supplied their answers with more
elaboration and explanation in the COPM interview when
using TM and that these interviews had more characteris-
tics of a dialogue with interaction between the client and

Table 3: Included clients.

Client Age Type of brain injury Communication skills

(1) Male 55 Multiple sclerosis Uses alphabet board, answers by eye blink

(2) Female 60 Cerebral palsy Uses alphabet board and pictograms, verbally expresses “yes” and “no”

(3) Male 51 Trauma Uses pictures and pictograms, answers by mimics and body language

(4) Female 55 Stroke Uses touch pad, expresses herself by body language and sounds

(5) Male 52 Cerebral palsy Expresses himself verbally

(6) Male 51 Stroke Expresses “yes” and “no” by nodding and shaking his head

Table 4: To what extent the steps of the COPM were completed.

COPM with TM COPM
To a higher

degree
To a lesser
degree

Not scored
To a higher

degree
To a lesser
degree

Not scored

COPM step 1 (problem definition)
25 2 3 16 9 5

COPM step 2 (rating importance)

COPM step 3 (scoring performance) 20 7 3 22 4 4

COPM step 4 (scoring satisfaction) 19 6 5 21 4 5

The table shows the distribution of the total scores. Each of the five evaluators scored six clients (n = 30). To a higher degree combined scores “to a large extent”
and “to some extent.” To a lesser degree combined scores “to a lesser extent” and “not at all.”
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the OT. With client 2, the evaluation team even noted that
this client had a considerably higher arousal, attention,
and participation with the support of TM and that her
perspectives were clearer.

Clients 1-5 showed increased ability to reflect on ques-
tions in the COPM with TM. These clients used the rating
scales in a more diverse way, repositioned the TM images,
and paused before answering. This was the opposite with
client 6, who increased his reflections in the regular
COPM compared to the COPM supported by TM, as he
explained and expressed more perspectives. Overall, he
seemed to be at more ease when talking about his daily
activities in the regular COPM compared to the COPM
with TM.

3.3. How TM Affected the Quality of the Dialogue in the
COPM Interview. In four of the six cases, the use of TM
increased the quality of the COPM interview because of a
more successful dialogue. In these four cases, there was a
match between the client’s assumptions and the TMmaterial,
and thus, an in-depth dialogue, an increased client reflection,
and the OT’s understanding of the client’s perspectives were
supported. In the last two cases, TM did not influence the
COPM interview positively, as the dialogue became too
closed and structured.

TM as a supportive tool in the COPM interview primarily
affected the first two steps of the COPM, as seen in Table 4.
The evaluation team noted within step 1 that the visual mate-
rial in TM promoted the client’s achievement and kept an
overview of the dialogue. An evaluator said, “His overview
decreases in the [regular] COPM when he is supposed to pri-
oritize the most important occupational issues. On the other
hand, he is actually able to do so, when TM is involved …”
TMmade it clear to both clients and OTs what topic the con-
versation was concerned with and that TM motivated most
clients. TM provided an overview of the client’s answers after
each step of the COPM. The evaluation team also found that
TM qualified the preparation of the COPM. An OT said, “…
having made the decision of using TM as a supportive tool,
the process of prioritizing symbols and images, designing rat-
ing scales and considering how to use the mats and images,
surely qualified my preparation ….”

Using TM also promoted clearer answers from the
clients. Because of the images and mats, the OTs could not
continue the COPM to the next step until the current step
was completed. An evaluator said, “… the symbol must
be physically placed on the mat, before the interview con-
tinues ….” The evaluation team noted that the use of TM
decreased doubts and the need for clarifying questions.
The visual material made answers clearer and gave the
clients the opportunity to ask questions that were not pos-
sible without the visual material (see example of mat and
pictures in Appendix 2); i.e., using TM promoted the possi-
bility of asking open-ended questions for client 4, whereas
the regular COPM interview was dominated by closed
questions. Client 6 was the only client who expressed that
using TM affected the quality of the dialogue in a negative
way. An evaluator said, “... but I do not think he gets the
same opportunity in COPM with TM to expand his

answers … I have this feeling that he would have liked to
say something more ....”

