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Section 1: Nature of Problem/Problem Identification

Individuals who undergo a serious medical condition that results in the need for intensive
rehabilitation, including occupational therapy (OT) services, are often admitted to the post-acute
care (PAC) setting of an inpatient rehabilitation facility (Medicare, n.d.). Musculoskeletal
conditions are often seen in the inpatient rehabilitation facility (IRF), and include but are not
limited to fractures, sprains, osteoarthritis, rheumatoid arthritis, low back pain, and amputations.
Worldwide, there are approximately 1.71 billion people impacted by musculoskeletal conditions
(World Health Organization, 2022). In the inpatient rehab facility (IRF) setting, intervention is
often focused solely on basic activities of daily living (BADL) interventions for quality indicator
scoring, which can lead to neglect of instrumental activities of daily living (IADL) training.
Although clients may feel like experts with upper body dressing, lower body dressing, toileting,
bathing, grooming, and feeding (all self-care tasks or BADLS), they often do not feel ready to
engage in higher level occupations that are necessary to be independent in the home and
community. Examples of IADL training often neglected due to a focus on basic self-care tasks
with clients include higher level occupations such as household management tasks, meal
preparation, and community reintegration. This may require the OT to recommend 24/7
supervision at discharge for safety in the home, as they have not been able to assess and address

higher level tasks to classify the patient as fully independent.

Synthesis of Literature

Musculoskeletal conditions are defined as conditions that affect multiple body areas or

systems, bones, joints, and muscles. These types of conditions are the highest contributing cause



of the need for rehabilitation globally, and the number of musculoskeletal conditions are rapidly
increasing as the population ages (World Health Organization, 2022). Examples of
musculoskeletal conditions include but are not limited to rheumatoid arthritis, osteoarthritis, back
and neck pain, amputation, gout, sarcopenia, psoriatic arthritis, spondyloarthritis, fragility
fractures, traumatic fractures, and osteopenia (World Health Organization, 2022). Patients who
experience a musculoskeletal condition may be unprepared to complete IADLs at home;
however, to be independent in daily living, it is essential that one be able to perform both ADLs
and IADLs successfully (Wang et al., 2020). IADL limitations are more common than ADL
limitations in the general older adult population (Cwirlej-Sozanska, 2019), and IADL deficits are
even more prevalent for those with musculoskeletal conditions. Individuals 65 years of age and
older with an orthopedic disorder have a higher dependence on caregivers for basic ADLs and
IADLs than other older adults, with the greatest limitations experienced in IADL occupations
(Mercan et al., 2021). Clients with musculoskeletal conditions commonly receive rehabilitation

in inpatient settings to increase functional performance for return to home.

The inpatient rehabilitation facility is a rehabilitation unit in an acute-care hospital or a
free-standing rehabilitation hospital in which the client must be able to tolerate three hours of
therapy per day (Centers for Medicare and Medicaid Services, 2023). In the IRF setting,
occupational therapy sessions last 60 to 90 minutes for at least 5 out of 7 days. Although the
Occupational Therapist (OT) may design interventions for the sessions such as occupation-based
intervention, IADL intervention, exercise or neuro-muscular re-education, the sessions often are
focused solely on basic ADLSs such as toileting, bathing, dressing, grooming, and oral hygiene
due to the quality indicator scoring in the IRF setting. Section 3004(b) of the Patient Protection

and Affordable Care Act (ACA) of 2010 mandated that inpatient rehabilitation facility reporting



requirements be created by the inpatient rehabilitation facility quality reporting program. The
assessment data in the post-acute care setting of an inpatient rehabilitation facility has to be
standardized due to the requirements of the Improving Medicare Post-Acute Care
Transformation (IMPACT) Act of 2014. The focus of the quality indicator scoring is to improve
care coordination and discharge planning (Centers for Medicare and Medicaid Services, 2023).
The scoring is completed using GG codes, which is a standardized assessment utilized in this
post-acute care setting (PAC), specifically through section GG Self-Care (Activities of Daily
Living) and Mobility Items (American Occupational Therapy Association, 2022). Quality
reporting using GG codes for occupational therapy in the IRF setting includes entering a score
based on the percentage of assistance and/or level of assistance which the patient needs at
evaluation; scores for goals with the level of assistance/independence that patients are projected
to achieve at discharge are also entered at this time. Scores are assessed again at progress
summary (every 7-10 days) and again at discharge for current GG scores in areas of self-care
such as bathing and dressing. The GG section does not include higher level occupations, making

them less likely to be addressed in rehabilitation.

Another reason OT sessions in inpatient rehabilitation are often focused on only basic
ADLs is due to timing of morning sessions and the patient may not be ready yet for the day when
rehabilitation providers arrive, therefore the occupational therapist (OT), speech language
pathologist (SLP) or physical therapist (PT) may have to assist with BADLs, taking away from
other planned interventions. This causes stress for the OT, PT, SLP, nurse and patient and may
impact the patient’s success with their therapies due to inability to address areas beyond BADLs
(Rettke et al., 2015). An observational study was conducted on nurses’ perceptions of patients’

readiness for morning therapy sessions in an inpatient rehabilitation setting, due to patients often



being unprepared for morning rehabilitation in this setting. The study utilized the MATRIX
staffing grid which predicted which patients would need more time to get ready in the morning
for their therapy session; however, nursing assessments and perceptions were not accurate in
predicting those who would need more time (Stitt et al., 2022). Although the MATRIX staffing
grid scores did not align with the nurses’ perceptions of patient preparedness for morning therapy
sessions, the higher scores on the grid did predict which patients would need additional time to
get prepared in the mornings. This evidence could be utilized to support the need for nursing
education and awareness for nursing to assist patients getting ready for morning therapy sessions
so that therapies including occupational, physical and speech therapy may focus on other planned
interventions. The proposed capstone will be focusing on IADL intervention-based activities, as
IADL interventions encompass skills necessary for independent living (Hopkins et al., 2017).
Patients in inpatient rehabilitation need more time engaged in valued occupations, including

IADLs, to support optimal functioning.

Another observational study focused on the inactivity of patients on inpatient
rehabilitation during non-rehabilitation days, which showed significant differences in activity
levels, resulting in the authors suggesting an individualized program which could be utilized
outside of rehabilitation sessions (Kim et al., 2023). The literature shows the need for increased
activity and participation outside of rehabilitation sessions in the IRF setting. An observational
study was completed in inpatient rehabilitation from 8 am — 4 pm on a Tuesday and Sunday
looking at engagement in physical, cognitive, and social activities (McRae et al., 2020). This
study showed a median of only 7% of patients’ days were spent standing or walking, and that
62%-87% of their days were spent in their room; 22%-40% of their time was spent sleeping or

resting and 74%-86% spent alone (McRae et al., 2020). On Tuesday, 0% of their day was



reported in self-care and on Sunday, only 6% of their day was spent doing self-care, with no
reported time spent on IADLs (McRae et al., 2020). There is a great need for the OT discipline to
address IADLs in rehabilitation to better prepare for a safe discharge to home. As IADLs are
often neglected in inpatient rehabilitation, the proposed capstone could support the need for other
disciplines who are part of the medical team, such as nursing and nursing aides, to assist with
BADLSs to promote increased activity levels and improved readiness for morning rehabilitation

sessions which could allow more time for OTs to address higher level occupations.

