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Abstract

Background: Strokeisamajor cause of long-term disability, and upper extremity (UE) impairment frequently limitsindependence
in activities of daily living (ADLS) and community participation. In Thailand, although acute stroke care hasimproved, continuity
of rehabilitation in community settings remains uneven. Currently, there is limited empirical evidence identifying occupational
therapy (OT) services and the barriers affecting service delivery in practice.

Objective: This study aimed to examine current OT practices among community-dwelling patients with stroke in Thailand,
identify barriers affecting service delivery, and explore therapists' perspectives on the future development of community-based
rehabilitation.

Methods: An explanatory sequential mixed methods design was used. Phase | (survey phase) involved an online survey of 59
occupational therapiststo describe service patterns and perceived barriers, while phasell (interview phase) comprised semistructured
interviews with 7 experienced occupational therapiststo obtain deeper insight into practice contexts and challenges. Quantitative
data were analyzed descriptively, and qualitative data were analyzed using thematic analysis.

Results: OT serviceswere primarily individualized and focused on functional activities, particularly basic ADLs (49/59, 83.05%),
cognitive (44/59, 74.58%), and sensorimotor training (40/59, 67.80%). Service frequency was generally limited, and nonstandardized
assessments were commonly used alongside policy-required measures, such as the Barthel Index. Major barriers were identified
at organization/leadership, client, and therapist levels, including resource shortages (50/59, 84.75%), inaccessible to service
(45/59, 76.27%), lack of public awareness about OT (45/59, 76.27%), and lack of time (42/59, 71.19%). Occupational therapists
described adapting practice through client-centered and culturally responsive approaches, with active caregiver involvement. A
proposed home-based stroke rehabilitation box set emerged as a potential strategy to support continuity of rehabilitation.

Conclusions:  Community-based OT in Thailand operates within structural constraints, while maintaining occupation-centered
practice. Strengthening services may require system-level support and practical strategies to enhance continuity of care.
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Introduction

Stroke remains aleading cause of long-term disability both in
Thailand and worldwide[1,2]. Although improvementsin acute
management have enhanced survival rates, many patients with
stroke continue to experience persistent functional limitations
that affect daily life [3,4]. In particular, upper extremity (UE)
dysfunction is common and often long-lasting, restricting
independence in self-care, work-related tasks, and community
participation [5]. Limitationsin activities of daily living (ADLS)
are closely associated with reduced quality of life and
diminished social engagement [6]. For many individuals,
meaningful recovery depends not only on early medical
treatment but also on sustained rehabilitation within the home
and community environment.

In Thailand, considerable progress has been made in
strengthening acute stroke pathways; however, continuity of
rehabilitation remains uneven [2,7]. The length of hospital stay
istypically short, averaging between 3 and 7 days [7-10], and
only a proportion of patients with stroke receive structured
inpatient rehabilitation prior to discharge [7,11]. As a
consequence, many patients are discharged with ongoing
impairments and variable access to follow-up rehabilitation
services[12]. Theintroduction of the Intermediate Care (IMC)
policy by the Thailand Ministry of Public Health sought to
addressthisgap by promoting transitional and community-based
rehabilitation through multidisciplinary collaboration [13].
Although evaluations of IMC programs report improvements
infunctional outcomes[11,14,15], implementation at the service
level continues to face practical challenges. These include
resource limitations, administrative demands, transportation
barriers, and uneven service distribution across regions [16].
Such challenges are not uniqueto Thailand but are characteristic
of rehabilitation systems operating within constrained resource
environments.

Occupational therapistsplay acrucia rolein supporting patients
with stroke in regaining functional independence and
participation. Through occupation-based assessment and
intervention, occupational therapists address not only motor
recovery but also the integration of meaningful activities into
daily routines and life roles [17,18]. In a community setting,
practice extends beyond impairment-focused approaches and
reguires an in-depth understanding of broader environmental,
cultural, and social contexts[19-22]. In Thailand, where family
caregiving plays a prominent role and community resources
vary widely, culturally responsive and context-sensitive practice
becomes especially important [23,24]. However, despite the
recognized importance of community-based occupational
therapy (OT), there remains a limitation of empirical research
evidence describing how these servicesare delivered in practice.
Much of the existing literature focuses on program outcomes
or policy implementation, while less attention has been given
to therapists' day-to-day experiences, service structures, and
the Dbarriers they encounter when working with
community-dwelling patients with stroke. A clearer
understanding of current OT practice patterns and contextual
challenges is necessary to inform sustainable service
development. Exploring therapists perspectives may provide
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insight into how rehabilitation is adapted within existing policy
frameworks and resource realities. It may also revea locally
grounded innovations that can strengthen continuity of care
beyond clinical settings. Therefore, the aim of this study was
to examine current OT practicesfor stroke rehabilitation among
community-dwelling patients with stroke in Thailand, identify
key barriers affecting service delivery, and explore occupational
therapists  perspectives on future development of
community-based rehabilitation services. By integrating findings
from a nationwide survey with in-depth qualitative interviews,
this study sought to contribute contextually grounded evidence
to inform the improvement of community stroke rehabilitation
in Thailand.

Methods

Study Design

Thisstudy used an explanatory sequential mixed methodsdesign
consisting of two phases [25]. Phase | (survey phase) was a
cross-sectional online survey designed to collect quantitative
data on existing OT practices and barriersin community-based
OT services for Tha patients with stroke living in the
community. Phasell (interview phase) used ageneric qualitative
designto build upontheinitial findings. Through semistructured
interviews, this phase gathered qualitative insights regarding
service experiences, barriers to practices, and occupational
therapists perspective on developing effective OT servicesin
community stroke rehabilitation. The explanatory sequential
mixed methods design enhanced the comprehensiveness of the
findings and alowed qualitative data from the descriptive
qualitative design to clarify and expand upon the quantitative
results [26].

Participants

Phasel: Survey Phase

Participants were recruited using purposive sampling from the
officia registry of the Occupational Therapist Association of
Thailand (OTAT), which contained 1171 registered occupational
therapists at the time of the study. To ensure relevance to the
study objectives, participants were required to (1) beregistered
occupational therapistsin Thailand, (2) have at least 1 year of
experience working with community-dwelling patients with
stroke, and (3) confirm their willingnessto participate. In total,
75 occupational therapistswho met these criteriawereformally
invited to participate in the online survey via OT social media
networks.

Phasell: Interview Phase

A selective sampling strategy was used to identify key
informants based on their primary practice setting and expertise
in providing community-based stroke rehabilitation. This
approach aimed to reflect a range of service contexts and
professional perspectives. Inclusion criteria for the interview
phasewere (1) at least 3 years of experience delivering services
to community-dwelling patientswith stroke, (2) active provision
of community stroke rehabilitation at |east twice per week, and
(3) willingnessto provide informed consent for audio-recorded
interviews. Due to the anonymous nature of the survey phase,
participants for the qualitative phase were recruited
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independently of the survey respondents. Initial key informants
were purposively selected based on their recognized expertise
and primary practice setting in providing community-based
stroke rehabilitation. Subsequently, the snowball sampling
technique was used, whereininitial participantsidentified other
practitioners with significant experience in providing OT
services for community-dwelling patients with stroke in
Thailand to ensure a comprehensive range of professiona
insights. Recruitment and interviews continued until data
saturation was reached. Saturation was assessed through a
concurrent analysis process, where interviews were transcribed
and coded in tandem with ongoing recruitment. Theresearchers
monitored for thematic redundancy, specifically looking for the
point where no additional insights or new themes emerged from
subsequent interviews [27]. Given that the participants were
expert key informants with extensive experience in
community-based stroke rehabilitation, a high degree of
conceptual density was reached. Recruitment was concluded
when the last two consecutive interviews confirmed that the
existing thematic framework was stable and sufficiently
addressed all research questions.

