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Interventions for social and
community participation for
adults with intellectual disability,
psychosocial disability or on the
autism spectrum: An umbrella
systematic review

Melita J. Giummarra'**, Ivana Randjelovic' and Lisa O'Brien*’

'Research and Evaluation Branch, Digital Design and Strategy Division, National Disability Insurance
Agency, Melbourne Victoria, Australia, 2?Central Clinical School, Monash University, Melbourne,
Victoria, Australia, *Department of Nursing and Allied Health, Swinburne University of Technology,
Hawthorn, Victoria, Australia

Objective: This umbrella systematic review examined the effectiveness,
facilitators, and barriers of interventions for social, community and civic
participation for adults on the autism spectrum, or with intellectual or
psychosocial disability.

Data Sources: Eight databases were searched to identify eligible reviews
defined by the: Sample (>50% adults on the autism spectrum or with
intellectual or psychosocial disability), Phenomena of Interest (interventions
in community settings that aimed to improve social, community or civic
participation, or capacity to participate), Design (any), Evaluation (any method
that evaluated impacts on participation or capacity to participate), and
Research type (reviews as journal articles, dissertations or in grey literature, in
English, published 2010-2020).

Review Methods: Rapid review methods were used. One researcher screened
27,890 records and 788 potentially eligible full texts. A second reviewer
independently screened 20% of records, and ambiguous full text
publications. Study quality was extracted, and review quality was assessed
with the Assessing Methodological Quality of Systematic Reviews (AMSTAR)
checklist. Data from 522 studies in 57 eligible systematic reviews were
extracted for narrative synthesis. The Corrected Covered Area (CCA) was
calculated to indicate overlap between reviews.

Results: There was a pooled sample of 28,154 study participants,
predominantly from studies in North America, the UK and Europe. There
was very low overlap between reviews (CCA=0.3%). Reviews were
predominantly low quality: 77.2% of reviews met <50% of AMSTAR
criteria. Most studies were low (45.4%) or moderate (38.3%) quality. Three
broad intervention categories improved participation, inclusion and
belonging outcomes: (1) interventions to help people identify and
connect with participation opportunities (e.g., person centred planning);
(2) participation opportunities or activities (e.g., joining a community
group, sports or outdoor activities, or arts-based activities); and (3)
supports to build skills and capacity to participate socially and in
the community.
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Conclusions: The evidence highlighted that improved social and community
participation requires purposeful strategies that identify meaningful participation
preferences (e.g., where, when, how, and with whom) and provide support to
build capacity or enable ongoing participation. Community capacity building, peer
support and advocacy may also be needed to make the community more
accessible, and to enable people to exercise genuine choice.
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1. Introduction

Social, Community and Civic participation have important
benefits for people with disabilities, as well as for their family
and carers, including improved wellbeing (1) and increased
study, volunteering or paid employment opportunities (2).
There are also likely to be broader social benefits including
improved social capital and accessibility for all members of
the community when social settings are more accessible and
welcoming to everyone in society, including people with
disabilities (3).

Social, Community and Civic participation is considered
one of the core domains of the International Classification of
Functioning (ICF), Disability, and Health framework (4),
which the
disability, function, the environment, and health. While most

recognizes important  relationships  between
of the specified domains in the ICF framework focus on
individual activities or functions rather than participation,
Chapter 7 (Interpersonal Interactions and Relationships) and
Chapter 8 (Major Life Areas)

participation (5). For this review, we considered participation

outline key aspects of

in line with the Convention on the Rights of Persons with
Disabilities (CRPD) (6), defined as the rights to: full inclusion
and participation of people with disability in the community
(Article 28); effective and full participation in political and
public life (Article 29); participation in mainstream and
disability-specific sporting and recreational activities at all
levels to the fullest extent possible (Article 30); and access to
sporting, recreational and tourism venues or services for
organizing recreational, tourism, leisure and sporting activities
(Article 30).
conceptualized as activities that: (a) are ideally chosen or
desired by the individual with a disability; (b) occur in a
social, community or civic setting; and (c) enable people with

Participation and related outcomes were

disabilities to participate alongside and/or with people without
disabilities, or to build the skills, self-efficacy, or social
networks to enable
without disabilities (7).

In Australia, the most prevalent barriers to social and

participation alongside/with people

community participation are experienced by people living
with Autism Spectrum Disorder, Intellectual and Psychosocial
Disabilities (8). Autism Spectrum Disorder is a developmental
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that includes deficits in  social

communication and interaction across multiple contexts;

condition persistent

restricted, repetitive patterns of behavior, interests, or
activities; and disturbances that cause clinically significant
impairments (9). Intellectual Disability is defined as a
disability that originates before the age of 18 with significant
limitations in intellectual functioning, with an IQ <70, and
impairments in adaptive behavior related to many everyday
social and practical skills (10). Psychosocial disability is a term
used to describe disabilities arising from mental health
conditions that are “multi-axial” comprising psychological,
social, and occupational impacts of psychiatric, psychological,
or developmental disorders (11). Co-occurrence of two or
more of these disabilities is common. For instance, adults on
the autism spectrum have higher rates of psychiatric
comorbidity (12), and 50%-60% of people on the autism
spectrum also have an intellectual disability (13).

Consistent with the social model of disability (14),
difficulties with participation often arise due to both societal
and environmental factors including availability and access to
transport in the community, accessibility of information and
buildings, and community perceptions, actions and attitudes.
Moreover, individual factors play a role, including health,
mobility, poverty, communication, support from family/carers
or friends, confidence, life experience, and interests (15).
Finally, participation can be obstructed by the systemic
exclusion of people with disabilities, availability of supports
for disability needs, and lack of support for, or access to,
education or employment (15).

To enhance social, community and civic participation for
people on the autism spectrum, or with intellectual or
psychosocial disability, we must identify and enable access to
interventions that overcome the social, individual, and
systemic barriers to participation. Such interventions may
work by improving the fit between the person and their
physical, social, or institutional environments (e.g., by making
the their

participation), or by building the capacity of the individual

environment more accessible to enable
with a disability to participate. Therefore, this review sought
to systematically identify and synthesize the available evidence
for the effectiveness of interventions or supports that aim to

improve social, community and civic participation of adults
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TABLE 1 SPIDER eligibility criteria for the umbrella review.

Domain

Inclusion criteria

10.3389/fresc.2022.935473

Exclusion Criteria

Sample

Phenomena of
Interest

e >50% of participants aged 18 + years on autism spectrum, with intellectual or
psychosocial disability
« Living in the community, including small group homes/supported living

« Interventions, supports or programs in a community setting or that aimed to
influence social, community or civic participation or capacity to participate.

« People living in large group homes
« People with acquired intellectual or cognitive disabilities
« >50% of participants were secondary school students.

« Interventions with a medical basis or focused on management
of symptoms for delivery in the health system, consistent with

Design « Systematic, scoping, rapid reviews of quantitative or qualitative research
« Studies measured >1 capacity or participation outcome or intervention

acceptability/feasibility

Evaluation
change in participation or capacity

previous reviews (17).

« Reviews of Cognitive Remediation interventions as a separate
evidence snapshot specific to this topic was already underway.

« Reviews of employment or residential interventions that did
not include an active social or community participation
component as separate reviews were already commissioned to
evaluate that evidence.

« Interventions targeting the environment or community, which
were beyond the scope of this review.

o Primary research studies not included in the systematic and
scoping reviews.

« Quantitative and case study designs must evaluate a within or between group

« Qualitative studies explored participation experiences, acceptability, barriers and

facilitators or outcomes

Research type « Published in English from 2010 to 2020

« Journal articles, dissertations/theses, and grey literature

on the autism spectrum, or who have intellectual or
psychosocial disabilities. Broad inclusion criteria were defined;
however, in accordance with the registered protocol, the study
was conducted as an umbrella review given that many
systematic reviews were identified. The review aimed to
answer three overarching research questions:

1. What interventions are effective for who, how, under what
conditions, for which activities, and for what outcomes?

2. Where the evidence is sufficiently strong and consistent for
implementation: (a) what is the acceptability of the
interventions; (b) what are the barriers and facilitators of
intervention implementation; (c) what resources are
required for implementation; and (d) is there evidence of
cost-effectiveness?

3. What are the gaps in evidence?

2. Method

The protocol for the review was registered to PROSPERO
on 6th January 2020 (CRD42021229580). Minor protocol
deviations are outlined in Supplementary File 1.

Frontiers in Rehabilitation Sciences

« Books, book chapters, editorials, letters, conference abstracts,
organizational website content, or publicity materials from
disability services due to potential conflicts of interest.

2.1. Eligibility criteria

As this review sought to synthesise evidence from studies
that used a broad range of methods, we used the Sample,
Phenomena of Interest, Design, Evaluation, Research type
(SPIDER) framework (16). Detailed eligibility criteria are
provided in Supplementary File 1. Publications were eligible
for inclusion if they met the criteria outlined in Table 1, and
if they were published between 2010 and 2020. This
timeframe coincides with the increased use of systematic
review methods and allows for the identification of
contemporary empirical evidence as well as older studies
published since deinstitutionalization and the independent
living movement.

Publications could use umbrella, systematic, scoping, or
rapid review methods, if they (a) included a clear statement of
the purpose of the review; (b) described the search strategy,
searched two or more databases, described the search terms
used and the inclusion/exclusion criteria; (c) presented data
on search and screening results, and presented all findings
relevant to the main purpose of the review.

Primary outcomes were aspects of social participation (e.g.,
communication, social relationship maintenance, participation
through telecommunications or online platforms, convivial
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encounters); social networking (e.g., friendships, relationships,
networks); navigating or accessing the community (e.g., access
or skills to use public or private transport); participation in
recreation, sports and leisure activities in the community (e.g.,
sports, art, music, community or cultural events, libraries,
tourism); or civic involvement (e.g., voting, volunteer work,
advocacy, committee or club memberships, or political
Studies that
employment outcomes, or leisure activity participation with

engagement). only measured housing or
no social and community participation potential were not
eligible. Secondary outcomes included aspects of psychosocial
(e.g.
decision-making, self-advocacy), physical or mental health, or

functioning self-determination, autonomy, choice,

quality of life.

2.2. Search strategy: Databases and
search terms

Medical Sub-Heading (MeSH) and keyword search terms for
autism spectrum disorder, intellectual disability, and psychosocial
disability and social, community and civic participation were
adapted for eight search engines (Figure 1; the search terms are
available in Supplementary File 2). Grey literature was
identified using the DuckDuckGo search engine, which does not
track search terms, and reduces the chance that reviewers are
presented with biased website results based on previously viewed
sites. Web screening was limited to the top 50 results for each
disability population. Reference lists of included publications
were hand searched to identify additional reviews, and an expert
panel was consulted to identify any missed literature.

