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Exploring lived experience of occupational 

therapy facilitated physical activity among 

women with serious mental illness in Croatia 

Abstract 

Introduction: Physical activity (PA) is increasingly recognised in occupational therapy (OT) 

as a meaningful occupation supporting health, participation, and recovery. For women with 

serious mental illness (SMI), PA may offer benefits beyond fitness, including emotional 

regulation, identity reconstruction, and social connection. However, little is known about OT-

facilitated PA in Croatian psychiatric settings. 

Aim: To explore and describe the lived experience and personal meaning of OT-facilitated 

PA among women with SMI in Croatian psychiatric settings. 

Method: A qualitative design using interpretative phenomenological analysis (IPA) was 

employed. Eight women with SMI who had participated in OT-facilitated PA within the 

previous six months were recruited purposively. Semi-structured interviews were conducted 

in Croatian, audio-recorded, transcribed verbatim, and analysed idiographically before cross-

case theme development. MOHO informed interpretation of occupational dimensions. 

Findings: Five master themes were identified: movement as regulation and relief; PA as 

reclaiming self, agency, and personhood; PA participation shaped by structure, relationships, 

and choice; PA negotiated under constraints and trade-offs; and PA as connection with 

vulnerability. 

Conclusions: PA was experienced as meaningful occupation shaped by autonomy, 

symptoms, fatigue, institutional context, and relational support. 
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Significance: The study supports OT practice by showcasing choice, flexibility, relational 

support, and recovery-oriented PA interventions within psychiatric services. 
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Exploring lived experience of occupational therapy facilitated 

physical activity among women with serious mental illness in 

Croatia 

 
Introduction 

Physical activity (PA) is defined as any bodily movement produced by skeletal muscles that 

requires energy expenditure and includes all forms of movement during leisure, work, or daily 

routines (WHO, 2024). Within occupational therapy (OT), physical activities such as 

therapeutic walking, structured fitness sessions, or group sports are conceptualized not just as 

exercise but as meaningful occupations when they are purposeful and embedded in the 

person’s everyday life. From the perspective of the Model of Human Occupation (MOHO), 

participation in PA may be shaped by the interaction of volition, habituation, performance 

capacity, and environment (Taylor & Kielhofner, 2017, Chapter 1, p. 4). While other 

professions may focus on physical function, conditioning, or symptom management, OT 

frames PA as a therapeutic occupation that supports participation aligned with personal 

values, interests, and environmental contexts, promoting both physical and mental wellbeing 

(Cole, 2010). 

For individuals with serious mental illness (SMI) including schizophrenia, bipolar disorder, 

and major depressive disorder PA has demonstrated strong potential to improve overall 

health, social functioning, and recovery (Hovland et al., 2023). Integrating PA into OT for 

people with SMI may be understood as a relevant dimension of psychiatric rehabilitation. 

Despite the growing evidence supporting its benefits, implementation in psychiatric settings 

remains inconsistent and influenced by institutional constraints, therapist training, and 

individual motivational challenges (Hill et al., 2022; Cunningham & O’Sullivan, 2021).  
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In Croatia, as in many European countries, OT practice within psychiatry is evolving toward 

holistic and recovery-oriented approaches, with MOHO (Taylor & Kielhofner, 2017, Chapter 

1, p. 7) offering an occupation-focused framework for understanding participation. However, 

this transition faces barriers including limited resources, variable therapist expertise, and 

differing institutional capacities (Ivezić et al., 2009; Melnik et al., 2021). Understanding how 

women with SMI experience OT facilitated PA is critical for developing culturally and 

contextually appropriate interventions. Exploring their lived experiences can reveal how such 

activities influence daily routines, motivation, and community participation core elements of 

occupational engagement central to the professions therapeutic value base. 

Relation to previous studies 

Previous studies show that PA can support mental health, wellbeing, and recovery among 

people with SMI (Hovland et al., 2023; Smith & Merwin, 2021). A lot of this literature 

discusses PA as health behaviour, symptom management, or general rehabilitation rather than 

as OT-facilitated meaningful occupation. Within OT, Cole (2010) conceptualised PA through 

MOHO and pointed out its potential as meaningful participation. Woolley et al. (2020) also 

showed that women’s experiences of recovery-oriented OT groups may involve belonging, 

recognition, structure, and normality, also by being shaped by stigma and fit with lived 

experience. 

In the Croatian psychiatric context, existing literature describes mental health services, 

psychosocial rehabilitation, and the relationship between PA and mental health (Ivezić et al., 

2009; Radić & Škrbina, 2011; Melnik et al., 2021). Hovland et al. (2023) explored 

experiences of PA, health, and wellbeing among young adults with SMI, while Woolley et al. 

(2020) showed that women’s experiences of recovery-oriented OT groups may involve 

belonging, recognition, structure, and normality, while also being shaped by stigma and fit 

with lived experience. However, directly comparable studies exploring women’s lived 
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experience of OT-facilitated PA in Croatian psychiatric services are scarce. This study 

addresses a gap by exploring how women with SMI experience OT-facilitated PA as 

meaningful occupation, rather than measuring PA outcomes alone. 

State of the art 

PA is increasingly recognised as beneficial for mental health, with evidence suggesting 

positive effects on depression, anxiety, wellbeing, and quality of life (Glavaš & Pavela Banai, 

2024; Smith & Merwin, 2021; López-Torres Hidalgo & DEP-EXERCISE Group, 2019). But, 

within OT, PA should not be understood only as symptom reduction or physical exercise. 

From an occupational perspective, PA may become a meaningful occupation when it supports 

participation, personal choice, daily structure, social connection, and recovery-oriented 

engagement (Cole, 2010; Taylor & Kielhofner, 2017). 

PA understood as occupation, including outdoor or leisure-oriented movement, has also been 

discussed as relevant to mental health when activity is embedded in meaning, context, and 

participation rather than treated only as exercise (Eady & Hollywood, 2024; Queiroz et al., 

2021). From an evidence-based practice perspective, clinical reasoning should integrate 

research evidence, professional expertise, client values, and contextual fit (Tomlin & 

Borgetto, 2011). This supports the relevance of qualitative and lived-experience evidence 

when developing occupation-focused interventions in OT. 

Recovery-oriented mental health services focus on more than the clinical stabilisation of 

psychiatric symptoms and acute distress. They also emphasise hope, agency, participation, 

identity, social inclusion, and the person’s own experience of rebuilding everyday life (Kelly 

et al., 2010). From an OT perspective, recovery is closely connected to engagement in 

meaningful occupations and the reconstruction of roles, routines, and occupational identity 

(Kelly et al., 2010; Taylor & Kielhofner, 2017). Patient participation and shared decision-
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making are important because meaningful involvement depends on autonomy, collaboration, 

and the possibility to influence ones own therapeutic process (Jørgensen et al., 2024). 

In psychiatric inpatient settings, opportunities for meaningful occupation may be restricted by 

institutional routines, safety rules, limited resources, ward culture, and reduced access to 

community environments. Recent OT literature points out the importance of creating service-

level conditions that support occupational engagement in mental health inpatient units, rather 

than placing responsibility only on individual motivation (Levick et al., 2025). This is 

relevant for PA because participation may depend on whether activities are available, 

adaptable, safe, personally meaningful, and supported by staff. 

In Croatian psychiatric services, OT practice is developing within holistic and recovery-

oriented approaches, but existing literature suggests that mental health services continue to 

face organisational and contextual challenges (Ivezić et al., 2009; Melnik et al., 2021). 

Occupational therapists in Croatian psychiatric hospitals may provide activities such as 

medical gymnastics, therapeutic walking, relaxation groups, creative workshops, socialisation 

groups, gardening, sports, and fitness-based activities. These activities are often shaped by 

ward schedules, available space, staffing, patient condition, institutional rules, and 

collaboration with multidisciplinary teams. The Croatian context is important because the 

experience of PA is shaped not only by the activity itself, but also by how psychiatric OT is 

organised and delivered. Engagement in PA is also shaped by cultural and contextual 

meanings, making it important to examine how PA is experienced within specific service and 

social contexts rather than assuming that general PA recommendations transfer directly across 

settings (Rio & Saligan, 2023). 

Women-focused OT research in mental health also suggests that recovery and participation 

may be shaped by social isolation, stigma, role expectations, and the need for recognition and 

validation. Woolley et al. (2020) showed that womens experiences of recovery-oriented OT 
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groups following depression involved belonging, normality, structure, and recognition, but 

also varied depending on fit with lived experience and stigma-related concerns. This indicates 

that womens participation in therapeutic groups cannot be assumed to be universally positive 

and should be explored through lived experience. 

Current literature supports the potential value of PA in mental health and OT, but less is 

known specifically about women with SMI and how they experience OT-facilitated PA in 

Croatian psychiatric settings. Existing research has focused more on benefits, outcomes, or 

general implementation than on personal meaning, autonomy, vulnerability, and how PA is 

negotiated within everyday institutional and social contexts. This study addresses a gap by 

exploring womens lived experience of OT-facilitated PA as meaningful occupation in 

Croatian psychiatric services. 