3.4. How the Use of TM in the COPM Interview Empowered
the Client. The evaluation team noticed examples of clients
taking the lead in the COPM, being able to follow the prog-
ress, and maintaining an overview to a higher degree than
normal when using TM. An evaluator said the following
about client 5: “… in the [regular] COPM, it is much more
the OT who controls the course of the battle and he [the
client] has no opportunity to play an active role and be in
control of the situation and decide what to talk about. TM
simply promotes this….” It was clear that TM promoted cli-
ents’ empowerment when they were able to point insistently
at the pictures, used images and mats to make themselves
understandable, and came forward with their opinions. Fur-
thermore, it appeared that client 5 focused on the images and
mats rather than on the OT and her direct recognition of his
responses. The evaluation team found that client 5’s answers
were more contemplated, concise, and uncertain in the regu-
lar COPM compared to the COPM supported by TM. Thus,
the interviewer effect seemed to be reduced when using TM
as a supportive tool. The same was identified with client 1:
“... in the COPM, the OT sits on her side of the table with
the paper, and she take notes and takes some time to do that.
Here [in COPMwith TM] they are always in a position to put
things up and he [the client] can constantly follow the pro-
cess. In some sense, he has more ownership in COPM with
TM. He [the client] takes responsibility for the mat and
begins to reorganize the images, and asks for some images
to be taken off again. It shows that he [the client] has more
influence on the situation and a larger overview than within
the regular COPM.” With client 4, the OT spoke more in
the regular COPM than when using the TM. Client 4’s influ-
ence was more applicable in COPM with TM: “You [OT]
speak much more during the regular COPM-interview, try-
ing to get her [client 4] opinion forward. In COPM with
TM, you speak less, and she [client 4] has much more sound
in her voice, supporting what she thinks and she takes the ini-
tiative to take the images. In fact, she becomes a bit impatient
at one point [in the regular COPM-interview] ….”

4. Discussion

The main findings showed that using TM increased the
chances for clients with cognitive and communicative
impairments following a brain injury to fill out the COPM,
especially within the two first steps. In most cases, TM
empowered and increased a client-centered approach and
affected the quality of the dialogue between the clients and
the OTs in a positive way.

4.1. How TMAffected the Completion of the COPM Interview.
The benefits of using TM as a supportive tool in the COPM
interview seemed to be related to the first two steps of
COPM. This might be due to the OT’s lack of routine in
using TM as a supportive tool when choosing and apply-
ing an appropriate number of mats [29]. Another explana-
tion could be that the interviews supported by TM took a
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longer time than the ordinary COPM interview (additional
10–50min). Consequently, the client might have spent
more resources in completing the first half of the interview
with TM than the second half due to fatigue or loss of
concentration. Thus, dividing the interview into two parts
might have been beneficial. This is in line with recommen-
dations by Law et al., who point out that the OT should
not hesitate to be creative and to complete the COPM
interview in an adaptive way [14]. Another perspective
could be that TM is new to the client, and more experi-
ence with TM may change the result. The Evaluation of
the Talking Mats Method—Used with People with Demen-
tia states that people with dementia found it easier to
use TM on the third attempt [30]. A last consideration
could be that TM is simply more beneficial in the first
two steps in the COPM interview in order to provide
structure and overview in the beginning for the client.

4.2. How the Use of TM Empowered the Clients and Affected a
Client-Centered Approach. The study shows that the use of
TM as a supportive tool in the COPM interview has the
potential to increase the clients’ empowerment by supporting
their ability to keep an overview, actively participate by plac-
ing and replacing images, and constantly follow the progress
of the interview. These findings are in agreement with results
from other studies related to dementia [20, 24, 31]. The eval-
uation team found it obvious that what really mattered in
empowering the client was how the OT played the role as
an interviewer and how the interview form was prepared.
According to Brinkmann and Kvale, a semistructured and
qualitative interview always has an inherent asymmetry
between two parties, as it is the interviewer who asks, initi-
ates, and defines the interview [32]. The interviewer in the
COPM interview strives for a free and equal dialogue, and
if the interviewer is not aware of the asymmetric relationship,
the interview situation can become a manipulative conversa-
tion with a more or less hidden agenda, with the right of
interpretation by the interviewer [32]. When the interviewed
has cognitive and communicative difficulties, enabling the
client’s power is a challenge for the OT. Thus, the role of
the OT as an interviewer should be given extra attention.
Therefore, the interviewer should thoroughly assess whether
his or her skills meet the requirement of the following issues
at the same time. The interviewing skills, including the
awareness of potential asymmetry, manage to adapt the
interview form to the client’s abilities to participate and keep
an overview, succeed in engaging the client in the interview
and in giving the client ownership, and ensure that the client
is being heard and understood. Being aware of the inter-
viewers’ influence when interviewing people with little or
no speech and the risk of “putting words into the inter-
viewee’s mouth,” when selecting the themes before the inter-
view, is also mentioned by Brewster [33]. Even though the
OT preselected images that were considered to be relevant
to the client when using TM in the COPM interview in this
study, the evaluation team identified an example (client 6),
where “words seem to be put in the client’s mouth”: “[...] in
COPM with TM, it is the OT who is in power of controlling
the direction of the interview. In the regular COPM, it is

rather him [client 6] who starts and you [the OT] as inter-
viewer, who guides him to move on from the path that he
himself initially chose. In COPM with TM, the OT puts out
the tracks and he will follow them. I think, seeing this, there
is a risk that what is really important to him, does not
appear.” Based on this interpretation, the evaluation team
concluded that TM was not used as intended with this client.

