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ABSTRACT
Background: An intervention that contains several interacting components can be defined as a
complex intervention. This intervention was developed in accordance with the Medical Research
Council (MRC) guidance for complex interventions.
Aim: To describe the development, theoretical framework, and content of a client-centred
activities in daily living intervention (CADL) for people with stroke.
Material and methods: Different steps were used; identifying the evidence base, identifying/
developing theory and the modelling process and outcomes in the development of the CADL. The
remodelling of the process and content of the intervention that emerged are defined.
Results: Findings from a series of qualitative studies of people with stroke demonstrated the
need to develop an ADL intervention based on the clients’ lived experiences. The theoretical
framework is based on empirical research, theories about human occupation and client-centred-
ness. The CADL is applying an occupational and phenomenological perspective in order to
enable agency in daily activities and participation in everyday life among persons with stroke.
Conclusions and significance: The article can be used as an example of how to present the
development and theoretical framework of a new complex intervention in occupational therapy.

ARTICLE HISTORY
Received 7 April 2020
Revised 27 October 2020
Accepted 8 November 2020

KEYWORDS
Complex intervention;
occupational therapy;
rehabilitation; goal-
orientated; person-centred

Introduction

The objective of this paper was to describe the devel-
opment, theoretical framework and content of the cli-
ent-centred activities in daily living intervention
(CADL) for people with stroke in line with Medical
Research Council (MRC) guidance for developing
complex interventions (See Figure 1) [1]. The effects
of the CADL have been evaluated in a randomized
controlled trial (RCT) (ClinicalTrials.gov
NCT01417585) and the CONSORT Statement [2] has
been used to report the trial. The findings from the
RCT were presented in both qualitative [3,4] and
quantitative studies [5–9]. However, the development,
rationale and content of the intervention have been
requested but have not yet been presented in detail.
This article can also be used as an example of how to
present the development and theoretical framework of
a new complex intervention in occupational therapy.

Findings from a series of qualitative research stud-
ies aiming to better understand the lived experience
of daily activities in everyday life after stroke [10–16]
was the main evidence base for the development of
the CADL. The findings from these studies will be
presented in further detail under the heading “The
process of change” in this manuscript. An occupa-
tional and phenomenological perspective was applied
using the client’s lived experiences as the point of
departure for the client-centred intervention. The
CADL is aiming to enable agency in daily activities
[17] and participation in everyday life [18] among
persons with stroke. According to Aarts and col-
leagues [19], independence in ADL is associated with
a person’s sense of agency in daily life, i.e. the feeling
that a person is responsible for their own actions and
their outcomes. Agency, from an occupational per-
spective, could be seen as a prerequisite to participa-
tion in daily activities and participation in everyday
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life. Enacting agency is a complex phenomenon that
entails a person making things happen in everyday
life through negotiating different aspects of various
situations that may arise as part of continuous, chang-
ing transactional situations [17]. Townsend and
Laundry pointed out that the recognition of persons
as active agents is important in interventions that aim
to enable participation in everyday occupations [20].

When an intervention depends on the interaction
of multiple components, it can be described as a com-
plex intervention. The CADL intervention was devel-
oped [21,22] by using the different phases of the
MRC guidance [1]. This present article has been
outlined according to these phases as depicted in
Figure 1, although in practice this was an iterative
rather than a linear process. The first step in the
development of the CADL was to identify the evidence
base. The second step was to identify and develop the-
ory and the third step was the modelling process and
outcomes. In the following, the framework of these
three steps will be presented. The feasibility/piloting
has been presented elsewhere [21,22] but the remodel-
ling of the process and content of the CADL inter-
vention that emerged from these studies will
be described.

Development

Identifying the evidence base
Stroke often have consequences in everyday life func-
tioning due to impairments, activity limitations and
participation restrictions [23,24]. The sudden changes
in people’s life world that are experienced as the sub-
jective, historical, social, concrete and practical world
[25] can lead to the fact that you can no longer do
the activities that you usually do [26] in everyday life

[27,28]. Our previous qualitative studies showed that
after a stroke, people no longer experienced their
daily activities as being taken-for-granted activities, i.e.
activities that are performed automatically and with-
out thinking [14–16,29–31]. Typical tasks such as
dressing, eating, house cleaning as well as washing,
working, hobbies and socializing with others, could
not be performed as previously and a person often
became dependent on others to carry out ADL.

