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ABSTRACT

Aims: To analyse the measurement properties of the Spanish version of the COPM (Canadian
Occupational Performance Measure) in older adult rehabilitation inpatients.

Method: A sample of 172 users from 17 inpatient care facilities for older adults (47% nursing
homes) participated in a quantitative prospective study. We examined validity by correlating the
COPM with the Barthel Index (BI), the Lawton Instrumental Activities of Daily Living scale (IADL),
the EuroQol-five domains-three level questionnaire (EQ-5D-3L), and the Client-Centred
Rehabilitation Questionnaire (CCRQ) and by examining associations with demographic variables.
Reliability was evaluated through test-retest and responsiveness through differences in change
scores in two types of care facilities.

Results: Participants prioritised 637 occupational performance problems, mainly in the area of
self-care (70.5%). The COPM scale scores were significantly correlated with BI, IADL, EQ-5D-3L
(except the pain dimension), and CCRQ (except the family involvement and continuity dimensions).
COPM scores did not show statistically significant differences concerning educational level.
Regarding reliability, high test-retest correlations were obtained (>.80). Nursing home users
showed less responsiveness to rehabilitation than other users (change score < 2 vs. > 2 points).
Conclusion and significance: The Spanish COPM provides satisfactory measurement properties
as a client-centred instrument in older adult rehabilitation inpatient.
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Introduction considering personal characteristics such as age,
pathology, and personality, along with the social,
physical, or cultural environment in which they live
[1,4,5]. In this sense, effective rehabilitation needs to
include both a proactive, individualised attention plan

and an assessment design, all of which should take

In recent years, a person-centered practice has been
emphasised within the health system, involving the
participation of the client themselves in their own
treatment and rehabilitation process [1]. Since the
vision of the Decade of Healthy Ageing (2021-2030)

[2], as well as the 2030 Agenda for Sustainable
Development [3], the development and maintenance
of the functional abilities of older adults has been a
priority that goes beyond a rehabilitation focused on
dysfunction. For this reason, the new definition pro-
posed by the WHO defines rehabilitation as a ‘set of
interventions designed to optimize functioning and
reduce disability in individuals with health conditions,
in interaction with their environment (WHO, 2020;
p.1)’ [1]. It implies attending to the person’s needs,

place within a collaborative process between the pro-
fessional and the client. This process should establish
significant intervention aims that are focused on the
person [5]. The Canadian Occupational Performance
Measure (COPM), proposed in 1994 by Law et al. [6],
is a suitable response to these requirements.

The COPM is a standardised instrument based on
the Canadian Model of Occupational Performance. In
this model, the central domain is occupation, and it
has client-centred practice as a fundamental principle
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[7,8]. The model focuses on the interaction of the
person, the environment, and the occupation, which
gives rise to occupational performance. Occupational
performance is considered optimal when the environ-
ment, the skills, and the abilities of the person are
compatible with the demands of the occupation or
activity. An interruption in any of the areas will inter-
fere with performance and quality of life.

The COPM is designed to help users identify and
prioritise their own significant occupational perfor-
mance problems, in addition to evaluating changes in
their perception of improvement over time. It provides
a client-reported measure of performance (COPM-P)
and a client-reported measure of satisfaction with per-
formance (COPM-S) [9,10] regarding the occupational
problems established by the person. The COPM is of
value to the rehabilitation team (RT) in reinforcing the
client-centred practice model, which focuses on a part-
nership that enables the design of assistance aims and
an intervention plan in line with the values, needs, and
identity of each individual [7,11-13].

The COPM is an instrument that is widely used by
occupational therapists and multidisciplinary teams
throughout the world [10,11,14]. Its psychometric
properties have been extensively studied with satisfac-
tory results at different types of health facilities and
among different types of users [12,15]. Evidence has
been provided of its validity, reliability, and respon-
siveness to change in older adults with varying diag-
noses, such as stroke [14], depression [16], hip
fracture [17], osteoarthritis [18,19], chronic pain
[20,21], and rheumatic conditions [19,22-24].
Likewise, satisfactory results have been reported in
rehabilitation services [25,26]. Although the psycho-
metric properties of the COPM have been backed up
by numerous studies, as mentioned above, several
aspects of this instrument have not been addressed or
have unclear results [27].

Whilst some studies refer to the criterion validity
of the COPM scores [21,28,29], their evidence cannot
be interpreted in terms of the test-criterion relation-
ship as defined by psychometric standards [30].
However, other validity evidence can be given, based
on the study of the network of relationships expected
between the COPM scores and other constructs and
variables. In this sense, the indicators of functionality
and of the health-related quality of life construct have
been previously justified for studying the convergent
validity of COPM scores [12,17,31-33]. Two of the
instruments widely used by health professionals for
the clinical assessment of functionality are the Barthel
Index (BI) [34] and the Lawton Instrumental Activities
of Daily Living (IADL) [35]. Results from various

studies indicate a stronger association between the
COPM-P and the IADL scale (r=0.55-0.62) compared
to that between the COPM-P and the BI (r=0.22)
[17,31,36]. With regard to the health-related quality of
life construct, there is evidence of convergent validity
when studying the relationship between COPM and
EuroQol-D5-3L scores [37]. In these studies, a mod-
erate relationship has been observed between COPM-P
and the dimension titled’ activities (r=-0.35--0.36),
and with that of global perception of health
(r=0.27-0.23) of EuroQol-D5-3L [24,32]. These results
are consistent with the expected network of relation-
ships between constructs that assess functional ability.
However, the use of external measures to study con-
vergent validity in person-centredness perceived by
the person receiving a rehabilitation intervention is
scarce. To fill this gap, in the present study we have
used the Spanish version of the Client-Centred
Rehabilitation Questionnaire (CCRQ-¢e) [38].

