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Review Article

Disability and Rehabilitation

Therapeutic groups run for community-dwelling people with acquired brain 
injury: a scoping review

Cheryl Kotzura, Freyr Pattersonb, Rosamund Harringtona, Samantha Wenta and Elspeth Froudec

aSchool of Allied Health, Australian Catholic University, Brisbane, Australia; bSchool of Health and Rehabilitation Sciences, The University of 
Queensland, Brisbane, Australia; cSchool of Allied Health, Australian Catholic University, Sydney, Australia

ABSTRACT
Purpose:  Therapeutic group interventions are commonly provided in acquired brain injury (ABI) 
inpatient rehabilitation settings, but little is known about the extent of therapeutic groups run for 
community-dwellers with ABI. This paper seeks to review current literature concerning the nature of 
therapeutic groups run for community-dwellers with ABI and the involvement of occupational 
therapists.
Materials & Methods:  A scoping review was conducted with systematic searching of relevant 
databases guided by Arksey and O’Malley’s framework. Studies were included if they reported on 
therapeutic groups for community-dwellers with ABI. Articles were collated and summarised with key 
findings presented in narrative form with accompanying tables.
Results:  Seventy articles met inclusion. Groups are used as therapeutic change agents for 
community-dwellers with ABI and target a diverse range of participation barriers. Participants valued 
group programs that established safe environments, a sense of belonging, growth opportunities and 
social connections. Group accessibility needs to be improved, with better funding avenues available 
for service providers, as well as greater consumer involvement in group design and facilitation.
Conclusions:  Groups are a valuable therapeutic modality supporting community-dwellers with ABI. 
Further research is warranted into the use of groups by occupational therapists working with 
community-dwellers with ABI.

hh IMPLICATIONS FOR REHABILITATION
•	 Therapeutic groups can support the development of social connections, community participation 

and help community-dwellers with ABI re-establish a positive self-identity.
•	 Conducting groups in community settings and involving consumers in group design and facilitation 

may enhance the group experience for participants.
•	 Occupational Therapists should be involved in the design and delivery of occupation-based and 

participation focused group-based programs.

Introduction

Acquired brain injury (ABI) is a significant global health issue and 
leading cause of death and lifelong disability [1,2]. Acquired brain 
injury refers to brain injury acquired after birth not attributed to 
a congenital or degenerative disease, of which stroke and trau-
matic brain injury (TBI) are the two foremost causes [3]. Worldwide, 
it is estimated over 100 million people have ongoing impacts 
from ABI [2], and each year an estimated one in five hundred 
people experience an ABI [4,5]. The impact of brain injury is 
unique to each individual but commonly includes physical, 
cognitive-behavioural and psycho-social changes which can lead 
to significant functional impairments, activity limitations and par-
ticipation restrictions [6].

Inpatient ABI rehabilitation is routinely provided during the 
acute stages of recovery with therapy focusing on remediation 
of affected body function domains [7], and maximizing functional 
performance of basic and instrumental activities of daily living 

[8]. Therapeutic group work is commonly used as a modality 
through which to address therapy goals and promote social inter-
action for inpatients as they adjust to their newly acquired dis-
ability [9]. Group facilitation is considered a core skill of 
occupational therapy and affords clinicians the opportunity to 
target a variety of goals within a social, naturalistic context [10]. 
Permanent effects of ABI are not always resolved upon hospital 
discharge however, and many community-dwelling people with 
ABI may require ongoing support as they adjust and compensate 
for changed circumstances [3]. Therapy priorities also evolve 
during this time, from a focus on remediation and discharge 
deadlines, to returning to community living and the accompanying 
roles, routines, occupations and relationships that importantly 
provide meaning and identity [11].

This shift in priorities, signposted by the significant move from 
hospital to home, is recognised as a critical period in the reha-
bilitation journey, and marks the end of the intense inpatient 
stage and the beginning of outpatient services and the 
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community reintegration process [12]. The discharge milestone, 
while initially perceived as an important and positive turning 
point for families, can also be a challenging time of adjustment, 
particularly as returning to previously held roles may be difficult 
and ongoing care required from family members more intense 
than anticipated [13]. The loss of previously valued social con-
nections with both work colleagues and friends [14], as well as 
reduced formal and informal social supports [15] are possibly the 
most significant challenges facing community-dwelling individuals 
with ABI. This isolation can be amplified by the loss of accompa-
nying meaningful life roles including employment and leisure 
activities [16]. In addition to losing previous roles and relation-
ships, the persistent interpersonal and communication skill deficits 
commonly experienced by individuals with ABI, can make it dif-
ficult to establish new friendships and social connections post 
injury, contributing further to the reduced quality of life commonly 
reported by individuals with ABI [16,17].

Community-based therapeutic groups can offer opportunities 
to build social connections, reengagement, and social participation 
within local communities [18]. Group membership in both old 
(pre-injury) and new (post-injury) social groups has been found 
to positively impact the health and wellbeing of group members 
navigating significant life transitions [19]. Group membership can 
also play a valuable role in supporting post-traumatic growth in 
community-dwellers with ABI, as they come to terms with the 
extent of ongoing problems and forge a new self-identity 
post-injury [20]. Community ABI group membership has been 
shown to facilitate social reintegration, improve perceived life 
satisfaction and quality of life, as well as support and enhance 
community participation [21]. Leisure activities, commonly 
impacted by ABI, can also be positively explored and supported 
in group-based formats [22], with several studies linking leisure 
participation with improved confidence, skill acquisition, 
self-esteem and mood [23].