Research Instruments

Given the contextual characteristics of community OT practice
in Thailand and the lack of a validated instrument specific to
this topic, the authors developed the research instruments.

Textbox 1. Questions in the semistructured interview guide.

Apichai et a

Instrument development was informed by a review of the
relevant literature on community rehabilitation, stroke recovery,
and OT practice.

In the survey phase, a questionnaire consisting of two sections
was used. Thefirst section of the questionnaire consisted of 13
items designed to collect demographic and practice-related
information. Theseitemsincluded personal demographics (sex,
education level, and employment status) and clinical practice
characteristics (eg, primary practice setting, years of experience
in community-based stroke rehabilitation, average number of
stroke patients per week, frequency and duration of services,
intervention formats, and the recovery stages of stroke patients
served, categorized by Brunnstrom stages). The second section
focused on perceived barriers to rehabilitation services for
community-dwelling patients with stroke. This section aso
included open-ended questions to gather participants' viewson
the characteristics of an effective community-based
rehabilitation program. A combination of dichotomous,
multiple-response, and open-ended questionswas used to gather
both quantitative trends and qualitative insights.

For the interview phase, a semistructured interview guide was
developed to exploretherapists’ experiencesin service delivery,
practical challenges encountered in community settings, and
perspectives on future development of OT services. The
interview questions are presented in Textbox 1.

community).

in Thailand from the past to the present?

6. How do you think these barriers should be eliminated?

1. Please introduce yourself (educational background, work history, and experience in providing services to Thai patients with stroke living in the

2. What is the form or nature of providing services to patients with stroke with limited arm and hand movement living in your community?

3. What do you think of the form of occupational therapy (OT) for patients with stroke living in the community with limited arm and hand movement

4. What do you think should be the form of OT rehabilitation for this group of patients?
5. What do you think are the barriers to OT rehabilitation for this group of patients?

7. What do you think will help promote OT rehabilitation for this group of patients to be more effective?

Instrument Validation

The developed instruments were evaluated for content validity
and clarity by three experienced occupational therapists, each
with more than 5 years of experience in stroke rehabilitation.
They independently reviewed al surveys and interview guide
guestions. The Index of Item-Objective Congruence (10C) was
used to assess the alignment of each item with the study
objectives. Items with 10C scores between 0.50 and 1.00 were
retained, while items scoring below 0.50 were revised or
removed [28]. In addition, a pilot test was conducted with five
occupational therapists. Their feedback was used to refine the
wording, clarity, and practicality of the instruments.

Ethical Considerations

Ethical approval was obtained from the Ethical Review
Committee for Human Research, Faculty of Associated Medical
Sciences (approval #161/2562). All procedures complied with
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national ethical guidelines for research involving human
participants [29].

In the survey phase, €eligible participants received detailed
information about the study and the informed consent process.
Theonline survey inthis study wasreported in accordance with
the CHERRIES (Checklist for Reporting Results of Internet
E-Surveys) checklist [30].

In the interview phase, participants consent was obtained to
audio-record interviews and take field notes to capture
contextual details. Written informed consent was obtained prior
to the interviews.

Data Collection

In the survey phase, eligible participants were provided with
the study objectives and procedures, together with alink to the
online survey distributed via OT social media networks.
Reminder messages were sent to eligible participants 1 week
and 3 days before survey closure to increase response rates and
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reduce nonresponse bias [31]. In the interview phase, in-depth
interviews were conducted either face to face or via online
videoconferencing, depending on participant preferences and
logistical considerations. Each interview lasted approximately
30-45 minutes.

The data collection was divided into two distinct periods:

« Phasel (survey phase): conducted from February 2020 to
December 2021. This phase captured the initial impact of
the COVID-19 pandemic on OT services.

« Phasell (interview phase): conducted from January 2022
to April 2025. This phase focused on long-term adaptations
and current challenges in the postpandemic landscape.

Data Analysis

Quantitative Analysis

In the survey phase, survey responses were exported from
Google Forms and analyzed using Microsoft Excel. Descriptive
statistics, including frequencies and percentages, were used to
summarize demographic characteristics, practice patterns, and
perceived barriers. Responses to open-ended questions were
analyzed using content analysis[32], in which responses were
grouped inductively into thematic categories based on recurring
patterns and shared meanings.

Qualitative Analysis

In the interview phase, interview recordings were transcribed
verbatim. Thematic analysis was conducted following the
six-phase framework by Braun and Clarke[33]. Thistrustworthy
processincluded (1) familiarization with the data, (2) generation
of initial codes, (3) searching for themes, (4) reviewing themes,
(5) defining and naming themes, and (6) writing the report. Two
researchers (authors SA and WC) independently conducted the
initial coding using both inductive and deductive approaches.

https://jopm.jmir.org/2026/1/€94765
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Discrepancies were resolved through discussion and consensus.
Themes were further refined through collaborative review to
ensure they accurately represented the data. Thematic analysis
was completed between May 2022 and April 2025, ensuring
that the integration of findings reflected the most recent
professional context.

Trustworthiness and Rigor

This study used credibility, transferability, dependability, and
confirmability as strategiesto ensure trustworthiness and rigor.
The credibility triangulation strategy used both quantitative and
qualitative data obtained from participants among various
contexts to ensure accuracy of the findings. The transferability
strategy of thick descriptions was used by providing detailed
background information, including participants experiences,
main practice settings, and the procedures for data collection
and analysis. The confirmability strategy of peer debriefing was
used by researchers to interpret results and reduce data bias
[34,35].

Results

Quantitative Findings

The online survey was successfully completed by 59
occupational therapists, yielding a response rate of 78.67%.
Table 1 showsthe demographic and professional characteristics
of the participants. The majority were female (35/59, 59.32%)
and held a bachelor’s degree (50/59, 84.75%) in OT, while the
remaining participants had postgraduate qualifications. Almost
all participants (58/59, 98.30%) reported full-time employment.
A substantial proportion worked in district hospitals (25/59,
42.37%), suggesting that occupational therapistsin these settings
are actively involved in providing community-based stroke
rehabilitation services.
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Table 1. Demographic and professional practice profiles of quantitative study participants (N=59).
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Characteristics Participants, n (%)
Sex

Female 35(59.32)

Male 24 (40.68)
Highest academic qualification

Bachelor’s degree 50 (84.75)

Master's degree 9(15.25)

Main practice setting

Subdistrict hospital 1(1.70)
District hospital 25 (42.37)
Provincia hospital 12 (20.34)
Specialized hospital/institute 17 (28.81)
University hospital 1(1.70)
Private hospital 3(5.08)
Employment status
Full-time 58 (98.30)
Part-time 1(1.70)

Experience working with community-dwelling Thai patients with stroke (years)

1-2 7 (11.86)

3-5 11 (18.64)
6-10 14 (23.73)
>10 27 (45.77)

Primary Brunnstrom stage of UE? recovery in patientswith stroke served (ranked by frequency)

1 8 (13.56)

2 12 (20.34)

3 20 (33.90)

4 14 (23.73)

5 5(8.47)

6 0
Average number of patientswith stroke per week

1-5 19 (32.20)

6-10 13(22.03)

>10 27 (45.77)
Average number of servicesper case per week

1time 29 (49.15)

2-3times 15 (25.42)

4-6 times 5(8.47)

Every day 10 (16.96)
Average service duration per case (minutes)

<30 2(3.39)

30-60 49 (83.05)

>60 8 (13.56)

Intervention forms
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Characteristics

Participants, n (%)

Individual
Group
Both individual and group

40 (67.80)
1(1.70)
18 (30.50)

3UE: upper extremity.