The COPM is designed to be used with people
with different levels of development and different
physical, cognitive, and psychosocial conditions
[15,16,27,29], and the manual does not establish
restrictions in relation to educational level [10].
Nonetheless, different studies refer to the difficulty of
administering the COPM to older people with cogni-
tive difficulties or poor insight [9,12,39]. Educational
level has been linked to variations in administration
time [40], but the theoretical framework of the COPM
would lead one to expect that performance and satis-
faction scores are unrelated to educational level. In
terms of the relationship between the COPM and the
underlying problem that leads to a rehabilitation
intervention, differences have been detected both in
the performance and satisfaction scores and in the
prioritisation of aims in some occupational perfor-
mance areas [19,40-44]. Some authors attribute these
differences to age or type of service, in addition to
the underlying diagnosed problem [16,32,45,46].

In terms of reliability, we have only found one
study of older adults that provides evidence of the
test-retest reliability of the COPM scores in rehabili-
tation, with satisfactory results (r>0.80) [47]. Other
studies have included adults and older adults with
different diagnoses [22,23,31,48-51], obtaining mod-
erate stability for identified problems, and high stabil-
ity for performance and satisfaction scores
[22,23,31,47,48,50].

Regarding responsiveness, the application proce-
dure of the COPM is designed to detect clients’ per-
ceived change in performance and satisfaction after
the intervention, in comparison to before it, always
considering that each intervention is planned in an



individualised manner and guided by the daily activ-
ities that are relevant to each patient. The original
COPM manual indicates that a change score of 2
points or more (out of 9) between assessment and
reassessment measures is clinically relevant [9]. This
criterion has been used in multiple studies for assess-
ing the responsiveness of COPM scores in older
adults, with satisfactory results in most cases
[18,24,28,42,44]. However, these studies do not put
forward a clear hypothesis concerning the expected
change in performance perceived by the older adult
undergoing a rehabilitation intervention that is basi-
cally designed for maintenance, which is what pre-
dominates, for example, in nursing homes in Spain.
Some authors use the term ‘construct responsiveness’
to encompass the extent to which changes in COPM
scores are related to changes in other measures
[20,52]. In this sense, the changes in COPM-P showed
significant correlations with the domains of other
instruments related to activities, and not with the
domains related to impairment and to social and
emotional behaviour [52]. To the best of our knowl-
edge, the psychometric properties of scores for the
Spanish version of the COPM have only been anal-
ysed in one study. The study was conducted among
people with metacarpal osteoarthritis, with satisfac-
tory results [18].

The aim of our study was to analyse the measure-
ment properties of the Spanish version of the COPM
in older adult inpatients treated by an RT in two
types of care facilities common in the European
Union (EU), by providing evidence on validity, reli-
ability and responsiveness of its scores. One is the
nursing home. We will refer to the second type of
facility as a ‘social-health centre’ [53], acknowledging
that there is no standard designation for it in EU
countries. Both types of care facilities cater to older
adults who, due to their level of functional depen-
dency and clinical complexity, require rehabilitation
and cannot be cared for at home.

Using psychometric standards [30] as a guide, we
examined validity based on the relationship of the
COPM-P and COPM-S scores with other variables.
Thus, we specifically studied: (la) the convergent
relationships with functionality, with the user’s per-
ception of having received a person-centred practice
during their rehabilitation process, especially dimen-
sions that are most applicable in older adult inpa-
tients, and with both overall valuations of experienced
health state and aspects of health-related quality of
life most linked to activity domains; (1b) In line
with the study by Roe et al. (2020), where they
examined the contribution of COPM satisfaction in
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explaining variables related to health-related quality
of life and functionality, we also analysed whether
the initial COPM scores added significant variance
to the prediction of functional status post-RT inter-
vention, after accounting for type of care facility
(social-health centre or nursing home) and global
health perception; and (2) the relationship with the
user’s age, type of facility, pathology group, and edu-
cational level. More specifically, we expected differ-
ences in COPM scores among diagnostic groups and
between type of facility, whilst we did not expect to
tind differences relating to age and educational level.
In terms of reliability, we studied the temporal sta-
bility both of prioritised problems and COPM-P and
COPMS-S scores. Lastly, in terms of responsiveness,
we studied the COPM’s ability to display changes
over time and the relationship between change in
the COPM scores and change in both functionality
scores and type of care facility.

Method

This is a quantitative prospective multicentre study
comparing data from three collection occasions illus-
trated in Figure 1. The process is described in more
detail in the Procedure section. We designed the
study to minimise disruptions in daily practice at
the participating centres and to add value by train-
ing their professional staff. We maintained a com-
mitment to ecological values, which we view as not
only a methodological requirement, but also an eth-
ical one.

Samples and settings

The sampling procedure was purposive. The partici-
pants were recruited from nine social-health centres
and eight nursing homes, in Catalonia, Spain.

Settings

In social-health centres, attention is provided for older
adults with underlying pathologies who require func-
tional recuperation following a surgical, medical, or
traumatological procedure. The profile would, there-
fore, be of a person with sub-acute disease or chronic
disease [54]. The assessment and subsequent interven-
tion of the RT - ranging from one to six months - is
initially directed at the treatment of the disability, and
afterwards towards dependency compensation in cases
in which recovery is not possible. The purpose of
rehabilitation in these cases is to maximise function
and minimise limitations in activities and



4 (&) E.CAPDEVILAETAL

1st DCP 2nd DCP
( N\ /(-
Assessment Retest
- COPM-P - COPM-P
- COPM-S - COPM-S
-BI
- IADL [Reliability subsample]
- EQ-5D-3L
Up to a maximum
\ ) \OfS days after the 1st DCP.

3rd DCP

Reassessment
- COPM-P

- COPM-S

-BI

-IADL

- EQ-5D-3L

- CCRQ

RT intervention

Up to a maximum of 6 months
after the 1st DCP. )

8 months (M =2.8, 5D =1.9)

—

Figure 1. Schematic outline of the study phases showing the instruments used and when they were applied. DCP: Data Collection
Point; COPM-P: Canadian Occupational Performance Measure - Performance; COPM-S: Canadian Occupational Performance Measure
- Satisfaction; Bl: Barthel Index; IADL: Lawton Instrumental Activities of Daily Life; EQ-5D-3L: EuroQol-five domain-three level ques-
tionnaire; CCRQ: Client-Centred Rehabilitation Questionnaire; RT: Rehabilitation Team.

participation, in order to be able to live independently
on returning home [4,5,55].