2.3. Study selection

Screening was conducted using Endnote, Covidence and
Abstrackr. Abstrackr is a web-based platform that uses an
active machine learning algorithm of reviewer judgements to
predict the relevance of remaining citations, which are then
sorted by predicted relevance to enable rapid identification of
relevant records (18, 19). Search results were first consolidated
in an Endnote library, and duplicates were removed. Due to
the breadth of the review results once duplicates were removed,
clearly ineligible citations were omitted when reviewing citation
title, based on studies with ineligible disorders, paediatric
populations, questionnaire validation methods, biomarker and
neurophysiology studies, and document type, consistent with
(20).  Study
undertaken in accordance with Cochrane Rapid Review

previous large-scale reviews selection  was
methods (21) as follows. Reviewer 1 screened all citations in
Endnote, and all full text articles in Covidence. Reviewer 2
screened in Abstrackr for the first 20% of citations predicted to

be relevant, or until no further citations had > 50% relevance,
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whichever threshold was reached first. Systematic Review
authors were contacted for additional information to determine
eligibility of full texts, where necessary. If the reviewers were
unsure about full text eligibility, a final decision was made in
consultation with a third reviewer.

2.4. Data extraction

Data were extracted into excel spreadsheets (Supplementary
Data file 1 and 2). Consistent with rapid review methods data
extraction was completed by a single reviewer, and extraction
accuracy and completeness were discussed between authors.
Original study papers were accessed, or authors contacted, if
key details were not provided in the systematic review.

Data extraction was conducted in two phases. In phase one
summary information on the systematic reviews was extracted
including: the review aim, design, key theoretical frameworks,
and review inclusion and exclusion criteria; study selection and
the number of studies that met our SPIDER criteria; pooled
sample characteristics in each review for eligible studies
(number, age, sex, disability types, countries); summary of
interventions; design of eligible studies; type of control groups;
and overall quality or risk of bias of the included studies.
Overall effects on participation capacity, participation, quality
of life,
summarised as positive effects if >60% of studies had positive

and secondary outcomes were recorded, and
effect, negative effects if >60% of studies had negative effect,
null effects if >60% of studies had null effect or inconsistent
effects if no effect direction met the threshold for positive,
negative or null effects. For meta-analyses, the inclusion of
sensitivity analyses and identified biases were recorded. Study
heterogeneity and whether review authors disclosed funding
sources and conflicts of interest were recorded.

In phase two, information about the individual studies
included in the systematic reviews was extracted, including:
first author, publication year and country; study recruitment
strategy and sample demographics (e.g., sample size, age, sex,
disability or diagnoses); study design (e.g., descriptive or
cross-sectional, mixed or multi-methods, multiple baseline
case study, randomised controlled trial (RCT) or quasi RCT,
non-randomised controlled trial with (NRCT-CG) or without
a control group (NRCT-NoCG), qualitative, or review);
intervention and control conditions (e.g., design, mode of
delivery, the agent providing the intervention, the services
provided, the duration and frequency of sessions in the
and whether the

disability-specific or mainstream setting. Effects of each

intervention); intervention was in a
intervention were extracted for social participation, capacity,
and “other” outcomes, with complete data on the measures
used and any effects of the intervention (available in
Supplementary Data File 2). Data regarding cost-effectiveness

and barriers or facilitators were documented where possible.
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Medline PsyclInfo
(n =6,286) (n=10,079)

Campbell Collaboration
(n=8)

| Emcare ASSIA ERIC CINAHL |
(n=9,322) (n = 2,203) (n=2,617) (n=8212)

Cochrane Collaboration
(n=1,776)

v

Grey literature search
(n=8)

Records identified through
database searches

Additional records from
reference lists and

(n=40,511) expert panel
i (n=149)
Records after duplicates
removed
(n=27,898)
*—‘—* Records excluded
Records Records Total records {n=24.928)
omitted retained (n=15,699)
from title from title ¢
screen screen Full-text articles excluded
(n=12348) | | (n=15550) e | (N=716)
T Paediatric study (n =106)
Records screened by R2 Not ASD, ID or PD (n=53)
(n =3,198, 20.4%) Not focused on SCC (n=119)
v No evaluation (n=54)
Full-text publications Document type (n=53)
assessed for eligibility " Primary study* (n=331)
(n= 780) Unable to retrieve (n=1)
v
Systematic reviews eligible for Reviews not extracted
narrative synthesis > (N=7)
(n=64) No unique studies in SR (n = 3)
¥ SR duplicate (n=3)
Datatextraction No studies in SR (n=1)

Systematic Reviews
(n=57)

Eligible studies in the
included systematic reviews
(n=522)

FIGURE 1

PRISMA chart. * These studies met the SPIDER study design eligibility criteria but did not meet the criteria for inclusion in an umbrella review.]

2.5. Quality assessments

Study quality, certainty, or risk of bias were extracted from
included reviews where possible. Review quality was assessed
using the 16 quality criteria in the checklist for Assessing the
Methodological Quality of Systematic Reviews Version 2
(AMSTAR; 22). The proportion of relevant AMSTAR criteria
that were met was calculated to summarise overall review
quality. Review and study quality were generally classified as
low, moderate, or high according to the original study
classification, or based on tertiles of AMSTAR summary
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scores, respectively (e.g., studies that met <33.3% of quality
criteria were considered low quality, but those that met
>66.7% of quality criteria were considered high quality).

2.6. Data synthesis

The findings across systematic reviews are presented in a
narrative synthesis of the characteristics of the included
reviews, interventions, outcomes and effects on outcomes, and
evidence quality (Research Question 1). To determine whether
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there was sufficiently strong and consistent evidence to support
each intervention type we considered the consistency in the
effectiveness of studies for the respective intervention category
relative to the quality of the studies (Research Question 2).

As multiple systematic reviews may have included data from
the same original studies, the Corrected Covered Area (CCA) was
calculated across all studies, and studies on similar broad topic
areas (e.g., social skills training) to provide insight into the level
of overlap of original publications (23). The level of overlap
was considered slight (<5%), moderate (6%-10%), high (11%-
15%) or very high (>15%; 23). The following formula was used
to calculate the CCA:

(N—-R)

CCA =100 x m

N = number of publications including double counting; R = number of index
publications; C = number of reviews

3. Results
3.1. Study selection

Study selection is summarised in Figure 1. A total of 40,644
records were identified from the search that was executed on 22
December 2020, including 149 records from reference lists and
expert guidance. Data were extracted from 57 reviews that did
other
(Supplementary Table 1). These reviews included a total of
1,170 original studies, of which 522 met the SPIDER inclusion
criteria. Most included publications were systematic reviews

not completely overlap with included reviews

(40 reviews), followed by meta-ethnographies (6 reviews),
meta-analyses (5 reviews), Cochrane reviews (2 reviews),
scoping reviews (2 reviews), and umbrella reviews (2 reviews).

The studies included in each review included various
research designs, including: RCT or quasi RCT (167 studies);
qualitative (112 studies), mixed or multi-methods (43 studies);
non-randomised controlled trials with (42 studies) or without
a control group (64 studies); cross-sectional studies (13
studies); and descriptive (17 studies) or multiple baseline case
studies (35 studies). Sixteen of the 522 studies were systematic
reviews from the two umbrella reviews (24, 25). Study design
was not clear for 13 studies.

3.2. Study characteristics

3.2.1. Corrected covered area (CCA)

The overall CCA was 0.29%. Studies in four intervention
categories had no overlap (i.e., travel and navigation training,
art interventions for psychosocial disability and intellectual
disability, parenting role training and vocation focused
interventions). The remaining interventions had slight overlap
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(CCA median=1.8%). Three topics that had high or very
high overlap were social skills training for people on the
autism spectrum (CCA =10.2%; 17/44 studies included in 2-5
reviews), transition programs for people with intellectual
disability or on the autism spectrum (CCA=16.7%, 2/3
studies included in two reviews), and animal interventions for
people with psychosocial disability (CCA =33.3%, 2/6 studies
included in two reviews).

3.2.2. Intervention settings and outcomes

The 522 eligible studies included a pooled sample of 28,154
people with disability. Interventions focused on psychosocial
disability (31 reviews, 311 studies), intellectual disability (23
reviews, 139 studies), or the autism spectrum (15 reviews, 85
studies). Eleven reviews (13 studies) included people with
more than one disability type.

Thirty-nine (68.4%) reviews reported the country of 346
studies. The most common global regions were North
America (31 reviews; 153 studies), the United Kingdom and
Ireland (26 reviews; 96 studies), Europe (22 reviews; 38
studies), Australia (18 reviews; 37 studies), Asia (10 reviews; 7
studies), Middle East (7 reviews; 11 studies), South America
(1 review; 1 study) and New Zealand (1 review; 1 study).

The most common social and community functioning
outcomes were: loneliness (22 studies), isolation (11 studies)
or inclusion (13 studies); social functioning (17 studies), social
disability (3
socialisation (6 studies); social networks, including network

studies), social acceptance (3  studies),
size (17 studies) or composition (4 studies), interpersonal,
social or peer relations (33 studies) friendships (22 studies),
contact with friends (6 studies) or other social interactions (15
studies), and social support (21 studies). Assessment of actual
participation in the community was less common, but
included social (7 studies), leisure (5 studies) or community
activity participation (3 studies); community involvement or
participation (8 studies), access to community venues (4
studies), and confidence to be in the community (3 studies).

The most common capacity-focused outcomes were theory
of mind (i.e., the ability to recognize and understand the mental
states of others; 22 studies), affect recognition (20 studies),
attribution style (9 studies), and empathy (eight studies);
social (15 studies) and communication skills (six studies); and
dating knowledge or sex-related behaviours (18 studies), and
social knowledge (eight studies).

The most common “other” outcomes were: psychiatric (50
studies), depression (31 studies) or anxiety symptoms (9
studies); quality of life (43 studies) or general wellbeing (9
studies); mental health (10 studies) or emotional wellbeing (7
studies); physical health (5 studies); self-esteem (20 studies),
confidence (17 studies); self-value (11 studies); self-efficacy
(10 studies); self-determination (8 studies); empowerment (8
studies); choice (4 studies); challenging behaviours (13
studies); adaptive behaviour (4 studies); cognitive functioning
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(6 studies); employment (5 studies); and fitness (4 studies),
sporting skill (4 studies) or other health-related outcomes (4
studies).

No studies examined cost-effectiveness.

3.2.3. Quality of the evidence
Study quality is in Table 2-4,

Supplementary Table 2. Forty-four reviews (77.2%) met <50%

summarised and
of AMSTAR quality criteria (median proportion of criteria
met=0.41; Q1=0.19, Q3=0.46). Nineteen reviews (33.3%)
met <25% of quality domains, 25 (43.9%) met 25%-49% of
domains, seven (12.3%) met 50-74% of domains and four
met 75%-100% of quality domains. Quality domains that
were most often not described or that were low quality were:
lacking a-priori protocol (51 reviews, 89.5%); poor or lacking
explanation of study selection procedures (31 reviews, 54.4%);
54.4%) or
extracting data (44 reviews, 77.2%); no report of the full text

single author screening records (31 reviews,
records excluded (50 reviews, 87.7%); no report of the study
funders (55 reviews, 96.5%); no risk of bias assessment or
failure to account for risk of bias in the synthesis (45 reviews,
78.9%); and no examination or discussion of heterogeneity
(32 reviews, 57.9%).