Furthermore, people with mild stroke reported that
they perceived there were restrictions in their partici-
pation in daily activities and social roles [32] and that
the change still was evident at six months [33].
Family members were at risk of depression and
reported caregiver burnout, social isolation, physical
problems and decreased life satisfaction [23,24,34].
Cardol, De Jong and Ward [35] stressed that rehabili-
tation strategies should increase individual autonomy
and participation in daily activities in order to enable
persons to make decisions and act as they wish. Thus,
there was an incentive to develop this ADL interven-
tion with a view of enabling participation in ADL
after stroke and reducing the caregiver’s burden.

The rehabilitation process after stroke is complex,
involving many interacting components and multiple
professionals. Commonly, the occupational therapists
initiate an ADL assessment and training in the early
phase of rehabilitation. Despite evidence of the benefi-
cial effects of occupational therapy interventions to
improve ADL ability and reduce the risk of deterior-
ation of ADL ability after stroke [23], the rationale
and strategies for the interventions have often been
vaguely defined and described.

Our previous qualitative studies identified that
occupational therapists used different therapeutic
strategies in their ADL interventions, such as

Figure 1. Key elements of the development and evaluation process.
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providing structured instructions or feedback on spe-
cific client-identified activities and initiating adapta-
tions within a familiar context [12,36,37]. In order to
strengthen the client-centred perspective in rehabilita-
tion after stroke, it was necessary to understand the
needs, priorities and goals of persons with stroke and
their families [38]. Hence, previous research showed
that applying strategies and providing a structure for
occupational therapy were essential components and
should consequently be integral parts of the develop-
ment of the CADL intervention.

Identifying/developing theory
Identify theory. The next step (see Figure 1) in the
modelling of the content, process, and outcomes in
the development of the CADL intervention was to
identify and develop theory. The CADL intervention
applied an occupational and phenomenological perspec-
tive in which the client’s lived experiences were used
as the point of departure. The theoretical framework
is presented in the following section.

The occupational perspective
The occupational perspective was based on the

Model of Human Occupation (MOHO) [39] as the
MOHO seeks to explain how occupation is motivated,
patterned and performed. According to Kielhofner
[39], many human life activities are taken for granted
and are portrayed as activities that give structure and
meaning to people’s everyday lives. The CADL was
influenced by the MOHO’s emphasis on understand-
ing what people do in their everyday lives. The
MOHO was used to explain why problems in daily
living could arise after stroke, and how impairments
and environmental factors could disrupt occupational
performance and participation in everyday life. The
MOHO has also integrated a client-centred perspec-
tive and the concept of the lived body [40], which is
in line with the phenomenological perspective applied
to the CADL.

Client-centredness. Another cornerstone of the
CADL’s theoretical framework is the concept of cli-
ent-centredness, which emerged from the Canadian
Model of Occupational Performance (CMOP) and
was [41] characterized by strong links to practice,
particularly to the client’s active participation in the
process of occupational therapy. The concepts of per-
son-centred, patient-centred and client-centred care
and other similar concepts have been used inter-
changeably in healthcare research and practice.
Client-centredness described by Carl Rogers, specifies
that a therapeutic relationship requires an

understanding and safe environment in which the
person is the expert and the therapist is a tool to sup-
port the person in finding their own answers [42].
Adopting a person-centred approach was also in line
with the WHO’s goals for community-based rehabili-
tation. The goals state that people with disabilities
and their family members should make their own
decisions and take responsibility for changing their
lives and improving their communities [43].

A client-centred perspective implies that it is the
client with perceived needs and desires who should
drive the occupational therapy intervention [44]. This
approach supports the use of the client’s unique life-
world experiences as the point of departure for goal
setting and collaboration with the therapist in the
rehabilitation process. Hence, working in a client-cen-
tred way in the CADL requires viewing the clients as
partners in the rehabilitation process and recognizing
their experiences, needs, goals and knowledge [45]. It
is also necessary to emphasize autonomy, choice, and
partnership – the shared responsibility of the therapist
and the client – enablement, contextual congruence,
accessibility and respect for diversity [3].

