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Abstract

Background

Hospital admissions in frail older people are associated with a greater risk of disability,
cognitive decline and adverse outcomes. Rehabilitation interventions are frequently
cited as key in supporting frail older people’s recovery following periods of
decompensation and ill health. Healthcare practitioners are required to make decisions,
in the face of growing complexity of service provision, patient needs and expectations,
about a patient’s potential to respond to rehabilitation interventions. The clinical
currency in which these decisions are transacted is through the use of the term
rehabilitation potential. Decisions about rehabilitation potential can determine what
rehabilitation services a patient can access. There is no universally agreed,
systematically assessed or explicitly operationalised model or clinical guideline that
helps therapists to make consistent, transparent, patient-centred and evidence-based
decisions about rehabilitation potential. This PhD study addresses this gap through the
development of the Rehabilitation Potential Assessment Tool (RePAT) to be used with

frail older people.

Methods

An exploratory sequential mixed-methods approach was used to develop and test the
RePAT intervention following the Medical Research Councils framework for Developing
and Evaluating Complex Interventions. A mapping review identified relevant evidence to
inform the development of the RePAT intervention. Focus groups explored the opinions,
experiences and understanding of rehabilitation potential from multiple perspectives.
Results from these components were synthesised and subjected to a two-step Delphi
consensus which informed the RePAT intervention and training programme. A non-
randomised feasibility study with nested semi-structured interviews was completed,
where the RePAT intervention was delivered in an acute hospital setting, to explore
whether the intervention was deliverable and acceptable to staff and patient
participants. Intervention fidelity was tested. Patient and public involvement was
integrated into every step of the research process, including qualitative data analysis

and intervention design.



Results

Evidence from 49 articles included in the mapping review and five focus groups with 28
participants identified that rehabilitation potential was complex, poorly understood and
judged by different people at different times. In the absence of predictive variables for
rehabilitation, practitioners made complex decisions based on rehabilitation response,
performance and outcomes. These were then considered against ethical considerations,
patient choice and resource availability. The RePAT intervention was modelled and a
two-step Delphi consensus with 46 participants was completed. A 15 item rehabilitation
potential assessment tool and training package were developed. Six staff participants
were recruited and trained to use the RePAT on a total of 26 patients who were
identified as frail using validated frailty measures. RePAT was found to be acceptable
and tolerated in the hospital setting and provided a structured, transparent, evidence-
based approach to support decision-making into rehabilitation potential. Its content
allowed clinicians to embrace the complex and dynamic forces at play in frailty
rehabilitation and recovery from acute ill health to aid decision-making in an effort to
select the most appropriate treatment. A structured approach allowed practitioners to
make explicit their reasons behind rehabilitation decision-making and rehabilitation

potential and encouraged them to become cognoscente of ethical dilemmas and biases.

Conclusion

The RePAT was developed and tested in a clinical environment. There was evidence that
it provided structure to clinical reasoning which had not been evident and encouraged
practitioners to become cognoscente of ethical dilemmas and biases. This study lays the
groundwork for further research into rehabilitation decision-making amongst clinicians
working with older people living with frailty. The research process detailed within this
thesis was feasible and the RePAT intervention is now ready for further clinical and cost-

effectiveness evaluation.
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Preface

| have been a qualified physiotherapist for 22 years and worked in the field of
geriatrics and frailty rehabilitation within the hospital and community setting for 14
years. In my clinical roles, | directly experienced the challenges clinicians face in
deciding who has rehabilitation potential and who is likely to respond to
rehabilitation programmes. My desire to undertake this PhD was directly driven by
my clinical experience where | met many frail older people who had been deemed to
have ‘no rehabilitation potential’ while recovering from episodes of ill health and
denied access to rehabilitation. | was acutely aware of the lack of evidence which
informed clinicians decision making in frailty rehabilitation and was driven by the
desire to ensure that my patients, their families and carers received high-quality,
evidence-based care. | observed how more junior colleagues adopted very simplistic
and binary approaches to decision-making, especially in the hospital setting where
they were under significant pressure to make decisions quickly and expedite flow
within the hospital. With largely stagnant healthcare expenditure in community and
hospital-based rehabilitation, clinicians were being asked to decide on how and
whom to allocate limited resources to. They were often inexperienced in delivering
rehabilitation programmes and were not afforded the opportunity to observe the

outcomes of their decisions.

| also have personal experience of decision making in frailty, albeit in relation to
surgical management in my Grannie. At the age of 88, she had several complex
comorbidities, was frail and underwent highly invasive cancer surgery which
expedited her decline. Her belief that health professionals knew best and that she
should have all curative treatments, even when these were painful and distressing
has also shaped how | view rehabilitation and later life care. There comes the point
when we seek quality and not quantity of life. If our family had been more involved in
discussions and her surgical care, the outcome would not have changed, but perhaps
her journey may have been less traumatic. It is these experiences that | bring to the

study.
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This PhD sought to embed Patient and Public Involvement (PPI) throughout the study
components to ensure that the RePAT intervention embraced a person-centred
approach. The position of the PPl member, Margaret Kerr (MK), is therefore outlined

and presented in her own words in relation to the research presented in this thesis.

Position of the PPl member

Alison approached the Dementia and Palliative Care PPI group with her proposed
research project into the assessment of rehabilitation potential of older people in an
acute setting. It was a subject which had personal connotations for me. My father,
who had a dementia diagnosis along with other medical issues, had been admitted to
a ward following a fall. He was a very active person walking most days but was
discharged from hospital in a wheelchair. My sister or | visited every day and each

IM

day his “rehabilitation potential” appeared to be altered. One day he was to be
transferred for intensive physiotherapy, but there were no available beds, so he
remained on the ward, but the physiotherapists on the ward stopped treating him,
he was now not on their radar. As daughters, we were considered incapable of
helping him out of bed and taking him for a walk. There appeared there was nothing

we could do to influence his treatment. | was delighted therefore, when Alison

accepted me as a patient representative on her PhD research project.

My background was as a community pharmacist, but | had no experience of coding or
focus groups. Alison organised training and after reading and analysing the

transcripts of the focus groups, | attended | realised the value of this approach.

We had many discussions and | was always given the opportunity to put the patients’
point of view. The results of the research will | hope produce a training package that
will ensure everyone doing a patient assessment of rehabilitation potential will
consider the whole picture and include family and carers in their discussions. This will
hopefully lead to a consistency of approach and the experience my family suffered
will be a thing of the past. Being part of this research gave me the opportunity to
both learn something new and help to create something of value, which will help not
only patients and carers but also give confidence to professionals working in a
stressful environment that they have made the right decision for all of their patients.

These are the experiences that | bring to this study.

XXiii



Chapter 1 — Introduction

Summary

This chapter provides the background to this PhD thesis. It establishes the areas of
uncertainty in relation to rehabilitation potential upon which the research question,

aims and objectives are based.

1.1 Setting the scene

The global population is growing year on year. In 2018 there were 66.4 million
residents in the United Kingdom and this is expected to reach 72.4 million by 2043
(1). With average life expectancy steadily increasing, adults aged 65 years and over
currently account for 18% of the population and those aged 85 years and over
account for 2.4% (2). People over the age of 85 are now the fastest-growing group in
the United Kingdom, accounting for three million of the population and this is
projected to increase to eight million by 2050. These changing demographics are not
isolated to the United Kingdom. European residents have the highest median age in
the world, with the proportion of over 65’s forecast to increase from 14% in 2010 to
25% by 2050 (3). Improvements in healthcare, technology, lifestyle factors, education
and economic prosperity have contributed to this. Advances in healthcare and health
and safety have been particularly instrumental in changing patterns of disease.
Improved treatments for acute presentations which were previously fatal such as
myocardial infarction and stroke (4, 5), infectious diseases, cancer and reduced
incidence of industrial accidents have led to an increased prevalence of chronic
diseases which people live with in later life. As a consequence, growth in the
prevalence of cardiac, renal and liver disease, cancer, stroke, diabetes, degenerative
neurological conditions, chronic respiratory conditions, dementia and frailty (6) have

been observed.

Whilst ageing can have a profound impact on an individuals’ health and well-being, it
also has economic implications which affect individuals, organisations and society as
a whole (7). Older people typically have more complex health and social care needs

and as a result, are greater consumers of healthcare resources. People aged 65 years



and older account for 40% of all hospital bed days, 65% of National Health Service
expenditure (NHS) (8) and 51% of social care spend, an estimated £8.8 billion (9).
Many older people live independent and healthy lives, but as the absolute number of
individuals with complex needs increases, so the incidence of frailty is likely to grow.
Correctly identifying older people living with frailty to ensure that their needs are
assessed, managed and planned for has never been more pressing and more
challenging in the face of economic austerity. To build a more sustainable society,
opportunities for optimising good health and well-being which enable older adults to
take an active part in society, enjoying high quality, independent and active lives (3)
must be integral to health and social care provision. Rehabilitation plays a key part in
realising this vision. Clinicians must make decisions on who is likely to benefit from
programmes of rehabilitation and the clinical currency in which these decisions are

transacted is through the use of the term rehabilitation potential.

1.2 Multimorbidity and frailty

Older people living with frailty often do not have discrete illnesses that they recover
rapidly from, rather they have an array of long-term conditions which can have a
devastating impact on their function, well-being and social interactions.
Multimorbidity, described as the presence of two or more chronic conditions, has
been found to have a significant negative impact on health-related quality of life (10-
14). The risk of developing multimorbidity increases steeply with age. The presence
of chronic multimorbidity is estimated to be between 55% and 98% in those aged 60
years or more (15). There is compelling evidence that the number of long-term
conditions is a greater determinant of health service resource use than the impact of
any one specific disease (16). Cancer, coronary heart disease, chronic obstructive
pulmonary disease and diabetes are amongst the most commonly reported (16). A
study by Parker et al. (17) explored the impact that common chronic diseases had on
the health-related quality of life (HRQoL) of 5849 community-dwelling people aged
65 years plus in the United Kingdom. They found that 53% (n = 3078) reported issues
with pain, 39% (n = 2273) with mobility, 9% (n = 529) with self-care and that
moderate or severe problems with HRQoL were significantly associated with 13 of

the 15 common chronic conditions included in the study. Osteoarthritis (absolute risk



-0.081, P=0.006), neurological disease (-0.172, P<0.0001) and depression (0.269, P<
0.001) were found to result in clinically meaningful reductions in the EuroQoL 5

Domain (EQ-5D) quality of life measure.
Frailty is a concept used by healthcare practitioners and is currently understood as:

“A medical syndrome with multiple causes and contributors that is
characterized by diminished strength, endurance, and reduced
physiologic function that increases an individual’s vulnerability for

developing increased dependency and/or death.” [(18), p2].