The evidence included in each review was predominantly
low (22 reviews; 51.2% of reviews reporting study quality) or
moderate quality (14 reviews; 32.6%). Only seven reviews
Studies
with  psychosocial

predominantly included high quality evidence.

evaluating interventions for people
disabilities were generally higher quality than studies of
interventions for people with intellectual disability or on the
autism spectrum. Quality was not assessed in 14 reviews and

was unclear in one review (26).

3.3. Intervention design and outcomes

There were three broad types of intervention: (1) 12
interventions that helped people identify and connect with
participation opportunities; (2) 14 interventions that were a
opportunity; and (3) 31
building skills or capacity to participate.
outcomes are summarised in Tables 2-4, and

participation interventions that
focused on
Intervention
detailed information on each intervention, study design and
quality, and effects are provided in Supplementary Table 3.
Facilitators and barriers are summarised in Supplementary
Table 4. Category numbers below correspond to the

intervention category in all tables.

3.3.1. Interventions to help people connect with
social, community or civic participation
opportunities

Interventions focused on supporting people to connect with
social or community participation opportunities used processes
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like person centred planning and individualized support for
social functioning and participation; befriending or peer-based
supports to broaden social networks; and transition supports
for younger and older adults (Table 2).
centred  planning (PCP)
individualised plans with the person in partnership with their

Person involves  developing
circle of support, with a focus on meaningful participation and
goals (27). The PCP interventions (Category 1, low-high study
quality) were primarily assessed in people with intellectual
disability or on the autism spectrum in residential or day centre
PCP self-

determination, interpersonal relations, social inclusion, contact

settings. reduced loneliness and improved
with friends, and sense of connection and social contact,
participation and involvement in community settings (e.g.
restaurants, museums) and in community activities. PCP
increased the variety of community locations visited, and level
of access to community settings. There were inconsistent effects
on social network size, no impacts on friendships with peers or
social networks beyond close family and staff. There were 2.8-
fold higher rates of participation in choice-making for short-
term goals (e.g, whether to participate in specific activities)
(28), but no impact on involvement in major life decisions (29).
Plans were not developed for 30% of people in one study (28).
Study quality varied enormously, and successful implementation
required support from frontline staff providing individualized
support through to service planners and managers (29).

Skilled individualised supports (Category 2, study quality not
reported) for people on the autism spectrum or with intellectual
disability encompassed active support, positive behaviour
support, behavioural and residential assessments and
modifications, functional communication training, planning,
respite care, and crisis responses. Individualised support led to
increased time in community settings and activities, facilitated
convivial encounters in community settings, and reduced
barriers to community interactions. Individualised support
increased participation in employment or training but did not
affect the incidence of challenging behaviour.

A previous umbrella review (25) summarised effects of
interventions  supporting  choice-making and  asset-based
approaches, social skills, setting goals and peer support from one
systematic review (Category 3, moderate quality study;
frequency n/a). These interventions enhanced social inclusion,
connectedness and quality of life, and reduced depression.
Asset-based approaches improved self-esteem and health
outcomes but had inconsistent effects on self-determination.
Goal setting interventions required strong relationships between
staff and participants, and were not as effective as interventions
with asset-based approaches or that built social skills (30).

Animal-based interventions (Category 4) included a dog
walking program alongside a dog handler for people with
intellectual disability (high quality study), and short-term
animal companionship for people with schizophrenia or

depression (low-moderate study quality). Walking a dog
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TABLE 2 Overall effects of intervention processes and supports to help people connect with social, community or civic participation opportunities,
including AMSTAR quality rating of the SRs and quality of the original studies.

Intervention
o No. of studies
o A* for each SR reporting studies

Disability cohort, pooled
sample size, age range,
sex

Typical intervention
duration and/or
frequency

Effects on outcomes
[study quality]

Social  Other
functioning Skills outcomes

1. Person Centred Planning
« 10 studies
« A LLLM

2. Individualised behaviour and participation support
« 5 studies
« A LM

3. Choice-making and “asset-based” approaches
o 1* study
« At LL

4. Animal companionship with dog walking or in home

« 4 study
« A% LLH

5. Community group participation linkage supports
« 4 studies
«ALLMM

6. Social prescriber and “connecting people” interventions

« 20 studies
« A LLMM

7. Befriending interventions with a non-disabled volunteer

« 2 studies (ID), 5 studies (PSD)
« A% MM (ID), L M M (PSD)

8. Peer-based friendship programs
« 5 studies
«A:LLM

9. Peer support in the community
« 9 studies (PSD), 1 study (ASD), 1 study (ID)
«A*LLMMM M H H (PSD), M (ASD), M (ID)

10. Peer support in mental health services
« 36 studies
«ALMH

11. Transition to young adulthood
« 13 studies
«ALLMM

12. Transition to retirement
« 2 studies
« A LM

ID, N =640, 13-85 years, sex nr

ID, N=65, 14-39 years, sex nr

ID, N=2%, 69 years, sex nr

ID, N =106, aged 18-64 years,
sex nr

ID or PSD, N=13, N nr for 2
studies, age, sex

PSD, N =357, sample was nr for
16 studies, age, and sex nr

ID, N = 38, age, and sex nr

PSD, N =637, age and sex nr

PSD, N =489 with a range of
mental health diagnoses, age nr,
60% male

PSD, N=1,337, age and sex nr

ASD, N = 35, 24-77 years, 69%
male

ID, N =10, 19-48 years & 30%
male

PSD, N =340 PSD mentors, N =
2,152 PSD mentees, N = 138 staff,
age, and sex nr

ID or ASD, N =210, aged 17-33
years, sex nr

ID, N =17, aged 48-62 years

>1 individual or group
meeting, no set frequency

As needed to generate &
review plans

14 x 1-hr walking sessions
Continuous or 50 min to
3-hrs p/wk

30-min staff introduction or

30 h of meetings with a

recreational therapist over 9-

10 weeks

>1 assessment plus 1-5

additional contacts, over 3-18

months

nr

2 h/wk for 6wks to 12 months

35-38 x 3-hr sessions (nr for

most studies)

1.5 to 2-hr sessions for 4-
weeks up to 12-months

Typically 2.5 h per week

Camp Campus for 1 wk or
10-month program
(frequency & length nr)

weekly for 5-10 months
(session length nr)

Notes: Blank cells indicate no evidence available. Detailed summaries of the study and sample characteristics and outcomes are provided in Supplementary Table 4,
the numbered intervention categories in column one corresponds to the numbered paragraphs below and the numbered rows in Supplementary Table 4.
Abbreviations: L, low quality; M, moderate quality; H, high quality; nr, not reported; A*, AMSTAR (A MeaSurement Tool to Assess systematic Review); ASD, autism
spectrum disorder; ID, Intellectual Disability; PSD, Psychosocial Disability; SR, systematic review; UR, Umbrella Review, h, hour; hrs, hours; min, minutes; nr, not
reported; N, number; wk, week.

Symbols:+positive effect (green); o null effect (red); - harmful effect (red); / indicates mixed effects (amber); * sample size does not include the participants included
in SRs within URs; ** effects in most studies were positive, but some studies showed no effect.
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TABLE 3 Overall effects of taking up opportunities for participation on participation and other outcomes, including AMSTAR quality rating of the

SRs and quality of the original studies.

Intervention
o No. of studies
o A* for each SR reporting studies

Disability cohort, pooled
sample size, age range, sex

Typical intervention
duration and/or frequency

Effects on outcomes [study
quality]

Social Social Other
functioning skills outcomes

Participation in existing groups, activities or
programs in the community

13. Community group participation
o 4 studies*®
«cAXLLMM

14. Music
« 1 study (ASD), 30 studies (PD)
« A* M (ASD), M H (PSD)

15. Dance
« 6 studies
«ALLMMM

16. Drama
« 13 studies
« A MM

17. Art
« 1 study (ID), 8 studies* (PSD)
« A* M (ID), L L M (PSD)

18. Farm, ecotherapy, gardening and
horticulture interventions

« 14 studies

«A“LLLLHH

19. Outdoor nature experiences and camps
« 7 studies
«A*MHH

Sport or physical activity interventions

20. Motivations to participate in sport or
physical activity

« 37 studies

«AMMM

21. Sport or physical activity programs
« 11 studies
« At M

22. Mainstream sport/ physical activity in
community

« 5 studies

«cALLMM

23. Unified Special Olympics participation
« 6 studies
«ALMM

24. Disability-specific physical activity
programs

« 12 studies

«ALLLMM

ID or PSD, N =58, mean age 56-59
years, 72%-100% male

ASD, N =22, age, and sex nr

PSD, N =1819, 15-60 years, 56.5%
male

ASD, N =233 (ASD) including 151
with ID and 3 with PSD, 14-53 years,
72% male

ID or PSD, N=31 (ID), N=171
(PSD), age and sex nr, but 4 programs
for men only

ID, N=5, aged 21-27 years

PSD, N =60, age, sex, and quality nr

PSD, N =405, aged 20s to 70s, 22%
male

PSD, N =211, 18-65 years, 20%-39%
male

PSD, N = 6,466 psychosocial disability,
N =80 clinicians, aged 19-67 years,
71% male

PSD, N =552, mean age 25-45 years,
sex nr

ID, N =356, aged 11-83 years, sex nr

ID, N not clear, average age 25-31
years, sex nr

ID or ASD, N=448 (ID) & N=89
(ASD), 13-77 years, 56.3% male

1-3 times per week for an average of
3.6 h per week

nr

1 to 6 sessions for a total of 45 min to
2 h p/wk

weekly for 1 to 1.5-hrs p/wk for 7-10
wks

Most 10-11 sessions or over 4-6
months (session length & frequency
nr).

Two days p/wk

2-hr p/wk to unlimited access to an
open studio

1 to 3 sessions of 1.5-3 h p/wk 2 x to
3-hr sessions p/wk for 12 wks

1-5 weekly 1-3 h sessions

1-2 weekly sessions of 45 min to 2-hrs

2-3x1-2h p/wk for 8-24 wks

Nr

Nr

2-3 x wk for total of 1.5-hrs to 3-hrs p/
day for 8 wks to 10 months
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TABLE 3 Continued

Intervention
o No. of studies
o A* for each SR reporting studies

25. Disability-specific Special Olympics

ID, N =181 intellectual disability,

Disability cohort, pooled
sample size, age range, sex

participation N = 101 parents, siblings coaches or
« 7 studies caregivers; aged 12-50 years, 52%
« A*MMM male

26. Special Olympics participation (setting nr)
« 10 studies

« AL M years, 50% male

ID, N =1,247 intellectual disability,
N =746 other people, aged 9--69

10.3389/fresc.2022.935473

Typical intervention Effects on outcomes [study

duration and/or frequency quality]
Social Social Other
functioning skills outcomes
3x1.5h p/wk + +
(L] [L]
Nr + +
[L] [L]

Notes: Blank cells indicate no evidence available. Detailed summaries of the study and sample characteristics and outcomes are provided in Supplementary Table 4,
the numbered intervention categories in column one corresponds to the numbered paragraphs below and the numbered rows in Supplementary Table 4.

Abbreviations: L, low quality; M, moderate quality; H, high quality; A*, AMSTAR (A MeaSurement Tool to Assess systematic Review); AAT, Animal Assisted Therapy;
ASD, autism spectrum disorders; ID, Intellectual Disability; PSD, Psychosocial Disability; SR, systematic review; UR, Umbrella Review, h, hour; hrs, hours; min,

minutes; nr, not reported; N, number; wk, week.

