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Introduction

By 2041, almost 21 million or one in four people within the 
United Kingdom (UK) will be aged 65 and over (Office for 
Health Improvement & Disparities, 2023). The associated 
health and care needs of this trend are rising (Thinley, 2021). 
To address this, healthcare reform worldwide has adopted a 
population health focus. Population health aims to keep peo-
ple well and achieve improved health outcomes through 
placing greater emphasis on the determinants of health, pre-
vention and health promotion (Atala et al., 2023). Primary 
care is described fundamentally as the first point of contact 
to accessing healthcare, supporting continuity, comprehen-
sive and coordinated care (Starfield, 1992). Primary care 
encompasses population health approaches with ambitions 
to achieve greater equity within system-wide community-
based services (World Health Organization and United 
Nations Children’s Fund, 2018). A wider skill mix is being 
seen as instrumental to embedding this approach and sup-
porting health and care provision in primary care (Scottish 
Government, 2020; Welsh Government, 2020; World Health 
Organization, 2018) and occupational therapists, who sup-
port a person’s participation in meaningful occupations to 

achieve health whilst addressing wider determinants at both 
individual and population level, are well situated to provide 
preventative approaches (Braveman, 2015; Dahl-Popolizio 
et al., 2018). As a result, occupational therapy roles are being 
identified in plans for primary care development (Department 
of Health, 2016; NHS England, 2019; NHS Scottland, 2018). 
There is evidence that occupational therapy services are 
becoming embedded in primary care settings (Bolt et al., 
2019; Donnelly et al., 2023). This has included within the 
model of care provision known traditionally as General 
Practice (GP), or globally termed Family Practice (World 
Health Organization and United Nations Children’s Fund, 
2020), where occupational therapists are considered a  
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sustainable solution to rising workforce and healthcare  
pressures (Brooks et al., 2017).

In Wales, the Welsh Governments plan: A Healthier 
Wales has been pivotal to healthcare reform. The Welsh 
Governments plans: A Healthier Wales has reshaped GP pro-
vision towards a cluster-based model of working whereby 
care is delivered through grouping together traditionally 
organised GP surgeries and other community services across 
specific geographical areas (Welsh Government, 2018). 
Depending on local population need, cluster working has 
included the integration of an Allied Health Profession 
(AHP) workforce including occupational therapists, to sup-
port initial access to multidisciplinary care for people in the 
community, alongside other professionals such as GPs, phar-
macists and nurses (Primary care One, 2021). To drive qual-
ity, reduce healthcare resource waste, reduce variation in 
service provision and increase higher value care, ‘Prudent 
principles’ have underpinned this reform. Plans for change in 
Wales are also centred around the internationally adopted 
quadruple aims (Welsh Government, 2018). These aims 
build on the triple aim ambitions of Berwick et al. (2008) to 
improve population health, increase quality of care through a 
focus on peoples experiences of the system and increase 
value, with the introduction of a fourth aim to sustain a suit-
able workforce, all in the global pursuit of more sustainable 
healthcare (Bodenheimer and Sinsky, 2014). To achieve a 
system fit for meeting future population needs, the Welsh 
Government’s plans have also been strengthened by princi-
ples of the internationally expanding approach, value-based 
healthcare (VBHC; Lewis, 2022). Encompassing quadruple 
aim ambitions, VBHC aims to optimise healthcare provision 
using a focus on outcomes that matter most to individuals 
(Teisberg et al., 2020). Moreover, rather than using primarily 
performance related outcomes such as clinical outputs or 
cost-savings, as was traditionally the case, to achieve high 
value care, the approach prioritises meaningful outcomes 
relative to costs spent (Porter, 2010). In private-funded sys-
tems, analysis of outcomes and costs can drive competition 
at a pathway level. In more publicly funded models however, 
such as that in the UK, a more population-based approach 
places broader emphasis on quality and resource allocation 
to optimise value (Lewis, 2019). This perspective enables 
outcome comparison across groups to optimally manage 
resources to address population health (Bedlington et al., 
2021; Gray, 2015) and thus observes VBHC as ‘the equita-
ble, sustainable and transparent use of the available resources 
to achieve better outcomes and experiences for every person’ 
(Hurst et al., 2019: 3).

The shared goal of promoting health, by considering peo-
ple’s outcomes and experiences remain central to all per-
spectives of the VBHC approach (Hurst et al., 2019; Porter, 
2010). Person-centred principles underpin implementation 
through mechanisms such as shared decision making and 
identifying goals on which care should be based (Wong 

et al., 2022) in addition to a range of indicators and evalua-
tion measures used to plan care (Bedlington et al., 2021). 
Within the value-based approach, these mechanisms include 
Patient Rated Outcome Measures (PROMs) that enable indi-
viduals to establish what matters most through self-reporting 
on their own health, by using a range of domains and Patient-
Rated Experience Measures (PREMs; Withers et al., 2021). 
These tools inform care provision at an individual level and, 
supported by data collection at scale, can inform cost-effec-
tiveness and resource allocation across pathways of care and 
at a population level (Bedlington et al., 2021; Lewis, 2022: 
Withers et al., 2021).

The principles of VBHC align suitably to ambitions of a 
reforming model of primary care (Porter et al., 2013) and 
international uptake of the original triple aim perspective to 
evaluate improvements in primary care has been shown 
(Obucina et al., 2018). Occupational therapy, which shares a 
person-centred focus, is also well placed to contribute to 
aspirations of achieving higher value healthcare (Lamb and 
Metzler, 2014; Mroz et al., 2015) and in Wales this ambition 
is shared and operationalised through a framework to opti-
mise the AHP skillset in the pursuit for achieving better pop-
ulation health (Welsh Government, 2020). At present 
however, there is a sparsity of evidence aligning the profes-
sion to this approach. Wong et al. (2022) gathered stakehold-
ers’ perspectives to explore this. Whilst participants 
attributed the meaning of value to goals, outcomes, manage-
ment of personal costs and experiences of healthcare pro-
vider relationships, recommendations included an increasing 
need to consider goals, meaningful outcome measurement 
and supporting data collection at scale (Wong et al., 2022). 
Whilst more needs to be done, the findings of this study 
highlight similarities between VBHC and occupational ther-
apy approaches. This alignment may provide an opportunity 
to promote how the profession can support health (Braveman, 
2015; Lamb and Metzler, 2014); however, without a thor-
ough understanding of how to evidence its value-based con-
tribution, a risk to the development of the profession is posed 
(Leland et al., 2015; Wong et al., 2022). The same could be 
said about occupational therapy in primary care given the 
ongoing need to identify measures and indicators to support 
development has been highlighted (Donnelly et al., 2017). 
Currently, only a few studies explore outcome evaluation in 
this setting (Donnelly et al., 2017; Hand et al., 2022) and 
subsequently a poor understanding of how best to evaluate 
and demonstrate the value and impact of the occupational 
therapy offer in this setting remains (Hand et al., 2022; Letts 
et al., 2024). Substantiated by a recent survey of practition-
ers (Royal College of Occupational Therapists, 2023) and as 
prioritised as an area for research (Royal College of 
Occupational Therapists, 2021b), the profession appears 
committed to developing mechanisms to achieve this. 
Previous research has considered resource use and cost-
effectiveness (Cook and Howe, 2003; Lambert et al., 2010; 
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Usher and Connolly, 2018), important denominators for 
value, however at present evidence for this remains limited. 
Without more knowledge about the methods of outcome 
evaluation being used by occupational therapists who sup-
port people in primary care as part of GP or Cluster models 
of working, establishing the value and contribution within 
the current transformation agenda may be difficult to deter-
mine. This could limit opportunities for securing funding to 
support future development (Letts et al., 2024) and result in 
inequality of care and misalignment to the prudent ways of 
working required to address population health (Welsh 
Government, 2018). To understand what value occupational 
therapy is contributing in this setting, inform further service 
development and more firmly embed the profession, a thor-
ough understanding of how evaluation can demonstrate 
effectiveness at an individual level and capture data at scale 
to support population health is required. The aim of this 
study therefore was to conduct a Wales wide review of eval-
uation methods being used by primary care occupational 
therapists to evaluate interventions and services being pro-
vided within cluster models of working to understand cur-
rent use and to explore how methods currently align with 
VBHC.

