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REVIEW ARTICLE

Client-centred ADL intervention after stroke: Occupational therapists’
experiences

Maria Rannera, Lena von Kocha,b, Susanne Guidettia and Kerstin Thama,c

aDepartment of Neurobiology, Care Sciences and Society, Karolinska Institutet, Stockholm, Sweden; bDepartment of Neurology, Karolinska
University Hospital, Stockholm, Sweden; cDepartment of Occupational Therapy, Karolinska University Hospital, Sweden

ABSTRACT
Background: This study was conducted in the context of a randomized controlled trial evaluating
the effect of a client-centred activities in daily living intervention (CADL). The aim of the CADL was
to enable agency in daily activities and participation in everyday life among persons with stroke.
Objective: This qualitative, longitudinal study aimed to describe how occupational therapists (OTs)
applied the CADL in their clinical practice by studying their experiences and reflections concerning
their interaction with the clients with stroke. Methods: Six OTs who conducted the CADL were
followed through interviews and observations on four separate occasions over one year. Data were
analysed using a grounded theory approach. Results: Sharing was the core category showing how
the OTs helped their clients to achieve agency in daily activities. Through sharing the situation the
OTs strove to obtain an empathetic understanding of the clients’ lived experience throughout the
whole intervention process in order to enable the clients’ ownership of their daily activities.
Conclusion: The continuity of sharing seems to be the key for a gradual increase in agency. The
approach of sharing should preferably be applied by all members of the interprofessional team,
including the client and significant others.
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Introduction

After a major life-course disruption due to stroke the
person’s life-world[1] may change and it may not be
possible to perform activities of daily living (ADL) as
before. In the Swedish National guidelines for stroke
care,[2] interventions enabling ADL are recommended
in the early phases of the rehabilitation after stroke. In a
client-centred ADL intervention, the clients’ perceived
needs and desires[3] should be guiding the aim of the
intervention and should furthermore enable the person
with stroke to have activities with purpose and mean-
ing.[4] As clients and therapists may have different
perspectives the occupational therapists (OTs) need to
use themselves as a therapeutic tool[5,6] in order to
understand the clients’ lived experience[7] and to meet
them and support the planning of the intervention. The
concept of the life-world was described by Husserl[1] as
the world we live in, and to study the life-world is to
examine the particularities of daily life. To understand
the clients’ lived experience is in line with the principles
of client-centred practice,[8] which strives to meet the
person’s needs and desires by involving the clients as
active partners in the rehabilitation process.[9] The key
concept of client-centredness entails ‘individual

autonomy and choice, partnership, therapist and client
responsibility, enablement, contextual congruence, acces-
sibility and respect for diversity’.[3]

There is evidence of the beneficial effects of ADL
interventions after stroke[10–12] but earlier research has
also emphasized the importance of better describing the
content and rationale of the interventions.[13,14] When
evaluating complex interventions, use of mixed methods,
including longitudinal qualitative methods, is recom-
mended in order to better understand the process of
change and the therapeutic components involved.[15]
Hence, this qualitative study was conducted in the
context of a randomized controlled trial (RCT), the Life
After Stroke-II (LAS-II), evaluating the effect of a client-
centred activities in daily living intervention (CADL),
and aiming to enable agency in daily activities and
participation in everyday life among persons with
stroke.[16] The term ‘agency’ suggests an element of
choice, the power to act, and an ability to influence the
outcomes of one’s actions.[17–19] The CADL was
developed based on the guidance for how to develop,
evaluate, and implement complex interventions.[15]
Basic assumptions in CADL are that independence in
ADL is important for agency, and agency is a
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prerequisite for perceived participation in everyday life.
Furthermore, building on findings from a series of
mainly qualitative studies,[20–22] the point of departure
in CADL was to apply a phenomenological perspec-
tive,[7] in order to gain a deeper understanding of the
clients’ life-world experiences.