While supporting engagement in meaningful occupations and 
promoting community participation is considered core business 
for occupational therapists, little is known about the extent of 
occupational therapy involvement in designing and facilitating 
therapeutic groups for community-dwellers with ABI [24]. 
Facilitators and barriers to group programs being offered by 
services or taken up by community-dwellers with ABI, are also 
not well understood. Whilst there is a body of evidence exploring 
the effectiveness, barriers, and facilitators of groups in inpatient 
settings for people with ABI [8,25] less is known about 
community-based groups.  Given the potential  for 
community-based therapeutic groups to address the long-term 
sequelae of ABI, understanding current practice, as well as bar-
riers and facilitators could inform and enhance practice in 
this area.

The objective of the scoping review is to explore what is 
known about the characteristics of current therapeutic groups 
run for community-dwelling adults with acquired brain injury and 
the involvement of occupational therapists in the implementation 
of these groups.

Materials and methods

Several systematic approaches to reviewing health research evi-
dence have emerged in recent decades. Systematic reviews are 
popular choices when the research question is clearly defined, 
and the ideal study design required to answer the question can 
be anticipated. In comparison, scoping reviews are useful 
approaches when the research question is broader and might be 

answered through a range of study designs [26,27]. Given the 
intention of this review is to explore the broad characteristics of 
therapeutic groups, a scoping review was chosen as the appro-
priate methodological approach [26,28]. This scoping review fol-
lowed Arksey and O’Malley’s five step framework [26] and included 
further methodology recommendations proposed by Tricco et  al. 
[29] and Peters et  al. [30]. The protocol was registered at Open 
Science Framework (OSF) prior to data extraction and can be 
accessed at https://osf.io/9va2x/. The optional consultation stage 
was also followed.

Stage 1: Identifying the research question/s

The four key questions guiding the scoping review were:

1.	 What types of therapeutic groups are currently run for 
community-dwellers with ABI?

2.	 What are the key characteristics of these groups?
3.	 What are the barriers and facilitators that impact the pro-

vision and uptake of therapeutic groups for 
community-dwellers with ABI?

4.	 Which therapeutic groups have an occupational therapist 
involved in their implementation?

Stage 2: Identifying relevant studies

Search terms were developed through identification of terms 
commonly used to describe therapeutic groups, as well as con-
sultation with a research librarian and a consumer with a lived 
experience of brain injury.

On May 20th, 2022, CK searched for recent peer-reviewed arti-
cles in CINAHL, MEDLINE, PsycINFO, Scopus, Web of Science and 
Embase databases. The search terms used for the population (brain 
injury), context (community-dwelling) and concept (therapeutic 
groups) in CINAHL database are provided in Supplemental 
Material.

Stage 3: Study selection

Qualitative, quantitative, and mixed methodology studies that 
reported on therapeutic groups for community-dwellers with ABI, 
were reviewed and eligible for inclusion if they were peer reviewed 
and published between January 1st, 2012, and the day of the 
search (May 20th, 2022). Limiting the search to a ten-year period 
allowed for studies to reflect current practice. Studies were 
excluded if they were conference abstracts, single case studies, 
protocols, posters, or dissertations.

Additional inclusion criteria required:

1.	 Group members to be community-dwellers at the time of 
participation in the group, and more than 50% of group 
members to have an ABI diagnosis.

2.	 Group members to have a mean age between 18 and 65.
3.	 Groups to have a therapeutic focus; that is, the group was 

designed to improve the health and wellbeing of group 
members and address goals of participation or occupa-
tional engagement [31]. Group interventions with an 
impairment remediation focus and absence of a partici-
patory or occupation goal, were not included in the 
review, nor were group interventions with a clear align-
ment with the remit of a different allied health profes-
sional, such as a lower limb exercise group.

https://osf.io/9va2x/
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4.	 Groups to be the primary modality (≥ 50%) used for ther-
apeutic interventions. Accepted groups included face-to-
face groups, as well as online groups involving interaction 
via a web-based or social media platform.

5.	 The average number of group members to be more than 
two.

Levac et  al. [27] recommend scoping reviews involve teams 
that adopt transparent and replicable processes. In this scoping 
review, title and abstracts of all articles were independently 
reviewed by two members of the research team to determine 
eligibility. Differences in ratings were discussed in team meetings 
and resolved by consensus or by the decision of a third reviewer.

Stage 4: Charting the data

The data collection form was developed by CK in response to the 
scoping review questions and further refined following feedback 
from the research team.

The form was pilot tested in Covidence and further changes 
made during the early stages of data extraction as per Levac 
et  al.’s [27] recommendations. The data collection form listing 
items uploaded and used in Covidence is included in Supplemental 
Material. Collected data were exported to an Excel spreadsheet 
once all articles were reviewed.

