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Title: Influence of Lifestyle Redesign® on health, social participation, leisure and maolititder
French-Canadians: Results from a pilot study

Abstract
Objective: This pilot study explored the influence of Lifestyle Redesign® on oldsrdar

Canadians’ health, social participation, leisure and mobitsthod: A mixed-method design was
used with 16 participants (10 women) aged 65-90 (76.4+7.6 y), 10 without atiddisabilities.
Health, social participation, leisure and mobility questionnaires were administered befafeean
the 6-month intervention, as well as 3 and 6 months post-intervention. Semi-dméatadws were
also conductedResults: The French Lifestyle Redesign® seemed to have a beneficial effect on
participants’ mental health (p=0.02) and interest in leisure (p=0.02)ratithge with disabilities,
improved social participation (p=0.03) and attitudes toward leisure (p=0.04¢if2ants reported
positive effects on their mental health, leisure, mobility and social participatahudimg on the
frequency and quality of their social interactions, and having an occupationallsctostering
better healthConclusion: Lifestyle Redesign® is a culturally promising occupational therapy
intervention for community-dwelling older French-Canadians.

Key words: Occupational therap*, Health promot*, Well Elderly, Life Style, Wellness, Quality of
Life, Well-being, Aging, Aged, Senior, Community participation, Social integratocial activity,
Social inclusion, Social interaction

Implicationsfor Occupational Therapy Practice

- Lifestyle Redesign® is a weekly 2-hour occupational therapy group intervention given over a 6-
month period and designed to promote meaningful and healthy activities.

- According to older French-Canadians, Lifestyle Redesign® improved their kn@aledgt
health, social participation, leisure and mobility, which in turn improved their well-being.

- Lifestyle Redesign® helped older French-Canadians to face challenges andgtantmpe

frequently in leisure and social activities, optimize their relationships, and go to new places.
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Introduction

To address population aging (World Health Organization, 2015), health professinalaiding
occupational therapists, need to engage in effective interventions. The intervaiiéidn ifestyle
Redesign® (Clark et al., 2012) empowers older adults to regularly perform healthy dlaigfulfi
activities. This preventive occupational therapy intervention involves wedikbyPgroup sessions
and monthly 1-hour individual meetings over a period of six to nine months.

Lifestyle Redesign® has been shown to benefit health and be cost-effectiveg(ledeesl., In
revision). Specifically, two randomized controlled trials (RCT) with 3&d 460 older Americans
showed positive effects on bodily pain, vitality, social and mental functioning, andtigaston
(Clark et al., 1997; 2001; 2012), 90% maintained after 6 months (Clark et al., B@é@lthcare costs
were lower for participants (US$967) than for individuals without intervention (US$3,334thor w
social activities (US$1,726), but this was not statistically significant gday., 2002).

Quantitative studies on adapted versions of Lifestyle Redesign® reported mixed effects. One
RCT conducted by the original team showed that a translated and adaptedifzgrdaon and the
original intervention maintained health in older Chinese (n=12) and Esrgglestiking (n=29) adults
(Jackson et al., 2000). Older Chinese participating in sodigites (n=35) experienced a decline
but the difference between the groups was not significant. Another study obatdwersion
involving frail older adults found positive trends in role functioning, @aid general health in the
experimental group (n=12) similar to the control group (n=12; Horowitz & Chaig,) 20hird, the
Lifestyle Matters Programme conducted with 28 older adults in the North of England showled tren
toward improvement in health (Mountain et al., 2008) but the winter may hawerioéd the results.
Another RCT involving seniors who had had a stroke found a trend toward gneatevements in
mental health, bodily pain, physical functioning and emotional role but no sighifidiamence

between the experimental (n=39) and control (n=47) groups (Lund et al., 2012).
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Two studies onadaptations considered social participation. One pre-expiadistudy with the
Life of Wellness program found an increase in monthly social or community ast{ffiten 56 to
66%) for middle and upper class older adults living in seniors’ apartments, (MaB%ka et al.,
2003). Finally, in a quasi-experimental study of a 4-month Swedish version,gheiriton group
showed significant improvements in vitality (p=0.01) and mental health (p=0ud38)t in other
domains (p=0.16 to 0.83) or participation (p=0.07; Johansson & Bjorklund, 2016){fé&tertie was
observed between the experimental (n=22) and control (n=18) groups, which weré/moafcihed.
In summary, despite a lack of power, positive trends in health and sotieppsion were observed
in older adults receiving one of these adaptations of Lifestyle Redesign®. To é1peosrafting of
preventive occupational therapy interventions, further researgeted on these programs.