This qualitative study focuses on the therapists’
perspective on applying CADL, and previous stu-
dies[23–27] of therapeutic strategies have shown the
importance of understanding the person’s experiences, of
formulating goals together with the person, and of using
activities as goals and/or as therapeutic agents in the
rehabilitation process. However, there are no longitu-
dinal studies of therapists’ experiences during the process
in which they apply a client-centred ADL intervention.
The aim of this study was to describe how OTs applied
the CADL in their clinical practice by studying their
experiences and reflections concerning their interaction
with the clients with stroke.

Methods and materials

This was a qualitative longitudinal study using a
grounded theory approach. It included theoretical
sampling, memo-writing, and constant comparative
analysis of data.[28,29]

The study was approved by the Regional Ethical Review
Board in Stockholm, Sweden (Dnr: 2009/727-31/1).

Participants and study context

This study was a part of the LAS-II, which was a
multicentre cluster-randomized controlled trial with an
intervention group receiving the CADL and a control
group receiving the usual ADL intervention. Eligible for
inclusion in LAS-II were people who were treated for
acute stroke in a stroke unit,� three months after stroke
onset, dependent in at least two ADL domains, not
diagnosed with dementia, able to understand and follow
instructions, and referred for rehabilitation to one of the
16 units participating in LAS-II.[16]

The OTs who conducted the CADL participated in a
collaborative workshop (five full days spread over one
month) led by experienced researchers in order to bridge
the gap between research and clinical practice. The
workshop used dialogue and collaboration to enable
active engagement by the participating OTs, and by
facilitating peer learning the OTs as well as the
researchers could learn from each other. The content
of the workshops included lectures on concepts and
theories such as client-centredness and the clients’ lived
experiences,[7] and reading and discussing qualitative
articles[21,23,30,31] behind the intervention. The CADL

comprised nine components and should be planned in
close collaboration between the client and OT. The OT’s
understanding of the client’s lived experience should be
used as a point of departure in the CADL,[32] and the
first component in the CADL was to create a relationship
based on trust with the client. Goals were identified, and
then problem-solving strategies and experiences of
performing ADL activities were to be used to discover
how to reach the goals.[20] The clients, together with the
OTs, identified specific strategies to enable successful
performance of a chosen activity. The OTs supported the
clients to inform persons related to them, e.g. significant
others; home help services. The last component included
a session where the OTs and the clients reviewed all
strategies used in order to facilitate transfer of learning to
activities and situations outside therapy.[33]

Five series of workshops took place in the LAS-II and
a total of 44 OTs were distributed among these. The OTs
who were about to participate in the first workshop
received an invitation to participate in the present study
from the first author. Five of them, all females and with a
variety of ages and working areas of rehabilitation,
agreed to participate and were included in this study.
One additional OT was included in the study later
through theoretical sampling.[29] The characteristics of
the OTs are given in Table 1. Written informed consent
was obtained from each participant. Times and places for
the interviews were decided on in consultation with the
participants. The first author had no relationship to the
participating occupational therapists.

Data collection

The first author conducted all data collection through
interviews and observations of the intervention sessions
with a client of the participating OTs in order to capture
the participants’ experiences of applying the intervention
(CADL). The interviews were conducted before the OTs
participated in the CADL workshop, and three, six, and
12 months after the workshop (see Table 1). A semi-
structured interview guide with open-ended questions
was used during the interviews.[29,34] The interview
questions were developed through theoretical sampling
during the entire period of data collection.[29] At the
beginning of all the interviews the OTs were asked to
recount the therapeutic story[35] of a client, where the
therapeutic story entailed the intervention process from
the beginning to its end. The OTs were asked to give
concrete details regarding their work with the client, and
their experiences of applying the CADL. Follow-up
questions were asked in which the OTs were invited to
develop their stories. Immediately after the interviews
and the observations field notes were taken. Just before
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the 12 months interview the first author asked all
participating OTs for permission to observe a clinical
session with a client. The observation was to take place
just before the interview. Three of the participating OTs
agreed to be observed; two of the observations were
conducted in the training area of the rehabilitation unit
and one in a client’s home. The observations served as a
basis for questions in the upcoming interviews.