Stage five: Collating, summarising, and reporting results

It is not the purpose of scoping reviews to appraise the levels of 
evidence for these studies [32] therefore the reported effectiveness 
of interventions delivered within those programs has not been 
reported. Descriptive data were collated and formatted within the 
Excel spreadsheet. Key findings are presented in narrative form 
with accompanying tables and figures. In keeping with Levac 
et  al.’s [27] recommendations, a qualitative analysis was under-
taken of all qualitative studies to complement the descriptive 
data. The qualitative analysis involved CK familiarising herself with 
the articles to identify passages of text which discussed the expe-
riences of group participants, family members and group facilita-
tors. From this first review, initial concepts were generated. These 
concepts were recorded in a table format and further revised 
upon reviewing quotes and concepts from the complete data set. 
During this stage, several patterns emerged, which were further 
refined and developed into three key themes. An example of the 
theme development process is provided in Table 1.

Optional stage: consultation

Arksey and O’Malley suggest consumer consultation can provide 
additional insights into a research topic [26]. For this scoping 
review, two consumers with a lived experience of ABI were con-
sulted on proposed search terms for stage 2. Based on their 
recommendations, eight additional terms were included in the 
final search strategy. The scoping review findings were also shared 
with the consumers and they were invited to respond to the 
findings and advise which points should be highlighted in the 
discussion section. Final discussion points in the scoping review 
were clarified based on their recommendations.

Results

The article search and review process is outlined in Figure 1.
The initial search retrieved 5469 articles. Following the removal 

of 3439 duplicate articles, a further 1827 articles were excluded 
based on title and abstract review, leaving 203 articles. Upon 
completion of the full text review, a total of seventy articles met 
the inclusion criteria for data extraction.

Key group characteristics extracted from the included articles 
are presented in Table 2. Additional tabled information relating 
to group focus, group activities and outcome measures can be 
found in Supplemental Material.

Study designs

Study designs varied. Of the 70 included studies, 24 were 
randomised control trials, 16 were pre-post study designs, 
14 were qualitative studies, and the remaining articles 
included case reports (n = 7), feasibility studies (n = 3), cohort 
studies (n = 3), retrospective studies (n = 2), and cross-sectional 
design (n = 1). Many studies (n = 49) quantitatively measured 
group effectiveness in some way, including pre-post group 
intervention outcomes without concurrent controls (n = 21), 
comparison of active group versus waitlist outcomes (n = 12) 
and comparison of active group versus alternative interven-
tion (including different group interventions or traditional 
rehabilitation services) outcomes (n  = 13). Three studies 
explored a 3-way comparison of two different group inter-
ventions to the control group [47,65,93]. Apart from one 
study [61], all articles that reported gender demographics 
had mixed gender groups for both control and intervention 
groups. Data for participants’ age included both mean age 
and range.

Table 1. E xample of theme development process for one theme.

Study Quote Initial concept Final theme

Dam et  al. 2020 [33] “My ‘previous life’ was fast-paced; with yoga exercises being 
holistic, it makes me grateful and thankful for what I have." 
Stella p.6

Grateful for the now
Accepting this version of 

me

A place that provides opportunities 
for growth and construction of a 
new self-identity

Donnelly et  al. 2020 [34] “I remembered feeling the sense of just being proud of what my 
body can accomplish rather than being frustrated about what 
I could no longer do.” p. 2487

Feeling a sense of pride

Norris et  al. 2013 [35] “Before, I either shook hands with my left hand or I did it very 
shakily like this, with my right hand, and it was very hesitant. 
Now I shake with my right arm and, because I am a 
churchgoer, I can even cross myself now, which is absolutely 
amazing. I honestly never thought I could do that again” p.600

Feeling a sense of pride
With capability comes 

confidence and hope

Niraj et  al. 2020 [36] Whereas I would just walk normally through a park but now I’m 
looking at the leaves, the flowers, the trees, the plants. And 
I’m thinking, “this is new me”… and that’s part of me that I 
will always enjoy.” (Linda) p.741

Grateful for the now
Accepting this version of 

me

https://doi.org/10.1080/09638288.2023.2283099
https://doi.org/10.1080/09638288.2023.2283099
https://doi.org/10.1080/09638288.2023.2283099


4 C. KOTZUR ET AL.

Types of groups

The therapeutic issues that group interventions targeted were 
varied. Of the seventy articles, 19 described interventions that 
targeted specific brain injury impairment including groups that 
addressed physical ABI impairments (n = 4), groups that focused 
on cognitive issues such as memory or executive functioning 
impairments (n = 9), and groups developed specifically for people 
with aphasia (PWA) or communication difficulties (n = 7).

A further 17 articles described programs that were rehabil-
itative in nature; they tended to be intense programs following 
closely on from a participant’s inpatient stay, multidisciplinary 
in their design and delivery, or with a wholistic focus on facil-
itating ongoing functional improvement or providing support 
for the adjustment to community living post ABI. Several arti-
cles described groups that sought to provide peer and social 
support (n = 5) or address mental health challenges experi-
enced by people following ABI (n = 4), or were health 

promoting/self-management groups manualised for people 
with ABI (n = 9).

The final 18 articles described groups that had a focus on 
community participation; they included intervention groups that 
targeted community mobility (n = 2) or used leisure as both a 
therapeutic means and end (n = 8), as well as groups that explored 
the specific benefits of yoga (n = 6) and tai chi (n = 2).