Symbols:+positive effect (green) o null effect (red) - harmful effect (red) / indicates mixed effects (amber); * sample size does not include the participants included in
SRs within URs; ** effects in most studies were positive, but some studies showed no effect; *** study examined acceptability and experiences only, not effects on

participation or skills.

increased convivial encounters and confidence to engage
socially. One passive animal companionship study found
improvements in social-adaptive functioning, and two others
reported reduced depression symptoms or improved self-
esteem, self-determination, and psychiatric symptoms. Animal
companionship did not improve social support or loneliness.
It was not clear if benefits were specific to animal
companionship or participation in structured activities (31).
Two types of intervention focused on enhancing community
linkage for people with psychosocial disability or intellectual
disability by linking the person with community-based
recreation or interest-based activities (Category 5, study quality
nr). For these “connecting people” or “social prescriber”
interventions people at risk of chronic health conditions,
including psychosocial disabilities, were referred to a “navigator”
who assessed their social participant and/or mental health
needs, interests, and preferences and helped them connect with
community programs or activities (Category 6, low-high study
quality). Community linkage and social prescribing
interventions led to increased social network size, including
non-paid contacts, social connections and friendships, and
reduced loneliness. Linkage supports improved community
involvement and participation but had little effect on social
activity These

interventions self-esteem,

and interactions in community settings.

skills,
confidence and feeling worthwhile, but had inconsistent effects

improved  interpersonal
on mental health and general wellbeing. Building trust was vital
in establishing relationships (32). Few evaluations compared
linkage support interventions with control conditions, and low
uptake in several studies suggests low acceptability.
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Befriending interventions matched a person with psychosocial
(study quality not reported) or intellectual disability (moderate-
high study quality) with a volunteer befriender from the
community (Category 7). Most befriending matches were based
on shared characteristics and interests for people with
psychosocial disability, and some also included stipends to
support activity participation people  with
psychosocial disability befriending increased perceptions of

costs.  For
social support, but did not affect loneliness, social functioning,
social networks, general wellbeing, or psychiatric symptoms. A
monthly stipend to the group receiving befriending support
and a control group that received a stipend without befriending
had similar increases in social functioning and network size.
There was limited engagement for some participants, however,
given that 23% (33) to 36% (34) of people with psychosocial
disability never met their befriender. People with intellectual
disability experienced few benefits to community participation
and social network size, had little choice about the nature and
frequency of interactions, and some reported negative effects
on existing social networks when befriending activities
interrupted regular schedules.

Other friendship

psychosocial disability to a peer with psychosocial disability

interventions matched people with
(Category 8; e.g., the “Buddy Care” intervention), or focused on
re-establishing connections with existing friends. Peer-based
befriending increased social contacts and perceived social
support, and improved overall mental health but had no effect
on loneliness or social network size, psychiatric symptoms or
service use. Friend-oriented psychoeducation successfully re-
established social networks and increased social contacts.
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TABLE 4 Overall effects of interventions to build skills, psychosocial wellbeing, and broader capacity to participate socially and in the community,
including AMSTAR quality rating of the SRs and quality of the original studies.

Intervention
o No. of studies
o A* for each SR reporting studies

Disability cohort, pooled
sample size, age range, sex

Typical intervention Effects on outcomes [study

duration and/or quality]
frequency Social Social Other
functioning  Skills outcomes

Social skill and communication interventions

27. Social Skills Training that did not include a
“cognitive” focus

« 14* studies

«ALLLMMM

28. Social Cognition training focused on
loneliness & self-control

« 3 studies

« At LM

29. Individual or group Social Cognition and
Interaction Training (SCIT)

« 13 studies

«ALMMM

30. Group social skills training
« 4 studies (ID), 7 studies (ASD)
«A%LLMM (ID), LLL M M (ASD)

31. PEERS-YA social skills training program
« 4 studies
«ALLMM

32. Individual social skills training
« 7 studies
«A*LLMM

33. Intensive Interaction Support for specific
communication skills

« 8 studies (ID), 6 studies (ASD)

« A% LM (ID),LLM M M (ASD)

34. Theory of mind/ emotion/ social cognition
training

« 5 studies (ASD) 11 studies (PSD)

« A* L M (ASD), M (PSD)

Psychosocial wellbeing and capacity building
support

35. Telehealth-based supports or SMS
prompting

« 4 studies

«cAMMM

36. Psychoeducation
« 9 studies
«ALLMMM

37. Mindfulness for social anxiety
« 2 studies
« AT L

PSD, N =549, 17-51 years, 76% male

PSD, N =269, mean age 20-50 years,
64% male

PSD, N=719, M = 33-51 years, 68%
male

ID, N=71, 17-48 years, 38% male

ASD, N =78, 16-55 years, 85% male

ASD, N =97, 20-24 years, 80% male

ASD, N =31, aged 17-20 years, 77%
male

ID, N =27, 28-53 years, 59% male

ASD, N =57, 17-32 years, sex nr

ASD, N =146, age and sex nr

PSD, N =495, mean age 25-44 years,
64% male

PSD, N =178, 61-92 years, 15% male
(nor for 2 studies)

PSD (1 study PSD + ASD), N=912,
mean 32-38 years 85% male

ASD, N=91, age, and sex nr

45 min to 1.75 h/wk for up to 18
months

30-60 min/wk for 9-12 wks

1-2x 1.5 h p/wk for 16-24 wks

2 h/wk for 12-14 wk s

30 min to 3-hrs sessions over 4-6
wks or up to 18-wks

1.5 h sessions over 14-16 wks

40 min to 1-hr for up to 33 wks

Frequent, usually daily, short-
interval training

10-50 min 1-2 times each week
for 4-9 wks

30-min to 2 h/wk for 5-10 wks

12 to 20 x 1-hr sessions

12 weeks to 9 months (frequency
nr)

1-2 sessions per week for 8 weeks
to 2 years, from 30-40mins to 1.5-
3 h p/week

2.5 h/wk for 9 wks
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TABLE 4 Continued

Intervention
o No. of studies
o A* for each SR reporting studies

Disability cohort, pooled
sample size, age range, sex

10.3389/fresc.2022.935473

Typical intervention Effects on outcomes [study

duration and/or quality]
frequency Social Other
Skills outcomes

38. Cognitive Behavioural Therapy (CBT) based
interventions targeting social functioning

« 5 studies (ASD) 2 studies (PSD)
«ALMMM

39. Cognitive reframing
« 4 studies
«ALMM

40. Meta-cognitive training, Cognitive
Enhancement Therapy

« 4 studies (PSD) 2 studies (ASD)

« A LMM

41. Behaviour activation
« 2 studies
« At M

42. Recovery-oriented clinical therapy
« 2 studies
« A LM

Vocational social skills interventions of supports

43. Vocational internships and training and
volunteering

« 2 studies, 1 SR from an UR

« A LLM

44. Vocational social skills or coaching
programs

« 3 studies

« A% L

45. Aspirations Program - vocational skills
« 3 studies
«A“LLLMM

46. Job interview and conversation skills
training

« 3 studies

« A% LLM

47. Broad vocational social skills programs
« 7 studies
«A“LLLMM

Relationship-focused interventions

48. Dating, sex, and relationship programs,
mostly in group settings

« 7 studies

«cA*LLLMMMMM

49. Sex, relationship & family planning (group
or individual programs)

« 15 studies

« A LMM

PSD, N =87, 14-45 years, 100%
female
ASD, N =147, age and sex nr

PSD, N =204, age and sex nr

PSD, N = 143, mean 26-40 years,
66% male
ASD, N =68 ASD, mean 25 years,
86% male

PSD, N =113, age and sex nr

PSD, N=56, mean 37-43 years, 45%
male

PSD, N=112, M = 28-31 years, 64%
male

ID, N =15, 18-26 years, 60% male

ASD, N=71, 19-22 years, 86% male

ASD, N =150, M = 24-25 years, 86%
male

ASD, N =153, 18-27 years, 85% male

ASD, N =201, 18-60 years, 62% male

ASD or ID, N =722, 12-59 years, sex
nr

Weekly or monthly 1-4hrs
sessions for 6 to 24 weeks

1-2 or 14-22 sessions for 1-2 h
each

36-45 sessions

18 months (session frequency/

length nr)

Up to 12 sessions

20-45 min 1-2 times per week for
up to 21 sessions

nr

3 h/wk for 12 weeks or during
unpaid internships for 4-8 h/wk

4 to 20-hrs p/wk until
independent in the workplace

1.5 to 2-hrs p/wk for up to 12
weeks

~15-min sessions to learn specific
skills, 6-26 x 1-1.5-hrs sessions,
or daily support for up to 6m

1-2 or 1.5-2 h x 10-20 sessions

25-30 min to 2.5-3 h sessions for
a total of 6-30 group sessions or
13-30 individual sessions

[7,)
£
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TABLE 4 Continued

Intervention
o No. of studies
o A* for each SR reporting studies

50. Abuse prevention programs
« 8 studies
« A LM

51. SexG program on sexual health and
responsibility

« 4 studies

« A% H

52. Relationship and AIDS/HIV-prevention
interventions

« 9 studies

« A H

Life skill focused interventions

53. Life Skills Training
o 2% studies
« A LM

54. Parenting skills, knowledge, and safety
training

« 6 studies

« A% LH

55. Digital literacy skills training
« 4 studies
« AL M

56. Navigation and travel training interventions
« 11 studies
« A% L

57. Life Story work
« 2 studies
« A% L

Disability cohort, pooled
sample size, age range, sex

ASD or ID, N =175, 11-57 years, 50%
male

PSD, N =595, M = 37-40 years, 100%
male

PSD, N=1,268, aged 22-59 years,
47% male

PSD, N =272, M = 48-52 years, 65%
male

ID, N=155, aged 16-49 years

ID, N =67, 18-23 years, sex nr

ASD or ID, N= 171, M = 19-32 years,

S€xX nr

ID, N=71, aged 55-63 years, sex nr

10.3389/fresc.2022.935473

Typical intervention Effects on outcomes [study

duration and/or quality]
frequen . .
quency Social Social Other
functioning  Skills outcomes
40-60 min for 2-5 or 18-40 +4*
sessions [L]
brief (6 x 1-hr session) and o/+
enhanced (13-15 x 1-hr sessions) [M-H]
1.5-2 h x 4-10 sessions +**
[L-M]
two x 2-hrs p/wk for 12 weeks + +
[L] [L-M]
1-2-hrs x 4-5 or 10-26 sessions +4E
with home-visits in one study [M-H]
Duration/ frequency nr o/+ +
[L-H] [H]
Frequent short sessions for a total o/+
of 30-60 min [nr]
2 individual 1hr sessions or 16 + of/+
individual + group 1.5-2 h [M] M]

sessions

Notes: Blank cells indicate no evidence available. Detailed summaries of the study and sample characteristics and outcomes are provided in Supplementary Table 4,
the numbered intervention categories in column one corresponds to the numbered paragraphs in the main text, and the numbered rows in Supplementary Table 4.
Abbreviations: L, low quality; M, moderate quality; H, high quality; A*, AMSTAR (A MeaSurement Tool to Assess systematic Review); ASD, autism spectrum disorder; ID,
Intellectual Disability; PSD, Psychosocial Disability; PEERS-YA, Program for the Education and Enrichment of Relational Skills for Young Adults; SR, systematic review;
UR, Umbrella Review; h, hour; hrs, hours; min, minutes; nr, not reported; N, number; wk, week.

