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Abstract
Introduction: This pilot randomized controlled trial assessed the effectiveness of a nurseoccupational therapist (OT) meeting on improving motor and social-cognitive functions, as
well as motivation, in a subacute hospital setting.
Methods: Participants were randomized to a weekly multidisciplinary team meeting group
(“control’’, n = 20) or a nurse-OT meeting group (“intervention”, n = 18). Medical care plans
in both groups were discussed in the weekly meeting. In addition, the details of daily life
problems for the intervention patients were discussed in the nurse-OT meeting. Outcome
measures included motor and social-cognitive functions assessed by the Functional
Independence Measure (FIM), and motivation assessed by the Vitality Index. Assessment timepoints were at admission and discharge.
Results: In the intervention group, additional improvements were found in the FIM cognitive
(p = .048, r = .32) and the Vitality Index (p = .027, r = .36), whereas the FIM motor was
improved in both groups (p ≤ .018, r ≥ .52).
Conclusion: We found significant improvement in motor function in both groups, and
additional improvements in social-cognitive function and motivation in the intervention group.
These observations suggest that collaborative practice between nurses and OTs could improve
functions underlying independent daily life in hospitalized elderly patients.

Keywords
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Introduction
Elderly patients have a high risk of activities of daily living (ADL) decline during hospitalization. Previous
studies indicated 23 to 46% of older people experience a loss of independence in ADL during their hospital
stay (Brown et al., 2004; Zisberg et al., 2011). The low level of independent ADL is associated with a higher
incidence of delirium (Avelino-Silva et al., 2014), nosocomial infections (Avelino-Silva et al., 2014), and
quality of life decline (Bornet et al., 2017). Moreover, the ADL decline is related to a higher proportion of
patients being discharged to nursing facilities (Harrison et al., 2017) and an increased mortality after
discharge (Lee et al., 2006).
Motor function decline is a major cause of disability in elderly patients (Zisberg et al., 2011). The decline
is associated with illness severity, age-related decline in physical function and hospitalization itself (Brown
et al., 2009). One study indicated that 16% of elderly patients were found to have low mobility and their risk
ratio for ADL decline was 4.1 when compared to high mobility patients (Brown et al., 2004).
Several studies also showed that cognitive impairment negatively influences ADL outcomes in hospitalized
elderly patients (Sands et al., 2003; Cornette et al., 2005). Generally, cognitively impaired individuals display
poor self-care management and an increased risk of falls (Fogg et al., 2018). However, interestingly,
increased risk of ADL dependency is caused not only by cognitive impairment itself, but also by a lack of
social-cognitive functional ability such as interpersonal and problem-solving skills (Mutai et al., 2012). For
example, poor interpersonal skill can cause a deterioration in relationship quality between patients and
healthcare providers, and this deterioration results in inefficient rehabilitation (Gialanella et al., 2012).
In contrast to the numerous studies on motor and cognitive functions, studies on the relationship between
ADL performance and motivation are limited. It was only reported that patients with high levels of
motivation achieved independent grooming performance (Fujita et al., 2017). On the other hand, low
motivation for self-care was more likely to increase the burden of caregivers (Ide-Okochi et al., 2013).
These observations suggest there is a need to develop a common understanding of each patient’s function
and motivation level among healthcare professionals. In particular, a common understanding is required
between nurses and Occupational Therapists (OTs) as both professions play a crucial role in maintaining and
recovering patients’ ADL. It is recognized that one of the essential roles of occupational therapy is to provide
a means to enable individuals to participate in daily life (Cunningham et al., 2012). Similarly, coaching
patients about independent self-care is an important role of nursing (Long et al., 2002). The overlapping

roles of nurses and OTs in ADL are generally observed in elderly services internationally (Booth et al., 2000).
This overlap increases the importance of collaborative practice (CP) between the two professions.
Although the importance of CP between nurses and OTs is widely recognized, there is limited information
about the specific outcomes of such collaboration. To our knowledge, it is only known that small-group
activities based on nurse-OT collaboration increased interpersonal communication opportunities in
hospitalized elderly patients with dementia (Tsuchiya et al., 2016). To date it has not been adequately
discussed whether this type of collaboration contributes to recovering independent daily life in hospitalized
elderly patients.
The aim of the present pilot study was to evaluate the effects of a nurse-OT meeting on improving function
and motivation. In order to monitor effectiveness, we chose a community-based care ward. The main role of
this ward is to facilitate hospital discharge in a timely fashion, so recovery of each patient’s ADL
performance is the major concern. For this reason, we concluded that this ward was an optimal setting to
examine the effectiveness of CP.