In terms of professional experience, nearly half of the
participants (27/59, 46%) reported more than 10 years of
experience working with community-dwelling patients with
stroke. Most patients served by these therapists were classified
as Brunnstrom Stage 3 (20/59, 34%), followed by stages 4
(14/59, 24%) and 2 (12/59, 20%), reflecting a population with
moderate motor impairment. Individua therapy (40/59, 68%)
was the most common mode of intervention. Many participants
(27/59, 46%) reported managing more than 10 stroke cases per
week. The most common service frequency per case was once
per week (29/59, 49%), and the average duration of each session
ranged from 30 to 60 minutes (49/59, 83%). These findings

suggest a relatively high workload with limited service
frequency per individual client. Nearly half of the participants
had over 10 years of practice experience and managed a high
weekly casel oad of patientswith stroke, indicating asignificant
depth of clinical experience of participants.

Almost al participants (36/59, 61%) allocated the majority of
their time (51%-75%) to intervention rather than assessment,
referral, or documentation, as shown in Table 2. Physicians
(49/59, 83%) were the most frequent source of referrals,
followed by nurses (20/59, 34%) and self-referral s (19/59, 32%),
indicating that referral pathways remain largely ahospital-based
(Table 3).

Table 2. Distribution of time allocation across OT? service components (N=59).

Service component Time dlocation
Never, n (%) <25%, n (%) 269%6-50%, n (%) 51%-75%, n (%) >75%, n (%)

Assessment 0 44 (74.57) 14 (23.73) 1(1.70) 0
Intervention 0 0 7(11.86) 36 (61.02) 16 (27.12)
Referral 9(15.25) 49 (83.05) 0 1(1.70) 0
Documentation 0 58 (98.30) 1(1.70) 0 0

30T: occupational therapy.

Table 3. Frequency of referrals from various sources to OT? services (N=59).
Referral source Not applicable, n (%) Never, n (%) Sometimes, n (%) Often, n (%)
Physicians 0 3(5.09) 7(11.86) 49 (83.05)
Nurses 7(11.86) 14 (23.73) 18 (30.50) 20(33.91)
Occupational therapists 3(5.08) 10 (16.95) 44 (74.58) 2(3.39)
Self-referral 3(5.08) 5(8.47) 32 (54.24) 19 (32.21)
Family referral 9(15.26) 23(38.98) 18 (30.50) 9(15.26)
Community health center/community agency 3 (5.08) 10 (16.95) 37 (62.71) 9 (15.26)
staff
Health insurance system 13 (22.03) 31 (52.55) 11 (18.64) 4(6.78)
Screening from the community by occupational 7 (11.86) 17 (28.82) 24 (40.68) 11 (18.64)

therapists

80T: occupational therapy.

Table 4 illustrates assessment tools used in community OT
services according to standardized, nonstandardized, or both
standardized and nonstandardized assessments. All participants
(59/59, 100%) reported assessing basic activitiesof daily living
(BADLSs) and cognitive function. Sensorimotor (58/59, 98.30%),
and physical (57/59, 96.61%) componentswere also commonly

https://jopm.jmir.org/2026/1/€94765

evaluated. Nonstandardized assessments were widely used
across most occupational performance domains. Standardized
assessments were used more frequently in the evaluation of
BADLs(42/59, 71.19%) compared to other domains, suggesting
greater accessibility or familiarity with forma measurement
toolsin thisarea
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Table 4. Characteristics of assessment instrument use across occupational performance domains (N=59).
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Occupational performance  Standardized assessment,

Nonstandardized assess-

Both standardized and nonstandard-  Never assessed, n (%)

domain n (%) ment, n (%) ized assessment, n (%)

BADL?2 42 (71.19) 12 (20.34) 5(8.47) 0

IADLP 25 (42.37) 23(38.98) 8 (13.57) 3(5.08)
Rest and sleep 2(3.39) 38 (64.41) 0 19 (32.20)
Education 4(6.78) 45 (76.27) 0 10 (16.95)
Work/productive activities 5 (8.47) 50 (84.75) 0 4(6.78)
Play 4(6.78) 39 (66.10) 0 16 (27.12)
Leisure 4(6.78) 49 (83.05) 0 6 (10.17)
Social participation 5(8.47) 45 (76.27) 0 9(15.26)
Sensorimotor components 25 (42.37) 25 (42.37) 8 (13.56) 1(1.70)
Cognitive components 29 (49.15) 21 (35.59) 9(15.26) 0
Psychosocia and psycho- 11 (18.64) 41 (69.50) 2(3.39 5(8.47)
logical components

Temporal aspects 4(6.78) 48 (81.35) 1(1.70) 6 (10.17)
Physical components 6 (10.17) 49 (83.05) 2(3.39) 2(3.39)
Socia components 5(8.47) 49 (83.05) 1(1.70) 4(6.78)
Cultural components 3(5.08) 51 (86.44) 1(1.70) 4(6.78)

3BADL: basic activity of daily living.

BADL: instrumental activity of daily living.

As shown in Table 5, the most frequently implemented 67.80%). These patterns correspond closely with the reported
interventions were BADL training (49/59, 83.05%), cognitive  assessment prioritiesand reflect asignificant focus on restoring
training (44/59, 74.58%), and sensorimotor training (40/59, BADL function and physical and cognitivefunctional recovery.

Table 5. Frequency of OT?intervention types across occupational performance domains (N=59).

Occupational performance domain Never, n (%) Sometimes, n (%) Often, n (%)
BADL2 0 10 (16.95) 49 (83.05)
IADLP 4(6.78) 34 (57.63) 21 (35.59)
Rest and sleep 32 (54.24) 23(38.98) 4(6.78)
Education 26 (44.07) 27 (45.76) 6(10.17)
Work/productive activities 8 (13.56) 41 (69.49) 10 (16.95)
Play 28 (47.46) 26 (44.07) 5 (8.47)
Leisure 12 (20.34) 34(57.63) 13 (22.03)
Social participation 15 (25.42) 29 (49.16) 15 (25.42)
Sensorimotor components 3(5.08) 16 (27.12) 40 (67.80)
Cognitive components 1(1.70) 14 (23.72) 44 (74.58)
Psychosocial and psychological components 12 (20.34) 32 (54.24) 15(25.42)
Temporal aspects 20 (33.90) 30 (50.85) 9 (15.25)
Physical components 5(8.48) 27 (45.76) 27 (45.76)
Socia components 14 (23.73) 28 (47.46) 17 (28.81)
Cultural components 18(30.51) 31(52.54) 10 (16.95)

3BADL: basic activity of daily living.
BADL: instrumental activity of daily living.
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Perceived barriers identified from survey responses were
grouped into three categories: client related, occupational
therapist related, and organizational/leadership related
(Multimedia Appendix 1). The most frequently reported
client-related barriers were inaccessibility to rehabilitation
services (45/59, 76.27%) and limited public awareness of OT
(45/59, 76.27%). Among therapist-related barriers, time
constraints (42/59, 71.19%) were most frequently reported,
indicating perceived workload pressures. Interestingly, the
shortage of occupational therapists (6/59, 10.17%) was reported
less frequently than other barriers. Organizational and
|eadership-related barrierswere most commonly associated with

Apichai et a

resource shortages (50/59, 84.75%), limited

equipment, funding, and transportation.

including

Qualitative Findings

Seven occupational therapists with diverse backgrounds in
community rehabilitation participated in the semistructured
interviews.  Their  experience in  working  with
community-dwelling patients with stroke ranged from 10to 18
years (Table 6). All participants were involved in community
rehabilitation services, including the IMC program. Thematic
analysisgenerated several key themes, which are presented next
with illustrative quotations.