It is fundamental in rehabilitation to create oppor-
tunities in practice and experiences in the perform-
ance of everyday occupations, based on trust and an
informed relationship with the client. It is also essen-
tial to involve the person’s significant others and
gradually assist the person to gain autonomy in deci-
sion-making and action [17]. A systematic review by
Kristensen and co-authors [46] concluded that there
was support for a client-centred approach after stroke,
as persons felt more involved and had a higher sur-
vival rate when they had received rehabilitation that
focussed on their own goals. In CADL, the interaction
between the therapist and the client is based on the
client’s experiences and desires in order to support
the clients to achieve their goals. This is a guiding
principal of the CADL intervention [41].

The concept of Activities of Daily Living (ADL)
During the development of the intervention, the def-

inition of ADL was refined and widened in order to be
in accordance with the concepts of occupation [39] and
client-centredness [41]. Traditionally, the concept of
ADL was divided into two parts, i.e. personal ADL (P-
ADL), including personal tasks such as using the toilet,
bathing, dressing, eating and grooming, and instrumen-
tal ADL (I-ADL) [47], which included more complex
tasks such as taking care of the household, financial
management, driving a car. The ADL definition used in
the CADL intervention includes all activities that a per-
son needs and wants to perform [47].

SCANDINAVIAN JOURNAL OF OCCUPATIONAL THERAPY 3



A phenomenological perspective – the lived experi-
ence. In CADL the importance of understanding the
client’s experiences of daily activities after stroke is
emphasized. The phenomenological concept of life-
world and life-world experiences emerged from
Husserl [25], who defined the concept of life-world as
the individualized life-world that is obvious and con-
crete and is subjective and taken for granted in our
everyday lives without questioning its existence.
According to Husserl [25], the life-world is a social
world in which people live, communicate with and
understand each other, and focuses on the person’s
experiences in everyday life. Thus, the understanding
and awareness of the life-world might be viewed dif-
ferently by different persons. Merleau-Ponty [26],
building on Husserl’s life-world concept, introduced
the “lived body” as something in which the life-world
is the lived world to which people have access
through their bodies. Moreover, the body itself is the
foundation of a person’s life-world and it is through
the body that a person perceives the world [26]. He
stated that the person is “the body and you cannot
separate the life-world from the body”. The body is
viewed as being always present in a person’s daily
activities and is also the starting point from which
people act and understand their life-worlds. The body
is not seen as a separate object; instead, the body is
lived or experienced in immediate connection with
the environment in everyday life. A disability often
leads to a changed body and thereby a changed life-
world and might result in difficulties understanding
the lived experience of disability and loss of activities,
which are common after a stroke. Our phenomeno-
logical studies (n¼ 15) have shown that occupational
therapists could use their empathetic understanding
to enter their clients’ life-worlds and should meet
them in their changing life-worlds over time. The
findings of research that adopted a phenomenological
approach can guide occupational therapists’ under-
standing of the lived experience of disability [27],
which was used as a cornerstone of the theoretical
framework in the development of the CADL
intervention.

When we identified the theoretical framework in the
guidance for complex interventions (see Figure 1), the
next step was to summarize the development of theory
in the research group to be used as a platform in the
development and modelling of the intervention.

Developing theory
A qualitative research synthesis (QRS) [48] of the
findings from qualitative studies (n¼ 15) conducted

in the research group [10–16,29–31,37,49–52] was
performed. Most of these studies were based on inter-
view data on the lived experiences in everyday life
after acquired brain injury, mainly stroke
[14,29–31,50,52]. These studies applied a phenomeno-
logical approach – the Empirical Phenomenological
Psychological (EPP) method [53] – although the psy-
chological perspective was replaced by an occupa-
tional perspective [10,14–16,29–31,37,50,52] and the
phenomenology perspective of Merleau-Ponty [26]
was incorporated into the analyses. A few studies also
applied a constant comparative Grounded Theory
approach [30,31,54,55].