Methods
The study was approved by the ethics committees of the hospital and the university, and written informed
consent was obtained from all participants. The research is reported according to the Consolidated Standards
Reporting Trials guidelines.

Trial design
This study was a pilot randomized controlled trial (RCT) with blinded outcome assessment.

Participants
Participants were recruited from a community-based care ward in a general hospital. The ward is a new type
of hospital unit launched in Japan in 2014, to provide subacute care for elderly patients who need intensive
rehabilitation services. The ward in this study was a 40-bed unit that cares for approximately 1,000 patients
per year, and most patients were transferred from an acute care ward in the same hospital. Participants
received approximately 40 minutes of rehabilitation therapy per day, five days a week. The rehabilitation

sessions included physical, occupational and/or speech-language therapies. Inclusion criteria were patients
who received rehabilitation therapy and were aged 65 years or older. Terminal cancer patients or patients
who did not give informed consent were excluded. The study coordinator identified eligible patients from
the hospital database and contacted the patients and their family members to explain the study. At least one
day was given to consider whether to participate.

Interventions
Two types of team meetings were held in the ward: a weekly multidisciplinary team (MDT) meeting and a
nurse-OT meeting. All participants were discussed in the weekly MDT meeting and the intervention group
participants were additionally discussed in the nurse-OT meeting. Medical care plans for all participants
were discussed in the weekly MDT meeting. In addition, the details of daily life problems for only the
intervention group participants were discussed in the nurse-OT meeting. In the weekly MDT meeting,
assessment data related to each patient’s medical condition were shared among healthcare professionals.
Nurses reported patients’ current health issues, a social worker reported the socioeconomic status and a
representative therapist reported the functional capability which was documented by responsible therapists.
Based on their reports, a physician decided on a final treatment policy. Approximately five minutes were
allocated for each patient.
In the nurse-OT meeting, patients’ motor and social-cognitive functions based on the Functional
Independence Measure (FIM) were assessed between the two professionals. The nurse-OT meeting was
conducted in accordance with the Situation-Background-Assessment-Recommendation (SBAR) technique
to identify patient’s daily life problems and appropriate solutions (Velji et al., 2008). As necessary, video
recording was used to check for problems in patients’ ADL performance. Verbal permission was obtained
from the patients prior to each recording in order to pay special attention to patients’ rights and privacy. The
recordings were used only for the meeting. After reaching a mutual understanding of the current state,
concrete plans for therapy integration into ADL were discussed. Finally, they provided detailed feedback to
other nurses and the responsible therapists. Approximately 15 minutes were allocated for one patient.

Outcomes
Socio-demographic and clinical characteristics for the study included age, sex, living state (in their own
home or in a facility), family living together in home living patients (alone or with family), disease
classification in the rehabilitation system of the Japanese Ministry of Health, Labour and Welfare, and the
Charlson comorbidity index (Charlson et al., 1987). The length of stay in the acute ward was monitored
because a longer length of stay could indicate a potential reduction in function and motivation (Heruti et al.,
2002). In addition, discharge destination and length of stay were included.
The primary outcomes were motor and social-cognitive functions assessed by the FIM (Tokunaga et al.,
2017). The FIM is a widely used assessment in medical rehabilitation. It consists of 13 motor and five
cognitive items. The motor section has four subscales: Self-care, Sphincter, Transfer and Locomotion. The
cognitive section has two subscales: Communication and Social cognition. The FIM score ranges from 1
(dependence) to 7 (independence) for 18 items with a maximum score of 126 that indicates total functional
independence. FIM-related parameters were also used: FIM gain and FIM efficiency (Tokunaga et al., 2017).
The FIM gain was defined as each score at discharge minus each score at admission. This reflects functional
improvement during hospitalization. In addition, the FIM efficiency was defined as each gain divided by the
length of the hospital stay. This reflects the speed of functional improvement.
The secondary outcome was motivation assessed by the Vitality Index (Toba et al., 2002). It consists of five
items: Waking pattern, Communication, Feeding, On and off toilet, and Rehabilitation or other activity. The
Vitality Index score ranges from 0 (no motivation) to 2 (complete motivation) for five items with a maximum
score of 10. The index principally focuses on self-motivation, regardless of the degree of independence. For
example, in the subscale of feeding the highest score is selected when a patient expresses a willingness to
eat even with total assistance.
The blinded evaluators were OTs who were familiar with using the instruments, and the assessments were
performed within 72 hours after admission and no more than 72 hours before discharge.