Frailty is associated with an increased risk of disability, delirium, hospitalisation, pain,
falls and death, placing individuals at higher risk of adverse outcomes (19-22) and
dependence in activities of daily living. Frailty is dynamic; it can worsen as a result of
acute illness, injury or due to the natural progression of concomitant comorbidities,
but it may improve with targeted interventions. Frailty is non-age dependent, but its
incidence increases with age. A systematic review by Collard et al. (23) found the
prevalence of frailty in community-dwelling adults aged 65 years and older to vary
from 4% to 59%, increasing in each five year age group until plateauing in those aged
85 years and over (15.3% amongst 65—69 years; 18.6% among 70-74 years; 23.5%
among 75-79 years; 22.4% among 80-84 years; 20.2% over 85 years). Currently, two
accepted models of frailty have been proposed; the phenotype (24) and cumulative

deficit model (25).

1.2.1 Phenotype model

The Frailty Phenotype model was developed by Fried et al. (24) using data from the
Cardiovascular Health Study of 5210 men and women aged 65 years. The model
comprises of five variables; unintentional weight loss, exhaustion or fatigue,
weakness, slow gait speed and low energy expenditure which are either measured
using validated clinical tools or self-reported measures (Table 1). If three are found to

be present during clinical assessment, an individual is identified as frail.



Table 1 - Operationalisation of a Frailty Phenotype (24).

Indicators of frailty Clinical measures of frailty

Unintentional weight loss Self-reported weight loss of >4.5kg or
recorded weight loss of 25% in the prior
year

Exhaustion/fatigue Self-reported 3-4 days per week or

most of the time

Weakness Grip strength (by sex and body mass
index)
Slow gait speed Time to walk 4.57m (10 feet) (by sex

and standing height)

Low energy expenditure Self-reported <383kcal.week for men
and <270kcal/week for women

Whilst the model has been well received for its clinical applicability (26), use of
clinically relevant and acceptable measures (27) and has been validated (28, 29), it
does not take into account other potential factors, principally the “geriatric giants” of
incontinence and cognitive impairment (30). Participants who had an existing
diagnosis of stroke or Parkinson’s disease, those with mini-mental cognitive scores of
less than 18 or those taking antidepressants were excluded from the study (24). It
could, therefore, be questioned how applicable this model is for the elderly

population with comorbidities given the prevalence of such conditions.

1.2.2 Cumulative deficit model

The cumulative deficit model was developed as part of the Canadian Study of Health
and Aging frailty index (25). It proposed that the cumulative deficit model counts
individual ‘deficits’ and proposes that the more individuals have wrong with them,
the more likely that they are to be frail (31). Deficits can be symptoms, diseases, signs
or disabilities, which are frequently identified and assessed as part of routine clinical
care. They place individuals at risk of further disability and health decline. Deficits are
simply added up and scored one for each deficit that is present, 0.5 if they are

present but have limited impact and 0 if absent. This model allows for a highly



individualised approach to frailty identification enabling clinicians to target specific

conditions and develop tailored treatment, management and rehabilitation plans but

does not consider the severity of each deficit, just the count.

1.2.3 Clinical frailty scale

The phenotype and cumulative deficit models have been widely adopted and cited in

academic papers, but their clinical validity and applicability may be limited for the

wider multi-disciplinary team (MDT). The Clinical Frailty Scale (CFS) (Figure 1) offers

busy clinicians a pictorial representation to stratify patients with frailty based on

their level of vulnerability (25, 32, 33) and has been found to be a strong predictor of

mortality and institutionalisation (25). Nolan et al. (34) found that the CFS was

predictive of mobility markers (gait speed and Elderly Mobility Scale), dependency

and length of stay amongst 41 older adults admitted for post-acute rehabilitation.
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Clinical Frailty Scale™

| Very Fit = Peaple wheo are robust, active, energetic
and motivated. These people commonly exercise
regularly. They are among the fittest for their age.

2 Well = People who have no active disease
symptoms but are less fit than category |. Often, they
exercise or are very active occasionally, e.g. seasonally

3 Managing Well = Feople whose medical problems
are well controlled, but are not regularly active
beyond routine walking.

4 Vulnerable = While not dependent on others for
daily help, often symptoms limit activities, A commen
complaint is being “slowed up”, and/or being tired
during the day

5 Mildly Frail = These people often have more
evident slowing, and need help in high order |ADLs
(finances, transportation, heavy housewark, medica-
tions). Typically, mild frailty progressively impairs
shopping and walking outsds alone, meal preparation
and housework

6 Moderately Frail = People need help with all
outside activities and with keeping house. Irside, they
often have problems with stairs and need help with
bathing and might need minimal assistance {cuing,
standby) with dressing,

Figure 1 - Clinical Frailty Scale (25).

T Severely Frail = Completely dependent for
personal care, from whatever cause (physical or
cognitive). Even so, they seem stable and net at
high risk of dying (within ~ & mariths).

8 Very Severely Frail = Completely dependent,
approaching the end of life. Typically, they could

l not recover even from a minor illness,
} ,

Scoring fraily in people with dementia

9. Terminally Ill - Approaching the end of life. This
categary applies to people with a life expectancy
<& months, who are not otherwise evidently frail.

The degree of fraflty correspands to the degree of dementia.
Comion symptoms in mild dementia inchede forgetting the
detaik of 2 recent event, though still remembering the event itself,
repeating the same question/story and social withdrawal.

In moderate dementia, recent memaory & vary impaired, even
though they seemingly can remember their past life events well
They can do personal care with prompting.

In severe dementia, they cannat do personal care without help.
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fraibty in elderly people, CHMA) 2006172409495,
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Nevertheless, the British Geriatrics Society (35) caution that the tool should not be
used in isolation but as an adjunct to clinical assessments to ensure a holistic

approach to health and wellbeing.

1.3 Decompensation and acute exacerbations

The presence of multiple long-term health conditions and frailty have a profound
impact on individuals, meaning that when they deteriorate or decompensate, they
deteriorate rapidly across multiple health systems. This frequently leads to hospital
admissions and prolonged periods of recovery. Older people are increasingly
vulnerable to changes in their health status and at greater risk of being identified as
frail. Infections, surgery, falls, minor illnesses or the introduction of new medications
can lead to “A striking and disproportionate change in health status”[(36), p572]
which has significant impacts on an individual’s ability to function, maintain their
independence and well-being. Older people admitted to hospital with acute
deteriorations in health require comprehensive medical assessment and

management to address these issues.

Older adults account for more hospital admissions than younger people, have longer
lengths of stay, higher readmission rates, occupy more bed days (37, 38) and typically
have poorer outcomes (39). Hospital admission, the associated subsequent
deconditioning or acute illness, places older people at greater risk of disability,
cognitive decline or residential care (40) which can further impact on recovery.
Recent healthcare policy in the United Kingdom (UK) has seen the drive for care and
rehabilitation to be delivered in a community-based setting, focusing around
individuals’ usual place of residence (41). Rehabilitation interventions are frequently
cited as key in supporting older people’s recovery following periods of
decompensation and ill health (42, 43). Healthcare practitioners are often required to
make ever-increasing nuanced, complex and dichotomous decisions in the face of
growing complexity of service provision, patient needs and expectations about a

patient’s potential to respond to rehabilitation interventions.



1.4 Rehabilitation

Rehabilitation has been defined in a number of different ways. The World Health
Organization outlines that rehabilitation aims to restore the functional capacities of
disabled individuals’ and prevent further disability (44). It may also seek to lessen the

impact of disabling conditions (45). Geriatric rehabilitation is defined as:

“A multidimensional approach of diagnostic and therapeutic
interventions, the purpose of which is to optimise functional capacity,
promote activity and preserve functional reserve and social

participation.”[(46), p2].

Rehabilitation adopts a holistic approach, enabling individuals to maximise their well-
being, activities of daily living, function and social integration (47), seeking to restore
personal autonomy to those aspects of daily life considered most relevant by service
users and their family or carers (42). In contrast to biomedical approaches,
rehabilitation seeks to obtain a broader understanding of the nature and causes of
underlying conditions, the impact these have on individuals and patient factors such

as behaviours, emotion, goals and expectations (48).

1.4.1 Conceptual models of rehabilitation

Perhaps one of the best-known rehabilitation frameworks is the World Health
Organisation’s (WHO) International Classification of Functioning, Disability, and
Health (ICF) (44). It provides a framework for rehabilitation models of care,
descriptions of health and health-related states using standardised language, and a
theoretical basis for rehabilitation. It has also been suggested as a useful structural
framework for clinical decision-making in rehabilitation practice (49-52). The ICF
adopts a biopsychosocial model by integrating medical and social paradigms, which
enables function to be understood in relation to morbidity, environmental and
personal factors (53). The model proposes that disability and functioning are multi-
dimensional concepts which conceptualise an individual’s level of functioning as a

dynamic interaction between health, environment and personal factors (Figure 2).
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Figure 2 - World Health Organization International Classification of Functioning,

Disability and Health (ICF) (44).

The model focuses on impairments of body functions and structures, limitation of
activities, restriction of participation, environmental and personal factors. Body
functions refer to the physiological and psychological functions of body structures
including organs, limbs and their components. A loss or deviation ‘from the norm’ in
these results in an impairment. This may be clinically manifested as changes to range
of movement or balance, reduced strength, sensation or muscle tone, changes to
heart rate, vision or pain. It is this domain that physiotherapists, occupational
therapists and doctors have frequently focused their efforts. Activities describe the
performance of a task or action by an individual (44) and limitations at this level
impact on activities of daily living such as walking, drinking and eating, transfers,

dressing, toileting, communication, and learning.

The final domain of participation describes an individual’s involvement in a life
situation which may lead to restrictions in their ability to participate in work, family
life, social roles and community life. Environmental factors refer to the physical,
social and attitudinal environment in which people live and conduct their lives (44)
such as accessibility to buildings, safety, family support and networks, air pollution

and infrastructures. Personal factors including self-efficacy, self-confidence,



resilience, expectations, age and gender, influence how disability is experienced by
individuals. Health conditions defined as diseases or disorders are recognised within

the model as crucial factors which impact on health and disability.

Self-efficacy describes an individuals perceived competence about their own
capabilities to organise and carry out a particular course of action (54). Self-efficacy is
an essential for independence in activities of daily living and rehabilitation
interventions. Beliefs about self-efficacy change with ageing and have been found to
influence independent functioning (55), activities of daily living, gait and balance (56-
58). Stretton et al (59) found that levels of self-efficacy had a strong influence on the
health related quality of life amongst older people living with frailty where falls self-
efficacy was the singular highest predictor of physical functioning. However, Nolan et
al (34) proposed that older individuals may still benefit from rehabilitation
programmes and improve their self-efficacy in the presence of frailty. Assessments of
self-efficacy and the development of rehabilitation programmes which specifically
target it may enhance rehabilitation participation and outcomes (60) but further

research is required to understand this relationship.

Aspects of the WHO ICF model have been criticised for overlooking the social
implications of disability (52), the lived health experiences (61) and the particular
challenges of multimorbidity. Bornbaum et al. (62) argue that the term ‘health
condition’ does not accurately represent the dynamic state of long-term conditions
such as cancer and propose that health state should be adopted, nor does the term
embrace multiple conditions which are commonly seen in people with cancer. Frailty
is a dynamic condition which may improve or deteriorate over time and comprises of
multiple comorbidities and as such, models of rehabilitation need to take these
fluctuations into account. A recent systematic review by Azzopardi et al. (63) sought
to establish frequently used frailty tools with ICF codes and found that only five
frailty instruments covered all five of the ICF domains (the 50 variable CSHA-FI, 51
variable Gothenberg, 62 item frailty index, 48 item deficits index and the 83 item full
frailty index). These frailty indexes or measures, whilst addressing ICF domains may
be burdensome for clinicians and patients to complete and have less clinical utility.
However, frailty, disability and disease are separate concepts and are not

synonymous as holistic expressions of health and well-being.