Theoretical background 

The findings in this study were generated inductively through interpretative 

phenomenological analysis (IPA) (Smith & Osborn, 2015). MOHO was then used as the main 

OT interpretive lens for understanding how the findings reflected occupational participation, 

including participants motivation, routines, capacities, and environmental supports or barriers. 

MOHO was not used to predefine codes or themes, but to interpret how the developed 

findings reflected volition, habituation, performance capacity, and environment. Using theory 

in this way supports conceptual interpretation without replacing the inductive analysis of 

participants accounts (Jaccard & Jacoby, 2020). 

Occupational participation is described in MOHO as shaped through the interaction of 

volition, habituation, performance capacity, and environment (Taylor & Kielhofner, 2017). 

These concepts are relevant because participation in OT-facilitated PA cannot be explained 

only through motivation or exercise behaviour. But the PA participation may be influenced by 
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personal meaning, choice, routines, symptoms, fatigue, pain, medication effects, ward rules, 

available resources, and social support. 

Volition refers to motivation, values, interests, personal meaning, and perceived capability. In 

relation to PA, volition helps explain why choice, autonomy, and personal relevance may 

influence whether activity becomes meaningful. Habituation refers to habits, roles, and 

routines, which is relevant because PA may support daily structure and continuity of 

participation. Performance capacity refers to the physical and mental capacities that influence 

doing, including symptoms, fatigue, pain, stiffness, medication effects, and sleep. 

Environment refers to the physical, social, cultural, and institutional surroundings that may 

support or restrict participation, including ward routines, available space, therapist support, 

family support, and group climate. 

MOHO is useful for understanding OT-facilitated PA as a dynamic interaction between the 

person, occupation, and the environment. A participant may want to engage in PA, but 

symptoms, fatigue, medication effects, institutional restrictions, or lack of choice may still 

limit participation. Supportive routines, therapeutic relationships, family support, and 

opportunities for autonomy may help PA become possible and personally meaningful. 

This understanding is further supported by Wilcock and Hocking’s occupational perspective 

of health, where health is understood not only as symptom reduction, but also as participation 

in meaningful occupations that support doing, being, becoming, and belonging (Wilcock & 

Hocking, 2015). In this study, this perspective helps explain why OT-facilitated PA was not 

interpreted only as physical movement or symptom management, but as an occupation 

connected to identity, agency, belonging, and everyday life. 

Wilcock’s concepts of doing, being, and becoming further support this understanding of PA 

as meaningful occupation. “Doing” refers to engagement in activity itself, such as walking, 

stretching, exercising, or participating in group movement. “Being” refers to subjective 
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experience, presence, dignity, and feeling like oneself within occupation. “Becoming” refers 

to change, growth, recovery, and the development of future possibilities through occupational 

engagement (Wilcock, 1999). These concepts are useful for discussing how PA may support 

not only activity performance, but also participants experiences of identity, dignity, agency, 

and recovery-oriented participation. 

In this thesis, Wilcock and Hocking’s occupational perspective of health is not used as the 

main analytic or interpretive framework. Instead, it supports the discussion of how OT-

facilitated PA may be experienced as meaningful occupation. MOHO remains the main OT 

interpretive framework, while Wilcock and Hocking’s concepts help deepen the 

understanding of PA as doing, being, becoming and belonging. 

Aim 

To explore and describe the lived experience and personal meaning of OT-facilitated PA 

among women with SMI in Croatian psychiatric settings. 

Method 

A qualitative research design using a phenomenological approach was employed. 

Phenomenology is appropriate because the study aims to uncover and interpret the lived 

experiences and meanings that women with SMI attach to OT-facilitated PA within Croatian 

psychiatric contexts (Creswell & Creswell, 2018; Rodriguez & Smith, 2018). The purpose is 

not to quantify participation or outcomes, but to understand how participants make sense of 

their engagement, motivation, and sense of community through PA. According to Creswell 

and Creswell (2018), phenomenology seeks to describe the interpretation of an experience by 

exploring individuals subjective realities. This design is justified by the exploratory and 

interpretive nature of the aim, which focuses on how the experience is lived and understood, 

rather than on predicting or measuring effects. Interpretative phenomenological analysis (IPA)  
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guided the process of data collection and analysis, emphasizing detailed, idiographic 

examination of personal accounts (Smith & Fieldsend, 2021). IPAs alignment with OTs 

holistic and person-centered perspective makes it particularly suitable for investigating how 

meaning is constructed around therapeutic PA 

Participants 

The study involved eight women diagnosed with SMI who have completed an OT-facilitated 

PA in the psychiatric services in Croatia within past six months. This number allows for in-

depth, case-by-case exploration of experiences while maintaining analytic manageability, 

consistent with IPA methodology (Smith & Osborn, 2015). Participants represented diversity 

in age, diagnosis, and treatment setting to reflect a range of perspectives within psychiatric 

rehabilitation contexts. Each participant’s experience is viewed as a unique case contributing 

to a broader understanding of the shared phenomenon. 

Selection and recruitment method 

Purposive sampling was applied to identify individuals in which researcher strived to provide 

rich, relevant, and reflective accounts of the phenomenon (Palinkas et al.,2015). Inclusion was 

limited to those who have directly engaged in OT sessions that incorporate PA such as 

walking groups, fitness exercises, or sports-based interventions. Recruitment was facilitated 

through a clinician gatekeeper who was familiar with the service but was not part of the 

research team and had no supervisory relationship with the researcher. The gatekeeper 

identified potentially eligible participants according to the inclusion criteria and provided 

them with the participant information sheet. The gatekeeper did not obtain consent on behalf 

of the researcher and did not share patient contact details before consent. Interested 

participants then met with the researcher, who explained the study, checked understanding, 

answered questions, and obtained written informed consent before the interview. This 
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procedure protected confidentiality, reduced direct researcher access to patient records, and 

minimised the risk of perceived pressure to participate. 

The focus on women was shaped by ethical and contextual recruitment conditions. During the 

planning of recruitment, potentially eligible male service users were excluded because they 

were former patients of the researcher. Including men with whom the researcher previously 

had a therapeutic relationship could have increased the risk of role confusion, perceived 

pressure to participate, or therapeutic dependency. To protect voluntary participation and 

reduce the risk of coercion, recruitment was limited to women who could be approached 

through the clinician gatekeeper. This should be understood as an ethical and contextual 

boundary of the study, not as an assumption that men’s experiences of OT-facilitated PA are 

less relevant. In the study context, psychiatric wards were organised as gender-specific wards. 

Inclusion criteria 

Women (aged 18 years or older) diagnosed with a SMI such as schizophrenia, bipolar 

disorder, or major depressive disorder participated in OT-facilitated PA within the past 6 

months, in inpatient or community psychiatric care. 

 Cognitive and emotional capacity to provide informed consent and articulate experiences in 

an interview setting. This was initially assessed by the gatekeeper clinician based on their 

clinical knowledge of the patient’s current mental state, communication ability and emotional 

stability at the time of recruitment. The capacity was then further confirmed by the researcher 

during the consent process through discussion of the study purpose, voluntary participation, 

right to withdraw, and the participant’s ability to understand questions and express their 

experiences coherently. 

 Sufficient proficiency in Croatian to engage meaningfully in semi-structured interviews. 
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Exclusion criteria 

Individuals currently experiencing acute psychotic or manic episodes where participation 

could cause distress or impair communication. 

 Patients whose primary therapy does not involve OT or who have not participated in PA 

sessions facilitated by an occupational therapist. Individuals with physical disabilities that 

preclude engagement in PA-related OT interventions, unless their participation was explicitly 

adapted and supervised by OT staff.  

Example of setting of OT in Croatian psychiatry hospitals 

 

In the study context, occupational therapy in Croatian psychiatric hospitals was commonly 

organised around ward-based schedules and group-based interventions. Activities could 

include medical gymnastics, therapeutic walking, individual relaxation and groups relaxation, 

creative workshops, socialisation groups, gardening, sports, fitness-based activities, daily life 

skills training. The availability and form of these activities depended on ward routines, 

staffing, patient condition, institutional rules, available space, and collaboration with 

multidisciplinary teams. This contextual description is provided to clarify the setting in which 

participants experienced OT-facilitated PA. In this thesis, OT-facilitated PA refers to physical 

activities that were introduced, structured, adapted, or supported within OT sessions. 