Table 6. Demographic and professional experience profiles of qualitative study participants (N=7).

Participant 1D Sex Main practice setting Experience working with community-dwelling Thai patientswith stroke (years)
T1 Female District hospital 10
T2 Female District hospital 12
T3 Female District hospital 18
T4 Female District hospital 16
T5 Female Subdistrict hospital 15
T6 Female Provincial hospital 17
T7 Female Provincial hospital 16

Theme 1. Occupational Therapy Service and Clinical
Reasoning

The setting in which OT services were delivered influenced
both the frequency and the structure of the services. In
community rehabilitation settings, therapists scheduled sessions
once per month over a6-month period, consistent withthe IMC
protocol. For clientswho were able to access outpatient services,
sessions were more frequent, usually two to three times per
week. For long-term patients with stroke facing geographic,
financial, or motivational barriers, service frequency was often
reduced, sometimes occurring only every 4-6 months. In some
cases, clients were lost to follow-up due to these combined
constraints.

Most serviceswere delivered individually, with sessions|lasting
approximately 60 minutes. Each session generaly included
assessment, intervention, referral, and documentation
components. Documentation was described as essential,
particularly for meeting IMC key performance indicators and
supporting funding reguirements. These highlight theinfluence
of administrative structures on clinical practice.

Participants described their professional reasoning as grounded
in a client-centered approach, emphasizing individualized OT
goals within specific environmental contexts. Although
nonstandardized assessments were commonly used dueto time
constraints and contextual variability, the Barthel Index (BI)
was routinely administered to fulfill IMC reporting
requirements. This illustrates how therapists balance clinical
judgment with policy-mandated procedures. Asone participant
clearly stated:

Most stroke cases are both chronic and acute. The
first assessment is with the Barthel Index before

https://jopm.jmir.org/2026/1/€94765

looking at ADL. It must be done for IMC data entry
and financial reimbursement. Treatment remains
functionally  oriented-focusing on  ADL-but
incorporates techniques like PNF, Rood, NDT, and
weight-bearing, with activities used to promote
function. If the patient has a caregiver, we train them
for continuity at home. [Therapist 1]

Theme 2: Cultural Orientation

Participants emphasi zed the importance of culturally responsive
practice in community rehabilitation. A recurring pattern was
the integration of family-centered approaches that align with
Thai collectivist values. Caregiving was often framed asashared
responsi bility rather than aburden. Therapists described actively
supporting and empowering family members to participate in
the rehabilitation process. One therapist explained:

Emphasize the importance in the beginning:
Encourage, let the relatives prepare themselves that
the patient is not a burden. If we train them, they will
get better, and we will not be tired...enhance the
confidence of the caregiver to go to see the patient at
home and empower them, because the main thing is
that they need to be taken care of. [Therapist 4]

This approach reflectstheintegration of cultural awarenessinto
therapeutic relationships and service delivery.

Theme 3: Task-Oriented, I ndividualized I nterventions

Interventions were described as combining preparatory and
occupation-based approaches. Therapists highlighted the
importance of task-oriented training to improve functional ADL
performance. Programs were tailored to the individual’s
occupational rolesand daily routines, reflecting client-centered
practice. One therapist provided the following example:

JParticip Med 2026 | vol. 18 | €94765 | p. 8
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Each case will have a different program...For
example, the chicken rice seller is not yet strong in
holding a knife, so we try to make the knife handle
bigger. We start with weight training, then wrap putty
around a steel rod to mimic his work tool. He
practices cutting the putty into pieces before returning
to cutting chicken, starting by preparing food for
personal usefirst. [Therapist 4]

Theme 4: Challenging in Developing Home-Based
Rehabilitation Tools

Participants identified the need for practica home-based
rehabilitation tools to support continuity of care. One therapist
proposed the development of a stroke rehabilitation box set
consisting of portable, low-cost equipment designed to facilitate
UE functional training and enhance accessibility of rehabilitation
in home and community settings.

Beyond the equipment itself, participants emphasized the
importance of training caregivers and community health
volunteers to use these tools effectively. This was viewed as a
strategy to extend rehabilitation beyond clinical visitsand reduce
therapist workload.

| want to develop a set of equipment designed for a
stroke box set that can be used practically and be
portable—no one has done it yet. It should include
safe glasses, balls of different sizes, ADL items,

Figure 1. Integrated findings from quantitative and qualitative data. ADL

High workloads
Low-frequency services
Mainly focused on BADL
Occupational therapy service and

clinical reasoning
Professional reasoning as grounded in a
client-centered approach

Apichai et a

functional training tools, or even special eguipment
for hand strength and dexterity...having one box to
demonstrate or rotate could really help. [Therapist
3]

Theme 5: Factors I nfluencing Program Feasibility

Participantsidentified both external and internal factorsaffecting
thefeasibility of community-based stroke rehabilitation. External
factorsincluded policy constraints, fund shortages, and limited
availability of rehabilitation equipment. Interna factorsincluded
client motivation, caregiver burden, and therapist workload

Theroles of caregivers and community health volunteers were
also discussed. Some caregivers received formal training and
compensation through long-term care systems, while others
participated voluntarily. Participants noted that structured
training and ongoing professional guidance could enhance the
effectiveness of both caregivers and volunteers in supporting
rehabilitation, particularly in rural communities. One participant
reflected:

\olunteers or caregivers can be the same person, but
caregivers must have at least 70 hours of certified
training. They are paid per visit. Volunteerswork out
of goodwill and are not paid, but many peoplein the
community take on several roles. [Therapist 5]

The integrated findings from quantitative and qualitative data
are summarized in Figure 1.

: activity of daily living; BADL: basic activity of daily living.

Cultural orientation
“Family-centered approach” that aligns with
Thai collectivist values
Caregiving often framed as a shared
responsibility rather than a burden

Challenging in developing home-

based rehabilitation tools

“portable, low-c

Mainly focused on BADL
Mainly individual intervention
Task-oriented, Individualized
interventions
Task-oriented training to improve functional
ADL performance
Individual's occupational roles and daily
routines

Discussion

Principal Findings

This study examined current OT practices among
community-dwelling patients with stroke in Thailand and
explored the contextual factors shaping service delivery. The
findings suggest that community-based OT services arelargely

https://jopm.jmir.org/2026/1/€94765

ost equipment”

Organizational/Leadership-related barriers
Client-related barriers
Occupational therapist-related barriers
Factors influencing program
feasibility
External factors and internal factors affecting
the feasibility of community-based stroke
rehabilitation

individualized, functionally oriented, and delivered within
practical constraints that influence frequency, assessment
approaches, and intervention planning.

