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Introduction

In this concluding chapter, the implications of the main findings in this thesis are 
critically discussed. The primary aim of this thesis was to assess the efficacy of client-
centred practice in patients with multiple sclerosis (MS) compared to usual care. 
The secondary aim was to establish the reproducibility and the responsiveness of 
the Canadian Occupational Performance Measure (COPM). This is a client-centred 
assessment instrument developed to identify and evaluate a patient’s most 
important perceived performance issues. Finally, we evaluated to which extent 
instruments that aim to measure participation indeed do so, and how frequent 
participation domains are assessed.

This general chapter will first elaborate on client-centred practice and second 
on the assessment of patients’ perceived problems and how participation was 
assessed. Subsequently, an overview is given of the methodological considerations 
and future research challenges.

Evidence on client-centred practice
 
Efficacy of client-centred practice
Many patients and health professionals are nowadays advocating for a client-
centred approach. The results of our trial on the efficacy of client-centred practice 
showed that the process outcomes (e.g., the client-centredness of the organisation 
and the perceived quality of therapy) were in favour of the client-centred 
intervention. However, the functional outcomes of the client centred therapy 
(e.g., fatigue or mental health) tended to be worse compared to usual care. More 
detailed assessments revealed that the client-centred therapy resulted in a more 
intensive diagnostic evaluation process and less intensive treatment compared to 
usual care.

While many authors claim beneficial effects of client-centred practice, an in-depth 
review of the literature revealed studies that reported no or negative effects on 
functional outcomes. For example, a systematic review on primary health care 
physicians and nurses reported beneficial effects on communication between 
health professionals and patients, and patient satisfaction, but mixed results were 
observed on health care behaviour, health care use, and health status.1 Similarly, 
a review on client-centred care concluded that satisfaction-studies indicated 
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that client-centred care was what most patients wanted, but there was limited 
evidence on a relationship between client-centred health care and overall health.2 
Furthermore, a recent review on the effects of client-centred goal setting in stroke 
rehabilitation services concluded that the consequences of applying client-centred 
principles in goal setting had not been evaluated rigorously in aspects other than 
psychological effects.3

Studies presenting beneficial effects of client-centred practice focus mainly on 
process outcomes and behavioural or psychological aspects. Improving process 
aspects, like the patient-doctor communication and information exchange, are 
considered as the most important aspects to increase a patients overall evaluation 
of the quality of care.4 Many of these aspects are related to the basic elements 
of client-centred practice.5,6 These aspects are valuable in themselves and 
may alleviate a patient’s distress associated with illness and uncertainty.7 Least 
associated with the perceived quality of care are outcome aspects like physical 
functioning.4 These mixed results however, do not necessarily mean that treatment 
outcomes are not relevant to patients. For example, a patient is satisfied with his or 
her physician’s listening skills, yet her chronic disease control has worsened8,9, has 
client-centred care effectively been accomplished in this situation? The improved 
process aspects that are inherent to client-centred care can indicate how the 
patient has experienced the client-centred process. However, although the process 
improvements are important to a patient, client-centred therapy should also lead 
to enhanced functional health outcomes.10

Some studies that failed to find differences between client-centred practice 
and usual care attributed this mainly to a limitation in the implementation of 
client-centred practice.3,6,11-13 Perceived barriers in implementing client-centred 
practice included for example, lack of a clear operationalization of client-centred 
care, inadequate education, lack of coordinated collaboration, shortage of staff, 
and the dominance of the biomedical model in health care.6 In our trial, we 
eliminated most of these barriers by extensively training, guiding, and coaching 
the therapists in providing client-centred therapy, not only during the goal-setting 
process, but during the entire treatment process. We used the Canadian Practice 
Process Framework (CPPF)14 as an explicit method to work in a client-centred 
way. An experienced skilled trainer in teaching and performing client-centred 
practice guided the client-centred process. Furthermore, the staff members of 
the participating centres agreed to facilitate and provided time to the therapists 
to implement client-centred practice. Hence, it seems unlikely that inappropriate 
implementation of client-centred practice can explain our findings.
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To understand better why client-centred practice resulted in poorer functional 
results compared to usual care therapy we conducted additional analyses. These 
analyses showed that client-centred therapy compared to usual care resulted in a 
more intensive diagnostic evaluation and less intensive treatment. Client-centred 
practice requires shared decision making and setting goals as well as exploring the 
health professional’s and patient’s needs, perspectives, strengths, and societal and 
practice context aspects.14 This could have stimulated the emphasis on diagnostic 
consultation with less attention devoted to actual treatment. However, the results 
of our study showed that too much emphasis on diagnostics can be contra-
productive and unwanted, while it can result in less functional health outcomes. 
Therefore, we recommend that client-centred practice should be changed by 
paying more attention to actual treatment to attain better functional outcomes in 
patients who receive client-centred practice.