The interviews were digitally audio-recorded; each
interview lasted between 45 and 90 minutes, and was
transcribed verbatim by the first author. The first author
read and coded all transcripts and the other authors read
selected transcriptions. Regular meetings were conducted
between the first, second, and last author to discuss data
collection, analysis, and interpretations. In agreement
with the principles of theoretical sampling,[29] data were
collected and analysed to complement unanswered
questions during the study process. Theoretical satur-
ation guided the data collection, which ended when no
additional data were found that could further develop
the properties of the upcoming categories.[28]

Data analysis

The analysis began when the first interview had been
conducted and continued alongside the data collection.
The guidelines for the constant comparative method and
continuous memo writing were used[28,29] and initial,
focused, and axial coding were performed. In the initial
coding, transcripts were read line-by-line and incidences
coded, for example ‘listening to the client’ and ‘acceler-
ates the rehabilitation’. The OTs’ own words, along with
data from the observed actions, were used to capture the
substance of the data. The authors chose to focus
specifically on the OTs’ descriptions of using the CADL.
Through focused coding the most significant codes were
used to synthesise and explain the data and the core
category emerged: ‘A process of sharing for enabling
agency in daily activities’. Next, in the axial coding,
categories were linked to subcategories, and the
researchers asked how they were related to each other.
The metaphor ‘enabling the client to transfer over to the
driver’s seat – shifting place’ was used throughout the

analysis to help the authors to describe and characterise
the OTs’ clinical reasoning and strategies used in the
CADL. The core category described a process including a
number of categories and subcategories (see Table 2).

To enhance resonance[29] the first, second, and last
authors discussed the categories and memos during the
whole data analysis. The third author raised critical
questions regarding the interpretations during the last
step of the analysis, in order to improve credibility.

Results

During the year the interviews were conducted the OTs’
experiences of applying the CADL and the strategies they
used varied and seemed to change, which was shown in
their gradual integration of the client-centred approach.
Through the workshop and by practising the CADL, the
OTs seemed to gain knowledge and insight into how to
apply the CADL, and the intervention seemed to be
gradually integrated into their daily work and the
therapeutic process.

The process of sharing for enabling agency in

daily activities

The core category described the process of how the OTs
guided their clients to enable agency in daily activities
through sharing, which seemed to be a necessary
condition throughout the intervention process. Based
on the OTs’ stories, sharing between them and the clients
was the main factor facilitating a gradual increase in
agency during the CADL intervention process, i.e. it was
part of the clients’ rehabilitation. The OTs described how
they tried to create a reciprocal collaboration between
themselves and their clients, where both took turns being
a receiver or a transmitter of sharing. The core category
comprises three categories. The first category ‘Sharing an
understanding as the point of departure’ was followed by
the second category ‘Sharing through experiences’.
Together, the two categories enabled changes during
the intervention process. At the beginning, the OTs
orchestrated the intervention, but they sought to invite
the clients to participate, and gradually transferred the

Table 1. Participant characteristics and data-collection procedure.

Participants Age No. of years
as an OT

Area of
rehabilitation

0 months
interview

Workshop 3 months
interview

6 months
interview

12 months
observation

12 months
interview

OT 1 33 8 Inpatient x x x x x x
OT 2 57 30 Inpatient and home x x x x x
OT 3 60 38 Inpatient x x x x x x
OT 4 40 20 Home x x x x x
OT 5 39 14 Home x x x x x x
OT 6 44 23 Home x x x

Note: OT¼ occupational therapist.

SCANDINAVIAN JOURNAL OF OCCUPATIONAL THERAPY 3

D
ow

nl
oa

de
d 

by
 [

M
ar

ia
 R

an
ne

r]
 a

t 1
4:

49
 1

1 
D

ec
em

be
r 

20
15

 



responsibility and ownership over to the clients. The
OTs strove to understand the clients’ lived experience
and used different strategies to ensure that they achieved
and maintained a shared understanding. The OTs
described how they wished the clients to experience
ownership in their rehabilitation but also in everyday life,
even after the intervention process was completed. The
third category described the OTs’ ‘Challenges in applying
the CADL’, and overlapped the other two categories.