Group participants

Of the 70 articles, 33 articles described groups for people who 
had experienced a stroke, 17 articles described groups exclusively 
for people with TBI, and the remaining 20 articles described 
groups for people with ABI (n = 16) or mixed groups with the 
predominant health condition being an ABI. When gender data 
were provided by articles, participants were classified either as 
male or female; there were no identified non-binary participants 

Figure 1.  PRISMA Flow diagram for the scoping review.
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reported in the 70 studies, and only one article reported having 
a single sex group [61]. The reviewed articles did not identify 
gender or sex considerations as a significant variable in their 
results or discussions, although most articles had a higher pro-
portion of male participants to female participants, with the nota-
ble exception being a modified yoga group [50]. Several groups 
(n = 19) included caregivers in one or more of the group sessions. 
Eight articles reported on groups in which caregivers/family mem-
bers were invited to attend sessions as participants in their own 
right, while three articles reported that family members were 
invited to observe sessions to support learning, provide encour-
agement and assist with completion of homework tasks outside 
of the group sessions [38,43,52]. Two articles reported that family 
members were invited to attend the final session, which included 
a graduation ceremony or group performance to celebrate the 
completion of the program [72,84].

Group size

Seventy one percent (50/70) of articles provided details about 
group size, most of which had three to nine participants. Groups 
that addressed specific ABI impairment areas such as upper limb, 
aphasia and memory tended to provide therapy to groups of 
three to eight people. Several studies discussed the challenges 
of attrition for both control and intervention groups, even for 
groups of reasonably short duration. Articles about peer/social 
support groups described groups that were open in nature and 
did not provide specific details about group sizes. When groups 
included educational sessions led by an external expert, they 
tended to be larger in size, and followed a lecture style format. 
Other groups which reported larger group sizes included leisure 
groups such as choir singing [84], sport exploration [70] and 
yoga [50].

Group dosage/duration

There was considerable variety in the delivery of groups across 
the studies. Of the 61 articles that reported on the number of 
sessions provided, many groups (n = 31) seemed to provide some-
where between 6 and 12 sessions to group members, and com-
monly (n = 33) provided one session a week. Eighteen articles 
described groups held between two to four times a week, while 
some of the intensive programs included commitments from par-
ticipants of four to five days each week (n = 8); these groups 
tended to expect participants to attend for several hours within 
a day. Three groups indicated they ran once a fortnight and one 
group ran once a month, while 17 articles described intense group 
experiences that ran for a long time (over six months) and 
expected participant attendance multiple times (more than three 
times a week) during the week for several months. Several of the 
self-management groups (n = 6) changed the group dosage within 
the group regime, usually meeting more regularly in the com-
mencement stage of the group program, and then transitioning 
to booster style “top up” sessions that met less frequently.

Group sessions typically lasted between 60 and 150 min in 
length (n = 44) with a break at the turn of the hour. Longer group 
sessions commonly included morning tea or lunch in the group 
session. As mentioned, the intense group programs typically 
expected participant involvement for half to one full day over 
several days a week. This dosage tended to be required in the 
multidisciplinary outpatient clinics during the early stages of com-
munity re-entry.

Group setting

Medical-based settings were the most common environment for 
group programs to be run in. Of the 70 articles, 19 described 
groups that were run within a community neuro-rehabilitative 
setting with five groups conducted within a community hospital 
or an acute hospital’s outpatient facilities. Eight groups were con-
ducted in university and research clinics, while other groups were 
conducted in community-based centres. Groups that utilised lei-
sure as an intervention were more often conducted in communal 
areas such community sports centres, yoga studios, and wellness 
centres, and six groups described community outings as being 
part of their final group sessions. Three groups described a virtual 
reality platform or Facebook forum as the group intervention 
setting [44,66,78]. Several studies did not provide details of the 
group setting beyond their occurring in the community.

Group activities

The therapeutic activities performed within groups were varied 
and aligned with the group’s purpose. Groups targeting physical 
impairments typically adopted task specific training in either part 
or whole practice, while memory groups reported including a 
range of remedial and internal/external compensatory strategies. 
Groups that used leisure as either a therapeutic means or end 
varied in the activities chosen but commonly provided participants 
with opportunities to engage in and experience the “doing” of 
leisure activities. Some leisure activities required group work and 
interaction (e.g., volleyball, canoeing, paddle tennis) while others 
could be experienced alongside other participants with little to 
no interaction (e.g., yoga, tai chi, golf ). Other groups targeted 
commonly experienced activity limitations (outdoor walking) and 
community participation restrictions such as driving cessation and 
restricted community access. Seven groups utilised technology in 
the delivery of the group intervention such as virtual reality world 
EVA park and Facebook (n = 3) or as an intervention tool including 
use of smart phone apps, computer cognitive retraining and video 
games (n = 4).

Outcome measures

Reported outcome measures were diverse and included the par-
ticipants’ experiences, goal achievement, changes in functional 
performance and daily activities, as well as broader measures of 
subjective wellbeing, self-efficacy, lifestyle changes, participation 
in life roles and community mobility. Mood, reintegration to 
normal living, and quality of life were also measured. Several 
studies reported using “quality of life” and community participa-
tion measurement tools as outcome measures irrespective of the 
level of the ICF that the group intervention was targeting. Both 
standardised and non-standardised measures were utilised in 
quantitative and qualitative studies. Two articles included a cost 
analysis of their group intervention as an outcome measure 
[48,56].