Modelling process and outcome
The findings from the QRS served as a basis for
developing and integrating theory in the modelling of
the CADL intervention. A number of general charac-
teristics of the process of change, and of how signifi-
cant experiences from engaging in daily activities
appeared to enable change, were identified across the
studies included in the QRS. A summary of the syn-
thesis is presented in the following section.

The process of change. Several studies showed the
importance of enabling discovery and awareness of
disabilities in order to gradually learn how to solve
problems in daily activities after stroke. This discovery
process [10] appeared to be a prerequisite for finding
and using conscious strategies to solve problems
[10,11,13–15,29,30,49–51]. Two phenomenological
studies [12,37] and a mixed methods study [56] iden-
tified the therapeutic strategies used by therapists.

There were some common characteristics across
the series of qualitative studies on persons’ lived
experience in daily activities after stroke when
describing the process of change that persons with
stroke experienced during their rehabilitation
[14–16,29–31]. The general characteristics of the pro-
cess of change are presented in a “non-linear” process
(Table 1) and were used in the modelling of CADL.
In Table 1, the characteristics are also linked to the
different components of CADL.

The general characteristics of the process of change
showed how significant experiences from doing
desired and valued daily activities contributed to
change, described as experiences of agency in daily
activities and participation in everyday life [17,18].
This was formulated as the general aim of the CADL
intervention. The general characteristics of the process
of change were used in the modelling of the CADL
and these also served to guide the therapists’
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understanding of how to enable significant experien-
ces. In the following, the seven general characteristics
of the process of change are presented.
1. Discovering the new body and self by doing famil-
iar activities. The persons’ experiences from doing
activities that were formerly taken for granted con-
tributed to discovery after stroke. By engaging in
familiar activities, the persons learned about their new
body and about their abilities by comparing them
with their old self. Learning about their new body
was easier in activities that had previously been incor-
porated into the person’s habit-body, i.e. habits and
routines had been integrated into the body and were
taken for granted in everyday life [26]. Familiar con-
texts and objects supported the doing and discovery
of the new body and self [10,13–18,29–31,50,57].
2. Incorporating new discoveries into familiar activ-
ities. Experiences from doing familiar activities were
linked to the person’s former experiences and habit-
body. Gradually, the person’s “new body” was discov-
ered and incorporated into daily living. Experiences
from situations that gave “just the right challenge”
contributed to the incorporation of the “new” into
daily living [13–16,19,29–31,50,57].
3. Learning how to solve problems by doing valued
activities. The most important facilitators in the
recovery process were the experiences from doing
activities that had purpose and meaning. By perform-
ing engaging activities, which the clients were asked
to do on their own, they learned how to solve prob-
lems. Activities that were linked to their sense of self,
identity or social roles, such as working, travelling
and being an active member of a union, were import-
ant and allowed them to recognize themselves and see
a possible future. Experiences of doing activities that
they felt a strong desire to do were important facilita-
tors in the recovery process. Engaging in activities
that had purpose and meaning also facilitated a series
of activities in daily life; and doing activities in

inspiring places was regarded as enabling recovery
[10,11,14–16,29–31,50,57].
4. Using conscious strategies in frequently performed
activities. Frequent experience of trying to solve prob-
lems when doing familiar activities on their own was
a prerequisite for finding and using conscious strat-
egies to solve problems. Persons with stroke needed
to be gradually confronted with the problems by hav-
ing different types of feedback on their performance
in order to understand the problem and how to solve
it. The struggle of doing activities was a facilitator,
although some situations were too challenging, and
no feedback was received.” Just the right challenge”
kinds of experiences contributed to discovery and the
ability to solve problems in doing [10,11,14,15,30].