Client-centred health care
The current emphasis on client-centred practice is not only evident in clinical 
settings but is also prominently positioned on the political agenda and in 
discussions about quality of care.9,15 The increasing focus on client-centred practice 
is driven by the challenges to the health care system to guarantee quality of care, 
long-term access, and financial sustainability. The health care system has to face 
the sharp rise in an ageing population, control the increase of chronic conditions, 
prevent unhealthy behaviour, and diminish health differences between socio-
economic classes in times of labour and financial shortages.16 To meet these 
challenges, health care managers advise that the core value of health should shift 
from “care for the disease” towards “behaviour and health”.15 This shift implies 
that the patient needs to be empowered and should take more responsibility and 
control for his/her own health, lifestyle, and therapy. The health professional is 
expected to act towards a long-term perspective as a coach in self-management 
interventions.15

Self-management support intends to activate persons to be informed and to be 
able to manage their situation themselves by assisting and coaching patients and 
their families.17 Client-centred practice also aims to enable and empower patients 
to find their own path to improvement.18 However, as shown in our study, this does 
not necessarily result in better functional health outcomes. For client-centred self-
management, it is not enough if a health professional only informs, assists, and 
motivates the patient to improve functional outcomes. To reach better functional 
results, the focus in client-centred practice should be especially on productive 
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interactions leading to improved functional outcomes, and not just to improved 
process outcomes.

The economic constraints on health care seem to be a recent driver of client-
centred practice. However, the evidence on the cost-effectiveness of client-centred 
practice is not substantial and conclusive.6 Many measures that intend to measure 
the outcomes of client-centred care confound behaviour and process outcomes 
with functional health outcomes, leading to confusing results.9,19 Obviously there 
are budgetary pressures, but to guarantee quality of care, access to health care, and 
financial sustainability, we should reconsider the way client-centred is promoted 
and implemented in health care systems.

Recommendations on client-centred practice
The results of our study and the results of other studies indicate that adaptation 
of client-centred practice is necessary to improve functional health outcomes. It is 
suggested to spend less time on diagnosing and analyzing the patient’s problems, 
as results have shown that too much emphasis seems to be counterproductive. It 
is suggested that the therapist takes responsibility for providing treatment for the 
health issues that need to be treated. For example, during the therapy of an MS 
patient suffering from fatigue, it is important that the therapist and the patient 
spend enough time on actual training to create a balance between workability 
and workload to manage fatigue in daily life.

Client-centred practice could be more effective and suitable for certain 
patients. For example, there are patients who favour personal contact, who like to 
practice together with the health professional, who need conveniently arranged 
information, and who will not appreciate it to direct care themselves, to participate 
in shared decision making, or to receive several treatment options.16 On the other 
hand, other patients appreciate it to participate in shared decision making and 
in their care, to have online consultations, and to consider alternative treatment 
options. Self-management programs could be less suitable for patients who view 
the health professionals as an authority concerning their treatment, while the 
client-centred approach could be suitable for patients who appreciate it to be 
the director of their own health care, to be well informed, and who like to share 
in the decision-making process about their treatment.16 The different patient 
characteristics and attitudes regarding health care could have implications for the 
successful implementation of client-centred health innovations.