1.4.2 Rehabilitation delivery

Rehabilitation delivery is a process as opposed to a one-off event (64). It is
characterised by cycles of nested treatment programmes which are reviewed and
refined. It involves practitioners assessing individual’s needs using standardised
assessments which seek to understand current and previous abilities and the impact
they are having on individuals and their families. Assessments frequently seek to
explore and estimate abilities, motivation, cognitive status, family or carer support
and environmental factors. Rehabilitation programmes in older people are often
based upon Comprehensive Geriatric Assessment (CGA) models of care (65, 66).
There is compelling evidence to suggest CGA models are associated with positive
clinical outcomes (67) and slower rates of physical, functional and cognitive decline

compared to control subjects (68).

Clinicians seek to estimate an individual’s capability and capacity of cooperating with
a rehabilitation program and making measured functional gains (69, 70). Participants
are supported to learn skills which must be practised and reinforced with feedback
(48). An understanding of volitional factors such as motivation and participation is
essential to rehabilitation practice, but the understanding of how to describe and

measure these is underdeveloped (71-73).

Rehabilitation delivery models frequently adopt person-centred approaches to care
through the use of goal setting and robust communication strategies (74). Goal
setting is the process of selecting and agreeing on an objective which the individual
and clinical team work towards over a specific time period. The goals, usually involve
a change from the current situation or maintenance of function in the face of
expected deterioration; it is not a simple prediction of what will happen as a result of
rehabilitation (75). In the presence of multimorbidity, recovery may be prolonged

and restoration of function back to baseline levels may not be achievable (52).

Rehabilitation may take place in a hospital, community, care home or intermediate
care settings. Historically, health services have been designed and set up around

systems which adopt a reactive approach to ill health and do not have the design or
capacity to develop proactive models of care which seek to empower individuals to

proactively manage their own health and well-being. These models of service
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provision may disadvantage older people who are more likely to have
multimorbidity, frailty and dementia (36). They may be prematurely deemed as
having ‘no rehabilitation potential’ due to preconceptions about their ability to

engage and benefit from programmes of rehabilitation (76-79).

1.4.3 Rehabilitation as a multi-disciplinary endeavour

Rehabilitation assessments and programmes are typically a multidisciplinary
endeavour, drawing on each professions specialities and perspectives. In geriatric
rehabilitation, the multi-disciplinary team (MDT) normally comprises geriatricians,
nurses, physiotherapists, occupational therapists, dietitians, social workers,
psychologists and speech therapists (66, 80, 81). Team composition is highly
dependent on local factors such as service provision, organisation and country-
specific roles and responsibilities. Allied Health Professionals (AHPs) describes a
group of clinicians that deliver services which identify, assess and prevent diseases,
disorders; dietary and nutrition services and rehabilitation and health systems
management (82). They aim to support individuals to recover their mobility or
movement, restore or improve confidence in activities of daily living, improve
nutritional status and develop communication skills. These diverse skills and
perspectives are ideally suited to address the complex and holistic needs of older
people living with frailty, working in partnership with medical, nursing and

pharmaceutical colleagues as autonomous practitioners.

This PhD focusses on the role of physiotherapists and occupational therapists and
their understanding and assessment of rehabilitation in the UK. Occupational
therapists and physiotherapists are traditionally accepted as core providers of
rehabilitation. They associate their professional identity with this (83, 84) and, in the
UK, they play a pivotal role in identifying individuals’ suitability for rehabilitation in
the acute healthcare setting and delivering programmes of rehabilitation.
Physiotherapists and occupational therapists focus on facilitating recovery or
adaptation to illness, disease or injury (85, 86). They empower and enable individuals
to remain independent for as long as possible in the activities that are important to
them. In relation to older people living with frailty, physiotherapists play an integral

role in addressing the complex and holistic needs of older people in the community
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and hospital setting where traditionally they have focussed on physical and
functional domains such as mobility, pain, strength, balance, range of movement,
transfers, and activities of daily living (87). When working with older people living
with frailty, occupational therapists play a crucial role in understanding functional,
cognitive, psychological, spiritual and environmental issues and how these impact on
activities of daily living such as washing, dressing, eating and drinking and how
individuals cope with these. By understanding and assessing these needs,
occupational therapists can work with patients, families, and carers to improve or
maintain independence in activities of daily living which may include home
equipment or adaptations, education on pacing, task performance and techniques to
help the adjustment to disability or injury. Occupational therapists are highly skilled
in addressing issues related to cognitive dysfunction associated with dementia and
delirium by evaluating individual strengths, impairments and performance needs

requiring intervention (88).

1.4.4. Rehabilitation as a complex intervention

Healthcare delivery is complex and involves multifaceted interactions, decisions and

interventions. Interventions are commonly described as:

“Any action taken by healthcare workers with the aim of improving the

well-being of people with health and/or social care needs.” [(89), p12]

Complex interventions typically consist of several interacting components which
impact on the complexity and length of causal chains and are influenced by local
contextual factors which influence how the intervention is delivered and measured

(90, 91). These factors are displayed in Figure 3.
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+  Number of interacting components within the intervention.

+  Number and difficulty of behaviours required by those receiving or
delivering the intervention.

* Length and complexity of causal chains linking intervention with outcome.

* Number of groups or organisational levels targeted by the intervention.

+*  Number and variahility of outcomes.

Figure 3- Dimensions of complexity in interventions. Adapted from Craig et al. (90)
and the Medical Research Council Framework for developing and evaluating

complex interventions (91).

Components are typically described as "parts of a complex intervention that are
distinct from but compose the whole of the intervention in full or in part” [(92), p185]
and this definition will be adopted throughout this thesis. Understanding and
describing the components of a complex intervention is essential in order to

understand why and how an intervention is effective (91).

Rehabilitation is a complex intervention as it involves multiple interacting
components, which are tailored to individual needs, influenced by contextual and
environmental factors and have numerous outcomes of interest (93). Rehabilitation
involves a broad understanding of an individual’s disabilities, their emotions, beliefs,
goals, expectations and motivation (48). In addition, older people living with frailty
often experience a complex array of health conditions which adversely impacts on
their health, well-being, function and social interactions. Hospitals, in which they
receive care and rehabilitation assessments represent complex systems due to the
number of interacting components, behaviours required by those delivering or
receiving the interventions and the number of organisations involved in care
planning and delivery (90, 91). These factors are further confounded by the
challenges in defining rehabilitation potential, predicting rehabilitation response and
clinical decision-making. It therefore, becomes apparent that rehabilitation and

rehabilitation potential are complex interventions.

Rehabilitation interventions have been criticised for assuming that processes are

linear and simple and for failing to unpack the “black box” (94, 95) whereby active
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ingredients of the intervention are rarely specified (96). Complex interventions
present particular challenges for researchers in terms of development, evaluation
and implementation into practice. This is in part due to differing models of
healthcare provision (97), professional attitudes and values, describing and tailoring
the intervention (89) and the variation in intended outcomes of the intervention.
Study designs may offer insight into the effectiveness of an intervention, but alone
they are unlikely to explain how an intervention might work, under what
circumstances and which components are required for which outcomes (98). These
are important considerations for successful implementation and replication of

interventions.

Literature on intervention evaluation far outstrips that on intervention development
and design (99, 100). This has been more widely explored in the field of complex
interventions for health behaviours with models such as the COM-B (101), 6SQUID
for public health interventions (99) and intervention mapping for health education
(102). In 2000, the Medical Research Council (MRC) published a framework (103)
which sought to help researchers to overcome the practical and methodological
difficulties of intervention design and evaluation. The framework was subsequently
revised in 2008 (104) and 2019 (91) reflecting methodological developments in the
field. The framework comprises of a number of interlinked phases, reflecting the
iterative and non-linear approaches to contemporary intervention design
methodology. The development and evaluation of complex interventions involves
four stages; development, feasibility and piloting, evaluation and implementation
(Figure 4). These phases are considered essential in order to establish the

effectiveness of an intervention.
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Feasibility/piloting

1 Testing procedures
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Development Evaluation
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3 Modelling process and outcomes 3. Assessing cost-eleciveness

Implamentation
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Figure 4 — Key elements of the development and evaluation process for complex

interventions (104).

This framework has been widely used in developing complex interventions for older
people (105) but has been criticised for lacking detailed guidance on theory
development, intervention components, contextual and implementation factors
which can lead to suboptimal treatment success (100, 105). A recent systematic
scoping review found that the MRC Framework was the most frequently cited
framework used in developing interventions for older adults but proposed that levels
of details and consistency of use were inconsistent and poorly reported (105). This
view was further supported by Hallberg (106) and Bleijenberg et al. (100) who stated
that the MRC framework, though not explicitly referring to theoretical development,
covers work which are prerequisites for theory such as development and modelling.
To address these perceived shortcomings, Bleijenberg et al. (100) proposed that the
MRC guidance could be enhanced by understanding current practice and processes
to inform design and future implementation. These factors will be covered as part of

the intervention development process described in chapter four.

The systematic development of a complex intervention requires the following

components to be addressed prior to full-scale evaluation.

1. Identifying the evidence base — involves the identification and analysis of the
existing evidence base relevant to the proposed intervention.

2. Identifying and developing theory — requires that theories underpinning the
intervention and likely process of change are outlined. This frequently
involves drawing on existing theory and evidence and is supplemented with

empirical research.
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3. Modelling processes and outcomes — this component is essential prior to a
full-scale evaluation. This involves mapping processes critical to the
intervention and ensures that the intervention can be delivered in practice.
Feasibility work typically involves identifying relevant outcome measures and
the acceptability of the proposed intervention to patients, clinicians and

wider stakeholders.

The adoption of systematic, transparent and rigorous approaches to complex
intervention development is essential (107) and failure to do so can result in false
positives in clinical trials, research waste (100, 108) and disbenefits when
implemented into clinical practice. This framework was followed to address the

overall aims and objectives and structure and rigour of this PhD.

1.5 Rehabilitation and recovery

Central to rehabilitation practice is the ability to predict who will respond and gain
benefit from rehabilitation interventions. Clinicians increasingly recognise that
positive gains can be achieved with even the most physically and cognitively impaired
adults who frequently require emergency care within the hospital and community
setting. Fit older people, represented by the green line, typically experience a minor
deterioration in functional abilities after minor illness but quickly return to their
premorbid state (Figure 5). Whereas older people living with frailty, represented by
the red line, face a greater and prolonged deterioration in their functional abilities

and longer periods of dependency (36).
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Figure 5 — Vulnerability of frail elderly people to a sudden change in health status

after a minor iliness (36).