In contrast, a nursing home patient is an individual
with a functional loss who is unable to continue liv-
ing in their own home and who experiences an
increasing degree of dependency. The focus of the
intervention in these facilities is diverse and might be
aimed at incapacity prevention, recovery from inca-
pacitating processes, maintenance in chronic pro-
cesses, together with the modification of the activity
and/or the environment where necessary. The RT’s
main aim is stimulation, the maintenance of func-
tional abilities and quality of life [4,55]. Unlike for
social-health centres, a stay in a nursing home tends
to be indefinite, and the aims of interventions and
follow-up care are reviewed on a regular basis.

General sample

At the 17 facilities, the eligible participants were (1)
older adults receiving rehabilitation services at these
facilities for the first time and (2) aged 60 or over at
the time of the study. All participants’ medical histo-
ries were checked and they were interviewed in order
to assess the following exclusion criteria: (1) users
whose general condition was serious and who were
unable to describe feelings and thoughts, (2) a score
below 20 in the Mini-Mental State Examination, (3)
those diagnosed as medically/psychiatrically unstable,
(4) a projected treatment length of less than a week,
and (5) occupational performance problems not hav-
ing been described or prioritised in the initial inter-
view. The general sample was made up of 172
participants, and the distribution by gender, age, type
of care facility, and diagnostic group is shown in the
upper section of Table 1.

Reliability subsample

To study the test-retest reliability of the COPM mea-
sures in a subsample of the two types of facilities, the
specific participant selection process used the follow-
ing criteria: (1) Within six days following the initial
assessment, a different COPM-trained staff member
from the same RT that carried out the initial patient
assessment was able to reapply the first three steps set
out in the COPM manual [10]; (2) This professional
was available to conduct this second assessment before
the patients planned rehabilitation sessions began.
The subsample was made up of 31 older adults. It
was verified that the distribution of the variables gen-
der, age, type of care facility, and diagnostic group did
not show statistically significant differences when
compared to the distribution observed in the overall
study sample (p = .171).

Instruments

Canadian occupational performance measure
(COPM) [6]

The official Spanish translation of the COPM was
used [10]. The COPM is administered as a
semi-structured interview with the client, with a view
to identifying and rating their occupational perfor-
mance problems in three occupational performance
areas and three occupational categories: self-care (per-
sonal care, functional mobility, and community man-
agement), productivity (paid/unpaid work, household
management, and school/play), and leisure (quiet rec-
reation, active recreation, and socializing). There are
four steps to administering the COPM. In the first
step, the client identifies occupational performance
problems that are important for them. In the second



Table 1. Demographics and initial assessment.
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Socio-health centre (n=114,

Nursing home (n=58,

Measure Total participants (N=172) 66.3%) 33.7%)
Categorical: n (%)
Gender Female 112 (65.1) 66 (57.9) 46 (79.3)
Male 60 (34.9) 48 (42.1) 12 (20.7)
Age group (years) 60-79 79 (45.9) 63 (55.3) 16 (27.6)
> 80 93 (54.1) 51 (44.7) 42 (72.4)
Education level Less than primary school 65 (37.8) 38 (33.3) 27 (46.6)
Basic 69 (40.1) 49 (43.0) 20 (34.5)
Secondary 30 (17.4) 21 (18.4) 9 (15.5)
University 8 (4.7) 6 (5.3) 2 (3.4)
Diagnostic group Neurorehabilitation 57 (33.1) 45 (39.5) 12 (20.7)
Trauma 61 (35.5) 54 (47.4) 7 (12.1)
Complex 26 (15.1) 12 (10.5) 14 (24.1)
Geriatric functional RHB 28 (16.3) 3 (2.6) 25 (43.1)
Quantitative (range): M (SD)
Age (years) 79.36 (9.71) 76.77 (9.31) 84.45 (8.44)
COPM-P (1-10) 3.50 (1.97) 2.89 (1.61) 4.70 (2.07)
COPM-S (1-10) 4.01 (2.54) 2.96 (1.73) 6.08 (2.61)
Barthel Index (0-100) 57.06 (24.86) 49.78 (22.9) 71.36 (22.4)
Lawton IADL (0-8) 2.37 (1.88) 2.11 (1.58) 2.90 (2.29)
EQ-5D-3L Mobility (1-3) 2.22 (0.52) 2.34 (0.48) 1.98 (0.51)
EQ-5D-3L Self-care (1-3) 2.09 (0.60) 2.21 (0.57) 1.86 (0.61)
EQ-5D-3L Activities (1-3) 2.30 (0.67) 2.49 (0.57) 1.91 (0.71)
EQ-5D-3L Pain (1-3) 1.88 (0.42) 1.89 (0.46) 1.86 (0.35)
EQ-5D-3L Anxiety (1-3) 1.72 (0.51) 1.75 (0.52) 1.64 (0.48)
EQ-5D-3L-Health index score (0-1) 0.36 (0.22) 0.31 (0.21) 0.47 (0.20)
EQ-VAS (0-100) 47.6 (20.4) 41.7 (18.8) 59.3 (18.4)

COPM-P: Canadian Occupational Performance Measure - Performance; COPM-S: Canadian Occupational Performance Measure - Satisfaction; IADL: Lawton
Instrumental Activities of Daily Life; EQ-5D-3L: EuroQol-five domain-three level questionnaire; EQ VAS: EQ visual analogue scale.

step, the client determines the degree of importance
of each problem using the visual analogue scale
method (VAS) from 1 to 10 (maximum importance).
In the third step, after confirming a prioritisation of
up to five problems, the client rates their performance
and satisfaction for each of them, using a VAS score
from 1 tol0 (maximum performance/satisfaction).
Then, the therapist calculates an average COPM per-
formance score and satisfaction score. The final step
is a reassessment, which involves the client re-scoring
their level of performance and satisfaction following
the intervention, which enables us to define the
respective change scores in terms of the occupational
performance perceived [6,10].

