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General introduction

Casus

In 2005, when | was in the first year of my physiotherapy education, my
grandfather fell off his bike. This resulted in a intertrochanteric hip frac-
ture, for which he received a gamma nail. At that time geriatric rehabili-
tation in the Netherlands was not yet as organized as it is today, which is

why my grandfather went home for his rehabilitation. At that time he lived

in a care home where there was continuous care if needed.

The therapies he needed were provided by therapists who visited the care
home a few times a week. My grandfather received a schedule with ex-
ercises and walking distances to practice every day. As a physiotherapy
student, | took him for a daily walk when it was not yet safe to do this

independently, and | was present at most of his therapy sessions.

The therapists structurally reported my grandfather’s progress to the
nursing staff, so they could take this into account in the amount of support
they offered my grandfather. Due to the lack of challenge, my grandfather

had few therapeutic activities outside of therapy sessions.

After ten weeks of rehabilitation, my grandfather was able to walk without

walking aid and was independent in his activities of daily living.

Background

Worldwide the population is aging, which is, among other things, reflected in an
increased life expectancy. Since 1990, life expectancy has increased by almost
9 years to 72.8 years globally in 2019 and is expected to increase further to ap-
proximately 77.2 years globally in 2050." This aging also shows in the number of
persons aged 65 years or over. In 1980 there were 258 million people aged 65
years or over, a number that has grown to 771 million in 2022 and is expected to
grow to 994 million by 2030 and 1.6 billion by 2050. This results in a rise of the
share of the global population aged 65 years or above from 10% in 2022 to 16% in
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2050." For western countries these numbers are even higher, with in 2022 a share
of 17-19% of those aged 65 or above, which is expected to rise to 24-27% in 2050."

This ageing of the population is associated with an increase in multimorbidity and
geriatric syndromes such as frailty, impaired cognition, incontinence, and gait and
balance problems, leading to an increased risk of disabilities with impairments
in functioning in daily life.?* Frailty and multimorbidity increases the likelihood
of adverse outcomes, such as hospitalization, functional decline and mortali-
ty.> Common reasons for hospitalization in older persons are cardiac events, in-
fections, fall related injuries, stroke, cancer, or medical/surgical interventions.®
These indications may result in older persons not being able to return home after
hospitalization. In addition, during hospitalization 40% of the frail older persons
may experience hospitalization-associated disabilities, which can also result in
being unable to return home.>¢ Reasons for not being able to return home are,
among other things, reduced independence in performing activities of daily living,
and reduced strength and endurance. Rehabilitation can facilitate older persons
returning home after hospitalization by supporting them in their recovery. There-
fore, in total 11% of those aged > 75 years are referred to a (geriatric) rehabilitation

unit after hospitalization.”

Geriatric Rehabilitation

Geriatric Rehabilitation is a relatively young field of interest in both clinical practice
and scientific research and is recently defined as “a multidimensional approach
of diagnostic and therapeutic interventions, the purpose of which is to optimize
functional capacity, promote activity and preserve functional reserve and social
participation in older people with disabling impairments.”® Despite this consensus
definition, there are international differences in the way geriatric rehabilitation
is offered and in inclusion criteria. For example, difference exist regarding from
what age someone has access to geriatric rehabilitation or if there has to be an
acute decline before admission.®? These differences make it difficult to define
worldwide numbers of older rehabilitants in geriatric rehabilitation. In the Neth-
erlands, 54.910 persons were referred to geriatric rehabilitation in 2021, which

is organized by nursing homes.' With a total number of 3.5 million persons over
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65 years, approximately 1.5% of the Dutch population over 65 years was referred

for geriatric rehabilitation in 2021."

Geriatric rehabilitation has both short term and long term beneficial effects on
functional improvement, preventing admission to nursing homes and reducing
mortality.”? In 2012, on average 73% of the rehabilitants in geriatric rehabilitation
are discharged to their own living situation, although this percentage varies de-
pending on the diagnosis between 63% for rehabilitants after stroke and 81% for
rehabilitants with an orthopedic trauma.”In 2019 the average percentage of reha-

bilitants able to go back to their own living situation has already risen to 80%.™

In 2019 about 30% of the rehabilitants in Dutch geriatric rehabilitation were re-
habilitating after an orthopedic trauma, 17% after stroke and 14% after elective
orthopedic surgery. Other indications included e.g. rehabilitation for organ disor-
ders like cardiac arrest or respiratory diseases, amputation or oncology. The aver-
age length of stay on a rehabilitation ward was 43 days for all diagnoses groups,

varying between 30 days after elective surgery and 67 days after amputation.™

Geriatric rehabilitation in the Netherlands is typically provided by an interdisci-
plinary team. This rehabilitation team in general consists of nurses, elderly care
physicians, physiotherapists, and occupational therapists. Depending on the re-
habilitants’ needs and goals a psychologist, social worker, dietitian, or speech
and language therapist can also be part of the team.*'* The average amount of
treatment hours for rehabilitants in geriatric rehabilitation depends on the diag-
nosis group and is related to the length of stay, varying between 21 hours in 30

days after elective surgery and 55 hours in 67 days after amputation.™

Introduction of the research topic

Studies from about ten years ago showed that during inpatient rehabilitation for
stroke the amount of time spent on therapeutic activities ranged from 9% to 56%
of the working hours, with rehabilitants with higher functional levels spending

more time on therapeutic activities.'®?? These differences between the percent-
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ages can partly be explained by which activities are counted as therapeutic (e.g.

mealtimes, communication, activities of daily living).

Similar results were found for rehabilitants with orthopedic problems of the lower
extremities in the inpatient rehabilitation, who were able to walk independently or
with support. This group of rehabilitants walked on average only 8 min/day and none

of them achieved 10 mins of moderately intensive physical contiguous activity.?

This low activity level of these rehabilitants is worrying, because more therapy
time appears to be associated with positive outcomes such as return home, func-
tional recovery and a shorter length of stay, and an decrease of therapy time is

associated with return to hospital or death."”2335

Towards a challenging rehabilitation environment

(Socio-) therapeutic climate is a common concept in psychiatry since the nineteen
eighties and focusses among other things on therapeutic goals related to the
ability to re-adapt to the home situation, on group processes within a treatment
group, on problem orientated approach, and on the influence of staff character-
istics.3*38 This broad perspective on treatment is well secured in psychiatry. The
combination of the social, physical, and organizational environment is also used
to achieve therapeutic goals in nursing home residents with dementia.?’ These

positive outcomes give inspiration to apply this broad approach in other fields.

This broad perspective on treatment was brought to geriatric rehabilitation in
the Netherlands by Marieke Terwel in 2011 with the publication of the book: “Ev-
erything is rehabilitation: rehabilitation after a stroke in the Laurens therapeutic
climate” #° This book described e.g. the importance of shared rehabilitation goals,
methods for interdisciplinary group training, functional training moments during
daily activities (task-oriented training), and methods to encourage rehabilitants

to work independently on their rehabilitation.

Rehabilitation wards in the Netherlands adapted this concept enthusiastically and

the conceptis no longer only used for stroke rehabilitants.*-** Although a scien-
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tific basis for this concept is lacking and there are differences in interpretation of
aspects relevant for this concept. Aspects that are mentioned as being related
to this concept concern for instance increasing therapy time, group training, pa-
tient-regulated exercise, family participation and task-oriented training. Because
there is no conceptualization of the concept of therapeutic climate, it is not clear

to what extent this contributes to effective and efficient rehabilitation.

In this thesis we do not use the term 'Therapeutic Climate’, but use the name
“challenging rehabilitation environment” (CRE; Dutch: Uitdagend Revalidatiekli-
maat) for the described concept. As the concept contains more than the contact
moment with therapists, we also want to recognize the work of other disciplines
such as nurses in the rehabilitation process. The concept describes the whole
environment in which the rehabilitation takes place, and it is intended to challenge
rehabilitants to get the optimal rehabilitation results. Therefore, this name seems

to describe the concept best.

In this thesis we use the word rehabilitants when talking about persons/patients
who are rehabilitating. These persons are trying to adapt to, and self-manage
their current condition. In line with the ideas of Huber et al. on positive health,

the term ‘rehabilitant’ is more appropriate.*

Aim and outline of this thesis

This thesis describes the results of the CREATE study (Challenging REhAbiliTation
Environment). The overall aim of the CREATE study was to conceptualize CRE,
and to develop a tool to support rehabilitation wards in improving their CRE. For

this purpose the following research questions were addressed:

1. Which aspects are important in a challenging rehabilitation environment and

how can these be combined in a conceptualization?

2. To which extent is a team self-evaluation tool feasible to support rehabilita-

tion wards by implementing a challenging rehabilitation environment?

13
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The studies described in this thesis follow one another and jointly work towards

this conceptualization and tool.

Chapter 2 describes a narrative review into aspects known to be relevant for
CRE, and therefore answers the question what is known in literature about a
challenging rehabilitation environment. Chapter 3 describes the perspectives
of rehabilitants and informal caregivers regarding CRE. In focus groups and tele-
phone interviews, the participants were asked about themes they thought were
relevant for CRE and the content of these themes. Participants were currently

rehabilitating or had recent experience with rehabilitation.

In Chapter 4 the perspectives of professionals regarding CRE were examined. In a
qualitative study consisting of focus groups and workshops, over 180 profession-
als gave their perspectives on themes relevant to CRE and on the content of these
themes. The participating professionals all worked in (geriatric) rehabilitation,
both nationally and internationally. The professional positions of the participants

included e.g. researchers, physicians, nurses, and paramedics.

Using the concept mapping methodology, chapter 5 combines the knowledge
of chapter 2 to 4 in an evidence-based conceptualization of CRE. With the input
of nursing staff, (para)medical staff, and rehabilitants and informal caregivers,
a statistical consensus was achieved regarding the conceptualization. This led
to a broadly supported conceptualization, which combines evidence-based, ex-
pert-based, and experience-based knowledge, and therefore answers the first

research question.

In chapter 6, the conceptualization from chapter 5 has been converted into a team
self-evaluation tool, and the second research question is answered. This tool was
pilot tested on five rehabilitation wards in the Netherlands. Interdisciplinary teams
of these wards performed the protocol of this tool and completed an evaluation
survey on the use of the tool. The aim of this study was to investigate if the
tool identifies areas for improvement for rehabilitation wars regarding CRE, and

whether the methodology of the tool feasible is.
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The main findings of this thesis, implications for clinical practice, and future re-
search perspectives are discussed in a broader perspective in the general discus-

sion in chapter 7.
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Abstract

Introduction: After hospitalization, 11% of older patients are referred for
rehabilitation. Nowadays, there is a trend to formalize the rehabilitation
process for these patients in a Challenging Rehabilitation Environment (CRE).
This concept involves the comprehensive organization of care, support and
the environment on a rehabilitation ward. However, since literature on the
principles of CRE is scarce, this review aimed to explore and describe the
principles of CRE.

Methods: A search was made in PubMed for relevant literature. Then, articles
were hand searched for relevant keywords (ie task-oriented training, therapy
intensity, patient-led therapy, group training), references were identified, and
topics categorized.

Results: After scrutinizing 51 articles, seven main topics were identified:
1) Therapy time; ie the level of (physical) activity; the intensity of therapy
and activity is related to rehabilitation outcomes, 2) group training; used to
increase practice time and can be used to achieve multiple goals (eg activities
of daily living, mobility), 3) patient-regulated exercise; increases the level
of self-management and practice time, 4) family participation; may lead to
increased practice time and have a positive effect on rehabilitation outcomes,
5) task-oriented training; in addition to therapy, nurses can stimulate
rehabilitants to perform meaningful tasks thatimprove functional outcomes,
6) enriched environment; this challenges rehabilitants to be active in social
and physical activities, 7) team dynamics; shared goals during rehabilitation
and good communication in a transdisciplinary team improves quality of
rehabilitation.

Discussion: This is the first description of CRE based on literature; however,
the included studies discussed rehabilitation mainly after stroke and for few
other diagnostic groups.

Conclusions: Seven main topics related to CRE were identified that may help
patients to improve their rehabilitation outcomes. Further research on the
concept and effectivity of CRE is necessary.

Keywords

geriatric rehabilitation, postacute care, care process, aging
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Introduction

The global population aged =60 years has increased from 382 million in 1980 to
962 million in 2017 and is expected to increase to 2.1 billion by 2050. The pop-
ulation aged >80 years is expected to increase more than threefold, from 137
million in 2017 to 425 million in 2050." Currently, high-income countries have the
highest prevalence of older people.? Together with the aging of the population,
there is an increase in multimorbidity and geriatric syndromes (frailty, impaired
cognition, continence, gait and balance problems). This leads to a higher risk of

disability with impairments in functioning in daily life.?*

Patients with frailty or multimorbidity have a higher risk for hospitalization and
adverse outcomes, such as hospitalization-associated disability and the inability
to live independently.® In older persons, common reasons for hospitalization are
cardiac events, infections, fall-related injuries, stroke, cancer, or medical/surgi-
cal interventions.® Hospitalization-associated disability occurs in at least 30% of
patients aged 270 years. For frail older persons the rates of hospitalization-as-
sociated disabilities are as high as 40% and patients may, therefore, be unable

to return home.>®

After hospitalization on an acute geriatric ward, 11% of those aged =75 years are
referred for rehabilitation to a rehabilitation unit.” For individuals with disability,
the aim of rehabilitation is to regain and maintain optimal functioning in inter-
action with the environment.?* Specifically, geriatric rehabilitation is defined as
a multidisciplinary set of evaluative, diagnostic, and therapeutic interventions
whose purpose is to restore functional ability or enhance residual functional ca-
pability in elderly people with disabling impairments.8 Rehabilitation occurs within
a specific period of time and involves identification of a person's problems and
needs, which leads to the defining of rehabilitation goals with subsequent inter-
ventions offered by a multidisciplinary team. The rehabilitation team consists of
therapists and rehabilitation workers, such as occupational therapists, physical
therapists, psychologists, social workers, speech and language therapists, dieti-

tians, nurses and general practitioners.*
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Rehabilitation of geriatric patients has a positive effect on outcomes for function-
ing, relative risk for nursing home admission, and relative risk for mortality.? After
rehabilitation in a Skilled Nursing Facility (SNF), on average 73% of the geriatric
patients are discharged to their home situation. However, this percentage varies
between diagnostic groups, where 63% of patients after stroke are able to go

home compared to 81% of patients with a traumatic injury.®

Recently, one study investigated implementation of a structured program to in-
crease activity for stroke survivors receiving inpatient rehabilitation." This pro-
gram is similar to the rehabilitation programs on geriatric rehabilitation wards in
SNFs in the Netherlands. In these SNFs the rehabilitation process is formalized in
what is called a ‘Challenging Rehabilitation Environment’ (CRE). However, since
there is no official definition of a CRE, there are considerable differences between
the wards. CRE involves the comprehensive organization of care and support by
the rehabilitation team, as well as the environment in which the rehabilitation
takes place.’? However, because the above-mentioned program did not include
the environment or team dynamics of the multidisciplinary team, it seems to be

less specific than a CRE."

This narrative review explores the evidence from relevant literature regarding
topics related to a CRE with the aim to address the question: What is a challeng-
ing rehabilitation environment and which topics can be identified to help model

such an environment?

Method

To answer the research question, a narrative review was performed. Therefore, a
literature search was made in PubMed using combinations of the following terms:
1) rehabilitation, 2) multidisciplinary, 3) enriched environment, and 4) patient
participation. After accepting a publication for inclusion in the present review, the
list of keywords was searched for relevant keywords to supplement the literature

search for this article; this led to the list of search terms presented in Table 1.
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Likewise, the list of references of each included article was hand searched for
potential additional relevant articles. Articles were included if they concerned
(post) acute rehabilitation (preferably for older persons), the organization of the
rehabilitation process, type of therapy, or the level of activity of patients. Pos-
sible new keywords were included if they were related to elderly, facilities were

rehabilitation takes place, and treatment during rehabilitation.
Based on the content, the main topics on CRE were determined; studies could
provide information on multiple topics. The information was summarized in a

data table used to categorize the available evidence.

Table 1. Search terms used for the present review

Population and facilities

Type of rehabilitation

Potential topics

Elderly

Aged

Skilled nursing facilities
Nursing homes
Rehabilitation centers
Inpatient

Caregiver

Stroke rehabilitation
Recovery of function
Rehabilitation

Geriatric rehabilitation
Slow-stream rehabilitation
Public health

Integrated care

Post-acute care

Multidisciplinary
Transdisciplinary
Interdisciplinary
Task-oriented training
Group training
Patient-regulated exercise
Independent practice
Patient-led therapy
Patient-directed therapy
Time use

Therapeutic activities
Therapy intensity

Therapy time

Functional exercise

Patient participation
Enriched environment
Healing environment
Active rehabilitation climate
Active rehabilitation culture
Therapeutic milieu

Challenging rehabilitation
environment
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Results

The selection procedure led to the inclusion of 51 articles, mainly from Europe,
Australia and the USA. Based on these articles, seven main topics were identified
that were considered important for a CRE, ie 1) therapy time, 2) group training,
3) patient-regulated exercise, 4) family participation, 5) task-oriented training, 6)

enriched environment, and 7) team dynamics.

These topics are discussed separately below.

Therapy time

Of the 51 articles, 20 reported on how patients spent their day on a rehabilitation
ward, describing the amount of therapy given and the effect of increased therapy
time on rehabilitation outcomes. Increased therapy time and the level of activity

of patients was an important predictor of better rehabilitation outcomes.'>3?

Current therapy time

The studies showed that patients have a low level of activity during inpatient
rehabilitation.'1422252? |n Western countries, during inpatient rehabilitation for
stroke, patients spent up to 80% of their day on non-therapeutic activities (of
which 28-38% spent sitting or lying). Patients spent 49-60% of their day alone
and 48% inactive. The amount of time spent on therapeutic activities ranged from
9-56%. Patients with higher functional levels spent more time on therapeutic

activities.'3142529

Similar results were found for older patients rehabilitating for other conditions
within inpatient facilities. For example, patients with orthopaedic problems of the
lower extremities who were able to walk independently or with support, walked
for an average of only 8 min/day (as measured with an activity monitor). None
of them achieved 10 min of moderately intensive physical contiguous activity.
Consequently, these patients did not reach the amount of activity that is rec-
ommended in guidelines (ie, 30 mins of moderate intensive physical activity,

completed in bouts of 210 min, on at least 5 days/week).%
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During inpatient rehabilitation, the professional with whom patients spent the
most time was the nurse, ie, up to 13% of the working day (the weekends had
even more contact moments than during weekdays). Therefore, the challenge
for nurses is to encourage patients to do more task-specific training during their
ADL and thereby increase therapy time, especially during times when other pro-

fessionals are less/not present.’314252730

Effect of increased therapy time

While patients had low levels of activity and therapy time during inpatient reha-

bilitation, the therapy time appeared to be related to the outcome of rehabilita-
tion“l3,15-24,3‘|-33

An increase in therapy time was associated with positive outcomes such as return
home, functional recovery, and a shorter length of stay. A decrease of therapy
time was associated with return to hospital or death.'®'9222333 For example, for
older patients rehabilitating after hip fracture, 1 h extra therapy led to a 3.1%

increased chance of returning home.?*

For stroke patients, the amount of therapy time proved to be a predictor of reha-
bilitation outcomes. Among others, effects were reported in mobility, self-care
and functional recovery.’®'3132 An increase of time spent on therapy led to better
results concerning functional recovery, independence in ADL, instrumental ADL,
and walking speed, as well as a shorter length of stay in the inpatient facility and

an increased chance of returning home.720

For recovery after stroke, at least 16 h/week of high-quality therapy is required for
older patients.? For patients aged 265 years, an increase from <3 hto >3-3.5h
of therapy/day led to an improved functional recovery (as visualized with a three-
point gain on the functional independence measure) whereas an increase to >3.5
h yielded no significant difference."™ An increase of (independent) practice can be
achieved if nurses incorporate the rehabilitation goals in daily care. Task-oriented
activities must be an important part of daily reality. Through encouragement by
nurses and family, the time spent on therapeutic activities can be increased by
50 min/day."*?'
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In conclusion, for all patients, the amount of time spent on therapy was related
to rehabilitation outcome. However, there tended to be a ceiling effect in the
influence of therapy time, while the level of physical activity during inpatient
rehabilitation was low. Encouraging patient-regulated exercise and task-specific

training during ADL by nurses and family increased therapy time.

Group training

During rehabilitation, group training is often used by different therapists (eg
speech and language therapists, occupational therapists, psychologists and phys-
ical therapists), among other things, to enable increased practice time without

increasing staffing.3+3¢

Regarding circuit class therapy, physical therapy is provided in groups and focus
on repetitive practice of functional and meaningful tasks. This may comprise
either a series of workstations arranged in a circuit, or a series of individualized
activities in a group setting.** Compared to individual therapy sessions, in circuit
class therapy sessions patients with stroke spent more time in active task practice
and a similar amount of time in walking practice.?” For patients after stroke, circuit
class therapy was effective in improving mobility. Patients were able to walk fur-
ther, faster, less dependently, and were more confident in their balance. Although

there seemed to be no greater risk of falls, this item needs further research.?*

During inpatient rehabilitation after stroke, group training provided by occupa-
tional therapists was feasible for task-specific practice, such as dressing tasks.
After receiving group training, a clinically significant improvement in dressing
performance was found, although no comparison was made with individual ther-
apy. Nevertheless, this study demonstrated that group therapy is feasible, even

for personal ADL.3®

Likewise, for persons rehabilitating after a knee or hip replacement, group training
proved to be as effective as individual rehabilitation. Patients who received group
training had no different clinical/disability evaluation and level of quality of life

compared with patients receiving individual therapy.*
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Patient-regulated exercise

Apart from the therapy sessions, patient-regulated exercise is a way to increase
the amount of therapy time without increasing staff levels. Among other things,
it can be used for motor goals and for goals related to aphasia. Patients rehabili-
tating after stroke were positive about this form of therapy; they found it useful,
enjoyed it, would recommend it to other patients, and considered it an acceptable
complement to face-to-face therapy.*®*! Patients appeared to practice less than
recommended (ie 5-15 min per session for 7 days, whereas 30 min per session
during 28 days was recommended). Therefore, it is important to ensure that the
exercises are challenging, fit the level of the patient, and are tailored to personal

interests.14?

Limited research was found regarding patient-regulated exercise for inpatient
rehabilitation. A small study in 2002 reported no benefits after four weeks in-
dependent practice of motor tasks. In this latter study, only 5 patients in the
intervention group were tested after the intervention; moreover, these patients
missed 20% of the intervention.*® Later studies showed some improvement in
strength, dexterity, word-finding and confidence in talking; however, due to small
study populations and different research goals, no significant results could be

extrapolated.*4?

In patients rehabilitating after stroke, an increase in autonomy was related to
regained abilities and self-confidence. Autonomy can be enhanced by minimizing
care routines and by providing room for performing activities independently and
privately. Attention to patients’ autonomy improved patients’ active participa-
tion in rehabilitation, quality of life, and independent living after discharge.** In
stroke patients, self-regulation appeared useful and feasible for improving task
performance that demands both motor and cogpnitive abilities, by promoting in-

formation processing and active learning.*

Family participation

For patients rehabilitating after stroke, prior living conditions (ie, living alone vs
not living alone) were predictive for discharge destination. The availability of a
caregiver at home was important for discharge to the community after stroke

rehabilitation. Therefore, it is important for the caregiver to participate in the
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rehabilitation process, which helps prepare them for when the spouse/relative

returns home.*¢

Additional practice with caregivers led to an increased amount of time spent in
exercise which, in turn, led to an improvement in body function, more activities,
and better participation after stroke.**° Caregiver support accounted for 5-9%
of upper-limb improvement by increasing the amount of time spent in exercise.*
The increased involvement of the caregiver reduced the levels of caregiver burden
and facilitated transition to the home setting, with patients becoming more in-

tegrated into their community.*®

One study compared the effects of voluntary training with family members to
voluntary training with a physical therapist. Both groups received standard care
and the amount of voluntary training was the same. Although there was no sig-
nificant difference in functional recovery, the family participation group had a

significantly shorter length of stay and higher rates of discharge home.*

Training of caregivers on common stroke-related problems, and training in lifting
and handling techniques, led to decreased costs of care in the year after reha-
bilitation. Furthermore, after this training, the reported caregiver burden was
lower. Both patients and caregivers had less anxiety and depression, and better

quality of life.?