Methods

Research design

As part of a sequential mixed-method study, the initial phase 
of research is described and is informed by pragmatism, 
based on an understanding of what works in practice (Patton, 
2015). Described by Kelly and Cordeiro (2020) as useful in 
organisations to support ‘exploring and understanding the 
connections between knowledge and action in context’ (p. 1) 
and given the different contexts that may influence evalua-
tion of occupational therapy in primary care, this theoretical 
stance was deemed suitable.

Participants

The UK setting of a Wales wide Primary Care Occupational 
Therapy (PCOT) network was used alongside a criterion-
based sampling technique to invite members (occupational 
therapists and occupational therapy students or unregistered 
occupational therapy support staff), who work or had recent 
experience (within the last 2 years) of providing services in 
primary care clusters in Wales. The appointment of a gate-
keeper who distributed information about the study to PCOT 
network members supported recruitment.

Data collection

During an online PCOT network group meeting, a 1-hour 
focus group explored perspectives and experiences of occu-
pational therapists (see Supplemental Information for details 

of questions). Mentimeter (Mentimeter AB publ), an interac-
tive web-based polling tool, was used for each question and 
produced word cloud representations, a strategy suggested by 
deNoyelles and Reyes-Foster (2015) as useful for aiding 
engagement, alongside the collection of anonymous quantita-
tive and qualitative data. Further discussion was then invited 
for 8 of the 15 questions to encourage deeper exploration of 
the Mentimeter responses. A transcript of the discussion was 
captured using ‘Otter.ai’ software, https://otter.ai/ and once 
fully pseudo-anonymised, the transcript was emailed to the 
attendees for member checking which included checking 
content for accuracy. All data were managed in accordance 
with research and data protection regulations.

Data analysis

Quantitative Mentimeter data were analysed descriptively to 
identify patterns of evaluation in this setting. Content analysis 
(Domas White and Marsh, 2006) was used to analyse reported 
intervention types which were coded and through reflection 
on latent meaning and similarities of the interventions identi-
fied, organised into categories to provide insight into current 
practice. To support a more thorough understanding of occu-
pational therapists’ perspectives and flexibly enable analyti-
cal triangulation of both the Mentimeter responses and open 
discussion data, framework analysis, a rigorous and system-
atic branch of thematic analysis, was used (Ritchie and 
Spencer, 1994). Framework analysis is used throughout qual-
itative healthcare research in cross-sectional data analysis 
(Goldsmith, 2021) and was therefore deemed appropriate. 
The data were considered within five stages, with the main 
aim of identifying an analytic framework consisting of 
themes and sub-themes for the purpose of applying it to the 
whole dataset (Goldsmith, 2021; Ritchie and Spencer, 1994; 
Spencer et al., 2014). Initially Mentimeter responses and field 
notes taken during the focus group were reviewed during the 
first stage of data familiarisation. A deductive approach 
ensued during the second stage of analysis, where priori ques-
tions posed in the focus group were used to identify initial 
categories (or sub-themes) and recurring themes within a 
framework. Within this, two overarching themes: evaluation 
methods and influencing factors, were developed. Stage 3 of 
analysis required indexing and charting, where data from the 
Mentimeter responses was compared, combined and further 
refined within the framework (Ward et al., 2013). In stage 4, 
given the brief responses captured within mentimeter, sum-
marising of data responses was not required; however, when 
then applied to the whole dataset, which involved charting the 
open discussion qualitative responses into the draft frame-
work, this stage required condensation of quotes taken verba-
tim through the focus group discussion. Throughout this later 
stage and when the discussion data was combined with the 
Mentimeter responses, a more iterative, inductive approach 
was employed. During the final mapping and interpretation 

https://otter.ai/
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stage of the whole dataset, refining of themes and sub-themes 
represented the final conceptual framework. For example, 
during earlier stages, a theme of ‘OT feelings’ was included; 
however, during the mapping and interpretation stage, this 
was removed as the theme appeared closely synonymous 
within other sub-themes described. The findings presented 
within the final conceptual framework enabled consideration 
within a VBHC context to inform the outcomes of the study.

Rigour

The first author (LI) led the study and implemented a range 
of mechanisms to support analysis. This included in earlier 
stages the use of word documents to index and chart data. 
For later stages, when coding the focus group open discus-
sion data, the computer-assisted software Nvivo (Lumivero, 
https://lumivero.com/) was used. A range of methods is  
considered typical in the framework analysis approach 
(Goldsmith, 2021) and to ensure that the analysis remained 
rigorous and credible during all stages, reflexive field notes 
were kept (Ritchie and Spencer, 1994). This practice facili-
tated regular discussion and email communication with the 
other authors (AC and CP) to support decisions at all stages.

Ethics

Approval for this study was obtained on 19th June 2023, and 
the study was conducted in alignment with the approved pro-
tocol. Participants were invited on a voluntary basis and 
assured of confidentiality as part of the informed written 
consent process. Due to the small number of primary care 
occupational therapists in Wales and risk of participant iden-
tification, members who took part have not been presented 
demographically and the seven health boards in Wales have 
been anonymised.

Findings

Participants

Within the PCOT network group meeting, 13 members 
attended and consented to participate in the focus group. The 
participants were all registered practitioners and geographi-
cally represented health board organisations across Wales 
with the exception of one Health Board, who at the time of 
the discussion was not known to have occupational therapy 
representation in primary care clusters (see Figure 1). A total 
of 12 out of 13 participants identified their banding (UK 
health service pay grade category with higher bands denot-
ing increased skill, level of experience or management 
responsibility). Two were band six, seven were band seven 
and three were band eight or above (median band seven). A 
mean length of service in a PCOT role of 2.4 years was 
reported (see Table 1).

Service provision

Participants were asked to identify the type of services pro-
vided in their setting (see Figure 2). Of the 12 out of 13 par-
ticipants who responded, all were working with adults only 

HB 1
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HB 3
8%HB 4

46%
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0%
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Figure 1. Anonymised health board organisations in Wales 
represented by participant shown as percentage.

Table 1. Length of service in PCOT role.