Symbols:+positive effect (green); o null effect (red); - harmful effect (red); / indicates mixed effects (amber); * sample size does not include the participants included
in SRs within URs; ** effects in most studies were positive, but some studies showed no effect.

Peer support groups in the community facilitated access to

peers through the internet, mobile applications or face-to-face

settings. Some peer support programs included a mental

health  professional facilitator

alongside

routine  case

management (Category 9). Community-based peer support

groups were reported to be a welcoming community where

people with disability could be themselves, share coping
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strategies, fill their free time, and interact with others. People
with psychosocial disability experienced improvements in
social belonging, connectedness, wellbeing, empowerment,
hope and self-efficacy. Some studies reported limited impacts
on social relationships with peers, no change in isolation,
loneliness or connections with friends or family, and only
short-term improvements in satisfaction with getting along
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with others that was not maintained to 6-months post-
intervention. Peer support had inconsistent effects on quality
of life and psychological wellbeing. While positive effects were
observed for people who attended regularly in some studies,
an internet-based peer support program found higher
participation was associated with higher levels of distress (35).
In that study, adverse effects on distress were attributed to
potential overwhelm from the volume of interactions or
“absorbing” distress from others via online discussion pages.
Alternatively, people with higher distress may have engaged
more with the peer group. Effectiveness was driven by having
opportunities to participate in activities in the community
(36). While only four of 10 studies had a quality appraisal, all
were moderate to high quality, and seven studies compared
peer support with control conditions.

Thirty-six studies assessed peer support programs integrated
into statutory mental health services where peer mentors worked
alongside clinicians to support people with psychosocial
disability (Category 10, low-high study quality). A meta-
ethnography by Walker and Bryant (37) examined mentor,
mentee, staff, and service provider experiences, and other
studies examined social and health effects of statutory peer
supports. For service users with psychosocial disability, peer
support reduced feelings of alienation, improved community
reintegration, recovery, wellbeing, hope, motivation,
friendships and social networks, and illness management
skills. Peer support had no impact on social network support,
social functioning, psychiatric symptoms, or quality of life.
For peer workers with a psychosocial disability, providing
peer support improved their own recovery, increased social
networks, and led to other opportunities. Non-peer staff
reported that peer workers could help service users belong in
the community beyond being a “patient”.

Transition programs for young adults with intellectual
disability or on the autism spectrum predominantly focused on
adjustment to post-secondary education or learning social and
academic skills, and goal setting (Category 11, low-high study
quality). Transition support improved social participation with
friends and other people both with and without disabilities.
Transition programs also improved participation in leisure
activities, and learning self-advocacy skills.

Transition programs for older adults with intellectual
disability supported transitions into retirement through active
participation in community groups aligned with the older
adult’s

Transition to

interests (Category 12, moderate study quality).

retirement supports improved intimate
relationships and awareness of rights, but had inconsistent
effects on interpersonal relationships, social inclusion, self-
determination, and emotional wellbeing. Effects were limited
if programs did not support maintenance of existing networks
or building new networks, or if people had insufficient
resources to continue to participate after the research project

ended (38).
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3.3.2. Interventions offering participation
opportunities

These interventions included direct opportunities to
participate socially or in the community (Table 3). Most
activities were in disability specific settings, except for
community groups (e.g., men’s shed; category 13), some
gardening interventions (category 19), and some sport-based
interventions (categories 20-23). Effectiveness did not appear
to differ between mainstream and disability-specific settings.

Three studies supported people to join existing community
groups (e.g., Men’s Sheds) that matched the participant’s
interests, sometimes training existing group members to
support the participation of the person with a disability
13,
participation improved social satisfaction, social network size

(Category low study quality). Community group
and time spent with new social contacts, but did not change
loneliness, depression, physical health, or quality of life,
possibly because the new relationships typically did not
extend beyond the group setting (39, 40). Men’s sheds offered
the

establishment of camaraderie to build a support network (41).

opportunity  for meaningful participation and
Effects were enhanced if groups enabled genuine involvement
in activities and social interactions with other group members
through active mentoring (39).

Music programs (Category 14, low-moderate study quality)
included the Soundscape program for people on the autism
spectrum, which enhanced peer relations and self-esteem.
Music activities for people with psychosocial disability
included group singing in the community and music therapy
focused on receptive (e.g., music appreciation and discussion)
(e.g.
improvisation, singing, playing instruments). Group-based

and/or active processes music  production or

singing improved social functioning, belonging and

connection to community. Attrition from choirs was
influenced by changes in employment, worsening mental
health, family problems, accommodation issues, and anxiety
about singing ability (42). Music programs increased short,
and had

inconsistent effects on perceived social support, with superior

medium, and long-term social functioning,
effects from programs comprising group processes compared
with education-focused programs. Music programs reduced
anxiety, but had inconsistent effects on depression, cognitive
functioning, psychiatric symptoms, and quality of life. Music
therapy was particularly effective at improving negative
symptoms such as affective flattening and blunting (i.e., a lack
of emotional reactions), social relationships, and motivation
(26). However, most of these interventions were provided in
clinical inpatient or outpatient settings, and their acceptability
and effectiveness in community-based settings was not clear.
Dance programs for people on the autism spectrum with or
without an intellectual disability, and for people with
disability, focused social ~skills (e.g.,

psychosocial on
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perspective taking or mirroring others; Category 15, moderate-
high study quality). Dance programs improved interaction,
imitation, emotion expression and regulation but did not
affect social skills, self-other awareness, empathy, cognition,
communication, or psychological wellbeing. People with
psychosocial disability in dance programs felt valued by others
and reported feeling empathy from others.

Drama activities for people with intellectual disability and/
or psychosocial disability were predominantly provided in
therapeutic programs that fostered storytelling, self-awareness,
and building positive relationships with others. Two programs
developed a performance presented to mainstream audiences
(Category 16, high study quality or nr), which increased social
acceptance and relationships with other participants and
community members. The social aspects of group drama
programs social
development and established group harmony. Drama group

improved personal organisational and

participation  increased  social  inclusion,  acceptance,
relationships, and friendships with other participants and
community members; increased engagement with others and
leisure activity participation; and reduced isolation. Drama
group participants reported motivation to continue meeting
other participants in a peer support group after completing
the program. Drama participation also led to improved
communication and social skills, self-awareness, awareness of
others, and control; and reduced

impulse challenging

behaviours.  Participants reported increased creativity,
empowerment, confidence, self-worth, self-esteem, resilience,
quality of life, mood, and recovery, and reduced perception of
discrimination and self-stigma. As no evaluations compared
drama with a control condition the mechanisms of benefit
could have simply been related to the group setting or social
interactions and not drama per se (43, 44).

Qualitative evaluations suggested that drama groups
affected social functioning in two ways. First, group settings
and activities enhanced support and trust (43), including
fostering the ability to share and collaborate with others (45)
and building relationships (46). Participants enjoyed observing
(47).

Participating with others with similar experiences was helpful

others’ resilience and resourcefulness in a crisis
(47, 48) and resulted in a sense of safety to explore socially
inappropriate behaviours (49), although drama groups led to
increased sense of vulnerability for some (50). Second,
through drama people learned more about themselves and
built their self-concept, confidence and empowerment (45, 46,
50, 51). Participants explored their individual experiences to
learn more about themselves (47), which improved their self-
awareness and sense of control (52).

Arts-based activities (Category 17, low study quality) for
people with intellectual or psychosocial disabilities focused on
developing artistic skills and creating art. Some programs
included community exhibitions to display and sell artwork.
Participants typically created art alongside artists without

Frontiers in Rehabilitation Sciences

15

10.3389/fresc.2022.935473

disabilities or received instruction and guidance from an
instructor. Programs for people with psychosocial disability
included art studio programs in community centres or
psychiatric rehabilitation settings for people with a mental
Art studio
participation enabled creation of a “community of artists” that
links with the including
encounters  with (53).
Participation increased social inclusion, sense of belonging,

health problem or as “arts on prescription”.

fostered broader community,

convivial community members
engagement, mutual support, social connections, friendships,
meaning in life, self-esteem, happiness, and confidence.
Participants enjoyed receiving praise for their work from
community members. Selling artworks gave artists a presence
and voice in the community, fostered a sense of achievement,
and positively contributed to identity-related outcomes. Art
participation led to broader positive life outcomes (e.g.,
employment, housing, recovery, quality of life, wellbeing), and
reduced distress and psychiatric symptoms. Studio facilitators
who worked alongside participants fostered a sense of
equality, (54).
People enjoyed being able to offer and share with others (54).

inclusion, belonging and intersubjectivity

However, arts interventions were not compared with a control
condition, and the social inclusion benefits may be due to the
broader collaborative and creative group settings rather than
art-based processes (55).

Farm, ecotherapy, gardening and horticultural interventions
and groups for people with psychosocial disabilities (Category
18, low-high study quality) included short-term interventions,
vocational training programs or long-standing community
“allotment” programs. Farm-based programs involved working
with farm animals including feeding and grooming animals,
milking cows, and riding horses. Interventions led to reduced
loneliness, increased social participation, new friendships, and
improved self-efficacy, coping, mood and general mental
health. The evidence was weak and limited as no studies
compared the interventions with a control condition and
studies were predominantly low-moderate quality.

Outdoor recreation and leisure programs for people with
psychosocial disability included structured programs (e.g.,
information sessions, personal development workshops, self-
help groups, community walks and forums), and nature-based
programs (e.g., camps or dolphin therapy; Category 19, high
led to
interpersonal

study quality). Interventions improved  social

connectedness, relationships, relationships,
personal growth, confidence, wellbeing, self-determination,
and empowerment, and reduced loneliness and depression.
Sports and physical activity participation opportunities were
evaluated primarily for people with psychosocial disability and
disability. Three

examined motivations and barriers to physical activity

intellectual meta-ethnographic  reviews
participation for people with schizophrenia (56), participant
experiences when starting community-based group physical

activity (57), and physical activity participation experiences
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(58) (Category 20, moderate-high study quality). Other studies
evaluated social outcomes after physical activity programs or
sport participation for people with psychosocial disability such
as soccer training and games, learning and practicing yoga,
outdoor or nature-based recreation (e.g., white-water rafting)
and fitness programs (e.g., aerobic, interval, resistance, and
strength training; Category 21, low-high study quality).

Only 27% of people endorsed that the social aspect of
exercise was a motivator (socio-ecological motivators) (56).
Physical activity participation led to several outcomes, including:

1. Psychosocial: Improved socialization, social/emotional
support, empathy, sense of warmth, companionship, sense
of

confidence, self-esteem to engage in the community, and

control, sense of achievement, self-appreciation,
autonomy. Yoga led to improved psychosocial functioning,
and nature-based therapeutic recreation and soccer and
football participation had positive impacts on relationships,
social inclusion, and isolation; however, interval training
had no effect on psychosocial functioning.

