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ABSTRACT: Introduction: Occupational Therapy (OT) in 
mental health favors the care for the patient in situations of 
adversity due to hospitalization. Objective: To evaluate the 
impact of the OT approach on the occupational functioning, 
specifically on the dimensions of personal causation, values, 
interests, roles, habits, skills, and environment of inpatients 
at general hospitals under a consultation-liaison psychiatry 
service. Method: This is a longitudinal study that evaluated the 
occupational functioning of patients who presented difficulties 
with the hospitalization, before and after the OT intervention and 
the impact on the occupational functioning. We studied patients 
who went to at least five OT sessions. Data were obtained 
from records of the service and from the Self-Assessment of 
Occupational Functioning (SAOF) scale. Results: Means of 
all the occupational functioning dimensions were higher than 
baseline means (p<0.05) after the intervention. Conclusion: 
The OT approach in consultation-liaison psychiatry allows the 
dimensions that compose the performance systems of the general 
hospital inpatient to be improved.

KEYWORDS: Occupational therapy; Mental health; 
Evaluation; Referral and consultation; Institutionalization.
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RESUMO: Introdução: A Terapia Ocupacional (TO) em 
saúde mental favorece o cuidado ao paciente em situações de 
adversidade decorrentes da hospitalização. Objetivo: Avaliar 
o impacto da abordagem em TO sobre o funcionamento
ocupacional especificamente nas dimensões de causalidade
pessoal, valores, interesses, papéis, hábitos, habilidades e meio
ambiente de pacientes internados em hospital geral provenientes
de um serviço de interconsulta psiquiátrica. Método: Estudo
longitudinal que avaliou o funcionamento ocupacional, antes e
após a intervenção em TO, verificando o impacto sobre estratégias
utilizadas para lidar com as dificuldades com a internação por,
no mínimo, cinco sessões. Os dados foram obtidos dos registros
do serviço e pela Autoavaliação do Funcionamento Ocupacional
(SAOF). Resultados: As médias de todas as dimensões de
funcionamento ocupacional após as intervenções foram maiores
do que as médias iniciais (p<0,05). Conclusão: A abordagem
em TO no contexto da interconsulta psiquiátrica possibilita a
ampliação das dimensões que compõem diferentes sistemas do
desempenho do paciente internado em hospital geral.

DESCRITORES: Terapia ocupacional; Saúde mental; 
Avaliação; Encaminhamento e consulta; Institucionalização.
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INTRODUCTION

The study and the evaluation of occupational 
functioning is part of occupational therapy (OT) as 
a field of knowledge and as a practice. Occupational 
functioning comprises all activities performed by an 
individual in his or her occupation and construction of 
time, environment and culture for a routine1,2,3.

Occupational functioning is a concept associated 
with the study of the Model of Human Occupation4,5. 
Multiple reference models for the application of OT 
procedures seek to delineate this concept, which 
focuses on the nature of the occupation and its role 
on the life of individuals, such as health, disruption of 
life projects, self-care and occupation in life, including 
actions aimed at maintaining these activities, even when 
facing adversities from hospitalization and treatment 
from illness. The actions performed by an occupational 
therapist during the health-disease process contemplate 
the integration of biological, social, psychological and 
cultural aspects, as well as understanding the value of 
this integration to the relational life and productivity of 
the target subjects6.

Occupational functioning is conceived by 
the Model of Human Occupation4,5 as a system of 
relations and exchanges between the person and his or 
her environment. The model considers occupation as 
inherent to the human condition and thus, the relation 
between acting and doing is established within the 
temporal, physical, social and cultural contexts4. The 
word “occupational” is used for every relation of a 
person with his or her areas of action, such as work, 
leisure and daily life activities. The OT procedures 
evaluate the relations between the person, the 
environment and the action. Therefore, the occupational 
functioning concept is consistent with the practice of 
occupational therapy because it comprises components 
such as self-care, productivity and leisure, and their 
relation to the roles, environment and values, among 
others. Performing pleasant and satisfying occupations 
provides the individual with an identity, a structure 
and a flexibility in social and functional roles4. Thus, 
understanding what motivates the occupations, which 
standards are established or adapted and how the 
activities are performed is the objective of studying this 
model. Three elements are used to study these actions: 
volition, habituation and performance capacity5.