Task-oriented training

Task-oriented training involves the active practice of task-specific motor activi-
ties and is a component of current therapy approaches in stroke rehabilitation. A
circuit class format is a practical and effective way to provide supervised task-ori-
ented training. Multiple trials and reviews on task-oriented training after stroke
showed benefits for functional outcome compared with traditional therapies.
These benefits were seen in both upper/lower limb functions and activities (eg,
arm/hand function, lower limb function, walking distance, gait speed, and func-
tional ambulation). Task-oriented training led to improvements in functional out-

comes and overall health-related quality of life.38535¢
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Nurses played a significant role in task-oriented training. They could create op-
portunities to practice meaningful functional tasks outside of regular therapy
sessions. Many interventions could be part of task-oriented training during and
outside regular therapy sessions, such as walking (on the ground or on a tread-
mill), cycling program, endurance training, circuit training, sit-to-stand exercis-
es, and reaching tasks to improve balance. The training needed to be repetitive,

task-specific and meaningful for the patient.>

A review operationalized 15 components of task-oriented training: 1) functional,
2) directed toward a clear functional or everyday life activity (ADL) goal, 3) patient
centered, 4) repeated frequently (overlearning and overload principle), 5) used
with real-life object manipulation, 6) performed in a context-specific environment,
7) performed in increasing difficulty levels (exercise progression), 8) varied (within
one task), 9) followed by feedback on the exercise performance, 10) exercised in
multiple movement planes, 11) included total skill performance, 12) patient cus-
tomized for training load, 13) offered in random practice, 14) occurred through
distributed practice, and 15) composed of bimanual tasks. Not all components
were used during a task-oriented training and the number of components used in
an intervention after stroke was not associated with the size of the posttreatment
effect. The components 2, 9, 13 and 14 were associated with the largest effect
sizes. Although no studies have compared the importance of these components
for training outcomes, they seemed to be important components of a task-ori-

ented training program.®’

Enriched environment

Patients rehabilitating after stroke reported a lack of opportunities to drive one's
own recovery outside of therapy time. This was confirmed by clinical staff, who
perceived a lack of places to go to, and a passive rehabilitation culture and envi-
ronment. Therefore, there was a need to increase opportunities for practice and
promote active engagement. Creating an enriched environment can be a good
solution.>®® An enriched environment can be achieved in both communal and
individual areas. Opportunities for enrichment include the provision of music,
audio books, regular books and other reading materials, puzzles, games, hobby

supplies, tablets and a computer with internet connection. Other possibilities are
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the availability of recreational activities (eg bingo), as well as communal areas for

eating, socializing and daily group activities.>¢°

Until recently, an enriched environment remained largely a laboratory phenome-
non with little translation to the clinical setting. In animals, an enriched environ-
ment proved to be a robust intervention for fostering brain plasticity and recovery
from various types of brain injury, including stroke.®' This latter research showed
that the ideal enriched environment encourages socialization, exercise, sensory
and cognitive stimulation, and task-specific exercise. Reasons for the lack of stud-
ies in a clinical setting include difficulties in standardizing enriched environmental
conditions across clinical sites, a lack of knowledge concerning what aspect of
enrichment represents critical or active ingredients for enhancing brain plasticity,

and the actual required ‘dose’ of enrichment is unknown.¢'

A few recent studies on an enriched environment were performed in a clinical
setting. One study in a post-acute mixed rehabilitation unit showed that patients
in an enriched environment were more likely to be engaged in cognitive, physical
and social activities and less likely to be inactive, alone or asleep compared to
patients not in an enriched environment.>? Another study in an acute stroke unit
of an Australian hospital showed similar results. The patients rehabilitating in an
enriched environment were 71% of the day engaged in any activity vs 58% of the
control group. In the physical domain this was 33% vs 22%, the social domain
40% vs 29%, and in the cognitive domain 59% vs 45%. Patients in the enriched
environment had a significantly shorter length of stay.®°

Team dynamics

A rehabilitation team (usually) consists of a physician, nurses and therapists such
as occupational therapists, physical therapists, psychologists, social workers
and speech and language therapists.* Rehabilitation is a team effort and the way
teams are organized affects the results of rehabilitation. Most of the rehabilitation
teams evolved over time from intradisciplinary teams through multidisciplinary
and interdisciplinary teams to transdisciplinary teams, resulting in more intensive

collaboration.6#¢4
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In all these team models the aim is rehabilitation of the patient, whereas the
focus of the professionals often differs. In intradisciplinary teams the focus is
usually on function level; with the transition towards multidisciplinary teams this
focus shifted to a combination of function and activity level. With interdisciplin-
ary teams, this was shifted more towards ADL activities and, to a certain extent,

towards participation level.¢%¢3

In these four types of team models, a major difference is the level of working
on shared goals and the communication between team members. Whereas in
intradisciplinary teams there are no shared goals and little communication be-
tween professionals, this develops through multidisciplinary and interdisciplinary
teams towards very good communication in transdisciplinary teams. In this latter
model, professionals cross the border into another team member's profession-
alism and each team member is responsible for each goal. A shared conceptual
framework is used, where discipline-specific theories, concepts and approaches

are combined.¢%¢3

An interdisciplinary team and a transdisciplinary team model are similar. One
difference is that, in a transdisciplinary team, the patient is also seen as a team
member. Also, in a transdisciplinary team, the responsibility of all team members

for all goals is more firmly stated, compared to an interdisciplinary team.52¢3

Not all types of team models have been included in studies on the influence
of team models on rehabilitation. The common result in these studies was the
importance of shared goals throughout rehabilitation and good communication
within the rehabilitation team.®*¢* However, the recommended level of integration
between the professionalism of the different team members were not consistent
in the various studies. This resulted in a disagreement between the recommen-

dation for a multidisciplinary team model or a transdisciplinary team model.®2¢3
Taking into account the role of the patient in a transdisciplinary team model and

the responsibility of all team members for all goals in this model, preference is

given to a transdisciplinary team model.
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Discussion

Until now, no scientific vision is available regarding a CRE. This review provides,
for the first time, a description of a CRE and the topics that can be identified for
modelling a CRE. After examining the relevant literature, seven main topics were
identified: 1) therapy time, 2) group training, 3) patient-regulated exercise, 4)
family participation, 5) task-oriented training, 6) enriched environment, and 7)

team dynamics.

All studies included in this review, regarding therapy time during inpatient rehabil-
itation, agreed on a low level of activity of patients. Differences in the precise level
of activity could be explained by the way in which the activities were perceived
or were concluded to be therapeutic, ie, eating/drinking, transport/traveling,
ADL, and communication. Other possible explanations were differences in the
amount of group therapy, patient-regulated exercise, and family participation.
Furthermore, the studies agreed on the importance of activity and increased
therapy time for better rehabilitation outcomes for all diagnostic groups.’*3?The
challenge is to increase therapy time; however, in most countries, no increase in
revenue or numbers of staff can be expected. Some studies presented ideas to
meet this challenge, eg group therapy, independent practice, family participation
and task-specific training during ADL."*42530 Since these factors are important in

a rehabilitation program, they are also important topics for modeling CRE.

Group therapy can be used for multiple goals in multiple diagnostic groups and is
an effective way to increase therapy time without increasing staff levels. Although
not all studies compared group therapy and individual therapy, all reported a
positive effect of group therapy on rehabilitation goals. Studies comparing these
two forms of therapy reported at least an equal effect of group therapy compared
to individual therapy.?**° Therefore, group therapy is an effective way to increase
therapy activity and can be used during rehabilitation to work on patient goals. It
may enhance rehabilitation outcomes and have a beneficial effect on the length of
stay in a rehabilitation facility. Staff needs to be encouraged to let group therapy

be part of their treatment options.
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During inpatient rehabilitation, patient-regulated exercise is another effective way
to increase therapy time without increasing staff levels. Patients were positive
about this form of therapy, although treatment fidelity remains a challenge. In-
creasing autonomy is important to regain self-confidence and improve patients’
active participation in rehabilitation.**#244 One included study contradicted the
others regarding the effectivity of patient-regulated exercise, by showing no sig-
nificant benefits after four weeks of patient-regulated exercise; however, this
study had a very small population with a high dropout.** Moreover, since two
later studies showed positive effects of patient-regulated exercise, it seems to be
an important part of rehabilitation and suitable to increase therapy time. When
patient-regulated exercise is recommended, the exercises need to be stimulating
and appropriate for the patient's individual level. Also, evaluation and feedback

will help to increase the therapy fidelity of patient-regulated exercise.

Studies reported the importance of caregivers in the rehabilitation process; more-
over, the availability of caregivers is an important predictor for discharge home.
Additional practice with caregivers leads to increased exercise time, leading to
improved body function, activities and participation, better quality of life for
both patient and caregiver, shorter length of stay, and reduced levels of caregiv-
er burden.*¢>2 Caregivers should be trained and involved in therapies, not only to
increase therapy time, but also to increase knowledge of common (stroke-related)
problems and their prevention, and to acquire lifting/handling techniques tailored
to the needs of the individual patient. Rehabilitation wards need to stimulate
caregivers to be part of the rehabilitation process and to teach caregivers about

the health problems of their loved ones.

Multiple trials and reviews have investigated task-oriented training after stroke
and all reported benefits for functional outcomes compared with traditional ther-
apies. Task-oriented training has proven effective for improving body functions
and activities, and quality of life.3®%3-% Task-oriented training is already part of the
current therapy approach during stroke rehabilitation. It is important to involve
nurses in task-oriented training; they can create opportunities to practice mean-

ingful functional tasks outside regular therapy sessions.

35



Chapter 2

There is (laboratory) evidence that an enriched environment is effective for the
rehabilitation of animals with brain injury.’ This effect was also shown in two
studies in a clinical setting; patients tended to be more active in the cognitive,
physical and social domains in an enriched environment.>¢° There is still a lack of
knowledge concerning what aspects of enrichment represent the critical or active
ingredients for enhancing brain plasticity, and the required ‘dose’ of enrichment
is unknown. More research is needed on these components of an enriched envi-
ronment; meanwhile, however, an enriched environment seems to be an effective
addition to the rehabilitation program. For creating an enriched environment, it
is important to have a communal area. Furthermore, the stimulation of social
interaction and the provision of material for activities isimportant in an enriched

environment.

Studies show that rehabilitation is a team effort involving multiple disciplines.
Whereas in the past rehabilitation was an intradisciplinary team effort, this has
evolved into interdisciplinary or transdisciplinary teams. In both interdisciplin-
ary and transdisciplinary teams, communication and working on shared goals
is important. In a transdisciplinary team the patient is seen as a team member;
moreover, the responsibility of all team members for all goals is more firmly stated
than in an interdisciplinary team; this results in more integration between the
professionals of a transdisciplinary team.®¢* Although all studies mentioned the
importance of shared goals and good communication in a rehabilitation team, not
all studies included all types of team models in their research. Taking into account
the role of the patient in a transdisciplinary team model and the responsibility of
all team members for all rehabilitation goals, preference is given to this model;
particularly when considering that patients themselves generally know best which
goals they have to achieve to be able to go home. The challenge for most rehabil-
itation teams is to make the patient and their caregiver an equal member of the

team, and for all team members to feel responsible for all rehabilitation goals.

This review is the first to provide details on a CRE based on an extensive literature
search and, therefore, provides the first evidence-based description of a CRE.
Evidence was found that all the identified topics apply to different diagnostic
groups. However, the studies on the topics mainly focused on evidence related

to rehabilitation after stroke, despite the presence of more diagnostic groups in
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which older patients need rehabilitation after hospitalization. This is a limitation
in this review. Although a CRE seems to be in place for all older patients, more
studies are required on the above-mentioned topics for all diagnostic groups.®'°'?
The authors expect that all these topics may prove to be an important factor for

all older patients during their rehabilitation.

Based on this review, seven main topics were identified for modelling a CRE. It is
important to investigate whether these topics are supported by experts, health-
care workers and patients in the field of rehabilitation, and to demonstrate the
effectivity/efficiency of a CRE in prospective studies. Finally, although the use of
technology shows promise for improving activity levels, no body of evidence is
yet available to substantiate this.®> Therefore, more research on this topicis also

required.
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Chapter 3

Abstract

There is a trend towards formalization of the rehabilitation process for older reha-
bilitants in a Challenging Rehabilitation Environment (CRE). This concept involves
the comprehensive organization of care, support, and environment on rehabil-
itation wards. So far, literature about the principles of CRE is scarce. This study
aims to explore the opinions of rehabilitants and informal caregivers regarding
CRE, through a qualitative study between 2019 and 2020.

Three telephone interviews were conducted with informal caregivers, and also
three focus groups with 15 rehabilitants and three informal caregivers, all with
recent experience in rehabilitation. Nine themes emerged regarding the rehabil-
itation process: 1) rehabilitant (attention for resilience, motivation, cognitive and
emotional aspects), 2) rehabilitant centered (goal setting, physical and cognitive
functioning and coping), 3) informal caregivers (involving and attention for re-
silience and relation), 4) communication (aligning the rehabilitation process), 5)
exercise (increasing intensity by using task-oriented exercise, patient-regulated
exercise and group training), 6) peer support (learning experiences and recogni-
tion), 7) daily schedule (influence on the planning and activities outside thera-
py), 8) nutrition (energy for rehabilitation), and 9) eHealth (makes rehabilitation
more challenging and fun). Regarding organizational processes four themes were
identified: 1) environmental aspects (single bedrooms, shared room for activities
and therapy options on the ward), 2) staff aspects (small team with an emphatic
supportive and motivating attitude), 3) organizational aspects (organized in an
efficient way), and 4) return home (the discharge process should be well prepared

for instance with home visits).

Organizing excellent rehabilitation care requires a thorough understanding of the
concept of CRE, as it is a complex and comprehensive concept that concerns the
whole rehabilitation process. Its effectiveness and efficiency should be researched

in prospective studies.

Key words

Challenging rehabilitation environment, geriatric rehabilitation, informal caregiver,
rehabilitant
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Introduction

The demand for Geriatric Rehabilitation (GR) in Europe increases with the ageing
of the population.’ After hospitalization, 11% of those aged > 75 years are referred
to a post-acute geriatric rehabilitation unit.2 Common reasons for hospitalization
of older persons are cardiac events, infections, fall-related injuries, stroke, cancer,
or medical/surgical interventions.® In 2019, 53.320 rehabilitants in the Netherlands

were referred for GR.*

GR is defined as ‘a multidimensional approach of diagnostic and therapeutic in-
terventions, the purpose of which is to optimize functional capacity, promote
activity and preserve functional reserve and social participation in older people

with disabling impairments'®

Persons who are rehabilitating are trying to adapt and self-manage their current
condition. In line with the ideas on positive health of Huber et al., we have chosen
not to label persons during their rehabilitation as patients, but to use the term

“rehabilitants” when referring to them.¢

A Challenging Rehabilitation Environment (CRE) is a relatively new concept which
involves the comprehensive organization of care and support by the rehabilita-
tion team, as well as the environment in which the rehabilitation takes place.”®
Knowledge about this concept may improve the rehabilitation outcomes of re-
habilitants, e.g. in terms of functional recovery, length of stay, (health-related)

quality of life and lower caregiver burden.®

In a review, seven main components for modelling CRE were identified: 1) therapy
time, 2) group training, 3) patient-regulated exercise, 4) family participation, 5)

task-oriented training, 6) enriched environment, and 7) team dynamics.®

Because there is no official definition of CRE, there are considerable differences
between wards in the interpretation and execution of CRE. Therefore, it is not
certain that the beforementioned components cover all aspects of CRE. In addi-
tion, it is unknown which components rehabilitants and their informal caregivers

consider relevant for a CRE. The aim of rehabilitation is to optimize the level of
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functioning of a rehabilitant. The availability of an informal caregiver during and
after the rehabilitation is beneficial for the rehabilitation outcomes.® Therefore,

it is essential to know their vision about an optimal rehabilitation environment.

The aim of the CREATE study (Challenging REhAbiliTation Environment) is to
substantiate the added value of the concept of CRE.? In this study we therefore
explore the perspectives of rehabilitants and their informal caregivers regarding
components that are relevant for modelling and understanding the principles of
a CRE. By integrating the evidence found in the literature and the perspectives
of rehabilitants, informal caregivers and professionals, an evidence-based con-

ceptualization of CRE can be developed.

Methods

Study design

A qualitative study, consisting of focus groups and telephone interviews, was
performed between September 2019 and October 2020. The aim of this research
was to explore the perspectives of (older) rehabilitants and informal caregivers on
the concept of CRE. Qualitative research attains to gain a better understanding

of a phenomenon through the experiences of those involved.™

We adhered to the consolidated criteria for reporting qualitative research (COREQ)
for improving the quality of reporting qualitative research (see Supplemental
Table).”

Recruitment of participants

Organizations affiliated with the six scientific networks (living labs) for elderly care
in the Netherlands demonstrate interest in scientific research. Therefore, these
organizations were approached by email with information about this study.'
They were requested to inform rehabilitants and their informal caregivers about
the study, and to ask them to individually participate. In addition, members of
a patient association for patients with acquired brain injury ‘Hersenletsel’, were
asked to participate.' We aimed at a mix of participants with different diagnoses

and ages.
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Rehabilitants and informal caregivers were included if they were currently par-
ticipating or had recently participated in a (geriatric) rehabilitation process. Re-
habilitants and informal caregivers were excluded if they were diagnosed with
dementia, were (legally) unable to give informed consent, or were not proficient

in the Dutch language.

If rehabilitants and/or their caregivers were interested in the study, they received
an information leaflet. If they remained interested or had additional questions,
they were put in contact with the primary researcher (LT). Questions were an-
swered, and the informed consent form was signed by the participant and LT. If
an informal caregiver participated without the rehabilitant, the rehabilitant was
asked for permission to interview the informal caregiver. An appointment was

then made for a focus group or telephone interview.

We aimed for data saturation, and after each focus group or interview, the authors
discussed whether any new topics had emerged. Inclusion stopped when no new

topics emerged.

Data collection

In preparation for the data collection, a topic list was established based on the
above-mentioned review (appendix 1). This topic list was piloted with a group of
researchers. The content of the list was determined in an iterative process, and

adapted based on the pilot and previous focus groups or interviews.

The focus group interviews were chaired by BB and LT. Female nursing senior
researcher in the field of rehabilitation BB has experience in qualitative research
and chairing discussion groups. Physical therapist LT is a female PhD student
with formal training in interview techniques and qualitative research and 10 years'

experience in geriatric rehabilitation.
The focus groups were held on rehabilitation wards in various regions in the

Netherlands. All focus groups were performed in meeting rooms and only the

participants and researchers were present.
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Due to COVID-19, we switched from focus group meetings to individual,
semi-structured, telephone interviews with informal caregivers during the data

collection. These interviews were conducted by LT, using the same topic list.

Each focus group and telephone interview began with a brief introduction by the
researchers on the topic of the focus group, followed by an introduction of the
participants. The participants were then asked to share their perspectives on CRE.
The chair used open ended questions based on the topic list and further explored
the answers that were given. To increase the internal validity, participants were
also asked to share their perspectives on subjects not mentioned in the topic list,
but which they considered important regarding CRE. During each focus group and

interview, LT made field notes.

On average the focus groups lasted 90 minutes and the telephone interviews 45
minutes. Both were audio recorded and transcribed verbatim by LT. Transcripts
were not returned to participants, but at the end of every interview the chair

verified a verbal summary with the participants.

Data analysis
Simultaneous with the data collection, thematic analysis was performed to iden-
tify, analyze, and report patterns in the data.’®'* ATLAS.ti version 7.5 was used for

coding the data in the analyzing process.

LT read and re-read the data to become familiar with the data, after which initial
themes were identified while reading through the transcript using an open-cod-
ing approach. These initial themes were checked by BB and ED to determine
inter-rater comparison. ED is a female nursing senior researcher with experience

in qualitative research.

Differences in the coding were discussed by LT, ED, and BB, until an agreement

was reached. Each initial theme was described in a memo.

The identified initial themes were combined into main themes with associat-

ed sub-themes. The connections and contradictions between the initial themes
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were described per main theme, and connections between main themes were

described.

Each main theme was assessed for data saturation, after which the research team
discussed the contents of the main themes. After agreement was reached in the
research team, each main theme was meticulously described, and relevant quotes

were identified and translated from Dutch into English.

Results

Participants

The approached rehabilitants (15) and informal caregivers (6) all agreed to par-
ticipate. In September and October 2019, a total of three focus group interviews
were conducted and in September and October 2020, three telephone interviews
were held with informal caregivers. Rehabilitants were between 43 and 90 years
old and informal caregivers between 49 and 77 years old. Rehabilitation diagno-
ses were lower limb amputation, trauma, hip fracture, COPD and acquired brain

injury, including stroke. Characteristics of the participants are shown in table 1.

Table 1. Characteristics of participants

Rehabilitants  Informal caregivers

(n=15) (n=6)

Age Range (median) 43-90 (75) 49-77 (72)
Gender Male 9 2

Female 6 4
Diagnosis Lower limb amputation 2

Trauma, excl. hip fracture 5 1

Hip fracture 1

COPD 1

Acquired brain injury, incl. stroke 6 5
Relationship Spouse 5

Daughter 1
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Themes

Thirteen main themes with associated sub-themes emerged from the data. The
main themes can be divided into two categories, namely themes involving the
rehabilitation process and themes involving organizational processes. The sub-
division of the themes in the two categories is described in tables 2 and 3. The

two categories are described in the following paragraphs.

52



Rehabilitants and informal caregivers' perspectives of a Challenging Rehabilitation Environment

‘Aiessadau sisoubelp uo paseq uonelnualayylp 19|dwod
19pIsuod J0u op Aay) ‘piem ay) uo sasoubelp Je[iwis Y1m sjuelljiqeyal
Buiney syeidaudde syuelljiqeyas ybnoyy)y ‘sesoubelp ||e 1oj 9|qe1ins sI 3Y¥D

*9AI1BI}IUI JO SSO| pU® AJOWSW JO SSO| 'SUOIIOWD Y1IM

Buijesap ‘suonrouny 8AINDSXS Jo dUIPSP ‘Uspinguano ‘Buissadoud sninwins
paJtajje ‘sjdwexa oy ‘spnoul swa|qoud asay ] ‘siaalbated sy 4oy os|e pue
SaA|9sWaY} 10y 'swa|qoud J1ay) jo uonjeur|dxs 191199 pue 1o} UOIIRISPISUOD
aJow I pjhom Aay] ‘ybnouyy buiob ae Asyy 1eym yum aziyyedws siayio
|99} sAem|e Jou op sjuelljiqeyal ‘sesoubelp [edibojoinau jo ased ul A|edadsy
'sianibased

|ewo4ul pue sjeuolssajold uo Juspuadap usym palelisniy [994 syuell|iqeyay
‘Bunyeanow

aq ued salbojouyda) Jo asn ay3 pue sjeuoissajoid Jo Juswan|oaul buoiis
's|eob uonelljigeya. [enpiaipul ay3 uo bunjiopp Juelljiqeyad sad siapp

sisoubeiqg

s1oadse [euoijows
pue aAiubo

'sjuell|iqeyad jo syoadse
[euonows pue aAlIubod

uolyeAnol ‘Juepoduwi si uolyelljiqeyas Jo payeaizow buiaqg suiyy syuedidiyied UOHBABOW  pue yopeAijow ‘@duBI|ISal

*sywWl| J19y) puokaq ob o3 pusy 03 uaAIb 9q 3snw uonuaNyY

ua340 Aay3 Se 'siyl Y3im [esp 03 Moy uo aouepinb a1 pjnom sjuelljiqeysy sdnoub sasoubelp
‘sisoubelp-a1d wouy 12441p Aew pue AJeA ued sjuel|iqeyal Jo 9dUal|isal dy | 2oudl|Isay ||e 104 3|qEUNS SI 3YD jueM|IqeYdY
uondudsaqg away3-qng uonduosap jaug awayj urely

ssaooud uolyel|iqeya. Buiajoaul saway] T d|qeL

53



Chapter 3

‘Burdos yum

djay ued 3sibojoyoAsd e ‘6-a ‘sjeuoissajoud Aq eouepinb pue sjuelljiqeya.

MO[|34 Y1IM 1DBIUOD) "SDA|DSWSY] Ul 9duapljuod urebai isnw siaaibaied siayy
pue sjuelljiqeyay "ebieydsip Je1je senunuod pue ‘buniss [eob ayy sdusnjjul juane
ued ‘ssadoud Buinslb e 03 pasedwod aq ued yoiym ‘ssedoud buidod sy | 9JI| yum buido)

‘Aloanisod siyy panjea
uoneyljiqeyal ay) jo buluue|d pue Ayisusiul ayy abeuew o1 A11j1ge ay3 yum
sjuelljiqeyay ‘buiuonouny aaniubod pue [esisAyd jo [aas| 6 ‘uoielljigeya.