Barthel index (Bl) [34]

The Spanish version validated by Baztan et al. [56]
was used. The BI is administered by a professional in
order to assess a person’s ability to carry out the fol-
lowing daily activities dependently or independently:
eating, moving from chair to bed, conducting per-
sonal hygiene, using the toilet, bathing, moving
around, going up and down stairs, getting dressed,
and maintaining bowel and bladder control. Each
item can be rated with a score of 0 (dependent), 5
(requires help), or 10 (independent), with the excep-
tion of the activity of moving from chair to bed and
moving around, which includes an additional score to
identify different levels of help given. The total score

ranges from 0 (dependent) to 100 (independent). The
BI is widely used by RTs and forms part of the series
of assessment instruments already used in the facili-
ties studied. Cronbach’s alpha for the BI ranges from
0.86 to 0.92 [57].

Lawton Instrumental Activities of Daily Living scale
(IADL) [35]

The Spanish version validated by Vergara et al. [58]
was used. The IADL is administered by a professional
to assess the clients functional capacity via eight
items: ability to use the telephone, go shopping, pre-
pare meals, look after the house, wash clothes, use
transport, be responsible for their own medication,
and handle their finances. Each item has a numerical
value: 0 (dependent) or 1 (independent). The total
score is the sum of responses to all items and can
range from 0 (maximum dependence) to 8 (total
independence). The IADL is widely used among RTs
and forms part of the series of assessment instru-
ments already used in the facilities studied. The
Spanish version shows a Cronbach’s alpha of 0.94
[58,59].

EuroQol-D5 questionnaire (EQ-5D-3L) [37]

The Spanish version was used [60]. The EQ-5D-3L is
a standardised instrument used to assess health-related
quality of life. It encompasses a descriptive system with
five dimensions (EQ-5D): mobility, personal care, daily



6 (&) E.CAPDEVILAETAL.

activities, pain/discomfort, and anxiety/depression.
Three levels of severity are assessed for each dimen-
sion: (1=no problems, 2=some problems, 3=extreme
problems). A single health index score is derived from
these five dimensions based on Spanish coefficients
[61], which range from 0 (death) to 1 (best state of
health), although there can be negative values when
the health state is valued as worse than death. It also
includes an EQ visual analogue scale (EQ-VAS) used
to obtain the self-rated perception of health with a
type-format ranging from 0 (worst imaginable health
state) to 100 (best imaginable health state). EQ-5D-3L
scores have been shown to be valid in relation to
socio-demographic variables and health status, along
with having an acceptable internal consistency
(Cronbachs a between 0.70 and 0.95) [37,60,62].

Client-Centred rehabilitation questionnaire

(CCRQ) [63]

The version adapted to Spanish was used [38]. The
CCRQ-e is a questionnaire that measures the degree
to which a person perceives whether they have under-
gone a client-centred practice during the rehabilita-
tion process. The Spanish version is comprised of 29
items distributed over the following seven domains:
client participation in decision-making and goal set-
ting (6 items), client-centred education (3 items),
evaluation and outcomes from the client’s perspective
(4 items), family member involvement (5 items), emo-
tional support (4 items), coordination/continuity (3
items), and physical comfort (4 items). The items
were answered on a 5-point Likert scale (1=strongly
agree, 2=agree, 3=neither agree nor disagree, 4=dis-
agree, 5=strongly disagree), plus a response option
for ‘does not apply’ (0). Lower scores correspond to a
higher perception of client-centredness. As in the
original version, in the Spanish version Cronbach’s a
was between 0.64 and 0.85, and in the present sample
it was between 0.66 and 0.81.

Procedure

At the start of the study, training in the use of the
COPM was given to 21 occupational therapists and
nine physiotherapists from the RTs of the 17 partici-
pating centres. This professional training in the use of
COPM was spread over 12months, and the process is
described in a previous article [64]. These profession-
als approached the users in their centres who fulfilled
the eligibility criteria. None of the authors were
involved in either participant selection or the admin-
istration of data collection instruments.

The participants’ socio-demographic and medical
information was collected from service records.

As illustrated in Figure 1, the study consisted of
four phases and three data collection points con-
ducted by the RT of each facility (assessment, retest,
and reassessment). The main characteristics of each
phase were:

o Assessment: first administration of BI, IADL,
EQ-5D-3L, COPM-P and COPM-S.

o Retest: Another professional from the RT
administered the COPM again to 31 partici-
pants within the same week, repeating the
identification and problem prioritisation pro-
cess, and the process of scoring performance
(COPM-P) and satisfaction (COPM-S). The
clients received no intervention between the
two sessions. No information regarding the
results of the initial assessment was given,
either to the professional responsible for the
retest or to the client.

o Intervention: In every case, the rehabilitation
intervention was directed and individualised in
line with the client-centred criteria established
by the COPM. The interventions were focused
on both the recovery and maintenance of body
functions and structures, as well as daily life
activities and participation in their environ-
ment. Interventions to support occupations
were proposed, including preparatory methods
and techniques, orthotics and prosthetics, assis-
tive technology and environmental modifica-
tions, wheeled mobility, and self-regulation
interventions.  Additionally,  interventions
through occupations and activities, education
and training, advocacy, and group interven-
tions were implemented [55].

o Reassessment: For each client in the general
sample, the same RT member who conducted
the initial assessment carried out the reassess-
ment, which included the administration of
COPM-P, COPM-S, BI, IADL, EQ-5D-3L, and
CCRQ.

The participants’ socio-demographic and medical
information was collected from service records. The
only extra assessments that the participants completed
as part of their involvement in the study were the
COPM and the CCRQ. The data collection period
was spread over eight months (M=2.8, SD=1.9).

The study was conducted in accordance with the
principles of the Helsinki Declaration and approved
by the Clinical Research Ethics Committee of the



Terrassa Health Consortium (Consorci Sanitari de
Terrassa) via a resolution dated 18 July 2016. All the
facilities agreed to support the study in advance, and
all the participants provided written informed con-
sent. The documents followed the European rules for
easy reading and cognitive accessibility [65].