Facilitation included offering activity options, supporting participation, adapting intensity or 

form of activity to the persons current capacity, considering safety and ward routines, and 

connecting movement to everyday participation, routine, motivation, and recovery-oriented 

goals. OT facilitation was not understood as exercise instruction alone, but as occupation-

focused support for making PA possible, meaningful, and personally relevant. 
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Positionality 

 

The author of this study has experience spanning 14 years in the field of psychiatric care, with 

a notable emphasis on integrating PA into patient treatment. This experience contains a 

various range of activities, including leisure sports such as basketball, soccer, table tennis, 

badminton etc. Additionally, the researcher's expertise in medical gymnastics and various 

fitness activities is augmented by credentials as a licensed fitness instructor. This extensive 

and varied professional background provides a solid foundation for understanding the 

complexities involved in integrating PA within OT for mental-health patients. It has 

influenced the study by shaping the choice of a phenomenological approach, which allowed 

for a comprehensive examination of qualitative insights. The author’s clinical experience 

shows the importance of understanding patients perspectives, leading to the inclusion of 

qualitative analysis. The author made certain that personal insights do not distort the research. 

Given the author’s professional experience in psychiatric care and PA, reflexive strategies 

were used to minimise the influence of personal assumptions on the research process. Prior 

understandings and expectations were acknowledged before data collection, analysis through 

reflective note-taking, discussed with supervisor and fellow students. During interviews, 

open-ended questions were used and participants were encouraged to describe their own 

experiences in their own words rather than being led toward preconceived ideas. During 

analysis, transcripts were repeatedly reviewed to ensure that themes were grounded in 

participants accounts rather than the researcher’s preferences. Emerging interpretations were 

discussed with the supervisor to challenge assumptions and strengthen credibility. 
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Data gathering / Data collection  

Data was collected through semi-structured, in-depth individual interviews. This method was 

chosen for its capacity to capture rich, detailed accounts of lived experiences while allowing 

flexibility to probe emergent themes and adapt to participants communication styles and 

comfort levels (Alshenqeeti, 2014). 

Semi-structured interviews  were chosen because they are well suited to phenomenological 

inquiry, as they provide structure through a predefined guide but preserve openess for 

participants to describe their experiences in their own terms (Lewis-Beck et al., 2004). Each 

interview lasted approximately  15–45 minutes with mean time of 25.3 minutes and was given 

option to be divided into shorter sessions if necessary, respecting participants attention span 

and emotional well-being. 

Interviews did take place in private but visible rooms within hospital or community 

psychiatric facilities to ensure comfort, safety, and confidentiality. The environment was 

familiar to participants, minimizing anxiety and situational stress that might otherwise 

influence responses. The interviews were conducted in Croatian, audio-recorded with 

participants consent, and transcribed verbatim for analysis by researcher.  

The interview guide contained open-ended questions and follow up questions designed to 

elicit personal meaning, routine integration, and perceived value of OT-facilitated PA. 

Examples include: 

“Can you describe what participating in PA with your occupational therapist ment to you?” 

“Can you tell me more about that?” 

The sequence of questions remained flexible, allowing the researcher to follow each 

participants narrative flow. Follow-up questions were used to deepen understanding of 

specific experiences or clarify meanings as they arise. 
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Procedure  

After written informed consent was obtained, interviews were conducted in Croatian in a 

private but visible room within the psychiatric facility. Interviews were audio-recorded with 

participants’ consent and lasted approximately 15–45 minutes, with a mean duration of 25.3 

minutes (Rutakumwa et al., 2020). Recordings were transcribed verbatim and anonymised 

prior to analysis. 

Data analysis 

Data was analysed using IPA (Smith & Osborn, 2015). Each transcript and audio recording 

was read, re-read, listened and re-listened, followed by initial noting (descriptive, linguistic 

and conceptual) to capture content, use of language, meaning and feeling. Emergent themes 

were developed within each case and clustered into superordinate themes supported by 

Croatian then translated into English quotation anchors, theme labels and analytic narrative 

were then written in English, with ongoing checks against the original Croatian extracts to 

preserve meaning (Smith & Osborn, 2015). A participant-level table of superordinate and 

subordinate themes with quotation anchors was developed to preserve idiographic detail and 

make the analytic process more transparent (Table 1). After idiographic analysis of all cases, 

convergence and divergence were examined across participants to generate cross-case master 

themes (Table 2). Reflexive notes were kept throughout to document analytic decisions and 

researcher assumptions (supplementary file 1.). 

Ethical considerations 

This study adhered to the ethical principles of the world medical associations Declaration of 

Helsinki (World Medical Association, 2013), as well as Croatian national laws concerning 

research with human participants. Approval was obtained from the relevant hospital ethics 

committees (23 of march 2026,number of document : 23-4061-02/8299-26). Ethical issues 
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related to the study were also discussed within academic supervision at Jönköping University 

before data collection. Informed consent and voluntary participation 

Participants did receive a written information sheet outlining the studys purpose, procedures, 

potential risks, and benefits. They were informed that participation is voluntary, with the right 

to withdraw at any time without consequence or explanation. Supported consent procedures 

did accommodate potential cognitive or emotional fluctuations common in psychiatric 

populations. Verbal reaffirmation of consent (assent) was obtained before each session to 

ensure ongoing agreement. Participants were informed that the study focuses on their lived 

experiences rather than clinical performance or treatment outcomes, minimizing perceived 

pressure or therapeutic dependency. 

Confidentiality and data security 

All data were handled confidentially. Audio recordings and transcripts were anonymized 

immediately after transcription, with identifying information replaced by coded identifiers. 

Only the researcher has access to raw data, which is stored on an encrypted and password-

protected device. Data is retained securely for five years following publication and then 

permanently deleted in compliance with GDPR and institutional policy. Direct quotations 

were used only with participants explicit consent with the exclusion of any identifying details. 

Minimization of risk and participant well-being 

Given the vulnerability of individuals with SMI, a structured distress management protocol 

were followed. If distress was to occurs during interviews, the session would be paused and 

participants offered the option to discontinue. No deception or coercion were involved. 

Interviews were held in private yet visible rooms within psychiatric facilities to ensure safety, 

comfort, and proximity to clinical staff. 

Researcher role, reflexivity, and trustworthiness 
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The researcher acted strictly in the role of investigator, not therapist, to prevent therapeutic 

transference. Supervision and peer debriefing further enhance transparency. 

To ensure methodological rigor and trustworthiness (Ahmed, 2024), credibility was supported 

through supervisor debriefing. Dependability was suported through organized analytic tables 

(subthemes, superordinate themes and master themes) with quotation anchors. Confirmability 

was reinforced by reflexive documentation of the researchers assumptions and interpretations. 

Transferability was supported through thick description of participants, therapeutic settings, 

and cultural context, allowing readers to assess applicability to other environments. 

Gatekeeping and institutional compliance 

The researcher did not access patient records or contact potential participants before consent. 

Institutional ethics committees and hospital administrators provided approval for the study, 

while the clinician gatekeeper protected patient privacy during recruitment. This distinction 

ensured that institutional permission and participant recruitment were kept separate. 

Findings  

Interpretative analysis of the eight interviews generated five cross-case master themes that 

captured shared patterns and variation in participants experiences of OT-facilitated  PA as (1) 

Movement as regulation and relief  (2) PA as reclaiming self, agency, and personhood, (3) PA 

participation shaped by structure, relationships, and choice, (4) PA negotiated under 

constraints and trade-offs in everyday participation and (5) PA as connection with 

vulnerability (table 2). 

Theme 1. Movement as regulation and relief 

Participants described PA as a rapid mental shift: “clearing the head,” moving attention away 

from problems, and feeling lighter. One participant framed this as direct “head-clearing”: 

“Well, it simply clears your head and takes your mind off the problems.”.(Participant 4). This 
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suggests that PA was experienced as a means of creating temporary distance from distressing 

thoughts. Rather than solving the fundamental problems, movement appeared to help the 

participant remain grounded while managing internal psychological strain. In this way, PA 

can be understood as a form of emotional self-regulation, where bodily movement supported a 

greater sense of mental steadiness and control. Another described walking as relief claim: 

“The walks are wonderful, the human really relax.” (Participant 3) This suggests that walking 

was experienced as more than simple movement, instead carrying restorative emotional 

meaning. The emphasis on relaxation indicates that PA may have provided a temporary 

release from tension and everyday stress. Walking can be understood as an occupation 

through which calmness and emotional ease were accessed. 

Relief was not always “complete.” For one participant, movement did not erase repetitive 

thoughts, but changed how they were carried: “Even while walking, I keep turning that 

thought over in my head the whole time...” (Participant 5) This suggests that walking did not 

necessarily remove distress, but may have created a different context in which difficult 

thoughts became more manageable. Rather than functioning as escape, PA appeared to offer 

space for reflection while remaining in motion. In this sense, walking can be understood as a 

way of regulating ongoing mental strain, where thoughts persisted but were experienced 

differently. In this way, PA functioned both as relief and as a space where distress could 

persist, showing variation in how “regulation” was lived. 