910J3q P31SIX3 OS|e SaWIIBWOS YdIYyMm 'S10}d.) [eI9ASS UO spuadap uonelljiqeyal a1® ASU3 42IyM 10y JUBAS
Buliojiel siy| ‘seni|iqe s,3uelljigeyal sy 0} palo|ie} 8q 1shw uoljell|iqeyay spew-iojie] 341 341 Yaim Buidos pue
‘uoneyljiqeyal yusnedul Buiuonouny saniubod
Burinp jou ‘swoy e paAsiyde 431194 a4k s|eob swos ey saibe syuedidijiey pue [edisAyd jo [aAs|
‘s|euolissajoid ay3 Jo uoiuido ay3 anjeA WY} JO 3SOW pue uollell|iqeyad Jisy) ay3 'ssacoud bumes
Jo 1iels ay3 1e sjeob [enpiAlpul 19s 03 9|qe 9q 10U ABW SjUB}I|IqRYS] SWOS [eob ay3y sapndul siy
'ssado4d bunias [eob sy ul panjoaul |94 sAkem|e Jou op Asyy ‘Buiyeanow ‘uoljenyis sjuell|iqeya.
si1 sjeob [enpiaipul Jiayy uo Bupjiom yeyl juiyl syuelljiqeyal ybnoyyy ® 0] palo|iel 8q p|noys ssado0.d paisjusd
"uollenls sjuelljiqeyal ayl Yim A|ssajweas 11) 1snw sjeob uonelljiqeysy Bunmes leog ssedo.d uoneljiqeyas ay | -Juelljiqeysy
uondussaqg sway3-qns uonduossp joug swayj urely

(panunuos) ssedoad uonelljiqeyas buinjoaul ssway] g 3|qel <
LN



Rehabilitants and informal caregivers' perspectives of a Challenging Rehabilitation Environment

‘10adse jueisodwi ue si uonew.ojul ayy bunneaday

"61-AIAOD 1] S9OUBISWNDIID 0} SNP pJeM 33 0} SWOD 0} d|qeun s JoAibaied
oY1 J1 40 ‘quswiredwi aaiiubod 03 anp adue)sul 1oy ‘'ssedoud uoiyelljiqeyad
SIY 99SJ9A0 J0UUED JUBYI[IqeYS. SY3] J| pOPOaU S| Uoluse [eldads

'sa|1j Jusned ayy

ui sjeob ayj pue syiodas ay3 buipeas snjea sjuedidilied ‘ssedoad buidod ayy
pue ssa>o.d abieydsip ay3 jo uonesedaid ‘suonndo asidiexs bunpesiunwwod
'sjeob Bujubife ‘sseasip syl 3noge uonew.oul JueAs|a. Ajjeninw buipiroad
'diysuonye|as Juswieay e buip|ing 1o} Jueniodwi S| UolEdIUNWWOD 93enbapy

‘Ajuo diysuoine|ai-aed e swodaq jou saop diysuoiie|al
ay3 1ey3 Jueioduwil si 3l 4aAeMOH “asnods J1ay) 4oy sbuiyi ei3xs op o3 [ewou
21nb 11 4apisuod siaalbate) p|iyd e se yons ‘Usnibaied [ewuiogul Jsyjoue ueyy

9|0J [e4nleU SJowW B 9ARY Aew Jaulled y “juelljiqeyad oyl yum diysuone|al
2yl uo puadap ued uoneiljiqeyas bulinp saaibaied ayy jo sjod oy

'ssad0.4d uolrell|iqeysa.

a3 Buipsebai uonesianuod ayj jo 1ied aue ‘papasu Ji ‘pue Juell|iqeyas sy
Y1m sas1249xa el1xa Bujop anjea sianibaued [ewloju| ‘ssadold uonelljiqeys.
9y31 Ul paAjoAul Ajsnonuiluod aq 3snw Asy) pue ‘quelsodwi st isaibaied sy

‘ssed04d
93 Ul POA|OAULI ||B UBBM]D]
ssaco4d uoljelljiqeyal ay3
Buiubife oy jueriodwi

SI UOIIEDIUNWWOY)  UOIIEdIUNWWOD)

1an16a1ed [RWIOUI
pue jue}l|igeys.
usaM1aq diwruAQg

“1an1Baued [ewioyul

pue juell|IqeySl 3Y)

uLaM19q Uole|a4 By} pue

9dUuBdJ|ISaJ JI9y] 0} Uoljuee

JO 9dUB3I|ISal Y3 0] UOIUSNY "JUB)I|IqRYSJ BY} 1SNJ} J0U Sa0p Janibaied yum ssadoud uonelljiqeya
ay3 J1 Bunigiyur eq osje ued 31 1ng ‘swoy je op 0} 3eym usea| sianibaied uonedpiied 8yl ul paAJOAUl 8q p|Noys sionibased
9snedaq 1994J9 |eIdlyauaq © aAey ued uoneddiied saalbaied jewlojul  JaAlBased [ewioyu| sianlbased [ewioyu| [ewou|
uondudsaq swaYy3-qns uondudsop joug swayj urely

(panunuos) ssed0.d uoiyelljiqeyas buiajoaul sswsy] T 3|qeL

55



Chapter 3

21weuAp dnoub ayy uo 109440

aAlzebau 1o aAnIsod e aaey ued sjue)l|iqeyay Buireannow aq ued usyrabol
Buidiyoead pue ssyio yoes wouy uies| ued syuell|iqeysy ‘swajqold asayl yum
auoje jou aJe Aayy ey} [99) Aay | ‘uoniubodal pue ‘aandadsiad ul sbuiyy
Bunind ‘1uoddns oy juersoduwi st yioddns asad juiyy syuelljigeyal 1SO||

‘uoisiaiadns 3noyum swoou Adesayy ul A[lenpiaipul Buluresy usym A1syes

pue ‘Aysusjul quaidiyinsul ye buipnoeid ‘'uspinglano buipiebas suseduod aney
sjue}l|iqeyay "paJisap si s|euolssajoid Aq dn moj|o) pue ‘spasu juelljiqeya.
11} 01 paau sasidiex] ‘aouepinb pasu Asyy 1nqg ‘Alisusiul Adeisyy ay3

aseaudul 0} Jueniodwi si 9s1249xa paje|nbai-juaiyed yulyy op sjuelljiqeysy

"auipnou Ajrep aiay1 bulinp buiuresy sonoeud yuspuadspul ajes ul wayy apinb
0} sjeuolssajold pasu pue Juspuadapul 8q 0} JUBM SIUBY|IqRYDY "SOSIDIOXD
pajualio-ysey ul eAldoddns aq ued sesinp “jueisodwi si ‘Buluonouny Jo |aAs)|
pue sjeob J1ay3 Buiyorew ‘sasidiaxs pajusiio-ysel bulop julyl siuelljiqeysy

‘Buruieay [enplAlpul ueyl SAISUSIUL

ss9| 9q 01 M 109dxa Asy ‘uoneniis pue sjeob [enpiAipul s,juelljiqeys. e

01 paJojlel aq ued 31 moy auibew youued buuresy dnoub ur sousuadxs
1NOYIIM 3Soy ] “I3Y10 Yydoes wouij uses| o) [nydjsy pue Buireannow 31 puly pue
Buiuresy dnoub 1noqe annisod AiaA aJe 1l pedusliadxs pey oym sjuelljiqeysy
‘A3IAlloe d13nadelay) B11XD 91e|NWlS

0} sosunu pue siaAibaied [ewloyul 104 9|04 B 995 sjuedidiyied ‘uspinglano
pioae djay 01 @ouepinb yum ‘Ansusiul Adesayy Joybiy e ass o1 91| pjnom
Aay3 ayedipul sjuedidipied 1sow ‘saliea A1iainoe oianadesayl syl ybnoyyy

‘uonyiubooal

pue aAndadsiad ul sbuiyy
Bbunind ‘sadusadxa
Buiuses)| soy yueriodwi
s131oddns uasd

EFIENE]
pare|nbai-juanied

EHRIENC]
pajuslio-yse|

"a1n1onu1s Ajrep
oy ojui bujuresy dnoub pue
sasid1axd pare|nbai-usiyed

'S9S|219Xd PaluUSLIO-)SE]
Buiyesbajul Aq pansiyoe
aqued siy] "d|qissod se
yb1y se aq pjnoys 34D
B U] A}ISuajul 8sI049x]

Buiuresy dnoug

Ayanoe
onnadesay |

yoddns issd

EHRIEYE|

uondussag

swsay3-qng uondiisap joug

sawdyj ulepy

(panunuos) ssedoad uonelljiqeyas buinjoaul ssway] g 3|qel

0

5



Rehabilitants and informal caregivers' perspectives of a Challenging Rehabilitation Environment

‘uoleniis swoy ayj ul 9|dwexa Joj ‘A1ajes asealdul ued salbojouyd9)
‘Al4edoud pasn usym pue eiseyde jo ased ul suoljdo uoledIuNWWOod
S19}J0 1| "9SI12J9X® 91B|NWIIS UBD pUB UNJ dJ0W ssad04d uoijelljiqeyal ay3
o3ew ued yjjeaHs "uosiad ay3 1Ns 3snw Yi|eaHa Jo asnh ay] ‘suoljessausb
2in1ny Jojjueliodwi aq |[Im 11 1eYy3 309dx? 1nq 194 3 Buisn g jou Aew
Asy] "M jo asn aiay) Buipiebau 1a1p yieaHs uo suoiuido sjuedidilied
"Ajauo| ss3| |93 sjuell|Iqeyal

So3EeW puUe S1UBl|IgRYD] U9SMIDQ }DBIUOD SSIB|NWILS UOIIDBISIUI UM
swnesw jueses|d y "Buiuresy pajusiio-ysey ul sjou e Aejd ued sswiyjesw
1ey3 uIy3 syuelljiqeyad ‘jeob siayy yum o|qiredwon §| 'ssedoud uolrelljiqeya.
ay1 4oy ABisus saaib uoninN ‘uonelljiqeyss bulinp Jueriodwi buleq se
uonuaw syuedidipied syoadse 1541y 9Y) JO BUO SI UOIIINU A1SB) pUR POOS)

‘|[ensn se SaI3IAI30® [BIDOS SNUIIUOD O} pasu
e aARY Os|e Aay] "sjuswow Adelayl apisino saiiAnoe (dianadelsyl) anjea
pInom Aay3 ‘sanjaswayi A1IAI3OE Ue 1IB)S O] 9|qe SABM|B 10U 2J€ Sjue}l|Iqeysd
SY 'UOIB}I|IqeYS4 SAI1DE JO SSUSS B 91B|NWIIS 10U SOOP YDIYM 'S3I1IAILDE JO
Jaquinu pajiwi| e 9d>usadxs syuedidiied ‘sjuswow Adessyy ay) sepisag

‘sjuswow Adessyy

Burinp uonoeuysip pioae pue sysia ue|d oy wayl djay ued buluue|d siy) Aep
ay1 1noybnouyy peauds aq pjnoys syuswow Adesayy ‘Aysusiul Jo swid) Ul
se yons ‘andui saey Asy1 yoiym ui buiuue|d Adessyy e usyaud sjuelljiqeysy

‘Buibus|jeyd
pue unj aJow uonelljiqeyal
oew ued yjeaHe

‘sjuel|iqeya.
U29M1}9q }0BIUOD d)B|NWIS
ued saWwi}jeaw pue
'ssadoud uoney|iqeyas oy}
1oy ABisus sanib uonnN

Aep aya
Bulinp saniAnoy ‘sjusWowWw
Adeiayy apisino saniAnoe
anjea pjnom pue buiuue|d
Adeaayy ay3 ui andul sney

Buiuuelq 0} JUeM Ssjuelljiqeyay

YeaH2

uonINN

a|npayas Ajreq

uondussaqg

away)-qns uonduosap jaug

away) urepy

(panunuos) ssed0.d uoiyelljiqeyas buiajoaul sswsy] T 3|qeL

57



Chapter 3

"S|ella1ew asidJaxa palisap Jo sa|dwexs Se palueu aJe s|iel
Bunjjem pue sweibouid eiseyde yim 1a|qey ‘ssweb jueas|al
"1n2u1d Bupjjem e 'sa|dAdig “spre Bupjuup pue buiyes pue spie
Buinji| ‘spie bupjem ‘jeliarew asio4axa 1| ‘spie [edi3oeld
puU® 1U3ID1}4NS 9q ISNW 2J9Y3 pJem Uoljelljiqeyal e uQ

‘Buiuaddey si ey buiyrAians yum buidod

104 pue aualbAy ‘Adeand ‘3sa1 3ybiu ‘suonndo asidiexe jo
seaJte a3 ul Aoeaud Buiaey oy syiyauaq 99s Asy] ‘woouyleq
a1eAld e y1m ‘wooupaq a|buls e Juem syuedidiied ||y

‘UOI1B|NLUIISISAO PIOAR O} SBSJE SN|NWIIS-MO|

404 uonuare yuem Aunful ureiq pasinboe yim syuelljigeyay
*siopliod buo|

ul paplaoid aq pjnoys sJreyd "spasu 19y} uo paseq isnlpe
031 Asea 9q }snw pue ‘|0J1u0d a3ew||d poob ‘adeds juaidiyns
aAeY 1snw woou Adeiayl ay] "piem syl uo suondo Adesayy
99s 01 9|I] pjnom sauedidinied 1sol “apisino ob 03 Ayjiqissod
93} PuU® ‘sawWilesawW puUe Sa13IAI}DE JOJ WOOI paJeys e

Yim spaem [[ews ul aoe|d a3e) pjnoys uoljelljiqeyay

‘Buliayns yaim wayl spuoLUOD YdIym 'sjuspisal jusuewlad
yum sawoy buisinu e ui a3ejiqeyad Jou Jayies pjnom Asy |
‘Burddoys ob ued sjuelljIqeya. OS SBI3IAIIDR J9Y1O0 SI94J0
os|e pue ‘}sIA 01 9|doad Joj Ases S| 1ey) UOIIRDO| [BJIUSD B Ul
‘sWwoy umo J1ayy 01 8so|d> ade|d axe] p|noys uonelljiqeyay

sjoo]

swoolpag

s1oadse buip|ing ‘prem

ay3 uo suondo Adeisyy pue
‘apisino ob o3 Ayljiqissod say3
'S311IAI}D® J10J WOOJ paJeys
e ‘swooupaq a|buls aney
uoljell|iqeysad Jo UOI3eD0]  P|NOYS pJem uonelljiqeyst yy s3doadse [ejuswuodiaug

uondudsag

away3-qng uonduosap joug awayj urepy

sassanoid [euoneziuebio Buiajoaul ssway ] *g 3|qel



Rehabilitants and informal caregivers' perspectives of a Challenging Rehabilitation Environment

‘uonelljiqeyal ays Jo s1jnsal ay3 aziwido o1 ‘Aem Jusidiye
ue ul sse204d uonelljiqeyal ayy sziuebio oy Jueiodwi si 1l
[934 Op A3y ‘uonell|iqeyal JIay} 104 sedusnbasuod ssisnpe
sey yoiym 'Aels Jo yibus| 49110ys € pue }je1s o) peo|djIoM
yb1y e 01 pes| s32EGIND [BIDURUI JBY) |99) SjuedidDilIey

'sasid4oxa [euonippe bunenwins

pue 1ioddns Buipiaoad '‘Buiall Ajiep jo sanianoe bupnoeid
ul sasJnu 1oy djoJ d13nadelsyy e a9s op siuedinied
3s16ojoydAsd ay3 03 @due)sisal |994 syuedidipied swos
‘auldidsip Jueniodwi 3sow sy se paweu si Adesayy [edisAyg
1sidesayy

[euoEaIDS) PUR YJOM [BID0S ‘ueldiIaIp ‘3sidelay) yooads
‘ueidisAyd ‘asunu ‘3sibojoydAsd ‘3sidesayy [euoirednado
1sidesay) [edisAyd :aue siaquUaWL WEd) PAUOIIUS|A
'SIoqUIBW Weal JaY10 Yim

UOI1BIOQE||0D JUSIDIINS 1O} BAIILS pUE (Spasu) uonelljiqeyal
JO 9Jeme 9q 0} POSU SI9qUISW WES) "UOIIBDIUNWWOD
|Jeninw poob yim swesy ||ews Jojaid syuedidijied

“Juell|Igeyad Y} Uo 109443 Bune|nwils © 9ABY UED }JelS YlMm
diysuone|ai poob y ‘umop sjuelljiqeyal mojs ‘AJessadsu §i
'J0 9)JB|NWIIS PUE [|9M 21BDIUNWIWIOD ‘DpN3i1e SAI1DE Uk SARY
‘uonewJoyul apinoid ‘ebpaimous pasu Asy] ‘buisidiexs ul
pue j1oddns [euonjows Jo swud} ul yoq ‘Aem oiyredws ue ul
ssaco4d uoljell|iqeyad J19y3 Ul syuelljiqeyas apinb isnwi jyeis

‘syinsaJ ay3 aziwndo o)
Aem juaidiyye ue ul paziuebio
aq p|noys uoney|iqeysy sidadse [euoneziuebio

wes] ‘sjuel|Iqeyal

Buiyeanow pue bunnioddns
Jo Aem oiyredws e aney
p|noys sisquuaw wes} ||y
‘uoilEdIUNWWOD [eninw poob
YlIM Swes) ||ews aAey pjnoys
EELE) A3l|1oe) UOIRYI|IGRYDL DY | s}oadse yjeis

uondunsag

away)-qns uonduosap jaug away) urepy

(panunuos) sessacoud [euoneziuebio buinjoaul sswsy) *€ 9|qel

59



Chapter 3

‘siainsul aJed yyeay jo buipuny

oY1 uo puadap ued swoy je Ayjisuajul Adesay] "abieyosip
J91Je sanuuod ssecoud uonell|iqeyal sy ey} Sieme ||
aJ4e A9y ] ‘pJeM UOIIe}I|IqeyS. B UO JO SWOY 1k U91Se) 9q
pINoMm uolje}i|iqeyad JIsy3 JI 9INS J0U dJe sjuell|iqeysy
‘obuseyosip

J91Je UoNIEll|IqeYSI B3 9NUIIUOD 03 dduSLIadXS JUSIdIHNS
yum sisidesayl (Axlunwwiod) wodj 9diApe pasu siuedidilied
"}l Jo @snedaq pajeioLI9lap aAeY Aay) |99} ssad04d siyy Ul
deb e padusuadxs aney oym siuedidiried Jsuuew Ajpwi
pue poob e u| aoe|d aye) 03 Ssed0.d uonelljiqeyas e ul
sbuI}119s 1usIa4Ip Byl USSMID] SJ9)SueI) Jo) JuelIodwl S|

juepsodwi si ssedoud sy

1N0Qe uoijedIUNWWOD AjaWi} pue poox) "9|qissod se 11oys se
pJem ay3 uo awi) 41yl deay 03 Juem ysow ‘3sej 0oy bulob si
ssadc0.4d uoneyljiqeyad sy juiyl syuedidiied swos ybnoyyy

‘Buibus|jeyd Ajjeuocnnows

1ISIA WOy B ewW ued salijl|iqesip paidadxa(un) yum
UOI}B1UOIJUOD IBASMOH ‘pPapaau ale syuswisnlpe swoy
y2Iym pue awoy je uonduny 0y a|qissod si 11 J1ay1aym aas 0}
9A1109)J8 aJe ssad0.d uonelljiqeyas ayy bulinp sisin swonH

uoneyljiqeyad uanedinQ

s|euolssajoid ased
[eUJ21X3 Y1IM UoljRIOgR||0D

abueydsip J19y) 4oy

uoijyesedaid Ul JuswuoIIAUD

umo J1ayy ui sysey |njbujuesw

92110e.d 01 sjuell|IqReYyD. MO||B

S}ISIA SWOH "pasiaiadns

pue pasedaid [joam aq 1shw
}SIA SWOH ssacoud abueydsip sy awoy uinay

ssaooud abieyosiqg

uondunsag

swsay3-qng uondiuosap joug swayj3 urepy

(panuinuos) sassadoud [euoneziuebio Buinjoaul ssway] *g d|qeL

o

6



Rehabilitants and informal caregivers' perspectives of a Challenging Rehabilitation Environment

Category 1: Themes involving rehabilitation process

This category consists of nine main themes, namely 1) rehabilitant, 2) rehabilitant
centered, 3) informal caregivers, 4) communication, 5) exercise, 6) peer support,
7) daily schedule, 8) nutrition, and 9) eHealth.

Theme 1.1: Rehabilitant
Rehabilitants must learn to deal with changing resilience. Participants agree that
some rehabilitants have to be motivated for rehabilitation, while others need

slowing down. As one rehabilitant with acquired brain injury said,

Because of course there are two extremes. For some things you have to be
pulled out of bed, because you don't want to get out of bed, but you have
to anyway. And other people start sprinting very quickly, while in fact well...

maybe you shouldn't.

Participants experience feelings of dependency and changes in cognitive and
emotional aspects. According to a rehabilitant with a stroke it is important to
provide explanations about these changes to both the rehabilitant and his infor-

mal caregivers,

But even with people who are very close, who really know what is going on

etc. Well, I still run into things. Then | think yes... even they don't quite get this.

Rehabilitants value having peers with similar diagnoses on a rehabilitation ward.
But, as one rehabilitant with acquired brain injury said, complete differentiation

on diagnoses is not necessary,

I do agree with you that you really want to be in a like-minded group. But |
want to decide for myself where to sit.

Theme 1.2: Rehabilitant-centered process

The rehabilitation process must be tailored to the individual goals, abilities, and
situation. Working on individual goals can be motivating, but not all rehabilitants
are able to set their goals at the beginning of the process, as one rehabilitant with

acquired brain injury said,
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But in the beginning, it is so important that you have some kind of clarity, of
where you want to go. And that those goals are adjusted every time. In the

beginning well... when you start something, you have no idea what that is.

This can be influenced by a grieving process, through which a rehabilitant and his
informal caregivers need to cope with this life event. In the words of a rehabilitant

with a traumatic arm fracture,

| had that last Saturday. | broke down. ...And they stayed with me for a bit.
Yes. Then you have to get over it, put it behind you.

Theme 1.3: Informal caregivers

Involvement of the informal caregiver in the rehabilitation process can have a
positive effect. Participants see benefits in terms of increasing understanding
for the situation of the rehabilitant, creating confidence, and providing additional

exercise moments. As a rehabilitant with a lower limb amputation said,

And then, for example, | went home last weekend. ... And then she does things
that annoy me, that | don't think are necessary. But she's so scared because
she doesn’t know what | am able to. But if they've already helped here a few

times, then they gain confidence in the person.

And as an informal caregiver said about his wish to exercise together with his

spouse,

Of course, therapy doesn't go on all day. So, if you can overcome that yourself

by doing other exercises. That sounds like a good idea, yes.

The extent to which informal caregivers can provide support is determined by
their resilience, but also by their relationship with the rehabilitant. As an informal
caregiver explained, it is often quite normal for a spouse to be involved in the

rehabilitation process,
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Well, look, you hear the word ‘informal carer’ a lot. But | do not consider myself a
carer. ... For my wife, who is going through a difficult time. You just do a bit more,

no big deal.

Theme 1.4: Communication
Adequate communication is important, as a rehabilitant with acquired brain injury

mentioned,

But | think the most important thing in the whole rehabilitation process is
to communicate. Look at the person in front of you. Really look. Because
that’s.... And | think 80% of the time it's OK. But 20% of the time it hurts so

much.

As an informal caregiver explained, special attention is needed for communica-
tion with the informal caregivers, especially if the rehabilitant cannot oversee his

rehabilitation process,

Yes, | just wanted an impression of how she was doing. She wasn't able to

provide that.

As a rehabilitant with acquired brain injury indicated, it is also important to provide

information about the disease,

I thought it was very important that | got a lot of explanations about what's

wrong. That it was explained. So | could understand myself.

Theme 1.5: Exercise
Most participants would like to see a higher intensity of therapeutic activities.
One way to achieve this is group training. Participants with experience in group

training are very positive about it, like this rehabilitant with a traumatic fracture,
I think the advantages are that you see that you are not the only one stum-

bling around and tired after cycling for a little while. And that does tell you,
you think well he can do it, so | can do it too. That is encouraging.
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But rehabilitants without experience in group training cannot see how it can be
tailored to a rehabilitant’s needs, like this rehabilitant with a lower limb amputa-

tion,

Not if itis not tailored specifically to the patient, then group therapy is not....

Ifit's all the same patients....

Participants see an important role for nurses in stimulating and supporting reha-
bilitants by practicing meaningful tasks outside therapy moments. As one reha-
bilitant with traumatic fracture said, therapy moments can be created in all daily

activities,

But going alone is always therapy. So also sitting down in the chair and ev-

erything. At some point all of it is therapy.

Rehabilitants think it is important to do patient-regulated exercises, but they
want advice concerning safety of the exercises and prevention of overburden.
For example this rehabilitant with a traumatic fracture, who thinks rehabilitants

can be afraid to practice alone in the therapy room,

| would love to, but then | would want someone there to see what you are

going to do. | wouldn't dare to do it on my own, just....

Theme 1.6: Peer support
Peer support is important for support, motivation, learning, putting things in

perspective, and recognition. As a rehabilitant with acquired brain injury said,

And that's why it's so nice to be with people who have the same problem and
you don't have to explain anything, they just understand. That always feels

so relaxed.
Theme 1.7: Daily schedule

Participants prefer to have input in the planning of their therapy moments and

have these moments well spread in intensity throughout the day. In addition to
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therapy, they would appreciate the possibility to do activities, as an informal

caregiver explained,

You could see it in several people. That, in fact, outside therapy there was a sense

of aimlessness. It wasn't the active feeling of ‘I'm doing rehab now’.

Theme 1.8: Nutrition
Attention for good and tasty nutrition is important in a rehabilitation process, as

one rehabilitant with a lower limb amputation explained,

Eating well is also therapy. You need the energy to be able to do your therapy. |
need my breakfast and my food for the diabetes. But | also need to do therapy.

Mealtimes can play a role in task-oriented training but are also important to stim-
ulate contact between rehabilitants and create a good ambiance. As a rehabilitant

with acquired brain injury mentioned,

But I think that for some people, because of course their rehabilitation takes a
long time and they are alone. .... Then it's nice when you don't feel that you're

eating alone on top of all that.

Theme 1.9: eHealth

eHealth is defined as “the use of digital information and communication to sup-
port and/or improve health and health care."’ Participants do think eHealth can
make the rehabilitation process more fun, stimulate doing exercises and provide
safety. But they do not think eHealth is always a necessary add-on to the reha-

bilitation process, as this informal caregiver summarized,

Depending on what those technical things are for, of course. If the technical
things contribute more to the recovery of the patient than the non-technical
things, then | am all for the technical things. But if it doesn't add much value,
then | think well...
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Category 2: Themes involving organizational processes

This category consists of four main themes, namely 1) environmental aspects,

2) staff aspects, 3) organizational aspects, and 4) return home.

Theme 2.1: Environmental aspects

A rehabilitation center should be close to the residence of a rehabilitant. The
wards should be small, with a shared living room and the possibility to go out-
side. The wards should provide practice options for the rehabilitants, such as aids
required for rehabilitation, but also sufficient space to practice. As an informal

caregiver said, it would be helpful if the therapy rooms are integrated in the ward,

I imagine a rehabilitation department, which is fully integrated. Everything

in one place.

For rehabilitants with acquired brain injury, it is important to have low-stimulus
areas on a rehabilitation ward. Individual bedrooms provide a low-stimulus area,
exercise options, privacy and coping opportunities. As a rehabilitant with a lower

limb amputation said,

Just single rooms, so you can also deal with your emotions.

Theme 2.2: Staff aspects

Professionals working on a rehabilitation ward must have an empathic way of
working, be able to support rehabilitants emotionally, and stimulate rehabilitants
to practice. As an informal caregiver said about the desired attitude of profes-

sionals,

Striving for independence, in an active way.
Professionals must have good communication skills to communicate with reha-
bilitants and informal caregivers and within the team. Participants prefer small

teams. This stimulates collaboration among professionals who feel they are re-

sponsible for the rehabilitation process.
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Theme 2.3: Organizational aspects

Participants see a high workload for the professionals and feel that, because of
cutbacks in funding, they are mainly working towards a short length of stay. They
are afraid of negative consequences for their rehabilitation, although they are in

favor of efficiently organized rehabilitation to achieve optimal results.

Theme 2.4: Return home
Although home visits during the rehabilitation can be confronting, participants

find them useful. As an informal caregiver related about home visits,

Because then he could anticipate what it was of course. But it [home visit]

was very painful for him, he found it terribly painful.

All participants are aware that rehabilitation continues after discharge. Therefore,
a good and timely transfer between settings is necessary. Participants are not
sure whether rehabilitation at home or on a ward is better at the start of the re-
habilitation process. Some participants think the length of stay is too short. One

informal caregiver said about a longer stay,

Well, | thought it would have been better. That he would feel safer. Yes, that's
what | think. That this is just too short.

And others want to keep their time on the ward as short as possible, like a reha-

bilitant with multiple fractures,

Yes, the time | am here.... | want to keep it as short as possible. Yes, | do.

Discussion

In this article for the first time the perspectives of rehabilitants and informal care-
givers regarding a Challenging Rehabilitation Environment are described. Themes
identified can be divided into factors concerning the rehabilitation process and
factors concerning organizational processes. Regarding the rehabilitation pro-

cess, we found nine themes: 1) rehabilitant, 2) rehabilitant centered, 3) informal
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caregivers, 4) communication, 5) exercise, 6) peer support, 7) daily schedule, 8)
nutrition, and 9) eHealth. Four themes were identified regarding organizational
processes: 1) environmental aspects, 2) staff aspects, 3) organizational aspects,

and 4) return home.

Rehabilitants and informal caregivers experience a lack of attention for neuro-
psychiatric symptoms during the rehabilitation process, e.g. altered stimulus
processing, overburden, decline of executive functions, dealing with emotions,
loss of memory, and loss of initiative. They want professionals to provide infor-
mation about these symptoms repeatedly and in different ways, e.g. written, oral
or audio-visual. Recent literature has shown that neuropsychiatric symptoms
like depression, disinhibition and anxiety are highly prevalent in rehabilitants,
and these symptoms are negatively associated with quality of life and home
discharge after rehabilitation.’®?° Information about neuropsychiatric symptoms
and their treatment may result in better rehabilitation outcomes. Therefore, we
recommend that professionals in geriatric rehabilitation receive training on neu-
ropsychiatric symptoms, which enables them to provide relevant information to

rehabilitants and informal caregivers.