As Lifestyle Redesign® could be relevant for practice in Quebec (Léves@lein revision), a
French-Canadian version was developed. This version was translated by aqgraféssinch-
Canadian translator and validated by 14 experts. The concepts and themespplstyi@the
French-Canadian culture and context but adaptations were required concerning the Gagkhear
and demographic studies. The publication of the manual is in process. Thedefai¢he French-
Canadian version on the health and social participation of older adults is however unknown
including those with significant communication and mobility disabilities. Meggdo our
knowledge, no study has considered the influence of Lifestyle Redesign@dajtied versions on
older adults’ leisure and life-space mobility, two outcomes especially importavitiéy adults.
Defined as the extent of spatial latitude experienced by a person (May et al, lii®8pace
mobility has been associated with obesity (Bouchard et al., 2008)jcphgisability (Guralnik et al.,
2000), quality of life (Beswick et al., 2008), mortality (Clausen et al., 20@¥health care costs
(Liu-Ambrose et al., 2008). Before its implementation, it is egdeotknow more about the effects

of the French-Canadian Lifestyle Redesign® on older adults. Moreover daeptimunderstanding
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of the experience of French-Canadian older adults with and without disaliitibes, primarily
concerned by the intervention, is of particular importance for occupational therapsconsider
clients’ perceptions when working on improving or maintaining these outcdrmesldress this gap
in the literature, this first pilot study thus aimed to explore the influentteedfrench-Canadian
Lifestyle Redesign® on older adults’ health, social participation, leisure and mobility

Method

Study Design and Participantghis pilot study used a mixed-method concurrent triangulation
design (Creswell & Plano Clark, 2017) including a pre-experimental component [pf€rtepost-
test () and follow-ups (¥ and T;)] and an exploratory descriptive qualitative clinical study (Miller
& Crabtree, 2003) with a sample of 16 community-dwelling older adults with and widrsaility.
A sample size of 16 participants allowed detection of a standardized differeh@® ok greater
between two means according to paired bilatetedts based on a significance level of 5% and
power of 80% (Machin, Campbell, Tan, & Tan, 2009). This difference wasisuffin a study that
explored the influence of another intervention on leisure (Levasseur et al). a2@lli§e-space
mobility (Pigeon, Boulianne & Levasseur, submitted). This sample size also allowegtin-
exploration and data saturation. Eligibility criteria were: 1) aged 65 and ovey,d)mild (group 1)
or moderate or severe (group 2) loss of autonomy, 3) normal cognitive fundjdingg in a
conventional or residential home for semi-independent seniors, and Bhfs@eaking. Participants
were recruited from a previous study of people attending a day hospital and day cehtealih a
and Social Services Centre (HSSC) in Quebec (Canada), and from peopglel&iresidence. The
Research Ethics Committee of the Eastern Townships HSSC approved the studi8@015-
Data Collection Proceduresarticipants were recruited until the predetermined sample size
(n=16+3, anticipating possible attrition) was reached. All participants signefoamed consent

form and were met individually at home by a research assistant or occupational theragy studen
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specially trained to administer the questionnaires. An experienced reassistant conducted the

qualitative interviews. At 1, one sociodemographic and eight outcome questionnaires, four reported

here and others elsewhere (Trépanier et al., submitted), were administeredxmagety 120
minutes. Following the six-month intervention period, participants answered the saommeu
guestionnaires () and, about one month later, had a face-to-face semi-structured individual
interview lasting about 90 minutes. All interviews were digitally audiotapadsc¢ribed and verified
with respect to the wording used by participants. After the first few interviews, twasu(@ith® and
ML) discussed and adjusted the questions for subsequent interkieaty, three (%) and six (T)
months after the end of the intervention, participants answered the sanenmpagss again.
Intervention In the present study, the French-Canadian Lifestyle Redesign® intervesais led by
an occupational therapist (OT) who took the University of Southern Gaéférhour online
introductory training course. The OT was supervised on a weekly basis by an acadiemic O
specializing in health promotion and clinical research who was familiar withtdreention (very
involved in the translation). With this supervision, the OT received regular fdedbder role and
the intervention. Weekly 2-hour group sessions were held over a six-month periedrbéngust
2015 and March 2016. These sessions were based on 12 modules (e.g. occupati@mchagihg;
transportation and occupation) from tH& &dition of the Lifestyle Redesign® Manual and involved
didactic presentations, peer exchanges, reflective exercises,akperience and personal
exploration (Carlson et al., 1998). Every month, one group outing was targeted and individual
meetings with the OT were planned. These meetings aimed to help participaméterttezygroup
session content and engage in personalized meaningful activities. lotipeofparticipants with
moderate or severe loss of autonomy, the OT was assisted by one or two volunteers.
Outcome Variables and TooBata on health, social participation, leisure and life-space mobility

were collected with four questionnaires. The 36-item Short Form Health S&ive86( Ware,
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Kosinski, & Dewey, 2000) comprises 36 items covering eight domairsdef@physical and mental
health. Widely used in research, including previous Lifestyle Redesigni®st the SF-36 has good
psychometric properties. Indeed, the questionnaire presents good interisieooggCronbach’s
from 0.83 to 0.93 for the eight domains, and 0.94 and 0.89 for the physicakatal components,
respectively; Gandek et al., 2004) and test—retest reliability, even fogtafter 6 months
[correlation coefficients from 0.60 to 0.90, except for bodily pain (0.43); V2&@0]. The SF-36 is
also sensitive to change (Gatchel et al., 1999), with a difference of 5 jposctle scores being
clinically significant (Ware et al., 1993) and is widely used in research, includinigypsevfestyle
Redesign® studies. The Social Participation Scale estimates the frequeactabation in 10
community activities. It has good internal consistency (Chronbacld.85 to 0,91; Richard,
Gauvin, Gosselin, & Laforest, 2009). The Leisure Profile assesses inwlvenieisure activities,
attitudes toward leisure, and difficulties that might influence leisure activities. dickeaptable
interrater (kappa 0.21-0.80) and test-retest (0.41-0.60) reliability éDat., 2007). The Life-Space
Assessment (LSA) measures life-space mobility and, more specifically, theiradegendence, and
frequency of movement over the preceding four weeks (Baker, Bodner, & Allman, 2Z063)SA
presents excellent test-retest reliability (ICC = 0.87) and moderate to substantiatiannedor 18
out of 20 items¥ = 0.47-0.73; Auger et al., 2009). It has good construct validity with observed
physical performance and self-reported function (95% CI = 0.82—0.97) and goiidisetts

change (Baker et al., 2003). Finally, a semi-structured interview guide (Appendikdbted by 5
qualitative research experts and pretested was used to explore thefdffexdtyle Redesign®.