Sample size
Due to a lack of preliminary data on the effect of nurse-OT collaboration on function and motivation in
hospitalized elderly patients, there was no formal power calculation for this pilot study.

Randomisation
Participants were assigned to either a control group or an intervention group using a computer-generated
random number. The allotment procedure was blinded to participants, nurses and therapists, but the study
coordinator was not blinded. The coordinator was not involved in any coordination processes in the MDT
meetings.

Statistical methods
We assessed assumption of normality using the Shapiro-Wilk test, and found the data was not normally
distributed. As a result, non-parametric statistics were applied. The chi-square test or the Mann-Whitney U
test were used to compare a mix of nominal, ordinal and ratio variables in socio-demographic and clinical
characteristics between the two groups. Within-group analyses were performed using the Wilcoxon signedrank test for the FIM and the Vitality Index scores between different time points. The Mann-Whitney U test
was used to compare the FIM and the Vitality Index scores between the two groups.
The effect size r for each outcome variable was calculated to indicate the magnitude of performance
difference. The effect size r is considered to be a large effect at 0.50, a moderate effect at 0.30, and a small
effect at 0.10 (Cohen, 1988). Statistical analyses were performed using IBM SPSS for Windows, version 26.
Significance was set at p < .05.

Results
Figure 1 shows the recruitment and assignment of participants. Of the 388 patients admitted to the
community-based care ward between September 2016 and March 2017, 94 patients did not meet the
inclusion criteria. Two hundred fifty-six patients, including patients who did not give informed consent (n =

245) or terminal cancer patients (n = 11) were excluded. The remaining 38 patients consented to participate
in the study were allocated to either the control group (n = 20) or the intervention (n = 18) group. A discharge
assessment of one patient in the intervention group, who moved back to an acute ward for treatment of
another illness, was performed five days after the nurse-OT meeting.
Baseline socio-demographic and clinical characteristics are summarized in Table 1. The median ages of
control and intervention participants were 85.0 (IQR 83.0-88.0) years with 9 males and 11 females, and 84.5
(IQR 76.0-89.0) years with 6 males and 12 females, respectively. The median lengths of stay in the acute
ward were 18.5 (IQR 16.0-27.0) and 19.5 (IQR 14.0-24.0) days, respectively. Most participants had
musculoskeletal disease or disuse syndrome (84.2%). The baseline characteristics between the two groups
did not differ significantly.
During the hospital stay, both control and intervention groups received a similar length of rehabilitation
therapy per day (median (IQR) of 56.5 (47.5-61.0) vs. 47.0 (40.0-59.0) minutes).
The control group reviewed a weekly MDT meeting approximately three times (median (IQR) of 3.0 (1.55.0)). The patients in the intervention group reviewed the nurse-OT meeting once, in addition to a similar
number of MDT meetings (median (IQR) of 3.0 (2.0-4.0)). The nurse-OT meeting was held 7.0 days (IQR
5.5-9.0) after admission. No significant differences were detected for either discharge destination or length
of stay.
Table 2 shows the results of comparisons within and between the two groups. In the within-group analyses,
both groups showed significant improvements in the FIM total, FIM motor, Self-care, Sphincter, Transfer
and Locomotion scores with a large effect (p ≤ .018, r ≥ .52). In contrast, the FIM cognitive, the FIM Social
cognition, the Vitality Index total, Feeding, and On and off toilet in the Vitality Index subscales showed
significant improvements only in the intervention group with a moderate to large effect (p ≤ .046, r ≥ .47).
Intergroup comparisons showed that the intervention group gained additional improvements in the FIM
cognitive, FIM gain cognitive, and FIM efficiency cognitive scores, and the Vitality Index total and Vitality
Index Feeding scores with moderate effect size (p ≤ .048, r ≥. 32).