Theme 2. PA as reclaiming self, agency, and personhood 

Participants linked PA to identity reconstruction and a shift away from 

“shutdown/patienthood.” One participant described a clear self-change: “I am a completely 

different person than I used to be.” (Participant 2). This suggests a significant transformation 

in self-perception, where the participant experienced herself as changed in a positive and 

meaningful way. In this way, PA appeared connected not only to behavioural change, but also 
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to identity reconstruction and hope. Another pointed out personhood and acceptance as central 

outcomes: “To feel like a human being… to feel accepted...” (Participant 2). This suggests 

that participation was experienced not only as activity engagement, but as recognition of 

one’s humanity and worth. The connection between feeling accepted and feeling human may 

indicate that previous experiences of illness or institutionalisation had challenged the 

participant’s sense of personhood. In this way, PA appeared to offer a context in which 

dignity, belonging, and social validation could be restored. 

For some, this theme extended beyond confidence into core self-worth. One participant 

articulated value beyond productivity: “I am worthy despite that… my value is not in my 

productivity… simply in the fact that I exist...” (Participant 8). The quote suggests a shift 

away from defining self-worth only through productivity or achievement. Instead, the 

participant described value as connected to existence itself, independent of performance. This 

account showed how PA was connected to dignity, identity, and self-worth. 

One participant explicitly framed OT-facilitated activity and interaction as restoring dignity 

within the institution: “So that I did not feel… like an animal locked in a cage.” (Participant 

7). This powerful sentence indicates that the participant experienced aspects of institutional 

life as restrictive, dehumanising, and disconnected from meaningful roles or ordinary 

freedoms such as movement and going outside. The metaphor of being “an animal in a cage” 

suggests a profound loss of agency and personhood. In contrast, engagement in occupational 

therapy-facilitated PA appeared to offer a rehumanising experience, where movement, 

interaction, and participation supported the restoration of dignity, autonomy, and hope. 

Theme 3. PA participation shaped by structure, relationships, and choice 

Participation was rarely described as “just willpower.” It was supported by routines, guidance, 

and social scaffolding, and it was strongly influenced by whether PA was experienced as 

chosen or forced. One participant marked autonomy as the main facilitator: “What was best 
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for me was that I could choose what I wanted to do in occupational therapy.” (Participant 6). 

The opportunity to choose activities was central to the participant’s positive experience of 

engagement. Having choice may have strengthened a sense of personal control and ownership 

within the therapeutic process, rather than feeling directed by others. Autonomy appeared not 

as a minor preference, but as an important condition through which participation became 

more meaningful, motivating, and self-directed. 

Family support also appeared as gradual, stepwise scaffolding: “After that… the family… 

moved things forward little by little every day.” (Participant 7). Support from family was 

experienced as a slow and steady process rather than a single turning point. The phrase “little 

by little” may indicate how encouragement, presence, and everyday assistance helped the 

participant continue moving forward during recovery. Family support appeared to provide 

motivation, emotional strength, and a relational foundation that sustained participation over 

time. In contrast, one participant described hospital-based activity as coercive “You have to… 

there’s no like choice...” (Participant 8) Participation was initially experienced as externally 

imposed, with limited personal choice or autonomy, but the statement may also reflect a 

tension between institutional expectations and the participant’s recognition that engagement 

could support improvement. What felt like pressure at one stage was later contrasted with 

self-directed choice, indicating that the meaning of participation may have shifted over time 

from obligation to ownership. This theme captured both enabling structure (guidance, family, 

routine) and the tension between institutional expectation and autonomy. 

Theme 4. PA negotiated under constraints and trade-offs in everyday participation 

Participants consistently portrayed PA as something negotiated within symptoms, fatigue, 

medication effects, pain, and daily-life conditions (e.g., money, weather, social friction). For 

some, symptoms could make participation impossible: “Sometimes the voices… then I can’t 

do anything… terrible, terrible.” (Participant 3). Distressing auditory experiences could 
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significantly disrupt the participant’s ability to engage in activity. The repetition of “terrible” 

conveys the intensity of discomfort and the extent to which symptoms may overwhelm 

motivation or functional capacity. Barriers to participation appeared rooted not in 

unwillingness, but in the lived burden of illness symptoms that temporarily constrained 

occupational engagement. Others described bodily constraints tied to treatment and stiffness: 

“I am quite stiff… so any stretching or exercise is welcome.” (Participant 5). Physical 

discomfort and bodily stiffness formed part of the participant’s everyday experience, 

potentially linked to illness or treatment effects. The statement indicates that movement was 

still valued despite these constraints. The willingness to engage in any form of exercise may 

reflect both motivation and adaptation, where PA was understood as beneficial even when 

participation occurred alongside discomfort. Movement appeared meaningful not because 

limitations were absent, but because it offered relief within them. Fatigue also appeared as a 

direct limiter: “I haven’t had enough sleep.” (Participant 4). Inadequate sleep had a direct 

impact on the participant’s capacity to engage in PA. Even where motivation may have been 

present, exhaustion appeared to reduce the energy needed for participation. These accounts 

indicate that barriers were not always psychological but also rooted in basic bodily states such 

as rest and recovery. Participation seemed dependent not only on willingness, but on whether 

sufficient physical resources were available that day. Together these accounts showed that 

participation depended on fluctuating capacity, not only motivation, and that “doing PA” 

often required adapting intensity, timing, and expectations to what was possible that day. 

Theme 5. PA as connection with vulnerability 

PA created opportunities for belonging, shared understanding, and relationship-building, but it 

also exposed loneliness, exclusion, and social sensitivity. One participant described 

improvement through shared experience: “When I am here with my soul, I feel much better… 

we all have the same problems...” (Participant 3). Connection with others who faced similar 
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difficulties appeared to create a sense of comfort and emotional relief. Shared experience may 

have reduced feelings of isolation by allowing the participant to feel understood and less 

alone in her struggles. Within the context of PA, the group appeared to offer more than 

exercise alone, functioning also as a space for mutual support, recognition, and social 

belonging. Another described the group as comparable in value to medication: “As much as 

the pills helped, this group helped… That means a lot.” (Participant 7). This quote 

exemplifies the group as experienced as highly meaningful and therapeutically valuable. By 

comparing its impact to medication, she appeared to focus on that recovery support was not 

limited to pharmacological treatment but also included relational and occupational 

experiences. Group-based PA may have provided a sense of connection, structure, and 

emotional support that was perceived as equally significant in her everyday wellbeing. 

Vulnerability appeared in two directions. Some participants experienced isolation within 

participation (e.g., being without a partner), while others represented a contrast case where PA 

remained solitary by preference: “I do it by myself. Not in a group.” (Participant 6). PA was 

experienced as more manageable or meaningful when undertaken alone rather than in a group 

context. Preference for solitary participation may reflect a desire for privacy, autonomy, 

reduced social pressure, or greater emotional comfort. Connection through activity was not 

universally desired, and that supportive participation could also take individual rather than 

collective forms. This theme captured connection as a possible outcome of PA, but not a 

guaranteed one, and it showed how social context could both support and undermine 

engagement. 
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Discussion 

This thesis explored how women with SMI in Croatian psychiatric services experienced 

occupational therapy-facilitated PA. Directly comparable studies are scarce. Cole (2010) 

provides an OT perspective on PA through MOHO, and Woolley et al. (2020) provides 

women-focused evidence on recovery-oriented OT groups. But no identified study combined 

the specific focus of this thesis: women with SMI, OT-facilitated PA, Croatian psychiatric 

settings, and lived experience interpreted through IPA and MOHO. The findings are discussed 

in relation to adjacent literature on PA in SMI, recovery-oriented OT, meaningful occupation, 

patient participation, and inpatient occupational engagement. 

The findings are consistent with broader literature showing that PA can support mental health, 

wellbeing, and recovery among people with SMI (Hovland et al., 2023; Smith & Merwin, 

2021). Participants described PA as helping with emotional regulation, relief, and feeling 

more able to manage distress. The present study adds an OT perspective by showing that the 

value of PA was not located only in movement itself. PA became meaningful when it was 

connected to personal choice, routine, therapeutic support, social context, and the possibility 

of feeling capable or human again. This extends general PA literature by showing how PA 

may be experienced not only as health behaviour, but as occupation. 

This distinction is important when considering the specific contribution of OT facilitation. In 

physiotherapy, fitness, or general exercise programmes, PA may often be framed primarily 

around physical function, conditioning, symptom reduction, or health promotion. These aims 

are valuable, and there may be overlap between professions, the specific OT contribution in 

this thesis lies in how PA is connected to meaning, routine, adaptation, environment, 

autonomy, and everyday participation. PA may be used across rehabilitation and healthcare 

professions, including OT in different clinical areas, the distinction is not the activity itself, 

but how it is framed, graded, adapted, and connected to everyday participation (Cunningham 
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et al., 2012; Makaula et al., 2025). OT-facilitated PA focuses on how activity fits the persons 

values, roles, routines, capacities, and environment. In this study, PA was therapeutic not 

simply because participants moved, but because movement was structured, adapted, 

supported, and connected to everyday participation. This is consistent with Cole’s (2010) 

argument that PA can be conceptualised within MOHO as meaningful participation, rather 

than exercise alone. 