Data AnalysisTo foster transferability (Laperriére, 1997), the participamsicclemographic
characteristics and outcomes were analyzed using descriptive statistics. Scores werel cuithpare
the Friedman test followed by the Wilcoxon signed rank test for all participants and, in an

exploratory manner, each group separately. Beazfube exploratory nature of this study and the



121 influence of seasonal variations on Quebecers’ health, social participatiore Emsl mobility,

122 changes at any of the post-intervention measurement times with a p value < 0.0dnselered to
123 be potentially attributable to the intervention. Interview transcripts undéettvematic content

124 analysis using mix extraction grids (Miles et al., 2014). The data analyslsed: 1) verbal data
125 collection; 2) reading of data; 3) division of data into units of sensagénization and

126 reformulation of original data in the disciplinary terminology (see below); and 5)esysithf results.
127 Themes that emerged from the interview content were organized and renaordihgdo the

128 Human Development Model-Disability Creation Process (HDM-DCP; Fiur@ model of human
129 development and disability (Fougeyrollas, 2010). The HDM-DCP illustiateractions between
130 intrinsic personal factors, extrinsic environmental factors, and pation. To foster credibility,

131 reliability and confirmability (Laperriere, 1997), the co-author co-coded ortedhthe data that had
132 first been exhaustively analyzed by a specially-trained researskaassihe first author also closely
133 supervised the analysis adjusted until consensus was reagaedimg the participants’ perceptions
134 of the intervention. Additional memos including thoughts, questions andsédisosg of the research
135 team were used. For parsimony with respect to the quantitative results, fireseged in this

136 paper focus on health, social participation, leisure and mobility. Althoughdjaity were

137 supported by many participants, because of limited space, only one quotatioenpemias given as
138 an example. The results below first describe the participants, opeitetation of the intervention
139 and general appreciation bffeszyle Redesion®. Then, for each variable, the quantitative results are
140 presented for all participants, followed by each group separately. Finalyyahigative results are
141 detailed. Analyses were conducted using SPSS (v18) or NVivo (v10).

142 Results

143 Of the 19 participants assessed atohe had serious health problems preventing participation in the

144 intervention, and one died, leaving 17 older adults who followed the programeaadhterviewed
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(Table 1). Thereafter, as one participant (P17) had vision and hearing problemgpéusdm
guestionnaire completion, only 16 were reassessed. At baseline, thadhrparticipants were not
different from those who participated, except for being older (p<0.01) and havinater dpss of
autonomy (p=0.01) and inferior life-space mobility (p=0.047). Participants agad 65-90 years
[meanztstandard deviation (M+SD): 76.4+7.6; mediantsemi-interquartileaht@id+Q): 74+5.8)].

All were Caucasian, the majority were women (n=10; 62.5%), owners (n=5; 31.3%) or tenants (n=7
43.8%)of their dwelling, and nearly half lived alone (n=7; 43.8%). Half had 12 or more years of
schooling (n=8; 50%), most had a family income under CAN$40,000 (n=12; 75%) ahtheite

health as good (n=12; 75%; Table 1). Two groups as homogenous as possibleateds cne with
seven participants with disabilities and one with 10 without disabilities. gavticipants with

disabilities lived in the same residence where the group meetings were held. Oldepaticipated

in about 25 group meetings with the OT (M+SD: 24.3+2.2; Md+Q: 25+1.5), which amounted to 90%
or more of the number of sessions, and went on 4 or 5 outings (e.g. restaar&at,or museum).
Reasons for missing group meetings were mainly being ill, working or having an appoifthgent.
participants had 5 to 11 individual meetings with the OT (M+SD: 6.1+0.6; MéxQ).

Participants reported mostly positive effects from the program, sometimes no effect, but rarely
negative effects on their personal and environmental factors, and sodepaton (Figure 2). The
program fostered participants’ knowledge about health, social participatiomelaisd mobility.

This knowledge aroused the participants and, depending on their pdesxboed and with a safer
and mobilized environment, encouraged their efforts to take action (FigukétR)yegard to
personal factors, participants reported that the French-Canadistylef Redesign® modified their
vision of themselves and others, and empowered them. This vision and empowelteraiy bi
influenced the participants’ willingness to act, which in turn also sipitaodified their health and

relationship skills (Figure 2). In terms of interaction between personal andremental factors, by



169 facing challenges and taking action, participants reported that they imphawesacial

170 participation, leisure and mobility. Social participation improvement included singetheir health
171 habits, activities in the community or with others, social interactions both witliowside the

172 Lifestyle Redesign®, and, when simultaneously interacting with others,itm@bigure 2).

173 Health Before and after comparisons showed that, for both group as a whole, itipgrag’ health
174 had not changed but the mental component increased betwaed T, (Table 2). Surprisingly,