The quantitative findings indicate that most therapists manage
relatively high casel oads, while providing services at alimited
frequency per client. Sessions are predominantly focused on
BADL, cognitiveinterventions, and sensorimotor interventions,
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which correspond to the clinical presentation of patients with
stroke commonly classified within moderate motor impairment
stages. Theinterviewsrevealed that these are delivered through
task-oriented training adapted to the client’shome environment.
This synergy demonstrates that Thai community occupational
therapists maintain occupation-based practice by embedding
therapeutic goalswithin the practical functional needs of patients
with stroke. These patterns reflect pragmatic prioritization of
functional independence within available time and resource
limitations. Similar trends toward function-focused, time-limited
community rehabilitation have been reported in other low-,
middle-, and high-income countries, where service intensity is
often shaped by workforce capacity and infrastructure
congtraints rather than ideal clinical dosing [36-38]. The
relatively frequent use of nonstandardized assessments,
alongside routine administration of the BI for IMC reporting
purposes, suggests that therapists balance clinical judgment
with policy requirements. Rather than indicating inconsistency
in practice, this pattern may represent contextual adaptation to
administrative and system-level expectations.

Barriers to service delivery were reported at multiple levels.
Organizational and leadership-related barriers, particularly
resource shortages and transportation limitations, were most
frequently identified in quantitative data. These findings
highlight the structural factors that shape community
rehabilitation, beyond individual therapist effort. Client-related
barriers, including limited public avareness of OT and restricted
access to services, further affect continuity of care. These
findings are supported by our qualitative data, which elucidate
the practical reality that occupational therapists experience a
discharge rehabilitation gap postdischarge were geographic,
financial, or motivational barriers directly hinder continuity of
care. Interestingly, although workforce shortageswere reported
less frequently, time constraints were commonly identified,
suggesting that workload pressures and administrative
responsibilities may reduce opportunities for sustained
therapeutic engagement. Our findings are consistent with
previous studies, which haveidentified infrastructure, workforce,
and policy challenges in Thai community OT rehabilitation
services [12,39]. The qualitative narratives explain this
discrepancy, revealing that therapists' time is not necessarily
consumed by alack of colleagues but by heavy administrative
burdens linked to IMC reporting and the logistical challenges
of traveling between community sites. This suggests that the
perceived barrier isnot alack of clinicians per setting but alack
of clinical time within the current administrative framework. A
related study conducted among Thai community-dwelling
patients with stroke and their family caregivers revealed that a
lack of knowledge and information related to rehabilitation
contributesto amajor barrier to therestoration of the functional
abilities of patients with stroke [40]. For these participants,
education from health care professionals and social support
from local and central governments in accessing rehabilitation
were perceived as crucial for well-being [40]. Together, these
findings indicate that strengthening community rehabilitation
reguires attention not only to clinical training but also to system
organization and resource allocation. Previous studies have
suggested that strengthening community rehabilitation systems
requiresintegrated service models, improved referral pathways,
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and policy-level investment in workforce and infrastructure
[40-43]. These system-level strategies may complement the
practice-level adaptations identified in this study, particularly
in addressing structural barriers, such as resource limitations
and service accessibility. The qualitative findings provide further
insight into how therapists respond to these constraints.
Participants described clinical reasoning that remains grounded
in client-centered and occupation-based principles, even within
policy-driven environments. The influence of IMC key
performance indicators was evident in documentation and
assessment procedures [11]; however, therapists continued to
tailor interventions according to clients' occupational rolesand
daily routines. Examples of task-oriented training adapted to
specific work contextsillustrate how occupation-based practice
is maintained in community settings [39].

Cultural context also emerged as an important factor shaping
rehabilitation processes. Therapists described actively engaging
family members as partners in care and framing caregiving
within culturally meaningful values. In settings where service
frequency islimited, caregiver involvement becomes central to
continuity of rehabilitation. This finding is consistent with the
literature emphasizing caregiver-mediated rehabilitation in
community stroke recovery [24,40]. Inthe Thai context, strong
family networks may serve asapractical resourcethat supports
functional recovery when formal services are constrained.
International studies have likewise emphasized the value of
caregiver-mediated interventions in sustaining home-based
stroke rehabilitation, particularly where professional contact
timeislimited [44,45].

The COVID-19 pandemic acted as a catalyst for home-based
rehabilitation in Thailand [46]. As hospital resources were
diverted to the pandemic response, OT services were forced to
adapt quickly to community-dwelling environments. This
temporal context may have influenced the patterns observed
and should be considered when interpreting the findings. This
context likely intensified the barriers identified in Multimedia
Appendix 1, such as resource shortages and the need for
caregiver-mediated interventions, as practitioners had to rely
more heavily on family support when face-to-face clinical visits
were restricted.

This cultural reliance, combined with identified resource
shortages, directly informed the participants proposa of a
stroke rehabilitation box set to support home-based intervention.
Although conceptual at this stage, the idea reflects therapists
efforts to extend rehabilitation beyond clinic visits through
portable, low-cost tools combined with caregiver training.
Although home-based technologies offer the advantages of
flexibility in location and time for rehabilitation therapy, they
also alow patientsto receive feedback from therapists remotely
asthe use of rehabilitation technol ogiesin the home environment
requires technical training [47,48]. Rather than representing a
technological innovation, this proposal suggests a practical
strategy for improving continuity of care within existing
resource limits. Future research should examine the feasibility,
acceptahility, and clinical outcomes of such home-based support
models.
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Limitations and Future Research

Although this study presents its strengths, certain limitations
should be acknowledged. First, although the survey included
participants from a range of practice settings, it may not fully
represent the geographical diversity or variability of
rehabilitation service structures across all regions of Thailand.
Service organization and resource availability may differ in
areas not captured within the sample. Second, the qualitative
component included only occupational therapists. The
perspectives of patients with stroke, their primary caregivers,
and other rehabilitation professionals were not explored in this
study. Including these stakeholders' voices in future research
would provide a more comprehensive understanding of
community rehabilitation processes and challenges. Third,
although the study identified practice-based ideas, such as the
proposed home-based rehabilitation kit, these concepts remain
exploratory and require further investigation regarding their
feasibility, effectiveness, and scalability within community
settings. Fourth, anotable limitation of thisstudy isthe extended
5-year data collection period, which spanned the pre- and
post—-COVID-19 eras. The global pandemic significantly
disrupted health care systems in Thailand, potentially causing
shiftsin OT practice and practitioners’ perspectives over time.

Apichai et a

Although the sequential design alowed us to explore these
transitions, the long duration may introduce historical bias, as
participants’ responses might beinfluenced by systemic changes
not present in 2020. Thistemporal context should be considered
when interpreting the findings. However, a strength of this
prolonged engagement is the ability to capture the resilience
and evolution of OT servicesduring one of the most challenging
periods for the Thai health care system.

Conclusion

Overdll, the findings illustrate that community-based OT in
Thailand operates within identifiable structural constraints,
while maintaining core occupation-centered principles.
Therapists demonstrate flexibility in adapting assessment and
intervention strategies to local realities. Efforts to strengthen
community rehabilitation should therefore address both
system-levd factors, such asresource all ocation, transportation,
and administrative workload, and practice-level supports, such
as caregiver training and context-specific intervention toals.

Taken together, these findings offer a contextually grounded
understanding of community-based OT practice in stroke
rehabilitation, which may help inform ongoing efforts to
strengthen services in similar settings.

Acknowledgments

The authors express gratitude to all occupational therapists for their contributions to this research.

Funding

This study was supported by the research fund of the Faculty of Associated Medical Sciences, Chiang Mai University, Thailand.

Data Availability

The data used in the manuscript are available from the corresponding author upon reasonable request.

Authors' Contributions

Conceptualization: SA, JPD, PC, ST, and PT

Data collection: SA, WC, and PC

Formal analysis: SA, WC, and JPD

Funding acquisition: SA, JPD, PC, ST, and PT

Supervision: JPD

Writing—original draft: SA, WC, and JPD
Writing—review and editing: SA, JPD, PC, ST, PT and WC

Conflictsof Interest
None declared.