No of years Participants

Under 1 4
1–2 1
2–4 5
4–6 0
Over 6 2
  Mean = 2.4

PCOT: primary care occupational therapy.
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Figure 2. Type of service provided in setting.
C&YP: children & young people; OA: older adults; VR: vocational 
rehab; MH: mental health; MH&PH: mental health & physical health; 
Phys: Physical Health; Other.

https://lumivero.com/


Ingham et al. 5

and nine participants (33% of responses) identified they 
were providing physical health services. Similarly, nine 
(33%) were providing services to older adults and a combi-
nation of physical and mental health services were reported 
by six respondents (22%). Of note is that 10 of the 12 partici-
pants (83%) who responded to this question reported provi-
sion of a range of services (see Table 2), one participant 
reported a combination of services in physical or mental 
health, four participants (33%) reported services to older 
adults with a physical health focus and five participants 
(42%) identified a combination of physical and mental health 
services, physical health and older adults. The provision of 
vocational rehabilitation was reported once (4%) and only 
two participants noted either mental health or physical health 
service provision exclusively.

Participants identified working across the lifespan with 
the exception of working with children and young people. 
Out of the participants who provided responses, 50% 
reported working with those aged 18–30 years, 10 responses 
indicated 83% of the participants worked with those aged 
30–50 years, 11 responses indicated that 92% of the partici-
pants worked with adults aged 50–65 years and all partici-
pants (100%) reported providing services to those aged 
65 years and over (see Figure 3).

Participants were asked to identify up to five interven-
tions typically used in their setting. The responses collected 
were coded and categorised and frequency of both of these 
noted, further details available in Supplemental Information. 
Self-management, symptom management was the most fre-
quently cited category identified and reported as an interven-
tion used across services for adults of all ages by one 
participant working specifically in mental health and by all 
participants who described providing services in both physi-
cal and mental health, four of which with older adults. The 
category of an intervention focusing on ‘physical skills for 
occupational participation’ was one of the next frequently 
cited interventions and although typically used in a prelimi-
nary phase of the occupational therapy process, participants 

from a range of services appeared to identify ‘assessment’ as 
an intervention repeatedly. Other interventions categorised 
such as ‘facilitating access to resources’, the category of 
‘prevention/maintaining health & well-being’, ‘modifying 
the environment’ and ‘cognitive skills for occupational par-
ticipation’, ‘falls intervention’ and ‘occupations’ were also 
reported.

Framework analysis findings

Through synthesising data from across the qualitative 
Mentimeter responses and the eight questions that promoted 
focus group discussion, two main overarching themes were 
derived: methods of establishing occupational therapy 
impact and the influencers. These encapsulate evaluation 
methods being used and current perspectives and mecha-
nisms that influence evaluation in practice through a number 
of further derived themes and subsequent sub-themes shown 
visually in the emergent conceptual framework (Figure 4). 
These are presented in turn and through using a selection of 
the anonymous Mentimeter response extracts (depicted in 

Table 2. Combination of service provision reported by participants.

Participant Children and 
young people

Older 
adults

Vocational 
rehab

Mental 
Health

Mental Health 
and Physical

Physical Other

1 x x x  
2 x  
3 x  
4 x x  
5 x x  
6 x x x  
7 x x x  
8 x x x  
9 x  
10 x x x  
11 x x  
12 x x  
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Figure 3. Age ranges that participants typically work with.
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inverted commas) and condensed, direct unedited quotes 
taken from 9 out of the 13 participants present in the focus 
group who verbally participated during open discussion to 
substantiate the framework representation.

Methods of establishing occupational 
therapy (OT) impact

The first overarching theme provides insight into the ways 
and means of evaluation that practitioners in occupational 
therapy services are currently using to determine their impact 
and potentially demonstrate value.

Theme 1. Measuring outcomes

This category demonstrated how occupational therapists in 
Wales providing services to clusters are evaluating the 
impact of their service. Methods described facilitate this at 
an individual level as well as to demonstrate service level 
impact.

Validated tools. A small number of validated PROMs, Cli-
nician-Rated Outcome Measures (CROMs) and a screening 
tool; the Patient Assessment Centered Assessment Method 
(Pratt et al., 2015) were reported in use. These varied from 
the clinician rated Therapy Outcome Measure (Enderby 
and John, 2015) to the Australian Occupational Therapy 
Outcome Measure-Occupational Therapy (AusTOM-OT; 
Unsworth and Duncombe, 2014) and to more globally 
administered quality of life measures such as the Recover-
ing Quality of Life Measure (ReQol; Keetharuth et al., 
2018) and EQ-5D-5L (The EuroQol group, 1990; Herdman 
et al., 2011). The use of AusTOMs was the most common 
tool cited by 9 out of the 12 participants who responded; 
however, there did not appear to be apparent patterns across 
types of setting or organisation and without any further 
consensus derived amongst the other PROMs tools in use.

Databases and platforms. This sub-theme included the 
ways and means through which occupational therapists are 
capturing and organising data to evidence their impact at all 
levels. Platforms to store and organise data, with participants 
identifying methods such as ‘team database’ and ‘GP data-
base’ were identified. In addition, data types such as statis-
tics as well as methods of collection for example through 
Microsoft Office or the use of a digital survey platform were 
discussed.

I’m a database convert. I used to hate databases, but I 
absolutely think that they’re brilliant now because every 
time I have to report the data, the data is live. And like you 
know I just had to do my last three months of report of the 
number of referrals and everything and it’s just so easy. It’s 
just there like that. And similarly with our patient feedback, 
we’ve now got access to CIVICA and I can actually get the 
reports about myself so it’s, it’s just makes life so easy. 
(Participant 6)

Throughout the discussion there appeared to be some sense 
of empowerment through the ownership of the data and hav-
ing the skills to access it, potentially owing to the benefits of 
being able to use the data purposefully and with ease.

Case-based evidence. Half of the respondents reported the 
use of case studies in demonstrating the impact of their ser-
vices. Whilst it was not entirely clear if these are being used 
locally or also shared more widely to demonstrate impact, 
this appeared a popular mechanism of evaluation for show-
casing potential benefits.

We’ve used them loads to really prove our service. 
(Participant 7)

For all participants, the use of case-based examples were used 
alongside other methods of evaluation with indications that 
incorporating case-based evidence complimented the presen-
tation and understanding of other types of evaluation data.

Themes:
1. Measuring pa�ent 
outcomes

2. Measuring pa�ent 
experience

3. Measuring cost- effec�veness 4. The benefits of evalua�on 5. Challenges of 
evalua�on

6. Suppor�ng 
evalua�on

Sub themes:
1.1 Validated tools
1.2 Data bases & 
data pla�orms
1.3 Case based 
evidence 
1.4 Service level 
data 
1.5 Feedback, 
mul�ple sources 

2.1 Pa�ent narra�ves 
2.2 PREM structured 
tool 
2.3 Feedback -
unstructured 

3.1 Not measuring 
3.2 GP a�endances 
3.3 Reducing the pressure on 
other healthcare pathways
3.4 Data for cos�ng

4.1 Enabler for service 
planning & improvement 
4.2 Personalised care
4.3 Prudent use of  resources 
4.4 Evidencing the offer 
4.5 Expansion

5.1 Lack of Resources 
5.2 Difficulty Interpre�ng 
the findings 
5.3 Iden�fying suitable 
tools 
5.4 Limited Engagement 
5.5 Understanding
Stakeholders’ needs.