175 physical role decreased betweeraind T, indicating that older adults’ physical health affects time,
176 accomplishment and difficulties in daily activities. Although not significamtotional role, absence
177 of pain, social functioning and mental health scores showed a tendency to increase. é\toordin
178 group results, a decrease was observed in the physical compongakJ: 29.1+3 vs T. 25.74,
179 p=0.046), functioning (£ 7.5+8.1 vs T: 2.5£6.3 and 7 0+3.8, p=0.03 and 0.04) and role(T

180 75+19.5 vs T 31.3+26.6, p=0.04) but an improvement in paig #b+12.4 vs T. 56£13.8, p=0.03)
181 in older adults with disabilities. In older adults without disability, the mentapoment (: 54.5+5
182 vs T4 57.8%+4.3, p=0.04) and general healthr @4.5+10.9 vs T 87+£15.4, p=0.048) increased.

183 The majority of participants reported better mental health (Figuré el‘better, less

184 depressed..(P12). or [The program] makes me want to enjoy life aga{R10). Reduction of

185 symptoms (e.g. stiffness) was reported by participants (Figure 2). One oldeavtimaisabilities

186 explained that, during the grougMy legs hurt but it was okay. [...] If something interested me and |
187 liked it enough, | didn’t feel the pafinP11). In older adults without disability, positive health effects
188 were mainly perceived as being due to better health habits, such as increaszd pbiyvity.

189 Social Participation Considering all participants, social participation did not chang&iseymtly

190 after the intervention (Table 2) but increased for older adults with disab((ii: 2.5£7.5 vs T

191 7+11.9, p=0.03). Although not significant, a tendency toward improvement s@selaerved in

192 older adults without disabilities (T21+9 vs . 26+7.4, &: 27+7.4 and T. 28.5+6.5; p=0.14 to
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0.51). Several participants reported having increased their activities aoimunity or with others
(Figure 2); as one participant explain€d/e take more time [..\We go to the restaurant, visit
people, act like good neighbdr$P10). Others resumed previous activities or started new ones, like
this participant after an individual sessioh:ifiduced me to find volunteer work that | ikéP9).
Although the program encouraged participants to act (Figuré @): rhore things now because |
order myself to do something. Before the program, | just sat imeme@y armchair, waiting for time to
go by’ (P12), being more active did not always transform into changes in actidoese

participants faced participation challenges and others struggled with parsmyezxperimenting or
searching for meaningful activities. Nevertheless, meeting people, benefiting froemgges with
others, and contributing to the group were among the important contributions of the program (Figure
2): “l get a lot out of being with others and being able to E{RY). It also helped to optimize
interpersonal relationshipgThe program] made me want to be more open, to sociali2a3).
Leisure Pre- and post-intervention comparisons showed that participants’ ldiduret change,
except for an increase in interest betweeand T (Table 2). Frequency of activities decreased
between 7 and both Fand T, as did the desire to modify leisure practice betweeand T..
Impairments increased betweenahd T, but decreased betweepdnd T, (Table 2). Finally, there
were fewer physical environment obstacles at bethn@ T, than T, but social environment

obstacles decreased betwegraitd both T and T,. Results per group also revealed an increase in
interest (T: 23+1.8 vs F: 25+1.4, p=0.02) but decrease in frequency of activitigs2T.5+2.1 vs

T3: 19+1.3, p=0.03) in older adults without disability. The desire to modify practicelatseased

for this group (T: 17.1£1.3 vs T 15+1.1, p=0.01; ¥ 17.5+1.7 vs T. 15.5+1.4 and 7, p=0.049 and
0.01). Impairments in older adults without disability also changed over tn€é%3 vs T: 3+2.6,

T3 2.5+2.1 and T 2+2.4, p=0.02, 0.02 and 0.03). In older adults with disabilities, positive aitude

toward leisure increased after the intervention {R.5+1.4 vs T. 15.5+1.5, p=0.04).

10
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Although some participants reported no change in leisure, others planned doedor ractually
increased the frequency of, for example, physical exercise such as watkitaglye(Figure 2): I
started doing it again. | walk for an hour or hour-and-a-half every morning andtsna®in the
afternoon” (P5). Although not all maintained, participants resumed or modified prel@sure
activities or tried new ones, including more intellectual stimulation or physicaisxefThe
occupational therapist] showed us proprioception so | do balance egstdiB3). Participants
reported changes in meditation (Figure 2)tarted exploring it. It feels good, relaxifigP6).
Mobility: Life-space mobility decreased betwearahd T, i.e. in wintertime, and increased again
between T and T, (Table 2). Maximum space mobility with any type of assistance did not change
after the intervention, except for without human or any assistance, whichsiethedween ;land
respectively Tand T,. A decrease followed by an increase in life-space mobility was also eldserv
in older adults without disability ¢T 73+8.3 vs T: 83+£7.3 and 7. 82+6.3, p=0.01 and 0.02).