There is a great need for OT to be incorporated in the treatment team in the post-
surgical/non-surgical plan in individuals with musculoskeletal conditions. A study found that the
highest number of individuals with musculoskeletal conditions identified higher level
occupations such as housework to cause the most difficulty for functional performance (Stamm
et al., 2016). Another study examined the impact of an IADL occupation-based orthopedic
program on discharge readiness. This study found outcomes including higher subjective
preparedness for IADL participation at discharge in areas such as cooking, cleaning and caring
for pets, but the researcher identified the need for further research in this area (Crum, 2011). In a
recent randomized controlled trial, OT addressed ADLSs, indoor IADLSs, and outdoor IADLSs in
individuals who were post-operative due to a hip fracture; assessments utilized included the
Klein-Bell ADL scale to assess ADLs and IADLSs, and the Disability Rating Index modified. The
study found that participants with hip fractures who had OT demonstrated greater ability to
perform ADLs/IADLs at discharge, which demonstrates increased functional performance to
return home for community reintegration (Hagsten et al., 2021). This supports the need for IADL
training in addition to ADL training to improve independence in this population, and the need for

completion of the proposed capstone to promote return to home to the community. Other



research has found that individuals with the musculoskeletal condition of arthritis significantly
differed over time in their IADL performance with increasing limitations, compared to
individuals that did not have arthritis (Shin & Kim, 2022). The literature also suggests that a
community dwelling adult’s ability to manage their ADLs and IADLs may help to improve or
maintain their health-related quality of life (Liang et al., 2022). If IADLSs are not addressed
during inpatient rehabilitation, clients may not be prepared to perform these higher-level

occupations at home after discharge.

It is imperative to address IADL intervention with clients receiving OT services to ensure
independence and safety to live alone. IADLs include home management, money management,
medication management, meal management, utilizing the phone to make and receive calls, and to
get from place to place even if that is through public transportation (Alberta, 2023). There was a
phenomenological study completed in which a clinic makeover occurred where arm bikes and
range of motion arcs were removed and occupation-based tasks were incorporated such as pet
care, money management, IADLs, ADLs and leisure activities (Stav & Herman, 2022). This
study found that occupation-based intervention helped to distinguish the occupational therapy
discipline from other professions and found enhanced outcomes from occupation-based practice
being implemented, including quality of life and positive health (Stav et al., 2012). However, the
article also describes the challenges to adopt the occupational focus which needs strong
leadership from occupational therapists and rehabilitation managers to overcome challenges to

implementation, such as time constraints and facility culture (Stav & Herman, 2022).

Overall, the literature shows the importance of inpatient rehabilitation to promote
functional performance, the need for activity outside of therapies in the IRF setting, the

importance of occupational therapy for clients with musculoskeletal conditions, and the necessity



of addressing IADLs in inpatient rehabilitation for this population. However, there is a need for
more research to be completed on the specific interventions which serve most beneficial to the
clients admitted to the IRF setting to promote improved functional outcomes and discharge

readiness from the post-acute care setting of the inpatient rehabilitation facility.

Problem Statement

Due to the pressure of achieving optimal outcomes for BADLS for the purpose of
reimbursement in inpatient rehabilitation settings, IADLSs are often neglected in skilled OT
intervention for clients with musculoskeletal conditions. However, to enable functional
participation and performance, therapeutic use of everyday occupation should be incorporated
into the occupational therapy plan of care (American Occupational Therapy Association,
2020). Research needs to be conducted to examine the impact of IADL training on quality
indicator scoring and the patient’s perceptions of discharge readiness for individuals admitted
with a musculoskeletal condition to the inpatient rehabilitation setting to support improved
patient outcomes. By incorporating IADLSs into treatment sessions led by the occupational
therapist, it is hypothesized that the patient’s quality indicator scoring for basic ADLs will
improve, as well as patients’ readiness level to discharge home as measured by perceived
readiness for hospital discharge through the Readiness for Hospital Discharge Scale (RHDS;

Weiss, n.d.a, n.d.b).

Purpose Statement

The purpose of this study is to determine the impact that instrumental activities of daily living
(IADL) intervention and training has on individuals’ perceived discharge readiness and quality

indicator scoring for those admitted to an inpatient rehabilitation facility with a musculoskeletal



condition. This research may improve the quality of care for clients admitted to the inpatient
rehabilitation setting with a musculoskeletal condition by promoting inclusion of broader areas
of occupation into occupational therapy intervention as a standard of care to promote optimal

outcomes.

Research Question(s)

1) What impact does IADL intervention have on quality indicator scoring and perceived
discharge readiness?

2) Is there a difference in perceived discharge readiness for clients whose sessions include
IADL intervention as compared to clients whose sessions only focus on BADL
intervention?

3) Is there a difference in quality indicator scores at discharge for clients whose sessions
include IADL intervention as compared to clients whose sessions only focus on BADL

intervention?

Theoretical Framework

The theoretical framework used to shape this study is the Canadian Model of
Occupational Participation (CanMOP) in which the central focus of the capstone is on
occupational participation (Chien, 2024). The CanMOP model has two essential considerations
including occupational possibilities and purpose and meaning while considering the individual’s
needs, relationships and history. The proposed capstone will do this through ensuring prior level
of function was independent with all ADLs/IADLs, as well as that the client wants to establish
goals to return back home independent with all ADLs/IADLs. Clients’ occupational history and

meaning will also be incorporated to determine what IADLs will need to be addressed during
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intervention. To assess outcome of intervention, patients in the intervention and comparison
groups will complete the Readiness for Hospital Discharge Scale (RHDS), modified by the
researcher with two questions added. The participants will complete the questionnaire at the start
of care (time of evaluation) to determine baseline levels of discharge readiness and again at
discharge for the occupational therapist to functionally measure the patient’s self-perception of
discharge readiness to home. The RHDS is an outcome measure that enables healthcare
providers to recognize the patient’s perception of their discharge readiness to home from acute

hospitalization (RHDS; Weiss, n.d.a, n.d.b).

The other outcome measure that will be used in this study is quality indicator scoring
(American Occupational Therapy Association, 2022). Quality reporting using GG codes for
occupational therapy in the IRF setting includes entering a score based on the percentage of
assistance and/or level of assistance which the patient needs at evaluation; scores for goals with
the level of assistance/independence that patients are projected to achieve at discharge; and
actual performance scores at the time of discharge. Scores are entered in all of the areas of self-
care including toilet hygiene, washing upper body, shower/bathe self, upper body dressing, lower
body dressing, putting on/taking off footwear, oral hygiene, eating, and toilet transfers. The
proposed outcome is increased confidence with discharge readiness as well as improvement with
GG scores for the quality reporting outcomes at discharge for the participants in the intervention

group receiving IADL training.