Category 1: Sharing an understanding as the
point of departure

The OTs and the clients needed to build a relationship
with a mutual feeling of trust and respect in which the
clients felt secure in sharing their desires and experi-
ences. The relationship became the foundation of the
intervention process. Furthermore, how the OTs and the
clients interacted with each other and strove for a shared
understanding of the clients’ situation served as the point
of departure in the intervention process. It seemed that a
shared understanding of the situation facilitated the
clients’ gradual increase in agency during the interven-
tion process. The OTs described how, in different ways,
they tried to involve the clients, get to know them, and
create a relationship with them.

The OTs recounted, at the beginning of the interven-
tion, how they created ‘the first meeting’ (i.e. the first
step in the CADL intervention process) and thereafter
made an effort to maintain a close dialogue with the
clients. Furthermore, they described how they tried to
understand the clients’ lived experiences by taking their
time to sit down and listen to the clients. As one OT said:
‘By taking it easy during the assessment phase and taking
time to reflect on what the treatment options were. . ..
Before that, the person cannot be involved in choosing
which way we should go.’

The OTs expressed how they made an effort to be
more open-minded when giving the clients space to
share their desires and experiences, thereby getting to
know the clients and promoting collaboration. In order
to get to know and obtain an empathetic understanding
of the person in front of them the OTs tried to

familiarize themselves with the client’s situation. One
of the OTs gave the example of visualising herself in the
same situation as the client.

The OTs described how they gradually felt more
confident to slow down, be in the moment and listen to
the clients as they practized the principles of the CADL.
One OT described an example of being ‘present in the
moment’ with the clients: ‘I do not start thinking about
solutions – I can do that sometimes but I will not begin
to articulate, I will not begin to discuss solutions, but I
take my time to investigate what it is that is the problem
and who I have in front of me.’

The OTs described how they dared to adapt to their
clients by letting the clients participate in the interven-
tion process and decide which activities they wished to
practice; thereby, the OTs could transfer responsibility
and ownership to the clients. The OTs expressed that
when they had a shared understanding of the clients’
situation, they could together decide where to start and
what to do in the intervention process. Furthermore,
they described how they were responsive to the clients’
general condition as well as the clients’ own awareness of
their ability. Sometimes the OTs had to wait and allow
the clients to discover and recover more from their
stroke before they could share an understanding of the
situation. One of the OTs recounted the client’s experi-
ence where the client defined the time after the stroke as
‘chaotic’ and ‘the brain like a cluttered closet’. The OTs
also said that it was not realistic for everyone to take
responsibility for the intervention process; some clients
did not express any need to have ownership of their own
rehabilitation. One of the OTs gave an example: ‘No, but
you decide, it is you who knows this. . ..’ According to
the OTs there could also be barriers to communication
and to the ability to share the client’s desires and
experiences, such as when the clients had speech and
language impairments. The OTs said that, if possible,
they involved significant others in these cases.

Category 2: Sharing through experiences

The next category in the core process of sharing to
enable agency in daily activities was that the clients
shared their experiences and desires in everyday life and
the OTs shared their experiences and professional
knowledge. When the client’s ability and experiences of
the life-world were changed because of the stroke, the
OTs described how they had to support the clients by
sharing their desires and concerns related to the outcome
of the intervention and future everyday life. Performing
valued activities, i.e. activities the clients wanted to be
engaged in, facilitated the OTs and the clients to share
experiences. The OTs expressed how the clients’

Table 2. Core category describing the process of sharing for
enabling agency in daily activities.

1. Sharing an understanding as the point of departure
2. Sharing through experiences
� Sharing valued activities
� Sharing activity goals
� Sharing professional knowledge

3. Challenges in applying the CADL
� Fear of losing professional control
� Sharing takes time
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experiences guided the clients to formulate preferences
for how they wanted to proceed in the intervention
process as well as express desires for the future. The OTs
invited the clients to share desires through experiences in
ways that seemed to facilitate the clients’ enactment of
agency.