Although further research is necessary to explore whether client-centred 
practice may be more effective for certain patients under certain conditions, there 



128

Chapter 7

are indications that some patients benefit more from a client-centred approach 
than others. There are studies that show that patients with lower education, a worse 
prognosis, as well as a higher level of anxiety, may be more likely to have a lower 
preference for client-centred communicative approaches.20 Others have described 
that client-centred practice was associated with more satisfaction among patients 
who had a psychosocial condition, but with less satisfaction among patients with 
complex or with straightforward medical problems.20,21

To improve the effectiveness of client-centred practice on functional outcomes, 
more research is needed to determine the contribution of focusing less on 
diagnostics and analyses, focusing more on actual treatment, and to establish the 
contribution of tailoring treatment to different patient characteristics.

Assessments

In assessing client-centred health care the patient’s perspective on activities and 
participation is important. In choosing the best available clinical outcome measure, 
the measure should be acceptable and practical to administer and should be 
scientifically sound in terms of its content and measurement properties.22,23 In this 
paragraph, we will first discuss the reproducibility and responsiveness of a client-
centred outcome-measure, the Canadian Occupational Performance Measure 
(COPM), and subsequently the content validity of participation instruments.

Canadian Occupational Performance Measure
The COPM is an outcome measure designed to help patients to identify, prioritize, 
and evaluate important issues they encounter in occupational performance.24 The 
COPM was originally developed by occupational therapists but is nowadays used 
by other disciplines as well.25 The client-centred structure of the COPM provides 
a process through which a patient’s values and preferences can be identified.26-28 
Although the COPM can increase patient participation in the goal-setting process 
and provide health professionals with information on what is meaningful to the 
patient, the COPM does not automatically ensure client-centred practice.29

The implementation of the COPM in clinical research and practice is expanding, 
but the clinimetric properties are not yet fully known. Supportive information was 
available on the content, convergent, and divergent validity28, as well as on the 
intra-rater agreement.30 No information was available on the inter-rater agreement, 
and only limited information was available on the responsiveness of the COPM. 
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In this study, we assessed the reproducibility of the performance and satisfaction 
scores of the individually identified problems. Furthermore, we measured the 
reproducibility of the mean scores of the problems prioritized by the patients.31 
Lastly, we assessed the COPM’s ability to detect changes (criterion and construct 
responsiveness) in the mean scores and we assessed the feasibility of the COPM.32

In clinical practice, therapy often focuses on problems identified by the individual 
on the COPM and on the performance and satisfaction scores. Although analysing 
and discussing these problems and their scores with the patient can be elucidating, 
the reproducibility of the individually identified problems in our study was poor. 
Since the reproducibility of the mean scores in our study was moderate to high, 
we recommend that the mean scores should be used for individual assessment.31 
To reduce the variability in scores and thereby improving the reproducibility of the 
COPM, we propose being more specific in describing the prioritized problems. For 
example, one should use the word vacuuming instead of doing the housework, or 
putting on a pair of shoes instead of dressing or self-care.31 In our responsiveness 
study we incorporated this advice, but we did not verify if applying this advice 
indeed improved the reproducibility. Further research should evaluate whether a 
more specific assessment method can improve the reproducibility of the COPM, 
while preserving the intrinsic client-centred properties of the COPM.

We found supportive evidence for the COPM’s ability to detect changes in perceived 
occupational performance issues (criterion and construct responsiveness).32 
Criterion responsiveness indicated cut-off values lower than the two-point 
difference in the COPM-manual24. Although the ability to detect improvement 
was lower for the blind scores (reassessment scores that were obtained without 
showing patients the initial assessment) than for the reflective scores (reassessment 
scores that were obtained with showing the initial scores) the responsiveness of 
both scores was supported.

Since the COPM can be used to generic populations and interventions, we did 
not look for differences in cut-off points for specific diagnostic groups, specific 
interventions, and different phases or duration of the disease. However, to 
interpret the outcomes on the COPM in a more client-centred manner, it would be 
of interest to know whether different cut-off points do exist and how they differ 
among the patients.

In the responsiveness study, we only focused on assessing the COPM’s ability 
to detect improvement, but not on the ability to detect deterioration. Our results 
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showed that 57% of the patients reported improvement on the COPM, 14% reported 
deterioration, and 29% reported no change. We focused on improvement because 
we assumed that most issues addressed would be translated into therapeutic 
goals. However, we did not verify this assumption. Reasons for the deterioration 
could be related to the make-up of the population. Many patients enrolled in this 
study suffered from a chronic disease in which ‘cure’ is no longer an option and in 
which it can be difficult to detect improvement.