Participants in this study emphasized tailoring the whole rehabilitation process
to their specific situation. They see value in being involved in the process of goal
setting. Wade and Holstege et al. describe that rehabilitation has to be tailored
to the needs, goals, and wishes of the individual rehabilitant.?"?2 In a recent me-
ta-analysis, the importance of shared decision making was seen as a way to re-
spect the preferences, values, and autonomy of rehabilitants.? In the review of
Vaalburg et al., the authors described the importance of involving rehabilitants
in the process of setting meaningful goals.?* Tailoring the rehabilitation process
to the personal situation of the rehabilitant, by means of goal setting is recom-

mended, e.g. when developing the treatment plan in the first week of admission.

Not all rehabilitants are aware that therapy includes all activities that promote
rehabilitation rather than only activities with the physical therapist. Moreover,
group training is a way to increase intensity of therapy, and rehabilitants with
group training experience are positive about this kind of therapy, whereas re-

habilitants without experience cannot imagine it being effective. These factors
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seem to indicate the currently insufficient communication on these aspects and
the types of therapy, although rehabilitants and informal caregivers emphasize
the importance of good communication during the rehabilitation process. This
includes communication about their rehabilitation process, diagnoses, and prac-
tical aspects such as the daily routine on the ward. Literature has shown that a
lack in communication has a negative effect on the rehabilitation process, as the
personal needs of rehabilitants are unclear to the professionals.?> Good commu-
nication is complex and there can be multiple barriers and facilitators related to
organization, staff, and rehabilitant factors.? Barriers can, for example, relate to
mixed wards, power imbalance between staff and rehabilitants, staff perception
of time pressures, personality, lack of knowledge and skills regarding communi-
cation, or a rehabilitant’s functional and medical status. Examples of facilitators
are shared rooms, staff knowledge and utilization of communication strategies,
and personality of staff.?¢ This emphasizes the complexity and importance of
communication, so rehabilitants know what to expect in a CRE and what they can
do themselves. Therefore, when implementing a CRE, attention must be paid to
all these aspects of communication. Consideration should be given to optimizing

the physical environment and training staff in communication skills.

Participants in the current study see peer support as important for learning from
each other, but also for support and recognition. For example, group training
stimulates peer support and learning from each other, and peer support facili-
tates rehabilitants’ and caregivers’ adaptation to long-term disabilities.?”?® Group
training and peer support during the rehabilitation process may result in better
rehabilitation outcomes. We therefore recommend professionals stimulate group

training, and peer support in a CRE.

Participants support the planning of therapy moments, so they can arrange
visits around the therapy moments. Working with individualized timetables for
rehabilitants and structured activities can increase a rehabilitants’ activity during
inpatient rehabilitation.? It is important to tailor the therapy moments to the
needs of the rehabilitant, and therefore to follow the daily rhythm of rehabilitants
with practicing meaningful tasks at the moment these tasks occur. We recom-

mend providing clarity to rehabilitants about the day structure and possibilities
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to arrange visits. In addition, therapy moments should follow the rhythm of the

rehabilitant during the day.

This is the first study into the perspectives of rehabilitants and informal caregivers
regarding CRE. The strength of this study is the variety of informal caregivers and
rehabilitants included. All participants had recent experience with rehabilitation
(and different diagnoses and ages), but were in different phases of their rehabil-
itation process, resulting in a good mix of participants. The use of focus groups
stimulated the exchange of ideas, which also resulted in new ideas. Participants
were asked for topics they thought were important for a CRE, even topics that
were not mentioned by the researchers. In this way it was ensured that all rele-
vant topics were discussed and the internal validity of the study was increased.
In this study, 15 rehabilitants and 6 informal caregivers from the Netherlands
participated. In order to increase the external validity of the study, participants
were included until data saturation was achieved. Although all rehabilitants re-
habilitated in Dutch rehabilitation institutions, it is likely that results can be gen-

eralized to other countries.

A limitation of our study is that, due to COVID-19, we were unable to include more
informal caregivers in focus groups and had to switch to telephone interviews.
This limited the discussion between participants, but these informal caregivers
were able to express their own ideas regarding CRE without interruption. The
results of these telephone interviews were in line with the results of the focus
groups. Therefore, we expect that this adjustment had no effect on the results of
this study and that the outcomes are broadly supported by informal caregivers

and rehabilitants.

The second limitation of our study, is that most of the informal caregivers were
caregiver of a rehabilitant with a brain injury. The perspectives of the informal
caregiver from a rehabilitant after a trauma were in line with the perspectives of
the informal caregivers from rehabilitants with brain injury. Also, the perspectives
of the rehabilitants themselves with and without brain injury were comparable.
Therefore, we expect that this distribution had no effect on the results of this

study.
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Conclusion

Based on this study, 13 themes were identified for modeling CRE in the perspectives
of rehabilitants and informal caregivers. It is important to stimulate rehabilitants
to be as active as possible during their rehabilitation and to tailor the rehabilitation
process to the individual rehabilitant. Therefore, organizing excellent rehabilita-
tion care requires a thorough understanding of the concept of CRE, since it is a
complex and comprehensive concept that concerns the whole rehabilitation pro-

cess. Its effectiveness and efficiency should be researched in prospective studies.
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Appendix 1. Topic list

«  What do you think about how your rehabilitation process was structured?

«  What made you feel that you were or were not stimulated to work on your

rehabilitation yourself?

«  What do you think are important components to make your rehabilitation a

success?

- Additional topics to discuss in relation to CRE:
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Therapy intensity
Task-oriented exercise

Group training
Patient-regulated exercise
Learning styles and approach
Goal setting

Team dynamics (multidisciplinary, interdisciplinary)
Technologies

Enriched environment

Informal caregiver participation
Diagnoses

Nutrition
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Chapter 4

Abstract

There is a trend towards the formalization of the rehabilitation process for older
rehabilitants in a Challenging Rehabilitation Environment (CRE). This concept
involves the com-prehensive organization of care, support, and environment on
rehabilitation wards. So far, literature on the principles of the CRE is scarce. This
study aims to explore the perspectives regarding the CRE of healthcare profes-
sionals through a qualitative study. Therefore, between 2018 and 2020, six inter-
national and 69 Dutch professionals were interviewed in focus groups, and 180
professionals attended workshops on two Dutch congresses. Data were themati-
cally analyzed using ATLAS.ti. Seven themes emerged regarding the rehabilitation
processes: (1) rehabilitant (attention for cognitive functioning and resilience); (2)
goals (setting personal goals); (3) exercise (increasing exercise intensity); (4) daily
schedule (following the daily rhythm); (5) involving the client system (involving
informal caregivers); (6) nutrition (influences rehabilitation capability); and (7)
technology (makes rehabilitation more safe and challenging). Regarding orga-
nizational aspects, four main themes were identified: (1) environmental aspects
(encourages exercises); (2) staff aspects (interdisciplinary team); (3) organization-
al aspects (implementing CRE requires a shared vision); and (4) factors outside
the ward (a well-prepared discharge process). To offer effective rehabilitation, all
elements of the CRE should be applied. To improve the CRE, specific interventions
need to be developed and implemented. Consequently, the effectiveness and

efficiency of the CRE need to be measured with validated tools.

Keywords

geriatric rehabilitation, challenging rehabilitation environment, post-acute care,

care process
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Introduction

Rehabilitation involves the identification of a person's problems, challenges, and
needs. This leads to defining rehabilitation goals and subsequent interventions
offered by a multidisciplinary team.! Persons undergoing rehabilitation are trying
to adapt and self-manage their current condition, and, in line with the ideas of
Huber et al. on positive health, the term “rehabilitants” is therefore more appro-

priate than the term “patients”.?

A specific form of rehabilitation is geriatric rehabilitation (GR), which has recent-
ly been defined as ‘a multidimensional approach of diagnostic and therapeutic
interventions, the purpose of which is to optimize functional capacity, promote
activity and preserve functional reserve and social participation in older people
with disabling impairments’? Rehabilitation for older people is even more chal-
lenging than for younger persons. With the ageing of the population, the demand
for GR in Europe has increased.* In 2019, 53,320 rehabilitants in the Netherlands
were referred to GR.> After hospitalization on an acute geriatric ward in Italy, 11%
of patients aged = 75 years were referred to a rehabilitation unit.* Common rea-
sons for hospitalization in older persons are cardiac events, infections, fall-related

injuries, stroke, cancer, or medical/surgical interventions.”

In the Netherlands, there is a trend towards having the rehabilitation process take
place within the context of a challenging rehabilitation environment (CRE). A CRE
is a widely accepted practice-based innovation in the Netherlands.®"° It is a unique
concept which is positioned on the rehabilitation ward, covering all rehabilitation
aspects that possibly influence rehabilitation outcomes. The concept involves the
comprehensive organization of care and support by the rehabilitation team as
well as the environment in which the rehabilitation takes place.®" In comparison
to regular rehabilitation (with mostly mono-disciplinary goals and interventions),
in a CRE, the rehabilitation interventions are integrated into all aspects of the day
and daily life, and the rehabilitation process is offered in an interprofessional way,

with team and rehabilitant goals and interventions.™

A review conducted by the authors initially identified seven main components for
modelling CRE: (1) therapy time; (2) group training; (3) patient-regulated exercise;
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(4) family participation; (5) task-oriented training; (6) enriched environment; and

(7) team dynamics.”

Although internationally there is a growing interest in the principles of this rela-
tively new concept, there is no official scientific-based definition of the CRE. This
results in considerable differences between rehabilitation wards in the interpre-
tation of rehabilitation in general and the execution of a CRE specifically. Because
of these differences in interpretation, the seven mentioned components are not
guaranteed to cover all aspects of the CRE, and the question emerges regarding
which aspects are found to be relevant by stakeholders besides the seven aspects

found in the literature.

To date, no evidence-based conceptualization of CRE has been developed, and
empirical evidence for the added value of CRE for rehabilitants is lacking. The
current study is part of the CREATE study (Challenging REhAbiliTation Environ-
ment)." In this part of the CREATE study, we explore the perspectives of profes-
sionals regarding CRE.

Methods

Study Design

To explore the perspectives of professionals on the concept of the CRE, a quali-
tative study consisting of focus groups and workshops was performed between
September 2018 and January 2020. The primary aim of qualitative research is to
gain a better understanding of a phenomenon through the experiences of those
involved.™ As not all components relevant to CRE are identified, a qualitative
study is indicated to gain a better understanding of the concept of the CRE. A
waiver of consent was issued by the Medical Ethical Committee of the Leiden
University Medical Center. This study did not apply to the Medical Research In-
volving Human Subjects Act (N19.024).M13

We adhered to the consolidated criteria for reporting qualitative research

(COREQ), which aim to improve the quality of reporting this type of research

(see Supplemental table)."
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Recruitment of Participants

Participants were eligible if they had recent experience in the field of (geriatric)
rehabilitation and were willing to sign an informed consent form after receiving

verbal and written information on the study.

During the recruitment phase, we aimed at obtaining input from different pro-
fessional disciplines in the broad field of rehabilitation, e.g., medical doctors,
physical therapists, occupational therapists, psychologists, speech and language

therapists, and nurses, as well as researchers in the field of GR.

Recruitment for the focus groups was split into three target audiences: experts,
(para)medics, and nursing staff. This subdivision was made to ensure that all
participants were able to express their perspectives, regardless of educational

or hierarchical issues.

At the start of the study, we composed a list of 31 Dutch national experts in the
field of (geriatric) rehabilitation. These experts were invited by email to partici-
pate and were asked to supplement the list with names of people they regarded
as experts. This resulted in a list of 38 people who were invited to participate in

these focus groups.

Furthermore, an international focus group was established with non-Dutch mem-
bers of the Special Interest Group Geriatric Rehabilitation (SIG GR) of the European
Geriatric Medicine Society (EuGMS)." Fourteen members were asked via email
to participate in a focus group during the EUGMS congress 2019 in Krakow. The
audience of the symposium of SIG GR at this congress was also invited to partic-

ipate in this focus group.

Organizations affiliated with the six academic networks for elderly care in the
Netherlands were approached by email with information about this study.” They
were asked to participate in this study and to delegate professionals working in

the rehabilitation field to attend the focus groups.
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We aimed for data saturation, and after each focus group, the authors discussed
whether any new topics had emerged. Inclusion stopped when all disciplines were

represented in focus groups and no new topics emerged.

Additionally, the study group was asked to organize four workshops concerning
the theme CRE during two Dutch national congresses in the field of rehabilitation.
This opportunity was used to ask the participants of these congresses to provide
input on topics relevant to CRE. Visitors of these congresses were able to register
for these workshops, and they were informed that their input was used for the
conceptualization of CRE. Participation in the workshops was voluntary, and no

personal information was collected.

Focus Groups

The aim of the focus groups was to clarify the perspectives of the participants
regarding CRE. The groups were chaired by E.D. or B.B., and L.T. took field notes
during the group interviews. E.D. and B.B. are both female senior nursing re-
searchers in the field of rehabilitation. Both are experienced in qualitative research
and chairing discussion groups. Physical therapist L.T. is a female PhD student
with formal training in interview techniques and qualitative research and has 10

years of experience in geriatric rehabilitation.

In preparation for these groups, L.T. developed a topic list (Appendix) based on
an earlier literature review on CRE." This topic list was piloted with a group of
researchers. The content of the topic list was determined in an iterative process

and adapted based on the previous pilot and focus groups.

The focus groups for Dutch experts were held in a meeting center centrally locat-
ed in the Netherlands. The international expert group was held at the congress
location of EuGMS 2019, Krakow. The focus groups for the other professionals
were conducted at meeting centers and rehabilitation wards spread across the
Netherlands. All focus groups took place in meeting rooms, and only the partic-

ipants and researchers were present.

Each focus group began with a brief introduction to the study and the topic of

the focus groups, followed by the introduction of the individual participants. The
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participants were then asked to share their perspectives on CRE. The chair asked
open-ended questions based on the topic list to keep the conversation going. To
increase the internal validity, participants were also asked to share their perspec-
tives on subjects that were not included in the topic list but which they considered

important regarding CRE.

On average, the duration of the focus groups was 110 min, and they were audio-
taped and transcribed verbatim by L.T. Transcripts were not returned to partici-
pants for comments, but at the end of every focus group, the chair presented a

verbal summary and checked its accuracy with the participants.

Workshops

Four 50-minute workshops were held at two Dutch national congresses in the
field of rehabilitation. Each workshop started with a presentation by L.T. about
the results of the review on CRE." Participants were informed of the purpose of
this qualitative study, and after the presentation, the participants split into groups
of 8 persons on average. In these groups, they discussed one of four questions
compiled by the researchers regarding CRE. L.T. and B.B. guided these discussion
rounds, and participants were asked to summarize the results of their discussion
on a flipchart and present them to the other participants. These flipcharts were

digitized and used as an input for data analysis.

Data Analysis
Parallel to the data collection, we performed a thematic analysis to identify, ana-
lyze, and report patterns in the data.’*'® For coding of the data, ATLAS.ti version

7.5 was used.

L.T. familiarized herself with the data by reading and re-reading the transcripts,
after which initial themes were identified using an open-coding approach. These
initial themes were checked and coded by B.B. and E.D. to determine inter-rater
agreement. Differences in the coding were discussed by L.T., E.D., and B.B. until

an agreement was reached. Each initial theme was described in a memo.

The identified initial themes were combined into main themes with associated

sub-themes. The connections and contradictions between the initial themes were
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described per main theme and connections between main themes were described

in categories.

Each main theme was assessed for data saturation by checking whether no new
data emerged in the focus groups or workshops. Subsequently, the research team
discussed the main themes. After an agreement was reached, each main theme
was thoroughly described, and relevant quotes were identified and translated
into English.

Results

Participants

Between September 2018 and October 2019, a total of 13 focus groups were
conducted: one international expert group (n = 6), three national Dutch expert
groups (n = 17), three (para)medics groups (n = 24), and three groups with nurs-
ing staff (n = 28). Eleven of the invited Dutch experts and eight of the invited
international experts were not able to participate. Reasons for not participating
were time management concerns, not being present at EUGMS congress 2019,

or having the impression of not having sufficient knowledge about the subject.
The workshops were held in November 2019 and January 2020. A total of 180

rehabilitation professionals participated in these workshops. Characteristics of

the participants are shown in Table 1.
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Table 1. Characteristics of participants.

Expert Groups (n = 4, participants = 23)
Nationality Netherlands 17

Greece 1
Germany 2
Australia 2
Poland 1
Occupation * Elderly care physician 5
Rehabilitation physician 4
Physical therapist 1
Lecturer 2
Researcher 1

Manager

N

Nurse (practitioner)

Focus Group (para) medical (n = 3, participants = 24)

Occupation Elderly care physician
Occupational therapist
Nurse practitioner
Physical therapist
Psychologist
Speech and language therapist

- W = 0o w u w

Head of nursing staff

Focus Group Nursing Staff (n = 3, participants = 28)

Occupation Nurse 22
Nurse assistant 4
Nurse aid 2

Workshops (n =4, participants = 180 healthcare professionals, e.g., physical therapist,
occupational therapist, elderly care physician, nurse)
* Participants indicated combinations of occupations.

Themes

Eleven main themes with associated sub-themes emerged from the data. The
main themes can be divided into two categories, namely themes involving reha-
bilitation processes and themes involving organizational aspects. The subdivision
of the themes within the two categories is described in Tables 2 and 3. The two

categories are described in the following paragraphs.
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Professionals’ perspectives of a Challenging Rehabilitation Environment

Category 1: Themes Involving Rehabilitation Processes

This category consists of seven main themes: (1) rehabilitant; (2) goals; (3)
exercise; (4) daily schedule; (5) involving client system; (6) nutrition; and (7)
technology.

Theme 1.1: Rehabilitant
A CRE is suitable for all diagnosis groups, although the principles of CRE must be

introduced to rehabilitants and their informal caregivers to stimulate self-reliance.

During the rehabilitation process, attention should be paid to potential cogni-
tive problems, sometimes pre-existent or sometimes newly emerged. One nurse

practitioner stated:

Especially in CVA patients, depression is quite common and very often un-
derestimated. ... But this has to be included, because if the mood is not right,

there is a very negative impact on the rehabilitation process.

As an elderly care physician said, it is important to take the rehabilitant’s resilience

into consideration in their day program:

But T time 24 minutes is not the same as 24 times 1 minute. And those 24
times 1 minute is what you want in a CRE. You can also spread patients with
limited abilities over the day so that they can still continue in therapy, despite

their limits.

Theme 1.2: Goals

In GR, it is important to work on the rehabilitant’s own goals for motivation,
self-reliance and independence. Sometimes, rehabilitants need guidance from
professionals or informal caregivers to describe their goals. A manager with a

background as a physical therapist explained:

It starts with a good talk and actually motivating the rehabilitant. Everyone

is motivated for something, but maybe not for your goals.
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Participants miss measurement instruments validated for the GR populations

to measure the success of rehabilitation. As one rehabilitation physician stated:

| want to advocate defined clinimetrics. To inform [rehabilitants] properly and

measure treatment success.

Theme 1.3: Exercise

To achieve the highest possible exercise intensity, training moments must be
integrated into the daily routine. With task-oriented exercises, rehabilitants train
meaningful tasks aimed at a participation level. A rehabilitation physician ex-
plained:

So, the question is, how do you integrate exercise components in the daily
routine. .... So, I think, this is really, let's say, the big picture. That we have to

change the climate of how we work with the people.

Patient-regulated exercises can increase the exercise intensity and stimulate the
rehabilitants’ independence. If group training is focused on the goals of a reha-
bilitant, it can increase the exercise intensity and stimulates contact with other

rehabilitants. An elderly care physician said:

| think group therapy can be very efficient. ... It may help when people practice

in a group and you have peer support.

Theme 1.4: Daily Schedule
Within a CRE, across the entire day, all activities should be focused on rehabilita-

tion, and those activities should be stimulated.

Participants are in favor of working without strict planning to be able to respond
to the rhythm of the rehabilitant and stimulate interdisciplinary cooperation. As

a nurse mentioned:
| would prefer to have one occupational therapist and one physiotherapist

on the ward structurally. Who can just help out on the ward from morning to

evening, and at the same time provide therapy.
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Theme 1.5: Involving Client System
The client system can be seen as fellow practitioners in the rehabilitation process,
but staff must guard against overburdening the informal caregiver. One nurse

and lecturer explained:

I do think it's important that the family caregiver has a place and is a natural
part of the whole. | also think it's very important that we are aware that, from

the family caregiver’s perspective, there is no end to it.

To be able to involve the informal caregivers in the rehabilitation, communication

is a key aspect. As an elderly care physician and researcher said:

What | also see a lot ... is that even for family caregivers it is often unclear
what they should expect. What the approach will be and what the goal of
the rehabilitation ward is. In addition to everything we have already said, |
think that explaining and providing information is also an important part of

the rehabilitation climate.

Theme 1.6: Nutrition
The nutritional status of a rehabilitant partly determines their workload capacity.
So, attention to a protein-rich diet with the most common products possible is

important. One elderly care physician mentioned the importance of nutrition:

Nutritional status is another one. Yes, it's getting more attention now, but
it has been underexposed for a very long time | think. And also the link with
people sometimes just being too tired to eat properly. And I'm not even talking

about the quality and how tasty it is, so to speak.

Theme 1.7: Technology
Technology develops very fast and contributes to safe and challenging rehabilita-

tion. Currently, eHealth is not often used in the GR, but as one nurse practitioner

summarized:

Well, it has a lot of potential, but the tricky thing is, there are so many appli-
cations. Remember you are dealing with elderly people who have difficulty
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with technology and you have to organize your whole care process in such a
way that the technology takes this into account. So, to implement it properly,

there are quite a few conditions to meet.

Category 2: Themes Involving Organizational Aspects

Four main themes belong to this category: (1) environmental aspects; (2) staff

aspects; (3) organizational aspects; and (4) factors outside the ward.

Theme 2.1: Environmental Aspects
The environment on a rehabilitation ward must be safe and must invite rehabil-
itants to practice as much as possible. As one physical therapist said about the

building aspects of a rehabilitation ward:

It is an interaction of a warm environment that is very stimulating and invites

to start doing the things required to be able to go home.

It is important that the environment resembles the domestic situation as much
as possible, and everyday equipment is used. The environment should stimulate
rehabilitants to practice as much as possible, and rehabilitants must have access
to exercise materials all day. This can be achieved by providing exercise opportu-

nities in the corridors and possibilities to go outside. As one manager said:

When you get to the point in the rehabilitation process that you are able to
practice independently on the parallel bars, then you want to do that as often
as possible, I'd think. | would like to have that nearby or be allowed to go there

on my own to practice. Then | can imagine it being on the ward is convenient.

Theme 2.2: Staff Aspects
A rehabilitation team must work in an interdisciplinary way, and the rehabilitant
and their informal caregiver are seen as part of the team as well. As an elderly

care physician explained:
If you are referring to interdisciplinary working. That's a core concept in reha-

bilitation. You have the specialist expertise in all fields, but you also have to

know and be able to borrow from each other's expertise a little bit.
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All employees must have an emphatic, motivating attitude and stimulate rehabil-

itants to practice throughout the day. As a rehabilitation physician stated:

I think, particularly nursing staff having a rehabilitation focus, and so, encour-
aging for the patients to do everything possible they can, from the start. So,

that may make a significant difference.

As rehabilitants in the GR do not always fit in medical guidelines, staff must be
able to work based on the ideas of evidence-based practice. As one physical

therapist said:

That s the problem with the application of such a guideline. For example, the
guideline says it's for stroke, but if someone also has Parkinson’s, or broke his

hip last year, you cannot do certain tests. Because it's obviously impossible.

Theme 2.3: Organizational Aspects

Even though internationally organizational aspects differ and can therefore influ-
ence the rehabilitation process, the concept of CRE is suitable to get the most out
of rehabilitation. Implementing a CRE requires a shared vision on rehabilitation
and a balanced interdisciplinary team with sufficient time for the implementation.

As a nurse practitioner said:

I do think when you have that kind of project group, it does involve regular
evaluation. Like, guys, how are the things we started going now? And do we

need to adjust, fine-tune anything.

CRE does not depend on the rehabilitation setting, as long as the name of the
ward does not generate false expectations. It is also important that rehabilitants

are not addressed as patients. As a nurse lecturer said:
Calling someone patient or client, you emphasize what a person can't do. If

you say person, you avoid this label. It is still someone who tries to live his

life in the best way possible.
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Theme 2.4: Factors Outside the Ward

The discharge process must be well prepared and supervised. Home visits allow
rehabilitants to practice meaningful tasks in their own environment in prepara-
tion for their discharge. One manager with a background as physical therapist

mentioned:

It also helps to have people actually go home during rehabilitation. This pro-
vides so much information about how they actually function at home. A sit-

uation is always different at home.

Although participants think it is a good idea to organize rehabilitation in the home
situation as soon as possible, they also doubt whether it is better to keep reha-

bilitants on the rehabilitation ward for longer. As an elderly care physician said:

The question is, if you have a ward with a very good rehabilitation climate,
would you not want to admit patients there who, in terms of their care needs,
could go home, but for whom the added value of the rehabilitation climate
for the rehabilitation is such, that patients choose to be admitted to the de-

partment for rehabilitation.

Discussion

This article is the first to describe the perspectives of healthcare professionals in
rehabilitation, concerning CRE. A set of seven factors concerning rehabilitation
processes and four factors concerning organizational aspects emerged from the
qualitative data. The results of this study are (partially) in line with our review on
CRE and confirm the importance of increasing therapeutic intensity, the impor-
tance of patient-regulated exercise, group training and task-oriented training in
a CRE. Involving informal caregivers, providing a challenging environment for re-
habilitation, and a cooperating, motivating team are also aspects of a CRE. These

factors, therefore, constitute challenges for a rehabilitation team to work on.™

Participants in the current study believe a CRE is suitable for all types of reha-

bilitants, but it has to be tailored to the resilience, goals, and cognition of the
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rehabilitant. This is in line with recent literature, which states that rehabilitation
is suitable for persons with all kinds of diagnoses when it is tailored to the needs,
goals, and wishes of the individual rehabilitant.’”?° This confirms the relevance
of tailoring the rehabilitation process to the individual rehabilitant, which is the

main challenge for professionals in a CRE.