Data analysis

The following statistical analyses were conducted for
validity purposes: (1) Spearman’s rank correlations to
assess relationships between COPM scores and BI,
IADL, EQ-5D-3L and CCRQ scores; (2) one-way
ANOVA on ranks (Kruskal-Wallis H test) to analyse
the differences in COPM scores among the different
groups — age, education level, diagnosis, and type of
care facility — with Mann-Whitney U test for post-hoc
analyses between groups when necessary with
Bonferroni-Holm’s correction for p-values due to mul-
tiple comparisons; (3) hierarchical linear regression
models to determine whether initial COPM scores
would add significant variance of the functional eval-
uation (BI and IADL) to the reassessment, after
accounting for type of care facility and global health
perception (EQ-VAS).

Test-retest of the COPM outcomes was analysed
using Cohen’s kappa for problem prioritisation and
Spearman’s rho correlations for COPM-P and COPM-S
scores, the latter coefficient due to the small size of
the subsample (n=31) and the result of the
Shapiro-Wilk normality test.

Regarding responsiveness, Wilcoxon’s signed rank
test was applied for testing changes in perceived occu-
pational performance and satisfaction scores between
the initial assessment and post-intervention reassess-
ment. Furthermore, differences in responsiveness
between type of care facility (nursing home and
social-health centre) were studied using Mann-Whitney
U test. In addition, Spearman’s correlation was used
to study the relationship between COPM and BI and
IADL change scores.

The critical level for statistical significance was set
at p<0.05. Analyses were performed using SPSS ver-
sion 29.0 (IBM Corp., Armonk, NY). The following
proposals have been used as orientation thresholds to
interpret the strength of the relationships studied. On
the basis of Cohens (1988) guidelines, correlation
coefficients of at least 0.1, 0.3 and 0.5 were interpreted
as representing small, medium, and large effect sizes,
respectively. Also, according to Cohen’s guidelines
(1988), d values of at least 0.2, 0.5 and0.8 for mean
comparisons were interpreted as representing small,
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medium, and large effect sizes, respectively. The
strength of agreement for categorical measures was
evaluated using the [66] criteria: kappa values from 0
to 0.2, 0.21 to 0.40, 0.41 to 0.60, 0.61 to 0.80 and 0.81
to 1 were interpreted as slight, fair, moderate, sub-
stantial, and excellent agreement, respectively.

Results

Complete data were obtained from 172 users whose
scores on the instruments administered at the begin-
ning of the study are summarised in the lower section
of Table 1.

The participants described and prioritised a total
of 637 occupational performance problems. Their dis-
tribution is shown in Figure 2 for each type of facility
and occupational category. In relation to the number
of problems identified per person, a mean of 4.07
(SD=1.11) was obtained among the users of the
social-health centres and a mean of 2.98 (SD=1.44)
in the nursing homes.

Validity evidence based on relationships to other
variables

Table 2 shows evidence of convergent validity for the
different measures collected concurrently. The pattern
of correlations was mainly as expected and similar for
COPM-P and COPM-S scores: a high or medium
degree of correlation with the BI; both EQ global
scores (health index score and EQ-VAS); the
EQ-5D-3L dimensions of mobility, self-care, and daily
activities; and the CCRQ outcome evaluation and a
low degree of correlation with the IADL; EQ-5D-3L
anxiety; and CCRQ decision-making, education, emo-
tional support, and physical comfort dimensions.
Associations with the EQ-5D-3L pain dimension and
the CCRQ family involvement and continuity dimen-
sions were null or almost null.

Table 3 shows the results of the four hierarchical
regression analyses. Findings were similar in the four
models, with only slight differences. After accounting
for the type of care facility in step one, the EQ-VAS
did not produce a significant change in the explained
variance of the functional score (step two). However,
when the COPM score was entered in step three, a
significant change in the explained variance of the
functional score was accounted for. However, the total
percentage of variability explained by the functional
score for the four final models was low (around 0.09).

Table 4 shows evidence of validity regarding the
relationship network between the COPM scores and
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0% 10%

20% 30% 40% 50% 60% 70%

80% 90%

Self-care

Frod UCtiVity _

M Socio-health problems £ Nursing home problems

100%

Socio- Nursing TOTAL

health home
Personal care 158 (34%) 30 (17%) 188 (30%)
Functional mobility 201 (43%) 49 (28%) 250 (39%)
Community manage 8 (2%) 3 (2%) 11 (2%)
Paid or unpaid work 15 (3%) 12 (7%) 27 (4%)
Household management 43 (9%) 14  (8%) 57 (9%)
School and/or play 0 (0%) 4 (2%) 4 (1%)
Quiet recreation 10 (2%) 33 (19%) 43 (7%)
Active recreation 18 (4%) 9 (5%) 27 (4%)
Socialization 11 (2%) 19 (11%) 30 (5%)

TOTAL 464 173 637

Figure 2. Percentage distribution of prioritised problems by COPM occupational performance areas and occupational categories

for each type of Centre.

Table 2. Association (spearman’s correlations) between the
COPM and other measures.

COPM-P COPM-S
Barthel Index® A3¥* A6%*
Lawton IADL®@ 24** 21%*
EQ-5D-3L Mobility® —45%* —.54%*
EQ-5D-3L Self-care® —.52%% —51%%
EQ-5D-3L Activities® —51%* — 47
EQ-5D-3L Pain®@ -.01 -.03
EQ-5D-3L Anxiety® —-.18* —.30%*
EQ-5D-3L-Health index score® 60** 62%*
EQ-VAS®@ 37** AT**
CCRQ Decision-making® -.18% —.22%%
CCRQ Education® -17* —.22%*
CCRQ Outcome evaluation® —32%% —33%
CCRQ Family involvement® -12 -.09
CCRQ Emotional support® -13 -.19%
CCRQ Physical comfort® —-.19% —.24%
CCRQ Continuity® -.05 -13
CCRQ total (excluding family —.23%* —.28%*

involvement)®

"p < .05.