Because of the program, participants reported increased mobility (Figure 2)Tdg.pfogram]
got me out of my roofh(P17). Several participants visited new placeBhére are places where
I've never been and where | would never have gone efthgr hadn’t been out to eaince my
stroke]...] I went back to the pub twice after [the program] with my childr@al11). Nevertheless,
for several participants travel did not differ after the program, especially ititiogg their own car.
Discussion: This pilot study explored the influence of the French Lifestyle Redesign® on French
Canadian older adults’ health, social participation, leisure and mobility. Imanmthis version
seemed to have a beneficial effect on participants’ mental hedlihtenest in leisure and, in those
with disabilities, improved social participation and attitudes toward leisuricipants reported
positive effects on their health, leisure, mobility and social participation, ane dretfuency and
quality of their contacts. Discrepancies might be explained by: 1) outcomesrtiffaneasured and

defined by participants, or 2) difficulties in accurately perceiving changek@R& Lachman, 2008).
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Contrary to the original version (Clark et al., 2001; Clark et al., 18k et al., 2012) and as
with previously adapted versions of Lifestyle Redesign® (Horowitz & Chang, 286Ksan et al.,
2000; Johansson & Bjorklund, 2016; Lund et al., 2012; Matuska et al., 2003ta#oenal., 2008),
the absence of further significant results might be due to the small sapeplin she present study,
power based on social participation betweeaid both Fand T, was 35.5 and 10.5%,
respectively. Moreover, although a shorter version of the Lifestyle Redesign was fourfdasilble
with highfunctioning participants (Cassidy et al., 2017), 6 months is a minimal peritduddype
of intervention, which might partly explain the limited changes. The presaplessvas Caucasian
and educated, and the majority of participants had a high income and good heditd badn
exposed to public health messages concerning the importance of life habits, vgtithalsa
contribute to the limited changes. In another qualitative study, howewei éw participants
reported that Lifestyle Redesign® had not impacted them appreciably (Bldan20a0).

Although facing similar challenges in terms of disability prevention and life exméesan
(Organisation de coopération et de développement économiES), the experience of French-
Canadian older adults might also reflect differences in culture, health hathesanvironment. For
example, in working class neighborhoods, the fundamental values are: 1) the great imgiveanc
to daily life and immediate pleasures, destiny and resourcefulness, B)itdueam merit assigned to
education and scientific knowledge, 3) the focus on concrete knowledge as wellpessoteal and
affective relationships, and 4) the importance attached to one’s group ghidarebod, coupled
with a mistrust of people from other social backgrounds (Lacourse, 2011). Agrtygopular
culture, the body and health are tools whose use is maximized by accepting that thagnahade,
while the wealthy want to preserve them for as long as possiblenaact;ardance with Lifestyle
Redesign®, practice moderation. Lifestyle habits are perceived by the less affluent as anaky

life easier and little emphasis is placed on prevention (Lacourse, 2011jirDifd@ many health
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265 lifestyle outcomes, inhabitants of eastern Canada have been classifiatgahiéenost healthy
266 compared to the most unhealthy in the southern U.S. (Krueger, Bhaloo &naild Rosenau,
267 2009). In addition, the government has safety-net policies, including for reoe@/inistére de la
268 santé et des services socidMSSS), 2003] and aging at honiiistere de la famille et des ainés
269 & Ministére de la santé et des services soci2042), Act respecting health services and social
270 services, and Autonomy Insurance Act (MSSS, 2013). These policiespdeeiemted partly

271 through publicly-funded HSSCs, which are responsible for providing frertialthcare to people
272 in their territory, including homecare for older adults. Similar to the Americandsiedand

273 Medicaid programs (Richmond & Fein, 2005), the Canadian healthcare systemlysfimanced
274  through tax revenues. HSSCs coordinate various services for older adults, taking into aegount th
275 specific situation, their needs, and their physical and social environmeiattnership with

276 community organizations and social economy enterprises, HSSC prqurite a wide range of
277 services and activities, which might sometimes limit mutual aid between citizenshylon

278 government assistance. Finally, winter weather conditions might also festeadfthe current

279 results. While summers in Quebec are comfortable and wet with daily higbreome above 66°F,
280 winters are cold and snowy with 32°F (Weather Spark, 2018), which nraketrmore difficult.
281 Health Contrary to the lack of changes in health found in the present study, pretidies on the
282 original Lifestyle Redesign® showed that it prevented or slowed a daulimealth in the

283 experimental compared to the control group (Clark et al., 1997; 2001; 2012). Moreovedasgco
284 analyses of the second RCT showed that higher activity frequency wamtessovith fewer

285 depressive symptoms via enhanced social connections (Juang et gl. S2@h7mediating

286 mechanisms and the qualitative results from the present study point torjplexity of the effects
287 of the intervention on health. For example, the decreased physical rdle irapact of physical

288 health on time, accomplishment and difficulties in regular daily actiyvitight be attributable to the
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participants’ greater awareness of their impairments. Notably, physical rolé&aitg were
especially influenced by the intervention in the first Lifestyle Rephe® study (Clark et al., 1997).
Social ParticipationIn line with two previous studies (Johansson & Bjorklund, 2016; Matuska et
al., 2003), an adapted Lifestyle Redesign® version tends to increase adwghgion. According

to the participants in the current study and second RCT (Blanchard, 2@&l¥ervention fostered
not only social activities and interactions but also personal and environmented fhatare
prerequisites to social participation, such as relationship skills and arsetevark. These benefits
were multifaceted and diverse, and especially in social support and heéithy.&ther
interventions can foster social participation in older adults (Raymond et al), 2@13ding those
with disabilities (Levasseur et al., 2016). Nevertheless, maintaining;mgoging with or searching
for activities often requires personalized assistance (Leblanc et al., submitted).