The Model of Human Occupation was developed 
as a specific attempt to synthesize the concepts of 
occupational behavior in a model of practice and 

research. Authors such as Barris et al.7 are developing 
instruments for clinical evaluation, defining the 
identification of impairments on the performance 
structures of actions that support the occupations and the 
daily life activities of each individual as occupational 
functioning categories.

Literature on OT actions in mental health for 
inpatients at general hospitals describes experiences 
conditioned to consultation-liaison psychiatry services, 
which limits the referral criteria for specialized care. 
Morais, Santos, Cabrera et al.8 describe the relation 
between the reasons to request OT and stimulating the 
inpatient during his or her hospitalization, promoting 
activities and focusing on the use of available time 
(especially idle time), assisting the inpatient to adapt 
to the illness, treatment and managing the psychosocial 
aspects. Similarly, Gomes et al.9 showed that the criteria 
for a liaison psychiatrist to refer an inpatient to OT in 
mental health are the patient’s inability to adapt to the 
hospital routine, the non-adherence to the proposed 
clinical treatment, the disruption of daily life by illness/
hospitalization, and the manifested desire to undergo 
OT.

Consultation-liaison psychiatry consists of 
establishing a clinical network with multiple medical 
specialties to assist in patient care at general hospitals. 
The actions are developed by two specialized teams, 
one in mental health and the other in general health. 
Quality and integrated care for the inpatient in general 
hospitals are the main propositions, as well as modifying 
the structure from disease-centered care to a context-
focused care10,11. Multiprofessional work in mental 
health enriches the consultation-liaison psychiatry 
services, reflecting the change from a biomedical 
paradigm to a biopsychosocial model. Integrative and 
interactive medicine practices and the technological 
development of the area also aid multiprofessional 
care12.

Thus, this study evaluated the occupational 
functioning of patients of consultation-liaison psychiatry 
services referred by the liaison psychiatrist to mental 
health treatment, as well as the impact that OT actions 
cause on the occupational functioning after completion 
of a therapeutic process. The research hypothesis was 
that the relationship established during the process of 
OT in mental health at the general hospital can identify 
occupational functioning areas that could be improved, 
thus assisting the patient to adapt to the adversities 
from illness and hospitalization.
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METHOD

This is a longitudinal study that compared the 
occupational functioning of inpatients of a general 
hospital before and after undergoing a therapeutic 
process in mental health. The study was conducted 
for two years (from 01/01/2002 to 12/31/2004), at the 
Hospital São Paulo, the general and university hospital 
of the Escola Paulista de Medicina, from 2002 to 2004, 
and approved by the Research Ethics Committee of 
the Universidade Federal de São Paulo (protocol no 
1167/10).

This study selected 45 out of a group of 139 
patients. The selected patients were referred to OT 
treatments by the consultation-liaison psychiatrist and 
were attended by the OT at least five times during their 
hospitalization. The description of the 139 patients 
and the reasons why they were referred to OT are 
described in the Tedesco study13. We used the concept 
“complexity of care” as described in the European 
Consultation Liaison Workgroup15 because of the lack 
of parameters for the minimum amount of OT sessions 
in mental health that would allow us to evaluate the 
impact of the intervention14. The concept regards 
the use of healthcare at hospitals and the number of 
unexpected nursing interventions and medical and 
paramedical consultations performed13,15. Thus, we 
defined at least five OT sessions to reevaluate the 
changes on the occupational functioning of the patient. 
The care method was used for the data collection 
process, i.e., the occupational therapist evaluated the 
patient and the hospitalization context when requested 
and designed a therapeutic process to improve daily 
life and the contexts together with the patient. The 
frequency that the interventions would be performed 
considered the medical condition of each patient, i.e., it 
could be daily, every two or three days and, in chronic 
cases, weekly.