Older people living with frailty are closer to the threshold of dependence and as such
are more vulnerable to decline. They may partially or fully return to their baseline
abilities, but there is likely to be considerable heterogeneity in the speed and extent
of their recovery. Some individuals may show no signs of recovery, decline at greater
rates or die as a result of even a minor event (109). Changes to functional abilities
may result in postural instability, falls, exacerbation of underlying comorbidities or
deconditioning and lead to prolonged recovery, dependence on others for health and
social care needs and mortality. Frailty may therefore represent the transition
between successful ageing and disability (27), independence and dependence,
helplessness and autonomy over one’s life. Minor or major stresses are increasingly
likely to result in a hospital admission and older people living with frailty commonly
present at emergency departments during these crisis points. Individuals aged 85
years plus account for the largest number of hospital admissions in the UK (110) and

typically experience the worst outcomes (111).

Trajectories of recovery from an acute illness or stressor, such as an infection or fall,
which result in a hospital admission are complex, highly individualised and poorly
understood. Understanding these trajectories is particularly difficult in the context of
frailty and dementia. For clinicians and rehabilitation trialists, the challenge lies in
identifying who will recover either full or partial function, who will plateau or decline

following illness, injury or rehabilitation interventions and how these decisions are
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integrated with patients previous abilities, wants and needs. There is a delicate
balance between independence and dependence, which can have profound effects
on individuals’ health and well-being. These heterogeneous trajectories are displayed
in Figure 6, where the dotted lines represent possible trajectories for older people
who may or may not return to homeostasis and premorbid abilities after a hospital

admission (109).
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Figure 6 - Frail elderly patients' vulnerability to critical changes in functioning (109).

Older people living with frailty frequently present to health services in a time of crisis
when decompensation has occurred which can result in clinicians having an
incomplete or inaccurate understanding of how much potential individuals have to
improve and benefit from rehabilitation programmes. Although there is strong
emerging evidence that rehabilitation may improve or partly reverse frailty (112-114)
this is confounded by a lack of evidence on the optimal intensity and timing of
rehabilitation required to improve outcomes in older people (36). Frailty stratification
and identification show promise as a prognostic indicator for rehabilitation
programmes in a similar manner to its application in other areas of medicine (65),

but further research is required to establish this link.
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1.6 Rehabilitation and older people living with dementia

The presence of dementia can further complicate clinicians’ understanding of
rehabilitation as it challenges current models of rehabilitation practice which
frequently rely on patients initiating activity and fully engaging with rehabilitation. It
is estimated that over 850,000 people are living with dementia in the UK being cared
for by 540,000 carers (115). The prevalence of dementia increases with age (116) and
the condition can have a devastating impact on function, quality of life and well-
being. Outcomes of rehabilitation in the presence of dementia are less certain. There
is a widely held perception that dementia prevents individuals from engaging and
benefitting from rehabilitation (77, 79, 117) and consequently, access to
rehabilitation may be restricted or denied. However, there is evidence to suggest
that positive outcomes can be achieved over more extended time periods (118) and

with specialist input.

The assessment of functional abilities as part of rehabilitation programmes in the
hospital setting has been reported to be especially challenging in the presence of
delirium, dementia and severe cognitive impairment where questions arise about
how well patients engage and participate with therapy (119). Poor attention,
memory, reduced communication, and behavioural changes may present challenges
to therapists when delivering rehabilitation. In particular behavioural changes,
altered mood, loss of motivation and poor compliance can adversely impact on an
individual’s ability to engage and improve with therapy (120). However, many of
these potential barriers can be overcome using compensatory techniques such as
memory books, written prompts (79) and the use of explicit learning techniques of
observational learning and learning by guidance (121). This suggests that with the
use of appropriate techniques, rehabilitation programmes may achieve positive

outcomes for people living with dementia.

1.7 Time and resource pressures

Despite initiatives to provide preventative care closer to home, hospital admissions
amongst older people continue to rise. Accident and emergency departments

continue to receive significant numbers of older people through their doors and this
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demand is growing. In the UK, between 2009 and 2010, there were 30,831
attendances per 100,000 of the 60 years or older population and this rose by 20.7%
to 37. 240 in the 2014-15 period (122). The greatest increase in hospital admissions
as measured by Finished Consultant Episodes (FCE) has been in older people aged 85
years and over, with admissions rising by 76% between 2005 and 2016 (Figure 7)
(110).

FCEs (Index)
180

170
160
150

140 45-64
130 / All ages
120

0-14
110 ’//J&’A_—/m’/ 15-44

100 — T

2005-06
2006-07
2007-08
2008-09
2009-10
2010-11
2011-12
2012-13
2013-14
2014-15
2015-16

Figure 7 - Indexed change in the number of Finished Consultant Episodes by age

group 2005-06 to 2015-16 (110).

Whilst the number of older people requiring healthcare continues to grow; globally
expenditure has largely remained stagnant or contracted (42). This presents clinicians
with further challenges in deciding who should receive rehabilitation interventions
and can result in rationing of healthcare services. Age-based rationing of services
presents significant practical and ethical challenges in terms of prioritisation and
allocation of services and resources. Commissioners of services need strong clinical
evidence and unequivocal benefit before they can pay for services and the evidence
base for the majority of rehabilitation interventions in older people living with frailty
and dementia is limited. Patient selection for rehabilitation programmes is
compromised by the lack of precise measures to ascertain potential to benefit. The
clinical currency in which these decisions are transacted is through the use of the

term rehabilitation potential.
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1.8 Rehabilitation potential

The term rehabilitation potential is frequently used by physiotherapists and
occupational therapists in clinical practice. Being deemed to have rehabilitation
potential or not is critical to the amount and type of rehabilitation a patient will
receive and can result in individuals being denied access to services which may be
beneficial. Rehabilitation potential in relation to older people first appeared in
published literature in the 1950s and 1960s (123-128). Reynolds et al. (124) proposed
that rehabilitation potential was rated by consultant physicians as either ‘definite’.
‘slight’ or ‘none’ in relation to the anticipated benefit of rehabilitation services to
restore function. It has been used as a retrospective label to describe how well a
patient functionally improves or their ability to remain at home over a one year
period (129, 130). Other researchers have used it to define a prognostic concept of
how rehabilitation might restore activities of daily living (69, 131), psychological
abilities required to take part in rehabilitation (132, 133) or where and when
rehabilitation should take place (134-136). Cameron and Kurle (65) suggested that
frailty was a significant mediating factor in establishing the rehabilitation potential of
older people living with frailty, but did not describe what was meant by rehabilitation

potential, nor how clinicians understood or assessed this in the frail older population.

The research to date has primarily focused on quantitative methods to measure
rehabilitation potential but has failed to explore the theoretical underpinnings of
rehabilitation potential nor has it focused on frail older people. A recent
ethnographic study by Bradley et al. (137) which explored the meaning and
evaluation of rehabilitation potential in older adults in receipt of acute care identified
that rehabilitation potential was frequently perceived and operationalised in
reductionist terms which focused solely on physical improvements and discharge
planning. Staff participants struggled to reconcile the ethical dilemmas of the ideal
versus realities of clinical practice. A definition of rehabilitation potential was not
provided nor a structure for how clinicians or researchers should assess its

application.

The subject of no rehabilitation potential was formally discussed at the shared
meeting of AGILE (Interest group for the Chartered Society of Physiotherapists
Working with Older People) and the British Geriatrics Society Autumn in 2015 (78).
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The complexities of rehabilitation and the financial limitations within which
rehabilitation services must operate were discussed. The group reached a consensus
that a definition of rehabilitation potential and criteria for how rehabilitation

potential is established are urgently needed.

1.8.1 The wider context of rehabilitation potential

There is currently a lack of evidence which focusses on the theories underpinning
rehabilitation potential in older people living with frailty and how it is operationalised
in research and clinical settings. Stroke, acquired brain injury and hip fracture
rehabilitation frequently involve populations with complex health and social care
needs where clinicians must predict response and make complex decisions as part of
a multi-disciplinary team. Although the clinical presentations, management and
trajectories of recovery and response may differ to older people living with frailty,
exploring these areas provides insight into complex clinical decision-making. To
provide a broader understanding of rehabilitation potential, literature will be
discussed in relation to rehabilitation potential in other rehabilitation specialities

where similar challenges have been faced.

1.8.2 Dementia, hip fracture and rehabilitation potential

Hall et al. (79) explored physiotherapists experiences of treating people living with
dementia who fracture their hips and found that determining rehabilitation potential
was a significant challenge. The label of rehabilitation potential, though useful in the
acute setting to determine rehabilitation destination and plans, was poorly
understood and its application could lead to denial of services which may prove
beneficial to patients. These findings are further supported by Isbel and Jamieson
(117) who found that participants eligibility for rehabilitation programmes was based
on individuals abilities to achieve rehabilitation goals and having ‘rehabilitation
potential’ or being able to participate in rehabilitation actively. But again, the criteria
for having ‘rehabilitation potential’ was found to be poorly conceptualised and

applied in clinical practice.
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Dementia has been shown to increase the risk of falls and hip fractures which are
associated with poor clinical outcomes and high levels of morbidity and mortality
(138). Whilst some studies have found that the presence of dementia is associated
with poorer clinical outcomes following hip fractures (138-140) others have found
that favourable outcomes can be achieved in the presence of dementia (118, 141-
143) but that this cohort may need more extended periods of rehabilitation to reach
this (131). A recent systematic review by Sheehan et al. (144) found that nursing
home residents and those with cognitive impairments were frequently excluded from
hip fracture trials despite the high prevalence amongst this group. They suggested
that future studies should explicitly outline why patients had been excluded from

trials to avoid bias in clinical decision making.

What is clear is that individuals with dementia who sustain a hip fracture are likely to
benefit from rehabilitation, but further research is needed to understand how
assessments are completed and how rehabilitation programmes should be delivered

for those with moderate to severe cognitive impairment.

1.8.3 Rehabilitation potential, stroke and acquired brain injury

Similar challenges in determining recovery following stroke and acquired brain injury
(ABI) have been reported. Enderby et al. (76) suggested that clinical decisions on
determining individuals’ potential to benefit from stroke rehabilitation interventions
were based on simplistic models. These models failed to take into account the
complexities of stroke, natural unassisted recovery, comorbidities and family
support, leading to the label of ‘no rehabilitation potential’ being frequently applied.
Multi-disciplinary team members play key roles in determining individuals access to
rehabilitation, including intensity of interventions, types of rehabilitation and when
to stop or continue programmes of rehabilitation (145). The assessment of
rehabilitation potential following stroke was reported to involve complex clinical
judgements which take into account motor, cognitive and personality traits, allowing
clinicians to predict an individuals’ ability to recover or compensate for lost function

though activation of neural plasticity mechanisms (146).
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There remains, however, a lack of consensus on the term rehabilitation potential,

how it is assessed and measured within stroke research. Burton et al. (145) sought to

develop a theoretical model for rehabilitation potential in post-stroke survivors by
exploring clinicians experiences of stroke rehabilitation. They found that
rehabilitation potential was predicted by clinical observations of carry-over and
functional gain, but was highly influenced by workload, knowledge of local
rehabilitation services, referral criteria and service availability. In addition,

participants in the study reported that they did not have the opportunity to learn

what happened to their patients and therefore, had limited chances to inform future

decisions on rehabilitation potential. Whilst the study provides a theoretical
understanding of rehabilitation potential, it did not seek to explore patient, family
and carer views of rehabilitation. A recent study which explored occupational
therapists perceptions of rehabilitation potential amongst Acquired Brain Injury
survivors (147) identified 11 patient-related and organisational factors which
informed clinicians’ insights into rehabilitation potential. Clinical decision-making

involved an understanding of patient-related factors, integrating these with

contextual factors such as rehabilitation service requirements and service pressures

whilst drawing on knowledge and experience of evidence-based practice to predict

improvement and set goals in partnership with patients (Figure 8).
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The authors suggest that this process is rarely explicitly articulated and that clinicians
should receive more training and pay greater attention to the range of factors which

affect their clinical judgements of rehabilitation potential.