By practicing conscious strategies in activities on a
daily basis, persons with stroke became more capable
of using conscious strategies to solve problems in
doing. Finding and using strategies were a prerequis-
ite for incorporating the strategies into their new-old
habits in everyday life [10,11,13–15,29,30].
5. Experiencing a sense of belonging by sharing activ-
ities with others. Performing activities with others
who understood their experiences contributed to
experiences of a sense of belonging. At first, other
persons enabled a structure and were experienced as
guides in managing the new world, or as an extension
of the body in daily living [11]. Doing and interacting
with significant others and with colleagues and other
patients was a prerequisite for recovery. Re-establish-
ing relationships with colleagues at their workplaces
was described as very important for recovery among
persons of working age [16,17,30,50,58].
6. Experiencing the meaning of doing in a new way.
Experiencing and understanding the meaning of using
a strategy or a new way of doing was a prerequisite
for recovery. Practicing former habits in a new way
was a prerequisite for the incorporation of new-old
habits and for experiencing the meaning of doing in a
new way [10,13–16,29–31,50,57]. For example, by per-
forming familiar activities in familiar contexts, per-
sons with stroke appeared to link their present
experience with their former experience, which helped
them perform the activities more as a routine and as
part of a new habit pattern, which they could perform
coherently without consciously thinking about it [14].
7. Experiencing a possible future horizon. Through
their experiences of doing, the persons gradually re-
valued the meaning of carrying out certain activities
in daily life. The experience of the “new meaning”
was a prerequisite for making new decisions and set-
ting goals for the future. Often, activities that had

Table 1. General characteristics of the process of change after
stroke, and their links to the components of the CADL
intervention.
1. Discovering the new body and self by doing familiar activities

(component 2–3)
2. Incorporating the new discoveries in familiar activities

(components 1–9)
3. Learning how to solve problems by doing valued activities

(components 2–9)
4. Using conscious strategies in frequently performed activities

(component 5–9)
5. Experiencing belonging by sharing activities with others

(components 6, 7, 9)
6. Experiencing the meaning of doing in a new way (component 8)
7. Experiencing a possible future horizon (component 9)
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previously been important to them changed their
meaning. Experiencing the meaning of doing in a
new way or carrying out new activities was a pre-
requisite for doing in a new way and for experiencing
a future horizon [14,15,29–31,57]. By gradually dis-
covering their own strengths and weaknesses when
performing daily activities, it appeared as if the future
horizon became visible to them.

To conclude, the results from the research synthe-
sis of the series of empirical studies provided support
for: (1) applying a phenomenological perspective in
the CADL intervention by taking the person’s unique
life-world experiences as the point of departure, and
(2) enabling the individual to have significant experi-
ences of performing present, and for the future
desired and valued activities – within a social context.
The combination of understanding the client’s unique
life-world and enabling a significant experience from
doing were identified as the two most important gen-
eral strategies for the occupational therapists to inte-
grate into the therapeutic process of the CADL in
order to enable change.

Feasibility/piloting

Several feasibility studies have been conducted during
the process of developing the CADL intervention (see
Figure 1, Feasibility and piloting) in order to test con-
cepts and procedures as well as estimate recruitment
and decide on the sample size [21,22]. The modelling
of the complex intervention provided important infor-
mation about the design of both the intervention and
the evaluation process. The following section
describes the modelling of the process and content of
the CADL intervention that emerged from the identi-
fied evidence, theory base, and the developed theory
(see Figure 1) that influenced the components and
strategies that developed the model of the
intervention.

Testing procedures
A pilot study was an essential step in the development
and testing of the Client-Centred Self-Care
Intervention (CCSCI), which was the first pilot ver-
sion of the CADL. The purpose was to study the
feasibility of the design and the procedures [21,22].
The results from these pilot studies led to remodelling
and revision of the CCSCI.

Remodelling the process and outcomes
During this research process, based on the results of
the pilot study [21,22], we found the study design and

methods to be appropriate for a full-scale RCT [5],
but with the following modifications: (1) to evaluate
the intervention at different stages of the post-stroke
rehabilitation process in order to also follow the
impact of the intervention in relation to spontaneous
recovery and other rehabilitation services and, (2) to
include other occupational domains in addition to
personal and instrumental ADL, such as recreational
activities or productivity, which may be of importance
for the individual client in a later phase of rehabilita-
tion and, (3) change the name from ‘course’ to
‘workshop’ to give the participating occupational
therapists’ adequate expectations from the beginning
in order to enable their engagement and active learn-
ing. By integrating new knowledge from recent quali-
tative studies conducted by the HELD research group
(Health in Everyday Life among people with neuro-
logical Disorders) and others, as well as theory/evi-
dence [39,41,59,60,61], a draft of the new client-
centred ADL intervention (CADL) was designed for
persons with stroke.