Discussion
We found that there were additional improvements in the FIM cognitive, the FIM gain cognitive and the FIM
efficiency cognitive scores, and the Vitality Index total and Vitality Index Feeding scores in the intervention
group, whereas the FIM motor scores improved in both groups.
The intervention group gained significant improvements in social-cognitive function and motivation
compared to the control group. One obvious reason for this difference is the therapy integration into ADL in
the nurse-OT meeting. One limitation of a conventional MDT meeting is a lack of interaction between
meeting members. Most of the time is spent on reporting each patient’s current state and there is little time
to discuss individual problem solving and goal setting (Monaghan et al., 2005). To solve this problem, we
first observed the communication behaviours among the team members and found that one barrier to
effective interaction was differences in perception of patients’ problems. To minimize the efforts needed to
reach a consensus on patient’s problems and maximize interaction to solve the problems, we adopted the
SBAR technique in the nurse-OT meeting. The situations and background information of specific episodes
were reported at the beginning of the meeting. At this stage, professional interpretations and judgments were
excluded as much as possible. After creating a mutual understanding of the current state, the assessment
phase was initiated. Clear separation between facts and value was helpful when discussing concrete plans
with limited meeting time. For example, when the nurse-OT meeting identified that a patient’s frequent
incontinence episodes (Situation and Background) were due to a problem with using a nurse call button to
get help to go to the toilet (Assessment), the responsible OT was advised to find a solution to help the patient
become familiar with using the button, and the ward nurses were advised to regularly encourage the patient
to go to the toilet with a supportive attitude (Recommendation). The usefulness of the SBAR technique
observed in the nurse-OT meeting could provide critical information for the design of successful MDT
meetings.
The nurse-OT meeting provided a framework for effective communications between nurses and OTs. In
elderly care, the two professions have different viewpoints regarding care, although both are engaged in the
same activities associated with self-care. For example, OTs focus on maximizing the capacity levels of ADL,
whereas nurses mainly support the performance levels of ADL outside rehabilitation therapy (Singh et al.,
2018). OTs prefer to use prompting and instructing, whereas nurses use supervision when interacting with

patients (Booth, 2001). Sometimes these different priorities and interaction styles in an overlapping area of
work lead to conflict between the two professions. Atwal (2002) identified that the interprofessional
relationship between nurses and OTs is often problematic owing to role confusion and competing priorities,
and emphasized the importance of effective communication. By using the nurse-OT meeting as a chance to
note the similarities and differences in nurse and OT roles, we could develop a framework for enhancing
effective team communication.
Contrary to our expectations, an additional improvement was found in social-cognitive function, although
the function was not a major issue discussed in the meetings. Many studies reported the effects of CP for
hospitalized elderly patients. For example, Steeman et al. (2006) demonstrated that discharge management
shared between trained nurses and social workers increased the rate of home discharge. Similarly, Healey et
al. (2004) showed that collaboration between nurses and physical therapists to prevent patients’ falls
contributed to reducing fall incidents. These studies indicate that targeted outcomes are directly influenced
by interventional approaches. In line with previous studies, we expected further improvements in ADL
performance in intervention patients. However, the additional improvement was found in social-cognitive
function. One reason may be behavioural changes in elderly patients caused by the CP between nurses and
OTs. Hospitalized elderly patients tend to feel a sense of isolation from their healthy life (Clarke et al., 2018).
Moreover, they also tend to feel confused or depressed in a new living environment (Givens et al., 2009).
These behavioural restrictions and emotional distress increase a sense of isolation, resulting in a deterioration
in relationship quality with others (Jurgens et al., 2012). The essential nature of our therapy integration into
ADL was to create consistent and supportive attitudes toward the elderly patients to solve their ADL
performance problems. Thus, it is reasonable to assume that the unified approach to care increased the social
interaction of patients with healthcare workers, and their behavioural changes were seen in the improvement
in social-cognitive function.
The Vitality Index was also improved in the intervention group, suggesting that the unified approach to
care could increase not only social interaction, but also self-confidence in living daily life. Of the five items
in the Vitality Index, the improved items were Feeding and On and off toilet, which were mainly discussed
in the nurse-OT meeting. However, it should be noted that no additional improvement was found in the Selfcare or Sphincter items of the FIM motor section. This discrepancy can be explained by a study that reported
a time gap between motivation and actual behaviour (Toba et al., 2002). The study examined the