Sharing valued activities

The clients’ desires for activities guided the continuous
intervention process. The OTs recounted how the clients
showed a stronger interest in performing an activity
when their own choices of activity were used. One OT
described how the client herself felt that the activity was
meaningful to practize: ‘It’s been kind of her domain and
now it’s not working properly and she would not accept
that. So it was like a very strong driving force in her . . . it
was no problem to get her on the train.’

The OTs described how they tried to get the clients to
describe and share pictures and/or situations from their
experiences of doing valued activities. When the clients
had to visualise and think in pictures and/or situations
and shared them with the OTs, the OTs said that their
experience was that the clients had to think ahead and
try to understand the problems that could arise during
performance. Furthermore, the OTs described that when
the clients shared pictures and/or situations this led to a
shared understanding of what the clients wanted and
needed to achieve in their life in the future.

Sharing activity goals

One strategy the OTs used to get the clients involved in
the intervention process was to emphasize that the
clients should set and share their activity goals. The OTs
described how when the clients formulated their own
activity goals the goals became more valued for the
clients; the clients became more focused and took more
responsibility for their own rehabilitation. The OTs also
said that the goals often differed from what the OTs had
pictured would suit the clients. A prerequisite for having
the clients set and share their activity goals was that the
OTs gave them time to do that. One of the OTs
described her experience concerning the clients’ goal-
setting: ‘Well . . . you see how important it is for them to
be included and it’s obvious that they want to formulate
their own goals, it’s just that you somehow become
comfortable and you think it will go faster if I set the
goals myself.’/. . ./‘But you save a lot of time and energy
by actually asking them the question.’

The OTs expressed that having the clients formulate
and share their activity goals was not always easy because
some of the clients were not used to setting their

own goals. Furthermore, the OTs said that they could
also forget to invite the clients to set goals, or forego
doing so, due to a high workload, and would thereby
formulate the clients’ activity goals themselves.
According to the OTs, the goal-setting process was
something they both (OTs and clients) needed to
practize. One OT described how, after the workshop,
she had changed her way of practising occupational
therapy, and she now made an effort to invite the clients
to set their own goals: ‘Now it will be much more their
own goals so that they are completely involved in the
whole thing. It’s very easy to lose it sometimes and it’s
embarrassing . . . actually . . . it’s better to ask them direct
questions . . . what they want, and then you have them
with you in a completely different way.’ Furthermore, the
OTs expressed how the client’s own values emerged after
they (the OTs) dared to start handing over the respon-
sibility of goal-setting to the clients.

Sharing professional knowledge

To give the clients a broader picture of their situation
and an understanding of the choices in the intervention
process, the OTs shared their experiences and profes-
sional knowledge with the clients. The OTs described
how it was important that the clients were informed in
advance and the purpose was to give the clients the
opportunity to take over responsibility and ownership
with regard to their own intervention process. The OTs
said that to enable the clients’ awareness and under-
standing of their own situation they needed to have open
and concrete communication with the clients. One OT
described how she shared her knowledge in an activity
situation by giving direct feedback concerning the
clients’ activity limitations and/or their needs in daily
activities: ‘I dare to be more specific with the patients,
and I actually tell the patients the difficulties that I see.’

The OTs also tried to use open and concrete
communication with the clients concerning the whole
intervention process, in order to share a picture of which
they both were aware and so they both had knowledge of
what was going to happen next in the intervention
process. One of the OTs expressed it like this: ‘I think it
may be easier also for the patient to know that; now it’s
just this: that we should practize when the occupational
therapists arrive. Now we have booked three occasions
together, so now I really have to focus.’ The same OT
also described her feeling of how important it was that
the clients understood the purpose of the intervention: ‘I
can think and believe what I want, but unless it is
relevant to the client then it’s useless.’