Modelling the process of the client-centred ADL
intervention (CADL)
In 2009, the CADL was further developed in five
workshops by 44 occupational therapists working in
inpatient geriatric rehabilitation, inpatient medical
rehabilitation and home-based rehabilitation, with
experience (of between 2 and 39 years) of the rehabili-
tation of stroke patients. The researchers (first,
second) led the workshop (n¼ 5) (five full days
spread over one month), which aimed to bridge the
gap between praxis and research through dialogue
and collaboration, which is consistent with a scholar-
ship of practice framework [39]. The workshop used
a collaborative approach, which enabled the active
engagement of the participating occupational thera-
pists. By facilitating peer learning, the therapists and
the researchers were able to learn from each other.
Researchers with extensive experience of rehabilitation
were involved in both the workshop and in the imple-
mentation of the CADL.

The content of the workshops included lectures by
experienced researchers about the concepts and theo-
ries behind the intervention, reading and discussion
of the articles [12,15,16,21] behind the intervention,
as well as working with a case with the objective of
understanding how research-based knowledge was
integrated into the CADL. During the workshop and
the implementation of the CADL in clinical practice,
the researchers discussed to establish fewer goals dur-
ing the rehabilitation process than previously decided
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(from five goals to three goals) and it was assumed
that the steps in CADL were more like components
in a non-linear intervention process.

The CADL content. In the following section, the nine
components that together build up the CADL inter-
vention process are presented. The nine components
focus on occupational therapists’ actions and strat-
egies. Each component is complex and includes mul-
tiple strategies. The rationale of each component is
also described, as well as how the component (i.e.
comprising actions and strategies) relates to the other
components and is expected to enable significant
experiences and changes in accordance with the pro-
cess of change identified by the QRS [48] (see
Table 1).

The overall aim of the CADL intervention is to
enable agency in daily activities and participation in
everyday life among persons with stroke. The CADL
intervention is conducted in a client-centred context
[41] and should be adjusted to the individual’s ability,
motivation, perceptions and needs in close collabor-
ation between the client and therapist. The CADL
intervention provides a structure for how to discover
and solve problems encountered in daily activities
after stroke. Two general strategies are combined and
used by the occupational therapists across the nine
components (i.e. during the entire intervention pro-
cess) in order to enable change: (1) using the client’s
lived experience as a point of departure, and (2) ena-
bling significant experience to be gained from engag-
ing in valued daily activities.

The nine components applied to the therapeutic
process: From Scholarship to Practice. 1) The first
meeting with the client. Initially, the occupational
therapists need to focus on their first meeting with
the client in order to establish a relationship when
starting the CADL intervention. The occupational
therapists need to understand each client’s unique
lived experiences of the new situation after stroke in
order to meet the client where they need to be met as
a point of departure for the intervention process. The
essential strategy is to create an atmosphere of
empathy and understanding regarding the client’s
lived experiences in order to establish a relationship
of trust with the clients and to find a proper way of
inspiring the client. Understanding the client’s lived
experience is a strategy the occupational therapists
use during the entire intervention process to maintain
a relationship based on trust. Since experiences a
sense of chaos are common at the beginning of the