Significance of Study

To enable occupational participation, therapeutic use of everyday occupations must be
incorporated in rehabilitation (American Occupational Therapy Association, 2020). In

incorporating IADLs into treatment sessions led by the occupational therapist, it is hypothesized
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that the patient’s quality indicator scoring for basic ADLs will improve, as well as patients’
readiness level to discharge home safely. Due to the pressure of optimal outcomes for BADLs for
the purpose of reimbursement with quality indicator scoring, IADLs are often neglected in
skilled occupational therapy (OT) intervention. The proposed capstone will be significant for the
practice of occupational therapy to study the impact of higher level of intervention including
IADL training on discharge readiness and quality indicator scoring of BADLs. To ensure the
American Occupational Therapy Association’s Centennial Vision is being incorporated, support
of the proposed capstone at multiple levels is imperative (American Occupational Therapy
Association, 2023). This Centennial Vision focuses on facilitating participation in everyday
living through effective solutions to promote overall well-being, quality of life and to maximize
health. The hope of this capstone is to create solutions to meet this vision for all people that
encounter a life event, specifically musculoskeletal conditions, that requires rehabilitation
(American Occupational Therapy Association, 2023). Furthermore, this study is grounded in
occupational science through a focus on the valued and necessary ADLS/IADLSs of individual
clients, which supports the clinical reasoning for the occupational therapy services provided in

this study (Kristensen & Petersen, 2016).

Summary

Having a focus on providing client-centered care, supporting the client to participate in
meaningful occupations of everyday life, and prioritizing what matters most to the client, as
advised by Cohn (2019), results in the greatest functional outcomes. Specifically, addressing
IADLSs in occupational therapy intervention has been found to enhance outcomes such as
improvement in connection to self and home, encouraging confidence in abilities, and

improvement in self-efficacy, satisfaction at discharge and occupational performance (Spalding
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et al., 2023). Implementing a capstone to address the barrier of a lack of IADL intervention in
inpatient rehabilitation is needed to promote client satisfaction, well-being, and discharge

readiness.

Section 2: Literature Review

The purpose of the literature review and synthesis is to demonstrate the need for
addressing Instrumental Activities of Daily Living (IADLs) as a focus of intervention in
individuals with a musculoskeletal condition in the Inpatient Rehabilitation Facility (IRF)
setting. This review will identify interventions commonly implemented in the IRF setting, the
effectiveness of IADL interventions, patients’ perceived discharge readiness and quality indicator

scoring.

Background Information

The goal of occupational therapy is to improve quality of life, health, and well-being of
individuals by improving participation in meaningful occupations and occupations of every-day
life (American Occupational Therapy Association, 2023). Optimal outcomes are promoted by
focusing on providing client-centered care, promoting the client to participate in meaningful
occupations of everyday life, and prioritizing what matters most to the client (Cohn, 2019). In the
Inpatient Rehabilitation Facility, a frequent population admitted for rehabilitation services are
individuals who experience a musculoskeletal condition. The patient population being studied
will be individuals with musculoskeletal conditions seen in the inpatient rehabilitation facility
(IRF) which include but are not limited to fractures, sprains, osteoarthritis, rheumatoid arthritis,

low back pain, and amputations. Criteria for the study will include patients who are considered
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cognitively within functional limits for long term and short-term memory and oriented to name,
date of birth, place and time. Criteria will also include patients who are considered to have help

at home and a safe discharge plan to home from the inpatient rehabilitation facility.

Although a person’s diagnoses will be very similar, clinical judgment will be
incorporated to ensure client centered care is implemented by the practicing clinician in this
research study (Law & MacDermid, 2014, p. 8). With any admission in the IRF setting, the main
emphasis is scoring a client’s level of performance with basic activities of daily living (ADLs)
through the IRF Quality Reporting Program (QRP; Centers for Medicare & Medicaid Services,
2022). The scoring is completed using GG codes, which is a standardized assessment utilized in
this post-acute care setting (PAC), specifically through section GG Self-Care (Activities of Daily
Living) and Mobility Items (American Occupational Therapy Association, 2022). Intervention in
this study will also incorporate IADL training including interventions of household management
tasks, shopping, laundry, medication management, and meal preparation. Not emphasized in the
IRF setting is the client’s level of performance with instrumental activities of daily living
(IADLs). Review of the literature and concepts described below aid in supporting the need for
the capstone and suggest that the client’s quality indicator scoring for basic ADLs may improve
as well as client’s readiness level to discharge home safely following intervention to address

IADL performance.

The literature related to occupational therapy, inpatient rehabilitation, musculoskeletal
conditions, discharge readiness, community reintegration, rehabilitation process, function, ADLs,
IADLSs, and hospitalization include a variety of methods and variation in the quality of those
methods. Research and method designs include prospective and cross-sectional cohort studies,

retrospective cohort studies, randomized controlled trials, mixed methods and qualitative
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research studies with varied levels of evidence. The sampling methods, sampling sizes and ages
of participants differ across studies. There is a variety of assessments and data analysis
techniques across the research included in this review. The literature available supports the
proposed capstone, but there is a lack of evidence regarding the impact of IADL intervention on
discharge readiness for clients with musculoskeletal conditions in inpatient rehabilitation
settings. Evidenced based care is necessary for occupational therapists to ensure the American
Occupational Therapy Association’s Centennial Vision is being achieved, and this vision can be

further supported with the findings from this capstone research.

Musculoskeletal Conditions

A person’s body, ligaments, bones, joints, cartilage, tendons, and muscles make up the
musculoskeletal system. Musculoskeletal conditions are defined by the Social Security
Administration (SSA) as hereditary, congenital and acquired pathological processes that cause
disorders of the musculoskeletal system(National Academies of Sciences, Engineering, and
Medicine, 2020). Muscle and bone diseases that can occur in a person’s musculoskeletal system
include, but are not limited to: osteonecrosis, carpal tunnel syndrome, back pain, Marfan
syndrome, osteogenesis imperfecta, fibromyalgia, growth plate injuries, arthritis, scoliosis, sports
injuries, osteopetrosis, Paget’s disease of bone, and fibrous dysplasia (National Institutes of
Arthritis and Musculoskeletal and Skin Diseases, 2023). The three most common
musculoskeletal conditions reported include back pain, trauma, and arthritis (United States Bone
and Joint Initiative, 2024). More than one out of every two persons are affected by these
conditions in the United Stated (United States Bone and Joint Initiative, 2024). In the United

States, the percentage of the population that visit a physician for back pain is 12% to 14% any
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given year. Furthermore, in 2014, the annual cost of musculoskeletal disease was 980 billion
dollars (United States Bone and Joint Initiative, 2024). These conditions have significant

functional and financial impacts on populations.

In 2015, musculoskeletal conditions were the cause of nearly 364 million workdays lost
(United States Bone and Joint Initiative, 2024). Musculoskeletal pain is most often caused by
injuries. This musculoskeletal pain can be chronic, long lasting or acute which occurs more
suddenly (Cleveland Clinic, 2024). Musculoskeletal injuries and conditions result in impaired
function and disability in many areas, and specifically in the area of IADLs (Se Won Lee, 2017).
Occupational therapy can address the patient’s actual and perceived ability to perform IADLs in

the post-acute care setting of the inpatient rehabilitation facility to support return home.