The OTs expressed that through sharing the profes-
sional knowledge and the clients’ increased awareness
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and understanding of this new life situation, the clients
showed the strength to practize on their own, when the
OTs were not there, and were better prepared for what to
do next in the intervention process. The OTs said that
they thought the clients’ awareness and understanding of
their own situation facilitated their problem-solving, in
their present everyday life and in the future.
Furthermore, the OTs described that sharing experiences
and professional knowledge with the clients had
strengthened them in their own professional role and
had encouraged them to use this strategy with other
clients.

Category 3: Challenges in applying the CADL

The third category described what characterized the
challenges that the OTs experienced when applying the
CADL and how they tried to overcome these challenges.
The OTs’ feeling of losing professional control and not
having enough time to share with the clients were two
challenges that seemed to have the greatest effect when
the OTs were applying the CADL in their clinical
practice and trying to enable the clients’ agency in daily
activities.

Fear of losing professional control

The OTs were responsible for creating a relationship and
initiating an intervention process with the clients. The
OTs expressed how they were used to having control
over this process. However, after they had participated in
the workshop and were applying the CADL they
expressed how they wished to share and gradually
transfer responsibility and ownership – and thereby the
control of the intervention process – to the clients. It
turned out to be difficult to find the right level of
approach for the gradual transfer of responsibility and
ownership to the clients and the OTs expressed a fear of
losing control of the process and their professional
expert role. The OTs said that their feelings were based
on uncertainty about the direction in which the inter-
vention process was going and about not being prepared
for what was going to happen. One OT expressed her
feeling of being uncertain; she used the expression
‘stepping on thin ice’ to describe this, when her role with
the clients was not to be an expert. ‘But for me as an
occupational therapist, it sometimes feels like an uphill
struggle, it’s a little hard not to present all my ideas and
proposals that I have, because I have so many. . .. I still
need to work to try to make them take over the wheel,
and it . . . it is not entirely obvious.’

The OTs expressed how sharing experiences with the
clients during the intervention process made it easier to

transfer responsibility to the clients and to reduce the
fear of losing their professional control. The OTs also
said that their experiences when transferring responsi-
bility to the clients had been positive and the clients were
often clear on what was reasonable or not. One OT
described her role in the process like this: ‘Not sitting in
the driver’s seat myself all the time (laughs) . . . you can
say, put myself a little bit in the passenger’s seat maybe.’

Sharing takes time

In order to share and transfer responsibility and
ownership of the intervention process to the clients the
OTs expressed how they needed to spend more time with
the clients than usual. To know what the clients wanted
in their intervention process and in their everyday life,
the OTs tried to understand the clients’ life stories, and
to share and make the decisions together. Awareness that
it was difficult to understand another person’s/client’s
situation had increased for the OTs; one of the OTs
described her experience of understanding another
person like this: ‘There are no shortcuts, so you . . .
you have to tell the client, I cannot make a rehab plan for
you. I need to find out who you are and what your values
are in order to find a goal that harmonises with what you
want.’

The OTs expressed how, for convenience, they could
take shortcuts in the clients’ intervention process. In this
case, no sharing occurred and the OTs decided where to
go and how they should go there. One OT described her
role when no sharing occurred like this: ‘So there I am, in
quotes, just a plain occupational therapist.’ According to
the OTs’ stories, it seemed to be easy to take shortcuts
when there was a high workload or when the work
situations needed rapid solutions, e.g. when there was a
queue of clients, understaffing or needs for assessments
or delivery of technical aids before the weekend.