The data were from the Psychiatric Consultation-
liaison Service of the university hospital  from 
01/01/2002 to 12/31/2004. The records from this 
period allowed the service to be organized and clinical 
protocols in OT to be structured, as well as the 
development of an ongoing longitudinal study. The 
consultation-liaison psychiatrists attended inpatients 
when a physician from the clinical or surgical areas 
requested, if they identified any psychiatric and/or 
psychological need that involved the patient, his or her 
relationship with the medical staff or the relationship 
of the family with the staff16. The consultation-liaison 

service started to use OT in mental health in 2000 to 
expand the actions offered. This inclusion was based on 
the theoretical assumption16,17 that OT would contribute 
to patient care, better structuring the occupational 
functioning and consequently creating a better 
relationship with the environment and the context. The 
liaison psychiatrist was responsible for requesting the 
services of the occupational therapist. The therapist 
performed a consultant role, providing specialized 
care for the patient. The occupational therapist was 
part of a specialization program in mental health of 
the Department of Psychiatry and was supervised by 
the researcher responsible for the program during the 
training.

The appointments were individual, starting with 
patient evaluation, followed by the development of 
an action plan that consisted of a relational field and 
therapeutic activities. The process ended with a final 
revaluation. Biopsychosocial care for hospitalized 
inpatients considered not only the interpersonal relations 
between the health professionals and the patient/family 
but also the adaptation to the illness, hospitalization and 
therapeutic procedures.

The data were collected from the files of the 
consultation-liaison service written by the liaison 
psychiatrist. The main measurement data were: 
sociodemographic characteristics of the patient (gender, 
age, schooling, marital status, employment); clinical 
data (hospitalization diagnosis, unit, psychiatric 
history); request data (reason for being evaluated by the 
consultation-liaison psychiatrist, reason for the referral 
to OT and result of the evaluation of the consultation-
liaison psychiatrist; methods used and psychiatric 
diagnosis). The registry files and those of the OT 
program were also used as sources, comprising: (1) 
Psychosocial evaluation (illness and the hospitalization 
impacts on patient function, performance and routine; 
sequelae prior to the hospitalization; physical or 
psychosocial rehabilitation; social or family support 
during the hospitalization; illness and hospitalization 
impacts for the patient and the family; patient perception 
regarding his or her difficulties, limitations and needs 
during hospitalization); (2) Overall assessment of 
the situation (need to adapt in time, environment and 
activities; need of social, environmental, emotional 
and functional support; damage to self-care, autonomy 
and independence; difficulty of interpersonal 
communication); and (3) Evaluation of the occupational 
functioning, using the SAOF scale on the first and last 
appointments.
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The occupational functioning of patients was 
evaluated by the Self-Assessment of Occupational 
Functioning scale – SAOF18, which is based on the 
Model of Human Occupation5 to evaluate the perception 
of a patient regarding the areas of occupational 
functioning. The scale was developed to establish the 
most vulnerable points of the overall functioning of the 
patient as priorities during treatment8. It also provides 
both qualitative information of these experiences and a 
score that shows the patient’s opinion of his or her own 
potentials and limits in areas such as personal causation 
(self-perception of the individual), values, interests, 
roles, habits, skills and environment13. Tedesco et 
al.20 adapted the instrument to facilitate its use in 
Brazil, nonetheless keeping the criteria of the original 
instrument (k=0.69). The reliability values for this study 
were satisfactory for both the individual use of areas of 
the SAOF (k=0.75) and for the use of all areas (k=0.65). 
These values suggest that the discussions of priorities 
for the therapeutic process and for the perception of 
ruptures between the inpatient and the therapist were 
collaborative.

The adapted version of the SAOF is composed 
by 35 items distributed in seven areas. Each item has 
three possible responses (1 ð Yes; 2 ð No; 3 ð I do not 
know) and a page with definitions to help the therapist 
to clarify and define each of the categories of occupation 
functioning, thus standardizing the interpreting of the 
theory13:

1. Personal Causation: How the individual 
sees himself or herself and the expectations of 
succeeding or failing in the activities, including 
the self-perception of the capacity of self-control, 
decision-making and frustration;

2. Values: Important activities for the individual 
and established standards and targets;

3. Interests: Activities that the individual enjoys 
and has pleasure performing;

4. Roles: Functions performed in life, including 
knowledge and the performance of necessary 
behaviors and skills;

5. Habits: Routine acts, organization and execution 
of tasks in daily life;

6. Skills: Physical and mental abilities that assist in 
social expression, contacts and actions;

7. Environment: variety of locations where the 
individual spends time, including people, objects 
and social resources.

The categories “No” and “I do not know” were 
grouped for analysis purposes; thus, we used the 
categories of responses “Yes” and “No/ I do not know”.