Leisure Further assistance might also be needed to modify and maintain leisuteeactdider
adults are not always physically and emotionally able to do social and leisure actitiassgur et
al., 2016). Adapting leisure activities to older adults’ capacities often requerexpertise of an
occupational therapist and recreologist. Other studies found increased frequency of leisties act
(Chang et al., 2015; Kao & Chang, 2017), including in older adults with tiis{Desrosiers et

al., 2007; Levasseur et al., 2016). As for social participation, interventions o lectivities are
currently not sufficiently targeted in Quebec community occupationapkiigractice (Turcotte et
al., 2015). Education focusing on the meaning of activities for the person (Dattit,Kler,
2001; Lee & Payne, 2016) and awareness (Dattilo, 2015, 2016; Keibler, 2001;INtctie 2014,
Mundy, 1998) appears effective to increase leisure (Carbonneau et al., 20 K1 kang, 2017).
Mobility: Because mobility is especially influenced by the weather, changes in mobility over time
might be due to the winter and, for some participants, living in resid€heg.nevertheless reported

an increase in their mobility, which sometimes involved changes in the percegtthesetwork,
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such as a family member or health assistant, who had concerns about Wedimgr&uch concerns
and help from the Lifestyle Redesign® to overcome challenges in public transportatoslsee
observed previously (Blanchard, 2010). Similar to these resulsgmadized assistance improved
older adults’ travel habits and increased the places visited and the abiityaiatione (Pigeon et
al., submitted), which was found to be restricted during aging (Yen et al., 2009).

Participants with DisabilitiesThe influence differed according to the participants’ characteristics,
such as medical conditions. In those with disabilities, the decrease in #ieaplspmponent,
functioning and role, and increase in impairments may be due to coping motisdeealth problems
and disabilities while increasing activities. Such challenges were prigviepsrted with the

original Lifestyle Redesign (Blanchard, 2010), adaptations (Horowitz & Chang, 200d et al.,
2012) and other interventions (Levasseur et al., 2016). It is importantgbthdgrogram to the
group’s specific needs (Clark et al., 2015), especially for those with digabditd, as discussed by
Blanchard (2010), in accordance with the participants’ beliefs, values, and ps#thsgo

End of the InterventiarBecause the follow-up was only 6 months after the intervention and
measurements were influenced by the weather, it is difficjlidige the sustainability of the
changes. Nonetheless, when interviewed one month after the intervpatioripants reported that
they missed the group, which negatively impacted their morale. Those veitfililss needed the
assistance of the intervention to maintain some benefits, such as getting out. athgatjis
important to prepare participants who need social interactions and assistanceridrahthe
intervention and allocate the necessary resources to maintain the benefissf@aswan another
intervention with older adults with disabilities (Levasseur et al., submitted). Fiidiessneed to
document facilitators and challenges to the intervention as well as the sustginabhianges.
Study Strengths and LimitatiarSonducted with partners from different fields of expertise, this is

the first rigorous, mixed-method study of Lifestyle Redesign® with French-Gamaldler adults.
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337 The combination of deductive and inductive processes made it possible to providelnuance
338 explanations, in the participants’ own words, of how the intervention affecteckiiag¢ were not

339 necessarily measured by questionnaires. The plurality of data sources allangdlation of the
340 data, and foster good internal validity (Laperriere, 1997). Social desirability was meditny

341 undetailed explanation of the research objectives and reassuring participaneréhaetie no right
342 or wrong answers. Study limitations included singall sample size and lack of control group.

343 Conclusion: Lifestyle Redesign® is a promising occupational therapy interventiasider

344 community-dwelling French-Canadians that seemed, as reportetimygants, to have a beneficial
345 effect on participants’ mental health and interest in leisure and, in those \aitiiities, improved
346 social participation and attitudes toward leisure. This intervention has théigddtenffer

347 occupational therapists an innovative and rigorous intervention to promote mebantgfealthy
348 activities among French-Canadian older adults. In line with strategies to addaggsgaglobal

349 population, Lifestyle Redesign® can lead to new opportunities for older adults to adlipy he
350 habits and enhance the social component of their lives. This intervention captatiae how the
351 needs of older adults are met, including the use of personal and environmental resources.
352 As they are under-evaluated, further research is needed on innovativentiters fostering

353 community integration and optimization of resources. In addition, more studies Bretich-

354 Canadian Lifestyle Redesign® using larger samples and experimentalsdessgequired. It would
355 also be interesting to explore facilitators and challenges to the interventids amnplementation.
356 Acknowledgments: This work was funded by the Quebec Network for Research on Aging and the
357 Canadian Institutes of Health Research (CIHR; grant #126315). Free bus tokens were kindly
358 provided by the Sherbrooke Transit Corporation. [Name of first authoHégd de la recherche

359  du Québec-Santé (FRQS) Junior 1 Researcher (#26815) and CIHR New Investigator (#360880). The

360 researchers wish to thank [colleagues’names], and the older adults who giadiaipthe study.
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Table 1. Characteristics of participants (n=17)
Participant # Age Disability? ~ Gende? Type of Living