“p < .01.

@Correlations between COPM scores (COPM-P and COPM-S) and BI, IADL,
EQ-5D-3L and EQ-VAS scores obtained at the start.

®)Correlations between COPM scores (COPM-P and COPM-S) and CCRQ
scores obtained in the reassessment.

COPM-P: Canadian Occupational Performance Measure - Performance;
COPM-S: Canadian Occupational Performance Measure - Satisfaction; IADL:
Lawton Instrumental Activities of Daily Life; EQ-5D-3L: EuroQol-five
domain-three level questionnaire; EQ VAS: EuroQol visual analogue scale;
CCRQ: Client-Centered Rehabilitation Questionnaire.

other demographic and clinical variables. No statisti-
cally significant differences were observed between
the initial COPM-P and COPM-S scores by age and
educational level. However, there were statistically sig-
nificant differences regarding diagnostic group and
type of centre. In terms of diagnostic group, both
COPM-P and COPM-S in geriatric functional

Table 3. Summary of hierarchical regression models.

Criterion Predictors (initial
(reassessment) assessment) Beta Total R? AR?
Barthel Index Type of care -21* .046 -
facility
Type of care -21*
facility
EQ-VAS -.01 .046 .000
Type of care —.28%
facility
EQ-VAS -.07
COPM-P 21 078 .032*
Lawton IADL Type of care -21% .045 -
facility
Type of care -21%
facility
EQ-VAS -.01 .045 .000
Type of care —.29%
facility
EQ-VAS -.09
COPM-P .26* .095 .049*
Barthel Index Type of care -21* .046 -
facility
Type of care -21*
facility
EQ-VAS -.01 .046 .000
Type of care -32%
facility
EQ-VAS -.07
COPM-S 23* 077 .031*
Lawton IADL Type of care -21% .045 -
facility
Type of care -21%
facility
EQ-VAS -.01 .045 .000
Type of care —.34%
facility
EQ-VAS -.09
COPM-S 27% .090 .045*

Note: Standardised beta coefficients presented for predictors. *p < .05.
Type of centre: social-health centre or nursing home; IADL: Lawton
Instrumental Activities of Daily Life; EQ VAS: EQ visual analogue scale;
COPM-P: Canadian Occupational Performance Measure- Performance;
COPM-S: Canadian Occupational Performance Measure- Satisfaction.



rehabilitation were significantly higher than in the
trauma and neuro-rehabilitation groups. With respect
to type of centre, both COPM-P and COPM-S were
higher in the nursing homes than in the social-health
centres.

Test-retest of the prioritised problems and COPM
scores

Considering only the data provided by the subsample
(n=31), whose characteristics did not differ from the
overall study sample, as explained in the method sec-
tion, 127 occupational performance problems were
identified during the initial COPM interview and 123
during the retest COPM interview. Some 81% of the
patients prioritised the same problem (self-care 32%
and functional mobility 48%). Cohen’s Kappa values
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measuring test-retest for each of the five problems
varied from 0.67 to 0.86 (all p-values: < .001). Also,
Spearman’s rho correlation coefficient evaluating
test-retest was 0.88 (p < .001) for performance scores
and 0.86 (p < .001) for satisfaction scores.

Responsiveness

Table 5 provides details of the significant differences
between the initial and reassessment COPM scores in
both types of care facilities. For comparisons in the
social-health centre subsample, the lower bound of
the confidence interval exceeded the relevant change
criterion established in the COPM manual (2 points).

Furthermore, the mean difference between COPM
change scores among social-health centre users and
nursing home users (M, CI95%, and SD values also

Table 4. Evidence of validity based on the relationship with other variables.

Descriptives Non-parametric ANOVA®

Variable Levels M (SD) X2 (p) Contrasts
COPM-P Age 60-79 3.21 (1.63) 1.48 (.224) -
>80 3.74 (2.20)
Educational level Less than primary school 3.39 (2.00) 3.33 (.343) -
Basic 3.74 (1.96)
Secondary 3.07 (1.79)
Higher education 3.93 (2.37)
Diagnostic group Neurorehab. (N) 3.32 (1.87) 18.86 (<.001) G>T, N®
Trauma (T) 2.91 (1.78)
Complex (C) 3.88 (1.90)
Geriatric RHB (G) 4.78 (2.04)
Type of care facility Socio-health centre (S) 2.89 (1.61) 29.61 (<.001) S<N
Nursing home (N) 4.70 (2.07)
COPM-S Age 60-79 3.84 (2.46) 0.32 (.572) -
>80 4.16 (2.61)
Educational level Less than primary school 3.90 (2.46) 2.06 (.561) -
Basic 4.30 (2.58)
Secondary 3.75 (2.72)
Higher education 3.49 (2.31)
Diagnostic group Neurorehab. (N) 3.54 (2.29) 19.74 (<.001) G>T, N®
Trauma (T) 3.32 (2.05)
Complex (C) 4.62 (2.82)
Geriatric RHB (G) 5.91 (2.76)
Type of care facility Socio-health centre (S) 2.96 (1.73) 49.86 (<.001) S<N
Nursing home (N) 6.08 (2.61)

COPM-P: Canadian Occupational Performance Measure — Performance, initial score; COPM-S: Canadian Occupational Performance Measure - Satisfaction,

initial score.
@Kruskal-Wallis H test.

®Mann-Whitney U test for post-hoc analyses between groups, with Bonferroni-Holm’s correction for p-values due to multiple comparisons.

Table 5. Descriptives (M and SD) of COPM scores and comparison before and after intervention.