A systematic review exploring factors affecting clinical decision-making about which
patients should receive stroke rehabilitation (148) identified a lack of clinical
guidance to support practice. This meant that a subjective approach to stroke
rehabilitation decision-making was favoured, which was influenced by patient-level
and organisational factors. Although this review included low-quality evidence and
heterogeneous organizational structures, it raises the need for greater guidance and
evidence to support complex decision making in stroke rehabilitation. Longley et al.
(149) carried out a qualitative study which explored influences on clinical decision-
making about ongoing stroke rehabilitation for individuals with pre-existing
dementias or cognitive impairments. Predicting individual’s rehabilitation potential
was found to be a critical component of stroke rehabilitation decision-making where
participants believed that all patients should have the opportunity to access
rehabilitation programmes, but the presence of dementia or cognitive impairment
was often equated with a lack of rehabilitation potential. The authors suggest that
more flexible timeframes for rehabilitation interventions and decision-making, and
additional therapist training and guidance is required to support stroke survivors with
pre-existing cognitive impairments to ensure equitable access to rehabilitation

services.

More robust and sophisticated models of understanding rehabilitation requirements
and responses following stroke and ABI are required to address the needs of the

population throughout their recovery.

1.8.4 Rehabilitation potential as a complex intervention

As previously discussed in section 1.4.4, rehabilitation is a complex intervention.
Evidence presented in this chapter and throughout this thesis suggests that
rehabilitation potential is also a complex intervention. Rehabilitation potential

assessments principally involve identifying which individuals will benefit from and
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cooperate with rehabilitation interventions (69, 150). Assessments of rehabilitation
potential therefore require holistic, complex, iterative and individualised approaches
which span multiple organisations. In addition, evidence from dementia, hip fracture,
stroke and acquired brain injury research suggests that assessments of rehabilitation
potential are influenced by contextual and environmental factors (76, 79, 117, 145,
147). These are typical features of complex interventions which consist of multiple
interacting components, behaviours, outcomes, individuals and organisations (90,

91).

1.9 Summary of literature

Healthcare practitioners are being asked to make ever-increasing nuanced, complex
and dichotomous decisions about patients’ rehabilitation requirements in the face of
growing complexity of service provision, patient needs, and expectations. They have
to make complex decisions about who will respond to rehabilitation interventions,
how they select patients for rehabilitation, understanding if the response is due to
natural unassisted recovery from an illness or injury, or if the impact is from the
rehabilitation intervention itself. This increasingly involves blending the concepts of
restorative and functional models of rehabilitation with adaptive and palliative
approaches in a rapidly changing health and social care environment. This is on the
background of pressure in the acute hospital and community settings where these

decisions must be made and justified in a highly pressurised environment.
Evidence is currently lacking about how therapists:

e Assess rehabilitation potential in older people living with frailty.

e Select patients for rehabilitation in the presence of frailty.

e Understand rehabilitation requirements, specifically their decision-making
process and frameworks in relation to frailty.

e Prognosticate recovery of adaption to frailty.

e Understand who will benefit most from frailty rehabilitation.

e Assess the potential for improvement.
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It is also not clear what factors influence these decisions, what is deemed a ‘good’
outcome in terms of meaningful clinical improvement and what types of
rehabilitation are offered and when to continue or terminate rehabilitation
programmes for older people living with frailty. However, the lack of evidence of
rehabilitation potential is not the same as the evidence of a lack of rehabilitation

potential (76).

Yet demand outstrips supply as the population continues to grow and predicted
longevity continues to increase. Resources are limited and will continue to be
rationalised, where clinicians, service providers, and commissioners are required to
make difficult decisions. There is no universally agreed, systematically assessed or
explicitly operationalised model or clinical guidelines that help therapists to make
consistent, transparent, patient-centred, and evidence-based decisions about
rehabilitation potential. Understanding how rehabilitation potential is assessed,
operationalised, which factors influence clinical decision-making and patient and
carer involvement in the process are essential for a holistic and evidence-based

approach to frailty rehabilitation.

Consequently, there is a need to develop a more robust and explicit framework for
assessing and operationalising rehabilitation potential and this PhD study aims to
address this gap. This thesis describes the development and subsequent testing of a
rehabilitation potential assessment tool, the RePAT using an exploratory sequential
mixed methods approach and following the Medical Research Councils framework

for developing and evaluating complex interventions.
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1.10 Aims and objectives

The primary aim of this PhD study was to develop and test an assessment tool to
identify rehabilitation potential in older people with frailty in a hospital setting. From
now on, this will be referred to as RePAT (Rehabilitation Potential Assessment Tool).

The objectives of this study were to:

1. Define what is meant when the term ‘rehabilitation potential’ is used in

relation to older people living with frailty.

2. Explore the rationale behind the use of the term and why it is used in clinical

settings.
3. Identify how clinicians assess rehabilitation potential.

4. Identify what factors influence the decision that people do or do not have

rehabilitation potential.

5. Explore how patient, carer and family views on rehabilitation potential are

taken into account.
6. Develop a patient-centred rehabilitation potential tool, RePAT.

7. Test the feasibility and acceptability of using RePAT in the clinical setting.

1.11 Thesis structure and methodology

The MRC framework (91, 104) was used to develop RePAT intervention and
comprised of multiple interlinked components. This thesis concerns itself with the
early stages of intervention development and these are mapped to the MRC
framework (Table 2). Further feasibility work, formal evaluation and implementation

will likely form post-doctoral work.
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Table 2 - PhD study components and chapters in relation to the Medical Research Council Framework for complex interventions (91, 104).

MRC Framework

Development phase

Feasibility/piloting phase

Identifying | ldentifying Modelling Testing Estimating Testing intervention
the and process and procedures | recruitment procedure and
evidence | developing outcomes and acceptability
base theory retention
Thesis chapter Chapter 2 Chapter 2 Chapter 4 Chapter 5
Mapping Mapping Modelling Feasibility study
review review intervention
Chapter 3
Focus
groups
Study Mapping Mapping Modelling Feasibility study with nested qualitative interviews
component review review intervention
Focus Delphi
groups consensus

29



To address the research aims and objectives, a sequential exploratory mixed
methods approach was used. This PhD comprised of four components which built
upon each other. These included a: mapping review, focus groups, intervention
modelling and Delphi consensus and a feasibility study with nested qualitative
interviews. This allowed rehabilitation potential to be explored from multiple
perspectives to develop the RePAT intervention. Mixed methods have been widely
used in healthcare research (151, 152) and intervention development (153). They are
driven by the research question and seek to embrace the methodological strengths
of qualitative and quantitative methods. Mixed methods designs are typically
underpinned by pragmatism which seeks to “sidestep the contentious issues of truth
and reality” [(154), p8] associated with other epistemological paradigms and instead

focus on what works as truth (155).

This PhD used an exploratory sequential methods approach (Figure 9). This approach
allows under-explored areas to be investigated during the initial phases and then
tested in later phases (153). Qualitative findings from the mapping review and focus
groups were used to develop and inform the quantitative components of the Delphi
and feasibility study (156). Findings were considered and presented separately then

reviewed to the extent in which they generalised or tested each other (157).

An overview of the methods used in each component will now be presented.
Justification for the rationale behind the methods used within each component can

be found in the subsequent chapters.
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Figure 9 - Overall study diagram.
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Component A — Mapping Review (chapter two)

Rehabilitation potential in older people living with frailty is poorly understood,
defined and operationalised in practice. The aim of this component was to map and

identify relevant evidence to inform the development of the RePAT intervention.
Component B — Focus Groups (chapter three)

Component B comprised of a focus group study which explored the opinions,
experiences and understanding of rehabilitation potential from multiple
perspectives. The study sought to provide further evidence on how rehabilitation
potential was understood, operationalised and assessed from the perspectives of
clinicians, patients, and carers. This informed further theory and evidence

underpinning rehabilitation potential.
Component C — RePAT Intervention modelling and Delphi Consensus (chapter four)

RePAT was modelled using the MRC Complex Intervention framework (91, 104) and
reported using the TIDieR (Template for Intervention Description and Replication)
guidance (158) which allowed intervention components, processes and underpinning
theories to be presented. The first two components were synthesised using the
triangulation protocol (159, 160) to inform the development of the RePAT
intervention. The intervention was then subjected to a two-step Delphi consensus
with a group of expert physiotherapists and occupational therapists. Results were

used to finalise the tool and develop the RePAT training programme.
Component D - Feasibility study with nested qualitative interviews (chapter five)

A non-randomised feasibility study was completed where RePAT was delivered in an
acute hospital setting to explore whether the intervention was deliverable and
acceptable to staff and patient participants. Physiotherapy and occupational therapy
staff participants were trained to use the RePAT intervention. Patient participants in
receipt of rehabilitation assessments and identified as frail received the intervention.
Intervention fidelity was tested. Acceptability of the intervention and processes were
explored using qualitative semi-structured interviews with staff and patient

participants to inform refinement of RePAT for future feasibility and pilot work.
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1.12 Patient and public involvement

To ensure that interventions are fit for those they are intended to help, service users
should be involved in all parts of the research process (161, 162). The MRC
framework highlights that interventions are more likely to be successful if relevant
stakeholders are involved in their development (90). Clinicians, patients and carers
were recruited in components B, C and D of this PhD study to ensure that the RePAT
intervention addressed stakeholder requirements. However, stakeholder
involvement may take other forms. Typically patient and public involvement (PPI)
members review research design, questions and documentation but there is
emerging evidence to suggest that they can contribute to qualitative data analysis
and intervention design (90, 163, 164). PPl members can provide different
perspectives on data, drawing from their personal experiences (165) which can
improve the quality, credibility and validity of research findings (166, 167). The
RePAT intervention was specifically designed to assess rehabilitation potential in
older people living with frailty. It has been suggested that the benefits of partnership
working with older adults have been slower to be realised (168) despite being
frequent consumers of health and social care and future recipients of the RePAT

intervention.