Occupational Therapy for Musculoskeletal Conditions

The need for OT in musculoskeletal conditions has been studied and supported in the
literature. A systematic review looked at 43 studies published between the years of 1995 and July
2014 examining the effectiveness of occupational therapy on musculoskeletal conditions in the
lower extremity. In this systematic review, lower extremity musculoskeletal conditions included
lower extremity joint loss/amputation, joint replacement, hip fracture, as well as nonsurgical pain
and osteoarthritis (Dorsey & Bradshaw, 2017). Interventions in the systematic review included
but were not limited to passive, active-assisted and active range of motion; relaxation techniques;
adaptive equipment; activities of daily living and instrumental activities of daily living
interventions. The systematic review did find that there is support for occupational therapists to
work with clients with hip fractures, however there is a lack of evidence on the specific

interventions that are most supported (Dorsey & Bradshaw, 2017). The proposed capstone
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research could add evidence for IADL interventions with this population to support recovery for

individuals who experience a hip fracture and other musculoskeletal conditions.

It has been found that individuals 65 years of age and older with an orthopedic disorder
have a higher dependence on caregivers for activities of daily living (ADLs) and instrumental
activities of daily living (IADLs; Mercan et al., 2021). Arthritis, which is a musculoskeletal
condition, causes functional decline which impacts performance with daily living activities. This
condition has become a public health concern as a major cause of functional disabilities is
arthritis; about 60% of older adults aged > 65 years develop arthritis, and there is a worldwide
drastic increase in human life expectancy which is correlated with increased population
prevalence of arthritis (Shin & Kim, 2022). In a randomized controlled trial, which was blinded
to the researchers, it was found that adding OT to the standard care following a hip fracture
injury improves the patient’s independence with ADLs, functional performance, and
psychological well-being (Martin-Martin, 2014). In another study, it was found that participants
with hip fractures that had OT addressing ADLs, indoor IADLs and outdoor IADLs
demonstrated greater ability to perform ADLs and IADLs at discharge which aides in increased
confidence to return home for community reintegration. This demonstrates a need for IADL
training to promote return to home in community instead of discharge to other settings such as a

skilled nursing facility (Hagsten et al., 2021).

Client Activity Levels and Participation in Inpatient Rehabilitation

The literature shows the need for increased activity and participation outside of
rehabilitation sessions in the IRF setting (McRae et al., 2020). In an observational study
completed in inpatient rehabilitation, it was found that clients spend 62-87 percent of their day in

their room and only 7 percent of their day standing or walking, and none spent in performing
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IADLSs and other higher-level occupations (McRae et al., 2020). This non-engaged time could be
spent in BADLSs with staff to prepare for upcoming occupational therapy sessions. Nursing staff
have been found to have the most contact with patients (McRae et al., 2020) and may be
resources for promoting engagement in rehabilitation. The literature speaks to nursing staff as a
predicator of preparedness in the IRF setting for clients to be ready and present in the therapy
gyms for their sessions (Franz et al., 2020). The study did find that having structure in nursing
assignment in the IRF setting to assist patients with getting ready, completing toileting tasks with
fewer delays, having an efficient medication routine, and providing breakfast in a timely manner
aides in patients being ready with their morning routine completed to better participate in the 3
hours of therapy in the IRF setting (Stitt et al., 2022). If clients have more support outside of
occupational therapy for completing BADLSs, then this allows more time for OTs to address high

level occupations that are valued and essential to the client.

Discharge Readiness

Discharge Readiness is defined as a patient's ability to return home. The concept
of readiness for hospital discharge was developed in 1979 by Fenwick (1979). Discharge
readiness was originally determined by nurses and doctors assessing the patient's psychological,
social and physical function. Since then, discharge readiness is often measured by pain control,
walking distance, ability to climb stairs, and achieving specific ROM outcomes. However other
factors also impact patients' perceptions of discharge readiness and should be included (Causey-
Upton & Howell, 2019). Although newer definitions are beginning to include patient perceptions
as well as the patient's ability to participate in basic occupations such as self-care tasks, a

standardized way to include patient perception for discharge readiness in the inpatient
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rehabilitation setting needs to be implemented, along with the inclusion of higher level
occupations that clients will need to be able to complete at home after discharge.

In the inpatient rehabilitation facility setting, the uniform data system of inpatient
rehabilitation is mandated to collect patient data, with therapists grading patients through section
GG from clinical observation at evaluation and discharge (Li et al., 2022). Although this
standardized GG section is utilized at discharge, this is from the clinician perspective and there is
no tool utilized at this time that is standardized to assess patients’ perceptions of discharge
readiness at the time of discharge from the inpatient rehabilitation facility. To incorporate the
patient’s perceived discharge readiness, this capstone study utilized the Readiness for Hospital
Discharge Scale, which was modified by the OT. The combination of these two scales in the
capstone study will provide evidence regarding discharge readiness from both the perspectives of
providers related to functional independence and the perspectives of patients to provide a clearer

indication of readiness to return home.

Significance and Summary

To promote optimal outcomes and ensure the American Occupational Therapy
Association’s Centennial Vision is being incorporated, the proposed capstone is needed to
address IADLs for clients with musculoskeletal conditions. Implementing a capstone to
incorporate IADL intervention may promote client satisfaction, improve functional performance,
enhance well-being, and increase discharge readiness. In incorporating IADLSs into treatment
sessions led by the occupational therapist, it is hypothesized that the client’s quality indicator
scoring for basic ADLs will improve as well as the client’s readiness level to discharge home

safely.

Section 3: Methods
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Study Design

This research is quasi-experimental and will use a nonequivalent (pretest and posttest),
control-group design (Creswell & Creswell, 2018). Potential participants will be identified upon
admission to the IRF setting at Pikeville Medical Center in Pikeville, KY who have a
musculoskeletal condition and meet the inclusion criteria. Potential participants will be screened
by the primary investigator (PI) for inclusion criteria including medical record for diagnosis,
MMSE score, orientation, prior independence in ADLs and IADLs, and discharge plans. The PI
will then use the verbal recruitment script to recruit potential participants with the procedures

described below.

Setting

This research will take place in an inpatient rehabilitation facility, which is a
rehabilitation unit in an acute-care hospital or a free-standing rehabilitation hospital in which the
client must be able to tolerate three hours of therapy per day (Centers for Medicare and Medicaid
Services, 2023). In the IRF setting, occupational therapy sessions last 60 to 90 minutes for at
least 5 out of 7 days. The study setting will be in the IRF of Pikeville Medical Center in
Pikeville, KY. This setting includes private and semi-private rooms, a dining room, ADL multi-
purpose room, physical therapy gym, ADL bathroom, and nurses station. In the hospital/IRF

setting there is also accessibility to Starbucks, a gift shop, chapel and grill/restaurant area.

Inclusion and Exclusion Criteria

The patient population will be individuals who are admitted to the inpatient rehabilitation
facility (IRF) due to a musculoskeletal condition resulting in the necessity of medical care from

doctors and occupational and physical therapy services. Musculoskeletal conditions may include
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but are not limited to fractures, sprains, osteoarthritis, rheumatoid arthritis, low back pain, and
amputations. The population age will be between 18 and 100 years of age. Participants must be
considered cognitively within functional limits for long term and short-term memory and
oriented to name, date of birth, place, and time. All individuals admitted to the inpatient
rehabilitation setting receive the Mini Mental in evaluation by a speech language pathologist as a
standard of care. Criteria will include a score of 25 or greater on the Mini-Mental State
Examination (MMSE) to be eligible to participate in this study. Any participants with a score less
than 25 on the Mini-Mental State Examination; not oriented to name, DOB, situation, place or
time; and any participants who were not independent with ADLs and IADLs prior to their IRF

admission will be excluded from the study.