The occupational therapist evaluated the 
patient using the protocols described. The SAOF was 
applied on the first appointment and re-applied on 
the last appointment, before medical discharge. All 
appointments were individual. The process started with 
patient evaluation, followed by the development of an 
action plan of therapeutic activities and ended with a 
final reevaluation.

The central tendency values of the seven 
dimensions of the SAOF were described and the means 
were compared before and after the OT intervention 
by the Student’s t-test for dependent samples21. The 
McNemar test was used to verify the changes on the 
patterns of the items of the scale between the phases 
of the process. All values obtained from the SAOF on 
both phases were used to create a radar chart. The area 
under the curve represented the performance of each 
of the dimensions of the SAOF and each of the seven 
dimensions represents one of the ends of the polygon. 
The homogeneity of the performances is shown by 
the form of the polygon. Finally, we analyzed the 
consistency of the items that compose each dimension 
of the SAOF.

RESULTS

From 139 referrals, 45 (32.4%) patients went to 
more than five OT appointments.

Table 1 shows characteristics of the referred 
patients separated between those who went to at least 
five appointments (45) and those who did not (94). 
Fifty-five members of the second group did not met 
the required number of appointments, 16 passed away 
and 23 were discharged from the hospital without 
reevaluation. Both groups were very different (p<0.05). 
Those who attended at least five appointments were 
predominantly women, of older age, had more years 
of schooling, mostly economically active, hospitalized 
in dialysis unit and referred to OT because of the 
“extended period of hospitalization.” In addition, fewer 
were referred (p<0.05) because of the “difficulties of 
relation with the caregivers.” Reasons for this include 
presenting psychiatric symptoms and many unexplained 
somatic symptoms. The OT evaluation diagnosed a 
greater need for adapting to the activities and fewer 
need of adapting to the environment and difficulty of 
interpersonal communication.
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Table 1 – Distribution of the sociodemographic and clinical characteristics of the patient and of the aspects related to the psychiatric 
consultation-liaison due to referral of the patient to treatment in occupational therapy

 
Referrals for OT (n=139)

Evaluation and 
Reevaluation (SAOF)

p-value
Yes (n=45) No (n=94)

n % n % n %

Women 90 65.2 35 77.8 55 59.1 0.031

Years of study ≥8 years 55 39.6 25 56.8 30 32.3 0.006

Active on the labor market 20 14.7 11 24.4 9 9.9 0.024

Clinical Data

Unit

- Dialysis 21 15.2 17 37.8 4 4.3 <0.001

- Hematology 16 11.6 7 15.6 9 9.7 0.0312

- Plastic Surgery 4 2.9 0 0.0 4 4.3 0.303

- Gynecology 5 3.6 0 0.0 5 5.4 0.173

Psychiatric history 37 26.6 16 35.6 21 22.3 0.099

Reason for referral from the 
consultation-liaison

- Long period of hospitalization 76 60.3 37 82.2 39 48.1 <0.001

- Difficulties in clinical management 75 59.5 22 48.9 53 65.4 0.070

- Relationship difficulties with the 
caregivers 61 48.4 14 31.1 47 58.0 0.004

- Psychiatric symptoms 83 65.9 24 53.3 59 72.8 0.0027

- Patient with somatoform disorder 87 69.0 26 57.8 61 75.3 0.041

- Patient with difficulties to adapt to the 
illness and/or hospitalization 117 92.9 41 91.1 76 93.8 0.720

- Adaptation and orientation for the care 
and daily life activities 99 78.6 41 91.1 58 71.6 0.011
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 Referrals for OT (n=139)