recovery process after stroke, the occupational thera-
pists need to take time to listen to their client’s
experiences.
2) Observation in an activity. A combined strategy of
collecting information from conversations and obser-
vations in actual practical situations is used by the
occupational therapist to create a picture and under-
standing of their client’s situation. Observation of the
client is conducted when performing a familiar activ-
ity of the client’s choice. The therapist and client
need to understand the client’s actual ability to per-
form activities in order to create a shared understand-
ing of the client�s ability to perform ADLs and need
to participate in the CADL intervention. The observa-
tion and the client’s experience of doing is important
for the next step.
3) Scoring the activity together. The occupational
therapist evaluates the ADL performance with their
client, either with or without an ADL instrument.
The occupational therapist creates a “seeing situation”
for their client to enable them to learn to understand
their ability, realize the value of the intervention and
be able to set the goals together. Scoring the activity
together helps both client and therapist to discover
any difficulties in performing the activity, but also
shows how the client values activities and
performance.
4) Formulating goals by using the COPM. Another
important component of the CADL is the Canadian
Occupational Performance Measure (COPM) [60], an
individualized, client-centred measurement designed
to be used by occupational therapists to identify
changes over time in a client’s perception of their
own ability to perform different activities. The meas-
ure is designed to detect changes in a client’s self-per-
ception of occupational performance over time. The
client needs to understand the expectations and goals
of the intervention in order to be ready to collaborate
with the therapist in a partnership. A prerequisite for
a person to consciously use compensatory strategies
and incorporate them in their daily life is to be aware
of their problems [10] and to set goals for their
rehabilitation [60].
5) Using GOAL-PLAN-DO-CHECK. The occupational
therapists’ enablement of the client’s discovery of the
new situation [10] is intended to facilitate the learning
and problem-solving process. Thus, a global problem-
solving strategy [62] is introduced to provide a struc-
ture for the therapist and the client to talk through
the Goal-Plan-Do-Check strategy in relation to the
problems encountered in the performance of the
ADL. In component 4, the client identifies goals based
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on the COPM, and in component 5 the therapist
guides them in the discovery and formulation of an
intervention plan to meet the goals. The client will
then perform the activity according to the plan in
order to gain experience of doing and discovering
and checking whether the plan has been effective. If
the client does not achieve the goal, the therapist and
the client modify the plan together.

A key component is that clients are encouraged to
discover these new strategies by themselves and are
guided by their occupational therapist in this active
exploration. The therapist should support the clients
in becoming their own problem solvers rather than
solving the problems for them. The client needs to
practice the problem-solving strategy in different
activities and contexts, both with their therapist and
on their own (see component 8).
6) Using a diary as a structure for training. A training
diary is used during the intervention process to give a
structure to the implementation of the problem-solv-
ing strategy in everyday life. The client and their
occupational therapist plan the CADL intervention
and how and when the client should perform the
chosen activities, and the client is encouraged to keep
a training diary. The diary helps the client resume
responsibility for their own goals and training and is
also used as a tool to inform others about and docu-
ment the training related to the goals of the CADL
intervention.
7) Reporting and involving others. The occupational
therapist supports the client to inform their signifi-
cant others and other staff members at the rehabilita-
tion clinic about their goals and planned strategies for
the CADL intervention. The problem-solving strategy
and the use of formulating goals, a plan, and the
strategies used for performing the activities and a
“self-check” are explained to relatives, home help
services and other persons close to the client in order
to enable them to support the client in using the
strategies in daily activities. The therapeutic relation-
ship with occupational therapists, social interactions
with others, and being in a supportive context all
appear to be prerequisites for recapturing
ADL [15,16].
8) Training to perform and integrate activities. One
important component of the CADL intervention is to
enable the clients to practice and integrate daily activ-
ities by using the global problem-solving strategy as a
structure for doing in a new way. The client practices
the chosen activities named in the intervention plan
using the planned strategies, both on their own and
with their occupational therapist. The strategies used

by the occupational therapists to enable significant
experiences that contribute to change make the com-
petence visible to the client, facilitating the discovery
of the new body and doing, and revealing new solu-
tions to problems in activities that have purpose and
meaning. For the training to be successful, the thera-
pists need to adjust the training to the needs of the
clients. In order to give the clients adequate chal-
lenges, the occupational therapists gradually withdraw
their support, guidance and presence during the
CADL intervention. By repeatedly engaging in differ-
ent daily activities, the clients integrate new strategies
and ways of doing in everyday life after stroke.
9) Evaluation of the goals. During the rehabilitation
process, when the goals according to the COPM have
been evaluated and achieved, the client and their
occupational therapist discuss and evaluate the strat-
egies that have been implemented and then formulate
new goals and strategies together. Clients often need
help to organize their day and establish new routines
and structures in their everyday lives. By integrating
concrete structures for doing things, the challenges in
performing daily activities can be adjusted to meet
the client’s present ability and future goals. Gradually,
the client takes over responsibility for implementing
the global problem-solving strategy in their every-
day life.