In summary, sharing with the clients in the CADL
seemed to take time. The OTs described how they
needed to create time to make sharing happen in the
intervention process; the process could not be forced, it
had to take the time it took. One of the OTs described
her experience of time and sharing like this: ‘I think what
I do will be of much better quality . . . it takes more time,
but I think you can accomplish more changes, or get
better contact with the clients. There will be more
opportunities to share experiences and reflections.’
Furthermore, the OTs expressed how allowing time to
share with the clients during the intervention process
created value and became time efficient in the long run
when the clients enacted agency in their daily activities,
or, to use a metaphor, were ‘driving the car by
themselves’.
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Discussion

The aim of this study was to describe how OTs applied
CADL in their clinical practice by studying their
experiences and reflections concerning their interaction
with clients with stroke. The core category sharing for
agency in daily activities revealed the importance of
sharing during the intervention process in order to
enable agency in daily activities. The metaphor ‘enabling
the client’s transfer over to the driver’s seat – shifting
place’ was used during the analysis to focus on the
purpose and the meaning of enabling a change during
the intervention process. The metaphor made it visible
that the OTs strove to support their clients to ‘shift seats’
with them in order to take the ownership of where to
‘drive’ in the context of daily activities. The findings on
how the OTs supported their clients to take ownership is
in line with how client-centred practice is framed by
Townsend and Polatajko,[8] and Law, Baptiste and
Mills.[3] Furthermore, the findings showed that sharing
experiences appeared to promote the clients’ involve-
ment in the rehabilitation process and helped them feel
safe when ‘making things happen through their own
actions’, which has previously been identified by
Bergström[36] as a characteristic of agency. To create a
sharing situation seemed to be a prerequisite for enabling
change during the intervention process. This is in line
with how the therapeutic relationship has been described
as essential for the therapeutic process in occupational
therapy and a ‘catalyst for change’.[37] Different aspects
and situations of sharing appeared to be linked to each
other throughout the intervention process, which,
according to the occupational therapists, seemed to
facilitate the clients’ experiences of ownership in daily
activities. The complexity of sharing has not previously
been described in the context of rehabilitation after
stroke. There is also a lack of empirical studies that have
identified the importance of sharing in the rehabilitation
process after stroke. However, Price,[37] Taylor[38] and
Kielhofner[9] have highlighted sharing as important in
both the therapeutic relationship and the therapeutic
process, which is in agreement with the empirical
findings in our study. The complexity of sharing seems
to be of importance when applying client-centred praxis
and, in the following, different aspects of sharing are
therefore discussed.

Taylor[38] described situations of sharing between the
therapists and the clients as a collaborative relationship
characterized by the therapists’ need to use highly
supportive approaches that convey respect and trust for
the clients’ perspective. Price[6] has in a similar way
described ‘sharing control’ as an important therapeutic
strategy. In the present study the sharing also included

learning situations in which the clients learned and
seemed to become more aware, which appeared to make
it easier for them to make decisions and formulate
realistic activity goals. It has been reported that client-
centred goal-setting can be difficult if the clients lack
knowledge and/or experience, or have unrealistic expect-
ations regarding future goals.[39,40] Additionally, it has
been highlighted that in order to set more realistic goals
there is a need for education of both clients and their
families regarding the goal-setting process and realistic
outcomes.[39] The present findings indicate that these
needs were addressed in the sharing situations during the
intervention process. This is in agreement with the
findings of another study conducted in the context of the
LAS-II project[41] in which patient involvement in goal
setting was documented significantly more in the
medical records by OTs who had received training
intended to enhance their client-centredness than by
OTs without such training.

To understand the clients’ life-world was a part of the
comprehensive strategy of the CADL, which was
developed based on the findings of a series of phenom-
enological studies.[20–22] The OTs in the present study
emphasized the importance of having an empathetic
understanding of the client’s lived experiences, which
seemed to be a prerequisite for accomplishing a sharing
situation in the client–therapeutic relationship and is in
accordance with Merleau Ponty,[7] Taylor,[38]
Pierce,[42] and Kielhofner, Tham et al.,[32] who
emphasized the importance of intersubjectivity when a
person tries to understand another person’s life-world
experiences. Sharing experiences with the clients made
the communication more visible, which seemed to help
the OTs to feel safer in their professional role and to
transfer the strategy of sharing experiences to other
clients. However, creating these sharing situations also
seemed to be challenging and demanding for the OTs
and required flexibility, which is in line with a previous
study[23] showing that OTs felt ‘like a chameleon’.
Sharing with another person throughout the whole
intervention process may not suit everyone: neither the
OTs nor the clients.[38]