The Goal Attainment Scale (GAS) and the Canadian Occupational 
Performance Measure (COPM) were the two most reported goal 
setting tools described (n = 9). Whilst 28 articles reported the 
group intervention addressed individual participant goals only 
four studies described the goal setting process in detail 
[42,56,72,83]. Only a handful of studies reported on group member 
satisfaction or discussed group evaluation from the participants’ 
perspective [56,58,60].
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Perceptions and experiences of participants with ABI

The fourteen qualitative studies were analysed to provide a sum-
mary of key participant perspectives and identify emerging recur-
rent concepts across studies. Participants with ABI were 
overwhelmingly positive about their experiences and the benefits 
of group participation, identifying three key elements (or themes) 
they felt contributed to the transformative effect the group expe-
rience had played in their lives. These were a safe environment, 
a place that provides opportunities for growth and construction 
of a new self-identity, and a network of ongoing social 
connections.

The group provided a safe environment
A consistent theme across the qualitative studies highlighted that 
the groups provided a safe environment for participants which 
contrasted to the “outside world” in which participants felt defined 
by their disability. This supportive milieu was seen to be an essen-
tial element to the success experienced within the group. Salas 
et  al. [80] highlighted the importance of providing an emotionally 
safe and predictable milieu; a view shared by many of the studies 
(n = 10). In Norris et  al.’s [35] study, participants indicated that the 
physical setting of their leisure group, that is, a non-medicalised 
space within the local community centre, was also a significant 
factor in establishing a positive therapeutic environment. Donnelly 
et  al. [34] indicated participants found the specific changes made 
to the yoga studio environment to accommodate the needs or 
participants with TBI valuable, highlighting the importance of the 
physical environment, while Caute et  al. [44] indicated that the 
virtual world of EVA Park was perceived by participants to be a 
safe and welcoming space.

A place that provides opportunities for growth and construction 
of a new self-identity
Several participants identified that the group format created 
opportunities for personal growth which they attributed to the 
group experience and group activities that allowed participants 
to enjoy each other’s company, experience pleasure, humour and 
camaraderie, and be challenged on a physical, cognitive and social 
level [33,35,76,79]. Specifically, participants reported that being 
“occupied” in group activities allowed them to try new activities 
and reconnect with old ones [38], challenged their whole body 
through enjoyable pursuits [76], and provided them with a chance 
to experience themselves as successful [80].

The concept of participants feeling safe, understood and 
accepted within the group milieu, leading to confidence to exper-
iment [44], to try new things [36], and practice skills impacted 
by the brain injury [38], which in turn allowed them the oppor-
tunity to construct a new self-identity was identified in a number 
of studies [20,79,80]. Several studies reported participants felt a 
new sense of purpose and hope for the future in response to 
their newfound skills and burgeoning confidence [33,34,91], while 
Salas et  al. reported that participants felt they were provided with 
a chance to experience themselves as skilled and successful [80]. 
For example, Salas et  al. provided details about the specific ben-
efits of the leisure occupation of pool; an unstructured activity 
that required cognitive, perceptual, physical, and social skills to 
be played, yet offered participants the opportunity to reconstruct 
a new sense of identity[80]. Some participants indicated their 
success in occupations within the therapeutic setting served as 
a platform for renewed engagement in occupations and main-
stream social groups outside the therapeutic milieu [20,34], as 

demonstrated by one participant from Donnelly et  al.’s [34] study 
who felt the ABI specific yoga program gave her the confidence 
to return to a mainstream yoga class; “I have [continued to prac-
tice yoga] because I found that I could do it…” p.2486.

A network of ongoing social connection:
Participants overwhelmingly identified the social connections 
experienced within the group as a significant contributor to the 
group’s transformative power. Participants frequently reported the 
group setting normalised their experiences of disability and pro-
vided them with a platform to acknowledge their own vulnera-
bilities and simultaneously learn from the lived experience of 
others. One participant from Niraj et  al.’s [36] article said "I know 
every person is different but when we are in this room, we are 
just like one person." p.740.

When asked, most participants were overwhelmingly positive 
about group co-facilitators with a lived experience of ABI. 
Participants reported that ABI group co-facilitators contributed 
significantly to feelings of normality and belonging [80], providing 
practical advice and sharing of skills and knowledge, as well as 
offering participants  encouragement and hope for the future 
[91]. Participants’ experience of supporting others was described 
as a positive group attribute, with one participant from Donnelly 
et  al.’s [34] study stating: "it was empowering to be able to think 
of myself as a resource in a place where I was damaged." p.2487.

Several studies mentioned that new relationships formed in 
therapeutic groups developed into important long term social 
support networks that continued beyond the group milieu, such 
as group participants in Rotherham et  al.’s study who exchanged 
phone numbers and met up for coffee [79].

The long-term nature of the rehabilitation process was also 
mentioned by participants across several studies, with participants 
recognising that lifelong support would be required along their 
continuum of recovery. For some, this self-awareness also came 
from participation in the group and the social interactions with 
others [63].

Barriers and facilitators to community therapeutic groups

Stakeholders reported on the barriers and facilitators of group 
programs offered by services and taken up by ABI 
community-dwellers.

Barriers
Some articles reported the group program yielded insignificant 
participant improvements given the time and resources allocated, 
although acknowledged that small sample sizes and poorly chosen 
outcome measures may have also contributed to their limited 
perceived effectiveness. Barriers to ABI participants joining ther-
apeutic groups were identified in 43 of the 70 studies and 
included access issues (n = 14), cost (n = 7), group design issues 
(n = 6), group timing in the participant’s recovery journey (n = 4), 
communication issues (n = 4) as well as groups not accommodating 
participants’ unique ABI challenges and not providing appropriate 
group activities (n = 12). Some group participants reported that 
their physical, cognitive, and psychological challenges made them 
reluctant to join the group program, or anxious to participate in 
group activities they perceived as being too difficult for them [70].