Multimedia Appendix 1

Perceived barriers to community OT services. OT: occupational therapy.

[PNG File, 245 KB-Multimedia Appendix 1]

References

1. Feigin VL, Brainin M, Norrving B, Martins SO, Pandian J, Lindsay P, et al. World Stroke Organization: global stroke fact
sheet 2025. Int J Stroke. Feb 2025;20(2):132-144. [FREE Full text] [doi: 10.1177/17474930241308142] [Medline: 39635884]

2. Tiamkao S. Can stroke network improve accessibility of stroke fast track in north-eastern of Thailand? JMed Assoc Thai.
2021;104:597-S101. [FREE Full text] [doi: 10.35755/jmedassocthai.2021.501.12279]

https://jopm.jmir.org/2026/1/€94765

JParticip Med 2026 | vol. 18 | €94765 | p. 11
(page number not for citation purposes)


https://jmir.org/api/download?alt_name=jopm_v18i1e94765_app1.png&filename=90acfeb429d4fb34e84b107a0d79decf.png
https://jmir.org/api/download?alt_name=jopm_v18i1e94765_app1.png&filename=90acfeb429d4fb34e84b107a0d79decf.png
https://journals.sagepub.com/doi/10.1177/17474930241308142?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1177/17474930241308142
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=39635884&dopt=Abstract
http://www.jmatonline.com/PDF/S97-S101-PB-12279.pdf
http://dx.doi.org/10.35755/jmedassocthai.2021.S01.12279
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF PARTICIPATORY MEDICINE Apichai et a

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

Tiamkao S. Development of the stroke service system in the 7th Health Zone (Roi Et, Khon Kaen, Maha Sarakham and
Kaasin province). J Thai Stroke Soc. 2019;18(1):25-41. [FREE Full text]

Kumluang S, Geue C, Langhorne P, Wu O. Availability of stroke services and hospital facilities at different hospital levels
in Thailand: a cross-sectional survey study. BMC Health Serv Res. Dec 20, 2022;22(1):1558. [FREE Full text] [doi:
10.1186/s12913-022-08922-2] [Medline: 36539806]

Purton J, Sim J, Hunter SM. Stroke survivors' views on their priorities for upper-limb recovery and the availability of
therapy services after stroke: alongitudinal, phenomenological study. Disabil Rehabil. Sep 2023;45(19):3059-3069. [FREE
Full text] [doi: 10.1080/09638288.2022.2120097] [Medline: 36111388]

Nichols-Larsen DS, Clark PC, Zeringue A, Greenspan A, Blanton S. Factors influencing stroke survivors' quality of life
during subacute recovery. Stroke. Jul 2005;36(7):1480-1484. [ FREE Full text] [doi: 10.1161/01.STR.0000170706.13595.4f]
[Medline: 15947263]

Suksathien R. Accessibility to medical rehabilitation service for acute stroke at Maharat Nakhon Ratchasima Hospital:
related factors and outcomes. J Thai Rehabil Med. 2014;24(2):37-43. [EREE Full text]

Kongbunkiat K, Kasemsap N, Thepsuthammarat K, Tiamkao S, Sawanyawisuth K. National data on stroke outcomesin
Thailand. JClin Neurosci. Mar 2015;22(3):493-497. [FREE Full text] [doi: 10.1016/j.jocn.2014.08.031] [Medline: 25595959]
Rajborirug K, Tumviriyakul H, Suwanno J. Effects of stroke unit care in acute ischemic stroke patient ineligible for
throbolytic treatment. JMed Assoc Thai. Apr 2017;100(4):410-417. [EREE Full text] [Medline: 29911837]

Stroke registry statistics. Neurological Information Center, Neurological Ingtitute of Thailand. 2022. URL : https:/
[neuronetworks.org/?p=4000 [accessed 2026-02-01]

Suwanchai K, Suksathien R. Functional outcomes of a 3-month stroke rehabilitation program conducted following the IMC
service plan. ASEAN J Rehabil Med. May 02, 2025;35(2):55-61. [FREE Full text]

Thawisuk C, SuyamaN, Phadsri S, Chingchit W, Inoue K, 1to Y, et a. The state of occupational therapy practice in the
community settingsin Thailand: a scoping review. J Assoc Med Sci. Apr 11, 2025;58(2):279-289. [FREE Full text] [doi:
10.12982/jams.2025.062]

Guideline for intermediate care service plan. Sirindhorn National Medical Rehabilitation Institute (SNMRI), the Ministry
of Public Health. 2024. URL: https:.//r8way.moph.go.th/r8wayNewadmin/page/upload_file/20250418075123.pdf [accessed
2026-04-11]

Saringcarinkul T, Ramnanee N, Klongyuth N, Samkumpim T. Outcomes of intermediate care program for neurological
patientsin neurological institute of Thailand. JMed Assoc Thai. 2022;105(6):536-543. [FREE Full text] [doi:
10.35755/jmedassocthai.2022.06.13327)

Khiaocharoen O, Pannarunothai S, Riewpaiboon W, Zungsontiporn C. Rehabilitation service development for sub-acute
and non-acute patient (SNAP) under universal coverage schemein Thailand. JHealth Sci Thai. 2017;24(3):493-509. [FREE
Full text]

Kaeowichian N, Suthamchai B, Chuenklin T, Rungnoei N, Girdwichai W, Pannarunothai S. Intermediate care policy in
Thailand: what should be done? JHealth Sci Thai. 2021;30(5):894-906. [FREE Full text]

Mack RA, Stanton CE, Carney MR. The importance of including occupational therapists as part of the multidisciplinary
team in the management of eating disorders: a narrative review incorporating lived experience. J Eat Disord. Mar 09,
2023;11(1):37. [FREE Full text] [doi: 10.1186/s40337-023-00763-6] [Medline: 36894981]

American Occupational Therapy Association. Occupational therapy practice framework: domain and process-fourth edition.
Am JOccup Ther. Aug 31, 2020;74(Suppl 2):7412410010p1-7412410010p87. [EREE Full text] [doi:
10.5014/aj0t.2020.74S2001] [Medline: 34780625]

Christiansen CH, Townsend EA. An Introduction to Occupation, Performance, and Participation, 2nd edition. Upper Saddle
River, NJ. Pearson Prentice Hall; 2010.

Wilcock AA, Hocking C. An Occupational Perspective of Health, 3rd edition. Thorofare, NJ. SLACK; 2015.

Brown C. Ecologic modelsin occupational therapy. In: Gillen G, Brown C, editors. Willard and Spackman’s Occupational
Therapy, 14th edition. Philadelphia, PA. Wolters Kluwer; 2024:574-585.