4.3. The Utility of TM and How TMAffected the Quality of the
Dialogue in the COPM Interview. Whether or not TM is rel-
evant should be based on the OT’s knowledge of the clients’
cognitive and communicative capacity, and we suggest that
OTs follow our inclusion criteria. If the client has a higher
cognitive level of function or communicative skills than the
participants in this study, TM might restrict the dialogue
and not unleash the full potential of the client. Conversely,
if the client does not have the sufficient cognitive level of
functioning to understand and engage with the remedies
used in TM, or if visual impairment prevents the client from
seeing symbols and mats, TM involvement could adversely
affect the client’s motivation and commitment in a negative
way. Despite the use of our inclusion criteria, we experienced
that TM involvement was inhibiting the quality of the inter-
view in a negative way for one of the clients. This client
wished to say more and to elaborate on the subjects more
than the interview form enabled.

It is also relevant to consider to which extent the OT’s
experience in using TM with COPM can impact the quality
of the dialogue. Schön’s description of “The Reflective Practi-
tioner” [29] points out that the more familiar and experi-
enced a practitioner is with a particular method, the more
the practitioner will be aware of the signs and signals during
the interview and able to immediately graduate and adapt
accordingly to “reflection in action” [29]. This point of view
is supported by the COPMmanual: “the therapist should fol-
low the client’s lead in dealing with different areas as they
arise in the interview” [14]. Based on these considerations,
it might be relevant to repeat the study with OTs who are
more experienced in the application of TM to the COPM.

4.4. Methodological Considerations. The study had several
limitations. Firstly, the small number of clients included pro-
vided limited evidence for the results. Secondly, the study
only took the perspective of professionals, which may seem
inappropriate, since the study was interested in clients’ active
participation. Thirdly, the design of the study could be ques-
tioned. Comparing two methods of completing the COPM
with the same client 10 days apart may have affected the
validity. In addition, the OTs were relatively inexperienced
in using TM. A larger-scale study and a study including
OTs with more experience using TM as a supportive tool in
the COPM interview would increase the validity. Still,
because of the complexity of these clients’ situations and with
their different reasons for not being able to complete the
regular COPM interview, the design is considered appropri-
ate. In spite of the limitations, the study could contribute to
OTs’ praxis, which focuses on adults with communication
and cognition impairments following a brain injury.
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In the present study, TM supported the steps and the
completion of the COPM interview, as the aim was to fill
out the COPM. The COPM was the focus at all times, and
the method was not altered in any way. TM was used instead
of help from relatives or caregivers to find an alternative,
which may have been a better way to fill out the COPM
and thereby enhance a client-centered practice.

5. Conclusion

It seems that TM has the potential to support a
client-centered approach, empower the clients, and increase
the quality of the dialogue, when used as a supportive tool
in the COPM. With this study, we therefore carefully suggest
using TM as a supportive tool in the COPM for certain cli-
ents with cognitive and communicative impairments follow-
ing a brain injury, when COPM is used as a basis for goal
setting rather than an outcome-measuring tool. Our findings
confirm the results of other studies, in that OTs should be
careful when using COPM as an outcome measure with cli-
ents with cognition impairments. Finally, we recommend
that a larger-scale study should be conducted in order to con-
firm our results before a final recommendation to use TM in
the COPM is given.
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Appendix 1: “questionnaire covering three areas related to
the level of client-centeredness” shows the questionnaire that
the evaluation team has used to score the compliance and
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of a completed COPM interview supported by Talking
Mats.” The example includes occupational performance
within self-care, productivity, and leisure. (Supplementary
Materials)

References

[1] A. Carswell, M. A. McColl, S. Baptiste, M. Law, H. Polatajko,
and N. Pollock, “The Canadian Occupational Performance
Measure: a research and clinical literature review,” Canadian
Journal of Occupational Therapy, vol. 71, no. 4, pp. 210–222,
2004.

[2] H. Colquhoun, L. Letts, M. Law, J. MacDermid, and
M. Edwards, “Feasibility of the Canadian Occupational

Performance Measure for routine use,” British Journal of
Occupational Therapy, vol. 73, no. 2, pp. 48–54, 2010.