6.1  Research 
ac�vi�es 
6.2 Partnership 
working 
6.3 Accessibility 
6.4 Stakeholder 
support
6.5 Evalua�on tools 
for the future

The influencers
Methods of 

establishing OT 
impact 

Evalua�ng Primary Care Occupa�onal Therapy  (OT)

Figure 4. Thematic analysis framework.
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And we I think there’s it’s important to be able to give some 
narrative around data explain what it actually means a lot of 
the time. (Participant 3)

Service level data. Whilst closely linked to mechanisms iden-
tified previously, this sub-theme captured indicators to dem-
onstrate collective impact of the service for use at a service 
level. Data collected outlined aspects of the service users’ 
journey throughout a care episode and responses included 
information about people accessing occupational therapy 
including; ‘referral data’. Suggestions for data relating to the 
outcomes of care were also provided such as: ‘patient con-
tacts’; ‘intervention type’ and ‘alternative route (pathways)’.

Feedback, multiple sources. It appears occupational thera-
pists are considering beyond what is captured directly from 
the receiver of care and creatively drawing on a range of 
resources including other team members, ‘staff feedback’ 
‘MDT feedback’ and ‘GP feedback’ to establish the profes-
sions impact on supporting people’s health and well-being. 
Other feedback received included that from wider projects 
and went beyond the direct impact on people’s health to 
include levels of ‘staff satisfaction’ which were also included 
in this subcategory. This is indicative perhaps that during 
evaluation of the impact of the occupational therapy service, 
other benefits such as the professions impact on staff well-
being are also being considered.

Theme 2. Measuring patient 
experience

All participants identified at least one means of gathering 
feedback to evaluate aspects of patient experience with 7 of 
the 13 responses indicating the use of three or more methods. 
With the overall theme encapsulating methods for how 
patient experience specifically is considered in evaluation, a 
number of subcategories provided insight into the specific 
ways in which the participants are attempting to achieve this.

Patient narratives. The use of patient stories was the most 
popular method for denoting patient experience and indi-
cated in just over half of responses. The use of case studies 
was also consistently popular to evidence this.

. . .Its getting the patient to think about their experience and 
how this differed as well from that just going to the GP 
having antibiotics as such and sent home. . ..And some of 
the feedback we’ve had has been absolutely amazing. We’ve 
turned them into case studies. We’ve used them as patient 
stories. We’ve used them loads to really prove our service. 
(Participant 7)

However, as one participant addresses, the method itself can 
on occasion be challenging when considering what is fit for 
purpose and representative when using patient feedback to 
communicate the emerging role of occupational therapy.

. . .the quality and maybe some of the information we’ve 
been able to use varies depending on the language that the 
patient may use. Like for instance, we had a fantastic story 
but he kept referring to us as occupational health and it’s like 
if your using that, we use it a lot for the service stuff that’s 
funded through the **** project. Yeah, it’s just not going to 
sit well. So it is really as much as powerful it can be. It has 
been really challenging to, to record the patient’s stories. . . 
(Participant 8).

PREM structured tool. Examples of structured, although 
unvalidated, measures were identified as being used in prac-
tice. Tools used included ‘bespoke questionnaires’, captur-
ing service-specific feedback and often with support of a 
digital platform such as ‘CIVICA’ (CIVICA, 2023) which 
six out of 13 participants identified, albeit four of these par-
ticipants were embedded in the same organisation.

Feedback – unstructured. It appeared from the data that in 
addition to more structured methods of collecting feedback, 
occupational therapists understand the importance of diver-
sifying their means of capturing patient experience. Partici-
pants reported using a range of informal opportunities to 
collect feedback on their service, and this included evidence 
from ‘general discussions’; ‘word of mouth’ or ‘cards and 
letters’ which are being logged and used to evidence impact.

Anything we get fed back, whether it’s on the questionnaire, 
or just a nice little conversation, I had a text the other day off 
a relative saying this has really cheered my husband up so I 
was like take a photo of that and send that off. So there’s no 
formal channel. But we do keep a collection of it and save a 
copy of the questionnaire as well for future reference. 
(Participant 7)

Theme 3. Measuring cost-effectiveness

In an attempt to establish current patterns of evaluation for 
primary care occupational therapists across Wales, this 
appeared the least well-considered area. Far fewer responses 
were made and attributed to the development of this theme 
with 3 out of the 13 respondents omitting to contribute to the 
Mentimeter question exploring this aspect of evaluation.

Not measuring. Some occupational therapists reported 
overtly that they do not consider costs when evaluating their 
service and some insight was provided into potential barri-
ers. Participant 4 described that whilst in some aspects of the 
service, MDT level activity to support discharge can be 
costed using length of stay, for other areas of the service this 
is less well considered:

. . .When we got patients that we are marking as avoiding 
admission, we’re not measuring, we’re not seeing on 
average, they would have been in for x amount of time, 
because it didn’t reach that point, so there is this block  
to it on that, so I think from my perspective I’m not 
[measuring].
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GP attendances. One way in which occupational therapists 
were attempting to establish cost-effectiveness, included 
the impact of the profession on GP attendances. This, in 
one reported case, enabled some simple cost analysis to be 
attempted:

The other thing I’m doing is looking at repeated tendencies 
at GP practices to try and look and see whether you know, if 
we do some input, do people come back less do they come 
back more what happens? And you can do some very 
rudimentary costings on that then. (Participant 3)

Reducing the pressure on other healthcare pathways. Apart 
from reducing pressure on GPs themselves, it was also sug-
gested that cost benefits derived from occupational therapy 
input could be demonstrated from measuring benefits across 
the whole pathway of care provided. This included front-line 
emergency services, secondary care as well as for one prac-
titioner who, by capturing reductions in home-based support 
packages, was able to demonstrate impact on social care:

I popped in about reductions in care packages. So in three of 
the clusters, what they’ve done, they’ve gone to brokerage and 
asked the individual cost of a care call cost per hour, made an 
average to get like that financial impact. (Participant 9).

Data for costing. Collecting data to potentially support 
cost analysis were identified and contribute to this theme. 
‘Case study’ data as well as service level activity data such 
as ‘referrals’ and ‘stats’ were all regarded as a useful basis 
for measuring cost-effectiveness, albeit only a small num-
ber of the responses indicated this was being implemented 
in practice.

The influencers

This overarching theme identified a range of themes and sub-
themes that support an understanding of the influencing moti-
vators, obstacles and opportunities that impact on evaluation 
in primary care practice. It also provides some insight into 
how drivers considered by occupational therapists align to 
principles of VBHC and in some cases support methods used.

Theme 4. The benefits of evaluation

This theme provides some insight into the perceived advan-
tages of evaluating occupational therapy in primary care. It 
includes benefits for the individual, the wider service and for 
the profession and suggests some understanding of the driv-
ers for demonstrating both impact and value.

Enabler for service planning and improvement. A key moti-
vator appeared to be the role of evaluation in service devel-
opment. Evaluation appeared significant in a number of 
activities such as ‘service planning’ and ‘standards review’; 
however, what remained unclear was at what stage it was 

most important, for example did evaluation provide evidence 
leading to service improvements or were they perceiving 
evaluation as a useful mechanism to address the effective-
ness of changes or developments made?