effectiveness of a behavioural intervention program for urinary incontinence, and found that an improvement
in ADL performance occurred one or two weeks after increased motivation. Another study found a similar
time gap between the motivation and actual behaviour (Sniehotta et al., 2005). Taken together, it is possible
to assume that increased motivation is a critical step for independent ADL.
The FIM motor scores were significantly improved in both the control and intervention groups. This result
indicates that intensive rehabilitation in a community-based care ward was useful to improve ADL
performance, regardless of the intervention. In Japan, medical costs have increased with the growing elderly
population, and these socioeconomic changes have caused a paradigm shift in health care from hospitalbased to community-based (Arai et al., 2015). Under such circumstances, a community-based care ward
system was launched to facilitate short-term intensive rehabilitation aiming at early home discharge
(Ministry of Health, Labor and Welfare Japan, 2014). Another type of hospital unit providing rehabilitation
services is a convalescent rehabilitation ward (Mutai et al., 2012). Generally, patients needing convalescent
rehabilitation such as stroke and hip fracture patients use the ward. In this study, we found that our study
patients had a shorter length of stay (median (IQR) of 20.0 (17.0-32.0) days, mean ± SD of 25.2 ± 14.8 days)
and higher FIM gain motor (median (IQR) of 10.5 (5.0-19.0), mean ± SD of 14.6 ± 12.9 points) than those
in a convalescent rehabilitation ward (mean ± SD of 54.5 ± 37.7 days, 10.1 ± 10.9 points) (Mutai et al., 2012).
Although the baseline characteristics between the two studies were not adjusted, it is reasonable to assume
that the community-based care ward was useful to facilitate early home discharge and recovering ADL
performance.

Limitations
Several limitations of the present study should be acknowledged. Firstly, this study included selection bias
due to the nature of the pilot study. The participants were recruited from a single facility and most participants
had musculoskeletal disease or disuse syndrome. This may affect the generalizability of the study findings.
Secondly, the sample size was small. Low recruitment rates for pilot RCTs are a common issue (Gailey et
al., 2020). In the present study, identifying eligible patients and obtaining informed consent from both
patients and their family members by one study coordinator was a considerable challenge. This resulted in a
low recruitment rate (9.8%). To increase the sample size, administrative support at the organizational level

will be essential. Another limitation was the risk of treatment contamination. Although the nurses and
therapists were blinded in the study, the same staff provided hospital care to both groups. The unified
approach to care provided for intervention patients was exposed to all staff members, and therefore it may
have been possible that the staff-patient relationships in the ward were radically changed. To more clearly
test the effect of the nurse-OT meeting, a cluster-randomized trial design should be considered in future
RCTs.

Conclusion
We found significant improvements in motor function in both the control and intervention groups, and
additional improvements in social-cognitive function and motivation in the intervention group compared to
the control group. These observations suggest that CP between nurses and OTs could improve fundamental
functions underlying independent daily life in hospitalized elderly patients.

Key findings
A nurse-OT meeting improved patients’ social-cognitive function and motivation, as well as motor function.
The meeting provides a new model of nurse-OT collaboration for elderly patients in intensive rehabilitation
units.

What the study has added
This study assessed the effectiveness of a nurse-occupational therapist meeting in a subacute hospital setting.
The collaborative practice has the potential to improve hospital care services for elderly patients.
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Table 1. Socio-demographic and clinical characteristics of the participants (n = 38)
Control (n = 20)

Intervention (n =18)

p

Age, year, median (IQR)

85.0 (83.0-88.0)

84.5 (76.0-89.0)

.242

Sex, number, male/female

9/11

6/12

.463

Living state, number, home/facility

18/2

15/3

.448

Family living together in home living patients, number, alone/with family

11/7

12/3

.214

18.5 (16.0-27.0)

19.5 (14.0-24.0)

.510

Stroke

1 (5.0)

1 (5.6)

Musculoskeletal disease

8 (40.0)

7 (38.9)

Respiratory disease

1 (5.0)

1 (5.6)

Cardiovascular disease

1 (5.0)

1 (5.6)

Disuse syndrome

9 (45.0)

8 (44.4)

0.0 (0.0-1.5)

1.0 (0.0-2.0)

.617

56.5 (47.5-61.0)

47.0 (40.0-59.0)

.279

Length of stay in acute ward, days, median (IQR)
Disease classification, number (%)

Charlson comorbidity index, median (IQR)
Amount of therapy received, minutes, median (IQR)
Number of weekly meetings, median (IQR)

3.0 (1.5-5.0)

3.0 (2.0-4.0)

Number of nurse-OT meetings, median (IQR)

‐

1.0 (1.0-1.0)

Number of days from admission to nurse-OT meeting, median (IQR)

‐

7.0 (5.5-9.0)

11/9

14/4

.139

18.0 (12.0-37.5)

23.5 (20.0-31.0)

.161

Discharge destination, number, home/others
Length of stay, days, median (IQR)
OT: Occupational Therapist