Discussion

An ADL intervention is a standard part of the
rehabilitation process after stroke and there is empir-
ical evidence to support the beneficial effects of an
ADL intervention [63]. However, the theoretical
rationale and strategies for how to apply ADL inter-
ventions after stroke were not clearly defined in
research conducted before the development of the
CADL intervention (i.e. before 2009). We therefore
found it important to report on how we developed
the theoretical base and modelled the content of the
new and complex ADL intervention, before the effect-
iveness of the intervention was evaluated in an RCT
[5–9]. Nevertheless, developing and evaluating a new
and complex client-centred intervention has been a
long process involving multiple phases. We have
learnt that qualitative research can be used as an
important framework for modelling the content of an
intervention, but it also served to better understand
the therapeutic components and underlying rationale
of the intervention. This is in line with the MRC
guidance of developing complex interventions in
health care [1]. By conducting longitudinal qualitative
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studies on the experiences of clients, significant others
and rehabilitation professionals during the rehabilita-
tion and recovery process, researchers and therapists
can refine the intervention strategies and implement
the new knowledge and understanding in clin-
ical practice.

To our knowledge, this qualitative approach as a
framework for complex intervention research has not
previously been described in detail, even though the
benefit of using qualitative methods to generate
knowledge of the implementation of an intervention
has been highlighted [63]. Furthermore, according to
Upshure and colleagues [64], knowledge derived from
qualitative research has the potential to redefine best
practice in rehabilitation. By understanding the nature
of the lived experience [14] after stroke and how
experiences may change [40] in the process of recap-
turing ADL [15,16], therapists need to integrate this
understanding in their clinical work [65–67]. This
paper described a systematic and clear process based
on current scholarship and grounded in theory that
occupational therapists can utilize in practice to
enhance participation in meaningful activities for per-
sons with stroke.

However, developing new interventions and testing
these interventions in feasibility studies takes time.
Since the beginning of the development of the CADL
(2009), new research and evaluations have been con-
ducted that contribute to new knowledge and evi-
dence. For example, research has provided findings
[68–70] that support the components of the CADL
intervention, such as guided goal setting and the use
of COPM. Furthermore, the findings from Skidmore
and colleagues [68,69] regarding the use of strategy
training, in which the therapists, in the same way as
in the CADL, guided the participants learning
through their own experiences.

Several implications for future scholarship and
practice can be drawn from this project. In a review
by Wolf and colleagues [71], the findings from the
first pilot version of the CADL [21,22] were included
and the authors pointed out that it was difficult to
draw any conclusions from the studies as they lacked
an adequate description of the interventions that were
evaluated. Unfortunately, poor descriptions of inter-
ventions negatively affect the ability to understand
and implement the interventions with future clients.
Thus, the intention of this paper was to clearly define
and describe the theoretical framework and how the
components of the intervention were developed and
implemented. This could offer practical guidelines for
how to apply CADL. In other publications of CADL,

the description of the intervention has been limited
due to restrictions in the number of pages of articles
in scientific journals.

However, the underlying therapeutic mechanisms
of the CADL need to be further investigated by syn-
thesizing the findings from all studies conducted on
the CADL. Another important field of future research
is to evaluate complex and client-centred rehabilita-
tion interventions after stroke by identifying or devel-
oping assessment instruments that are sensitive to
detecting changes in complex processes. Finally, we
need to investigate whether this model of the CADL
and its components could be viewed as a generic pro-
cess model that could be applied to other groups than
people with stroke.

In summary, by conducting a series of both quanti-
tative and qualitative studies in accordance with the
MRC guidance [1], it is possible to develop theory-
based models for intervention that are likely to be
easier to implement if the intervention is based on
the experiences of clients and rehabilitation professio-
nals [65,72] and is developed in collaboration with
researchers. According to the MRC guidance of best
practice, we have developed the CADL intervention
systematically as we were using the best available evi-
dence and appropriate theory at the time. We tested
the intervention by using a carefully phased approach
in which we started with a pilot study and moved on
to an RCT study. The results have been as widely dis-
seminated as possible. We also monitored the imple-
mentation process and recognized that further
research was needed and that CADL modelling will
continue in the future.
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