Evaluation and 
Reevaluation (SAOF)

p-value
Yes (n=45) No (n=94)

n % n % n %

Occupational Therapy Evaluation

Need to adapt to time 91 73.4 37 82.2 54 68.4 0.093

Need to adapt to the environment 92 74.2 27 60.0 65 82.3 0.006

Need to adapt to the making 103 83.1 43 95.6 60 75.9 0.005

Need of social support 57 46 21 46.7 36 45.6 0.906

Need of environmental support 92 74.2 30 66.7 62 78.5 0.148

Need of emotional support 113 91.1 40 88.9 73 92.4 0.526

Need of functional support 95 76.6 35 77.8 60 75.9 0.817

Damage to self-care 68 54.8 22 48.9 46 58.2 0.315

Damage to autonomy 72 58.1 26 57.8 46 58.2 0.961

Damage to independency 60 48.4 23 51.1 37 46.8 0.647

Difficulty of inter-personal 
communication 80 64.5 24 53.3 56 70.9 0.049

Mean ± SD 
(min-max)

Mean ± SD 
(min-max)

Mean ± SD 
(min-max) p

Age of the patient (years) 39±18.4
(3;86)

43.7±13.8
(10;66)

36.7±19.9
(3;86) 0.018

Number of appointments performed by the 
occupational therapist

8.0±6.6
(1;28)

13.5±5.8
(6;27)

5.1±4.9
(1;28) <0.001

Occupational therapy duration (days) Mean n=4 Mean n=12 Mean n=4

Table 1 – Distribution of the sociodemographic and clinical characteristics of the patient and of the aspects related to the psychiatric 
consultation-liaison due to referral of the patient to treatment in occupational therapy

These 45 patients were mostly women (77.8%, 
Table 1), with an average age of 43.7±13.8 years, 
56.8% had eight or more years of study, 24.4% were 
economically active in the labor market and 53.3% 
were married. Out of all patients, 35.6% had psychiatric 
history. Regarding the unit of hospitalization, 37.8% 
were from dialysis and 15.6% from hematology. The 
main reasons for being referred to OT were “difficulty 
to deal with the illness and hospitalization,” “need to 
adapt and orientation in the activities of daily living 
and care” and “long period of hospitalization.” More 

than 80% of the patients expressed “need to adapt 
to activities,” “need to adapt to time” and “need for 
emotional support.” For these records, the patients went 
to a mean of 13.5±5.8 OT appointments that occurred 
on a mean period of 59 days.

Psychosocial evaluation verified that 91.1% 
of the patients showed some type of limitation during 
hospitalization. Out of all patients, 88.7% and 87.9% 
reported illnesses and hospitalizations, respectively, of 
great impact on their lives. Additionally, 67% reported 
social support during hospitalization.
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Table 2. Odds ratio of a patient to be referred by the liaison psychiatrist for service in occupational therapy in mental health

Variables Mean Standard Deviation Minimum Maximum t p

Personal Causation

Pre-intervention 0.30 0.23 0.00 0.83 14.76 <0.001
Post-intervention 0.61 0.18 0.33 1.00

Values

Pre-intervention 0.21 0.24 0.00 0.67 10.80 <0.001
Post-intervention 0.62 0.20 0.33 1.00

Interests

Pre-intervention 0.10 0.20 0.00 0.67 16.96 <0.001
Post-intervention 0.66 0.21 0.33 1.00

Roles

Pre-intervention 0.43 0.24 0.00 0.71 8.22 <0.001
Post-intervention 0.66 0.14 0.29 1.00

Habits

Pre-intervention 0.16 0.20 0.00 0.67 10.89 <0.001
Post-intervention 0.58 0.26 0.00 1.00

Skills

Pre-intervention 0.21 0.14 0.00 0.58 21.87 <0.001
Post-intervention 0.62 0.10 0.42 0.83

When comparing the means of performance 
of the SAOF dimensions before and after the 
intervention (Table 2), all dimensions increased after 
the intervention (p<0.05). We observe that there is 
homogeneity on the performance of every dimension 
on the polygon associated with the reevaluation 
(Figure 1). The initial evaluation showed that patients 
would usually present little perception of their 
“Interests” and greater awareness of their “Roles.” 
The reevaluation thus showed great improvement on 
the “Interests” dimension.