The results of this study indicate that it is important in a CRE to work on a reha-
bilitants’ own goals and to measure them with appropriate measurement instru-
ments. Although a recent meta-analysis could not substantiate its added value,
they do see goal setting as a part of shared decision-making and as a way to
respect the preferences, values, and autonomy of rehabilitants.?’ A recent review
endorsed the importance of personal, meaningful goals for rehabilitants and de-
scribed the importance of involving rehabilitants in and informing them about
the process of goal setting.?? Although the added value of goal setting with the
rehabilitant requires further research, both the literature and participants of this
study consider it of interest in the rehabilitation process. Involving the rehabilitant

in the goal setting in a CRE is therefore recommended.

Participants in this study feel that attention to the nutritional status of a reha-
bilitant is relevant and an optimal “food as usual” but protein-rich diet should be
the goal. This is endorsed by recent literature that indicates that the nutritional
status is significantly related to successful rehabilitation in older adults.???* The
results of this study and the literature indicate the importance of attention to the
nutritional status of rehabilitants. Consequently, professionals in a CRE should

measure the nutritional status and choose nutrition activities accordingly.

Although eHealth is currently not often used in GR, participants do see a lot of
potential in eHealth for exercising, monitoring and safety during practice. Applica-
tions must be suitable for the target group. Systematic reviews show the benefits
of eHealth for older persons in terms of increasing their physical activity, walking
ability, and balance.?>?” A recent review on eHealth in GR confirms the benefits of
integrating eHealth in GR.? Although more research regarding eHealth in GR is
necessary, the literature so far confirms the potential of eHealth for rehabilitants
in GR. Therefore, eHealth may be an important aspect in CRE, and professionals

should look for ways to apply eHealth in a functional way in a CRE.
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A CRE can be negatively affected by organizational aspects such as funding, ad-
ministrative tasks, and legal regulations, which can differ internationally. Partici-
pants think it is important that an organization has a shared vision on rehabilita-

tion and there is sufficient time for implementing a CRE.

Implementing a complex concept such as the CRE should be based on an un-
derstanding of the behaviors that need to change, the relevant decision-making
processes, and the barriers and facilitators of change. Monitoring during and after
the implementation is crucial.?” The literature confirms the idea mentioned by
participants in this study regarding the complexity and barriers to implementing
a CRE: successful implementation of a CRE on a ward requires a strategy and

sufficient time for the implementation process.

Participants stressed the importance of practicing meaningful tasks in a reha-
bilitant's own environment and thus of rehabilitation in the home situation as
quickly as possible. However, some are in doubt as to whether a longer stay on
the rehabilitation ward is better if there is a good CRE. As the effectiveness and
efficiency of CRE have not yet been studied, no statement can be made about the
benefits of inpatient rehabilitation in a good CRE versus outpatient rehabilitation

at one's own home. This needs to be the subject of further research.

The 11 themes that were identified form a rather complex concept. In general,
the rehabilitation process should be individually tailored and optimized to achieve
all the goals of the rehabilitant. Currently, all principles of CRE are used interna-
tionally in GR. However, the rehabilitation ward may not work according to all of
the themes that are important for a CRE. Therefore, new interventions should be

implemented and adapted.

The strength of this study is the number of participants. We interviewed more
than 200 individuals, and data saturation was reached. Secondly, all profession-
als participating in this study had experience in the field of rehabilitation. The
occupation of the participants was taken into account in the composition of the
focus groups. Therefore, hierarchical differences did not prevent participants from
discussing their ideas, although it also limited the exchange of ideas between

groups. In the workshops, participants were mixed in smaller groups regardless
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of occupation. The results of these workshops were in line with the results of
the focus groups, meaning that occupation did not influence the results. The
use of focus groups and workshops stimulated the exchange of ideas, which also
resulted in new ideas. Participants were asked for subjects they thought were
important for a CRE, even when not asked for by the researchers. In this way, it
was ensured that all relevant topics were discussed and the internal validity of

the study was increased.

A limitation of our study is that most participants are from the Netherlands and
were somehow familiar with CRE ideas. This may limit the generalizability of the
results to GR in other countries in which the concept of CRE is in its infancy.
However, the topics discussed in the non-Dutch focus group at the 2019 EuGMS
congress were in line with the results of the other focus groups. We, therefore,
think that the identified themes are important for all rehabilitants in GR, regard-
less of the country in which they are rehabilitating.

Conclusions and Implications

Based on this study, 11 themes were identified for modeling a CRE. Overall, it is
important to tailor the rehabilitation process to the rehabilitant and to stimulate

rehabilitants to optimize their rehabilitation.

Since tailoring the rehabilitation process in a CRE to rehabilitants and their infor-
mal caregivers seems important, it is interesting to investigate whether these
eleven themes are supported by the rehabilitants themselves and to find out if
they consider other factors important for a CRE. According to the respondents,
to offer effective rehabilitation, all elements of CRE should be applied, and spe-
cific interventions need to be developed and implemented. Consequently, the
effectiveness and efficiency of CRE need to be studied with validated tools that

are yet to be developed. In our ongoing research, we aim to develop those tools.

107



Chapter 4

Author Contributions

Conceptualization, LT, ED, WA, and BB.; methodology, LT, ED, WA, and BB; soft-
ware, LT, ED, and BB; validation, LT, ED, WA, and BB; formal analysis, LT, ED, and
BB; investigation, LT, ED, WA, and BB; resources, LT, ED, WA, and BB ; data cura-
tion, LT, ED, WA, and BB; writing—original draft preparation, LT.; writing—review
and editing, ED, WA, and BB; visualization, LT.; supervision, ED, WA, and BB; proj-
ect administration, LT.; funding acquisition, BB. All authors have read and agreed
to the published version of the manuscript.

Funding

This research received no external funding.

Institutional Review Board Statement

A waiver of consent was issued by the Medical Ethical Committee of the Leiden
University Medical Center. This study did not apply to the Medical Research In-
volving Human Subjects Act (N19.024).""13

Informed Consent Statement

Informed consent was obtained from all subjects involved in the study.

Data Availability Statement

The data presented in this study are available on request from the corresponding

author. The data are not publicly available due to privacy.

108



Professionals’ perspectives of a Challenging Rehabilitation Environment

Acknowledgments

The authors thank the professionals who gave their time to be interviewed for
this study. The authors further thank Oktober and de Zorgboog for financing
this study.

Conflicts of Interest

The authors report no conflicts of interest in this work.

109



Chapter 4

References

10.
1.

12.

13.

14.

15.

16.

110

(WHO), WHO. World report on disability 2011. WHO; 2011.

Huber, M, Knottnerus, JA, Green, L, et al. How should we define health? BMJ
2011;343:d4163.

Grund, S, Gordon, AL, van Balen, R, et al. European consensus on core principles and
future priorities for geriatric rehabilitation: consensus statement. Eur Geriatr Med
2020;11(2):233-238.

van Balen, R, Gordon, AL, Schols, JMGA, et al. What is geriatric rehabilitation and how
should it be organized? A Delphi study aimed at reaching European consensus. Eur Geriatr
Med 2019;10(6):977-987.

Vektis. Factsheet Geriatrische revalidatiezorg; 2021. https://www.vektis.nl/intelligence/
publicaties/factsheet-geriatrische-revalidatiezorg. Accessed 02-02-2022 2022.

Marengoni, A, Aglero-Torres, H, Timpini, A, et al. Rehabilitation and nursing home admis-
sion after hospitalization in acute geriatric patients. J Am Med Dir Assoc 2008;9(4):265-
270.

Gill, TM, Allore, HG, Gahbauer, EA, et al. Change in disability after hospitalization or re-
stricted activity in older persons. JAMA 2010;304(17):1919-1928.

Terwel, M. Alles is revalidatie: Revalideren na een beroerte in het Laurens Therapeutisch
Klimaat. Delft: Eburon, 2011.

Buijck, B, G., R. The challenges of nursing stroke management in rehabilitation centres.
Springer interantional publishing, 2018.

van Peppen, R, Jongenbruger A. Het team aan zet. Studio GRZ, 2021.

Tijsen, LM, Derksen, EW, Achterberg, WP, et al. Challenging rehabilitation environment
for older patients. Clin Interv Aging 2019;14:1451-1460.

Doornebosch, AJ, Smaling, HJIA, Achterberg, WP. Interprofessional Collaboration in Long-
Term Care and Rehabilitation: A Systematic Review. J Am Med Dir Assoc 2022;23(5):764-
777.€762.

LUMC. CREATE - Challenging Rehabilitation Environment; 2022. https://www.lumc.nl/
org/unc-zh/English/Research/GeriatricRehabilitation/CREATE_ENG/. Accessed 02-02-2022
2022.

Castleberry, A, Nolen, A. Thematic analysis of qualitative research data: Is it as easy as
it sounds? Curr Pharm Teach Learn 2018;10(6):807-815.

Tong, A, Sainsbury, P, Craig, J. Consolidated criteria for reporting qualitative research
(COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care
2007;19(6):349-357.

EuGMS. Special Interest Groups Geriatric Rehabilitation; 2021. https://www.eugms.org/
research-cooperation/special-interest-groups/geriatric-rehabilitation.html. Accessed 20-
04-2021.



17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

Professionals’ perspectives of a Challenging Rehabilitation Environment

Verbeek, H, Zwakhalen, SMG, Schols, J, et al. The Living Lab In Ageing and Long-Term
Care: A Sustainable Model for Translational Research Improving Quality of Life, Quality
of Care and Quality of Work. J Nutr Health Aging 2020;24(1):43-47.

Chapman, AL, Hadfield, M, Chapman, CJ. Qualitative research in healthcare: an introduc-
tion to grounded theory using thematic analysis. J R Coll Physicians Edinb 2015;45(3):201-
205.

Wade, DT. What is rehabilitation? An empirical investigation leading to an evidence-based
description. Clin Rehabil 2020;34(5):571-583.

Holstege, MS, Caljouw, MAA, Zekveld, IG, et al. Successful Geriatric Rehabilitation: Effects
on Patients’ Outcome of a National Program to Improve Quality of Care, the SINGER
Study. J Am Med Dir Assoc 2017;18(5):383-387.

Smit, EB, Bouwstra, H, Hertogh, CM, et al. Goal-setting in geriatric rehabilitation: a sys-
tematic review and meta-analysis. Clin Rehabil 2019;33(3):395-407.

Vaalburg, AM, Wattel, E, Boersma, P, et al. Goal-setting in geriatric rehabilitation: Can the
nursing profession meet patients’ needs? A narrative review. Nurs Forum 2021.

Urquiza, M, Fernandez, N, Arrinda, |, et al. Nutritional Status Is Associated with Function,
Physical Performance and Falls in Older Adults Admitted to Geriatric Rehabilitation: A
Retrospective Cohort Study. Nutrients 2020;12(9).

van der Laag, PJ, Arends, SAM, Bosma, MS, et al. Factors associated with successful
rehabilitation in older adults: A systematic review and best evidence synthesis. Geriatr
Nurs 2020;42(1):83-93.

Muellmann, S, Forberger, S, Mdllers, T, et al. Effectiveness of eHealth interventions for the
promotion of physical activity in older adults: A systematic review. Prev Med 2018;108:93-
110.

Skjeeret, N, Nawaz, A, Morat, T, et al. Exercise and rehabilitation delivered through ex-
ergames in older adults: An integrative review of technologies, safety and efficacy. IntJ
Med Inform 2016;85(1):1-16.

Zeng, N, Pope, Z, Lee, JE, et al. A systematic review of active video games on rehabilitative
outcomes among older patients. J Sport Health Sci 2017;6(1):33-43.

Kraaijkamp, JJM, van Dam van Isselt, EF, Persoon, A, et al. eHealth in Geriatric Rehabili-
tation: Systematic Review of Effectiveness, Feasibility, and Usability. ] Med Internet Res
2021;23(8):e24015.

Craig P, Dieppe P, Macintyre S, et al. Developing and evaluating complex interventions.
Medical Research Council; 2019.

m



Chapter 4

Appendix. Topic List

+  What does CRE mean for you?

What are your experiences with CRE (positive and negative)?
«  Which subjects should be part of a CRE?

Additional topics to discuss in relation to CRE:

— Therapy intensity

— Task-oriented exercise

— Group training

— Patient-regulated exercise

— Learning styles and approach

— Goal setting

— Team dynamics (multidisciplinary, interdisciplinary)

— Technologies

— Enriched environment

— Informal caregiver participation

— Diagnoses

— Measurement instruments

— Naming
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Chapter 5

Abstract

Objectives: A challenging rehabilitation environment (CRE) is a relatively
new concept for offering geriatric rehabilitation (GR) and consists of multiple
components. To date, there is no evidence-based conceptualization of CRE.
Design: Concept mapping study

Setting and participants: A total of 20 (para)medical staff, 11 nursing staff,
and 15 rehabilitants and informal caregivers participated, all working or
currently rehabilitating in GR.

Methods: Statements regarding CRE were extracted from previous studies
on CRE. Participants rated these statements according to importance for
CRE and subsequently clustered all statements in a maximum of 10 clusters.
The statistical procedure of concept mapping was performed in computer
program Ariadne 3.0 and consisted of a multi-dimensional scaling procedure
and a hierarchical cluster analysis. The multi-dimensional scaling procedure
led to a point map showing the extent to which the statements are related
according to all participants. The hierarchical cluster analysis subsequently
led to a cluster solution which represents the concept of CRE.

Results: A total of 70 statements were formulated to describe the concept of
CRE. The statistical procedure resulted in five clusters: 1) goals (how they are
formulated and guide the rehabilitation process), 2) rehabilitant and informal
caregiver (factors concerning coping process, resilience and involvement in
the rehabilitation process), 3) staff aspects (interdisciplinary collaboration and
integrating rehabilitation in all daily activities), 4) environmental aspects (the
design of the ward should be stimulating and challenging), and 5) exercise
and peer support (how are exercise moments and peer support stimulated).
Conclusions and implications: This study gives an evidence-based
conceptualization of CRE, based on statistical consensus of three relevant
stakeholder groups in the practice of GR. This conceptualization provides a
basis for rehabilitation wards to organize their GR.

Keywords

Geriatric rehabilitation, challenging rehabilitation environment, concept
mapping, post-acute care
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Introduction

Geriatric Rehabilitation (GR) was recently defined as “a multidimensional approach
of diagnostic and therapeutic interventions, the purpose of which is to optimize
functional capacity, promote activity and preserve functional reserve and social
participation in older people with disabling impairments.”” With the ageing of the
population, the demand for GR in Europe has increased.?® In the Netherlands, for

example, 54,910 persons were referred to GR in 2021.*

In a Challenging Rehabilitation Environment (CRE), GR is offered in a multidi-
mensional and structured approach. It is, however, a relatively new concept.>® To
date, there is no official definition of CRE and there are considerable differences
between rehabilitation wards in their interpretation and execution of CRE. Despite
these differences, professionals who work in a CRE assume CRE to be an effective
and efficient way to offer GR and to stimulate rehabilitants to actively participate

in their rehabilitation process.’

The aim of the CREATE study (Challenging REhAbiliTation Environment) is to
develop an evidence-based conceptualization of CRE and to study empirical evi-
dence for the added value of CRE for rehabilitants.’? In prior studies, i.e., a narrative
review and two qualitative studies regarding the perspectives of professionals,
rehabilitants and informal caregivers, components for the conceptualization of a
CRE were identified. Identified components included the manner in which therapy
is offered, the involvement of informal caregivers, nutrition, eHealth, environ-

mental aspects and staff aspects.®®

The aim of the present study is to generate consensus among stakeholders and
to assemble these components into an evidence-based conceptualization of CRE
using the Concept Mapping method. This method was specifically developed
to combine evidence-based knowledge with the collective judgement of stake-
holders. We used advanced statistical methods to construct an evidence-based

concept.'o™
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Method

Study design

Concept mapping is a highly structured procedure which combines sorting tech-
niques with multi-dimensional scaling and cluster analyses. It was developed by
Trochim and is used as an exploratory consensus procedure for modelling concep-
tual frameworks based on specific elements and the input of relevant stakehold-
ers.’®" The combination of evidence-based, expert-based and experience-based
knowledge in combination with advanced statistical analyses contributes to the

richness of the conceptualization of CRE.

Development of statements

The results of the previous review and qualitative studies on CRE were used as
a basis for the statement development for the concept mapping.®® To optimize
the content validity of the statements, two steps were taken. First, the research
group assessed the results of the previous studies for topics. Second, the list
of topics was reviewed, and corresponding statements were refined in multiple
rounds by the research group until consensus was reached on wording and con-

tent of the statements.

Recruitment of participants
In a CRE, there are three important groups of stakeholders, i.e., 1) nursing staff,
2) (para)medical staff, and 3) rehabilitants and informal caregivers.®® Participants

for this study were therefore recruited from these three groups.

Persons in GR are trying to adapt to and self-manage their current condition. In
line with the ideas of Huber et al. on positive health, the term ‘rehabilitants’ is
more appropriate for these persons than the term ‘patients’ and will be used in

this article.”

Five GR wards in the Netherlands were requested to inform their current rehabil-
itants and informal caregivers about this study via a leaflet, and to invite them to
participate individually in this study. If rehabilitants and/or their caregivers were
interested, they were put in contact with the primary researcher (LT). Potential

questions of rehabilitants and informal caregivers were answered by LT during
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a visit to the ward, and an informed consent form was signed by the participant
and LT.

Dutch professionals who were invited for the focus groups of the previous qual-
itative study were asked to participate in the concept mapping procedure. The
selection procedure for these participants is described elsewhere.” To achieve a
sufficient number of professionals, additional participants were invited via the

five above-mentioned GR wards.

During the recruitment phase, from November 2021 to June 2022, we aimed
to obtain input from different professional disciplines in the broad field of re-
habilitation, e.g. medical doctors, physical therapists, occupational therapists,

psychologists, speech and language therapist, and nurses.

The selected professionals were invited by email to participate. Participants who
did not respond to the first invitation were sent reminders after 2 weeks and after

6 weeks.

We aimed for a sufficient mix of participants, i.e., 20 rehabilitants and informal
caregivers, 20 nursing staff and 20 (para)medical staff, in order to give all relevant
parties equal input in the analysis and the final conceptualization of CRE. The in-
clusion of participants continued until interim correlation analyses showed that

a stable concept map was achieved.

Concept mapping

Included professionals were sent a link for participation. Rehabilitants and in-
formal caregivers who were able to participate digitally were also sent a link to
participate. Professionals, rehabilitants, or informal caregivers who were unable
to participate digitally were visited by LT. They were given paper cards with the
statements, and LT transported their results to the digital application Ariadne 3.0

in which the data were stored.™
Participants were asked to rate the statements according to importance for CRE

on a five-point scale (1=least important, 5=most important). An equal distribu-

tion of 14 statements per assessment category was aimed for. After rating the
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statements, participants were asked to cluster all statements in a maximum of
10 clusters and to name the clusters. No maximum number of statements per
cluster was set. Only data from participants who completed both tasks were

included in the analysis.

For the concept mapping procedure, the computer program Ariadne, version 3.0
was used. This program contains an algorithm which uses the statistical proce-
dure of concept mapping to generate a conceptual framework. The statistical
procedure consists of a multi-dimensional scaling procedure and hierarchical
cluster analysis.” This systematic approach and the statistical analyses contrib-
uted to the replicability and a high internal validity of the conceptual framework
CRE."®' Reviews show that concept mapping has been successfully applied to
combine these statistical procedures for the analysis of the structure of meaning

of statements.''¢

In the first step, the mean rating and standard deviation were calculated for all
statements. In the second step, a multi-dimensional scaling procedure resulted
in a point map, a two-dimensional map on which all statements are positioned.
The distance between the statements on the point map shows to what extent
the statements are related. During data collection, this step was repeated until
no modifications occurred in the point map. This indicated that the point map

was stable and inclusion of participants stopped.

In the third step, a hierarchical cluster analysis was performed using the coordi-
nates of the point map. Several cluster maps were reviewed by the research group,

resulting in a cluster solution representing the concept of CRE.™

Following the methodology, the last step consisted of a thorough study of the
content of the clusters by the research group. This led to minor adjustments of
the clusters. Furthermore, the clusters were labelled and described, using the

input from the participants from the clustering assignment.

Ethical approval

The Medical Ethical Committee of the Leiden University Medical Centre has as-
sessed the study protocol for this study and concluded that the Medical Research
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Involving Human Subjects Act does not apply to this research project and has

therefore issued a waiver of consent (N19.024).

Results

An assessment of the results of the previous studies on CRE resulted in 141 topics
regarding CRE.¢® The research group reviewed and refined these topics into 70
statements until consensus was reached. During this review process, topics with
similar content were combined in one statement and topics with multiple content

were split into multiple statements.

Participants

A total of 71 potential participants were approached to participate in the study
(33 (para)medical staff, 30 nursing staff, 18 rehabilitants and informal caregivers).
Forty-six participants completed both the rating and the clustering task (Table
1): 20 (para)medical staff (60.6%), 11 nursing staff (36.7%), 15 rehabilitants and

informal caregivers (83.3%).

After inclusion of the data from these 46 participants, the concept map showed
a stable outcome on the correlation analysis. Therefore, data saturation was

reached and recruitment of participants ended.

Non-responders

Two professionals reported having insufficient overview of the concept CRE, four
professionals had problems with the digital application and did not respond when
offered a face-to-face appointment. One rehabilitant experienced the cognitive
load of the clustering task as too high. Two informal caregivers had difficulties

with the digital application and were unable to make a face-to-face appointment.
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The conceptualization of a Challenging Rehabilitation Environment

Concept map

Clustering

The first step of the analysis resulted in a point map. In this point map the major-
ity of the statements was positioned on the north, south-east and south-west
section of the map (Figure 1). The second step of the analysis, the hierarchical
cluster analysis, resulted in a cluster solution with five large clusters, one cluster
of two statements (statements 8 and 9) and two individual statements (state-
ments 32 and 57).

Each of the five larger clusters had their own specific topic. The first cluster con-
tained four closely clustered statements, focusing on the goal setting process
and how goals are used as a guide during the rehabilitation trajectory. The second
cluster contained 11 relatively closely clustered statements. These statements
all focused on factors concerning the rehabilitant and the informal caregiver. The
third cluster comprised 15 statements. Ten of these statements were closely
clustered and five statements were more scattered. The statements in this clus-
ter mainly concern the interdisciplinary collaboration in the rehabilitation team.
The fourth cluster was very closely clustered and contained 20 statements, all
focusing on the design of the rehabilitation ward. The fifth cluster was relatively
scattered and contained 16 statements focusing on how exercises are offered

and on peer support.

The two statements in the smaller cluster of two concerned peer support during
mealtime and using eHealth during exercises, and they were positioned close to
cluster 5. The two individual statements concerned clustering of diagnosis groups
(32) and identifying persons as rehabilitants instead of patients (57). Statement

32 was positioned just south of cluster 5 and statement 57 just east of cluster 3.
Based on the content of the clusters and the position of the statements on the
point map, we performed adjustments in the cluster solution, which then resulted

in five clusters to describe the concept of a CRE.

Statements 8, 9 and 32 were added to cluster 5 and statement 57 was added to
cluster 3 (Figure 1).
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The conceptualization of a Challenging Rehabilitation Environment

The research group discussed the five clusters and labelled them as follows: (1)
goals (how are the goals for the rehabilitation formulated and how do they guide
the rehabilitation process), (2) rehabilitant and informal caregiver (factors con-
cerning the coping process, resilience and the involvement of the rehabilitant
and informal caregiver in the rehabilitation process), (3) staff aspects (focusing
on interdisciplinary collaboration in the rehabilitation team and all team mem-
bers being focused on rehabilitation during daily activities), (4) environmental
aspects (the design of the rehabilitation ward should stimulate and challenge
rehabilitants), and (5) exercise and peer support (how do rehabilitants exercise

during their rehabilitation and factors concerning peer support).

The five clusters and their statements are described in Table 2.

Table 2. Cluster description and their statements.

Number Statement Mean rating
(SD¥)

Cluster 1 Goals 3.69 (1.12)

3 The goals of the rehabilitant guide the use of 3.87(1.07

therapies and the duration of admission.

47 The rehabilitation plan includes goals, evaluations, 3.87 (1.00)
exercises, and the discharge process.

48 The rehabilitation goals cover both the inpatient 3.53(1.39)
period and rehabilitation at home.

1 Home visits are an integral part of rehabilitation. 3.52(1.19)

Cluster description This cluster concentrates on the goals for rehabilitation. How they are
formulated and how they guide the rehabilitation process.

Cluster 2 Rehabilitant and informal caregiver 3.48(1.18)

2 The rehabilitant and informal caregivers are 4.02 (1.07)
prepared for the fact that rehabilitation does not
stop after discharge.

51 The rehabilitation plan is formulated and adjusted  3.98 (1.05)
in consultation with the rehabilitant and informal
caregiver.

42 Informal caregivers are educated about skills 3.93(1.09)
needed during and after rehabilitation.

31 The medical condition is explained to the 3.85(0.93)

rehabilitant and informal caregiver.

15 The rehabilitant and informal caregiver are part of ~ 3.76 (1.20)
the rehabilitation team.
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Table 2. Cluster description and their statements. (continued)

Number Statement Mean rating
(SDb¥)

49 The team teaches the rehabilitant and informal 3.67 (1.02)
caregiver how to deal with cognitive problems.

46 The team teaches the rehabilitant and informal 3.35(1.08)
caregiver how to manage stimuli and resilience.

10 Attention is given to the informal caregiver’s 3.17 (1.24)
resilience, change of role, and grieving process.

27 The rehabilitant and the informal caregiver 3.16 (1.24)

participate in the multidisciplinary consultation.

1 Rehabilitant and informal caregiver have accessto  2.91(1.42)
and contribute to the reports.

26 Informal caregivers are welcome on the 2.72(1.39)
rehabilitation unit throughout the day.

Cluster description This cluster's focus is on factors concerning the rehabilitant and
informal caregiver. The statements mention the coping process, the
resilience and the involvement of rehabilitant and informal caregivers
in the rehabilitation process.

Cluster 3 Staff aspects 3.59(1.24)

45 The team encourages the self-reliance and 4.41 (0.96)
independence of the rehabilitant.

4 Nurses have a treatment role and they practice 4.22 (0.95)
daily tasks with rehabilitants during daily care.

54 The team apply interdisciplinary working method ~ 4.20 (1.07)
and is jointly responsible for achieving goals.

13 Employees are flexible, interested, empathetic, 4.17 (1.04)
active, encouraging, and motivating.

36 The rehabilitation team and management have a 4.02 (1.15)
shared vision of geriatric rehabilitation.

35 The rehabilitation team takes into account the 3.78 (1.06)
learning style of the rehabilitant.

37 All disciplines are equal and there is no hierarchy. 3.76 (1.33)

12 The team encourages rehabilitants in an 3.73(1.03)

unambiguous manner.