The findings also support MOHO by showing that participation was shaped through the 

interaction of volition, habituation, performance capacity, and environment (Taylor & 

Kielhofner, 2017). Participants engagement was not explained by just motivation. Some 

wanted to participate but were limited by voices, fatigue, pain, stiffness, poor sleep, 

medication effects, or institutional routines. Others found PA more possible when supported 

by choice, family, therapist guidance, routine, or group belonging. This supports the MOHO 

view that participation emerges from interaction between the person, occupation, and 

environment, not only from individual willingness. 

Compared with general PA literature in SMI, this study suggests that the OT-related value of 

PA was linked to how activities were adapted to participant’s symptoms, capacities, 

preferences, routines, and social context. Broader PA research often focuses on benefits such 

as improved mood, wellbeing, or symptom management (Hovland et al., 2023; Smith & 

Merwin, 2021). The present study does not contradict this but adds that these benefits were 

experienced through personally and contextually situated participation. For some participants, 

walking created calm, for others, activity supported self-worth, routine, social contact, or 

dignity. The OT-facilitated aspect was not an additional detail, but central to how PA became 

possible and meaningful. 

The findings also connect with recovery-oriented OT literature. Kelly et al. (2010) describe 

recovery as connected to occupational engagement, identity, and participation. In this study, 
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PA supported more than activity performance. It was linked to feeling accepted, feeling 

human, rebuilding agency, and experiencing oneself as capable. The image of rising like a 

phoenix from fire may be useful as an interpretive way of discussing this finding. It reflects 

how one participant’s account suggested movement from distress, limitation, or shutdown 

toward renewed strength, identity, and hope. This metaphor is not presented as a finding in 

itself, but as a discussion-level interpretation of how OT-facilitated PA may support recovery-

oriented becoming. This may reflect a deeper process of self-acceptance, where personal 

worth was reclaimed beyond socially imposed expectations of usefulness or productivity. In 

this way, participation seemed connected to dignity, identity, and a more compassionate 

understanding of self. These accounts position OT-facilitated PA as part of rebuilding dignity, 

identity, and a more livable sense of self. This also connects with broader qualitative work on 

dignity, where acknowledgement of personhood is central to how people experience 

respectful care and participation (Chapman et al., 2024). These findings connect with 

Wilcock’s concepts of doing, being, and becoming (Wilcock, 1999). PA involved “doing” 

through movement and activity, but also “being” through dignity and presence, and 

“becoming” through renewed identity and future possibility. Belonging was also visible in 

participants accounts of acceptance, shared experience, group connection, and recognition 

within OT-facilitated PA. This supports an occupational perspective of health, where health is 

not limited to symptom reduction but includes meaningful participation, identity, and social 

connection in everyday life. 

The women-focused aspect of the findings is also important. Woolley et al. (2020) showed 

that women’s experiences of recovery-oriented OT groups following depression involved 

belonging, structure, recognition, and normality. The present study partly confirms this, 

because participants described group-based PA as a source of connection and shared 

understanding. But the findings also extend Woolley et al. by showing that group participation 
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was not universally positive. Some participants experienced vulnerability, loneliness, 

discomfort, or preferred solitary PA. This suggests that women with SMI should not be 

treated as a homogeneous group. OT-facilitated PA should include both group and individual 

options, depending on the person’s needs, preferences, and current capacity. 

These findings can also be understood in relation to broader gendered barriers to PA and 

sport. Rezaie et al. (2017) found that women with SMI experienced barriers to leisure-time 

PA related to stigma, symptoms, medication side effects, family expectations, cultural norms, 

environmental limitations, and limited support from medical staff. This is relevant to the 

present study because participants also described participation as shaped by symptoms, 

fatigue, medication effects, social discomfort, institutional routines, and the need for support. 

Gentile et al. (2018) further showed that gender stereotype threat can negatively affect 

women’s sport and physical performance, especially in activities perceived as masculine. This 

helps explain why PA participation for women may involve not only physical and mental  

health related barriers, but also concerns about judgement, competence, visibility, and social 

expectations. In the present study, OT-facilitated PA may be understood as important because 

it could reduce some participation barriers by offering adapted, supported, choice-based, and 

less judgemental opportunities for movement within a therapeutic context. 

This gendered and illness-related barrier context also helps explain why the diversity among 

interviewees is important. Although all participants were women with SMI, their accounts 

differed in how PA was experienced. Some described PA as relief and emotional regulation, 

others point out identity, dignity, choice, connection, or barriers. Some valued group 

belonging, while one participant clearly preferred individual activity. Some experienced 

participation as supportive, while others described tension when activity felt imposed. This 

variation is important in IPA because it shows both shared patterns and individual differences. 
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It also cautions against designing psychiatric PA programmes around one assumed patient 

experience. 

The findings also show the importance of patient participation and autonomy. Jørgensen et al. 

(2024) focus on shared decision-making and meaningful involvement in mental health care. In 

this study, choice was central to whether PA was experienced as supportive or controlling. 

When participants could choose activities, PA supported ownership and agency. When 

participation was experienced as something one “must” do, it risked becoming coercive or 

less meaningful. This is clinically important because recovery-oriented practice depends not 

only on offering activities, but on how they are offered. 

The Croatian psychiatric context further shaped the meaning of PA. In inpatient and 

institutional settings, occupational engagement may be restricted by routines, safety rules, 

staff availability, space, and ward culture. Levick et al. (2025) argue that mental health 

inpatient services need conditions that support occupational engagement, rather than placing 

responsibility only on individual patients. The present findings support this argument. 

Participants PA experiences were shaped by institutional possibilities and constraints. OT-

facilitated PA in Croatian psychiatry should be understood as both an individual and service-

level issue. 

A critical point from the findings is that PA was not automatically therapeutic. It became 

supportive when it was meaningful, possible, chosen, and adapted. The same activity could 

feel restorative for one participant and burdensome or exposing for another. This challenges 

simple assumptions that PA should always be promoted in the same way. It also challenges 

the idea that non-participation reflects low motivation. In this study, non-participation or 

reduced participation could reflect symptoms, exhaustion, pain, medication effects, social 

discomfort, or lack of autonomy. OT practice should begin by asking what makes 

participation possible for this person, in this context, today. 
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The findings suggest that the distinctive value of OT-facilitated PA lies in its occupational 

framing. PA was not only a tool for fitness or symptom reduction. It was a possible route into 

regulation, routine, dignity, belonging, agency, and recovery-oriented participation. This 

supports the use of MOHO as the main interpretive framework because it explains how PA 

participation depends on volition, habituation, performance capacity, and environment.  

Conclusions 

This study explored the lived experience and personal meaning of OT-facilitated PA among 

women with SMI in Croatian psychiatric settings. The findings showed that PA was 

experienced not only as exercise, but as meaningful occupation that could support emotional 

regulation, dignity, agency, identity, belonging, and recovery-oriented participation. 

Participation was shaped by choice, therapeutic support, routines, symptoms, fatigue, 

medication effects, institutional conditions, and social vulnerability. The findings point that 

OT-facilitated PA is most supportive when it is flexible, person-centred, adapted to 

fluctuating capacity, and offered in ways that preserve autonomy. 

The study suggests that PA in psychiatric OT should be understood as occupation-focused 

participation rather than generic physical exercise. Its therapeutic value lies not only in 

movement itself, but in how movement is made meaningful, possible, and personally relevant 

for women with SMI. 

Significance 

This study is significant because it strengthens the argument that PA in psychiatric OT should 

not be treated only as exercise, activation, or symptom management. For women with SMI, 

PA became meaningful when it was connected to choice, dignity, personal relevance, 

relational support, and realistic adaptation to symptoms and fatigue. This points out the 

specific contribution of OT: using activity analysis, grading, adaptation, environmental 
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support, and recovery-oriented collaboration to make PA possible and meaningful in everyday 

life. 

The findings support OT-facilitated PA as a relevant intervention in psychiatric rehabilitation 

because it can address more than physical health. It may support emotional regulation, daily 

structure, agency, belonging, self-worth, and participation. This is important because women 

with SMI may face disrupted routines, stigma, reduced confidence, social vulnerability, and 

barriers to participation. The study shows that PA can support recovery-oriented participation 

when it is offered in a way that protects autonomy and respects fluctuating capacity. 

In the Croatian psychiatric context, the study is significant because it shows how OT-

facilitated PA can be developed within real institutional conditions, including ward routines, 

limited space, staffing demands, safety considerations, medication effects, fatigue, and 

variable patient motivation. The study contributes to existing literature by showing how 

women with SMI experienced PA when it was facilitated through OT in Croatian psychiatric 

settings, and by showing that the therapeutic value of PA depends on meaning, autonomy, 

adaptation, and context. The findings suggest that even simple activities such as walking, 

stretching, sports, or fitness-based groups may have therapeutic value when they are 

structured as meaningful occupation rather than generic exercise. 