Patients’ responses on the COPM’s feasibility were in general positive. Our 
results showed that patients rated the COPM as a good measure of identifying 
problems. Furthermore, patients perceived the scores provided by the instrument 
as meaningful. During the first assessment many patients perceived scoring the 
COPM as difficult. However, during the reassessment the number of patients 
who found scoring easy increased significantly. This difficulty in scoring has also 
been recognized in other studies.33-35 Possible reasons for the perceived difficulty 
could be 1) the fluctuating state of the disease, 2) difficulties with numeric scoring 
procedures, or 3) the expectations of patients that the health professional should 
rate the level of the health issue and decides which problems require intervention.35 
Another possible explanation could be found in the high correlation between the 
performance and satisfaction scores of the COPM that suggest that these scores 
are measuring the same concept. Although in some cases, important information 
can be obtained by talking to the patients about the differences between both 
scores, the necessity of using both concepts is questionable.

Participation
Participation is often seen as an important long-term outcome of medical, 
rehabilitation, and social service programs.36 Health professionals have expressed 
interest in client-centred assessments that aim to improve participation. However, 
measuring participation can pose conceptual and psychometric challenges.37

Participation arises from an interaction of what a person can do and wants to 
do, and also what the social environment enables and expects.38 Participation 
can therefore have many meanings and multiple applications. For example, there 
are people who participate in multiple aspects of life, not only at work but also 
in school, home and social activities, while other people participate primarily at 
home, with family members and are not aspiring for more.38 Participation can be 
difficult to measure as both the quality and quantity of participation are affected by 
the environment and personal characteristics.36 Hence, there are many definitions 
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of participation, but the actual meaning and operationalization of participation 
remains unclear.

Consensus about the concept and operationalization of participation is 
crucial, given that it is a valuable outcome for patients, health professionals, and 
policymakers. Which participation aspects are useful depends on the intended 
purpose of the measurement and can differ across the life span and developmental 
stages of an individual.

The concept participation
In line with several other participation definitions39,40, we have suggested that 
participation items should be related to social roles and should be considered as 
the performance of roles in a social context, involving not just an environmental 
factor, but mainly involving other people. Furthermore, participation items should 
require (or allow) a combination of multiple activities and these activities should 
be related to a role.41 This working definition implies that participation is not the 
same as activity and that participation is more than just performance.

In our review, we found that most instruments that aim to measure participation 
do so only to a limited extent. Most instruments also seem to assess other constructs 
that are closely related to participation, including for example activity, autonomy, 
disability, job satisfaction, individual capacity, and participation as in taking part 
in treatment. The lack of consensus about the concept participation has resulted 
in the availability of several definitions of participation. In the International 
Classification of Functioning, Disability and Health (ICF)42, participation is listed 
together with the concept activity which makes it difficult to distinguish it from 
each other. To assess adequately participation, one first needs to reach consensus 
how to define the construct participation. This includes reaching consensus on the 
participation domains and participation aspects.23,41,43

The operationalization of participation
Our review showed that participation is operationalized in different ways. 
We distinguished three participation aspects: participation accomplishment, 
participation problem, and satisfaction with participation. Participation 
accomplishment refers to the extent or degree of participation. Participation 
problem indicates the difficulty in accomplishing social roles. It refers to a person’s 
experience of a participation problem or the meaning of the personal burden of 
the problem. The aspect satisfaction with participation includes a person’s current 
perception of participation according to what the person wants or expects.
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The instruments that we screened as part of our study referred mostly to 
participation problems and participation accomplishment, and less to satisfaction 
with participation. Different participation domains could be distinguished: work/
study, social life, general participation, home, family, financial, or combinations of 
those. There were also domains with participation items of which one can question 
whether these items belong to participation while these items are not necessarily 
connected to a role (undetermined participation items): leisure, transport, 
shopping, perception, and religion.41

Of the 68 instruments in our review that contained 50% or more (un)determined 
participation items in the entire instrument, 26 were one-scale instruments and 42 
multi-scale instruments. One can question whether one-scale measures can fully 
describe the complex interactions between individuals and their environments 
that affect participation. Covering all aspects of participation may require multi-
scale instruments. One-scale instruments can be used for a specific domain and 
participation aspect. Given the multifaceted nature of participation, an approach 
that offers multiple ratings may be the most appropriate way to measure 
participation.43