5 Employees deliberately chose to work in a 3.65(1.29)
rehabilitation unit.

20 Staff work in accordance with current scientific 3.40 (1.16)
knowledge on geriatrics and rehabilitation.

34 The rehabilitation team also focus on a meaningful  3.40 (1.26)
life after rehabilitation.
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Table 2. Cluster description and their statements. (continued)

Number Statement Mean rating
(SD¥)

38 Staff encourage a positive atmosphere on the ward 3.38 (1.22)
and contact between rehabilitants

43 The team offer information in different ways and at  3.24 (1.25)
multiple moments.

18 A project leader or project group implementsand  3.02 (1.35)
secures the challenging rehabilitation environment
in manageable steps.

19 Practitioners are present outside office hours if this 2.84 (1.33)
is consistent with the rehabilitant’s goals.

57 Patients are referred to as rehabilitants, not 2.44 (1.54)

Cluster description

Cluster 4

63

65

66

41

53

68

67

55

64

69

61

patients

This cluster concentrates on interdisciplinary collaboration in
the rehabilitation team. All team members should be focused on
rehabilitation during daily activities, which is shown in their attitude.

Environmental aspects

The layout of the ward is challenging and provides
safety to practice independently.

Exercise materials and ADL aids are available on
the ward.

Rehabilitants can use exercise facilities and
exercise room throughout the day.

The food is tasty, healthy and (protein) enriched,
prepared with readily available products.

Relevant rooms are within walking distance and
handrails are provided in the hallways.

Low-stimulus rooms and resting opportunities are
available on the ward.

On the ward it is possible to practice on different
surfaces and to practice stair climbing.

The bedroom has a seating area that challenges
the rehabilitant to get out of bed.

Exercise rooms of the treatment disciplines are
integrated in the ward and clearly visible.
There is a common room on the ward for
rehabilitants to stay and exercise.

Landmarks/reference points/anchor points/ help
the rehabilitant orientate in time and place.

Games, computers, newspapers and television are
available on the ward to relax.

3.04 (1.29)
3.98 (1.09)

3.93(1.17)

3.89 (1.17)

3.55(1.12)

3.46 (1.31)

3.35(1.27)

3.27 (1.19)

3.24(1.27)

313 (1.12)

3.04 (1.28)

3.02 (1.07)

2.95 (1.24)
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Table 2. Cluster description and their statements. (continued)

Number Statement Mean rating
(SD*)

59 The rehabilitant has a single bedroom with a 2.85(1.46)
private bathroom.

58 Treatment takes place on the ward whenever 2.76 (1.36)
possible.

23 Rehabilitation takes place close to the rehabilitant’'s 2.72 (1.47)
place of residence.

62 The exercise rooms offer the opportunity to create 2.67 (1.24)
privacy for the rehabilitant

21 The layout of the ward matches the layout of the 2.56 (1.33)
rehabilitant’s home setting.

6 Rehabilitation is at a location near social activities.  2.50 (1.31)

60 The rehabilitation ward is small in size and serves a  2.35 (1.36)
limited number of rehabilitants.

39 The rehabilitation ward is in a building for 2.15(1.17)

rehabilitation without long-term stay.

Cluster description The focus of this cluster is on the design of the rehabilitation ward,
which should stimulate and challenge rehabilitants. Statements focus
on how the ward should be designed and which aids are needed.

Cluster 5 Exercise and peer support 2.92(1.21)

33 Independent exercises focus on mobility and 3.89 (1.11)
activities of daily living.

29 Independent exercises should also be suitable to 3.67 (1.26)
be performed in the home setting.

56 Daily therapeutic activity occurs via task-oriented  3.43 (1.24)
training, performed as it would be at home.

25 Eating (preparing meals) is a practice moment that 3.19 (1.23)
isin line with individual goals.

16 Group therapy focuses on goals related to mobility 3.18 (1.22)
and activities of daily living.

40 Therapy moments match the rhythm and capacity  3.18 (1.16)
of the rehabilitant, without fixed planning.

44 The rehabilitant receives challenging homework 3.18 (1.02)
assignments that are evaluated.

28 Rehabilitants learn, encourage and support each 3.09 (1.13)
other by means of peer contact.

14 Rehabilitants are encouraged to go outside on their 2.91 (1.25)
own.

17 Post-discharge therapies are facilitated, if possible 2.89 (1.33)

by the same practitioners

130



The conceptualization of a Challenging Rehabilitation Environment

Table 2. Cluster description and their statements. (continued)

Number Statement Mean rating
(SD¥)

52 Group therapy focuses on coping with grief, 2.82(1.29)
cognition and communication.

32 Diagnosis groups are clustered as much as 2.75(1.24)
possible, for example stroke, trauma, etc.

8 eHealth applications make exercise fun and 2.74 (1.21)
challenging

7 Rehabilitants can receive additional therapy 2.67 (1.20)
moments from the therapists during walk-in hours.

22 Visitors who have no informal care responsibilities  2.65 (1.53)
must observe visiting hours.

50 Rehabilitants work independently on improving 2.65(1.25)
communication, cognition and coping with grief.

24 eHealth monitors and clarifies changes in 2.49 (1.03)
functioning.

9 The rehabilitants have meals together. 2.44 (1.36)

30 Rehabilitants learn new skills such as using 2.04 (1.15)
technology.

Cluster description This cluster concentrates on the way rehabilitants exercise during
their rehabilitation. Statements related to promoting peer support are
also part of this cluster.

*SD = Standard deviation

Rating

Participants rated the 70 statements on a scale of 1 to 5. This resulted in a mean
rating for the statements between 2.04 and 4.41 and a standard deviation of
0.95 to 1.54. Table 2 shows the results of the concept mapping, including the
statements per cluster, and the rating and standard deviation per cluster and per

statement.

Some statements in cluster 5 have a high rating, but the total cluster rating is
the lowest of all clusters. Statement 45 about stimulating self-reliance and inde-
pendence has the highest score (mean 4.41, standard deviation 0.96). The mean
rating of the clusters varies between 2.92 and 3.69.

The subgroup analysis of the data showed an almost comparable division into

clusters with a minimal difference in mean rating per cluster varying from 2.74
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to 3.84 (Table 3). The range of the mean rating of the rehabilitants and informal

caregivers is narrower than that of the other stakeholders.

Differences between the professionals and the rehabilitants / informal caregiv-
ers at the level of the statements are shown in Table 4. The ranking of the two
professional subgroups is in line with the overall ranking of the statements, the
ranking of the rehabilitants / informal caregivers shows differences resulting in a
different top 10 of the statements.
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Discussion

In this study, relevant stakeholders in rehabilitation assembled the components
of three previous studies on CRE into an evidence-based conceptualization of CRE
using concept mapping.® This has led to a broadly supported conceptualization
of CRE, which combines evidence-based, expert-based, and experience-based
knowledge. One of the strengths of using concept mapping is that it combines
the individual input of relevant stakeholders, without participants influencing
each other.’®™ The result is the conceptualization of CRE in five clusters: goals,
rehabilitant and informal caregiver, staff aspects, environmental aspects, and

exercise and peer support.

The complex intervention of a CRE was conceptualized with the input of relevant
stakeholders. Involving relevant stakeholders from the start of the development
of such an intervention is helpful for identifying needs and priorities and un-
derstanding the problem. This supports the implementation of evidence-based
knowledge in practice.”'® The conceptualization achieved in this study describes
all components relevant to a CRE. The involvement of the relevant stakeholders in
this process results in a widely supported conceptualization. Implementing CRE
according to the conceptualization achieved in this study may lead to broader

support.

Although the subgroup analysis in this study resulted in an almost similar division
into clusters, there were some differences between the stakeholders regarding
the mean rating of the statements. First, the rehabilitants and informal caregivers
ranked priority for the top 10 statements with the overall highest ranking state-
ments very differently. Second, this subgroup's range in rating the clusters and
statements was narrower than the professionals. These results show that the
three stakeholder groups conceptualize CRE in a similar way, but that there are
differences in the value they attach to the different aspects of CRE.

A recent scoping review by Lubbe et al. identified the rehabilitants’ perspective on

the quality of GR and confirmed differences between professionals and rehabili-

tants regarding their perspectives on GR." Therefore, in order to create an optimal
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CRE, it isimportant to look at the perspectives of all relevant stakeholders, while

taking into account the interests of all stakeholders.

Remarkably, the statements on the use of eHealth and teaching rehabilitants new
(technological) skills are rated relatively low in the current study (statements 8, 24
and 30, rating 2.04 to 2.74). Recent reviews have shown the benefits of integrating
eHealth in GR, e.g., forimproving physical activity, walking ability, and balance.?0-3
An international survey indicated barriers to the use of eHealth in GR, such as a
lack of knowledge and a lack of an organization-wide implementation strategy.
Also, healthcare professionals indicated that rehabilitants find eHealth complex
to use.?* These barriers could be an explanation for the low rating of these three
statements in the current study. As it has proven benefits in GR, it is important
that eHealth, regardless of the fact that it was rated low in this study, should be

regarded as part of a CRE, now and in the future.

Strengths and limitations

Although the researchers tried to make the statements as accessible and easy to
read as possible, some rehabilitants experienced challenges in understanding the
statements. Therefore, a researcher was present at the moment rehabilitants par-
ticipated in the study, and rehabilitants were able to ask for clarification. However,

the decision of prioritizing and clustering was not influenced by the researcher.

Another limitation was that the Ariadne application did not work on tablets.
Therefore, some participants had problems with entering the Ariadne application
form. All participants were offered the possibility to carry out the assignment with
paper cards, after which the researcher transported their data to the application.
The research group does not expect this to have influenced the results of the

current study.

One of the strengths of this study is that it is the first to combine the input from
different stakeholders into a conceptualization of CRE. Even though the qualita-
tive study about the perspectives of professionals on CRE included international
participants, in this study the participants are all involved in geriatric rehabilitation
in the Netherlands.” It might be interesting to repeat this study with international
stakeholders in the field of GR.
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The response rate for this study was 60.6% of the (para)medical staff, 36.7% of
the nursing staff, and 83.3% of the rehabilitants and informal caregivers. The av-
erage response rate for studies utilizing data collected from individuals is 52.7%
with a standard deviation of 20.4.% Only the response rate from the nursing staff
is below average, but still within the limits of the standard deviation. The other
stakeholder groups are above average. Therefore, the response rate for this study

is considered good.

Conclusion and Implications

This study provides an evidence-based, expert-based, and experience-based
conceptualization of CRE in five clusters: goals, rehabilitant and informal care-
giver, staff aspects, environmental aspects, and exercise and peer support. These
five clusters reflect the statistical consensus from three relevant and important
groups of stakeholders in GR.

The clusters and statements that are created in this study provide a basis for
rehabilitation wards regarding how to organize their geriatric rehabilitation and
to discover their strengths and challenges. A self-evaluation tool developed out
of this conceptualization might be useful for geriatric rehabilitation wards. It can

help identify and visualize their strengths and areas for improvement.
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Chapter 6

Abstract

Objectives: A challenging rehabilitation environment (CRE) is a relatively
new concept for offering geriatric rehabilitation and consists of multiple
components. This study explores whether a self-evaluation tool (the CREATE-
tool) can be applied in teams and can identify areas for improvement for
wards regarding CRE.

Design: observational study

Setting and participants: 50 professionals working on 5 geriatric
rehabilitation wards in the Netherlands participated; 28 (para)medical staff
and 22 nursing staff.

Methods: The CREATE-tool with 70 statements in five clusters was developed
based on previous studies. In the rating phase, participants were asked
to score the statements of the CREATE-tool using the Plan, Do, Check,
Act methodology. These scores were converted in individual and team
standardized cluster ratings between 0 and 1 and visualized in a 5-axis radar
chart. In the team discussion phase, a meeting was organized for each
team, in which the results of the CREATE-tool were analysed and areas for
improvement were identified. In the reporting phase, participants filled out
an evaluation survey with 16 questions scored from 0 (lowest) to 10 (highest).
Results: The rating phase showed that the standardized cluster ratings of
the five teams vary between 0.41 and 0.78 and that there are differences
between team members in how they assess CRE on their ward. The team
discussion phase consisted of lively discussions and resulted in 11 to 29
ideas for improvement per team. In the reporting phase, alle questions were
answered with a median score of 7 or 8.

Conclusions and implications: The CREATE-tool, based on an evidence-
based conceptualization of CRE, is successfully applied by professionals
and helps to identify strengths and weaknesses of a ward. The CREATE-tool
supports rehabilitation wards to improve their CRE, and therefore enhances
the quality of geriatric rehabilitation.

Keywords

Geriatric rehabilitation, challenging rehabilitation environment, self-evaluation
tool, CREATE-tool

142
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Introduction

With the ageing of the population, the demand for Geriatric Rehabilitation is high.
(1) For instance, in the Netherlands it has led to the referral of 54.910 persons
in 2021, which represents 1.5% of the Dutch population over 65 years. (2, 3) In a
recent consensus statement by Grund et al., geriatric rehabilitation is defined as
“a multidimensional approach of diagnostic and therapeutic interventions, the
purpose of which is to optimize functional capacity, promote activity and preserve
functional reserve and social participation in older people with disabling impair-
ments.” (4) Despite this consensus definition there are international differences

in the way geriatric rehabilitation is offered.

There is general agreement that rehabilitation should be offered in a multidi-
mensional setting with a structured approach that stimulates and challenges the
rehabilitant to actively work on their recovery. Such a Challenging Rehabilitation
Environment (CRE) is seen as a promising method for delivering high quality re-
habilitation. (5) Since there was no standard for CRE, considerable differences
between wards in the implementation of CRE arose. The aim of the CREATE study
(Challenging REhADbiliTation Environment) is to develop a conceptualization of
CRE and to study empirical evidence for the added value of CRE for rehabilitants.
(6) To date, the CREATE study has led to an evidence-based, expert-based and
experience-based conceptualization of CRE in five clusters: goals, rehabilitant and
informal caregiver, staff aspects, environmental aspects, and exercise and peer
support. (6-10) This conceptualization was the basis for developing a self-eval-
uation tool for CRE (‘the CREATE-tool'), which can help rehabilitation wards to
improve CRE.

Self-evaluation is a powerful instrument that uses the knowledge and experience
of the professionals to assess the level of compliance with a concept. More-
over, it generates feedback for the organization, ward or team. In the literature,
self-evaluation or self-assessment is defined as: “a comprehensive, systematic
and regular review of an organisation’s activities and results. The self-evaluation
process allows the organisation to discern clearly its strengths and areas in which
improvements can be made. Also, improvement actions can be monitored for

progress.” (11-13)
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The developed CREATE-tool is a logical first step towards the implementation
of CRE. However, this approach is new and needs to be studied. The aim of the
current study is to explore the feasibility of applying the CREATE-tool in a clinical
setting by investigating the following research questions: 1) does the CREATE-tool
identify areas for improvement for wards regarding CRE, and 2) how do the users
evaluate the process of application of the CREATE-tool?

Method

Study design

This is an observational study. In the development of the CREATE-tool the results

of previous studies concerning CRE were integrated. (7-10)

Setting and participants

Professionals of five wards of two geriatric rehabilitation providers in the Nether-
lands participated in this study. On each ward the team manager used purposive
sampling to select 10 professionals from various disciplines to participate in this

study in order to represent the interdisciplinary team.

Study protocol
After the development of the CREATE-tool, the protocol for this study consists of

three phases: 1) rating phase, 2) team discussion phase, and 3) reporting phase.

Development of the CREATE-tool

The previous study on CRE resulted in a conceptualization of CRE in 5 clusters
with a total of 70 statements. (7) The number of statements per cluster varied
between 4 and 20. These statements were used to develop the CREATE-tool, and
a short description was made for each statement. Each statement could be rated
according to the Plan, Do, Check, Act (PDCA) methodology, in order to assess the
current situation on the ward. (14-16) Also, a short description was made for all
PDCA elements (Appendix 1). The PDCA rating was chosen because it represents
the four steps for improvement. The four rating categories are meaningful and

dynamic and facilitate a discussion about the context instead of the rating.
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To convert the rating per statement into a cluster rating, all PDCA elements were
treated as ordinal data, in which Plan represents a value of 1, Do a value of 2, Act
a value of 3, and Check a value of 4. The standardized cluster rating is calculat-
ed as the sum of the actual ratings divided by the maximum obtainable score
per cluster. Therefore, the standardized score varies between 0.25 and 1.00. This
standardized score is shown in a 5-axis radar chart, of which each axis represents

one cluster.

To combine the individual results in team results per ward, the median and range
per statement were determined. The median ratings were used to calculate the

standardized team cluster ratings, which were visualized in a 5-axis radar chart.

Rating phase

All participants were invited by email to individually fill in the CREATE-tool based
on the current situation on their ward. They received a link to a form hosted by
Castor Electronic Data Capture, a secure, cloud-based electronic data capture
platform. (17) Participants received a reminder after two weeks if they had not

completed the tool.

According to the protocol, the individual ratings in Castor were converted to
Excel, in order to calculate the individual and team standardized scores for the
five clusters. The scores were not used to study the psychometric properties

of the CREATE-tool, but to visualize the ratings of the professionals and teams.

Team discussion phase

On each ward a team meeting of two hours was organized. At the start of the
meeting, all participants received their individual results (PDCA rating and radar
chart) and the team results (median and range PDCA and radar chart) concerning
the CREATE-tool. The team meeting was chaired by a researcher (LT) who was in

possession of all individual results and the team results.
During the team meeting the team members were invited to discuss the results

for each consecutive cluster. Points of discussion could be: deviations between

individual and team rating, team ratings which were considered debatable, state-
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ments for which team members saw opportunities for improvement, and any

ideas how to implement these improvements.

During the meeting, the chair noted the ideas for improvement on flip charts.
After discussing all clusters, the participants were asked to prioritize the improve-
ment ideas. Each participant was asked to indicate three quick wins and three

ideas they thought were important but would take more time to implement.

The aim of the CREATE-tool is to initiate a discussion in the team that helps to
identify areas for improvement. The purpose is not to reach homogeneity in the
data. This phase is positive when it results in a lively team discussion in which

several areas for improvement are identified.

Reporting phase

During the team meetings, researchers BB or ED made field notes.

To gain insight into how the application of the CREATE-tool is evaluated, all partic-
ipants received an online survey by email after the team meetings, and a reminder
after two weeks. This survey was also hosted by Castor EDC. (17) The evaluation
survey consisted of 16 questions, to be answered using a visual analog scale
ranging from zero to 10 in increments of 1 (zero being the worst and 10 being very
good). The questions related to 1) the content of the CREATE-tool, 2) the entire

process, and 3) the added value for their work.

Results

Participants

The data were collected in May and June 2023. A total of 50 participants, in five
teams, were approached. All participated in at least one part of the study, 40
completed the CREATE-tool (80%), 40 participated in the team meetings (80%),
and 38 completed the evaluation survey (76%). Six to 11 participants per team

completed the CREATE-tool. Table 1 shows the characteristics of the participants.
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Table 1. Characteristics of participants: number of participants per phase and number
of professionals per occupation.

Participants Self-evaluation tool 40
Team meeting 40
Evaluation survey 38
Occupation Nurse 19

Nutrition assistant
Care mediation
Occupational therapist
Physical therapist
Physician

Nurse practitioner
Psychologist

Dietician

w wWw A = W 00 O = N

Speech and language therapist

n=50

Rating phase

Table 2 and Figure 1 show the results of the five teams on the five clusters of the
CREATE-tool. The standardized cluster ratings of the five teams on all clusters
vary between 0.41 (team 1, cluster 4; environmental aspects) and 0.78 (team 2,
cluster 3; staff aspects). The ratings of the five teams in cluster 4 have a variance
between 0.41 and 0.69, while the team ratings in cluster 3 differ less (0.72 to 0.77).
Furthermore, Figure 1 shows that there are differences between team members
in how they assess the CRE. The complete CREATE-tool with the detailed results

per statement per team can be found in Appendix 1.

Table 2. Standardized cluster rating of the CREATE-tool per team per cluster

Team1 Team2 Team3 Team4 Teamb5

Cluster 1: Goals 0.56 0.63 0.69 0.69 0.63
Cluster 2: Rehabilitant and informal caregiver 0.61 0.64 0.55 0.61 0.59
Cluster 3: Staff aspects 0.77 0.78 0.75 0.72 0.72
Cluster 4: Environmental aspects 0.41 0.53 0.60 0.65 0.69
Cluster 5: Exercise and peer support 0.51 0.62 0.54 0.62 0.54

Standardized score range 0.25-1.00
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Figure 1. Radar chart CREATE-tool; standardized cluster rating per team or per par-
ticipant

All teams

————Team ] e=———=Team 2 e=——=Team 3 e=—=Team 4 e==——Team 5

Cluster 1: Goals

Cluster 5: Exercise and peer Cluster 2: Rehabilitant and
support informal caregiver

Cluster 4: Environmental

Cluster 3: Staff aspects
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Team 4
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Appendix 1 shows that teams can have similar standardized cluster ratings, but
different scores at the statement level. For instance, on cluster 5, exercise and
peer support, teams 2 and 4 both score 0.62 on the cluster level and teams 3 and
5 both score 0.54. Teams 2 and 4, and teams 3 and 5 are comparable regarding

this cluster, but on the item level all teams score differently.

Table 2 also shows that there is a wide range of answers on the statement level
within one team.

Team discussion phase

During the team meetings the ideas for improvement for the ward were noted.
This resulted in 11 to 29 ideas per team, for example involving informal caregivers
in the intake process or reorganizing the communal areas on the ward. Table 3
shows the number of ideas for improvement per team and the number of quick
wins and ideas that take more time to tackle. Some ideas for improvement were
assessed as quick wins by some participants, while others estimated that these
ideas will take more time. One example is involving the informal caregiver in the

rehabilitation process.

Table 3. Outcome of team meeting: number of ideas for improvement per team

Ideas for Quick wins Ideas that take
improvement more time
Team 1 17 9 9
Team 2 29 12 1
Team 3 1 3 5
Team 4 16 10 10
Team 5 26 7 8
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Reporting phase

The field notes show the remarks made during the team meetings. Participants
experienced difficulties using the PDCA methodology. This methodology forced
them to think carefully about their answers, but also resulted in different out-
comes between team members due to differences in interpretation. This was
reinforced by the fact that not all participants had read the descriptions of the
statements. Furthermore, not all participants were involved in all parts of the
rehabilitation process. This made it hard to answer all statements, and therefore
the answer option “not applicable” was missed. The field notes reported that all
team meetings were animated and two hours was relatively short to discuss all

clusters. Also reported was that some participants spoke up more than others.

A total of 38 participants completed the evaluation survey, the results are shown
in Table 4. As not all participants completed the CREATE-tool or participated in
the team meetings, not all participants were able to fill in all questions of the
evaluation survey. This resulted in 34 to 37 answers per question. All questions
were answered with a median score of 7 or 8, and only the question regarding

recommending the use of the CREATE-tool to others scored 5 in the first quartile.

Participants indicated that they needed a median of 15 minutes to complete the
CREATE-tool (IQR 15-21.25)

Discussion

The CREATE-tool for CRE that was tested in this study proved to be feasible for
use by rehabilitation wards and delivered suggestions for improvement. The tool
is based on earlier elaborate research regarding CRE. It combines evidence-based,
expert-based, and experience-based knowledge in one evaluation tool (7-10). The
lively discussions during the team meetings, the number of ideas for improve-
ment and the scores in the evaluation survey led to positive answers to both

research questions of this study.

The results of this study show that the CREATE-tool is able to identify the

strengths and areas for improvement regarding CRE and visualize them in a table
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and a radar chart. Furthermore, the CREATE-tool stimulates the discussion in
teams and identifies areas for improvement in teams regarding CRE. Also, the
used methodology of the CREATE-tool is feasible, and participants in this study
reported satisfaction with the use of the CREATE-tool. Questions regarding the
content, process, and the added value of using the CREATE-tool are all answered

positively with a median score of 7 or 8.

During the development of the CREATE-tool, the PDCA rating was chosen be-
cause it can facilitate a discussion about the level of improvement, and the rating
is of secondary importance. During the team meeting some participants men-
tioned that they considered the PDCA rating complicated because it forced them
to think more carefully about their answers. In the evaluation survey, the question
regarding satisfaction with the use of the PDCA methodology was answered with
7 (IQR 6-8). Also, the field notes showed that the variation in the rating of the
statements was a rich source of discussion during the team meetings. The PDCA
methodology is a frequently used methodology which is helpful to determine
whether improvement occurs in a system or organization. It enables insight into
improvement processes, and it is a standard rating system in literature concerning
improvement management, organizational change, and quality management. (14-
16) Moreover, the used PDCA methodology provided insight into improvement
processes in the team meetings. Therefore, this methodology remains the best
assessment method for the CREATE- tool, as the tool is used as an evaluation
instrument and source for discussion during team meetings. However, more in-
formation and explanation on how PDCA should be used in practice is probably

necessary to improve the user-friendliness of this tool.

In the evaluation survey, participants positively assessed the use of the CRE-
ATE-tool and indicated that the results of the self-assessment contribute to im-
proving CRE on their ward. Only the question regarding advising other rehabilita-
tion wards to use the tool scored a 5 in the first quartile. However, self-evaluation
has proven to help organizations discern their strengths and areas for improve-
ment, leading to improvement actions that can be monitored for progress. (11-
13) Nevertheless, the field notes of the team meetings provide no explanation
for the low score. The overall results of this study support that a self-evaluation

tool is useful for monitoring the implementation of CRE in rehabilitation wards.
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The CREATE-tool and current study focused on the perspectives of professionals
regarding CRE on their rehabilitation ward, and rehabilitants and informal care-
givers were therefore not part of the study. A recent scoping review by Lubbe et
al. revealed that including the perspectives of rehabilitants on the rehabilitation
process is important for improving the effectiveness of the rehabilitation. (18) In
addition, the tool tested in this study also states that rehabilitants and informal
caregivers must be part of the rehabilitation team, and their perspectives were
included in the development of the current tool. (10) Therefore, it is advisable
to develop a method for rehabilitants and informal caregivers to assess CRE, in
addition to or concurrently with the CREATE-tool. In this way a CRE on a reha-
bilitation ward can be a co-creation between rehabilitants, informal caregivers,

and professionals.

Limitations

Not all participants were aware of the short descriptions provided for each state-
ment, which resulted in different interpretations by participants. If the CRE-
ATE-tool is implemented, a clear interface must be provided so that participants

automatically see the short description of the statements.