Personalised approach to care. This sub-theme encapsu-
lates the importance of the patient or individual at the cen-
tre of their care and may suggest that practitioners recognise 
evaluation as an enabling mechanism for supporting per-
son-centred practice. Aligning to both underpinning occu-
pational therapy and VBHC implementation approaches, 
this was represented in a number of responses such as 
through ‘patient collaboration’ or ‘client centred’ and based 
on ‘understanding the need’, ‘identifying what works’ and 
‘what matters most’. These responses denote an under-
standing of how evaluation and value-based approaches 
may support individual outcomes, and moreover with 
responses such as ‘better outcomes’; ‘added value’; ‘low 
cost’; ‘making a difference’ and ‘impact’, there may be rec-
ognition that the benefits of using person-focused evalua-
tion methods could also contribute to demonstrating impact 
and achieving value at service, organisational and popula-
tion health level.

Prudent use of resources. Despite the apparent lesser con-
sideration for cost-effectiveness, this sub-theme suggests 
that practitioners recognise the benefit of demonstrating 
impact to inform more sustainable models of healthcare.

. . .I think it is one of those natural things that’s kind of 
embedded in, isn’t it? Like when we think about prudent 
healthcare, and where it’s originated from and things like 
Future Generations Act and all of these other aspects are 
things that have kind of made us or told us that we need to 
think differently about how we do things? Are we doing 
things efficiently? Are we doing things prudently? Are we 
doing things sustainably all of those sorts of aspects I think 
now, so embedded into the cultures of actually what we’re 
doing. . . (Participant 4)

Whilst it was not entirely clear whether the drivers to work 
more prudently is informing evaluation and demonstrating 
impact and value at a service or organisational level, with 
only one reference to the ‘health board’ in this process, the 
need to consider resource allocation was identified. 
Practitioners acknowledged the need for provision of the 
right service and within the right conditions to achieve ‘sus-
tainable’ and ‘equitable’ healthcare, demonstrating under-
standing and alignment to the ambitions of a more 
value-based model of care.

Evidencing the offer. There appeared to be a strong consen-
sus on the benefit of evaluating the service for broader pur-
poses, particularly for promoting the value of what the 
profession can bring to primary care. In this sub-theme, there 
was a distinct focus on realising the importance of producing 
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‘what stakeholders need’. Whilst it was not clear specifically 
who this may include, there were several references to ‘dem-
onstrating’ the contribution of the profession with a number 
of clear strategic purposes included, for example: ‘commis-
sioning’; ‘benefits of embedding OT’ and developing the 
‘evidence base’.

So we’re able to then use those sorts of reporting that we 
have at one level to be able to actually take up tiers and go 
this is what we could replicate in other areas around business 
cases. . . (Participant 4)

. . .I think our GP colleagues are using that feedback to 
understand our role better and understand the difference 
we’re making some of the really some of the complex people 
and what we’ve tried to do is reduce the barriers to its use as 
much as we can. . . (Participant 3)

The extracts included may suggest value is placed on evalu-
ation for the needs of stakeholders who may oversee, plan 
and promote the role of occupational therapy in service 
delivery, rather than as in previous sub-themes, for those 
who use services.

Expansion. There appeared to be recognition for the possi-
bility of ‘growth’ within the profession which may be poten-
tially be a benefit of evaluation. This seemed dependent on 
resources such as ‘more staff’ required to develop provision 
such as ‘expansion in services’, ‘integration of teams’ and 
‘cascading to rest of health board’. Whilst there was recogni-
tion of influences beyond the professions control, such as 
‘cluster decisions’, there was also consideration for the 
enablers of this environment including ‘permanent funding’ 
and with some overlap to evidencing the offer, how collect-
ing data may achieve this:

And he basically said that they were very impressed with the 
way that we collect data and show everything in our report, 
and that they’re thinking of funding my post, you know, 
being a Health Board funded post, so it’s not going to be one 
year yearly contracts. So which was quite nice to know that 
the data is gonna be used in the future and possibly used to 
secure the post. (Participant 6)

Theme 5. Challenges of evaluation

Although the participants identified clear benefits which 
may motivate them to consider and implement evaluation, 
this theme provides insight into the difficulties in carrying 
out evaluation from their experience.

Lack of resources. The constraint of ‘time’ as a resource 
appeared to be a key limitation impacting on evaluation. 
Pressures such as ‘clinical responsibility’ and the ‘quantity 
required’ suggests that there is a perceived requirement for 
practitioners to spend time on gathering evaluation data 
themselves which is difficult to maintain. Other resources 
such as ‘support’ and ‘IT’ were also identified as potentially 

impacting on the ability to capture evaluation data as identi-
fied in other themes. This could suggest limitations may 
include the skill set of occupational therapists, difficulties 
with accessing support services or navigating IT provision in 
primary care, or simply not having the time to engage with 
them. Participant 7 was asked during discussion whether 
support was available to gather outcome data from people 
using services:

No, is the honest answer. We just upload it onto a database 
using a rating of one to five, one being the worst, five being 
the best, that then is created into a pie chart but then we also 
save on Excel we’ve got a free text box so we do all that 
narrative as well. The collection of the narratives so that then 
feeds into our um quarterly reports that go to Welsh 
government, so it tends to be the patient feedback bit which 
lets them [practitioners] down. (Participant 7)

Whilst gathering patient experience narratives are identified 
and potentially support evaluation, later sub-themes provide 
greater insight into difficulties associated with this.

Difficulty interpreting the findings. Challenges in using the 
data once gathered was identified. This appeared to be 
mostly attributed to the skills required both in data analysis 
to help ‘understand what it means’, and in ‘critically evaluat-
ing’ the data in order to present it.

Identifying suitable tools. Whilst evaluation tools for cap-
turing data have been identified, it appears that there was 
consensus that measuring the impact of practice in this set-
ting remains challenging. There appeared to be a perception 
that the right tool or ‘right outcome measure’ does not exist 
in this setting, and in one case this included specifically how 
to measure ‘cost’. Responses attributed this barrier to a ‘lack 
of suitable measures’; ‘best resource tools’ or ‘available 
tools’. When measures are available and used, further chal-
lenges are identified:

. . .So pre data with the outcome measure the pre outcome 
measure, fantastic, but it’s collecting a meaningful post 
outcome, because often we will only be able to collect that 
up maybe straight after the intervention and what we know is 
sometimes for our intervention it may take a little while to 
have that true impact. And, but what we also have to be 
mindful of is that there’s other things that can then impact 
that post score, even if we delayed it a little bit. So it’s trying 
to get something meaningful in a timely manner, I guess. 
(Participant 10)

Post-intervention, evaluation appears difficult to implement 
by some practitioners in the primary care setting due to time-
liness and ‘sensitivity’ issues when using methods to capture 
the occupational therapy contribution.

Limited engagement. Participants also described challenges 
with engagement.  These included both with staff and for 
those using the services. The role of staff in engaging with 
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the process of evaluation was identified as problematic for 
some participants.