[3] A. Warren, “An evaluation of the Canadian Model of Occu-
pational Performance and the Canadian Occupational Per-
formance Measure in mental health practice,” British
Journal of Occupational Therapy, vol. 65, no. 11, pp. 515–521,
2002.

[4] N. Jenkinson, T. Ownsworth, and D. Shum, “Utility of the
Canadian Occupational Performance Measure in
community-based brain injury rehabilitation,” Brain Injury,
vol. 21, no. 12, pp. 1283–1294, 2007.

[5] M. A. McColl, M. Law, S. Baptiste, N. Pollock, A. Carswell, and
H. J. Polatajko, “Targeted applications of the Canadian
Occupational Performance Measure,” Canadian Journal of
Occupational Therapy, vol. 72, no. 5, pp. 298–300, 2005.

[6] C. A. Trombly, M. V. Radomski, C. Trexel, and S. E.
Burnett-Smith, “Occupational therapy and achievement of
self-identified goals by adults with traumatic brain injury:
phase II,” The American Journal of Occupational Therapy,
vol. 56, no. 5, pp. 489–498, 2002.

[7] A. E. Larsen and G. Carlsson, “Utility of the Canadian Occupa-
tional Performance Measure as an admission and outcome
measure in interdisciplinary community-based geriatric reha-
bilitation,” Scandinavian Journal of Occupational Therapy,
vol. 19, no. 2, pp. 204–213, 2012.

[8] N. Pollock, “Client-centered assessment,” American Journal of
Occupational Therapy, vol. 47, no. 4, pp. 298–301, 1993.

[9] A. Stevens, A. Beurskens, A. Köke, and T. van der Weijden,
“The use of patient-specific measurement instruments in the
process of goal-setting: a systematic review of available instru-
ments and their feasibility,” Clinical Rehabilitation, vol. 27,
no. 11, pp. 1005–1019, 2013.

[10] E.Wressle, J.Marcusson, andC.Henriksson, “Clinical utility of
the Canadian Occupational Performance Measure - Swedish
version,” Canadian Journal of Occupational Therapy, vol. 69,
no. 1, pp. 40–48, 2002.

[11] E. Wressle, A. M. Eeg-Olofsson, J. Marcusson, and
C. Henriksson, “Improved client participation in the rehabili-
tation process using a client-centred goal formulation struc-
ture,” Journal of Rehabilitation Medicine, vol. 34, no. 1,
pp. 5–11, 2002.

[12] W. M. M. Levack, S. G. Dean, R. J. Siegert, and K. M.
Mcpherson, “Navigating patient-centered goal setting in
inpatient stroke rehabilitation: how clinicians control the
process to meet perceived professional responsibilities,”
Patient Education and Counseling, vol. 85, no. 2, pp. 206–213,
2011.

[13] M. Ponte-Allan and G. M. Giles, “Goal setting and functional
outcomes in rehabilitation,” The American Journal of Occupa-
tional Therapy, vol. 53, no. 6, pp. 646–649, 1999.

[14] M. Law, S. Baptiste, A. Carswell, M. A. McColl, H. Polatajko,
and N. Pollock, The Canadian Occupational Performance
Measure, CAOT Publications ACE, Ottawa, Canada, 5th
edition, 2014.

[15] J. Murphy and L. Cameron, “The effectiveness of Talking
Mats® with people with intellectual disability,” British Journal
of Learning Disabilities, vol. 36, no. 4, pp. 232–241, 2008.

[16] R. Coates, C. Irvine, and C. Sutherland, “Development of an
aphasia-friendly Canadian Occupational Performance Mea-
sure,” British Journal of Occupational Therapy, vol. 78, no. 3,
pp. 196–199, 2015.

10 Occupational Therapy International

http://downloads.hindawi.com/journals/oti/2019/9367315.f1.doc
http://downloads.hindawi.com/journals/oti/2019/9367315.f1.doc


[17] J. Murphy, C. M. Gray, T. van Achterberg, S. Wyke, and
S. Cox, “The effectiveness of the Talking Mats framework
in helping people with dementia to express their views on
well-being,” Dementia, vol. 9, no. 4, pp. 454–472, 2010.

[18] J. Bornman and J. Murphy, “Using the ICF in goal setting: clin-
ical application using TalkingMats,”Disability and Rehabilita-
tion. Assistive Technology, vol. 1, no. 3, pp. 145–154, 2006.