Non-parametric comparison(a) (Reassessment — Initial assessment)

Initial assessment Reassessment Mean change (Cl 95%) SD z (p) Effect size (rrb)

Socio-health centre

(n=114)

COPM-P 2.89 (1.61) 6.61 (2.11) 3.72 (3.29-4.15) 2.31 9.03 (<.001) A7

COPM-S 2.96 (1.73) 6.76 (2.20) 3.80 (3.33-4.26) 2.53 8.82 (<.001) 14
Nursing home (n=58)

COPM-P 4.70 (2.07) 5.58 (1.92) 0.88 (0.34-1.43) 2.08 3.09 (.002) A7

COPM-S 6.08 (2.61) 7.11 (2.33) 1.03 (0.35-1.70) 2.56 2.98 (.003) .50

COPM-P: Canadian Occupational Performance Measure- Performance; COPM-S: Canadian Occupational Performance Measure- Satisfaction; r,: rank-biserial

correlation.
@Wilcoxon’s signed rank test.
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provided in Table 5) was statistically significant
(COPM-P: U=1175.5, z=6.91, p < .001; COPM-S:
U=1396.5, z=6.19, p < .001), with a higher change
score observed for social-health centre users than
nursing home users (COPM-P d=1.27; COPM-S
d=1.09).

Finally, regarding the two functionality criteria
used (BI and IADL), the correlation between their
change scores (reassessment minus initial assessment)
and the change in COPM scores was as follows:
COPM-P change and COPM-S change were highly
and significantly correlated with BI change (r=0.65, p
< .001; r=0.64, p < .001; respectively) and to a lesser
extent with IADL change (r=0.45, p < .001; r=0.42,
p < .001; respectively).

Discussion

The objective of the present study was to analyse the
psychometric properties of the Spanish version of the
COPM among older adult rehabilitation inpatients in
social-health centres and nursing homes. In relation
to convergent validity, moderate correlations were
obtained between the performance and satisfaction
variables of the COPM with functional measures of
ADL and perceived quality of life; and in turn with
measures of experience of person-centred care, such
as most of the dimensions assessed by the CCRQ. In
the validity exploration related to other variables, no
differences were observed with respect to educational
level, but differences were evident with respect to
pathology, type of facility, and age. The regression
analysis showed good incremental validity of the
COPM to help explain functional results of the sam-
ple, beyond the measure of perceived quality of life.
The test-retest reliability of the COPM was excellent.
Additionally, it provided satisfactory evidence of
responsiveness in capturing differences before and
after the intervention.

The prioritisation observed in occupational prob-
lems in the area of self-care (79.1% in the
social-health centre and 47.3% in the nursing home)
is in line with previous studies on the rehabilitation
of older adult hospital inpatients [40-42,44] and
older adult home rehabilitation patients [24].
Likewise, differences can be observed by type of
centre, both in the number of problems prioritised
and in the categories prioritised [19,40,43]. The larg-
est numbers of occupational performance problems
to be addressed among the users of social-health
centres were in the categories of personal care and
functional mobility, whilst in the nursing homes

functional mobility, quiet recreation and personal
care were prioritised. This can be explained as much
by personal and diagnostic characteristics as by the
aims of each institution [24]. On the other hand,
and contrary to what Phipps’ study [46] suggests, it
is important to highlight the low prioritisation of
problems in the occupational category ‘household
management’ in social-health centre clients, given
that the main aim of rehabilitation is to enable the
client to return home. In our case, it would appear
that this aspect has more to do with the characteris-
tics of the rehabilitation services themselves than
with the client’s diagnosis or needs [4,54].
Traditionally, in Spain these services focus more on
the functional recuperation of basic self-care activi-
ties and hardly ever refer to the daily needs of the
person on discharge. In fact, very few rehabilitation
departments have areas dedicated to the simulation
and training of instrumental daily life activities.
The validity of the COPM scores has been exam-
ined by correlating them with functional scores that
aim to measure specific constructs linked to health
and functionality [12,14,17,24,31-33,45]. Our study
also found strong correlations between the COPM
and the functional scores. The COPM is a tool that
allows identifying and prioritising problems in occu-
pational performance in different occupational catego-
ries. One of the main categories in which clients in
this study identified occupational problems for which
they required intervention from rehabilitation profes-
sionals was basic activities of daily living. This is why
it is consistent that COPM measures are related to
functional measures such as BI (basic ADL) and to a
lesser extent with the IADL. In this sense, and sup-
porting the same reasoning, the performance and per-
ceived satisfaction measures of the COPM also obtain
a strong correlation with the measures of the
EQ-5D-3L (mobility, self-care, and activities). The
COPM was also positively correlated with the health
index score and the EQ-VAS. The greater the percep-
tion of performance and satisfaction, the greater the
functional capacity for carrying out daily activities
and therefore, the greater the quality of life. This
finding can be corroborated with the study by Thyer
et al. (2018) in which significant correlations were
obtained between the COPM and quality of life scales
(Thyer, 2018). The data produced by our study are in
line with Enemark et al.’s study [32], in which the
self-care and activities dimensions of the EQ-5D-3L
correlated with COPM-P, and the EQ-VAS correlated
both with COPM-P and with COPM-S. In this same
study, with a sample of users from different rehabili-
tation facilities, the authors also did not find



significant correlation of the COPM with the pain
dimension. In these cases, users did not present pri-
mary pain, but rather pathologies that clinically man-
ifest without pain or pain secondary to interventions
(Carpenter, 2001). On the other hand, the correlations
of the COPM with the anxiety dimension of EQ-5D-3L
could be linked to the negative state of mind pro-
duced by a loss in health condition, as has been
observed in other studies that used instruments that
measure emotional state [28,29,67].