. . .Asking them for feedback still sits uncomfortably for a 
range of people when it’s very different to kind the black and 
white objective measure of doing an AUSTOMS or that 
functional measure, to be honest so I’ve definitely felt 
barriers in my team, getting it just because it just falls off the 
radar and isn’t something that people naturally automatically 
seem to think to do. (Participant 4)

Service user engagement with evaluation was also identified 
as the ‘response of population’ in this process; however, 
whilst later themes give some insight into the factors that 
impact on staff engagement, what was less clear from the 
data were potential contributors as to why those using ser-
vices may be less engaged with evaluation.

Understanding stakeholders’ needs. A further barrier to 
evaluating occupational therapy practice in primary care 
was understanding what was needed to evidence the offer. 
There are potentially a number of stakeholders with an 
interest in the service provided and may include people 
who use services, as well as those who organise and pro-
vide them; however, the responses appeared to indicate this 
was considered mainly for the context of GPs and clusters 
themselves. This included a general lack of confidence in 
how best to present data in view of the ‘narrative needed’ 
and ‘language required’.

. . .we don’t report on everything but I pick out for my sort 
of yearly reports, you know, the bits that I wanted to, it’s not 
driven by, by the GPs or not really sure what they think about 
it. Never get much feedback, but then they there was they 
never say anything bad. So assume they’re quite happy. . . 
(Participant 6)

Despite uncertainty however, recognition of a general need 
to demonstrate the occupational therapy contribution was 
clearly identified.

Theme 6. Supporting evaluation

Despite some of the challenges faced, this theme represents 
multiple mechanisms in place that enable primary care occu-
pational therapists to consider evaluation.

Research activities. Activities across the research contin-
uum were commonly identified as conducive to supporting 
evaluation. This included suggestions of: ‘audit’; ‘quality 
improvement’; ‘specific projects’; a national professional 
occupational therapy-specific evaluation and ‘research’ as 
enablers.

Partnership working. Throughout the discussions, the par-
ticipants also raised examples of the value of working along-
side and utilising the skills of other individuals and teams:

. . .its actually been a blessing being part of a bigger MDT 
model and have those costings done by project management 
team, they’ve got the time to really delve in look at the 
relevant figures and everything else and pull that off because 
for business cases and getting other staffing in it’s just been 
absolutely invaluable where other services are having to find 
cost savings, [our service] just keeps getting pump primed 
with money to do more. . . (Participant 4)

There was also evidence of how teamwork and communicat-
ing the purpose and results of evaluation can support this 
part of practice.

I think the difference now I know we spoke a bit about how 
it’s being captured, people using Microsoft Office wherever 
different tools on there, being able to show it up on an on a 
dashboard and demonstrating actually this is where the data 
is going, this is where it’s feeding into, goes a long way in 
terms of the barriers you may expect with staff. So I think 
within our team in particular, we’re all on board because we 
know that there’s a purpose behind it. (Participant 2)

Activities such as ‘staff engagement’, ‘team meetings’ and 
through raising an ‘awareness of purpose’, such as the exam-
ple shown, provided insight into how engagement in evalua-
tion can be facilitated. Another enabler was shared within the 
network group participants on how the process of evaluation 
has and continues to evolve.

So we will continuously look at are we collecting it? If we’re 
not, should we, if we are, should we? So every month I go 
through it with the team and just say look, we’re collecting 
this do we still need it? If we’re not reporting on right, are we 
ever going to report on it we’re not ever going to report on it 
and it’s not relevant, don’t collect it. . . (Participant 5)

There was also a strong sense that learning together through 
activities such as: ‘sharing methods’ and ‘benchmarking 
with others’ contributes positively to the development of 
evaluation. This included the potential of further develop-
ments such as ‘additional AHP staff’ within primary care 
Participant 2 identified:

it’s becoming a different kind of beast really and with the 
expectation that physio will be becoming part of the service, 
I’m interested to see what kind of joint outcomes from a 
therapies point of view are going to be considered and what 
kind of things will be used to capture that really.

Such development may impact on current practice or pro-
vide opportunities to support future occupational therapy 
evaluation.

Accessibility. Resources such as ‘technology’ and ‘data-
bases’ were also identified as a key enablers pertinent to con-
ducting evaluation. Whilst there may be some overlap with 
previous themes discussed, this sub-theme is more con-
cerned with ensuring the technology and the platforms put in 
place are useable and accessible to aid engagement. As 
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participants described, this includes both the occupational 
therapists and considerations for people accessing services 
they provide.

. . .I like to keep it simple. So we use Microsoft Excel. So to 
me that is simple and I’m, I’m always saying that the data 
needs to be relevant. . . (Participant 5)

So I’ve, we’ve made that as QR codes that people have 
printed out and gotten the surgery so people can scan it, and 
they can do the PREM. And I want it to be something that 
someone can do as they’re walking out the surgery. You 
know, I want it to be that quick and that easy. We’ve got it as 
a link on the base of our email. So whenever we’re sending 
stuff out to people its automatically there. I’m looking at 
getting iPads that we can have in surgery so that we can then 
just give to people and they can do the PREM on it. . . 
(Participant 3)

Stakeholder support. Finally, another key influence included 
stakeholders and reflects recognition for occupational therapy 
working alongside ‘higher level’ support mechanisms. Rather 
than a barrier as previously reported, stakeholders who con-
sisted of people and organisations central to positively influ-
encing this process included: ‘management’; ‘Welsh 
Government’ and ‘data sharing with GPs’. In contrast to previ-
ous observations of occupational therapists owning their data, 
a reference to ‘cluster ownership ‘of such resources was made.

I do it from, I have to do it for the cluster because I am sort 
of employed by them. But I know it’s been shared sort of 
higher up. . . (Participant 6)

This sub-theme may provide some initial insight into which 
stakeholders occupational therapists deem important to dem-
onstrate impact to and how they achieve it.

That’s coming back to the conversation about speaking 
language, three of the cluster primary care teams are 
co-located with the local authority. So in terms of bang for 
the buck of the impact their OTS are making, that’s the 
language that they wanted. So that’s very much measured 
and that’s been incorporated into those clusters spreadsheet. 
(Participant 9)

Evaluation tools for the future. The final subcategory con-
siders how tools for evaluation may need further exploration 
to support evaluation in the future. This subcategory has 
overlap with a previous theme exploring barriers. Sugges-
tions included ‘national measures’, ‘consistent measures’ 
and for ‘more focused’ methods, indicate a lack of confi-
dence in measures currently in use and with anticipation of 
further challenges.

I was gonna mention I really was very interested, I don’t know 
if anyone else saw it, there was a presentation where they were 
talking about a [new measure], which would have captured lots 
of the different measures that people have put up on the menti, 
all in one place. So I’m really interested in moving towards 

using some of that, but I think this is something that is it’s a 
really hard one to get into. (Participant 3)

Whilst it is recognised that identifying suitable tools for 
evaluation is not easy, the extract highlights the current moti-
vation to find better ways of evaluating and evidencing the 
offer.