2. Mental health and

psychiatric symptoms and improved overall functioning,

recovery: Fewer hallucinations,
but only for participants who attended >50% of exercise
sessions (59-61); improved mood, relaxation, and mental
health, but only for studies with aerobic with resistance
training methods with >90 min per week of moderate-
exercise (62, 63). that enhanced
cohesion and relatedness between participants led to

vigorous Programs
reduced anxiety.

3. General health: Improved fitness, sleep, and quality of life.
Weight loss was motivating and considered “a yardstick for
recovery” (58).

Mainstream sports programs or physical activity in the
community for people with intellectual disability included
team sports, active recreation, or walking with a person
without intellectual disability (Category 22; low-high study
quality). Unified Special Olympics (SO) programs included
athletes with intellectual disability and age and ability
matched people without intellectual disability who played in
the same teams (Category 23, low-moderate study quality).
Mainstream sport participation led to increased opportunities
for convivial encounters but had inconsistent effects on
interpersonal relations. Unified SO team participation led to
improved friendships, social inclusion, access to community
venues and sense of community belonging, and alliances
within local communities. Programs provided “a platform for
the development of social relationships”, and participants
reported that they felt like they were “a part of society” (64).
Wilhite and Kleiber (65) found more improvement in
community involvement for people with moderate-severe
intellectual disability, perhaps because people with mild
intellectual disability already had relatively good community
involvement. Participants enjoyed learning and playing sports
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and receiving praise or acknowledgement from others, and
reported improved emotional wellbeing and physical activity
levels. Participation in unified SO led to better social self-
and

perception  and

behaviours.

acceptance reduced maladaptive

Disability-specific exercise, physical activity, and leisure
programs for people on the autism spectrum or with
intellectual disability primarily focused on strength, balance,
fitness, and health (Category 24, low-moderate study quality).
A leisure program for people on the autism spectrum used a
PCP approach and focused on fostering social collaboration
and support, and provided 2-hours of leisure activities in the
community five days each week. The intervention led to
improved  interpersonal social
life
psychosocial wellbeing, quality of life, empowerment, and

relationships, support,

belonging, satisfaction, quality of life, self-efficacy,
employment. There were inconsistent effects on community
integration and adaptive behaviour, and no effect on social
integration, leisure needs, engagement, or satisfaction. A lack
of transport and psychosocial support limited continued
participation (66).

Seventeen studies evaluated traditional SO training and
participation for people with intellectual disability (Category
25, low study quality), or did not report whether the SO
setting was unified or disability-specific (Category 26, low
study quality). Traditional SO participation was associated
with improved social self-perception, meeting people, making
friends, community awareness, inclusion and involvement,
independence in the community, social behaviour; and
reduced challenging behaviour. Participation was associated
with improved social skills, exercising choice, receiving social
approval and acceptance; having fun, happiness and
health skills. SO
participation was described as playing an important role in
the lives of individuals with intellectual disability, their

families and the community (67).

enjoyment; and physical and sport

3.3.3. Interventions to develop skills or
psychosocial capacity to participate

Capacity-focused interventions aimed to improve social,
communication and relationship skills, psychosocial wellbeing
and life skills, and navigation of digital information or the
community (Table 4). Most interventions were in disability-
specific settings except for vocational social skills interventions
in the workplace (category 43-47). Interventions targeting
psychosocial wellbeing were included only if they addressed
social participation, linkage, capacity, or outcomes.

3.3.3.1. Group-based social and communication skills
training

For people with psychosocial disabilities, studies evaluating
group-based social skills interventions were low-moderate
quality and included:
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o Social Skills Training (SST; Category 27) of interpersonal
skills, social problem solving, social perception, theory of
mind, social information processing, interaction skills,
understanding social norms, and applying skills to
everyday situations;

o Social Cognitive Training (SCT; Category 28) to reframe

and build

strategies, sense of belonging and stress management; and

loneliness  perceptions, self-control, coping
o Social Cognition and Interaction Training (SCIT; Category
29) of social cognitive dysfunction, sometimes using
augmented reality simulation and cognitive remediation

approaches.

Most social skill interventions were delivered alongside
other (e.g.
management, family-oriented psychoeducation).

clinical ~supports case management, illness
SST and
SCIT improved social functioning, role functioning, social
relations, and social activity participation, and reduced social
isolation. SCT improved affect recognition, but only reduced
loneliness after more intensive programs. SST improved
skills, skills,

attainment and recovery, had small effects on non-verbal

behavioural social theory of mind, goal
social skills, and no effects on perceived social support. SCIT
had inconsistent effects on social capacity, theory of mind,
affect recognition and attribution style and no effect on
interpersonal communication. Interventions that provided
frequent contact with a therapist (68), used a range of
methods to enable transfer of learned skills into everyday life
(69), and provided elements of training in community settings
(70) were most effective at helping people to apply learned
social skills.
Group-based social ~ skills

disability ~ targeted
competencies including interpersonal communication and

training for people with

intellectual social ~awareness and
listening skills (Category 30; e.g., a TEACCH-based program;
moderate-high quality studies; SCIT program, “Putting feet on
my dreams” and “Problem Solving Skills 1017; low study
quality). Training reduced social withdrawal and improved
relationships with partners and friends; increased confidence
and knowledge to participate in the community and joining
or establishing support/social groups; and improved self-
concept and quality of life in people whose understanding of
civil rights and engagement also improved after group training.

Group-based programs for people on the autism spectrum
used instruction, discussion, and rehearsal of social and
communication skills with video feedback, including the
PEERS-YA program (Category 31;
Interventions increased invitations to social get-togethers, but

low study quality).

had inconsistent effects on social responsiveness, socialisation,
social skills and behaviours; conversation skills (e.g., initiating
and maintaining conversation, reducing inappropriate
utterances, attention, and feedback to questions), and emotion

identification. There were similar improvements in social
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functioning and theory of mind in the intervention and
control groups who also participated in a social interaction
group without training, and there were no effects on hosting
get-togethers, loneliness, broad social communication skills,
social performance, empathy, and social body language (e.g.,
eye contact, gestures).

3.3.3.2. Individual social skills training
Individual multifaceted social skills interventions for people on
the autism spectrum or with intellectual disability provided
psychoeducation, coaching and training to use tools like a
digital planner to schedule activities (Category 32, low-high
study quality). Interventions increased social event attendance,
peer interaction satisfaction; social skills (e.g., initiation and
maintenance of interactions, social skill performance, and
timely responses to questions), and employment and quality
of life.
Fourteen studies evaluated individualised interaction
support training of specific communication impairments for
people with intellectual disability or on the autism spectrum
(Category 33, low-high study quality). Interventions improved
social behaviour and the targeted social skills, while also
reducing challenging behaviours. There were limited effects
for people with severe and chronic challenging behaviours
following short-term interventions (71), and gains were not
consistently maintained post-intervention for people with
more severe intellectual disabilities. One RCT compared a
Virtual Reality (VR)-integrated

program with an active control group who also received

computerised  training

computerised training and found no differences in
improvement between groups. Barriers to implementation
of
individualised interaction support by support workers over
time (72-75).

Sixteen studies evaluated interventions targeting specific

included inconsistent capacity or maintenance

social competencies like theory of mind, emotion perception,
and social perception (Category 34) for people on the autism
spectrum (low study quality) or with psychosocial disability
(moderate-high study quality). Interventions did not affect
social functioning for people on the autism spectrum, but
intensive interventions improved social and occupational
functioning, social perception, theory of mind and affect
recognition for people with psychosocial disability.

3.3.3.3. Psychosocial wellbeing interventions to enhance
participation capacity

ehealth interventions provided people with schizophrenia,
schizoaffective disorder, or depression, and people on the
autism spectrum support to manage symptoms and enhance
socialization through telephone or SMS-based prompting
(Category 35, study quality nr). Interventions increased social
interactions and leisure activity participation but did not
change loneliness.
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Psychoeducation for people with psychosocial disability,
including people on the autism spectrum who also had a
psychosocial disability, to learn problem solving and coping
skills, illness management and encouraged social participation
through computer or web-based programs or in-person
programs (Category 36, low-high study quality). Some
interventions also included family therapy. Interventions
improved social functioning, social contacts, and loneliness,
but effects were not consistently maintained. There were
inconsistent effects on quality of life and no effects on
psychological wellbeing, depression, or perceived social support.

Group-based mindfulness programs for people on the
autism spectrum focused on awareness and management of
social anxiety (Category 37) and led to reduced anxiety,
depression, rumination, agoraphobia, and somatisation, and
improved positive affect.

Individual or group-based Cognitive Behavioural Therapy
interventions focused on behaviour activation, social interactions,
and social anxiety for people with psychosocial disability or on
the autism spectrum (Category 38, low-moderate study quality).
Cognitive reframing and remediation interventions for people
with psychosocial disability targeted cognitive strategies to
analyse social situations and increase social interactions
(Category 39, low-moderate study quality). Interventions did not
influence loneliness after brief interventions (e.g., two 30-minute
cognitive reframing sessions), but did reduce loneliness after for
(eg, five 4h

Interventions improved social cognitive processes, attribution

a more intensive intervention sessions).
style, empathy, theory of mind; schizophrenia, depression and
anxiety symptoms, and daily functioning; and personal and
social performance. One intervention led to reduced perceptions
of social support in ex-military officers with PTSD (76), which
may have been a spurious finding given that participants also
reported improved reactivity to criticism of family members;
however, these poorer outcomes suggest that interpersonal skills
interventions may require more supported practice than what
the brief intervention offered.

Cognitive Enhancement Therapy and meta-cognitive training
for people with schizophrenia or on the autism spectrum were
delivered in individual and group sessions targeting
impairments in social and non-social information processing,
cognitions and problem solving (Category 40, low-moderate
study quality). These interventions improved global social
functioning and perception, cognitive style and social
cognition, and reduced disability, but had inconsistent effects
on theory of mind and affect recognition.

Behaviour activation interventions taught people with
depression to assess, prioritise and practice their values and
goals (Category 41, moderate study quality), and led to
decreased depression symptoms but did not change perceived
support.

Integrated Psychological Therapy for Schizophrenia and

Interpersonal Community Psychiatric Treatment are clinical
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therapies that focus on recovery and enhancing community
participation (Category 42, study quality low or not reported).
Treatment led to improved social perception knowledge, social
networks, and social activity.

3.3.3.4. Vocational social skills training

For people with psychosocial disability, vocational interventions
focused on creating occupational opportunities for people with
psychosocial disability to work in mental health services (e.g.,
the Empowerment of Mental Illness service users: lifelong
Learning, Integration and Empowerment project; Category 43,
moderate study quality), or to do volunteer work (Category
43). The internship intervention improved social life, social
contacts, and networks for most people, but maintaining
relationships was difficult. Volunteer work increased social
inclusion, social ties, and social engagement opportunities, but
also put people at risk of stigmatising experiences in the
community (77).

For people with intellectual disability —vocational
interventions targeted social skills at work (Category 44; e.g.,
Walker Social Skills Curriculum, covert job coaching or video-
based instruction; high study quality). Interventions increased
social interactions over time; improved social competence,
skills, skill

participation; improved employment rates, job security, and

interpersonal social mastery and  social
ability to perform work roles; and reduced challenging
behaviours.