Recruitment

Potential participants will be identified upon admission to the IRF setting at Pikeville
Medical Center in Pikeville, KY who have a musculoskeletal condition and meet the inclusion
criteria. Potential participants will be screened by the primary investigator (PI) for inclusion
criteria including medical record for diagnosis, MMSE score, orientation, prior independence in
ADLs and IADLs, and discharge plans. The PI will then use the verbal recruitment script to

recruit potential participants, as described in Methods.

Sampling

This study will utilize purposive sampling to identify participants who meet inclusion
criteria. The primary researcher will identify participants who are eligible to participate in the
study using the previously described process. The researcher will share basic information

regarding the study to determine patients who have some interest in taking part in the research.
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Once interested patients who are eligible to participate are determined, the researcher will meet
with participants to explain the research study in detail and obtain informed consent verbally and
in writing. Each participant will be allowed ample time to review the informed consent form and
ask questions as needed. Participants will be notified that their consent is voluntary and that they
may leave the study at any time without penalty. Participants will also be given a copy of their
signed consent form with contact information if they have additional questions or concerns. Once
identified and screened for inclusion/exclusion criteria and informed consent is provided,
participants will be assigned to the control and intervention groups in a 1:1 ratio, with every
other participant being assigned to each group. All participants admitted to the study setting who
meet inclusion criteria, volunteer to participate, and are included on the PI’s therapy caseload

will be enrolled in the study during a 6-week timeframe.

Methods

Data Collection

Quality indicator scoring will be completed on both groups at evaluation and discharge,
which is standard practice in the study setting. Participants in both groups will also complete the
Readiness for Hospital Discharge (RHDS) at the start of care (time of evaluation) to determine
baseline levels of discharge readiness and again at discharge. The PI will be the OT who will
implement intervention for both the control and treatment groups. Each participant will be
consulted with regarding goal setting and intervention planning to ensure that the patient’s needs
are being met and that they are receiving client-centered care (Law & MacDermid, 2014, p.8).
The control group will receive the standard of care intervention for inpatient rehabilitation at the
study setting which includes ADL training and therapeutic activities/therapeutic exercise (range

of motion arc, arm bike, clips, therapeutic exercise using weights and rickshaw machine, fine and
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gross motor tasks). ADL training will include interventions addressing bathing, dressing,
toileting, toileting transfers, grooming and feeding. Goals established by the evaluating
occupational therapist at start of care will be to increase levels of independence with basic ADLs
to aid in return home to assess level of discharge/home readiness as described by the patient. The
intervention group will include the standard of care of basic ADL training as well as therapeutic
activities/therapeutic exercise, with the addition of higher-level occupation-based activities
consisting of TADL training including but not limited to interventions of household management
tasks, shopping, laundry, medication management, and meal preparation. Goals established by
the evaluating occupational therapist at start of care will be to increase levels of independence
with both ADLs and IADLs to aid in return home to improve discharge/home readiness as

perceived by the patient.

Outcome Measures

The RHDS is an outcome measure that enables healthcare providers to recognize the
patient’s perception of their discharge readiness to home from acute hospitalization. Although the
participants in this study were discharging from an inpatient rehabilitation hospital, the RHDS is
a scale with established validity and reliability in acute care settings that includes questions that
are also relevant to discharge from the IRF setting. Current research is being conducted to
validate the use of the scale in inpatient rehabilitation hospitals (Rehabilitation nursing
foundation abstract form, n.d.), and recent research has utilized this scale with patients in IRF
settings with other populations, such as those with spinal cord injury (De Lange et al., 2020). The
short version of the RHDS instrument was utilized in this study and consists of eight questions in
which the patients rated their perceived discharge readiness on a 10-point scale. The short

version of the RHDS focuses on general discharge readiness and readiness to complete ADLs at
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home. Two additional questions were added to this scale, one of which was pulled from the long
version of the RHDS instrument and the other which was added by the researcher to address
IADLs. The question added from the long version of the RHDS is item number 20, “How much
help will you have if needed with household activities (for example, cooking, cleaning,

shopping, babysitting) after you go home?” The question added by the PI was, “How well do you
feel you will be able to perform household activities (for example, cooking, cleaning, shopping,
babysitting) after you go home?” This additional question is modeled after a similar question
from the short version of the RHDS related to ADLs. The modified RHDS scale (short form) was

completed on a hard copy that was then scanned and uploaded to the electronic medical record.

The other outcome measure that was used in this study is quality indicator scoring
through Section GG Self-Care (Activities of Daily Living) and Mobility Items (American
Occupational Therapy Association, 2022). Quality reporting using GG codes for occupational
therapy in the IRF setting includes entering a score based on the percentage of assistance and/or
level of assistance which the patient needs at evaluation; scores for goals with the level of
assistance/independence that patients are projected to achieve at discharge, and actual
performance scores at the time of discharge. Scores are entered in all the areas of self-care
including toilet hygiene, washing upper body, shower/bathe self, upper body dressing, lower
body dressing, putting on/taking off footwear, oral hygiene, eating, and toilet transfers. The
scoring algorithm for the GG section scoring is: 6 = Independent; 5 = Setup; 4 =
Supervision/Touching; 3 = Partial Assistance; 2 = Substantial Assistance; 1= Dependent; 07
=Refused; 09 = Not Applicable; 10 = Not attempted due to environment limitations; 88 = Not

attempted due to medical condition/safety (American Occupational Therapy Association, 2022).
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Section GG Self-Care and Mobility Items is an electronic form only that is included in the

electronic medical record.

Data Analysis

Descriptive statistics were conducted to describe participants who participated in the
intervention group and the control group. Descriptive statistics were also used to measure
outcomes, which included adding up all scored items and areas on the outcome measures. For the
RHDS, scoring was completed utilizing the standardized scoring method for this scale, which
requires adding up the scores from each item on the scale and dividing by the number of items to
calculate an average. For quality indicator scoring, the score for each item was recorded for all
participants. Average change in score from pre-test to post-test for each group on both scales was
calculated so these changes could be compared between both groups. Average length of stay

(LOS), age, and number of OT sessions for both groups were also computed and compared.

Ethical Considerations

The study involved minimal risks to participants, non-invasive procedures and did not
involve special populations. There was a possibility that patients who scored below 25 on the
MMSE and were not eligible to participate in the study could have become concerned regarding
their cognitive status. The only identifying information that was stored for the study included the
RHDS results and informed consent forms. The primary researcher already had access to
patients’ medical records as the treating occupational therapist and did not require any additional

access to protected health information.

For any patient who was concerned regarding their cognitive status with an MMSE score

of less than 25, plans were made to refer them to their primary care physician for consultation;
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however, this issue did not arise during the study. HIPAA was followed to protect patient
identity. All documents were stored in the EPIC electronic medical record, which is password
protected, or in a locked cabinet with physical content and will be shredded after the record
retention period ends. Informed consent forms and hard copy RHDS forms were initially stored
in a locked file cabinet at the primary researcher’s employment setting, and were then later
transferred to the faculty advisor for records maintenance in a locked file cabinet after study
completion. RHDS results were included in the patient’s electronic medical record (EMR) along
with other evaluation results and were not labeled as a research instrument in the EMR to avoid
identifying participants; the RHDS is a common scale used by nursing and is not specific to

research participation.