Discussion

This is the first study to explore alignment of occupational 
therapy evaluation in primary care cluster settings to value-
based healthcare. Representation from nearly all areas across 
Wales demonstrates the increasing visibility of occupational 
therapy in this setting. However, whilst occupational thera-
pists have been reported to have the skills to work in primary 
care with individuals of all ages (Eichler and Keptner, 2023), 
in this study participants provided services exclusively to 
adults. This included addressing the needs of older adult pop-
ulations in all cases, a finding consistent with other authors 
(Bolt et al., 2019; Donnelly et al., 2016, 2023) and is perhaps 
unsurprising given the concerns for an ageing population and 
the impact on healthcare. Similarly, the present study found 
services are commonly being offered to those with a combi-
nation of both mental health and physical needs. This is in 
keeping with a recent scoping review of the evidence for 
occupational therapy primary care services (Donnelly et al., 
2023) and indicative that practitioners are keeping their offer 
broad to enable primary care providers to realise the potential 
of the profession (Bolt et al., 2019). Although occupational 
therapists have the potential to support accessibility to ser-
vices for all age groups and populations at an early stage 
(Wood and Serfas, 2023), the findings suggest this is not pres-
ently on offer in clusters in Wales and reinforces that occupa-
tional therapists are predominantly undertaking chronic 
disease management most commonly with adults and sup-
ports other research (Donnelly et al., 2023). It could be argued 
that this remains a missed opportunity or certainly an area 
with potential for more consideration. However, given the 
ongoing agenda for chronic disease management using per-
son-centred approaches (Bedlington et al., 2021), it remains 
logical that occupational therapists continue to draw on a 
range of interventions and adopt the more generalist approach, 
regarded as emblematic in primary care (Bolt et al., 2019; 
Donnelly et al., 2014, 2016, 2023; Muir, 2012). What remains 
unclear is how this broad agenda impacts on establishing 
value and impact through outcome evaluation and to address 
this further, the findings of the framework analysis are dis-
cussed within the context of VBHC.

Establishing better population health

From the present study, occupational therapists appear to be 
recognising the importance of collecting and measuring out-
comes to inform care at a micro individual level but also with 



12 British Journal of Occupational Therapy 00(0)

the motivation and commitment to demonstrate impact more 
widely. This aligns to requirements for establishing value in 
health (Bedlington et al., 2021; Lewis, 2022) and may be 
unsurprising given the professions call to increase the evi-
dence base (Donnelly et al., 2014; Hand et al., 2022; Jordan 
and Halle, 2023; Muir, 2012) and calls to strengthen the pro-
fession through an increasing focus on providing data 
(England, 2021; Royal College of Occupational Therapists, 
2021a). It is therefore reassuring that occupational therapy 
practitioners appear committed to this and are utilising sup-
portive mechanisms to approach both evaluation and gather-
ing data.

What is apparent however is the inconsistency in out-
comes being measured. To provide meaningful care that  
supports the health and well-being of individuals and popu-
lations, a variety of outcomes are typically implemented 
(Bedlington et al., 2021); however, in the present study, there 
appeared to be limited consensus in methods of evaluation 
being used. PROMs support the measurement of effective-
ness at an individual level and create data which could be 
used to capture impact across systems (Hand et al., 2022; 
Lewis, 2022). With the exception of using global health 
measures in two cases, the uptake of validated tools and spe-
cifically patient rated measures to evaluate outcomes within 
this study were low and mainly limited to capturing aspect of 
patient experience. This finding supports the apparent uncer-
tainty about what tools and data are best and for whom. It is 
consistent with recommendations made from a previous 
study in primary care-based occupational therapy that 
attempted to explore the feasibility of integrating a set of 
PROMs (Hand et al., 2022). Whilst integrating PROMs were 
deemed necessary and also valued by the therapists who par-
ticipated, the study highlighted ongoing challenges in the 
selection of appropriate measures for practitioners to use 
(Hand et al., 2022).

The limited use of tools to support outcomes and demon-
strate value on the basis of what matters most to people could 
arguably be a missed opportunity for occupational therapy; 
however, focus group participants did report the use of a 
CROM. AusTOMS-OT, a CROM that takes into account 
personalised goals from individuals allowing therapists to 
choose relevant scales across four domains of health: impair-
ment; activity limitation; participation and distress/well-
being (Unsworth and Duncombe, 2014), was frequently 
used. Occupational therapy is founded upon a notion that the 
person receiving care is central to practice and therefore uses 
profession-specific tools and measures that uphold profes-
sional values but also align to patient-centred approaches in 
healthcare (Mroz et al., 2015). Tools that encourage shared 
decision-making and setting goals have been established as 
central to enabling individuals to achieving value (Lewis, 
2022; Wong et al., 2022). Therefore, if occupational thera-
pists use profession-specific measures in collaboration with 
those using their services, they align to this agenda. These 

findings however are not entirely consistent with a recently 
conducted scoping review (Ingham et al., 2024). This review 
identified a range of measures including PROMs used rou-
tinely in occupational therapy primary care evaluation 
including one profession-specific tool, the Canadian 
Occupational Performance Measure (Law et al., 2014). The 
AusTOMS-OT measure however was not identified across 
the 16 international studies included. This suggests that 
whilst occupational therapists may be showing consideration 
for measures that align to the values of the profession and 
support outcomes synonymous with maintaining value in 
health, as yet there remains little consistency in the measures 
being selected.

Brief episodes of care provision and challenges in sched-
uling timely follow up to support effective post-intervention 
evaluation, including through the use of tools, are difficulties 
consistently reported in primary care occupational therapy 
(Donnelly et al., 2017; Hand et al., 2022). Given that ‘assess-
ments’ were identified as an intervention by practitioners in 
the present study, the extent of occupational therapy input on 
occasions, whilst potentially still supporting health in this 
setting, may continuing to be present further challenges to 
demonstrating the contribution of the profession. These fac-
tors combined with the wide scope of occupational therapy 
roles identified both within the present study and wider prac-
tice (Bolt et al., 2019; Donnelly et al., 2023) may go some 
way to explain current inconsistency. Enablers identified, 
such as technology, may provide further opportunities for 
value-based evaluation and enhance data collection (Lewis, 
2022) and systems such as those for capturing electronic 
medical records could warrant more exploration for their 
potential to support data management. However, further lim-
itations such as time and a suitable skill set observed in the 
present study are also barriers consistent with wider AHP 
literature (Davenport and Underhill 2023; Duncan and 
Murray, 2012). These challenges may continue to impact on 
implementation of evaluation approaches, particularly when 
it comes to the requirement of providing data at scale. 
Despite this, what remains encouraging is that where avail-
able, practitioners are drawing on a range of resources to 
support them in the quest to learn about and develop ways in 
which to evaluate, capture outcomes and determine value. 
This is consistent with practitioner insight derived from pre-
vious studies (Hand et al., 2022; Wong et al., 2022) however 
upholds that more can be done. There was recognition that 
occupational therapists lack confidence in what stakeholders 
need and want from data and in particular validated meas-
ures. To support occupational therapists in their understand-
ing of how best to approach outcome evaluation, in agreement 
with previous studies (Donnelly et al., 2017; Hand et al., 
2022), further research to support PROM implementation 
and streamline evaluation data being collected for use in pri-
mary care is needed. Given the plethora of CROMS, PROMs 
and other sources of data available, further work could focus 
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on identifying what stakeholders, who plan and commission 
services, need from evaluation of occupational therapy in 
primary care and how best they can support it. Furthermore, 
given the acknowledgement of the barrier of engagement in 
the study, there is a risk that people who use services may not 
find outcome measurement accessible (Duncan and Murray, 
2012). To inform a better understanding of this, further 
research needs to ask all stakeholders how they want occupa-
tional therapists to capture outcomes to evidence impact.