This PhD, therefore, sought to embed PPl throughout the components using a
number of methods to ensure that the RePAT intervention embraced a person-
centred approach. The overall research aims, objectives and study design were
reviewed and subsequently refined from iterative feedback from members of the
Dementia, Frail Older People and Palliative Care Public and Patient Involvement
group at the University of Nottingham. They also reviewed relevant study
documentation, interview questions, schedules and the study protocol. The study
steering group also included a member of the public, Margaret Kerr (MK), who was
actively involved throughout the duration of the study. MK reviewed the RePAT
intervention prior to ensure that the tool retained a person-centred approach prior
to feasibility testing. An innovative qualitative analysis training course was developed
and delivered to members of the group and MK to enhance their understanding and
practical skills of data analysis. Details of the training programme are outlined in
chapter three and in Cowley et al. (169). As a result, MK analysed focus group and

feasibility study interview data as part of the research team.
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Qualitative methodologies maintain that the researcher is inextricably connected to
the world, which they study and through reflexivity, this relationship can be explored
and articulated. Study design, data collection, analysis and even the research
question posed, can be influenced by knowledge, beliefs, experiences and attitudes
of the research team (170). It is, therefore, critical that researchers outline these
factors from the outset (171). The position of the PhD candidate, Alison Cowley and

PPl member, Margaret Kerr are presented in the preface.

1.13 Ethical approval

The study was sponsored by Nottingham University Hospitals NHS Trust, sponsorship
reference number 17HC002 and was adopted by the NIHR Clinical Research Network
Portfolio. Health Research Authority and Research Ethics Committee approval was
sought and obtained. The study was reviewed by the Yorkshire & The Humber —
Bradford Leeds Research Ethics Committee on 21°* November 2017 and a favourable
opinion was given on 3" January 2018 (Appendix A). The study was given Health

Research Authority approval on the 3™ January 2018 (Appendix B)
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Chapter 2— Mapping review

This chapter presents a mapping review exploring the current evidence on
rehabilitation potential in older people (Figure 10). The review sought to identify and
collate the evidence behind the concept of rehabilitation potential, how and why it is
assessed and the use of decision-making frameworks. This piece of work forms the
first step in developing the RePAT intervention to assess rehabilitation potential in

older people living with frailty.

Mapping review > Focus groups —> Uitervention ‘—>‘ Feasibility study |

modelling

Figure 10 - Overall study organogram chapter two.

2.1 Introduction

In designing a complex intervention to support clinicians’ decision making about
rehabilitation potential, a thorough understanding of the evidence base was
required. The evidence presented in chapter one suggested that rehabilitation
potential has been poorly explored in rehabilitation practice, particularly in relation
to older people living with frailty. There is a lack of clear understanding about what
the term rehabilitation potential means across a range of stakeholders, how it is
assessed and operationalised in clinical practice (172). A literature review of 30
studies identified the paucity of research into rehabilitation potential in relation to

older people living with frailty (172).

The aim of this mapping review was to explore the current evidence base in order to

facilitate the development of RePAT, an assessment tool for rehabilitation potential.
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2.2 Rationale for review

A systematic review of the best available evidence and underlying theory can help
inform the development process of complex interventions (104) and clinical
guidelines. Systematic reviews and meta-analyses are considered to be the gold
standard method for evaluating the effectiveness of medical and healthcare
interventions (173). These methods seek to minimise confounding bias, have
inclusive search strategies, foster high levels of transparency and include or exclude
studies on the basis of quality, thus enhancing the reliability of the results and

conclusions drawn (174).

Systematic reviews and meta-analyses are, however, not without their drawbacks,
especially when designing complex interventions where causal and mechanistic
factors are complex and diverse. Systematic reviews do not seek to understand the
underlying mechanisms of the proposed intervention; instead they seek to assign a
measure of intervention effectiveness. In developing complex interventions, an
essential part of the design process is the consideration of how the intervention will
be routinely adopted into clinical practice and its benefits sustained outside the
study period (89). Planning for the implementation and sustainability of an
intervention should be an integral part of the design process (175). A common
criticism levelled at randomised controlled trial (RCTs) and systematic reviews, is that
they oversimplify complex interventions through the rigid constraints of RCT

methodology and this does not allow for interventions to be understood in context.

Rehabilitation potential in older people living with frailty has been poorly
understood, defined and operationalised in clinical practice. Therefore, different
review methodologies had to be considered to meet the aims of the study; to map
and establish the best available evidence on rehabilitation potential in order to

develop the intervention and theoretical underpinning.

Grant and Booth (176) developed a typology comprising 14 different types of review
methodologies presenting the theoretical underpinnings, strengths and weaknesses
of each methodology. Based upon that typology, a mapping review or systematic
map was identified as most closely meeting the aims of this study because it would
allow the complex phenomena of rehabilitation potential to be explored across a

number of disciplines, study designs and patient groups. The characteristics of
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mapping reviews are presented in Table 3 and compared against scoping reviews,

with which they share many features and systematic reviews.
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Table 3 - Characteristics of reviews adapted from Grant and Booth (176).

Label

Description

Search

Appraisal

Synthesis

Analysis

Mapping
review/systematic
map

Map out and categorise
existing literature from
which to commission
further reviews and/or
primary research by
identifying gaps in
research literature

Completeness
of searching
determined by
time/scope
constraints

No formal quality
assessment

May be graphical
and tabular

Characterise quantity
and quality of literature,
perhaps by study design
and other key features.
May identify need for
primary or secondary
research

Scoping review

Preliminary assessment

Completeness

No formal quality

Typically tabular

Characterise quantity

of potential size and of searching assessment with some and quality of literature,
scope of available determined by narrative perhaps by study design
research literature. Aims | time/scope commentary and other key features.
to identify nature and constraints. Attempts to specify a
extent of evidence May include viable review
(usually ongoing research in
research) progress

Systematic reviews | Seeks to systematically Aims for Quality assessment | Typically narrative | What is known,

search for, appraise and
synthesise research
evidence, often adhering
to guidelines on the
conduct of a review

exhaustive,
comprehensive
searching

may determine
inclusion/exclusion

with tabular
accompaniment

recommendations for
practice. What remains
unknown, uncertainty
around findings,
recommendations for
future research
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The Institute of Education’s Evidence for Policy and Practice Information and Co-
ordinating Centre (EPPI) developed and refined the methodology for mapping
reviews (177, 178), or systematic maps. Mapping reviews aim to map key concepts
underpinning a research area, especially where an area is complex or has not been
comprehensively reviewed (179). Mapping reviews provide a rigorous, systematic
and transparent method for mapping areas of research and for identifying gaps in
the evidence base (180). This review method provides researchers with the
opportunity to categorise and contextualise a broad assay of existing literature (176).
Indeed it can be argued that mapping reviews share more similarities with mixed
methods reviews, scoping reviews and realist syntheses than systematic reviews as
they consider context and allow for heterogeneity to be embraced rather than
excluded by rigid inclusion criteria and methods. They have been suggested to be
useful in mapping broad fields of research (181) such as the concept of rehabilitation
potential. Mapping reviews allow the inclusion of a broader range of literature,
including qualitative studies, which, through the plurality of methodological
approaches adopted can lead to a more comprehensive understanding of an

intervention.

Mapping reviews adopt systematic, transparent and robust approaches to literature
searching, identification and analysis, drawing parallels with systematic reviews and
meta-analyses. A key limitation of systematic mapping reviews is the lack of quality
appraisal. Quality appraisal allows for research evidence to be assessed for reliability,
value and relevance (176). There are typically two types of quality appraisal:
methodological quality and reporting quality. Methodological quality describes how
studies have been conducted. Methodologically robust studies can be replicated,
enhancing transparency. Quality of reporting describes how the methods and results
of the research have been described. A plethora of critical appraisal tools have been
developed to address the wide range of research designs and reporting styles, but

there are currently no standardised appraisal tools for mapping reviews.

2.3 Objectives and research question of the review

The aim of this mapping review was to identify and map literature on rehabilitation

potential and to inform the subsequent development of an evidence-based
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rehabilitation potential tool, RePAT. More specifically, the objectives were to:

1. Identify how the term rehabilitation potential or similar descriptors were
used and what was understood by the term rehabilitation potential.

2. ldentify how rehabilitation potential had been assessed, including key
deficits, clinical tools and decision-making frameworks, by whom they were

used, and the timing of the assessment.

2.4 Method

2.4.1 Inclusion and exclusion criteria

2.4.1.1 Types of participants

This review considered studies that focused on rehabilitation interventions for older
people with frailty or multiple comorbidities where recovery trajectories are
particularly uncertain, rather than on patients affected by a single impairment such
as stroke, hip fractures or musculoskeletal injury where recovery trajectories are

more predictable. Adults aged over 65 years were included.

2.4.1.2 Types of intervention(s)/phenomena of interest

The review considered studies that included the assessment of rehabilitation
potential and clinical decision-making during assessment for programmes of
rehabilitation. Participants in receipt of specialist stroke rehabilitation, specialist
fracture care, specialist end of life care or with a terminal diagnosis were excluded

from this review.

2.4.1.3 Types of outcomes

This review considered studies that reported on the following outcomes: functional
improvements or improvements in activities of daily living. Initial scoping of the
literature had identified a number of articles which described rehabilitation potential
and its influence on end-points related to decisions about access to and provision of

rehabilitation interventions or services. Therefore, these were also included in the
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review as outcomes, even though they may be thought of as process measures.

2.4.1.4 Context

The review considered assessment for rehabilitation programmes, assessment of
rehabilitation potential or rehabilitation programmes that were delivered within

hospitals, community settings or usual place of residence.

2.4.2 Types of studies

The review considered papers which presented primary research, including
randomized controlled trials, non-randomized controlled trials, quasi-experimental
studies, before and after studies, prospective and retrospective cohort studies, case-
control studies, analytical cross-sectional studies, case series, individual case reports,
descriptive cross-sectional studies, phenomenology, grounded theory, ethnography,
action research and feminist research. Secondary research in the form of narrative
reviews, evidence summaries or systematic reviews were also considered in order to
provide a broad assay of the evidence. Opinion pieces, editorials and books were

excluded.

2.4.3 Search strategies

The search strategy aimed to find both published studies and grey literature. An
electronic, three-step search strategy was used. An initial search was carried out in
all databases using the term of “rehabilitation potential” as a keyword. A second
search was carried out using Medical Subject Headings (MeSH) combined with the

I”

keyword “rehabilitation potential” across all included databases from inception to
November 2017 (see Table 4 for MeSH terms). Thirdly, the reference lists of all
identified reports and articles were searched for additional studies. This is commonly
referred to as a citation search. The inclusion of citations by other authors is a
feature of well-designed and documented reviews and may positively enhance the
scientific impact of the findings (182). Studies published in the English Language
were included. The databases searched were: Medline (Ovid 1946-present), CINAHL

Plus with full text (EBSCO), EMBASE (Ovid), AMED (Allied and Complementary
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Medicine, Ovid), PsycINFO (Ovid), PEDro, Cochrane Library and Web of Science. The

search for grey literature included: ProQuest Dissertations and Theses, Trip (Turning

Research into Practice) and EThOS. Justification for the inclusion of each database is

included in Table 4.

Table 4 - Search terms and justification for database selection.