In our review, we screened instruments that aim to measure participation. To 
screen the instruments, we used a working definition for measuring participation. 
Although this working definition was based on definitions in the literature, other 
ideas about including or excluding items as participation can exist, as there is not 
yet a consensus based definition of the construct participation. Furthermore, we 
did not assess the methodological quality of the screened instruments. Therefore, 
the instruments that were included in our review do not necessarily encompass 
good measurement properties. Further consensus about the construct and 
operationalization of participation as well as reviews on the measurement 
properties of the participation instruments scales are recommended.

Methodological considerations

Efficacy of client-centred practice
Many studies in the area of client-centred practice are qualitative and subjective 
studies. This may be due to the individual nature of client-centred practice. 
Conducting randomised trials can be difficult to perform while the aspects that are 
client-centred for one patient may not suit the needs and values of another.44 The 
client-centred intervention is a complex intervention where both the quality and 
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the quantity of different components may vary between patients.45 To assess the 
usefulness and quality of the outcomes of a trial, several measurement properties 
concerning the internal and external validity of the study are important.

Missing data
Internal validity refers to the extent to which differences identified between 
randomised groups are a result of the intervention being tested. One of the markers 
of internal validity is to have a sufficient sample size.46 In our trial, we accounted for 
a 15% loss of follow up in the required sample size to perform appropriate analysis. 
Our longitudinal trial design consists of approximately 807 measurements (269 
patients with three measurements each), which makes it almost inevitable to have 
missing data. However, we managed to keep the number of missing data limited. 
Only 14 persons (5%) dropped out of the study leading to a total of 34 missing 
measurements. This did not have an impact on the results because we used data-
analysis techniques that are robust and little affected by a low level of missing 
data.47

Allocation
In many clinical trials, participants are randomised as individuals to different 
treatments. We did not first include patients and then randomise them into 
clusters, because individual allocation could potentially contaminate the two 
interventions when patients receiving client-centred care and patients receiving 
usual care are treated in the same occupational therapy department. The hospitals 
and rehabilitation centres (including health professionals and patients) were first 
stratified for their potential different patient constitution and then randomised into 
clusters. Selection bias was avoided as much as possible by including consecutive 
eligible patients, and by providing in- and exclusion criteria and instructions 
for those identifying and recruiting patients. However, we cannot completely 
eliminate the possibility that the recruiting physicians and occupational therapists 
did not select all consecutive eligible patients. To avoid selection bias, we could 
have used blind recruiters from outside the cluster. However, for logistical reasons 
and for keeping the patient’s workload as low as possible, we did not do this.

Another important marker that determines the value of the research results is 
blinding to allocation status. In our trial, the patients and the outcome assessors 
were blinded to the allocation but the therapists and recruiters were not. Patients 
were blinded to the allocation status to prevent that the characteristics of individual 
participating patients were influenced by knowledge about their allocation status. 
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They all received the same kind of information: sufficient information about the 
interventions to decide whether they want to participate in the trial, but not 
enough information to really know what the difference between the interventions 
was to avoid dilution of an intervention effect. We did not evaluate the blinding 
of the patients by checking whether patients knew what kind of intervention they 
had received. However, we did evaluate the blinding of the assessors towards the 
randomisation groups. The blinding succeeded for 90% of the cases.

Despite our stratification by hospitals and rehabilitation centres and 
randomising the treatment centres, differences in several baseline characteristics 
between both intervention groups were present. We looked carefully into this 
issue but could not find any other explanation than chance. In the analyses, we 
have corrected for these baseline differences.

Contrast between the intervention groups
In our trial, we evaluated the content of the intervention delivered to the patient, 
checked the treatment integrity, and performed a process evaluation. One can 
question whether the operationalization of the client-centred intervention was 
clearly differentiated from usual care. Client-centred practice can be seen as an 
important component of most of the major occupational therapy conceptual 
practice models and can therefore, at some level, be considered as ‘usual care’ in 
OT. If this assumption was right than no or just a small contrast would be visible 
between both groups. However, we found a clear contrast in outcomes between 
both groups. Furthermore, if the contrast between the groups would have been 
even stronger, it is likely that also the negative functional outcomes of client 
centred therapy would have been even worse.