.491

Table 2. Summary of outcome measurements at admission and discharge (n = 38)
Control (n = 20)
Admission
Discharge

Intervention (n = 18)
Admission
Discharge
p

FIM, median (IQR)
Total
Motor
Self-care
Sphincter
Transfer
Locomotion
Cognitive
Communication
Social cognition
FIM gain, median (IQR)
Total
Motor
Cognitive
FIM efficiency, median (IQR)
Total
Motor
Cognitive
Vitality Index, median (IQR)

73.5 (48.5-86.5)
44.5 (21.5-57.5)
22.0 (14.5-29.5)
9.0 (2.5-12.0)
11.0 (6.5-13.0)
3.5 (2.0-8.5)
25.0 (16.5-29.0)
12.5 (10.0-14.0)
14.0 (8.5-16.0)

87.0 (62.5-99.0)
57.5 (37.0-72.0)
27.5 (23.0-32.5)
12.0 (7.5-14.0)
13.0 (11.0-15.0)
8.5 (2.0-10.5)
26.0 (17.0-28.0)
12.0 (10.0-14.0)
14.0 (10.5-15.5)

< .001
< .001
< .001
.017
.001
.018
.558
.581
.215

r
.79
.81
.80
.53
.71
.52
.13
.12
.27

10.0 (3.0-19.0)
8.5 (3.0-18.5)
0.0 (0.0-1.0)

-

-

0.4 (0.1-1.0)
0.4 (0.1-0.8)
0.0 (0.0-0.0)

-

-

Total
7.0 (5.0-8.0)
Waking pattern
1.0 (1.0-2.0)
Communication
1.0 (1.0-2.0)
Feeding
2.0 (1.0-2.0)
On and off toilet
1.5 (1.0-2.0)
Rehabilitation or other activities
1.0 (1.0-1.0)
Values in bold indicate a significant difference
FIM: Functional Independence Measure

8.0 (5.0-8.0)
1.5 (1.0-2.0)
1.0 (1.0-2.0)
2.0 (1.0-2.0)
2.0 (1.0-2.0)
1.0 (1.0-1.0)

.238
.317
.564
.317
.157
1.000

.26
.22
.13
.22
.32
.00

p
59.5 (42.0-94.0)
33.5 (24.0-61.0)
19.5 (14.0-28.0)
7.0 (2.0-12.0)
10.0 (4.0-13.0)
2.0 (2.0-7.0)
27.5 (18.0-33.0)
12.0 (10.0-14.0)
15.5 (8.0-19.0)

100.0 (62.0-110.0)
69.5 (33.0-75.0)
33.0 (15.0-36.0)
10.5 (4.0-14.0)
15.5 (9.0-17.0)
7.0 (5.0-10.0)
30.0 (20.0-33.0)
14.0 (10.0-14.0)
17.5 (10.0-20.0)

14.0 (10.0-30.0)
11.5 (8.0-24.0)
1.0 (0.0-3.0)
0.6 (0.4-1.4)
0.6 (0.3-1.3)
0.1 (0.0-0.1)
8.0 (5.0-9.0)
2.0 (1.0-2.0)
1.0 (1.0-2.0)
2.0 (2.0-2.0)
2.0 (1.0-2.0)
1.0 (1.0-2.0)

9.0 (8.0-10.0)
2.0 (2.0-2.0)
1.5 (1.0-2.0)
2.0 (2.0-2.0)
2.0 (2.0-2.0)
1.0 (1.0-2.0)

r

Control vs. Intervention
Admission
Discharge
p
r
p
r

< .001
< .001
< .001
.007
< .001
.005
.004
.140
.008

.88
.88
.88
.63
.86
.67
.68
.35
.63

.770
.942
.918
.474
.255
.403
.305
.988
.411

.05
.01
.02
.12
.18
.14
.17
.00
.13

.292
.248
.247
.892
.132
.976
.048
.342
.106

.17
.19
.19
.02
.24
.00
.32
.15
.26

-

-

-

-

.070
.107
.035

.29
.26
.34

-

-

-

-

.077
.188
.042

.29
.21
.33

.64
.45
.24
.47
.50
.24

.365
.695
.807
.145
.794
.243

.15
.06
.04
.24
.04
.19

.027
.105
.541
.003
.196
.137

.36
.26
.10
.48
.21
.24

.007
.059
.317
.046
.034
.317

Figure 1. Participant flow throughout the study.