Database

Search and Index Terms

Justification for
inclusion

Medline (OVID 1946-

“Rehabilitation potential” OR Frail

Biomedical and

present) Elderly/ or "Aged, 80 and over"/ or clinical medical
Aged/ AND "Physical and literature,
Rehabilitation medicine"/ or includes
Rehabilitation/ multidisciplinary

research

CINAHL Plus full text (Rehabilitation potential) OR (MH Nursing and

(EBSCO) "Frail Elderly") OR (MH "Aged, Allied Health
Hospitalized") OR (MH "Aged, 80 and | Professionals
Over") AND (MH "Rehabilitation) journals

reflecting the
multidisciplinary
nature of
rehabilitation
practice and
rehabilitation
potential
assessments

EMBASE (Ovid)

Rehabilitation potential/OR frail
Elderly/OR aged/Or (aged 80 and
over) AND Geriatric rehabilitation
AND rehabilitation

International
coverage across
biomedical
journals from
90 countries

AMED (Allied and
Complementary
Medicine, OVID)

Rehabilitation potential/OR Aged/OR
Frail Elderly/ AND Rehabilitation/

Research from
Physiotherapy,
Allied Health
and nursing,
reflecting MDT
nature of
rehabilitation.
European
coverage that
may be
excluded from
CINAHL
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Database

Search and Index Terms

Justification
for inclusion

PsycINFO (OVID)

Rehabilitation potential OR Aging AE
OR Geriatric patients AE OR
Geriatrics AE AND Rehabilitation AE

Focuses on
behavioural and
social sciences,
embracing the
holistic
approach of
rehabilitation

PEDRO

Frailty aged rehabilitation
assessment

Physiotherapy
evidence
database of
randomized
trials,
systematic
reviews and
clinical practice
guidelines

Cochrane Library

“Rehabilitation potential” OR “older
people” OR “rehabilitation.”

Focus on
medicine and
healthcare
specialities to
inform
healthcare,
decision-making

and clinical
practice
Web of Science TOPIC" older people" and TOPIC Includes
"rehabilitation assessment" OR citations from
“Rehabilitation potential” across
healthcare
ProQuest “Older people” OR “frail elderly” Searching
Dissertations and AND “Rehabilitation” OR across
Theses “Rehabilitation potential” worldwide

databases of
dissertations
and theses for
unpublished
work
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Database Search and Index Terms Justification
for inclusion

Trip (Turning Research | “Older people” AND “rehabilitation” | Focus on

into Practice) OR “rehabilitation potential” evidence which
explores
research into
clinical practice

EThOS “Older people OR frail elderly AND UK thesis
rehabilitation” OR “rehabilitation repository
potential”

2.4.4 Data selection

The searches were completed by one reviewer (AC). Titles and abstracts were
screened by one reviewer (AC), with potential papers retrieved and independently
screened by two reviewers (AC and member of study team PL, SG, ALG) against the
inclusion and exclusion criteria. Disagreements were resolved through discussions

with the study team (AC, PL, SG, ALG).

2.4.5 Data extraction

Two reviewers (AC and a combination of PL/SG/ALG) independently extracted the
information from each included study and recorded the findings on a standardised
data extraction form (Appendix C). This allowed specific details about the
interventions, participants, methods, context and outcomes to be recorded,
alongside definitions of rehabilitation potential, methods of assessment and
theoretical underpinnings alongside biases in study design and reporting. The data
extraction form was piloted with a member of the study team and a sample of five

papers to ensure that it was fit for purpose, unambiguous and clear.

2.4.6 Data analysis

Results from the studies were displayed in descriptive tables and discussed amongst
the study team. Mapping reviews have the advantage of taking into account a priori

and emergent themes from the evidence base, addressing specific questions to
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inform theory development and subsequent intervention design. Such reviews
characterise the quantity and quality of available literature by design and key
features (176). Data was analysed by publication rate by year, country of publication,
study type, participant types and study settings. A priori categories were established
based upon the World Health Organization (WHO) International Classification of
Functioning, Disability, and Health (ICF) (44). This enabled the theoretical
underpinnings and components of rehabilitation potential assessment relating to
health conditions, body functions and structures, activities, participation, personal
and environmental factors to be identified. Further discussion on the WHO ICF (44)
can be found in chapter one. Categories were added to the analytical framework
based upon important insights from included articles that were not adequately
captured by the a priori headings. A narrative approach to reporting was adopted to

inform the development of the RePAT intervention.

2.5 Results

There were 8896 papers identified through bibliographic searches with an additional
ten references through citation searching. After duplicates were removed, 7964
records titles and abstracts were screened against the inclusion criteria and 7863
were excluded. Based upon a review of the abstracts, 101 articles were obtained for
full review, which were identified as describing rehabilitation potential or similar
descriptors. A further 51 articles were excluded: 19 articles described research not
specific to rehabilitation, five articles focused on outcome measure validation and
use, five articles were not specific to the older population, three focused on models
of rehabilitation care provision, two were published in non-English language, one
was an opinion piece, six were conference abstracts where full results were
unavailable and one was specific to stroke. The nine articles classified as ‘unable to
obtain’ were checked on the British Library Database for availability and in addition,
authors were contacted via email to request copies of the publications, but no
responses were obtained. A total of 49 articles met the inclusion criteria and
considered in full. A PRISMA diagram is shown in Figure 11. An example of a

completed search can be found in Appendix D.
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Figure 11 - PRISMA diagram (183).

2.5.1 Articles by country

Full-text articles excluded,
with reasons
(n=51)

Unable to obtain =9
Non English =2
Outcome measures=5
Mot specific to older
people =5
Mot rehabilitation
specific=19
Focus on care models =3
Opinion piece =1
Abstract =6
Stroke specific =1

Table 5 outlines the countries in which the articles were published.

Table 5 - Number of articles by country.

Continent/Region Number of publications
North America 21

Europe 14

Australasia 5

Asia 3

International collaborations 6

Total 49

45



2.5.2 Publication dates

Publication dates ranged from 1959 to 2017 with the greatest number of articles

published in 2012 and 2016. Publication rate by year is shown in Figure 12.

i

Number of articles

17

Year of publication

Figure 12 - Number of articles by country.

2.5.3 Study types

The review included a wide range of study designs: 25 observational studies, four
clinical assessment protocols, three discussion articles, two descriptive studies, two
comparisons of clinical data against machine learning algorithms, two qualitative
interview studies, two cohort studies and one of each of the following: randomised
controlled trial, case report, comparison of inter-rater reliability, expert consensus,
guantitative survey data, chart reviews, tool validation, literature review and a

systematic review.

2.5.4 Study setting

For experimental studies included in the review, 15 took place in a hospital, six in the
community, seven in care homes, two in intermediate care, two in day hospitals, one

compared the hospital setting with intermediate care and one compared community
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rehabilitation against hospital rehabilitation. Where sample sizes were reported,

they are displayed in Table 6.

Table 6 - Study settings and number of participants (where reported).

Setting Number of studies Number of participants
Acute hospital 15 9086

Intermediate care 2 10901
Community-based 6 25322

Care homes 7 185591

Community versus 1 302

hospital rehabilitation

Day hospital 2 248

Total 33 231,450

Rehabilitation was provided in generic models of care as opposed to specialist stroke

and hip fracture services.

2.5.5 Study participants

The studies identified in this review included a wide range of participants, patient

groups and diagnoses. In studies which considered how clinicians assessed

rehabilitation potential, assessments were carried out by a single profession or as

part of a multidisciplinary endeavour (Table 7).
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Table 7 - Clinicians involved in rehabilitation potential studies.

Sample
Study Participants size
Cunningham et al. Occupational therapist, physiotherapist,
(134) nurse, doctor 4
Hoenig et al. (184) Physician 98
Jette et al. (185) Occupational therapist, physiotherapist 9
McPhail et al. (186) | Physiotherapist 23
Myers et al. (187) Nurse unclear

The majority of studies included diverse patient groups who were in receipt of
rehabilitation assessments or interventions (Table 8). Study populations were
described using a diverse range of variables which included: frailty, multimorbidity,
cognitive status, functional abilities and activities of daily living. Diagnoses commonly
identified included: Alzheimer’s diseases and other dementias, orthopaedic
(osteoarthritis and falls), cardiac and respiratory conditions, stroke and hip fractures.
Where reported, mean ages ranged from 65 to 88.1 years. A total of 14 articles did

not report on specific patient populations or conditions (70, 184, 185, 188-198).
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Table 8 - Patient participants demographics (where reported).

X= not reported

Author Patient group Sample size Age (years, Frailty or
mean) Comorbidity
measures
Aberg et al. Stroke, hip fracture, spinal injury, 15 X X
(199) myocardial infarction, respiratory
insufficiency
Abrahamsen et Medical (infection), orthopaedic 961 (medical n=615) (orthopaedic 85 567 (59%) had 5 or
al (200) (fallers, contusions and fractures) n=346) more diagnoses
Alekseyev et al. Stroke, medical debility, cardiac, Unclear 67.7 X
(201) neuromuscular, respiratory, other
Arling et al. Mixed morbidities (cardiovascular 558 77 X
(202) disease, stroke, cancer, dementia,
neurological, endocrine and
psychiatric disorders
Arling et al. Mixed cognitive impairments, 1419 (29.2% cognitive impairment, 82.6 X
(203) multi-morbidity 38.8% pain, 62.6% cardiovascular)
Badriah et al. Stroke, orthopaedic, disuse 835 (stroke n=205, orthopaedic n=441, | 76.49,78.7, | x
(204) syndrome disuse n=189) 79.17
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Author Patient group Sample size Age (years, | Frailty or
mean) Comorbidity
measures
Cameron et al. Stroke, hip fracture, joint 560 (stroke n=87, hip fracture n=103, 80 X
(205) replacement, amputation, joint replacement n=96, lower limb
orthopaedic amputation n=12, other orthopaedic
n=170, other rehabilitation n=92)
Caradoc-Davies | Unclear 94 X X
et al. (206)
Chang et al. Physical and cognitive impairment | 581 (79.7% cognitive intact, 20.2% mild- | 80.9 X
(129) (diagnosis not given) moderate cognitive impairment, 92.8%
physically independent, 7.2% physically
dependent)
Chou et al. (207) | Unclear but impaired in activities of | 83 80.9 X
daily living
Cunningham et 15% stroke, 11% hip fracture, 26% 27 81 X
al. (134) cardiorespiratory, 7%
musculoskeletal, 4% cognitively
impaired, 37% other
Eagle et al. Depression, stroke, degenerative 113 79.6 X
(208) joint disease (treatment
group)
Fortinsky (209) | Inacare home, unclear diagnoses | 8665 60 years X
plus (mean
not given)
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Author Patient group Sample size Age (years, | Frailty or
mean) Comorbidity

measures

Fusco et al. Stroke, hip fracture, osteoarthritis, | 598 (44.3% stroke, 31.8% hip fracture, 82 2.3 +- 1.5 number