The risks involved in this study were minimal and are outweighed by potential benefits.
Results from this study may reveal improved outcomes following the addition of [ADL
interventions for patients with musculoskeletal conditions that could change the current standard
of practice for this population, resulting in increased preparation for discharge home. This could
result in shorter lengths of stay and lower resource utilization for inpatient rehabilitation settings,
reducing the overall cost of care. Another ethical consideration was the limit of timing of
implementation between two groups. Treatments for the control group and the intervention group
were both implemented in Fall 2024, so the same therapist implemented interventions for both

groups to promote reliability in the study.

Timeline

The timeline for this research study occurred within the time allotted by the Eastern
Kentucky University (EKU) Occupational Therapy Doctoral Program. Resources needed

included the EKU mentor/staff and support of the inpatient rehabilitation staff at Pikeville
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Medical Center, including but not limited to the occupational therapists, physical therapists,
speech language pathologists, nursing, director and supervisors of the inpatient rehabilitation
facility. Additionally support of insurance for reimbursement services, and approval of utilization
of the cafeteria, gift shop and Starbucks located inside the hospital by administration and
infection control were also resources utilized in this capstone study. Following IRB approval, the
study was implemented in a 6-8 week time period for data collection, followed by 3 weeks for

data analysis and dissemination via the final capstone presentation.

Table 1

Timeline of the Capstone Study

Capstone Development/Proposal Fall 2023 and Spring 2024
IRB APPROVAL RECEIVED Summer 2024
DATA COLLECTION Fall A Semester 2024
DATA ANALYSIS Fall B Semester 2024
CAPSTONE PRESENTATION Dec 3

Section 4: Results and Discussion

Introduction

During the 8 weeks of implementation of the capstone study, 8 participants met all
criteria and agreed to participate in the research study. Every other participant was assigned to
the intervention and control groups; odd numbered participants (i.e., 1,3,5,7) were placed in the

intervention group and even numbered participants (i.e., 2,4,6,8) were assigned to the control
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group of the research study. For participant one, the discharge survey was unable to be
implemented due to emergency surgery of the primary investigator; however, quality indicator
data was collected, which is standard practice for all patients in the study setting at discharge.
Participant 4 was discharged unexpectedly to acute hospitalization due to a decline in medical
status and did not participate in the RHDS before their discharge from the facility. Participant 7
chose to go to a skilled nursing facility at discharge, and was also unable to complete the RHDS

scale prior to discharge.

Results

Table 1

Description of Participants

Participant | Participant | Diagnosis Precautions | Age Gender LOS (eval
Group Number to
discharge
date)
Control 2 Below knee Non-weight |47 y.0. | Male 4 days
amputation bearing
(BKA), right (NWB),

lower extremity RLE, Knee
(RLE) immobilizer
RLE, High
Risk Fall

(HRF),
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Cardiac
Protocol
Status post (s/p) NWB to left |49 y.o. | Female 6 days
left above knee lower
amputation extremity
(AKA). Pt had (LLE),
surgery a week Aspiration
prior to Left precautions,
AKA HREF,
Cardiac
Protocol
Right AKA Surgical 51 y.0. | Male 5 days
shoe on left
foot, HRF,
Cardiac
Protocol,
RLE AKA
Right femoral Patial 25y.0. | Male 10 days
shaft fracture, R | Weight
femur Bearing
Intramedullary (PWB) to
(IM) nailing RLE, HRF,
Cardiac

Protocol
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Intervention

Closed displaced | Weight 75 y.o. | Female 14 days
intertrochanteric/ | bearing as
subtrochanteric tolerated
fracture of right (WBAT)
femur s/p gamma | RLE, HRF,
nailing Cardiac
Protocol
Closed displaced | WBAT RLE, | 80 y.o. | Female 14 days
fracture of right HREF,
femoral neck, s/p | Cardiac
Right hip Protocol,
hemiarthroplasty | Right upper
limb alert
Right Toe touch 72 y.o. | Female 14
intertrochanteric | weight
femur fracture, bearing
IM Nailing (TTWB)
RLE, HRF,
Cardiac
Protocol
Closed displaced | WBAT, 85 y.0. | Female 7

fracture of left

femoral neck, s/p

Posterior hip

precautions,
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left hip

hemiarthroplasty

Hip
abduction
pillow,
aspiration
precautions,
HREF,
Cardiac

Protocol

Average Age for Control Group: 43

Average Age for Intervention Group: 78

Average LOS for Control Group: 6.25

Average LOS for Intervention Group: 12.25

Table 2
Number of OT Sessions
Participant Group Participant Number of OT Sessions
Number
Control 2 4
4 7
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6 4

8 10

Average Number of Treatment Sessions: 6.25
Intervention 1 15

3 12

5 14

7 6

Average Number of Treatment Sessions: 11.75

Table 3

IADLs Addressed in the Intervention Group

Participant IADLSs Addressed in Occupational Therapy
Number
1 e Meal Prep/Cooking and Kitchen Mobility: First IADL session

e Kitchen Mobility and Light Housekeeping: Second IADL session

e Community Re-Entry: Third IADL session
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e Kitchen Mobility and Light House Keeping- IADL session one.

e Meal Prep/Baking, writing future grocery list, and Light House
Keeping- IADL session two.

e Light House Keeping: IADL session three (i.e. retrieving/transporting
items, laundry).

e Meal Prep/Cooking- IADL session four.

e Meal Prep/Baking- IADL session one,
e Light House Keeping/Community Re-Entry- IADL session two.
e Light House Keeping- IADL session three.

e Community Re-Entry- IADL session four.

Meal Prep/Cooking and Kitchen Mobility- [ADL Session one.

Went to SNF by choice.

Table 4

Control Group RHDS Scores

Participant RHDS Total Evaluation Score RHDS Total Discharge Score
2 9.4 9.4

4 3.7 Not available

6 3.7 9.5

8 4.6 9.4
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Average

5.35

9.43

There was an increase average of 4.08 in the control group.

Table 5

Intervention Group RHDS Scores

Participant RHDS Total Evaluation Score RHDS Total Discharge Score
1 1 Not available

3 4 8.7

5 5.6 9.3

7 53 Not available

Average 3.975 9

There was an average increase of 5.025 in the intervention group.
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Figure 1 below presents changes in quality indicator scoring from evaluation to discharge for both the
intervention and control groups in the area of eating. The intervention group had an average increase in

quality indicator scoring at discharge of 1.5, while the control group had an increase in score of 0.75.

Figure 1

Quality Indicator Scoring: Eating
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Figure 2 below presents changes in quality indicator scoring from evaluation to discharge for both
the intervention and control groups in the area of oral hygiene. The intervention group had an average
increase in quality indicator scoring at discharge of 1.75, while the control group had an increase in score

of 0.75.

Figure 2

Quality Indicator Scoring: Oral Hygiene
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Figure 3 below presents changes in quality indicator scoring from evaluation to discharge for both
the intervention and control groups in the area of toileting hygiene. The intervention group had an average

increase in quality indicator scoring at discharge of 2.25, while the control group had an increase in score

of 2.