Exploring unmet needs is another way to consider barriers that 
prevent participants from receiving the services they require. Few 
articles reported on perceived participant unmet needs, but those 
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articles that did, identified gaps in the provision of timely infor-
mation, limited involvement of family members and significant 
others in the community rehabilitation process [37,85], poor sup-
port in assisting with successful return to work [42] and a reti-
cence from group facilitators to address participants’ sexuality [100].

From the service provider’s perspective, barriers to implement-
ing group programs included the high cost of setting up and 
facilitating group programs [48], the required upskilling of ther-
apist facilitators [76], attrition rates minimising group program 
benefits [86], the failure of funding schemes to routinely fund 
group interventions [56] and fitting group interventions into the 
already full timetables of healthcare professionals and facilities 
[85]. Clinician skill, facilitation competence, and adequate training 
may also contribute to services not offering group programs that 
meet participant needs. For example, Poncet et  al. [100] found 
group program therapists felt uncomfortable and unprepared to 
raise or address sexual health issues, despite participants identi-
fying it as a topic they would like addressed.

Facilitators
In contrast, just over half of the included studies (n = 37) identified 
factors that supported the successful implementation of group 
programs. Factors identified by participants included improving 
access to the group for potential participants (n = 7), minimising 
costs or offering the group program for free (n = 8), involving 
volunteers and people with a lived experience of ABI as group 
facilitators (n = 6), allowing for more participant choice as to when 
group programs were scheduled (n = 5), offering enjoyable ther-
apeutic activities that had been suitably modified to accommodate 
the needs of people within ABI friendly environments (n = 5), 
including family members in the group program (n = 8) and pro-
moting social connections amongst group members that extend 
beyond the group program [63,84]. Participant perceived benefits 
from engagement in the group program can also be interpreted 
as a potential facilitator of future group program uptake [34].

From the service provider’s perspective, factors which made it 
easier to implement group programs included receiving organisa-
tion and funding support to adequately plan and deliver a group 
program with the necessary resources and staff [87], providing 
detailed preparatory training to facilitators close to the start of 
the intervention itself [85] and affording adequate time for facil-
itators to debrief with each other at the completion of each group 
session [76]. The timing of the group treatment period and the 
general readiness of the participant to re-engage in social activity 
were also significant factors impacting a group’s success [56,77]. 
Technology and social platforms were used to remind and promote 
participant desired behaviours in several studies with mixed suc-
cess [51,56,78]. It should be noted that student-resourced group 
programs were described in six articles, allowing for those groups 
to have high participant to facilitator ratios [20,21,42,72,90,99].

Group facilitators

Groups were delivered by a range of health disciplines including 
occupational therapists (n = 16), neuropsychologists (n = 15), speech 
pathologists (n = 10), allied health students (n = 6), physiotherapists 
(n = 4), exercise instructors (n = 4), as well as yoga and tai chi 
instructors (n = 6). Five studies were facilitated by volunteers with 
lived experience of brain injury (n = 5). Eight articles did not pro-
vide details about the background or profession of group facili-
tators. Reports on facilitator training varied; some facilitators 
received one-or-two-day’s training, while others were provided 

with instruction manuals. Of the 70 articles, 32 did not discuss 
what training was provided to facilitators.

Discussion

This scoping review was conducted to identify the types and 
characteristics of therapeutic groups currently run for 
community-dwellers with ABI. Barriers and facilitators were iden-
tified to inform implementation of therapeutic groups for 
community-dwellers with ABI. A specific focus on the occupational 
therapist’s role was then explored.

Surprisingly several groups appeared to replicate an inpatient 
rehabilitative experience in both the activities performed within 
the group and in the chosen group setting. From an ICF frame-
work perspective, traditional style rehabilitation groups which 
target body function impairments and activity limitations 
accounted for 36 of the 70 reported groups, despite recent calls 
for rehabilitation services to set goals at the participation level 
of the ICF, or to contextualise them as involvement in a life sit-
uation [101]. There is evidence that barriers in the social and 
physical environments of people with ABI can have a greater 
impact on successful return to community living than a person’s 
specific impairment issues [102]. This suggests that greater scrutiny 
should be applied to the physical setting of the group as well as 
greater consideration of participant experiences of the group milieu.

Thirty-one of the group programs for community-dwelling par-
ticipants were set in medical environments and university research 
clinics in contrast to community and health promoting centres 
(such as gyms, swimming pools and yoga studios). For group 
programs delivered outside of a medical, traditional therapeutic 
or hospital environment, the location choice was identified as an 
attractive feature of the group program, and interpreted by group 
members as a sign of their recovery and return to ‘normal occu-
pations’ beyond the sick role [34,35,90]. Interestingly, group par-
ticipants of virtual world environments expressed similar views, 
reporting that in the virtual environment, they were less defined 
by their disabilities [44]. Norris et  al.’s participants also indicated 
they appreciated the performing of de-medicalised interventions; 
namely leisure and exercise occupations in group sessions, with 
de-medicalised facilitators such as gym and exercise instructors 
leading the programs rather than therapists [35]. These views offer 
insight into the recovery journey of community-dwellers with ABI 
and suggest that chosen environments, activities and group facil-
itators should be considered in light of how they might affect a 
person’s recovery process and construction of identity. It may be 
valuable to access community-based settings for group programs 
for community-dwellers with ABI that better connect them to 
their local communities and normalise their ongoing community 
reintegration experience.