 

The study also points out that participation should not be interpreted only through motivation. 

Reduced participation may reflect symptoms, tiredness, pain, medication effects, social 

discomfort, or lack of choice. For OT practice, this means that therapists should ask what 

makes PA possible, acceptable, safe, and meaningful for each person. Programmes should 

offer flexibility, both group and individual options, graded participation, and opportunities for 

choice. 



28 

 

Methodological considerations 

Methodological quality was considered in relation to Lincoln and Guba’s criteria for 

trustworthiness: credibility, transferability, dependability, and confirmability (Lincoln & 

Guba, 1985). Credibility was supported through repeated engagement with transcripts and 

grounding interpretations in participant quotations. Dependability was strengthened by 

following a transparent analytic process from idiographic analysis to cross-case theme 

development, supported through supervision. Confirmability was addressed through reflexive 

awareness of the researchers professional background and by checking English interpretations 

against the original Croatian extracts. Transferability was supported through description of the 

Croatian psychiatric context, participant group, and OT-facilitated PA setting, allowing 

readers to judge relevance to similar contexts. 

A methodological strength of this study was the use of IPA, which was appropriate for 

exploring lived experience and meaning making. The idiographic approach allowed each 

participants account to be considered before developing cross-case master themes. The use of 

Croatian quotation anchors also strengthened transparency during translation and helped 

preserve participants original meanings. 

Several methodological limitations should be acknowledged. The sample was small, which is 

consistent with IPA but limits transferability. The inclusion of only women should not be 

understood as a contradiction of the aim, because the aim specifically focused on women with 

SMI. It limits transferability to men and mixed-gender psychiatric populations. The study was 

also conducted within one Croatian psychiatric service context, meaning that experiences may 

differ in other hospitals, community settings, or healthcare systems. 

Interview length and depth varied between participants. Some interviews generated rich and 

reflective accounts, while others were shorter or more concrete. This may reflect differences 

in communication style, confidence, symptom expression, cognitive load, current mental 
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state, or comfort with the interview situation. Within IPA, shorter interviews are not 

automatically excluded if they contain experiential meaning, but variation in depth may have 

influenced the richness of analysis. 

Translation from Croatian interviews into English analytic writing also introduced interpretive 

risk. This was managed by keeping Croatian quotation anchors and checking English theme 

labels and interpretations against original extracts. Some nuance may have been difficult to 

transfer fully between languages. 

The researchers professional background in psychiatric care and PA may also have influenced 

data collection and interpretation. Reflexive notetaking, open-ended interviewing, repeated 

transcript review, and supervision were used to reduce the risk that findings reflected 

researcher assumptions rather than participants accounts. 

Overall research limitations 

Some limitations were related to the broader research process rather than the methodology 

itself. Waiting time for ethical approval limited the available timeframe for recruitment, data 

collection, and analysis, but it did not undermine the appropriateness of the chosen qualitative 

design. Participants diagnoses and current symptoms may also have influenced interview 

communication, concentration, emotional expression, and ability to provide detailed answers. 

This should be understood as part of researching lived experience with SMI, not as a 

weakness of participants accounts. 

The study included only participants who had taken part in OT-facilitated PA within the 

previous six months. The study does not capture the perspectives of women who declined, 

discontinued, or were unable to participate in PA.  
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Future research 

Future research could include the perspectives from above to better understand barriers to 

access, non-participation, and disengagement. It could also examine OT-facilitated PA in 

more varied settings (e.g., different inpatient units, day hospital pathways, community 

programmes) to test how environment and service organization shape autonomy, dignity, and 

participation. Research could also evaluate how specific programme design features choice 

architecture, grading, peer formats, and outdoor elements affect engagement and the 

continuity of PA post discharge, including the perspectives of staff and service users on 

participation and coercion. 
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Appendix : 
 

Semi structured interview questions :  

 

Can you describe what participating in PA with your occupational therapist means to you? 

 Can you tell me more about that? 

 

What influences your motivation to take part in these activities? 
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Are there days when it feels easier or harder to participate? What seems to affect it? 

 

How does participation in these physical activities fit into your everyday life or daily routines? 

Have these activities changed how you organize your day or spend your free time? 

 

Have you noticed any changes physical, emotional, or social since you began taking part in 

these activities? 

 

How do you think these changes affect your recovery or well-being? Can you tell me more 

about it. 

 

What has it been like working with the occupational therapist during these activities? 

           

What did they do that helped? What didn’t help? How did their approach shape your 

experience? 

 

What helps you stay involved in these activities, and what makes it difficult at times? 

 Are there things in the environment, schedule, or group setting that influence this? 

 

Have these physical activities affected how you connect with others inside or outside the 

hospital or program? 

Family or friends? Did you feel connected or isolated? Can you tell me more about it? 



 

 

Table 1 : Participant-level theme development 
Interviewee 1   

Superordinate theme Subordinate theme Quote anchor 

Relief and meaning inside hospital life  Movement as relief from containment, day feels fuller 

when she exercise 

“Pa meni je puno značilo jer u datom trenutku smo 

manje više bili u okviru same zgrade bolnice.”/ “Well, it 

meant a lot to me because at that moment we were more 

or less confined within the hospital building itself.” 

Sport identity and future sel Love of sport as intristic drive trying something 

meaningful  

“Pa ja, ljubav prema sportu, ne znam šta druge.”/ “Well, 

for me, love for sport, I do not know what else.” 

Self management as routine and choice  Integrating PA as mandatory in everyday routine “Pa lijepo, mislim da imam to u naprijed uključeno u 

rutinu…/“Well, good, I think I have it included in my 

routine in advance…” 

Regulation and competence gains Emotional stabilization and mental strengthening “Postala sam otpornija… da se smirite.”/ “I became 

more resilient… so that you calm down.” 

Constrains and interruption  Movement as relief from containment, day feels fuller 

when she exercise 

“Uglavnom… fizički preprijeka tipa bolest, a sad ono 

psihičke… tipa konflikti s ljudima.”/ “Mostly… 

physical obstacles, such as illness, and then 

psychological ones… such as conflicts with people.” 

Interviewee 2   

Superordinate theme Subordinate theme Quote anchor 

Transformation from shutdown to agency Depression as bodly shutdown, PA as turning point, 

becoming a different person, ordinary tasks become 

possible again 

“Baš sam bila ljena, depresivna… Nije mi se dalo 

kuhati, ni čistiti, ni prati.”/ “I was really lazy, 

depressed… I did not feel like cooking, cleaning, or 

washing.” 

Finding self and affective lift  Rediscovering peace,satisfaction, laughing, better mood. “Ja sam… našla tu mir i zadovoljstvo i sreću.”/ “I… 

found peace, satisfaction, and happiness there.” 

Belonging and personhood  Feeling human and accepted through participation, fast 

bonding and friendship, reentering social life in the 

community 

“Da se osjećam kao čovjek… da se osjećam 

prihvaćeno…”/“To feel like a human being… to feel 

accepted…” 

Vulnerability inside participation Weight related shame and anticipated judgement, 

loneliness walking alone, exclusion when everyone has 

a pair 

“Šta će ljudi reći… pa kako si debela…”/“What will 

people say… like, how fat you are…” 

Supports that enable change  Positive relationship with OT, OT as motivator,  narrow 

but real family support. 

“Jako mi puno pomažu i terapeuti.”/ “The therapists 

help me a lot.” 

Interviewee 3   

Superordinate theme Subordinate theme Quote anchor 

Walking as relief and daily anchor Walking relaxes, morning activity as structure. “Prekrasne su šetnje, baš se opusti čovjek.”/ “The walks 

are wonderful; human really relaxes.” 

Shared experience and connection Feeling better because of same problems, friendship and 

long shared walks 

“Kad sam tu s dušom puno mi je bolje… svi imamo iste 

probleme…”/“When I am here with my soul, I feel 

much better… we all have the same problems…” 
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Ripple effect into everyday functioning Activity enables doing and helping at home (chores, 

helping mother). 

“Pomoći mami u ručku… suđu operem… Jako puno 

pomaže.”/ “Helping my mother with lunch… I wash the 

dishes… It helps a lot.” 

Symptoms and fear as limits Fears narrow participation, voices and hallucinations 

described as overwhelming barriers 

“Ono nekad glasovi… pa ne mogu učiniti… strašno 

strašno.”/ “Sometimes the voices… then I cannot do 

anything… terrible, terrible.” 

Support and continuation  Positive OT relationship, mother as key motivator, 

desire for more (swimming), continuation after hospital, 

outings feel especially good. 

“A mislim da je mama najveća pomoć.”/ “I think my 

mother is the greatest help.” 