Outcomes
We used several primary and secondary outcomes. One can argue that only one 
primary outcome should be defined. However, several reasons can be given why 
multiple outcomes can be useful.45 OT aims to optimize activities and participation. 
Since the relationship between disabilities and the perceived deficits concerning 
activities or participation is not linear, measures that cover a continuum of domains 
should be used. Therefore, we used more than one primary outcome measure.

We used generic measures in our trial. Using generic measures, such as the DIP, 
IPA or SF36, which cover a large number of domains, can be questionable since 
only a few items in a generic measure can be affected.45 In our study, the primary 
outcome measures were generic measures and these did not reveal significant 
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differences. However the secondary outcomes revealed significant differences 
in favour of usual care OT on specific domains of components of fatigue and on 
specific domains as vitality, bodily pain and mental health. In retrospect, we could 
have chosen other primary outcomes measures that focus on specific outcomes.

A possible limitation of our study could have been that we used the COPM as an 
outcome-assessment while it can also be used as a tool to initiate a client-centred 
process. This could have affected the contrast between the two groups. However, 
the process outcomes in our trial showed that there was a clear contrast between 
both groups. Other studies have also found evidence that, although the COPM 
increased patient participation in the goal-setting process and provides information 
on what is meaningful to a patient, it did not ensure client-centred practice.29

External validity
External validity refers to the extent to which study results can be applied to other 
individuals or settings.46 Generalization of the results to other patients than the 
study population (MS outpatients) should be done with caution. Nevertheless, 
there are several factors that improve the generalization of our results. For example, 
the results of our trial are in accordance with other studies that focused on different 
health professionals and different patients.1,8 Another factor that improves the 
possibility to generalize our results is that the patients in our trial represent a large 
number of MS outpatients from 13 health centres (hospitals and rehabilitation 
centres) in the Netherlands, who varied in age, type of MS, and severity of disease.

Conclusion and suggestions for future research

Evidence on client-centred practice
The poor functional outcomes of client-centred care compared to usual care 
should make us attentive to the way client-centred care is implemented in health 
care systems. It is suggested to spend less time on diagnosing and analyzing 
patients problems, since too much emphasis on the diagnostic process seems to 
be counterproductive. It is suggested that, while taking the patient’s point of view 
and preferences into account in planning treatment, the therapist should take 
responsibility for providing treatment for essential issues that need to be treated 
to gain functional results.

Future research should not just focus on the effect of process outcomes (e.g. 
communication, satisfaction, information exchange, involvement in the decision 
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making process), but also on the effect of the functional health outcomes. More 
research is needed to determine whether a more proportional representation 
of time devoted to analysis and diagnosis, and the time devoted to the actual 
treatment, results in more efficiency and improved functional results.
Studies to determine whether certain patient characteristics and attitudes lead to 
better functional outcomes in client-centred practice can contribute to improve 
client-centred practice.

Assessments
The results about the methodological properties of the COPM support the 
implementation of the COPM as a valid, reproducible, and responsive outcome 
measure to assess and evaluate a patient’s perceived problems. The mean 
performance and satisfaction scores should be used for assessing and evaluating 
the perceived performance issues, given that the reproducibility of the scores of 
the separate identified issues was poor. We suggest using a more specific method 
of assessing the COPM to improve the reproducibility. However, further research 
is needed to determine whether this indeed improves the reproducibility without 
violating the client-centred nature of the COPM. Another subject for further 
research is the need to obtain scores for performance as well as for satisfaction 
since these two constructs are highly correlated.

Our review about the content validity of instruments that assess participation 
showed that the content, aspects, and domains of participation are operationalized 
in different ways. Instruments and instruments’ scales that measure participation 
do this only to a certain extent. Our review contributes to a working definition 
about how participation can be conceptualised and measured. Nevertheless, it 
is important to gain further consensus about the construct participation, how to 
operationalize and measure this construct, and how to define its domains and 
aspects. Lastly, the methodological quality of the scales and instruments that 
measure participation need to be established according to their content and 
purpose.
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