Figure 3

Quality Indicator Scoring: Toileting Hygiene
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Figure 4 below presents changes in quality indicator scoring from evaluation to discharge for both
the intervention and control groups in the area of shower/bathing self. The intervention group had an
average increase in quality indicator scoring at discharge of 1.75, while the control group had an increase
in score of 1.0. Let it be known N/A due to medical concerns for Participant 4 at discharge therefore

participant 4 score is 0.

Figure 4

Quality Indicator Scoring: Shower/Bathe Self
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Figure 5 below presents changes in quality indicator scoring from evaluation to discharge for both
the intervention and control groups in the area of upper body dressing. The intervention group had an
average increase in quality indicator scoring at discharge of 1.75, while the control group had an increase

in score of 1.75.

Figure 5

Quality Indicator Scoring: Upper Body Dressing
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Figure 6 below presents changes in quality indicator scoring from evaluation to discharge for both
the intervention and control groups in the area of lower body dressing. The intervention group had an
average increase in quality indicator scoring at discharge of 2.25, while the control group had an increase

in score of 2.0.

Figure 6

Quality Indicator Scoring: Lower Body Dressing
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Figure 7 below presents changes in quality indicator scoring from evaluation to discharge for both
the intervention and control groups in the area of putting on/taking off footwear. The intervention group
had an average increase in quality indicator scoring at discharge of 2.75, while the control group had an

increase in score of 2.25.

Figure 7

Quality Indicator Scoring: Putting On/Taking off Footwear
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Figure 8 below presents changes in quality indicator scoring from evaluation to discharge for both the
intervention and control groups in the area of toileting transfer. The intervention group had an average
increase in quality indicator scoring at discharge of 2.5, while the control group had an increase in score

of 2.0.

Figure 8

Quality Indicator Scoring: Toilet Transfer
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Discussion

This study found that there was a positive impact noted on the IADL intervention group
in both the quality indicator scoring and perceived discharge readiness data. The results from this
study was similar to results from Hagsten et al., who found participants with a musculoskeletal
condition who had OT demonstrated greater ability to perform ADLs/IADLSs at discharge (2004).
These results demonstrated increased functional performance to return home for community
reintegration. Participants in the intervention group also had an increased functional performance
to return to home. Participant three in the intervention group after her third IADL session stated,

“everything that you help me with and teach me in here is necessary for when I get home”.

In a case-study, a participant with a musculoskeletal condition engaged in occupational
therapy in which he identified goals to be able to participate in community-based activities and
light cooking. Following occupational therapy intervention in which he engaged in these types of
occupations yielded in his goals being met of increased independence in light cooking and
community-based activities (Amini et al., 2018). Participants in the intervention group in this
study engaged in higher level meaningful occupations as well such as participant one engaging in
making her personal recipe of “macaroni supper” her daughter joined the session and ate the
food with her mother. Enjoyment was demonstrated though daughter of participant stating,

“Thank you she has been so excited for this.”

When looking at a variety of conditions, the Centers for Disease Control and Prevention’s
National Health Interview Survey showed that individuals with musculoskeletal conditions are
the highest group across all the conditions and across all ages to self-report ADL performance
limitations (Weinstein et al., 2014). Individuals in the control group and intervention group both

reported limitations on the RHDS scale. There was a difference in perceived discharge readiness
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as determined from the readiness for hospital discharge results for clients whose sessions include
IADL intervention as compared to clients whose sessions only focus on BADL intervention.
There was an increase of an average of .945 in the score of the intervention group compared to
the control group in this study showing an improved discharge readiness perception in the group
receiving IADLs. There was a difference in quality indicator scores at discharge for clients
whose sessions include IADL intervention as compared to clients whose sessions only focus on
BADL intervention and overall, the IADL intervention group had a higher increase than that of
the control group except in the area of upper body dressing, which it is important to note that all

participants did have musculoskeletal conditions impacting the lower body.

Overall, there was a positive impact on patient’s perception similar to Stav et al.,
who completed a phenomenological study in which a clinic makeover occurred where arm bikes
and range of motion arcs were removed and occupation-based tasks were incorporated such as
pet care, money management, IADLs, ADLs and leisure activities (Stav & Herman, 2022). This
study found that occupation-based intervention helped to distinguish the OT profession from
other professions and found enhanced outcomes from occupation-based practice being
implemented, including quality of life and positive health (Stav et al., 2012). This capstone study
yielded in participants in the intervention group discharging home with improved quality

indicator score and improved self-perceived discharge readiness.

Strengths

There was such enjoyment expressed in the intervention group by the participants as
witnessed by the OT and staff, through smiles, laughter, clients inviting their family to come eat

with them after cooking sessions. There was great support from the hospital in purchasing and/or
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providing items for interventions (i.e., groceries for cooking, cookware for cooking, washcloths
and towels for laundry). Participants in the intervention group reported feeling their sessions
were worthwhile and helpful. During an IADL session, participant five stated, “this will help me
at home”, when practicing laundry tasks during session. The study did support the hypothesis
that participants in the intervention group will have improvement outcomes compared to control
group at discharge through the readiness for hospital discharge scale and quality indicator

scoring. This study also had very minimal ethical risks.

Limitations

Within 5 days of implementation of the study, the primary investigator underwent an
unforeseen medical event which led to emergency surgery and the primary investigator being off
work with restrictions for 6 weeks. At the place of intervention, there are two physiatrists who
admit and discharge patients. During the time of the study one physiatrist passed away, also the
other physiatrist had planned vacation and then had to leave for a conference; therefore there was
a lower number of admissions to the facility. Of the participants that were eligible to participate
and met the inclusion criteria, one was discharged unexpectedly to the acute medical floor due to
decline in medical status, and another chose to go to a skilled nursing facility following
discharge therefore was then excluded from the study. The ninth participant who the primary
investigator did not include any quality indicators or survey on was excluded from the study due
to unexpected change in mental status. Further limitations include client factors that may impact
the study including level of pain, being on medical hold due to unforeseen issues such as low
blood pressure and being seen by other therapists outside of study due to requirements of the
inpatient rehabilitation facility and primary investigator being off work such as for weekend

time.
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Implications

Implications in this study include the need to increase focus on IADL intervention in the
inpatient rehab facility settings and this could expand to other diagnoses. Also, there is a need to
include patient perceptions related to their discharge readiness. There were changes already
occurring in the study setting since implementation of this capstone including a high portion of
the funds allotted to the facility being utilized for OT for IADL materials and equipment such as
cookware and ingredients for cooking. Therapists also received support from multiple
stakeholders/different departments in the hospital to take patients to expanded treatment spaces
including the gift shop, Starbucks, and chapel which this had been limited since COVID prior to
getting approval for this study. Furthermore, the facility has been receiving more CNA staffing
available for bathing which has provided more time for the OTs to focus on higher level

occupations during the intervention sessions.

Future Research

With individuals having musculoskeletal conditions reporting the highest ADL
performance limitations in the Centers for Disease Control and Prevention’s National Health
Interview Survey amongst all of the other conditions, it is undeniable that more research needs to
be conducted on occupational therapy interventions that help improve patient’s independence
and perceived discharge readiness to return home and to the community (Weinstein et al., 2014).
Future Research is needed on the impact of IADL intervention on quality indicator scoring with a
larger sample size, as well as the impact of IADL intervention on patient's perceived discharge

readiness with a larger sample size. Future research should also be considered with a variety of
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diagnoses. Future research is imperative on the use of the RHDS scale or some type of
standardized scale on patient perceived discharge readiness with all patients needs to be

conducted in the inpatient rehabilitation facility.