Cowen K, Collins T, Carr S, Wilson Menzfeld G. The role of occupational therapy in community devel opment to combat
socia isolation and loneliness. Br JOccup Ther. Jul 2024;87(7):434-442. [FREE Full text] [doi: 10.1177/03080226241239564]
[Medline: 40336723]

Chaknum B, Harniratisai T, Somprasert C, Chiang LC. Perception of the factors contributing to family happiness among
caregivers of stroke survivors in a suburban community in Thailand: a qualitative study. Malays Fam Physician. Feb 22,
2023;18:13. [FREE Full text] [doi: 10.51866/0a.138] [Medline: 36992957]

Subgranon R, Lund DA. Maintaining caregiving at home: a culturally sensitive grounded theory of providing carein
Thailand. J Transcult Nurs. Jul 2000;11(3):166-173. [FREE Full text] [doi: 10.1177/104365960001100302] [Medline:
11982104]

Creswell JW, Creswell JD. Research Design: Qualitative, Quantitative, and Mixed Methods Approaches, 6th edition.
Thousand Oaks, CA. SAGE; 2023.

https://jopm.jmir.org/2026/1/€94765 J Particip Med 2026 | vol. 18 | €94765 | p. 12

(page number not for citation purposes)


https://he01.tci-thaijo.org/index.php/jtss/article/view/187477/131724
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-022-08922-2
http://dx.doi.org/10.1186/s12913-022-08922-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36539806&dopt=Abstract
https://www.tandfonline.com/doi/10.1080/09638288.2022.2120097?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
https://www.tandfonline.com/doi/10.1080/09638288.2022.2120097?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1080/09638288.2022.2120097
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36111388&dopt=Abstract
https://www.ahajournals.org/doi/epub/10.1161/01.STR.0000170706.13595.4f
http://dx.doi.org/10.1161/01.STR.0000170706.13595.4f
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15947263&dopt=Abstract
https://he01.tci-thaijo.org/index.php/aseanjrm/article/view/42356/34998
https://www.jocn-journal.com/article/S0967-5868(14)00621-3/abstract
http://dx.doi.org/10.1016/j.jocn.2014.08.031
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25595959&dopt=Abstract
http://www.jmatonline.com/PDF/410-417-PB-100-4.pdf
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29911837&dopt=Abstract
https://neuronetworks.org/?p=4000
https://neuronetworks.org/?p=4000
https://www.rehabmed.or.th/main/wp-content/uploads/2025/05/L-587.pdf
https://he01.tci-thaijo.org/index.php/bulletinAMS/article/view/277176/186677
http://dx.doi.org/10.12982/jams.2025.062
https://r8way.moph.go.th/r8wayNewadmin/page/upload_file/20250418075123.pdf
http://www.jmatonline.com/PDF/536-543-PB-13327.pdf
http://dx.doi.org/10.35755/jmedassocthai.2022.06.13327
https://thaidj.org/index.php/JHS/article/view/471/421
https://thaidj.org/index.php/JHS/article/view/471/421
https://thaidj.org/index.php/JHS/article/view/11174/9713
https://jeatdisord.biomedcentral.com/articles/10.1186/s40337-023-00763-6
http://dx.doi.org/10.1186/s40337-023-00763-6
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36894981&dopt=Abstract
https://research.aota.org/ajot/article-abstract/74/Supplement_2/7412410010p1/8382/Occupational-Therapy-Practice-Framework-Domain-and?redirectedFrom=fulltext
http://dx.doi.org/10.5014/ajot.2020.74S2001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34780625&dopt=Abstract
https://pmc.ncbi.nlm.nih.gov/articles/PMC11887865/pdf/10.1177_03080226241239564.pdf
http://dx.doi.org/10.1177/03080226241239564
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=40336723&dopt=Abstract
https://europepmc.org/abstract/MED/36992957
http://dx.doi.org/10.51866/oa.138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36992957&dopt=Abstract
https://journals.sagepub.com/doi/10.1177/104365960001100302?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub%20%200pubmed
http://dx.doi.org/10.1177/104365960001100302
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11982104&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF PARTICIPATORY MEDICINE Apichai et a

26.

27.

28.

29.

30.

31.

32.
33.

35.

36.

37.

38.

39.

40.

41.

42.

43.

45,

46.

47.

48.

Sandelowski M. Combining qualitative and quantitative sampling, data collection, and analysi s techniquesin mixed-method
studies. Res Nurs Health. Jun 2000;23(3):246-255. [FREE Full text] [doi:
10.1002/1098-240x(200006)23:3<246::aid-nur9>3.0.co;2-h] [Medline: 10871540]

Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et a. Saturation in qualitative research: exploring its
conceptualization and operationalization. Qual Quant. 2018;52(4):1893-1907. [FREE Full text] [doi:
10.1007/s11135-017-0574-8] [Medline: 29937585]

Brown JD. Testing in Language Programs: A Comprehensive Guide to English Language Assessment. New York, NY.
McGraw-Hill College; 2005.

Sueblinwong T, Mahaisavariya P, Panichkul S. The ethical guidelines for research on human subject in Thailand, 2007.
Forum for Ethical Review Committeesin Thailand. 2007. URL: https.//dt.mahidol.ac.th/th/file/2020/07/
10The-Ethical-Guidelines-for-Research-.pdf [accessed 2026-04-11]

Eysenbach G. Improving the quality of web surveys: the Checklist for Reporting Results of Internet E-Surveys (CHERRIES).
JMed Internet Res. Sep 29, 2004;6(3):€34. [FREE Full text] [doi: 10.2196/jmir.6.3.e34] [Medline: 15471760]

Dillman DA, Smyth JD, Christian LM. Internet, Phone, Mail, and Mixed-Mode Surveys: The Tailored Design Method, 4th
edition. Hoboken, NJ. Wiley; 2014.

Krippendorff K. Content Analysis. An Introduction to Its Methodology, 3 edition. California. SAGE; 2013.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77-101. [FREE Full text] [doi:
10.1191/14780887060p0630a]

Stahl NA, King JR. Understanding and using trustworthiness in qualitative research. J Dev Educ. 2020;44:26-28. [FREE
Full text] [doi: 10.4324/9780429464232-3]

Ahmed SK. The pillars of trustworthiness in qualitative research. JMed Surg Public Health. Apr 2024;2:100051. [FREE
Full text] [doi: 10.1016/j.0lmedi.2024.100051]

Temehy B, Rosewilliam S, Alvey G, Soundy A. Exploring stroke patients needs after discharge from rehabilitation centres:
meta-ethnography. Behav Sci (Basel). Oct 20, 2022;12(10):404. [FREE Full text] [doi: 10.3390/bs12100404] [Medline:
36285973]

KayolaG, MataaMM, AsukileM, ChishimbaL, ChombaM, Mortel D, et a. Strokerehabilitation in low- and middle-income
countries: challenges and opportunities. Am JPhys Med Rehabil. Feb 01, 2023;102(2S Suppl 1):S24-S32. [FREE Full text]
[doi: 10.1097/PHM.0000000000002128] [Medline: 36634327]

deWeger E, DrewesH, Luijkx K, Baan C. Tracking the devel opment of community engagement over time: realist qualitative
study. J Particip Med. May 15, 2024;16:e47500. [FREE Full text] [doi: 10.2196/47500] [Medline: 38748458]

Tupsai P, Munkhetvit P, Kaunnil A. Factors influencing occupation-based practice in physical dysfunction: perspectives
of Thai occupational therapists. Occup Ther Int. 2025;2025:9955358. [ FREE Full text] [doi: 10.1155/0ti/9955358] [Medline:
41384028]

Chingchit W, Apichai S, Thawisuk C, Meenasak P, Chaikham A, Dhippayom JP. Exploring post-stroke experiences of
Thai community-dwelling stroke survivors and family caregivers: implications for enhancing quality of life. Nat Life Sci
Commun. 2026;25(1):e2026014. [FREE Full text] [doi: 10.12982/NL SC.2026.014]

Maseko L, Adams F, MyezwaH. Barriers, facilitators, and the future of integrated rehabilitation servicesin primary health
carein a South African metropolitan area: an exploratory qualitative study. Int J Ther Rehabil. Jan 2026;33(1):1-12. [FREE
Full text] [doi: 10.12968/ijtr.2024.0084]

CharumbiraMY, Kaseke F, Conradie T, Berner K, Louw QA. A qualitative study on rehabilitation services at primary
health care: insights from primary health care stakeholders in low-resource contexts. BMC Health Serv Res. Oct 23,
2024;24(1):1272. [FREE Full text] [doi: 10.1186/s12913-024-11748-9] [Medline: 39438887]