Programs for people on the autism spectrum focused on
social and vocational skills education, and support to find and
maintain employment (the Aspirations Program; Category 45,
low study quality), job interview conversation skills for people
on the autism spectrum (Category 46; e.g., The Molly Porter
Job Social ~ Skills

Curriculum for job interview-related skills, low-moderate

Interview VR training program, or
study quality), or training of social skills for vocational
settings (Category 47; e.g., social skills required for a work
role, such as gestures like waving, while dressed as a mascot;
low-moderate study quality). Training improved empathy but
did not improve peer relations or socialisation despite
anecdotal reports of improvements. Job interview training
skills, but did not

improve interview performance in one study, and did not

improved interview communication
affect confidence or adaptive behaviour.

3.3.3.5. Relationship-focused skills, knowledge, and
behaviour training

Relationship programs for people on the autism spectrum
without intellectual disability (e.g., Ready for Love), or for
people with intellectual disability (e.g., Friendships and Dating
Program, Early Dating Skills Training, or Dating Skills
Program; Category 48, low-moderate study quality) were
predominantly group-based programs. Interventions improved
social skills, dating skills and knowledge; and increased
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empathy, social responsiveness (i.e., autism-specific social
impairments and skills), social functioning, and endorsement

(e.g. gay
relationships, sexual intercourse values and morals, keeping

of dating behaviours kissing, and lesbian
secrets). While social network size increased there were no
changes in network composition. Participants wanted training
that was relevant to their own relationship and sexuality
aspirations including lesbian, gay, bisexual and transgender
(LGBT) issues and concerns (78), and that included their
partner if they were already in a relationship (79).

Fifteen studies evaluated sex, relationship and family
planning for people on the autism spectrum and with
intellectual ~disability in group or individual programs
(Category 49, low study quality). Interventions had broad
curricula, including anatomy, puberty, reproduction, sexually
transmitted diseases, sexual intercourse, relationships, dating/
romantic skills, safety/consent/abuse, self/other in sexuality
and  relationships, and  private/public ~ appropriate/
inappropriate behaviours. Program participation improved
“social  entertainment”; understanding of friendships,
interactions with people of the opposite sex; dating problem
solving skills; knowledge of sexuality rights, responsibilities,
and vocabulary; and endorsement of dating behaviours. There
were inconsistent effects on sexual knowledge, improved social
skills, and self-protection skills. All studies were low quality,
eight of which did not have a control group, and the control
group conditions were not described for four RCTs.

Relationship abuse prevention interventions (Category 50,
study quality low or not reported) for people on the autism
spectrum or with intellectual disability taught decision-making
strategies to resist sexual, physical, and verbal abuse. Training
increased knowledge of abuse concepts, empowerment, and
recognition of inappropriate touching requests. There were
inconsistent but mostly positive effects on decision making
ability, and no effects on appropriate touching requests. Some
people required booster training to maintain and generalise
abuse prevention skills. Younger people and those who found
the program more difficult had the biggest improvements in
relationship knowledge and behaviour (80).

Sex and relationship programs for people with psychosocial
disability focused on increasing safe and responsible sex
behaviours and attitudes (e.g., SexG group-based interventions;
study quality) or

prevention of AIDS and HIV risks (Category 52, low-moderate

Category 51, moderate-high targeted
study quality). In the SexG interventions with men, discussion
and role play of safe sex, responsibility, and knowledge,
confidence, and motivation to use condoms had inconsistent
(but mostly positive) effects on risky sexual behaviours.
Interventions targeting knowledge and behaviour to prevent
HIV and AIDS increased sexual assertiveness, knowledge and
confidence to deal with high-risk situations, and contraceptive
use, and reduced risky sex acts, the number of casual sex
partners, total number of sex partners and unprotected sex.
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3.3.3.6. Life skill interventions
Life skills training interventions included broad programs on
medication =~ management,  organisation and  planning,
transportation, and financial management for people with
psychosocial disability (Category 53, low-moderate study quality;
e.g., Functional Adaptations and Skills Training program). Life
skills training improved social skills but did not affect quality of life.
Parenting skill, knowledge, and confidence training programs
for people with intellectual disability (Category 54, moderate-
high study quality) were delivered individually to improve
safety and

capability and led to improved childcare skills that were

parenting interpersonal and communication
maintained over time, and health knowledge (e.g., life
threatening emergencies and using medicine). The evidence
was moderate to high quality; however, two studies did not
include control groups.

Four studies evaluated digital literacy skills training for
people with intellectual disability to use email or participate
in social media (Category 55, most studies high quality).
Training improved participants’ ability to complete tasks in
social media platforms (i.e., Facebook) and email training
reduced social isolation. Blogging training did not affect social
capital (i.e., the resources that one can access through their
social connections).

Independent travel and navigation skills training for people
on the autism spectrum or with intellectual disability (Category
56, quality not reported) was provided using augmented reality,
multimedia, smartphone applications and maps. Augmented
reality training led to reduced travel planning time, and
skills
Multimedia and video-based travel skill training improved

improved navigation and public transport use.
pedestrian bus route navigation skills that were maintained
over time. It was not clear whether skills learned in virtual
environments would transfer to natural environments (81, 82),
or when a support person is not present (83). Participants
benefited more from interventions that meaningfully blended
real world experiences with digital information (84).

People with intellectual disability were supported to share
their personal history using Life Story work (Category 57,
moderate study quality) when changing residential locations
or joining a new social group. Life Story work improved
interpersonal relationships, rights, social inclusion, and self-
determination, but had inconsistent effects on emotional and

physical wellbeing.

3.4. Intervention implementation
considerations

3.4.1. Acceptability, implementation, and
maintenance

The literature highlighted that existing staff skills, attitudes
and policies can negatively affect implementation (85, 86),
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and programs in residential or community settings needed to be
embraced at all levels of the organisations from frontline
support workers to service planners or managers (29). Staff
need training (72, 73) and dedicated time and resources to
provide (28) and maintain planning support over time (71-
74). Moreover, staff or family members sometimes ignore,
reinterpret or misinterpret the preferences of people with
intellectual disability (87), so focus on the individual and their
changing needs and preferences over the lifespan must remain
a central focus (88).

To enhance intervention acceptability and maintenance both
the intervention facilitators (89) and people with lived experience
should contribute to intervention development and delivery (89,
90). A codesign approach can help ensure that the content is
(78). As
participants with disability attending training opportunities may

relevant to participants needs or aspirations
know more (or less) than they seem to, information should be
presented in multiple formats using simplified and accessible
language (91-94), with information and questions read aloud
to improve program acceptability and effectiveness (93). It is
important that facilitators gain an understanding of existing
relationship skills, knowledge, and interests of people with
intellectual disability (86). People with poor digital literacy
skills face greater barriers in connecting with others (94).
Therefore, programs should provide digital and text-based
literacy support and adapt materials for people with different
levels and types of impairments (91-93, 95). People with no
experience with computers or gaming may find it difficult to
use virtual and augmented reality-based interventions (96), and
rarely used video prompts (83). Interventions need to address
essential life skills (e.g., social skills, literacy, time management,
problem-solving, and other cognitive skills) that are needed for
participation and establishment of relationships that extend
into everyday life (97-99). Moreover, to participate in the
community (e.g., in sport or physical activity), people needed
to feel “well enough”, the activity must be affordable and in an
appropriate location for “people like us”, and people may only
participate if they expect positive outcomes (e.g., access to
support, talking with others with similar experiences, seeing/
making friends) (57).

3.4.2. Facilitators and barriers

The key facilitators and barriers that generally applied to all
three disability cohorts were predominantly related to (a)
attributes of the program or intervention; (b) Carer, staff,
facilitator, or peer mentor attributes; (c) participant attributes;
and (d) community-specific characteristics.

3.4.2.1. Attributes of the program or intervention

Success of participating in group programs often depended on
the skills of the facilitator. Programs that effectively engaged
participants had facilitators that provided multiple types of
support, such as active mentoring to support participation in
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activities and social interactions (39, 100), and positive
leadership and acceptance of people with disability (101).
Participants liked programs with structured approaches, rules
or policies (102), and homogeneous group characteristics (e.g.,
similar age) (103) with minimal participant turnover (104,
105). Participants liked having choice about which activities
they could participate in, and having regular breaks, rewards,
and positive feedback (38, 105-107). People often need
support to maintain existing networks or to build new
networks (38). Some people with psychosocial disabilities
preferred individual over group formats and reported that
attending new environments was challenging (58). Adherence
was enhanced when facilitators had lived experience of the
same disability (108), and being around others with similar
disabilities could enhance the sense of community and
opportunity to interact with and learn from other adults with
similar experiences (47, 48, 98).

Participation was facilitated in programs that use person-
centred, strengths-based approaches, and included supports to
enable people to have freedom of choice (106, 107), and to set
their own goals (90, 104, 106, 107). It was important that
needs and priorities were reviewed over time to ensure
(88).
Relationship-focused interventions benefited from tailoring

participation  opportunities  remained  relevant
interventions to participant needs (79), and adapting content
to each person’s circumstances (109). Fostering choice was a
facilitator of outcomes; however, several studies noted that
choice making for people with intellectual disability was often
ignored, misinterpreted (87), or overpowered by caregivers,
staff, family (87, 110) or community volunteers (111).
Participation was enhanced when people could have
with the (68).

Interventions were more effective when they incorporated real

frequent contact intervention provider
world contexts (84) including opportunities to practice skills
or participate in community settings (68-70, 104, 112-115)
with a trained facilitator (69, 112). While a single session
might be enough for some participants to learn new social
skills, other people required booster support or continued
training to maintain skills (116). Moreover, homework was
considered to be helpful by participants in some programs
(117), and helped to generalize skills into everyday life (91, 92).

Participation in sport or community groups was diminished
for people with poor access to transport, lack of psychosocial
supports or staff to encourage participation, and limited
financial resources to continue to participate (38, 57, 58, 66,
105). disability  feeling
dependent on others (e.g., needing reminders) was also a

For people with psychosocial

significant barrier to participation (57, 58).
3.4.2.2. Supporter, staff, facilitator and mentor
attributes

Staff were one of the most important sources of emotional and
instrumental support to facilitate goal attainment in person-
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(118).
moderators working side-by-side with participants facilitated

centred planning interventions In art programs,
inclusion and belonging (54). Physical activity participation
was more successful if supporters consistently encouraged
participation (56, 105-107, 119).

Befriending and peer mentorship were more successful when
volunteers were matched to the participant attributes including
personality, hobbies and interests (e.g., sports), age and gender
(120). Successful peer mentors were understanding, empathic,
punctual, flexible, and professional. Participation was improved
when mentors took time to get to know their mentee and to
establish a comfortable relationship (121), and set boundaries
where necessary (e.g., in the study by Curtin, Humphrey (122)
one mentee thought that they were dating their mentor). For
some people it was important to be matched to a mentor with
or without the same type of disability (123).