Incomé  Schooling Self-rated Health # of group # of individual

(years) residencé situatiorf healt condition§  meetings meetings
P1 72 2 M 2 1 6 5 1 1 27 5
P2 85 4.5 W 1 1 R 5 1 2,4 22 6
P3 71 6 W 1 1 5 3 1 14 26 6
P4 90 2 W 2 3 5 5 2 1,2 23 6
P5 80 55 M 2 2 5 3 1 6 23 6
P6 73 1 W 1 1 5 4 1 2 23 6
P7 72 9 M 1 2 5 5 2 1,2 27 6
P8 75 7 W 2 1 3 3 2 2,3, 19 6
P9 68 10.5 W 1 1 2 4 2 2,4t 25 6
P10 65 20 M 2 2 5 4 2 3,4,5,¢ 22 6
P11 80 28.5 M 2 2 5 3 3 1,2,3,¢ 25 6
P12 72 16.5 M 2 1 2 5 4 1,3,¢ 26 8
P13 68 39.5 w 3 4 5 3 3 S 24 11
P14 88 38.5 w 3 4 2 3 2 1,2,3, 26 6
P15 84 44 w 3 4 R 3 2 3.5, 26 6
P16 79 455 w 3 4 R 3 3 1,2,€ 26 7
P17+ 97 425 w 3 4 R 3 3 1,23 23 6

& Functional Autonomy Measurement System (/&B);none; 5-19: slight to moderate; >19: moderate to severe

® W: woman and M: man

(1) owner, (2) tenant, (3) lives in a seniors’ residence

4(1) lives alone, (2) lives with a partner, (3) lives with family member, t#ro

¢ (1) <CAN$10,000, (2) CAN$10,001-15,000, (3) CAN$15,001-20,000, (4) CAN$20,001-25,000, (5) CAN$25,001-40,000, (6) >CANS$40,000s¢R}dr@nswer or
doesn’t know

" (1) none, (2) 1-6 years, (3) 7-11 years, (4) 12-14 years, (5) 15-16 years, (6) >16 years

9 (1) Excellent, (2) good, (3) fair, (4) poor

" According to the International Classification of Diseases (ICD-10): (1) diseases of the eye and adnexa, (2) diseasessolotkeletal system and connective
tissue, (3) diseases of the circulatory system, (4) endocrine, nutritional amlinetseases, (5) diseases of the nervous system, and (6) other

* Participant who did not complete the questionnaires
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Table 2. Comparisons of scoreson main variables before and after theintervention (n=16)

Ty T2 Ts Ty p
Continuous variabl Md (Q)* Md (Q) Md (Q) Md (Q) value**
Health (SF-36; /100)
e Physical functioning 57.5(36.3) 62.5(38.8) 65(41.9) 62.5(43.8) 0.56
« Physical role 78.1(21.6) 93.8(23.4) 59.4 (30.5¢ 87.5(24.2) 0.05
« Absence of pain 62(16.3) 61(18.9) 51(29.8) 61.5(14.3) 0.18
¢ General health 72 (16) 67 (21.9) 57 (22.9) 67 (17.5) 0.48
« Vitality 62.5(13.3) 59.4 (14.8) 56.3(18) 62.5(14.8) 0.69
« Social functioning 87.5(17.2) 87.5(23.4) 68.8(23.4) 87.5(12.5) 0.62
e Emotional role 100 (15.6) 95.8(20.8) 100 (15.6) 100 (3.1) 0.33
e Mental health 80(11.9) 80 (14.4) 77.5(15.6) 80 (9.4) 0.60
Physical component 41.1(10.9) 38.1(11.7) 39.5(12.4) 40.8(10.1) 0.51
Mental component 54.7 (5.7) 54.8(7.6) 53.7(4.7) 559(4.8° 0.11
Social participation (# of activities/montt 19 (12.3 22.5(10.3 24 (9.6 24 (11.6 0.12
Leisureprofile
Involvement
e Interest (/30) 21 (3.3) 24 (2.3¢ 23 (3.4) 22.5(3.8) 0.07
« Frequency of activities (/30) 17 (4.6) 19 (4.6) 18(38f  18(4.9) 0.05
e Desire to modify
o Practice (/30) 17.1(1.4) 175(2.2) 165(2.9) 155(1.5) 0.049
o Frequency (/30) 17 (2.3) 18 (1.8) 17 (2) 16 (1.9) 0.61
Attitudes (/34) 26 (2) 255(2.4) 26(2.8) 25.5(2.3) 0.97
e Positive (/17) 13 (2) 14 (1) 13 (0.9) 13 (1.4) 0.13
¢ Negative (/17) 3(1.5) 4(2) 4(1.9) 3(1.9 0.19
Difficulties
e Impairments (/17) 5(3.3) 7(4)° 45377  55(4) 0.11
« Physical environment obstacles (/5) 1(0.5) 1.1(06) 06(11) 1.6(1.3) 0.24
e ... inleisure (/5) 0 (0.5) 1.1 (0.6) 0 (0.6) 1.1(1.3) 0.48
« Social environment obstacles (/6) 1" 1(1) 1(0.9) 1(0.9) 0.07
e ...in leisure (/6 0(0.9) 0(1) 0(0.5) 0(0.9) 0.54
Life-space mobility (L SA; /120) 75 (32.2 63 (24.5°¢ 74 (27 77 (27.6" 0.0¢
e Maximum (/5) 5(0.5) 4 (0.5 5(0.5 5(0.5 0.17
e Assisted (/5) 5(2.1) 4 (2.3) 5 (1.5) 5 (1.4) 0.09
e Independent (/5) 5(2.5) 4 (2.5)° 5(2.5) 5(2.5) 0.045