Environmental accommodations must also be considered. 
Chauhan et  al.’s [45] modified yoga program highlights how 
essential environment accommodations can be in setting up a 
group member’s successful participation in community occupa-
tions. The therapy role in group planning therefore, should 
always consider environmental adaptations in response to the 
unique needs of group participants, especially when therapy 
groups are being facilitated in community contexts and com-
munal spaces.

Group facilitators are also key contributors to the group milieu. 
As so many articles indicated that participants valued the inclusion 
of group facilitators with a lived experience of brain injury, health 
care professionals should consider creating opportunities to 
co-design and co-facilitate groups with people with brain injury. 
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This finding is consistent with current recognition that health 
services are more likely to address client need if the target pop-
ulation is involved in the design and delivery of health ser-
vices[103]. Health organisations, researchers, and therapists 
wishing to offer person-centred therapeutic groups should be 
embedding consumer involvement into every tier of their planning 
process. Payment of consumers with a lived experience of brain 
injury rather than utilising their willingness to volunteer, is also 
in keeping with current policies on consumer involvement [104] 
and provides ABI survivors with another avenue into meaningful 
employment. This service shift may require funding bodies to 
incorporate consumer consultancy costs into their planning bud-
get as well as flexibly exploring opportunities to employ users of 
their services in group-facilitation roles.

The qualitative review of articles highlighted key features of 
groups that participants perceived as beneficial. Group programs 
offered something very valuable that individual sessions did not, 
but this was contingent on both good design and facilitation of 
groups. This review suggests that groups need to create safe, 
inclusive environments before the full benefits of the group can 
be realised; a process that may take some time to develop. Most 
group programs reported in this review ran 6–12 weekly sessions, 
and this might not be enough time for the necessary group 
dynamic groundwork to be established. Given group dynamics 
appear to serve as a key ingredient in group-based interventions, 
future research is needed to explore the necessary duration to 
develop a safe and positive group environment with this 
population.

Notably participants reported on the central role their group 
membership played in the healing process following on from a 
difficult moment in their lives. Post-traumatic growth, described 
as the positive changes experienced following a traumatic event 
[105], is considered an ideal long-term goal in the recovery 
journey, and involves people finding a means to accept and 
reframe their trauma as an impetus for personal growth [106]. 
From participant responses, this process was supported by the 
social connections and comparisons with group members on 
their own recovery journey [90], as well as the practical group 
activities that afforded them the opportunity to construct a new 
self-identity that was familiar, yet something new [63]. 
Overwhelmingly it was the intrapersonal and interpersonal con-
nections with other group members that was identified as the 
catalyst for this positive change. This may be sobering news for 
therapists who believe their therapeutic alliance is the key to 
group success. This scoping review suggests establishing a safe 
environment, influencing the group milieu and norms, and gen-
erating opportunities for people to engage in meaningful, enjoy-
able activities that build on skills and construct new social 
identities are important responsibilities of the facilitator, but 
these too can be shared with group members, to create a col-
lectively co-designed group.

The scoping review reported on barriers and facilitating factors 
that make it easier or harder for group programs to be offered 
by services and taken up by community-dwellers with ABI. Barriers 
and facilitators were also explored more broadly in terms of par-
ticipation, that being understood as attendance and involvement 
in life situations [107]. Participants indicated access was the most 
significant barrier impacting their joining and staying in a group. 
Accessibility was impacted by too few groups being offered in 
their local communities (availability) or offered in settings that 
were too far from home that made it too effortful or costly to 
attend. Affordability was mentioned in several studies as a reason 
for participants not joining groups as were group programs not 
accommodating the needs of potential group members with 

activity choices, and group programs covering topics that partic-
ipants did not feel ready to address (acceptability).

Affordability, accessibility, availability, accommodability and 
acceptability are recognised as environmental barriers that restrict 
community participation, making it both difficult for participants 
to “turn up” (attend), and stifling the development of accommo-
dations and acceptances that would potentially improve involve-
ment for everyone [107,108]. Irrespective of the type of group 
intervention, the multi-layered components of accessibility must 
be better considered when planning and delivering group pro-
grams. Groups continue to be developed with decisions made 
arguably in the best logistical interests of group providers and 
the limited resources available, rather than the specific needs of 
individuals, as evidenced by group programs set in medical envi-
ronments instead of local community contexts, and content deci-
sions made without consumer involvement. Participant friendly 
groups need to be affordable, accessible, available at a time and 
location easy to reach, and provide activities that are the right 
fit for participants at their stage in the recovery journey. Ensuring 
mechanisms for participant feedback are in place and allowing 
for some group agility to change content and activities in response 
to participant feedback is another recommendation for group 
developers.