Building trust was integral to establishing a sense of safety in
group programs (49, 50) and when working with social
prescribers (32, 124, 125). People with psychosocial disability
reported disengaging from activities if they felt unsafe, feared
injury (32), had social anxiety, were apprehensive of strangers,
or if they had negative expectations (e.g., feeling vulnerable,
embarrassed, disliking feeling controlled by others, having to
interact with others, or pain) (57, 58).

3.4.2.3. Participant attributes

Community and social participation was reported to be easier
for people with friendly dispositions and relatively good social
skills (101) or literacy (94, 96), but was hampered for people
with low social capital, including low levels of education,
literacy, and family finances (126). Conflicts with existing
personal commitments or valued activities can impede
physical activity participation in new programs (57, 58, 127).
Some people reported being teased by other participants (102)
or peers (128), which diminished their sense of belonging.
Social prescribing interventions needed to establish realistic
expectations as failure to achieve expected benefits could have
negative impacts on confidence (129). Lower participation in
physical activity for people with psychosocial disability was
affected by lifestyle factors (e.g., smoking, diet, sleeping
patterns, fitness level and confidence), intrusive or fluctuating
psychiatric symptoms, fatigue, sedative effects of medications,
and low self-esteem (56-58). For people with intellectual
disability, continued physical activity participation can be
hampered by advancing age of the participant or ageing
parents (130).

3.4.2.4. Community-specific characteristics

Planning, linkage and befriending programs often faced
difficulties with engaging people in the community who could
foster community connections (131), or could not reliably
recruit volunteers who could provide befriending support (111),
leading to lower levels of engagement (132). Peer support
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workers (37), and volunteers (77) with psychosocial disability
are at risk of experiencing stigmatising attitudes in the
community, strain from over-commitment, and social exclusion.

4. Discussion

Interventions were identified that (a) support connection
with social, community or civic participation opportunities,
(b) provide participation opportunities that increase the sense
of inclusion, belonging and participation, and (c) build
capacity to enhance social skills and wellbeing to enable social
and community participation. While most interventions
successfully improved capacity and skills to participate, or
actual levels of participation, some interventions had the
potential to lead to worse participation or had negative
impacts on quality of life. The findings reinforce the
importance of individualised planning and support to identify
and link people with participation opportunities, and to
account for existing skills, social networks, and confidence to
participate socially or in the community, as per the socio-
ecological (133) and Quality of Life models (1).

4.1. Interventions for people with
intellectual disability

For people with intellectual disability, interventions that
consistently improved participation used individualised and
person-centred approaches. While asset-based approaches
provided excellent opportunities to enhance participation,
other successful interventions targeted specific deficits, such as
communication or social skills, or important life domains
such as dating or parenting roles. The following interventions
and supports effectively supported social and community
participation for people with intellectual disability:

o Strengths or asset-based interventions to support choice
making

o Person centred planning

o Skilled individualised interaction support

« Receiving support to link with or participate in community
groups

o Peer support and transition programs both for youths
transitioning into post-secondary opportunities and older
people transitioning to retirement

o Group-based social skills interventions

» Vocational social skills support

 Relationship and family planning programs

« Parenting skills and knowledge interventions

« Helping people to create a “Life Story” to share their history

o Dog walking in the community

o Art and drama participation

frontiersin.org


https://doi.org/10.3389/fresc.2022.935473
https://www.frontiersin.org/journals/rehabilitation-sciences
https://www.frontiersin.org/

Giummarra et al.

o Participation in physical activity (e.g., Special Olympics
programs)

Interventions with inconsistent effects on participation
included digital literacy and participation programs, abuse
prevention training, and travel or navigation training.
Participating in physical activity and sports events helped
people to build acceptance,

friendships (134); however, there were inconsistent effects for

confidence, sharing and

sport-based activities in several studies. Befriending
interventions were poorly implemented for people with
intellectual disability, with the individual having limited
choice and control over their interactions and experiencing
potential negative impacts on existing social networks. To
enhance effectiveness, befriending programs need to (a) define
the target population; (b) balance frequency, length and
modality of befriending activities; and (c) ensure there is
appropriate infrastructure in the befriending services to
support training and maintenance (132). Most of the evidence
for interventions for people with intellectual disability was low
or moderate quality, and many programs or supports needed
to be adapted to each person’s individual impairments,

comorbid conditions, needs and preferences.

4.2. Interventions for people on the
autism spectrum

Most interventions for people on the autism spectrum
focused on building social, communication and relationship
skills. The following interventions effectively supported social
skills and participation of people on the autism spectrum:

o One-on-one training in social, conversation and
communication skills

 Dating and relationship skills and knowledge programs

« Vocational social skills programs targeting social behaviours
at work, including daily coaching

o Peer support, mentoring and support to transition into post-
secondary education

o Music programs, and mindfulness training to reduce social

anxiety

While people on the autism spectrum liked meeting with
other people with similar disabilities and experiences, group-
based social skills training had limited effects on social and
communication skills. Instead, one-on-one training and
individualised strategies targeting social and communication
impairments were more effective. Interventions targeting
higher order social competencies, such as theory of mind or
social cognition, were not effective. Other interventions with
inconsistent effects on social skills and participation included
dance-based programs, and some vocational social skills
programs (e.g., the Aspirations program, or training in job
interview or conversational skills). Therefore, our findings
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oppose the NICE (135) guideline recommendation for social
skills groups as a first-line treatment for people on the autism
spectrum given that only individualized programs were
adults. there
inconsistent effects on participation from disability-specific

consistently effective  for Finally, were

sports and physical activity programs, use of telehealth or
SMS-based
targeting meta-cognition (i.e., thinking about thinking) for

supports, psychoeducation, and interventions
people on the autism spectrum. Most studies were low

quality, and few compared interventions with control

conditions.

4.3. Interventions for people with
psychosocial disability

For people with psychosocial disability, interventions
enabling linkage with participation opportunities and building
skills and psychosocial wellbeing to enable participation were
effective, particularly when provided alongside illness
management in line with the recovery framework (136).
Interventions that effectively supported social and community

participation of people with psychosocial disability included:

o Social prescribing, community linkage and “connecting
people” interventions

o Befriending when matched with volunteers with common
characteristics and interests

o Peer support, as a mentor or mentee, in community and
clinical settings

o Social skill training in individual or group settings

o Training specific social competencies (e.g., theory of mind)

o Sex, relationship, and life skills training

o Art and music participation

« Ecotherapy, gardening, horticulture and outdoor nature-
based activities and camps

 Sport and physical activity participation

o Vocational and internship programs with a focus on social
skills or participation

o Psychoeducation and ehealth or SMS-based supports

o Recovery-oriented supports (e.g., psychoeducation) with a
focus on social functioning and participation

While peer support and volunteer participation had several
benefits, being a peer mentor in a clinical setting, or a volunteer
in the community, could also lead to the experience of prejudice
and stigma. Therefore, these opportunities need careful
facilitation to minimise potential negative impacts.

Social skills training was not recommended in the most
recent NICE guidelines for people with schizophrenia due to
insufficient robust RCT evidence (137). However, we found
consistent evidence of positive effects of social skills training on
social functioning and social skills for people with psychosocial
disability, with most evaluations published after 2017 using
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RCT designs. Unlike studies with people on the autism spectrum,
training higher order social competencies in people with
psychosocial disability improved social skills. While most of the
studies in both populations used RCT methods, the autism
studies had small samples and were predominantly low quality
whereas the psychosocial disability studies had large samples
and were predominantly moderate-high quality, which may
explain the different outcomes in each population. Behaviour
activation, which is an approach that emphasises scheduling
enjoyed activities, had no effects on social functioning.

4.4. Practical considerations for
implementing interventions

Overall, the effectiveness of interventions was impacted by a
range of factors. In particular the setting within which the
intervention or support was provided, and the attributes both of
the program and the attributes and behaviours of the supporters,
staff, and/or facilitators. In brief, programs were more effective
and acceptable if they were person-centred, used strengths-based
strategies with supporters or facilitators who worked in
partnership with the individual to enable them to exercise choice
and self-direction. Moreover, it is important to note that the
attitudes and behaviours of people in the community can impact
positively (e.g., feeling like they are welcome and valued in a
community group) or negatively (e.g., experiencing stigma or
social exclusion when in community settings) on the experiences
of people living with disability. Strategies targeting both specific
settings (e.g., training and mentorship for community or
sporting groups) through to broader education and integration
of people with a range of disabilities into civic life could help to
overcome some of these experiences.

Participant attributes also need to be considered when
building social and community participation given that people
with relatively good social skills, friendly disposition or literacy
skills were better able to benefit from the supports offered.
Therefore, it may be that people need multiple sources of
support to build their capacity, or to ensure that community
settings are welcoming, in order to enable people on the autism
spectrum, and those with intellectual or psychosocial disabilities,
to participate meaningfully in social or community settings.

4.5. Evidence gaps

Several types of intervention were not included in systematic
reviews for some or all disability cohorts, despite growing
These
programs focused on independent living, supported education/

evidence of their effectiveness. include transition
transition support (138) and person-centred planning (139) for
people with psychosocial disability. The utility of training to
use communication support tools was limited to social media
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or email use. The effectiveness of augmentative and alternative
communication aids and strategies has been studied and
reviewed extensively in paediatric populations (140), but not in
adults and therefore could not be included in this umbrella
review. Interventions to support civic participation were limited
to volunteering for people with psychosocial disability and
building civic rights awareness in people with intellectual
disability. other types
participation such as voting or advocacy were not identified.

Interventions targeting of civic
Finally, interventions targeting inclusive community settings or
environments (141, 142) are important in the social model of

disability (14), but were not identified.

4.6. Limitations

This umbrella review was limited by the level and type of
details reported in the respective systematic reviews, which
were predominantly low to moderate quality. Most reviews
provided little information about factors affecting the feasibility,
acceptability, and effectiveness of different interventions. Most
reviews did not report specific outcome measures used in each
study, or the magnitude of effects. Moreover, few reviews
described the resources or funding required to deliver the
interventions. Cost-related impacts were only noted for two of
the 522 studies, which highlighted that a social skills program
for people on the autism spectrum was not expensive or time
consuming (143), and that providing participation support did
not increase overall support costs (144). An additional 260
studies published between 2010 and 2020 were identified that
evaluated interventions that met our inclusion criteria, but had
not been included in the systematic reviews, suggesting that
some systematic reviews missed eligible studies.

The low-quality evidence in this review is likely to have been
driven by several factors. First, disability research has historically
been under-resourced, making it difficult to conduct large-scale
robust RCTs. Moreover, social, communication and participation-
related impairments in intellectual disability, the autism spectrum
and psychosocial disability often vary substantially both within
and between cohorts, and many people need individually tailored
supports. Therefore, designs such as multiple baseline or case
study approaches are often more suitable than RCT evaluations of
standardised interventions. Studies evaluating interventions for
people with psychosocial disability were typically better quality,
and more often used RCT designs.

4.7. Conclusions

Overall, interventions that support people to have both the
capacity and access to social and community participation
opportunities improved participation for adults on the autism
with intellectual disability,

spectrum, and psychosocial
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disabilities. It is important that people have access to
personalised supports, where possible, and that they are given
the opportunity to practice skills with active support or
mentoring in the community in real-life settings.
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