In the present study, the process of ‘sharing to enable
agency in daily activities’ seemed to take time. Previous
studies have described therapists’ experiences of rehabili-
tation as time-consuming,[24,43] and lack of time as a
barrier to achieve a patient-centred framework,[39] but
have also described time as a resource.[23] The findings
of the present study indicated that the intervention
process had to take time, ‘the time it takes’[30] if a
positive change was to happen. Thus a clinical implica-
tion might be that the intervention sessions could be
spread out over a longer period to give the clients more
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time to practize on their own between the intervention
sessions in order to discover and learn to handle
disabilities in the context of daily activities.[20] The
core category ‘sharing for enabling agency’ seemed to
bring the intervention process forward, which is in
accordance with Price,[37] who has concluded that ‘the
therapeutic process is intertwined with and propelled by
the therapeutic relationship’. Moreover, one could
hypothesise that in the long run a client-centred
approach including sharing would be cost-effective if a
person obtained agency and participation in everyday
life. Another possible gain would be that significant
others would experience a lower caregiver burden if the
client experienced the ownership of his/her daily
activities. These were underlying assumptions in an
RCT in which the CADL was evaluated.[44]

The OTs in this study had long clinical experience and
had also received training intended to enhance their
client-centredness (i.e. a workshop) but despite this, they
experienced challenges in applying a client-centred
approach in clinical practice, which indicate that there
is a need for training in how to enhance client-
centredness.[41] Placing power in the hands of the
clients is a shift from the traditional ‘expert’
approach,[42] which is important to consider when
changing to a more client-centred approach.[45]

The findings captured the meaning of sharing during
the whole intervention process, which has not been
described previously. The continuity, reciprocity, and
collaboration in the sharing between the OTs and the
clients add important knowledge concerning to how to
enable agency in everyday life after stroke.[46] In
conclusion, the main clinical implication is that OTs
should create a sharing situation working in collabor-
ation with their clients, and strive to use their empathetic
understanding of the clients’ lived experience throughout
the whole intervention process in order to enable the
clients’ ownership in daily activities after stroke. The
continuity of sharing seems to be the key to a gradual
increase in agency, and this approach could preferably be
applied by inter-professional teams including the client
and significant others.

Methodological considerations

This qualitative study was a part of a project aiming to
develop, evaluate, and implement a complex interven-
tion, i.e. the client-centred ADL intervention (CADL),
LAS-II.[16] According to Clark[47] there is a need for a
broader picture of the whole intervention, to understand
the clients’ experiences and the change mechanism
underlying the intervention. A good theoretical under-
standing is needed with regard to how the intervention

facilitates change, so that weak links can be identified
and strengthened.[15] Qualitative studies can improve
the understanding of the therapeutic components of
complex interventions.[48] Following the OTs over time,
from before the OTs entered the workshop until
approximately one year after ending the workshop,
enabled the researchers to grasp similarities and differ-
ences in the OTs’ client-centred approach in their
clinical practice and to better understand the therapeutic
components of CADL, such as for example the import-
ance of sharing. However, sharing is one important
aspect of client-centred practice and future research
could shed light on other aspects of importance.

In order to obtain a deeper understanding of the
therapists’ therapeutic strategies used during the process
of ‘sharing to enable agency in daily activities’ more
systematic observations of how OTs interact with their
clients need to be used. One limitation of this study was
that only a few observations were conducted in order to
better understand the OTs’ experiences and reflections
described in the interviews. Future studies could better
integrate the observations in the analysis. Using a
grounded theory approach[29] with its constant com-
parative analysis and theoretical sampling allowed the
researchers to use different data-collection methods in
the context of the CADL. It would also be of interest to
follow and compare the experiences of OTs who conduct
the usual ADL interventions to obtain an understanding
of OTs’ clinical reasoning when using and delivering
these usual ADL interventions. The findings of this study
could serve as a basis for further development of client-
centred rehabilitation/intervention in everyday life after
stroke.
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