[19] J. Murphy, S. Tester, G. Hubbard, M. Downs, and
C. MacDonald, “Enabling frail older people with a communi-
cation difficulty to express their views: the use of Talking Mats
as an interview tool,” Health & Social Care in the Community,
vol. 13, no. 2, pp. 95–107, 2005.

[20] J. Murphy, C. M. Gray, and S. Cox, “The use of TalkingMats to
improve communication and quality of care for people with
dementia,” Housing, Care and Support, vol. 10, no. 3,
pp. 21–28, 2007.

[21] U. Ferm, A. Sahlin, L. Sundin, and L. Hartelius, “Using Talking
Mats to support communication in persons with Huntington’s
disease,” International Journal of Language & Communication
Disorders, vol. 45, no. 5, pp. 523–536, 2010.

[22] J. Murphy and S. Boa, “Using the WHO-ICF with Talking
Mats to enable adults with long-term communication diffi-
culties to participate in goal setting,” Augmentative and
Alternative Communication, vol. 28, no. 1, pp. 52–60, 2012.

[23] World Health Organization, International Classification of
Functioning, Disability and Health : ICF, World Health
Organization, 2001.

[24] T. Oliver, J. Murphy, and S. Cox, “‘She can see how much I
actually do!’ Talking Mats®: helping people with dementia
and family carers to discuss managing daily living,” Housing,
Care and Support, vol. 13, no. 3, pp. 27–35, 2010.

[25] J. Murphy and T. Oliver, “The use of Talking Mats to support
people with dementia and their carers to make decisions
together,” Health & Social Care in the Community, vol. 21,
no. 2, pp. 171–180, 2013.

[26] B. Crosson, P. P. Barco, C. A. Velozo et al., “Awareness and
compensation in postacute head injury rehabilitation,” The
Journal of Head Trauma Rehabilitation, vol. 4, no. 3,
pp. 46–54, 1989.

[27] R. K. Yin, Case Study Research : Design and Methods, Sage
Publications, Los Angeles, CA, USA, 4th edition, 2009.

[28] U. H. Graneheim and B. Lundman, “Qualitative content anal-
ysis in nursing research: concepts, procedures and measures to
achieve trustworthiness,” Nurse Education Today, vol. 24,
no. 2, pp. 105–112, 2004.

[29] D. A. Schön, The Reflective Practitioner: How Professionals
Think in Action, Basic Books, 1983.

[30] K. Pedersen, Evaluation of the Talking Mats Method - Used
with People with Dementia, Kommunikationscentret Hillerod,
Hillerod, Denmark, 2015.

[31] C. C. Reitz and R. Dalemans, “The use of ‘Talking Mats’ by
persons with Alzheimer in the Netherlands: increasing shared
decision-making by using a low-tech communication aid,”
Journal of Social Inclusion, vol. 7, no. 2, pp. 35–47, 2016.

[32] S. Brinkmann and S. Kvale, InterViews : Learning the Craft of
Qualitative Research Interviewing, Sage Publications, Los
Angeles, CA, USA, 3rd edition, 2015.

[33] S. J. Brewster, “Putting words into their mouths? Interviewing
people with learning disabilities and little/no speech,” British
Journal of Learning Disabilities, vol. 32, no. 4, pp. 166–169,
2004.

11Occupational Therapy International


	Canadian Occupational Performance Measure Supported by Talking Mats: An Evaluation of the Clinical Utility
	1. Introduction
	2. Materials and Methods
	2.1. Inclusion
	2.1.1. Client Recruitment Phase 1
	2.1.2. Client Recruitment Phase 2
	2.1.3. Client Recruitment Phase 3
	2.1.4. OT Recruitment

	2.2. Intervention
	2.2.1. The COPM Interview
	2.2.2. Talking Mats
	2.2.3. Educating OTs in Using TM
	2.2.4. Adapting Material of TM to the COPM Interview
	2.2.5. Conducting the COPM Interviews

	2.3. Data Analysis
	2.3.1. The Questionnaire
	2.3.2. The Focus Group Interviews


	3. Results
	3.1. How TM Affected Completion of the COPM Interview
	3.2. How TM Affected a Client-Centered Approach
	3.3. How TM Affected the Quality of the Dialogue in the COPM Interview
	3.4. How the Use of TM in the COPM Interview Empowered the Client

	4. Discussion
	4.1. How TM Affected the Completion of the COPM Interview
	4.2. How the Use of TM Empowered the Clients and Affected a Client-Centered Approach
	4.3. The Utility of TM and How TM Affected the Quality of the Dialogue in the COPM Interview
	4.4. Methodological Considerations

	5. Conclusion
	Data Availability
	Conflicts of Interest
	Acknowledgments
	Supplementary Materials