In line with the idea that the COPM was created
to carry out a client-centred intervention [7,9,10], one
of the contributions of this study is to address its
convergence with the CCRQ, a specific measure for
client-centred rehabilitation [38]. The results indicate
that the higher the performance and satisfaction
scores of the COPM, the higher the perception of
having received client-centred attention in most of the
CCRQ dimensions. The COPM records the subjective
individual experience in relation to occupational per-
formance, establishing objectives jointly between the
professional and the client. This experience is what is
also evaluated in the CCRQ by clients of rehabilita-
tion services, meaning that the results of our study
are coherent. However, the dimensions of continuity
and family involvement, and also the physical comfort
dimension, which includes items related to pain con-
trol, showed a low to moderate degree of correlation
with the COPM, in line with the correlations obtained
with the pain dimension of the EQ-5D-3L. This may
be due to the fact that this population recovers its
lost functionality and returns home after rehabilita-
tion, without needing to involve family members
[63,68]. In fact, the weak correlations observed
between the COPM and the CCRQ dimensions perti-
nent to decision-making, educational needs, and
physical and emotional comfort can be attributed to
the nature of the pathologies commonly addressed in
these rehabilitation services, which generally do not
necessitate focused attention on physical and emo-
tional well-being, nor do they require extensive infor-
mation for making critical health-related decisions
[38,68,69]. It is worth highlighting specifically that the
correlation between the dimensions of the CCRQ and
COPMS-S could indicate a positive relationship linked
to a client-centred practice proposed at the beginning
of a rehabilitation service, with continued assessment
throughout the intervention [70]. Although functional
improvement has a positive effect on the clients expe-
rience [71], it would be interesting to examine this
hypothesis in subsequent studies in which the COPM
is not used as an instrument to establish the interven-
tion aims.
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Another interesting result is the relative contribu-
tion of the initial COPM and EQ-VAS scores to the
prediction of the functional assessment at the end of
the rehabilitation period. After adjusting for the type
of care facility, the contribution of the COPM scores
was greater than the contribution of a measure of
perceived general health (i.e. EQ-VAS). These results
should be treated with caution since the predictive
capacity of the regression models was low. However,
we consider that these results add relevant informa-
tion to those provided by previous studies, since they
establish a positive association between the COPM
pre-intervention scores and the functional reassess-
ment [26,33,72]. Information about whether the
COPM scores are more predictive of users’ functional
scores than EQ-VAS would assist therapists in clinical
settings who use the COPM as a tool for an initial
outcome measurement.

With regard to clinical aspects, our study shows
differences in the COPM scores according to type of
centre. This fact could be explained by the character-
istics and needs of the type of user that is treated by
this service and the results obtained following inter-
vention. It is logical to assume that the initial assess-
ment of performance and satisfaction would be lower
in users who have acute, more disabling pathologies
than in people whose health conditions are chronic
[4,5,45,54].

The reliability of COPM scores in terms of
test-retest in our study can be considered excellent,
with an interval of almost one week between mea-
surements. These results are consistent with those of
the study carried out by Ataschi et al. (2010) on per-
formance and satisfaction in older adults, both for the
temporal stability of the prioritised problems and for
the satisfactory test-retest correlation values. Our
results are also aligned with those of other studies
that include an adult and older adult population
[22,23,31]. The difference compared to other studies
that presented lower values [48-50] could be attributed
to methodological aspects, such as the time between
assessments and inter- and intra-assessor differences
[49]; training prior to the administration of the mea-
sure; sample size; personal characteristics such as age
and diagnosis; and the perceptions of the participants
at the time of the assessment [22,31,50]. Additionally,
the COPM interview itself leads to awareness and res-
olution of problems, which can influence how patients
prioritise problems in the second evaluation [47,64].

With regard to the 2-point clinically relevant
COPM change proposed by the authors [9], the
results obtained from older adults in social-health
centres clearly exceeds this criterion both in
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performance and satisfaction, as in other studies
[28,41,44]. It makes sense that changes would be
subtler among users in nursing homes, where prior-
ity is given to maintaining the functional capacities
and quality of life in this fragile population in which
there is a higher prevalence of complex diagnoses.
The evidence points to the possibility that this value
could depend on numerous factors, such as the reas-
sessment format (blinded previous scores) or the
sample characteristics themselves (age, diagnosis, or
degree of disability) [23,24,52], suggesting that the
difference in the change is greater for diagnoses that
are only related to physical problems [41]. Similarly,
the difference in these change results is relevant in
that it is an indicator of the sensitivity of the mea-
sure when it is used to assess performance and sat-
isfaction for different people, diagnoses, and contexts
[12,19,26].

Limitations and methodological considerations

We now present the main limitations of this study
with some methodological considerations and propos-
als for the future. Firstly, it is worth highlighting the
small size of the sample for studying test-retest reli-
ability — a greater number of participants would have
produced more precise data - although the subsample
did not present differences in its distribution with
respect to the general sample. Secondly, although the
COPM can be used with all populations, we excluded
users with cognitive problems or poor insight in order
to homogenise the sample. Therefore, whilst the num-
ber of centres and the heterogeneity of the group
could indicate representativeness of clients using these
services, because we did not include a sampling frame
for all service clients, we cannot extrapolate results to
the older adult population as a whole. Thirdly, in the
multidisciplinary RT there was a difference between
the number of assessors who were occupational ther-
apists and those who were physiotherapists. For this
reason we trained professionals to ensure that admin-
istration of the measures would be as homogeneous
as possible [64]. The recommendations of the authors
of the COPM and of previous studies were respected
both in relation to the inclusion criteria and the
assessors’ training [9,12,15]. Similarly, the study meth-
ods were adapted as much as possible to the reality of
the centres, with the aim of respecting their usual
dynamics. It is worth mentioning that the COPM is
an instrument that can be complemented with other
health measures in the planning and evaluation of
interventions, in addition to being used by the differ-
ent professionals in the RT [11,14,19,27]. We suggest

that further studies go deeper into examining the
convergent validity of the COPM scores with new
measures of quality and perception focused on people
in other populations with different ages and diagno-
ses, along with expanding the study to a community
environment.

Conclusion

Our study supports the use of the COPM as a
client-centred assessment and outcome measure for
older adult inpatients receiving rehabilitation services.
We have demonstrated the validity of the COPM
through its correlations with variables related to func-
tionality, activities of daily living, and health-related
quality of life. We have also provided evidence of
test-retest reliability. Additionally, we have shown that
the COPM is responsive to changes, revealing that it is
a sensitive tool for measuring outcomes in rehabilita-
tion services. In summary, this study provides evidence
of the quality of the Spanish version of the COPM,
which has been little studied. Moreover, it pioneers the
study of the psychometric properties of the COPM in
rehabilitation settings for older adults in Spain.
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