Conclusion

Although there were limitations to the study, this study does yield results that warrant
need for further research on increased IADL intervention in the inpatient rehabilitation facility.
Overall, this study shows that incorporation of [ADL in sessions do increase quality indicator
scoring and patient's perceived discharge readiness score. As a result of this study, positive
changes have occurred in the IRF setting which this study took place which aims in improving
patient care and supporting the American Occupational Therapy Association’s Centennial Vision

(American Occupational Therapy Association, 2023).
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Know nothing at all Know All

Of(fdsy28s 34 S50 G 7 0 IR O 0
Know nothing at all Know All

( %/1 7 & R R T T
Not at all Extremely Well

jlOYiez2s =2 s-6 7 8 9 10
Not at all Extremely Well

OR(2)hears 6 7 8 9 10

~ | None A great deal
o (2)3 4 5 6 7 8 9 10
' None A great deal

DN /i3d 5 6 7 8 9 10
A great deal

SENANESRNO6I7.058 19 10
Totally ready

-form-english.pdf

Discharge n/a due to emergency surgery of Pl during time of discharge
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Participant 2:

Survey at evaluation-

Survey at discharge-




PN

OREN 2 N3/ A 5 7 8 9 (1
Not ready _Totally ready
RCRE 2 31" 475 7 (8) 9 10
Low energy High Energy
HIOWETR oL 3 °5 7 8 9 Qz{
Know nothing at all Know il
llioERE2E 3 4. 5 708 @ 10
| Know nothing at all now All
JlORE T2 3 4y 1S 7 8 9 10
| Notatall Extremely Well
1 2 3 4 5 7. 889 (10
Extremely Well
PN
SIS 78t 9 @

I A great deal
4 5 7 L)

A great deal

N
78 (9N 10
A great deal

"!'8,) ST 0
Totally ready
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Participant 3:

Survey at evaluation-




Survey at discharge-




N\

& (gRUETTT 10
_—~__Totally ready

¢ 4B GGATERCTI
High Energy
4 5 6 7 8 9
Know All
678 8" 9 £10

Know All

B GREPIE LY,
OExtremelyWell
5 6 7 8 9 G0)
Extremely Well

@ 7 D)
Agreatdel
8 9 (Jo0]

A great deal

8 9 0

A great deal
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Participant 4 at evaluation-




2 5 gpPs 6 7 8 5 1

Totally ready
Aamcmeia7E '8) 9 10
HighEnergy
s 6 7 8 9 10
Know All
icAEGE 7 8 9 10
Know All
EEEcIRE7 gk 9 10
Extremely Well
/A 8N 'S, 10
L Extremely Well
SeamEn e 7 (8)9 10
A great deal
;7‘4(:5T 10
7 great deal
S\
7L8)9 10
Agreat deal

Participant 4 at discharge n/a due to pt discharge unexpectedly due to acute hospitalization

Participant 5 at evaluation-




AERCcY T 5 9 1o

Totally ready
(5 SRTO
High Energy

68 708 9
Know All
77 IR 1)
KnoWAll

7 8 9 10
~ Extremely Well
Ze 8189 10
Extremely Well

BERLTS 10
_Agreat deal

8 - 9 ! 10
- Agreat deal
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Participant 5 at discharge-




CEAIESTIGTIN7RNg" %9 )10

Totally ready
5 6 7 © 9 10
High Ener
6/a7e 85 9
; Know All
5 B A TR
; Know All
(F ]
Extremely Well
SRR 6788 9
Extremely Well

9 10
great deal

(8) 9 Q@0

Agreat deal

8 @& 10

Agreat deal

o~

Participant 6 at evaluation-




T &) O TR

Totally ready.

TA e IR 10

High Energy

G/ O O T
Know All

YN 617 SRR S TR O T ()
# Know All
7 8 9 10

' __ Extremely Well

SRR a8 9 | 10

bl ol

¥ - Extremely Well
"» r; > 3 .

.,_.’,:!,

/e on 10
__Agreatdeal

BRSSO
’ ‘Aigii_ea"tdeal

£ ) )
Agreat deal

07208 9 10
~ Totally ready
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Participant 6 at discharge-




BcezmEnc 7 8 ) 10

Totally ready
SENCIN7 e 8 10
High Energy
SENGER7L 8. 9
Know All
B7i 180 19
Know All
5 6 7 8C® 10
Extremely Well
SEREG7 IS T8 10
Extremely Well
5 6 7 8 9
A great deal
6807 8 9 (o>
- Agreat deal
728119
- Agreat
TN

;849)10
- Totatly ready
N

Participant 7 at evaluation-




Participant 7 discharge n/a due to patient being discharged to SNF

Participant 8 at evaluation:




N4ERTe T 8 9 10

P Totally ready
4NUS)EcIE7 a9 10
B High Energy
@ 7 D)
Know All

ARIGRE7 8l 9 10
Know All

7 )
Extremely Well

7 8 9 10
Extremely Well

(8 9 10

~ Agreatdeal

586 7 (8) 9 10
k: “Agreat deal
(8) 9 10

~ Agreatdeal

9 10
otally ready
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Participant 8 at discharge-




_Totally ready

-’67»89-@7

Dday”? r.z = i‘ : 7 9 10
High Energy
7 8 B/10

Know All

{78 a] 10
‘Know All

ey
5 6 7 889 10

~ Extremely Well
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Appendix C:

CIOTHN |

\1 PROGRAM

This is to certify that:

Kasi Webb

Has completed the following CITI Program course:

Social & Behavioral Research - Basic/Refresher
(Curriculurm Group)
Social & Behavioral Research - Basic/Refresher
(Course Learner Group)
2 - Refresher Course
(Stage)

Under requirements set by:

Eastern Kentucky University

Completion Date 21-Oct-2023
Expiration Date 21-Oct-2026
Record ID 27678715

Not valid for renewal of
certification through CME.

Collaborative Institutional Training Initiative
107 NE 3rd Avenue, Suite 320
ort Lauderdale, FL 33301 US

www.citiprogram.org

Generated on 18-Jun-2024. Verify at www.citiprogram.org/verify/?w1c6a4838-e5f3-4a85-abe1-5298009a15d1-27678715
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Appendix D:

Public Protection Cabinet

Department of Professional Licensing

This Document is an official verification of license by the Commonwealth of Kentucky

12/8/2024 8:50:14 PM

Board Name : Kentucky Board of Licensure for Occupational Therapy

License Type : Occupational Therapist

Name Legacy License Disciplinary Status Issue Date Expiration
MNumber Mumber Actions Date

Kasi Brook 240762 No Active 2/19/2018 12/31/2025

Gannon 12:00:00 AM | 12:00:00 AM
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Appendix E:

NBCGI- rmgna"ma'd sl YL
for Certification in i n
Occupational Therapy erify an OTR/CO

# Dashboard My Certification « My Navigator v Research Tools

Certificant
Dashboard Certification

) Certification Status . .
Certification Type: OTR

Digital Credentials Certification Number: 398131 | Initial Date: 02/16/2018 |
Volunteer Expiration Date: 03/31/2027

State Score Transfer
Printed Certificate

Verification of Certification