In the Environment dimension, which consists 
of a single item, we observed an increase from 
17.8% to 55.6% in positive responses between both 
evaluations. Figure 1 – Mean of the indicators by SAOF dimensions by evaluations
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DISCUSSION

The patients referred by the consultation-liaison 
psychiatrists and treated with OT in mental health, being 
evaluated and revaluated for occupational functioning, 
presented improvements on every dimension evaluated.

There were significant improvements from 
the first to the second evaluation on the occupational 
functioning areas. Some strategies were changed, and 
others acquired on the activities with the therapist.

For the Habits (routine and daily), we observed 
that between the initial and the final evaluation, the 
satisfactory use of time was perceived by the patients 
(even during hospitalization). The most significant 
difference for the Roles area was the involvement in 
the current experience and the experiences as a relative. 
The dimensions of the Habits and Roles correspond to 
the internalized personal and social standards as well as 
organizing routines.

Every evaluation for the Skills dimension 
increased on the reevaluations and were related to 
the subject’s subsystem of integrated performance as 
capable of organizing the ability to perform, narrate, 
relate and interact.

Considering the study of OT practices in mental 
health for inpatients at hospitals and the discussions of 
Galheigo and Antunes22, we understand the completeness 
of care as the actual and multidimensional construction of 
support networks and social and relational maintenance 
of the subject as guides for the promotion of healthcare. 
Thus, establishing broader practices than those focused 
on health-disease is needed. The difficulties of the 
patients to deal with the illness and hospitalization and 
the need for adaptation and guidance regarding daily 
life activities and care are observed when analyzing all 
referrals from the consultation-liaison psychiatrist.

Concepts of a therapeutic process focused on the 
subject-environment relationship, social participation, 
health and well-being highlight the need of further 
evaluation of the narratives and experiences of the 
activities and the occupational roles of the subject. 
Occupational dysfunction does not exist when 
considering this perspective, but a perception of the 
subject about the disruptions that occur during the 
process of making and participating.

The areas that presented the greater 
improvements on occupational functioning between the 
applications are related to self-image, improvement on 
the expectations of success or failure and subsequent 
relation with the environment, improvement on the will 

to seek pleasure in certain objects, events or people 
and improvement on interrelated actions and flexibly 
organized components due to meeting a purpose or a 
target under favorable environmental conditions; these 
changes affected not only the awareness required to act 
on the environment, but the need for decision-making 
and solving problems22,23,24.

The use of SAOF to evaluate occupational 
functioning allowed the dimensions that compose the 
different performance systems of an individual to be 
expanded. The concept of occupational roles (under 
the Roles dimension) involves the behaviors related 
to organizing the use of time and the participation of 
the individual in the social structure22. Thus, the roles 
related to environments outside the hospital, such as 
student and worker, were stable on both evaluations; 
however, the values for the roles related to the context 
and changed by the hospitalization, such as the 
performance as a family member and friend, varied on 
both evaluations.

The evaluation or the acquisition of function 
and dysfunction during health-disease processes (even 
at general hospitals), are different from the contextual 
factors (environmental and personal) and the relational 
processes that occur during occupational therapy and 
the activities performed in the therapeutic setting.

We cannot claim that the rupture processes 
experienced by the patients started during the 
hospitalization or were related to the clinical or 
psychiatric condition of the patient, or even to his or 
her emotional condition. The use of the SAOF only 
allowed us to correlate the occupational functioning 
and the OT process in mental health within a hospital 
context.

The SAOF is an instrument of easy application 
for the occupational therapist, and even if not all 
dimensions are applied, the instrument will still 
show the areas of occupational functioning that can 
change under intervention. We cannot know if the 
changes on the occupational functioning come from 
the OT intervention or from the psychiatric or clinical 
improvement, since this is still an unstudied aspect. 
However, we note that the SAOF dimensions presented 
the construct “occupational functioning” as a possible 
indicator of effectiveness to be studied. We could even 
understand the SAOF as a proxy measure for coping 
strategies. The research group from this study is 
currently performing prospective studies to investigate 
the association between SAOF and an instrument that 
evaluates coping strategies.
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