Interviewee 4   

Superordinate theme Subordinate theme Quote anchor 

Mental sorting and relief through movement  “Clearing your head”, attention shifts away from 

problems,  escape from “four walls”, feeling “relived.” 

“Pa jednostavno je razbistravanje glave i to od 

problema.”/ “Well, it is simply clearing your head and 

taking your mind off the problems.” 

Structure and guidance enable participation  Weekday structure vs weekend drop off, planning as 

coping;, OT as “guide”, hospital provides structure 

while outside demands self organisation. 

“Dok je radni tjedan… to je okej. Ako dođe vikend… 

onda se ja odkačim od toga.”/ “During the working 

week… that is okay. When the weekend comes… then I 

disconnect from it.” 

Hope and forward movement Participation linked to hope of faster discharge by  

“getting out.” 

“Ako sudjelujem… da ću prije izaći.”/ “If I 

participate… that I will get out sooner.” 

Confidence and social presence  Stronger self confidence, better in social situations (“out 

of my frame”), time structure helps reconnect with child 

“I to, i samopouzdanje je jače.”/ “That too, and my self-

confidence is stronger.” 

Constraints Morning worries, fatigue,not well rested “Ne naspavana sam.”/ “I have not had enough sleep.” 

Interviewee 5   

Superordinate theme Subordinate theme Quote anchor 

Medicated body and weight pressure Stiffness from medication makes “any movement” 

necessary, pharmacological burden, weight gain triggers 

action, noticing improved condition 

“Ja sam dosta ukočena… tako da svako razgibavanje je 

dobro došlo.”/ “I am quite stiff… so any stretching or 

exercise is welcome.” 

Motivation as negotiation and feedback Self persuasion, motivation fluctuates, jeans and scale as 

concrete motivational “shock”. 

“Treba mi malo nagovarat samu sebe… da odem u 

šetnju/“I need to persuade myself a little… to go for a 

walk.”. 

Capacity and timing Sleep as gatekeeper, evening  “energy window.” “Kako sam spavala po noći… jesam li se 

naspavala…”/“How I slept during the night… whether I 

got enough sleep…” 

Mind during walking Walking as rumination space (thoughts continue even 

while moving). 

“I dalje u šetnji vrtim tu misao po glavi cijelo 

vrijeme…”/“Even while walking, I keep turning that 

thought over in my head the whole time…” 

Environment and social modelling  Bad weather pulls toward withdrawal, doing it at home 

as resistance, parents and friends model and encourage 

activity, connection mainly through conversation. 

 

“Kad je kiša vani… najbolje u dekicu se umotati.”/ 
“When it is raining outside… the best thing is to wrap 

yourself in a blanket.” 

Interviewee 6   



3 

 

Superordinate theme Subordinate theme Quote anchor 

Structure, choice, and adaptation in OT Noticing a shift after repeated sessions, drop-off when 

supervision absent, choice is motivating, allowed to do it 

differently (e.g., reading); “jolly” OT atmosphere. 

“Najbolje mi je bilo što sam mogla birati što ću raditi u 

radnoj terapiji.”/ “What was best for me was that I could 

choose what I wanted to do in occupational therapy.” 

Symptoms and fatigue as limits Voices and  tiredness constrain action. “Pa možda ti glasovi… osjećam se umorno…”/“Well, 

maybe those voices… I feel tired…” 

Continuation and body maintenance Continues “more or less” after hospital, walking as 

stiffness management. 

“Ako ne idem šetati, onda se osjećam ukočeno.”/ “If I 

do not go walking, then I feel stiff.” 

Relational pressure as motivator Sister’s anger/pressure pushes walking. “Kada sestra bude ljuta… rekla da odem.”/ “When my 

sister gets angry… she told me to go.” 

Solitary participation PA as solitary self-care, not a social pathway “To sama obavljam. Grupno ne.”/ “I do it by myself. 

Not in a group.” 

Interviewee 7   

Superordinate theme Subordinate theme Quote anchor 

Rebuilding from the bottom Recovery framed as medication and movement, 

hospitalisation as “hitting bottom” and rebuilding self. 

“Pola puta do ozdravljenja je farmakoterapija, a pola 

puta je taj fizički dio…”/“Half the way to recovery is 

pharmacotherapy, and half the way is the physical 

part…” 

Discipline and family structure Forcing action on hard days, micro steps held by 

persistent family support. 

“Poslije toga… obitelj… mrvicu po mrvicu pomicali 

svaki dan.”/ “After that… the family… moved things 

forward little by little every day.” 

Humanisation and agency through OT Meaningful doing and talk prevents feeling like “an 

animal in a cage”, OT guidance into participation vs 

passive sitting. 

“Da se nisam osjećala… kao životinja zatvorena u 

kavezu.”/ “So that I did not feel… like an animal locked 

in a cage.” 

Routine and meaningful occupation Gardening as necessity and pleasure, protective routine 

she doesn’t dare to change, learning to be alone with 

herself. 

“Imam nekakvu tu svoju rutinu koju se… još uvijek ne 

usudim mijenjati.”/ “I have some kind of routine that I… 

still do not dare to change.” 

Belonging and environmental sensitivity Goup as “medicine”, opening up socially, weather 

triggers mood and depression, connection with hospital 

people and family 

“Koliko su tablete pomogle, toliko je ova grupa 

pomogla… To jako puno znači.”/ “As much as the pills 

helped, this group helped as much… That means a lot.” 

Interviewee 8   

Superordinate theme Subordinate theme Quote anchor 

Discipline and agency as self rescue Moving to avoid bed bound withdrawal, benefits 

understood as mental betterment 

“Da se pokrenem… da ne provedem cijeli dan… ležeći 

u krevetu… svjesna sam… mentalni boljitak.”/ “To get 

myself moving… so that I do not spend the whole day… 

lying in bed… I am aware of it… mental improvement.” 

Negotiating constraints Sleep problems make mornings hard, arthritis pain and 

morning rigidity, smoking urges reduced during activity, 

“too much intensity” increases pain, work overload 

competes but planning protects minimum activity. 

“Jutra su možda najgora jer ujutro zglobovi su 

najstisnutiji i najbolniji… i da ne razmišljam o 

cigareti…”/“Mornings are maybe the worst because in 

the morning my joints are the tightest and most 

painful… and so that I do not think about cigarettes…” 
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Choice vs coercion and need for structure Forced “must” vs chosen walking, personalised daily 

rhythm as freelancer, wants more ward structure for 

rehabilitation. 

“Moraš… nema ono kao izbora… kao hoću, neću… (a 

kasnije) si tad mogao odabrati…”/“You have to… there 

is no choice… like, I want to, I do not want to… and 

later, you could choose then…” 

Self worth and embodied self care Self worth beyond productivity learned in hospital, 

valuing the body, healthier relationship to self through 

slowing down. 

“Vrijedim unatoč tome… nije vrijednost u mojoj 

produktivnosti… samo to što postojim…”/“I am worthy 

despite that… my value is not in my productivity… 

simply in the fact that I exist…” 

Connection through active living and nature Socialising through walking not sitting, bonding with 

active people, partner connection through walking 

(talking or silence), nature sounds and forest calm as 

motivators, walking ritual after hospital. 

“Joj, meni… obožavam te prirodne zvukove… ptičice… 

potočiće…”/“Oh, for me… I love those natural 

sounds… little birds… little streams…” 

 
 
 
 
Table 2. Cross–case master theme table 

Master theme (cross-case) Explanation of what it 
capture 

Typical subtheme Participant that mention 
living experience 

Anchor quote examples 

Movement as a regulation 
and relief 

PA is used to settle mind , 
reduce load and feel lighter 
even when problems do not 
disappear   

Clearing head, attention shift 
away from problems, relief 
and relaxation, mental 
strengthening 

P1,P3,P4,P5,P8 (overlaps 
with P2 I P7) 

“Pa jednostavno je 
razbistravanje glave i to od 
problema.” (P4); “Prekrasne 
su šetnje, baš se opusti 
čovjek.” (P3); “I dalje u šetnji 
vrtim tu misao po glavi cijelo 
vrijeme…” (P5)/ “Well, it's 
simply clearing your head 
and getting rid of problems.” 
(P4); “The walks are 
wonderful, it really relaxes 
you.” (P3); “I still have that 
thought in my head the 
whole time I'm walking…” 
(P5) 

PA as reclaiming self, agency 
and personhood 

PA is tied to identity shift 
from shutdown/patienthood 
toward capability, dignity 

Transformation from 
depression shutdown, 
confidence, better person, 
human and accepted, self 

P1, P2, P3, P4, P7, P8 “Ja sam sasvim drugčija 
osoba nego što sam bila.” 
(P2); “Da se osjećam kao 
čovjek… da se osjećam 