Improving experiences of care

The quality of care provided is one key aspect of value-based 
healthcare that occupational therapists appeared to be con-
sidering thoroughly. Using data to understand the experi-
ences of those using services, through examining levels of 
satisfaction, is regarded as essential in ensuring healthcare 
quality (Custer et al., 2015; Sarsak, 2022). Whilst variation 
in measures to capture this were also observed in the current 
study, more consistency in the ways data were being col-
lected directly from people using occupational therapy ser-
vices was noted using both formal and less structured means. 
Previous studies that have considered how services imple-
ment measures to address quality and patient experience and 
albeit at population rather than at an individual level have 
reported conflicting results. Hendrikx et al., (2016) reported 
less consideration for patient perspectives within measure-
ments implemented to evaluate value-based healthcare 
ambitions internationally, whereas more consideration for 
patient experience was reported in a review of value-based 
framework implementation in the context of primary care 
(Obucina et al., 2018). A recent Kings Fund report has sug-
gested that to improve outcomes, greater consideration of 
patient experience is required (Wellings and Tiratelli, 2023). 
It appears in fact that occupational therapist are ahead of this 
agenda. Maybe given its relevance to providing a new model 
of care which has included the expansion of the profession 
into primary care, and through the professions person-cen-
tred approach which routinely includes involving people in 
all aspects of their care (Mroz et al., 2015), occupational 
therapists are aligned to considering patient experience read-
ily and are using it for quality assurance in their practice.

Better value

A key finding of the study was that cost of provision was the 
least well-considered aspect of evaluation. Similar to evalu-
ating other aspects of value, the present occupational therapy 
skill set may have limited participant’s insight into tools or 
ways to measure this aspect of effectiveness at an individual 
or service level, compounded with a limited understanding 
of what is needed by stakeholders. This may also have con-
sequences for gathering data at scale and understanding the 
professions contribution, as to achieve value a consideration 

of all denominators of value, including cost is required 
(Porter, 2010). Some evidence of how occupational thera-
pists are attempting to consider this innovatively was gath-
ered and methods, such as reducing pathways to other 
services, could be useful however to assess the professions 
contribution to achieving value, wider consideration of 
resource use and cost-effectiveness may be required. 
Challenges in determining this aspect of value in health are 
not exclusive to occupational therapy. Globally funding 
arrangements for healthcare vary. A review of the implemen-
tation of the value-based system revealed inconsistencies in 
evaluating cost-effectiveness worldwide and information 
technology and measuring cost across the whole patient 
pathway were highlighted as areas for further development 
(Mjåset et al., 2020). Furthermore, in the UK primary care 
context, a paucity of evidence has also highlighted the need 
for more research into cost-effectiveness (Thorn et al., 2020). 
For occupational therapy specifically, amidst current finan-
cial pressures, findings from a systematic review highlighted 
that to support the cost-effectiveness of occupational therapy 
far more attention to this area of evaluation is needed (Green 
and Lambert, 2016). Despite this, relatively few examples of 
cost-effectiveness analysis in primary care appear in the lit-
erature (Cook and Howe, 2003; Gillespie et al., 2022; 
Lambert et al., 2010). This taken together with the impor-
tance of cost to determine value, which in Wong et al.’s 
(2022) exploratory study, was not limited to monetary value 
but identified by people who use occupational therapy ser-
vices to also include personal indirect costs, it appears that 
this remains an area of evaluation for development. Through 
drawing on resources cited by participants to support evalu-
ation such as through benchmarking or partnership working, 
utilising other services more equipped with health economy 
or population health expertise, occupational therapists could 
go some way to achieve this. However, understanding what 
is needed from those that manage and organise care may also 
be key to a better understanding. Further research could 
focus on asking what stakeholders require from occupational 
therapy services to assist them in this aspect of evaluation to 
inform future primary care development and planning in 
population health.

Limitations

This study was limited by its single focus group design. Whilst 
conducted in a larger group than is typically reported for focus 
groups (Jacobsen, 2021), given the pressures in practice and 
the network membership from across Wales, it was regarded 
as the least burdensome way of exploring a range of views. A 
further limitation could be the observation that not all mem-
bers present in the focus group participated consistently. This 
may have contributed to over representation from some par-
ticipants, however, to negate barriers for online contribution 
the Mentimeter poll supported participation.



14 British Journal of Occupational Therapy 00(0)

It could also be suggested that the findings of this study 
are limited to occupational therapists practising in services 
in Wales. Whilst international variations of primary care 
models in service provision pose challenges to implementing 
research, some findings may have application to occupa-
tional therapists or AHPs working in other primary care con-
texts and are considering how to demonstrate the value and 
impact of their services. Further research could explore eval-
uation methods used by occupational therapists in other 
models of primary care provision.

Limitations could also include the chosen method of 
framework analysis and initially deductive approach sup-
ported by priori questions which could potentially limit the 
potential for a deeper understanding of the data. Framework 
analysis was chosen due to its flexible application to the 
multiple types of data collected in the focus group and to 
ensure the objectives of study were met through clearly iden-
tifying evaluation methods in practice through flexibly using 
both deductive and inductive analysis.

Conclusion and implications

This study has explored evaluation methods for establishing 
occupational therapy impact through a consideration for 
patient outcomes, patient experience and cost-effectiveness. 
The influencers (benefits, challenges and supports) that 
impact on evaluating occupational therapy in primary care 
have also been identified and from this insight into methods 
being used to evaluate adult services by occupational thera-
pists working within clusters in Wales has been derived. The 
range of methods observed is reflective of the combination 
of services being provided and supports an ongoing general-
ist approach. Whilst the values of the occupational therapy 
profession align to and appear to be supporting value-based 
healthcare ambitions in practice, there are current challenges 
which impact on evaluating outcomes and the professions 
ability to contribute to this approach.

Generally, a multifaceted approach to evaluation is reas-
suringly being used; however, inconsistency in methods used 
and less consideration for the denominator of cost-effective-
ness potentially pose a risk to gathering data at scale. Further 
research is needed to support occupational therapists in deter-
mining suitable measures that can support a more consistent 
approach to capturing outcomes. To inform this, a greater 
understanding of what is needed from evaluation using 
insight from all stakeholders is required. A future focus of the 
authors research will include qualitative interviews with OT 
service planners as well as with those who use the services. 
Furthermore, children and younger people seem underrepre-
sented in PCOT services currently; therefore, further research 
could examine current models of care for this group to deter-
mine how this groups needs are being catered for within cur-
rent population health ambitions and if evaluation methods 
should in this area be a future focus of enquiry.

Key findings

•• In Wales, occupational therapists understand the impor-

tance of evaluating practice and supported by profes-

sional values are aligning to quadruple aim ambitions 

when considering how to evidence the impact of their 

offer. Although this is being supported and done through 

a variety of methods, occupational therapists appear to 

be unclear about what stakeholders want and need to 

demonstrate the value of what their services are provid-

ing in primary care.

What this study has added

This study provides insight into the ways in which occupa-

tional therapists are considering evaluation in practice. It 

demonstrates that the values of occupational therapy align 

with the ambitions for a more sustainable value-based health-

care system, however also suggests that a better understand-

ing of what stakeholders require from evaluation is needed.
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