Mohotlhoane R, Nemakanga M. Barriers experienced by stroke survivors when participating in meaningful occupationsin
arural and semirural community. S Afr JOccup Ther. 2023;53(1):92-100. [EREE Full text] [doi:
10.17159/2310-3833/2023/v0l53n1al0]

Chen, ChenY, Zheng K, Dodakian L, See J, Zhou R, et al. A qualitative study on user acceptance of ahome-based stroke
telerehabilitation system. Top Stroke Rehabil. Mar 2020;27(2):81-92. [FREE Full text] [doi:
10.1080/10749357.2019.1683792] [Medline: 31682789]

Creasy KR, Lutz BJ, Young ME, Stacciarini JR. Clinical implications of family-centered care in stroke rehabilitation.
Rehabil Nurs. 2015;40(6):349-359. [FREE Full text] [doi: 10.1002/rnj.188] [Medline: 25648522]

Pinsawas B, Ophakas S, Bedavanija A, Kochasawas W, Jitpun P, Leemongkol S, et a. on behalf of the SPHERE Group.
Home isolation and online support strategies during mild COVID-19 pandemic waves in Thailand: a scoping review.
COVID. Jun 30, 2023;3(7):987-998. [FREE Full text] [doi: 10.3390/covid3070071]

Forman CR, Nielsen JB, Lorentzen J. Neuroplasticity at home: improving home-based motor |earning through technol ogical
solutions. A review. Front Rehabil Sci. Dec 21, 2021;2:789165. [FREE Full text] [doi: 10.3389/fresc.2021.789165] [Medline:
36188793]

ChenY, Abd KT, Janecek JT, Chen Y, Zheng K, Cramer SC. Home-based technol ogiesfor stroke rehabilitation: asystematic
review. Int JMed Inform. Mar 2019;123:11-22. [FREE Full text] [doi: 10.1016/j.ijmedinf.2018.12.001] [Medline: 30654899]

https://jopm.jmir.org/2026/1/€94765 J Particip Med 2026 | vol. 18 | €94765 | p. 13

(page number not for citation purposes)


https://onlinelibrary.wiley.com/doi/10.1002/1098-240X%28200006%2923%3A3%3C246%3A%3AAID-NUR9%3E3.0.CO%3B2-H?msockid=34de08ab93016e6505bc1e9b92f56f9e
http://dx.doi.org/10.1002/1098-240x(200006)23:3<246::aid-nur9>3.0.co;2-h
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=10871540&dopt=Abstract
https://europepmc.org/abstract/MED/29937585
http://dx.doi.org/10.1007/s11135-017-0574-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29937585&dopt=Abstract
https://dt.mahidol.ac.th/th/file/2020/07/10The-Ethical-Guidelines-for-Research-.pdf
https://dt.mahidol.ac.th/th/file/2020/07/10The-Ethical-Guidelines-for-Research-.pdf
https://www.jmir.org/2004/3/e34/
http://dx.doi.org/10.2196/jmir.6.3.e34
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15471760&dopt=Abstract
https://psycnet.apa.org/record/2006-06991-002
http://dx.doi.org/10.1191/1478088706qp063oa
https://files.eric.ed.gov/fulltext/EJ1320570.pdf
https://files.eric.ed.gov/fulltext/EJ1320570.pdf
http://dx.doi.org/10.4324/9780429464232-3
https://www.sciencedirect.com/science/article/pii/S2949916X24000045
https://www.sciencedirect.com/science/article/pii/S2949916X24000045
http://dx.doi.org/10.1016/j.glmedi.2024.100051
https://www.mdpi.com/resolver?pii=bs12100404
http://dx.doi.org/10.3390/bs12100404
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36285973&dopt=Abstract
https://europepmc.org/abstract/MED/36634327
http://dx.doi.org/10.1097/PHM.0000000000002128
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36634327&dopt=Abstract
https://jopm.jmir.org/2024//e47500/
http://dx.doi.org/10.2196/47500
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=38748458&dopt=Abstract
https://onlinelibrary.wiley.com/doi/10.1155/oti/9955358
http://dx.doi.org/10.1155/oti/9955358
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=41384028&dopt=Abstract
https://doi.org/10.12982/NLSC.2026.014
http://dx.doi.org/10.12982/NLSC.2026.014
https://www.semanticscholar.org/paper/Barriers%2C-facilitators%2C-and-the-future-of-services-Maseko-Adams/5b5ea787ac2b076a40ec0ffc559a648d3c693622
https://www.semanticscholar.org/paper/Barriers%2C-facilitators%2C-and-the-future-of-services-Maseko-Adams/5b5ea787ac2b076a40ec0ffc559a648d3c693622
http://dx.doi.org/10.12968/ijtr.2024.0084
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-024-11748-9
http://dx.doi.org/10.1186/s12913-024-11748-9
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=39438887&dopt=Abstract
https://scielo.org.za/scielo.php?script=sci_arttext&pid=S2310-38332023000100010
http://dx.doi.org/10.17159/2310-3833/2023/vol53n1a10
https://digitalcommons.chapman.edu/pt_articles/119/
http://dx.doi.org/10.1080/10749357.2019.1683792
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31682789&dopt=Abstract
https://europepmc.org/abstract/MED/25648522
http://dx.doi.org/10.1002/rnj.188
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25648522&dopt=Abstract
https://doi.org/10.3390/covid3070071
http://dx.doi.org/10.3390/covid3070071
https://europepmc.org/abstract/MED/36188793
http://dx.doi.org/10.3389/fresc.2021.789165
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36188793&dopt=Abstract
https://europepmc.org/abstract/MED/30654899
http://dx.doi.org/10.1016/j.ijmedinf.2018.12.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30654899&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

JOURNAL OF PARTICIPATORY MEDICINE Apichai et a

Abbreviations
ADL: activity of daily living
BADL: basic activity of daily living
Bl: Barthel Index
IADL: instrumental activity of daily living
IMC: Intermediate Care
IOC: Index of Item-Objective Congruence
OT: occupational therapy
UE: upper extremity

Edited by A Price; submitted 06.Mar.2026; peer-reviewed by A Kaunnil, S Thongchoomsin, C Lovegrove; comments to author
28.Mar.2026; revised version received 17.Apr.2026; accepted 17.Apr.2026; published 01.May.2026

Please cite as:

Apichai S, Dhippayom JP, Chaiwong P, Thummasorn S, Trevittaya P, Chingchit W

Occupational Therapy Services for Community-Dwelling Patients With Stroke in Thailand: Explanatory Sequential Mixed Methods
Sudy

J Particip Med 2026;18:€94765

URL: https://jopm.jmir.org/2026/1/€94765

doi: 10.2196/94765

PMID:

©Sopida Apichai, Jananya P Dhippayom, Pachpilai Chaiwong, Savitree Thummasorn, Piyawat Trevittaya, Waranya Chingchit.
Originally published in Journal of Participatory Medicine (https://jopm.jmir.org), 01.May.2026. This is an open-access article
distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in Journal of
Participatory Medicine, is properly cited. The complete bibliographic information, a link to the origina publication on
https://jopm.jmir.org, as well as this copyright and license information must be included.

https://jopm.jmir.org/2026/1/€94765 J Particip Med 2026 | vol. 18 | €94765 | p. 14
(page number not for citation purposes)

RenderX


https://jopm.jmir.org/2026/1/e94765
http://dx.doi.org/10.2196/94765
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