5 

 

and a different or better 
person 

worth beyond productivity, 
hope and forward 
movement 

prihvaćeno…” (P2); “Vrijedim 
unatoč tome… nije 
vrijednost u mojoj 
produktivnosti…” (P8)/ “I am 
a completely different 
person than I was.” (P2); “To 
feel like a human being… to 
feel accepted…” (P2); “I am 
valuable despite that… the 
value is not in my 
productivity…” (P8) 

PA participation shaped by  
structure, relationships and 
choice  

Participation depends on 
supporting (routine, 
guidance, family or OT 
support) and on whether PA 
is experienced as chosen 
versus forced 

Routine and planning, OT as 
guidance, family micro steps, 
self persuasion,choice and 
flexibility, must versus 
choose 

P1,P4,P5,P6,P7,P8  (P2,P3 
through support) 

“Najbolje mi je bilo što sam 
mogla birati što ću raditi…” 
(P6); “Poslije toga… obitelj… 
mrvicu po mrvicu pomicali 
svaki dan.” (P7); “Moraš… 
nema ono kao izbora…” 
(P8)/ “The best thing for me 
was that I could choose what 
to do…” (P6); “After that… 
the family… moved things 
along a little bit every day.” 
(P7); “You have to… there’s 
no choice…” (P8) 

PA negotiated under 
constraints and trade offs in 
everyday participation (both 
sides) 

Pa is negotiated inside limits 
of symptoms, fatigues, 
medication or pain, weight, 
weather, social friction and 
money 

Voices and fears, fatigue and 
sleep deprivation, 
medication shiftiness, 
arthritis and pain, weight 
and shame, weather, 
financial limits 

P1,P2,P3,P4,P5,P6,P7,P8   “Ono nekad glasovi… pa ne 
mogu učiniti… strašno 
strašno.” (P3); “Ja sam dosta 
ukočena… tako da svako 
razgibavanje je dobro došlo.” 
(P5); “Ne naspavana sam.” 
(P4)/ “Sometimes the 
voices… I can’t do anything… 
it’s really terrible.” (P3); “I’m 
pretty stiff… so any exercise 
is good.” (P5); “I’m not 
sleepy.” (P4) 
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PA as connection with 
vulnerability 

PA can build belonging and 
relationships, but also 
exposes 
loneliness/exclusion.  Also 
includes cases where PA 
stays solitary 

Friendship and connection, 
group as medicine, family 
closeness, loneliness walking 
alone, exclusion, solitary PA 

P2,P3, P4,P6,P7,P8   “Kad sam tu s dušom puno mi 
je bolje… svi imamo iste 
probleme…” (P3); “Koliko su 
tablete pomogle, toliko je 
ova grupa pomogla…” (P7); 
“To sama obavljam. Grupno 
ne.” (P6)/ “When I am here 
with my soul, I feel much 
better… we all have the same 
problems…” (P3); “As much 
as the pills helped, this group 
helped…” (P7); “I do it myself. 
Not in a group.” (P6) 
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PARTICIPANT INFORMATION SHEET 

Study title: Exploring lived experience of occupational therapy facilitated physical activity among women with serious 

mental illness in Croatia 
 

Invitation to participate in research 

You are invited to take part in a research study about your experiences of physical activity that 
was facilitated within occupational therapy in Croatian psychiatric services. 

What is the Purpose of the Study? 

This study aims to explore and describe the lived experience and personal meaning of occupational therapy facilitated 

physical activity among women with serious mental illness in Croatian psychiatric contexts. The study focuses on 

how participation is lived and understood, including meaning making, motivational fluctuations, barriers and 

facilitators, and the felt sense of change during participation rather than measuring clinical outcomes. 

Why have I been invited to participate? 

You have been invited because you have participated in occupational therapy sessions that incorporated physical 

activity within the past six months in inpatient, day hospital, or community psychiatric services in Croatia. 

Do I have to take part? 

Participation is voluntary. Choosing not to take part will have no consequences for your care. You can stop the 

interview at any time. You can withdraw from the study at any time without giving a reason. Consent will be supported 

and re-checked at each contact to ensure ongoing willingness. 

What will happen to me if I take part? 

If you agree to participate, you will be invited to take part in an interview designed to capture your lived experience 

in your own words. The interview will last approximately 45–60 minutes and may be divided into shorter sessions if 

needed. The interview will take place in a private but visible room within hospital or community psychiatric facilities 

to support comfort, safety, and confidentiality. The interview will be conducted in Croatian, audio-recorded with your 

consent, and later transcribed for analysis. 

Are there any lifestyle restrictions? 

No, participating in this study does not require you to follow any lifestyle restrictions. 

What are the possible disadvantages and risks of taking part? 

There are no significant risks or disadvantages associated with participating in this study, as it involves interviews  

about your lived experiences. However, discussing or reflecting on your experiences may evoke emotional responses 

or discomfort. If you become distressed, the interview will be paused and you will be offered the option to take a break 

or stop completely. 

Will my taking part in this study be kept confidential? 

Yes, your participation in this study will be kept strictly confidential. All information collected during the study will 

be stored securely and will only be accessible to the research team. No personal information will be collected. Results 
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will be reported in a manner that maintains your anonymity. We will adhere to strict data protection according to 

GDPR 2018.  Anonynised will be stored in password protected and encryped drive for a period of five years to allow 

for potential publication. 

Will I be recorded, and how will the recording be used? 

The interview will be audio-recorded only if you consent. The recording will be used to create a transcript for analysis 

and will be stored securely as described above. 

What will happen to the results of the research study? 

The results of this research study will be compiled and analyzed as part of Master of Science (MSc) thesis in 

Occupational Therapy. While publication in a scientific journal is not guaranteed, anonymised findings may be 

presented in academic settings, such as conferences or seminars, and could be shared with relevant professional 

communities to contribute to the body of knowledge in occupational therapy.  

Who is organizing and funding the research? 

This project is not externally funded. This study is being undertaken in part fulfilment of an MSc in Occupational 

Therapy at Jönköping University in Sweden by the research student, under supervision of Professor Lena Rosenberg.  

. 

Who has reviewed the study plan? 

This study plan has been reviewed at Jönköping University, School of Health and Welfare and University psychiatry 

clinic Vrapče 

 

Research Integrity 

You are entitled to expect the highest level of integrity from the researchers during the course of this research. 

 

Contact for further information, access consent form and to sign up for the study  

Student Researcher names and details: 

 

Study lead:  

Hrvoje Marinković : hrvoje.marinkovic@bolnica-vrapce.hr 

Mob: +385911762892 

 

Contact for further information and queries: 

Supervisor :  

Professor Lena Rosenberg : lena.rosenberg@ju.se 

 

 

 

 

 

 

 

 

 

mailto:hrvoje.marinkovic@bolnica-vrapce.hr
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Informed consent form : 

Participant number: ___________________________ 

Study title: 

Exploring lived experience of occupational therapy facilitated physical activity among women with serious mental 

illness in Croatia 

Researcher: 

Hrvoje Marinković, occupational therapist 

Master’s program in occupational therapy, Jönköping university 

Email: hrvoje.marinkovic@bolnica-vrapce.hr 
 Mob: +385911762892 

Purpose of the study 

This study aims to explore and understand the lived experiences of women with serious mental illness (SMI) who participate 

in occupational therapist–facilitated physical activity. Your insights will help improve the way occupational therapy 

and physical activity programs are developed and implemented in psychiatric rehabilitation. 

What participation involves 

If you choose to participate, you will be invited to: 

• Take part in one individual interview lasting approximately 45–60 minutes. 

• The interview will take place in a private room within your psychiatric facility at a time that suits you. 

• With your permission, the interview will be audio-recorded to ensure accuracy. 

No physical activity or additional testing is required. 

Voluntary participation 

Participation in this study is entirely voluntary. You may refuse to participate, skip any question, or withdraw at any time 

without providing a reason. Your decision will not affect your therapy, treatment, or relationship with hospital staff. 

Confidentiality 

All information you share will be kept strictly confidential. Your name will not appear in any report or publication. Each 

participant will be assigned a code (e.g., Participant 1, Participant 2). Audio recordings and transcripts will be securely 

stored on a password-protected computer, accessible only to the researcher. 

 

 

Risks and benefits 

The study involves minimal risk, similar to an ordinary conversation about your experiences. If you experience discomfort, the 

interview will be paused or stopped at your request. 

Although there is no direct personal benefit, your participation may help improve occupational therapy practices for 

individuals living with SMI. 

Results 

If you wish, you can receive a brief written summary of the study results after completion. Your personal information will not 

appear in any report. 

Consent 

☐ I have read and understood the information about the study. 

☐ I understand that participation is voluntary and I can withdraw at any time without consequence. 

☐ I agree to take part in this study and consent to the audio recording of my interview. 

 

Participant’s name: ___________________________ 

Signature: _______________________ Date: ___________ 

 

Researcher’s name: ___________________________ 

Signature: _______________________ Date: ___________ 

 

 

 

 

mailto:hrvoje.marinkovic@bolnica-vrapce.hr