Some participants mentioned that due to their professional role, they were not
involved in all aspects of the rehabilitation process, making it difficult for them
to answer all questions. This resulted in them estimating some answers, which
may lead to differences within the team. For future use of the CREATE-tool, we

recommend adding an answer category “l don't know".

At the start of the team meeting the participants received the statement level
team results, visualized with the median and range. The range of answers at the
statement level was very broad, which hampered the discussion, especially be-
cause some participants had difficulties answering some questions, which led to
more unclear answers. For further use of the CREATE-tool, we therefore advise

to visualize the team results using the mean and IQR.

Strengths

One of the strengths of this study is the diversity of participants’ professional

backgrounds. The participants represented all relevant professionals in geriatric
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rehabilitation, i.e., nurses, physicians and therapists. (19) This resulted in an in-
terdisciplinary assessment of CRE and associated interdisciplinary improvement

plans.

The response rate for this study is very high in both the rating of the CREATE-tool
(80%) and the team meetings (80%), as well as the evaluation survey (76%). In
organizational research the average response rate for studies that utilize data
collected from individuals is 52.7% with a standard deviation of 20.4. (20)

Conclusion

The self-evaluation tool for a Challenging Rehabilitation Environment tested in this
study is based on an evidence-based conceptualization. It has proven to identify
areas for improvement for geriatric rehabilitation wards and has a feasible meth-
odology. With the use of the CREATE-tool, rehabilitation wards can improve their
CRE, and therefore improve the quality of geriatric rehabilitation.

This study was designed to test the feasibility of the CREATE- tool to identify
areas of improvement regarding CRE. The aim was not to test whether the tool
can be used to distinguish departments in terms of the development of their CRE,
or to investigate whether there is a need for a specific phasing in implementing
the statements and clusters. We recommend further research based on data from
multiple departments, to investigate results between departments and possible
phasing.
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Appendix 1

This table shows all statements of the tool with the corresponding results of the
five teams (median, range and interquartile range). The short description for each

statement is available via the corresponding author.

Participants received the instruction to rate all statements according to the Plan,
Do, Check, Act methodology. An ascending order was followed, which meant
that if a participant chose Act, by definition Plan, Do and Check had already been
completed. Participants received the following description:

1. Plan:  We made plans for working on this topic or thought about
whether we want to work on this topic.
2. Do: We are currently carrying out actions on this topic.

w

Check: We continuously evaluate actions regarding this topic.

4, Act: We will make adjustments regarding this topic if necessary
or possible, and have incorporated this subject into our daily
practice.
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General discussion

This thesis describes the results of the CREATE study (Challenging REhADbiliTation
Environment). The overall aim of the CREATE study was to conceptualize a chal-
lenging rehabilitation environment, and to develop a tool to support rehabilitation

wards in improving this.

The CREATE study is the first study which positions the concept of a (socio)
therapeutic climate in Geriatric Rehabilitation. A (socio)therapeutic climate is a
well secured concept in psychiatry and this broad perspective on treatment has
proven its added value in this field."* The combination of the social, physical, and
organizational environment is also used to achieve therapeutic goals in nursing
home residents with dementia.# These positive outcomes gave inspiration to
apply the broad approach of a (socio)therapeutic climate in the rehabilitation of
older persons as a challenging rehabilitation environment (CRE). The concept of
CRE contains more than only the contact or therapy moments lead by therapists.
Therefore, in this thesis the name “challenging rehabilitation environment” is
used. As the concept describes a broad approach aimed at challenging rehabili-
tants to achieve optimal rehabilitation results, this name describes the concept
best.

To achieve the above-mentioned aim of this thesis, the following research ques-

tions were addressed:

1. Which aspects are important in a challenging rehabilitation environment and
how can these be combined in a conceptualization?
2. Towhich extent is a team self-evaluation tool feasible to support rehabilitation

wards by implementing a challenging rehabilitation environment?
In this final chapter of this thesis, the main research findings are presented and

critically discussed. Hereafter, implications and recommendations for clinical

practice, future research and education are presented.
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Main research findings

The five studies presented in this thesis have jointly resulted in a conceptualiza-
tion of CRE and an associated tool that can help rehabilitation wards implement
CRE. The framework of the studies and chapters in this thesis has led to this
conceptualization being a combination of evidence-based, expert-based, and

experience-based knowledge.

The conceptualization of a challenging rehabilitation environment

Chapter 2 describes a narrative review into relevant literature concerning CRE.
After a PubMed search, 51 articles were included, leading to seven relevant
topics for CRE. These topics considered: 1) therapy time, 2) group training, 3)
patient-regulated exercise, 4) family participation, 5) task-oriented training, 6)

enriched environment, and 7) team dynamics.

Because CRE is a relatively new concept, there was a possibility that the
above-mentioned review had not examined all aspects important to CRE. There-
fore, two qualitative studies were performed. In chapter 3 a qualitative study
into the perspectives of rehabilitants and informal caregivers regarding CRE is
described. And chapter 4 describes a qualitative study into the perspectives of
professionals. The participants of both studies confirmed the importance of the
topics that had emerged in the narrative review, but they also mentioned new
topics. A total of 15 rehabilitants, six informal caregivers, and 180 professionals
participated in both studies. Participants in both studies were unanimous about
the topics of interest to CRE, but the emphasis placed on the topics was differ-
ent. As a result, the professionals’ analysis led to 11 themes and the analysis of
the rehabilitants and informal caregivers to 13 themes. The topics identified in
both studies concerned 1) rehabilitant, 2) goals, 3) involving informal caregivers,
4) exercise, 5) daily schedule, 6) nutrition, 7) eHealth, 8) environmental aspects,
9) staff aspects, 10) organizational aspects, and 11) return home. For rehabilitants
and informal caregivers, communication and peer support were two separate
themes, while for professionals these topics fell under involving informal care-

givers and exercise respectively.
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In chapter 5 concept mapping was used to combine the input of the first three
studies into an evidence-based, expert-based, and experience-based conceptual-
ization. The results from the previous studies were summarized in 70 statements,
which were divided over five clusters ; goals, rehabilitant and informal caregiver,

staff aspects, environmental aspects, and exercise and peer support.

The cluster goals summarizes aspects relevant for the goal setting process. In
the next cluster, rehabilitant and informal caregiver, the focus is on factors con-
cerning the rehabilitant and informal caregiver. In a CRE it is important that the
rehabilitant and informal caregivers are part of the rehabilitation team. The third
cluster focusses on staff aspects. Staff in a CRE should apply an interdisciplin-
ary working method, and all team members should be focused on rehabilitation
during daily activities. In the fourth cluster, environment aspects in a CRE are
combined. The design of the rehabilitation ward should stimulate and challenge
rehabilitants. The last cluster focusses on aspects relevant for exercise and peer
support. Rehabilitants are encouraged to work on their rehabilitation throughout
the day, which can be achieved by group training and patient regulated-exercise.
In addition, peer support is encouraged, so that rehabilitants can learn from each

other and encourage and support each other.

The team self-evaluation tool for a challenging rehabilitation environment

Based on the above-described conceptualization of CRE, a self-evaluation tool
for teams regarding CRE was developed in the final study of this thesis (chapter
6). In this CREATE-tool an interdisciplinary representation of the rehabilitation
team individually rated the 70 statements of the conceptualization of CRE using
a plan, do, check, act methodology. These ratings were treated as ordinal data
to convert them in individual and team standardized cluster ratings, which were
presented in a radar diagram with five axes. The individual and team standardized
cluster ratings were input for a team meeting in which the participants discussed
the results per cluster and tried to identify the team's strengths and areas for
improvement. After this discussion the participants each indicated three quick
wins and three ideas for improvement that are important but take more time to

implement.
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In chapter 6 the CREATE-tool was tested in 5 rehabilitation wards, that includ-
ed 50 team members. It showed that the CREATE-tool could identify areas for
improvement for rehabilitation wards, and to be a feasible methodology for the

assessment of areas for improvement.

Theoretical considerations

Although the framework for the development of the conceptualization and the
CREATE-tool included a literature search and several rounds of systematic stake-
holder involvement sessions, there are some theoretical themes that have not

been extensively included in the tool, and these should here be discussed.

Neuropsychiatric symptoms

During the rehabilitation, rehabilitants and informal caregivers must cope with the
life event that was the indication for the rehabilitation. This indication can lead to
neuropsychiatric symptoms, especially in neurological disorders such as stroke,
or when the rehabilitant has a delirium. Examples of neuropsychiatric symptoms
are altered stimulus processing, overburden, decline of executive functions, loss
of memory, loss of initiative, and problems with dealing with emotions. Literature
has shown that neuropsychiatric symptoms like depression, disinhibition and
anxiety are highly prevalent in rehabilitants, and these symptoms are negatively
associated with quality of life and home discharge after rehabilitation.>? In the
qualitative study presented in chapter 3, rehabilitants and informal caregivers
indicated that they experience a lack of attention for neuropsychiatric symptoms
and the emotional aspects of the rehabilitation. These aspects were referred to a
number of times in the conceptualization and the CREATE-tool, but this is only a
small part of the tool and not always integrated into the whole process of rehabili-
tation. Therefore, there is a chance that these aspects will be overlooked, and pro-
fessionals mainly focus on stimulating physical functioning during rehabilitation.
Information about neuropsychiatric symptoms and their treatment may result
in better rehabilitation outcomes.>? Therefore, it is important in a CRE to pay

attention to all aspects of rehabilitation, including neuropsychiatric symptoms.
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Informal caregivers

The conceptualization of CRE includes informal caregivers being educated about
the medical condition of their loved one, and to give attention to their coping
ability, change of role, and grieving process. But above all, the informal caregiver
is deployed as a team member who participates in the rehabilitation process.
Involvement of informal caregivers in the rehabilitation of older adults leads to
better rehabilitation outcomes and return home.™ The primary informal care-
givers are often spouses and children, and their caring roles involve providing
assistance with daily activities, including physical care, and provision of emo-
tional support.” 3 Involving informal caregivers in the rehabilitation, and training
and educating them in various aspects of the disease process such as recovery,
interventions, and skills needed to care for their loved ones, has positive effects

on the caregivers' quality of live and ability to cope with burden.’#

Despite the sufficient evidence for the positive effects of involving informal care-
givers in the rehabilitation process, we should not forget they have an emotional
bond with the rehabilitant. They are not only a functional partner in the rehabili-
tation process and the life afterwards, but also an emotional partner of the reha-
bilitant. So, in order to maintain their role as informal caregiver in the long term,

they must also be given space to be this emotional partner to their loved one.

Nudging

Nudges are subtle changes in the way options are presented, designed to influ-
ence decisions in a predictable and healthy way and achieved by relying on well-
known decision-making tendencies.” The last 15 years nudging is increasingly
used in research into behavioral change, for example to stimulate sustainable and
healthier food choices, organ donation, and to improve sleep, physical activity and
sedentary behavior.’®"? Nudging is still a relatively new concept within geriatric
medicine, which is why this theoretical concept was not included at the start of
the CREATE study and was not presented as a topic to the participants of the
qualitative studies of chapter 3 and 4.

Even though nudging was not explicitly mentioned in the studies in this thesis,

certain aspects of CRE can be seen as nudging and stimulate rehabilitants to

participate more active in their rehabilitation process. The statements in the
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conceptualization about the layout of the ward being challenging and providing
safety to practice independently can be an example of nudging. This could include
exercise equipment in communal areas or chairs in corridors that can provide an
extra moment of rest while walking. Another example of nudging is the statement
about offering enriched food, which can be seen as nudging towards a healthy
eating pattern. Therefore, nudging seems an interesting methodology to encour-

age rehabilitants and to apply within a CRE.

eHealth

Of the 70 statements in the conceptualization of CRE, only two statements men-
tion the use of eHealth. eHealth can support monitoring of outcomes, clarify
changes in functioning, and make exercise fun and challenging. However, it is
remarkable that eHealth is not mentioned more often in the conceptualization,
as it has proven its benefits in geriatric rehabilitation. Recent reviews have shown
positive effects of eHealth, e.g. for improving physical activity, walking ability,
and balance.?>% A possible explanation for the limited presence of eHealth in
the conceptualization may be the way this conceptualization was developed.
eHealth was not included in the search strategy for the review of chapter 2, so,
all aspects regarding eHealth in the conceptualization originated from the input
of professionals, rehabilitants and informal caregivers. As rehabilitants and in-
formal caregivers are not always aware of the developments regarding eHealth
in geriatric rehabilitation, the input regarding eHealth was mainly given by pro-
fessionals. A recent international survey indicated that professionals felt that
eHealth is complex for rehabilitants to use, and that a lack of knowledge and
insufficient resources were important barriers for the use of eHealth in geriatric

rehabilitation.?*

These factors may explain why eHealth was not mentioned more often in the final
conceptualization of CRE. Regardless that eHealth is only explicitly mentioned in
two statements, it can support achieving the topics identified in the other state-
ments. For example, eHealth can support in challenging rehabilitants to practice
independently, it can help in providing appropriate information (e.g. about the
condition for which they are rehabilitating), and it can support rehabilitants in

managing stimuli and coping with disabilities.
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Methodological considerations

The conceptualization of CRE and the CREATE-tool were created based on an ex-
tensive study that combined both literature and input from relevant stakeholders.
Nevertheless, there are some aspects regarding the methodology that should

be discussed here.

Dream or reality?

Qualitative research is the best method to come to an understanding of a phe-
nomenon through the experiences of those involved.? Therefore, qualitative re-
search was the preferred method to gain insight in the concept of CRE. In addition
to the results of the narrative review described in chapter 2, the conceptualization
of CRE and the CREATE-tool are based on the input of professionals, rehabilitants
and informal caregivers in the two qualitative studies described in chapter 3 and
4. During these qualitative studies the participants were asked to dream freely
about what they thought an optimal CRE should look like. It is debatable if partic-
ipants described their real dream for an optimal CRE during these meetings. Itis
suspected that most participants mainly described the current situation and the
improvements regarding CRE they were currently working on. As a result, not all

possibilities and dreams for a CRE were mentioned in these studies.

To obtain the most diverse input possible, many different stakeholders were in-
cluded. As a result, developments in various organizations were included, and
through the participation of experts in the field of rehabilitation, an attempt has
been made to include future developments in the final concept. This does not
mean that it includes all future developments in the concept of CRE. Given the
rapid follow-up of research in the field of geriatric rehabilitation, and in particular
eHealth, the concept of CRE should be a dynamic concept.

Participants selection

One of the methodological issues regarding the studies in this thesis is the sam-
pling of the professional participants. The studies described in chapter 4, 5 and
6 all used the input of professionals in the data collection. Because these three
studies selected participants within the same organizations, it was inevitable that

some professionals participated in all three studies. This can have influenced the
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results by strengthening the internal validity, however the results may be less

generalizable.

In chapter 4 the participants described their perspectives regarding CRE and in
chapter 5 they clustered the statements regarding CRE. The results of these stud-
ies were integrated in the CREATE-tool. Therefore, professionals who participated
in all three studies could (partially) recognize their vision in the final concept of
CRE and the CREATE-tool. In chapter 6 the use of the CREATE-tool was evaluated
in a survey. Because participants in this study were able to partially recognize
their own perspectives in the content of the tool, this may have influenced how
they completed this survey. In particular, the questions regarding the content and

relevance of the statements may have been assessed more positively.

In the final concept of CRE and the CREATE-tool the input from various stakehold-
ers was combined with the results of the narrative review described in chapter 2.
The qualitative studies described in this thesis used input from participants from
many different organizations, as well as input from (inter)national experts. This
has led to a rich conceptualization that shows a broad vision of CRE, and the final
conceptualization cannot be traced back to input form individual participants.
Therefore, it is expected that previous participation in studies related to CRE did
not influence the results of the survey regarding the use of the CREATE-tool in
Chapter 6.

Regarding the sampling of participants, the external validity is another meth-
odological issue in this thesis. All participants were motivated professionals,
rehabilitants and informal caregivers. The organizations participating in these
studies operated mainly in areas with a high socio-economic status. In addition,
the participants mainly had a Dutch cultural background, only in the study in chap-
ter 4 there was input from an international group of experts. This thesis has not
examined the external validity of the CRE concept, therefore the results should
be interpreted with caution regarding generalization towards populations with a

different (cultural) background.
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Concept mapping

After the studies described in chapter 2, 3 and 4, a lot of information about rele-
vant aspects had to be combined in a conceptualization of CRE. One of the most
important factors of a CRE is the equality of stakeholders. Therefore, it was im-
portant that the three main stakeholder groups (rehabilitant, informal caregiver
and professional) were involved in the development of the final conceptualization.
After considering different methods, we opted for concept mapping to develop
the final conceptualization. Concept mapping is a highly structured procedure
which can be used as an exploratory consensus procedure for modelling con-
ceptual frameworks based on specific elements and the input of relevant stake-
holders.?%?’ A major advantage of concept mapping is that all participants provide
their input individually, without participants influencing each other. The input of
each participant counts equally in the final conceptualization. This has led to a
rich conceptualization of CRE which combines evidence-based, expert-based and
experience-based knowledge. Aiming at the equality of stakeholders in a CRE,
the concept mapping methodology seems most suitable for shaping the final

conceptualization of CRE.

CREATE-tool

In this thesis it was studied to which extent a team self-evaluation tool is feasi-
ble to support rehabilitation wards by implementing CRE. Therefore, a delega-
tion from the interdisciplinary team participated in the study in chapter 6. In this
study, the participants were assigned by the team manager to achieve a good
representation of the team. The readiness for change of the participants, was not
considered. It is conceivable that this could influence the results in the study in
chapter 6. Participants characterized with a lower readiness for change are likely
to fill in the tool more conservatively and will therefore come up with fewer ideas
to improve the CRE during the team meeting. They will probably complete the
evaluation questionnaire less positively because they see less need for change.
While participants whit a higher readiness for change are likely to identify more

areas for improvement and are more positive about the entire tool.
If the CREATE-tool is going to be used in practice, it is good to include the read-

iness for change of team members when selecting participants. An ideal mix of

participants consists not only of a representation of different occupations, but
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also of participants with different natures. In this way, an improvement plan for
CRE on a rehabilitation ward can be developed with the broadest possible sup-

port, which can have a positive contribution to the implementation of this plan.

Implications and recommendations

Implications for practice

The conceptualization of CRE originated from a narrative review and qualitative
studies and the effectiveness of the total concept is not yet studied. The effects
of the use of the CREATE-tool on the care process and rehabilitation outcomes
are still unknown, as are the effects on the satisfaction and burden of the infor-
mal caregiver and employees. Nevertheless, many aspects of CRE have already
been individually studied and proven to be effective. Hence, the concept of CRE
as described in chapter 5 has a lot of potential and should be implemented in

geriatric rehabilitation.

This thesis (chapter 6) showed that the CREATE-tool can be used as a team im-
provement instrument. It can help rehabilitation wards implement and improve
CRE. During the study described in chapter 6, each team identified several points
for improvement related to CRE. Team members indicated that this included both
quick wins and points that took more time to realize. The survey in chapter 6
showed that team members were enthusiastic about using the tool and thought

it contributed to improving CRE on their ward.

This thesis did not investigate the optimal frequency of using the CREATE-tool.
The advice is to formulate an improvement plan for the geriatric rehabilitation
ward based on the results of the CREATE-tool. If all improvement points from this
plan have been achieved, the process of the CREATE-tool can be started again. If
these points have not been achieved within 2 years, it is recommended to start
the assessment process with the CREATE-tool again. In this way teams can iden-

tify whether new areas for improvement have raised regarding CRE.
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Implications for education

This thesis has identified some important points for the education of profes-
sionals. One of the most important aspects of a CRE is interprofessional collab-
oration. The best place to start interprofessional collaboration is at the start of
the training of future professionals! If students are taught to collaborate beyond
the boundaries of their own field during their education, this will have an impact
on the collaborations during their working life. As one of the participants of the
study in chapter 4 said, “this interprofessional education should not stop when
professionals have obtained their diploma, but requires continuous education”. In-
terprofessional team trainings are an excellent way to stimulate interprofessional
collaboration during regular working days. These team trainings will strengthen
the team spirit, allow professionals to learn from each other, improve effective

communication, and help professionals find each other in the workplace.?®

What this thesis has further demonstrated is the importance of the environment
in which rehabilitation takes place. A stimulating and challenging environment can
challenge rehabilitants to work on their rehabilitation outside therapy hours. Itis
good to emphasize this importance of the environment in the training of health-
care professionals. But even more important is the training of non-health care
professionals involved in the design of rehabilitation departments. They should
be aware of the importance of a challenging environment for rehabilitants and
be trained in ways to achieve this. Healthcare professionals and non-healthcare
professionals must be taught how to speak each other’s language to achieve the
best possible result together. A good example of this is the “Bij Ons" tool, in which
healthcare professionals and architects work together to design a nursing home

which gives residents with dementia a feeling of home.?

In a CRE, professionals work together in an interdisciplinary manner and all team
members are jointly responsible for increasing therapeutic activities of rehabili-
tants. Many different disciplines work together in an interdisciplinary team, but
the professional with whom patients spent the most time is the nurse. If nurses
incorporate exercises in their daily contact with rehabilitants, this can increase
therapeutic activities with almost one hour a day.3*%' It is therefore important

that these practice moments are regularly mentioned during the training of pro-
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fessionals, and all professionals involved in rehabilitation must regard the nurse

as a therapist.

Future research

This thesis brings a solid foundation for the challenging rehabilitation environ-
ment, but like any research, it raises further research questions. One of the re-
search questions for this thesis was which aspects are important for a CRE and
how can they be combined in a conceptualization. Now that this conceptualiza-
tion has been established, it is important to conduct further research into the
effectiveness of using the concept of CRE for quality improvement activities.
As mentioned above, specific parts of this concept have already been studied.
It is necessary to conduct further research into the effect of combining all these
aspects. CRE is an extensive concept and many rehabilitation wards have imple-
mented certain parts of this concept, which is why action research seems to be

an appropriate method for further research.

The second research question of this thesis has resulted in a team self-evaluation
tool. This thesis shows evidence that this CREATE-tool is helpful for rehabilitation
wards to identify their areas for improvement regarding CRE. Further research
can be conducted into the long-term effect of the use of the CREATE-tool on the
CRE of rehabilitation wards. This requires an implementation study and could be

part of the above-mentioned action research.

Regarding the methodology of the studies that have resulted in the CREATE-tool,
some limitations have been mentioned above. These limitations raise new re-
search questions. Geriatric rehabilitation is a rapidly developing field of interest
in both clinical practice and scientific research. It is not certain that all these
developments are included in the conceptualization of CRE developed in this
thesis. Therefore, it is important that we remain alert to new developments and,

if applicable, update the current conceptualization.

The studies in this thesis mainly took place in the Netherlands. Recent studies
have shown that despite of a consensus definition, there are international dif-
ferences in the way geriatric rehabilitation is offered and in inclusion criteria.?%3

To increase the external validity of the concept, it is paramount to study to what
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extent the current conceptualization is endorsed internationally and whether the

developed CREATE-tool is feasible in other countries.

Completing the full procedure of the CREATE-tool is relatively time-intensive,
which is why it is recommended to only do this once every two years. During
these two years it is desirable to monitor whether CRE on a ward is developing
in the desired direction. A short and quick checklist should be developed and

evaluated for this purpose.

Results of both the CREATE-tool and the conceptualization point in the direction
of involving rehabilitants and informal caregivers in the rehabilitation process. It is
necessary to investigate how they can be involved in shaping CRE on a rehabilita-
tion ward, as this is under studied. It should be explored whether the CREATE-tool

can be further developed into a tool for rehabilitants and informal caregivers.

This thesis focused on inpatient rehabilitation. But not all patients receive inpa-
tient rehabilitation. And even if they do, the rehabilitation starts in the hospital
and continues after discharge in their home situation. All these phases of reha-
bilitation together ensure an optimal rehabilitation result, and aspects of a CRE
are important during all these phases. It is therefore recommended that further
research will be conducted into which aspects of CRE are relevant during hospital
admission and during rehabilitation at home. This may lead to further research
into possible adjustments to the CREATE-tool so that it can be applied in these

settings.
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ilogue: the case of my grandfather

In the general introduction of this thesis, the case of my grandfather was
introduced. My grandfather rehabilitated before the concept of a challeng-
ing rehabilitation environment existed. His treatment was mainly mono-
disciplinary and besides his therapy moments, he had relatively small
challenges and exercises. Nevertheless, after ten weeks he was able to
walk without a walking aid and independent in his activities of daily living.

But he didn’t cycle again and felt less confident walking on uneven paths.

With the current knowledge, | suggest that he may have achieved better
rehabilitation results if his rehabilitation had taken place within a CRE.
Would he have achieved a higher therapeutic intensity and felt more con-

fident and even stepped on his bike again?
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Summary

Summary

The global population is ageing, leading to an increase in multimorbidity, geriatric
syndromes and hospital admissions. Common reasons for hospitalization in older
persons are infections, cardiac problems, surgical interventions, stroke, cancer or
fall related trauma. Due to a decreased strength, endurance and independence
in activities of daily living, older persons are not always able to return to their
own living situation after hospitalization. These persons are referred to geriatric

rehabilitation.

Geriatric rehabilitation is a relatively young field and aims to optimize function-
al capacity, promote activity, and preserve functional reserve and social partic-
ipation in older people with disabling impairments through a multidimensional
approach of diagnostic and therapeutic interventions. Geriatric rehabilitation is
offered by an interdisciplinary team consisting of nurses, elderly care physicians,
physiotherapists, occupational therapists, psychologists, dietitians, and speech
and language therapists. In the Netherlands, a total of 54.910 rehabilitants were
treated in geriatric rehabilitation in 2021, which amounts to 1.5% of the Dutch
population over 65 years of age. In 2019, 80% of the rehabilitants were able to

return to their own living environment after geriatric rehabilitation.

The concept of (socio)therapeutic climate has been used for some time in fields
such as psychiatry and care for residents with dementia. This concept is based
on a broad approach to treatment, which considers the social, physical and or-
ganizational environment to achieve the therapeutic goals. In 2011, this broad
philosophy was transferred to geriatric rehabilitation by Marieke Terwel. Although
this idea was enthusiastically adopted by rehabilitation wards in the Netherlands,
there was no scientific substantiation of the concept at that time. As a result, it
was not clear which aspects were important in the concept. Consideration was
given to increasing therapy time, group training, independent practice, task-ori-

ented practice and family participation.
This thesis describes results of the CREATE study (Challenging REhAbiliTation En-

vironment). The aim of the CREATE study was to conceptualize this concept and

the development of a tool to support rehabilitation departments in its implemen-
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tation. The concept describes the entire environment in which the rehabilitation
takes place and is intended to challenge rehabilitants to achieve the best possible
result from the rehabilitation. This total concept will be referred to in this thesis

as the Challenging Rehabilitation Environment.