Poncet et  al.’s [100] study also highlighted that some client 
priorities such as sexuality are not raised or addressed by thera-
pists. Lynch and Fortune [109] argue that sexuality is an inherent 
aspect of a person’s identity and should be better acknowledged 
and addressed by health professions. More work needs to be 
done to provide participants with opportunities to raise deeply 
personal goals that may become more important upon return to 
community living. Allowing consumer choice about education 
sessions to be covered by “guest speakers”, may provide an avenue 
for addressing unmet needs. While the reviewed articles didn’t 
raise gender or sex as a significant factor in their results, greater 
research may be warranted to ensure the appropriate gender mix 
is considered for group programs wishing to address sexuality.

This scoping review found service providers also face significant 
barriers to providing group programs; namely high costs and 
insufficient time to upskill facilitators and design and run groups 
under current funding systems. This is concerning, given the over-
whelming benefits that can be experienced through well designed 
group programs. Several articles reported on group programs that 
mitigated some of these barriers by using volunteers and allied 
health students as group facilitators.

Six studies reported allied health students as group facilitators, 
allowing for higher facilitator-participant ratios in those group 
programs, as well as sufficient time allocated for both the planning 
of person/centred group activities and debriefing before and after 
implementing group sessions. Student-resourced service delivery 
models have emerged as an innovative placement model in which 
students learn professional skills and competencies while deliv-
ering part or all of the services to consumers [110].

Student-resourced service delivery models have been used to 
great effect in providing well planned, person-centred groups in 
inpatient settings with ABI patients [111]. For effective 
person-centred, student-resourced group programs to run in com-
munity settings with community-dwellers with ABI, work needs 
to be done to clarify funding pathways for such groups, and for 
partnerships to be established between universities seeking place-
ment opportunities for their students and local community ABI 
service providers. Chinchai et  al.’s [46] intensive training of village 
health volunteers provides another example of creatively maxi-
mising resources to provide a meaningful community rehabilitative 
service.
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Interprofessional co-facilitation of groups was strongly repre-
sented in articles reviewed (n = 20). Interprofessional collaboration 
allows groups to address several therapeutic goals in a group 
context, and potentially broaden the outcomes of group success 
[112]. More specifically, this scoping review explored occupational 
therapy involvement in group design and facilitation, as well as 
occupation-centred practice principles utilised in the group con-
text. Sixteen of the 70 articles described occupational therapy 
involvement in group design and facilitation, and 41 of the 70 
articles explicitly described occupations contextually used in the 
group to address participant and group goals. Several participants 
indicated opportunities for growth came from involvement in 
therapeutic occupations within the group context. The collective 
participant narratives of experiencing transformative change 
through “doing occupation” supports what the profession of occu-
pational therapy holds to be true; engagement in occupation is 
therapeutic [10], and occupation-centred practice can bring sub-
stantial health and wellbeing benefits to individuals beyond a 
mere change in occupational performance.

This group context for considering occupation-centred practice 
aligns well with Nilsson et  al.’s description of meaningful group 
occupation as being both activities which promote experiences 
of creativity and joy, and activities of transformation that extend 
existing skills and build capacity [113]. Occupation-centred prac-
tice, that is, using meaningful occupations in the therapeutic 
process, is considered a cornerstone of occupational therapy prac-
tice and was a key feature in over half of the reported group 
programs, yet occupational therapy facilitation accounted for less 
than 23% of group facilitators. This poor representation begs the 
question; why aren’t more occupational therapists facilitating 
groups for community-dwellers with ABI? Further research into 
the perspectives of occupational therapists providing services to 
community-dwellers with ABI and perspectives of 
community-dwellers with ABI is recommended.

Limitations

This scoping review was limited by inconsistent terms used in 
articles to describe therapeutic groups. The decision to exclude 
groups designed for participants over 65 was made to avoid 
groups designed for older people with mild cognitive impairment 
and early-stage dementia, however it may have led to the exclu-
sion of relevant articles. Excluding articles that discussed groups 
with only two participants, may have also led to the missing of 
relevant studies. Several retrieved articles did not report on key 
features the scoping review wished to explore. This may have 
confounded the key features which were discussed. The appraisal 
of qualitative studies recognised that several researchers were 
also involved in implementing the group program and conse-
quently, there is significant risk of reporting bias. The study 
designs of retrieved articles were also not appraised, and while 
this is in keeping with recommended scoping review processes, 
it means that any conclusions reached within this review should 
be treated conservatively by readers.

Conclusions

This scoping review was conducted to map the characteristics of 
therapeutic groups currently run for community-dwellers with ABI. 
Seventy articles met the inclusion criteria, providing details of 
diverse groups delivered across the world that respond to the 
needs of community-dwellers in the chronic stage of ABI recovery. 

Interdisciplinary groups with a focus on improving participation 
are apparent. Participants reported the group milieu and thera-
peutic activities to be transformative in helping them adjust to 
community living post ABI. Challenges to accessing group pro-
grams include limited availability of groups and lack of accom-
modation of participants’ immediate needs. Service providers also 
have difficulty finding avenues to fund and adequately resource 
groups. Occupational therapists are under-represented in the 
reviewed studies despite their valuable contribution to 
occupation-centred practice, community participation and group 
facilitation in the community context. Recommendations of this 
scoping review include providing group programs outside of med-
ical environments in authentic community settings and employing 
consumers to be part of group design and group facilitation. 
Student resourced group programs may offer opportunities for 
more group programs to be run. Further research into experiences 
of community-based ABI occupational therapists and group pro-
grams is warranted.
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