* Median (semi-interquartile range)
** Friedman test
Differences associated with Wilcoxon signed rank test

& T, differs significantly from § ¢ T, differs significantly from §
b T, differs significantly from | " T, differs significantly from
¢ T, differs significantly from T and T 9 T, differs significantly from Tand T
4 T, differs significantly from Fand Tz h T, differs significantly from Fand T,

SF-36: 36-item Short Form Health Survey; higher score indicates better health; change of 5 paitdas smore
clinically significant

Social participation: Frequency of participation in 10 community activities; higioee $ndicates greater frequency of
social participation; change of 1 point on score for each activity clinically significant

Leisure profile: higher score indicates greater involvement in leistirgtias, positive attitude toward leisure, or fewer
difficulties

LSA: Life-Space Assessment; higher scores indicate better range, independence, and frequency of movement over the
last 4 weeks
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Figure 3: Positive, negative or no influence of the French Lifestyle Redesign®
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Semi-structured interview quide

Effects of theLifestyle Redesigh program

I ntroduction

The interview that we will be doing together today concerns your impressions following the
Lifestyle Redesigprogram. | am interested in your experience with the program. Yow kest

what you experienced and | would like to know your perceptions of thegmnod he interview

will be taped and transcribed but only the research team will have access to the transcript. The
focus of the interview is your experience during the program, and its effects.

Please note that:

o Everything said during the interview will be kept confidential;
. There are no right or wrong answers; only your reality.

During the interview, if my questions aren’t clear or if they embarrass you, you can stop me, ask
for an explanation or decide not to answer. | will now check that the recorder is working properly.

Are you ready to start?

*Instructionsto theinterviewer: Cover the different types of social and leisure activities

A) Artistic: photography/music/singing/painting/watching television/listening to the radio/
music, going to the movies/theater.

B) Intellectual: reading newspapers/novels, going to conferences, taking contirducg-€
tion courses/language courses, doing crosswords/Sudoku/Scrabble, using thercompute

C) Manual: gardening, sewing, knitting, carpentry, cooking.

D) Physical: walking, cycling, swimming, bowling, pool, hockey, boules, horseshoes.

E) Social: visiting family and friends, board games, cards, going to the restaurant, gojng to
the mall, family outings, meetings, dinner with friends, fraternal organization.

F) Volunteer: with a community organization.

G) Community: practising an outdoor pastime, attending a community/recreation center,
going to stores/restaurants/cafes/library/cultural center, attending a sports or cultural
event, participating in a discussion or support group.




1) Tell me about your experience with the program.

a.

Tell me about thehanges you have made as a result of the program. [reformulation:
How have your activities changed as a result of the program?] (*Cover the different
types of activities: artistic, intellectual, manual, physical, social, volunteer, community,
as well as the following themes: living space, health including compassion and
gratitude, and involvement in meaningful activities including life balance.)

e How did the program influence your living space (e.g. the places you go to)?

e How did the program influence how you get around?

e How did the program affect your health?

¢ How did the program affect your relationships?

e How did the program affect your compassion?

e How did the program affect your gratitude?

e How did the program affect your involvement?

e How did the program challenge you?

e How did the program influence your feeling of being competent?

e How did the program influence the meaning of your activities in your eyes?

e How did the program influence your view of things during difficultdg@

Tell me about thectivities you did in connection with the program. [reformulation:
What activities did you do in connection with the program, with or without the group?]
(*Cover the different types of activities: artistic, intellectual, manual, physical, social,
volunteer, community.)

Regardindgeisur e activities you consider important:
o How did the program affect your ability to do them?
o How did the program affect the frequency of these activities?

Regardingsocial activities you consider important:
o How did the program affect your ability to do them?
e How did the program affect the frequency of these activities?

Regardingactivitiesin the community you consider important:
e How did the program affect your ability to do them?
o How did the program affect the frequency of these activities?



2. Whateffects did the program have on your life? [reformulation: What did you gebfut
the program?]
i. How did the program affegiou personally?
. How did the program affect yopearticipation?
iii. How did the program affect yolimitations?

iv. How did the program affect yoactivities?
V. How did the program affect youwelationships?
Vi. How did the program affect yoenvironment (physical and social)?

3. What did you like about the program? [reformulatigvhat were the positive aspecisthe
program?]

a. What did you like about thactivities you did during the program?_[reformulation
What were the positivaspects of the activities you did during the program?](* Cover
the different types of activities: artistic, intellectual, manual, physical, social, volunteer,
community.)

4. What did you like lesabout the program? [reformulatiowwhat were the negativespects of
the program?]
a. What did you like lessibout theactivities you did during the program? [reformulation
What were the negativespects of the activities you did during the program?]

5.  What improvements do you think need to be made to the program?
6. How can your experience with thé#estyle Redesigprogram help you in the future?
7.  Would you recommend the program to others? Explain.

Conclusion
In closing, would you like to add anything else? Do you have any questions?

Thank you very much for meeting with me. We will analyze the interviews in the comimipsno

If we need more information, can | contact you again? In the meantime, if you have any
comments or questions about what we discussed, please write them down andngenbgct
email (address) or phone at XXX-XXX-XXXX eXt. XXXXX.
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