In this thesis the following research questions were addressed:

1. Which aspects are important in a challenging rehabilitation environment and
how can these be combined in a conceptualization?

2. To which extent is a team self-evaluation tool feasible to support rehabilitation

wards by implementing a challenging rehabilitation environment?

Main research findings

In Chapter 2, evidence for the challenging rehabilitation environment was sought
in the literature. Because there was no scientific evidence for the entire concept,
a narrative review was used to examine various aspects that are relevant to the
challenging rehabilitation environment. This review included 51 articles, from
which a total of 7 main topics were identified. These involved: 1) therapy time;
the level of physical activity and the relationship with rehabilitation outcomes,
2) group training; can be used to increase therapy time and achieve goals, e.g. in
the areas of mobility and activities of daily living, 3) patient-regulated exercise;
this increases the level of self-management and therapy time, 4) family partici-
pation; this can have a positive effect on rehabilitation outcomes and increases
therapy time, 5) task-oriented training; in addition to therapy, nurses can stimulate
rehabilitants to perform meaningful tasks that improve functional outcomes, 6)
enriched environment; this can challenge rehabilitants to be active in social and
physical activities, and 7) team dynamics; shared goals and good communication

in a transdisciplinary team improves the quality of rehabilitation.

As the challenging rehabilitation environment was a relatively new concept with
different interpretations on various wards, it was unclear if this review captured
all relevant aspects. Therefore, the two qualitative studies described in chapters
3 and 4 were conducted simultaneously. Chapter 3 describes a qualitative study
into the perspectives of rehabilitants and informal caregivers regarding the chal-
lenging rehabilitation environment. A total of 15 rehabilitants and six informal

caregivers participated in telephone interviews or focus groups. These partici-
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pants all had recent experience in (geriatric) rehabilitation. Thematic analysis led
to 13 themes, divided into nine themes related to the rehabilitation process and
four themes related to the organizational process. The themes related to the
rehabilitation process had to do with: 1) rehabilitant; attention for resilience, mo-
tivation, cognition and emotional aspects, 2) rehabilitant centered; goal setting,
coping and physical and cognitive functioning, 3) informal caregivers; involving
informal caregivers and attention for their resilience and the relationship between
informal caregiver and rehabilitant, 4) communication; aligning the rehabilita-
tion process, 5) exercise; increasing intensity by using task-oriented exercise,
patient-regulated exercise and group training, 6) peer support; for recognition
and learning from each other, 7) daily schedule; influence on the planning and
activities outside therapy, 8) nutrition; provides energy for rehabilitation, and 9)
eHealth; this makes rehabilitation more challenging and fun. The themes related
to the organizational process were: 1) environmental aspects; single bedrooms,
shared room for activities and therapy options on the ward, 2) staff aspects; a
small team with a motivating and empathetic attitude, 3) organizational aspects;
organized in an efficient way, and 4) return home; a well-prepared discharge pro-

cess with attention to home visits.

In chapter 4 the perspective of professionals regarding the challenging rehabilita-
tion environment were studied. For this purpose, 13 focus groups were organized
with both national and international experts and rehabilitation professionals. In
addition, four workshops were given at two Dutch conferences. A total of 69
professionals participated in a focus group and 180 professionals in a workshop.
Thematic analysis led to 11 relevant themes for the challenging rehabilitation
environment. The themes were similar to those that emerged in the study with
rehabilitants and informal caregivers. However, in the analysis of this study, the
theme of communication was a subtheme in involving informal caregivers and
the theme of peer support was a subtheme in the theme of exercises. This led to
seven themes related to the rehabilitation processes: 1) rehabilitant; attention
for resilience and cognitive functioning, 2) goals; setting personal goals, 3) exer-
cise; increasing exercise intensity, 4) daily schedule; following the daily rhythm,
5) involving the client system; informal caregivers participation, 6) nutrition; in-
fluences rehabilitation capability, and 7) technology; makes rehabilitation more

safe and challenging. Four themes were identified regarding the organizational
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processes: 1) environmental aspects; encourages exercises, 2) staff aspects; an
interdisciplinary team, 3) organizational aspects; implementing a challenging re-
habilitation environment requires a shared vision, and 4) factors outside the ward;

such as a well-prepared discharge process.

In chapter 5, the data from the first three studies were combined by means of
concept mapping into an evidence-based, expert-based and experience-based
conceptualization of the challenging rehabilitation environment. For this pur-
pose, 70 statements were extracted from the first 3 studies. 20 (para)medics, 11
nurses and 15 rehabilitants and informal caregivers participated in the study. All
participants assessed the statements for relevance and clustered the statements
into related topics. Using the statistical procedure of concept mapping, a broadly
supported classification into clusters was developed based on this input. This

resulted in a division into five clusters;

1) Goals;
Aspects that are relevant to the goal setting process. The goals should cover
both the inpatient and outpatient period of rehabilitation. These goals should
be used as a guidance through the rehabilitation process in terms of the use
of therapies and the duration of the rehabilitation process. This cluster also
describes that home visits are an integral part of rehabilitation.

2) Rehabilitant and informal caregiver;
This cluster focuses on factors related to the rehabilitant and informal care-
giver. In a challenging rehabilitation environment, it is important that they
are part of the rehabilitation team. For example, they must be involved in
formulating the rehabilitation plan, participate in multidisciplinary consulta-
tions and have access to and be able to report in the reports. In addition, it
is important that rehabilitant and informal caregiver are educated about the
medical condition that initiated the rehabilitation, how to deal with associated
cognitive problems, and how to manage stimuli and resilience. It is also desir-
able if they are trained in the skills they need during and after rehabilitation.

3) Staff aspects
In a challenging rehabilitation environment, staff should apply an interdisci-
plinary working method, which implies that there is no hierarchy. All employ-

ees are jointly responsible for achieving rehabilitation goals, have a rehabili-
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tative mindset and integrate exercise moments into their daily contact with
rehabilitants. In addition, the team members take the learning style of the
rehabilitant into account and offer information in diverse ways and at multiple
times. Staff members work in accordance with current scientific knowledge
on geriatrics and rehabilitation. The rehabilitation team and management
also have a shared vision on rehabilitation and the challenging rehabilitation
environment.

Environmental aspects

The overall layout of the rehabilitation ward is challenging and provides safety
for rehabilitants to practice independently. This can be achieved, for example,
by means of a seating area in the bedroom that invites rehabilitants to get out
of bed, relevant areas within walking distance, or handrails in the hallways.
Treatment takes place on the ward as much as possible and rehabilitants can
use the exercise facilities throughout the day. Rehabilitants have their own
bedroom, but can also use a common room. This gives them the opportunity
to dose their number of stimuli. This cluster further states that the food must
be tasty, healthy and (protein) enriched, prepared as much as possible with
readily available products.

Exercise and peer support

Exercises in a challenging rehabilitation environment focuses on goals
regarding mobility, activities of daily living, grief, cognition and communication.
Rehabilitants are encouraged to work on their rehabilitation throughout the
day, for example through homework exercises. Daily therapeutic activity
occurs via task-oriented training. In addition, group therapy is used to achieve
rehabilitation goals and to stimulate peer support. Joint meals contribute
to peer support and achieving the rehabilitation goals. In a challenging
rehabilitation environment, the daily rhythm of the rehabilitant is followed.
This means that there is no fixed planning. Informal caregivers are welcome
on the ward throughout the day, but other visitors have visiting hours.
eHealth is used to make exercises more fun and challenging and can support

monitoring and visualizing changes in functioning of rehabilitants.

Using the conceptualization described above, a self-assessment tool for teams
was developed in Chapter 6, the CREATE-tool. This tool consists of 70 state-

ments divided over the five described clusters. A representation of the inter-
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disciplinary team individually assessed all statements using the plan, do, check,
act methodology. These ratings were considered as ordinal data and convert-
ed into individual and team standardized cluster ratings. These ratings were
shown on a five-axis radar chart. The individual and team ratings were the input
for a team meeting, where the participants discussed the results per cluster.
They tried to identify the strengths and areas for improvement per cluster. The
areas for improvement were noted on a flip chart and after the discussion, all
team members indicated three quick wins and 3 larger areas for improvement.
In chapter 6, this methodology was tested on five rehabilitation wards. A total
of 28 (para)medics and 22 nurses participated in the study. Afterwards, these
participants completed an evaluation survey. The study showed that the tool
was helpful in identifying strengths and areas for improvement of a rehabilitation
ward. Between 11 and 29 areas for improvement were identified per team. The
participants were all very satisfied with the use of the tool, which was reflected

in a median score of 7 or 8 on all evaluation questions.

Conclusion

The studies in this thesis jointly led to an evidence-based, expert-based and ex-
perience-based conceptualization of the challenging rehabilitation environment in
five clusters. This conceptualization has been incorporated into the CREATE-tool,
a team-self assessment tool that can be used to implement and evaluate the
challenging rehabilitation environment in geriatric rehabilitation departments.
This CREATE-tool is able to identify areas for improvement for the challenging
rehabilitation environment at ward level and professionals are satisfied with the
use of the tool. This thesis did not investigate to what extent the use of the CRE-
ATE-tool contributes to the rehabilitation outcomes of individual rehabilitants or
to the improvement of the challenging rehabilitation environment at ward level.
In previous studies, components of the CREATE-tool have proven their effect on
rehabilitation outcomes. It is therefore recommended to use the CREATE-tool
at least once every two years to identify the ward's areas for improvement. In
addition, geriatric rehabilitation is a rapidly developing field. This also means that
the conceptualization of the challenging rehabilitation environment is a dynamic

concept and requires continuous further development.
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Samenvatting

De wereldwijde populatie is aan het vergrijzen. Dit leidt tot een toename van mul-
timorbiditeit, geriatrische syndromen en ziekenhuisopnames. Veel voorkomende
redenen waarom ouderen in het ziekenhuis worden opgenomen zijn infecties, car-
diale problematiek, operatieve interventies, beroerte, kanker of trauma als gevolg
van een val. Als gevolg van een afgenomen kracht, conditie en zelfstandigheid in
activiteiten van het dagelijks leven, zijn ouderen na ziekenhuisopname niet altijd
in staat om naar hun eigen woonsituatie terug te keren. Deze ouderen worden

verwezen naar geriatrische revalidatie.

Geriatrische revalidatie is een relatief jong vakgebied en heeft als doel om middels
een multidimensionale benadering van diagnostische en therapeutische inter-
venties, de functionele capaciteit te optimaliseren, activiteiten te bevorderen
en functionele reserves en sociale participatie te behouden bij ouderen die een
achteruitgang hebben ervaren. Geriatrische revalidatie wordt aangeboden door
een interdisciplinair team bestaande uit verzorgende, verpleegkundigen, speci-
alist ouderengeneeskunde, fysiotherapeuten, ergotherapeuten, psychologen,
diétisten en logopedisten. In Nederland werden in 2021 in totaal 54.910 revali-
danten behandeld in de geriatrische revalidatie, wat neerkomt op 1,5% van de
Nederlandse bevolking boven de 65 jaar. In 2019 was 80% van de revalidanten na

geriatrische revalidatie in staat om terug te keren naar hun eigen leefomgeving.

In vakgebieden zoals de psychiatrie en de zorg voor bewoners met dementie
wordt al langere tijd gewerkt met het concept (socio)therapeutisch klimaat. Dit
is gebaseerd op een brede benadering van behandeling, waarbij zowel wordt ge-
keken naar de sociale, fysieke als organisatorische omgeving voor het behalen
van de therapeutische doelen. In 2011 werd dit brede gedachtegoed overgebracht
naar geriatrische revalidatie door Marieke Terwel. Hoewel dit gedachtegoed en-
thousiast werd overgenomen door revalidatieafdelingen in Nederland, ontbrak op
dat moment een wetenschappelijke onderbouwing van het concept. Hierdoor was
niet duidelijk welke aspecten belangrijk waren in het concept, gedacht werd aan
het verhogen van de therapie tijd, groep training, zelfstandig oefenen, taak-geo-

riénteerd oefenen en familieparticipatie.
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In dit proefschrift is binnen de CREATE studie (Challenging REhAbiliTation En-
vironment) onderzoek gedaan naar de conceptualisering van dit concept en het
ontwikkelen van een tool om revalidatieafdelingen te ondersteunen bij het imple-
menteren. Het concept beschrijft de gehele omgeving waarin de revalidatie plaats
vindt en is bedoeld om revalidanten uit te dagen om een zo optimaal mogelijk
resultaat van de revalidatie te behalen. Dit totale concept zal in dit proefschrift
worden benoemd als het uitdagend revalidatie klimaat (Englisch: Challenging

Rehabilitation Environment).

In dit proefschrift staan twee onderzoeksvragen centraal:

1. Welke aspecten zijn belangrijk in een uitdagend revalidatieklimaat en hoe
kunnen deze gecombineerd worden in een conceptualisering?

2. In hoeverre is een team zelf-evaluatie tool toepasbaar om revalidatieafdelin-
gen te ondersteunen bij het implementeren van een uitdagend revalidatie-

klimaat?

Belangrijkste bevindingen van het proefschrift

In hoofdstuk 2 is in de literatuur een wetenschappelijke onderbouwing voor
het uitdagend revalidatieklimaat gezocht. Omdat een wetenschappelijke
onderbouwing van het gehele concept ontbrak, is middels een narrative
review gekeken naar de onderbouwing van verschillende aspecten die
relevant zijn voor het uitdagend revalidatieklimaat. In deze review werden
51 artikelen geincludeerd, waaruit in totaal 7 hoofdonderwerpen werden
gedestilleerd. Deze hadden te maken met: 1) therapie tijd; het niveau
van fysieke activiteit en het verband tussen dit niveau en de revalidatie
uitkomsten, 2) groepstraining; kan gebruikt worden voor het verhogen van
de therapie tijd en het behalen van doelen onder andere op het gebied van
mobiliteit en activiteiten van het dagelijks leven, 3) zelfstandig oefenen;
dit verhoogt het niveau van zelfmanagement en de therapie tijd, 4) familie
participatie; dit kan een positief effect hebben op de revalidatie uitkomsten
en de therapietijd verhogen, 5) taak-georiénteerd trainen; in aanvulling
op de therapiemomenten met behandelaren kan verpleging de revalidant
stimuleren om betekenisvolle taken uitvoeren die de functionele uitkomsten
kunnen verbeteren, 6) verrijkte omgeving; dit kan revalidanten uitdagen
om actief te zijn in sociale en fysieke activiteiten, en 7) team dynamiek;
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gezamenlijke doelen en goede communicatie in een transdisciplinair werkend
team verbeterd de kwaliteit van de revalidatie.

Omdat het uitdagend revalidatieklimaat een relatief nieuw concept was en ver-
schillend werd geinterpreteerd, was de kans groot dat met deze review niet
alle relevante aspecten waren opgehaald. Daarom werden gelijktijdig de twee
kwalitatieve studies beschreven in hoofdstuk 3 en 4 uitgevoerd. In hoofdstuk
3 is de kwalitatieve studie naar de perspectieven van revalidanten en mantel-
zorgers op het uitdagend revalidatieklimaat beschreven. In totaal hebben 15
revalidanten en zes mantelzorgers deelgenomen aan telefonische interviews
of focusgroepen. Deze deelnemers hadden alle recente ervaring in de (geria-
trische) revalidatie. De thematische analyse van deze gesprekken leidde tot
13 thema’s, onderverdeeld over negen thema’s met betrekking tot het revali-
datie proces en vier thema's met betrekking tot het organisatorische proces.
De thema's met betrekking tot het revalidatie proces hadden te maken met: 1)
de revalidant; aandacht voor belastbaarheid, motivatie, cognitie en emotione-
le aspecten, 2) revalidant georiénteerd; het stellen van doelen, coping en het
niveau van fysiek en cognitief functioneren, 3) mantelzorgers; het betrekken van
mantelzorgers en aandacht hebben voor hun belastbaarheid en de relatie tussen
mantelzorger en revalidant, 4) communicatie; voor het afstemmen van het re-
validatieproces, 5) oefeningen; het verhogen van de intensiteit door middel van
taak-georiénteerd trainen, zelfstandig oefenen en groepstraining, 6) lotgenoten-
contact; voor (h)erkenning en het van elkaar leren, 7) dagstructuur; het hebben
van invloed op de planning en de aanwezigheid van activiteiten naast de therapie,
8) voeding; geeft energie voor de revalidatie, en 9) eHealth; dit maakt de revali-
datie uitdagender en leuker. De thema'’s met betrekking tot het organisatorische
proces waren: 1) omgevingsaspecten; eenpersoons kamers, gezamenlijke ruimte
voor activiteiten en therapie mogelijkheden op de afdeling, 2) medewerker as-
pecten; een klein team met een motiverende en empathische houding, 3) orga-
nisatorische aspecten; op een efficiénte manier georganiseerd, en 4) terugkeer

naar huis; een goed voorbereid ontslagtraject met aandacht voor huisbezoeken.

In hoofdstuk 4 werd vervolgens gekeken naar het perspectief van professionals
op het uitdagend revalidatieklimaat. Hiervoor werden 13 focusgroepen geor-
ganiseerd met zowel nationale als internationale experts en medewerkers van

revalidatieafdeling. Daarnaast werden vier workshops op twee nationale con-

197



Samenvatting

gressen gegeven. In totaal hebben 69 professionals deelgenomen aan een fo-
cusgroep en 180 professionals aan een workshop. Thematische analyse leidde
tot 11 relevante thema'’s voor het uitdagend revalidatieklimaat. De thema's waren
vergelijkbaar met de thema's die in de studie met revalidanten en mantelzor-
gers naar voren waren gekomen. Echter was in de analyse van deze studie het
thema communicatie een subthema bij het betrekken van de mantelzorgers en
het thema lotgenotencontact een subthema bij het thema oefeningen. Dit leidde
tot zeven thema's die betrekking hebben op het revalidatie proces: 1) revalidant;
aandacht voor belastbaarheid en cognitief functioneren, 2) doelen; het stellen
van persoonlijke doelen, 3) oefeningen; het verhogen van de oefenintensiteit,
4) dagstructuur; het volgen van het dagelijks ritme, 5) betrekken van het cliént
systeem; mantelzorgparticipatie, 6) voeding; beinvloedt de revalidatiecapaciteit,
en 7) technologie; maakt revalidatie veiliger en uitdagender. Met betrekking tot
het organisatorische proces werden vier thema's geidentificeerd: 1) omgevingsas-
pecten; stimuleert oefenen, 2) medewerkersaspecten; een interdisciplinair team,
3) organisatie aspecten; het implementeren van een uitdagend revalidatieklimaat
vraagt een gezamenlijke visie, en 4) factoren buiten de afdeling; zoals een goed

voorbereid ontslag traject.

In hoofdstuk 5 is de data uit de eerste drie studies middels concept mapping
gecombineerd in een evidence-based, expert-based en experience-based con-
ceptualisering. Hiervoor werd en uit de eerste 3 studie 70 stellingen gedestileerd.
Aan de studie namen 20 (para)medici, 11 verzorgende en verpleegkundigen en 15
revalidanten en mantelzorgers deel. Alle deelnemers beoordeelden de stellingen
op relevantie en clusterden de stellingen in bij elkaar horende onderwerpen. Met
behulp van de statistische procedure van concept mapping is met deze input
voor het uitdagend revalidatieklimaat een breed gedragen indeling in clusters

ontwikkeld. Dit resulteerde in een indeling in vijf clusters;

1) Doelen;
Aspecten die relevant zijn voor het proces van doelen stellen. De doelen
zouden zowel de klinische als de ambulante fase van de revalidatie moeten
beslaan. Deze doelen moeten leidend zijn in de inzet van therapieén en de
duur van het revalidatietraject. Ook wordt in dit cluster beschreven dat

huisbezoeken een integraal onderdeel van revalidatie zijn.
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Revalidant en mantelzorger;

Dit cluster heeft betrekking op factoren die te maken hebben met de
revalidant en mantelzorger. In een uitdagend revalidatieklimaat is het
belangrijk dat zij onderdeel zijn van het revalidatieteam. Zo moeten ze
betrokken worden bij het opstellen van het revalidatieplan, deelnemen aan
het multidisciplinair overleg en toegang hebben tot en kunnen rapporteren
in het elektronisch cliéntdossier. Daarnaast is het belangrijk dat ze uitleg
krijgen over de aandoening die aanleiding was voor de revalidatie, hoe ze om
moeten gaan met bijpbehorende cognitieve problematiek en hoe om te gaan
met veranderde prikkelgevoeligheid en belastbaarheid. Ook is het wenselijk
als ze geschoold worden in vaardigheden die ze tijdens en na de revalidatie
nodig hebben.

Medewerkersaspecten;

In een uitdagend revalidatieklimaat werken medewerkers op een
interdisciplinaire manier samen, wat inhoudt dat er geen hiérarchie is.
Alle medewerkers zijn gezamenlijk verantwoordelijk voor het behalen van
de revalidatiedoelen, hebben een revaliderende mindset en integreren
oefenmomenten in hun dagelijkse contact met revalidanten. Daarnaast
houden de teamleden rekening met de leerstijl van de revalidant en bieden
ze informatie op verschillende manieren en meerdere momenten aan. De
medewerkers zijn op de hoogte van de laatste inzichten met betrekking tot
revalidatie en geriatrie. Ook heeft het revalidatieteam en management een
gezamenlijke visie op revalidatie en het uitdagend revalidatieklimaat.
Omagevingsaspecten;

De algehele indeling van de revalidatieafdeling is uitdagend en biedt veiligheid
aan revalidanten om zelfstandig te oefenen. Dit kan bijvoorbeeld bereikt
worden door middel van een zitje in de slaapkamer dat uitnodigt om uit
bed te komen, relevante ruimtes op loopafstand of leuningen in de gangen.
Behandeling vindt zo veel mogelijk plaats op de afdeling en revalidanten
kunnen de gehele dag gebruik maken van oefenmogelijkheden. Revalidanten
hebben een eigen slaapkamer, maar kunnen ook gebruik maken van een
gezamenlijke ruimte. Dit geeft ze de mogelijkheid om de hoeveelheid prikkels
te doseren. In dit cluster wordt verder benoemd dat de voeding lekker, gezond
en (eiwit) verrijkt moet zijn, zoveel mogelijk bereid met regulier verkrijgbare

producten.
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5) Oefeningen en lotgenotencontact;
Oefeningen in een uitdagend revalidatieklimaat focussen op doelen op het
gebied van mobiliteit, activiteiten van het dagelijks leven, rouw, cognitie
en communicatie. Revalidanten worden uitgedaagd de hele dag aan hun
revalidatie te werken, bijvoorbeeld door middel van huiswerkoefeningen.
De dagelijkse therapeutische activiteit wordt zoveel mogelijk door middel
van taak-georiénteerd trainen uitgevoerd. Daarnaast wordt groepstherapie
ingezet voor het behalen van revalidatiedoelen en het stimuleren van
lotgenotencontact. Ook gezamenlijke eetmomenten dragen bij aan
lotgenotencontact en het behalen van de revalidatiedoelen. In een uitdagend
revalidatieklimaat wordt het dagritme van de revalidant gevolgd. Dit betekent
dat er geen vaststaande therapieplanning is. Mantelzorgers zijn gedurende
de hele dag welkom op de afdeling, maar overig bezoek heeft bezoektijden.
eHealth wordt ingezet om oefeningen leuker en uitdagender te maken en
kan ondersteunen bij het monitoren en in beeld brengen van veranderingen

in functioneren.

Met behulp van de hierboven beschreven conceptualisering werd in hoofdstuk 6
een zelf-evaluatie tool voor teams ontwikkeld, de CREATE-tool. Deze tool bestaat
uit 70 stellingen verdeeld over de hierboven beschreven vijf clusters. Een vertegen-
woordiging van het interdisciplinaire team beoordeeld individueel alle stellingen
met behulp van de plan, do, check, act methodologie. Deze beoordelingen werden
beschouwd als ordinale data en omgezet in individuele en team gestandaardiseer-
de cluster beoordelingen. Deze beoordelingen werden getoond op een spinnen-
webdiagram met vijf assen. Deze individuele en team beoordelingen waren de
input voor een team meeting, waarbij de deelnemers per cluster de resultaten be-
spraken. Hierbij probeerden ze per cluster de sterke punten en de verbeterpunten
te identificeren. De verbeterpunten werden op een flap-over genoteerd en na de
discussie gaven alle teamleden drie quick wins en 3 grotere verbeterpunten aan.
In hoofdstuk 6 werd deze methodologie getoetst op vijf revalidatie afdelingen.
Aan de studie deden in totaal 28 (para)medici en 22 verpleging en verzorging mee.
Na afloop vulden deze deelnemers een evaluatie enquéte in. De studie liet zien dat
de tool behulpzaam was bij het identificeren van de sterke en verbeterpunten van

afdelingen. Per team werden tussen de 11 en 29 verbeterpunten geidentificeerd.
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De deelnemers waren allen zeer tevreden over het gebruik van de tool, wat zich

toonde in een mediane score van 7 of 8 op alle evaluatie vragen.

Conclusie

De studies in dit proefschrift hebben gezamenlijk geleid tot een evidence-
based, expert-based en experience-based conceptualisering van het
uitdagend revalidatieklimaat in vijf clusters. Deze conceptualisering is
verwerkt in de CREATE tool, een team-zelf evaluatie tool die gebruikt
kan worden voor het implementeren en evalueren van het uitdagend
revalidatieklimaat op geriatrische revalidatie afdelingen. Deze CREATE-
tool is in staat om op afdelingsniveau verbeterpunten voor het uitdagend
revalidatieklimaat te identificeren en professionals zijn tevreden over het
gebruik van de tool. In dit proefschrift is niet onderzocht in welke mate
het gebruik van de CREATE-tool bijdraagt aan de revalidatie uitkomsten
van individuele revalidanten of de verbetering van het uitdagend
revalidatieklimaat op afdelingsniveau. In eerdere studies hebben onderdelen
waaruit de CREATE-tool is opgebouwd hun effect op revalidatie uitkomsten
bewezen. Daarom wordt geadviseerd om de CREATE-tool minimaal eens per
twee jaar te gebruiken om de verbeterpunten van de afdeling te identificeren.
Daarnaast is de geriatrische revalidatie een snel ontwikkelend vakgebied. Dit
maakt dat ook de conceptualisering van het uitdagend revalidatieklimaat een
dynamisch concept is en continue doorontwikkeling vraagt.
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