(210) Parkinson's disease 11% OA, 9.5% Parkinson's disease) comorbidities

Gordon et al. Stroke, mental deficiency, hip 112 76 X

(127) fracture, amputation, other

Haley et al. Fractures, cardiac conditions 75 81.3 Edmonton Frail Scale

(2112) 8.65 mean, 6 mean
comorbidities

Hartley et al. Cognitively intact and cognitive 590 84.6 and Charlson Comorbidity

(212) impairment admitted to an acute 88.1 Index (CCl), Clinical

hospital Frailty Score for each

group reported

Hershkovitz & Stroke, hip fracture, joint 135 72 male, 74 | x

Brill (213) replacement, other conditions female

Johansen et al. Stroke, osteoarthritis, hip fracture, | 202 (Stroke n=34, Osteoarthritis n=23, 80.7 X

2011 (214) chronic diseases Hip fracture n=82, other n=61)

Johansen et al. Stroke, osteoarthritis, hip fracture, | 255 (17% stroke, 13% osteoarthritis, 81.7 X

2012 (215) chronic diseases 36% fracture, 34% other)

Johansen et al. Stroke, osteoarthritis, hip fracture, | 302 80.7 and X

(133) chronic diseases 80.2
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Author Patient group Sample size Age (years, | Frailty or
mean) Comorbidity
measures
Jupp et al. (216) | Multi-morbidity (not defined) 624 80.9, 81.6, X
85.1
Leung et al. Stroke, hip fracture, medically 104 (29.8% hip fracture, 30.7% 81.6 6.8 +- 2.5 number of
(217) complex, other musculoskeletal medically complex, 18.3% stroke, 21.2% comorbidities
conditions other)
McPhail et al. Orthopaedic, stroke, other 272 79 (low X
(186) neurological conditions, geriatric cognition)
deconditioning, other disabling 71.7 (high
conditions requiring rehabilitation cognition)
Mofina & Impairments in cognition, activities | 111,804 83.2 CHESS scale (63%
Guthrie (218) of daily living and instrumental low, 37% mild or
activities of daily living severe)
Morghen et al. Orthopaedic, cardiac, pulmonary, 556 81.6 (low Cumulative illness
(219) neurological, immobility syndrome gain) 78.2 rating scale 1.7 (low
(high gain) gain) 1.6 (high gain)
Muller et al. Unclear - impaired activities of daily | 400 X X
(220) living
Myers et al. Medical and surgical diagnoses 362 79.7 X
(187)
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Author Patient group Sample size Age (years, | Frailty or

mean) Comorbidity
measures

Reynolds et al. Selection of diagnoses, given by 1480 77 2.4 major diagnoses

(124) system not diagnosis per patient

Seematter- Hip fracture, osteoarthritis, 2754 Stratified by | 46% had 5 or more

Bagnoud et al. Cardiovascular, respiratory, age group diagnoses

(221) cerebrovascular diseases, (<75, 75-84,

Gastrointestinal > 85)

Singh et al. Geriatric syndromes 265 82.6 By outcome using

(222) frailty index and CCl

Sinn et al. (223) | Co-morbidities (not defined) 9940 (59.1% hypertension, 31.7% 77.9 Adjusted for

diabetes, 31.4% osteoarthritis, 20% comorbidities
Stroke, 16.9% Alzheimer's disease)

Stolee et al. Elderly rehabilitation group 173 81 X

(224)

Zhu et al. (225) Unclear 24,724 76.3 15.7% had
Alzheimer's or
dementia diagnosis

Zhu et al. (130) | Unclear 24,724 X X
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The findings of the mapping review coalesced around specific themes relating to

rehabilitation potential, namely:

e Definitions of rehabilitation potential

e Who was involved in the assessment of rehabilitation potential
e Where rehabilitation potential was assessed

e When assessments of rehabilitation potential were completed
e The use of decision-making frameworks

e What was included in an assessment of rehabilitation potential
e How rehabilitation potential was measured or categorised

e Definitions of success

e External factors influencing the assessment of rehabilitation potential

2.5.6 Definitions of rehabilitation potential

The term rehabilitation potential first appeared in the published literature in 1959
(124) where physiatrists (doctors specialising in physical medicine and rehabilitation)
rated the rehabilitation potential of patients living in chronic disease institutions as
“definite”, “slight” or “none”. The concept of rehabilitation potential was poorly
defined as a “potential for restoration” and was said to involve the consideration of a
number of clinical factors. Nagi (194) stated that rehabilitation potential involved a
prognostic evaluation of levels of functioning an individual is capable of reaching
under certain circumstances. Muller et al. (220) stated that individuals with
rehabilitation potential maintained self-care activities and social functions at higher

levels than untreated populations.

A number of studies were identified that provided definitions of rehabilitation
potential. Cunningham et al. (134), Mosqueda (193). and New (70) all adopted

the definition provided by Rentz:

“The prognostic indicator of how the patient will perform within a
standard inpatient rehabilitation program...involving an estimation of
the patient’s personal strengths (i.e., level of motivation/cooperation,
cognitive status and personality constellation), medical complications
and familial support as they interface with therapies and rehabilitation

environment. In essence, the assessment of rehabilitation potential
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estimates the individual’s capability of cooperating with a rehabilitation
program and making measured functional gains in ambulation and self-
care...appraising whether the patient’s current quality of life can be

improved upon despite chronic or multiple disabilities.”(69)

In three studies by Johansen et al. (133, 214, 215) a working definition of
rehabilitation potential by the Norwegian Government (150), was adopted, whereby

rehabilitation potential was said to be:

“The physiological and psychological possibilities of a disabled person to
restore, improve or maintain an optimal level of function and quality of

life.” (150)

Whilst this definition emphasises the relationship between physical and
psychological health and well-being, the definition was not specific to older people

living with frailty.

Rehabilitation potential was described in a number of discrete ways in observational
studies using validated data sets such as the InterRAI (129, 130, 190, 191, 218, 223,
225) or the US Minimum Data Set (187, 192, 203, 207, 209). The RAI-MDS 2.0, 2.1
and RAI-HC are a suite of standardised and comprehensive clinical assessments
which have been widely adopted internationally and mandated by governments in
both Canada and Australia (226). Rehabilitation potential was said to be present if
the individual undergoing rehabilitation and/or a member of the complex continuing
care team thought she or he was capable of increased independence in some
objectively measured functional areas (129, 203, 207, 218, 223). This definition was
further refined by the work of Zhu et al. (130, 225) whereby true rehabilitation
potential was said to be present if an individual demonstrated measurable
improvements in ADL functioning (measured using the interRAIl ADL long form) over
a period of one year or if they remained at home at the end of the rehabilitation
intervention. The InterRAI Acute Care Assessment form (190) considered
rehabilitation potential as a key factor in identifying rehabilitation need and
effectiveness. Gray et al. (190, 191) reported that rehabilitation potential
encompassed an individual’s potential to improve in ADL’s if certain conditions were
met. However, some tools recognised that improvement may not always be the

primary aim of rehabilitation programmes. Morris et al. (197, 198) stated that

55



individuals may benefit from rehabilitation which sought to prevent avoidable

functional decline in individuals with existing ADL deficits and need:s.

In an observational study by Alekseyev et al. (201), an individual’s potential to
benefit from rehabilitation was aligned to key risk factors for involvement in
rehabilitation programmes. These findings led to the development of a Pre-
Admission Screening Checklist (PSC) outlining absolute and relative contraindications
to rehabilitation which may prevent individuals’ participation, involvement or ability
to improve with rehabilitation programmes. Whilst these may prove useful to guide

decision making, the PSC has not been robustly tested or validated.

Studies were identified which stated that they selected patients for rehabilitation
programmes on the basis that they had rehabilitation potential (200, 204, 208) but
robust operational definitions were not evident in the papers. Badriah et al. (204),
sought to design a measurement of rehabilitation potential based on the Functional
Independence Measure (FIM), where rehabilitation potential was calculated by
dividing the change in FIM total score at the beginning of rehabilitation therapy and
hospital discharge by the FIM total score target (total maximum FIM minus FIM score
at the start of rehabilitation). In this case, rehabilitation potential was assumed to
represent an improvement in functional abilities, but a concise definition was not
provided in the study. This involved a retrospective understanding of an individual’s

rehabilitation potential.

Several studies were identified where the term ‘rehabilitation potential’ was used
interchangeably as a predictor of rehabilitation response. Cameron et al.’s (205)
definition considered individuals to have rehabilitation potential if they were
predicted to benefit from MDT rehabilitation. Whilst embracing multi-disciplinary
working, the concept of ‘benefit’ remains poorly defined. A number of authors (127,
184, 192, 206, 209, 210, 212, 213, 221) adopted a functionally-orientated approach
to definitions where individuals had rehabilitation potential if they were likely to
achieve restoration of function after an acute event. However, Hoenig et al. (184)
considered that rehabilitation potential was better expressed by gaining
improvements in quality of life rather than by functional gain alone. Gray et al. (190)
and Hartley et al. (212) used place of residence as a proxy for functional ability

whereby individuals had rehabilitation potential if they were predicted to be likely to

56



be discharged back to their usual place of residence after an acute episode of ill

health.

Definitions of rehabilitation potential in older people demonstrated considerable

heterogeneity and a lack of consensus from the literature identified in this study.

2.5.7 Who was involved in the assessment of rehabilitation

potential

Assessments of rehabilitation potential involved a wide range of healthcare
professionals. These included; physicians (124, 127, 193), rehabilitation nurses (187),
the MDT (70, 134), untrained care home staff (129, 209), disability or medical
assessors (190, 191, 194, 197, 198) or by the patient themselves (129). This was in
part due to the design of research studies, rather than practice described in routine
clinical care. Chang et al. (129) assessed the differences between self-perceived and
carer-evaluated rehabilitation needs or rehabilitation potential among care home
residents in Taiwan. The study reported that 63.2% (n=367) of residents believed
that their physical function would improve, but just 9.8% (n=57) of their caregivers
deemed them to have rehabilitation potential. In those with mild to moderate
cognitive impairment, as measured by the MDS Cognitive scale, care-givers rated
24.6% (29/118) of the residents as having rehabilitation potential whereas 45.8% of
residents (54/118) believed they had potential to improve. Both findings were

statistically significant.

Zhu et al. (130, 225) examined the identification of rehabilitation potential using data
from machine-driven learning from large historical datasets rather than through
direct clinical assessment. They reported that the use of ‘big data’ had the potential
to influence and inform clinical decision making, care planning and had a role in

predicting rehabilitation outcomes.

In studies which explored rehabilitation outcomes, the rehabilitation assessment was
predominantly completed by the MDT.(184, 185, 192, 196, 206-208, 210, 213, 219,
223, 224) For those studies where MDT composition was reported, results can be

found in Table 9.
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Table 9 - Composition of multi-disciplinary team members involved in assessments of rehabilitation potential.

Chou et al. (207)
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Study

RP Specific

MDT

Physician

General Practitioner

Geriatrician

Physiotherapist

Occupational Therapist

Nurse

Social Worker

Care home staff

Patient

Relatives

Carer

Dietitian

Disability examiner

Researcher

Psychology

Speech therapy

Cunningham et al. (134)

Eagle et al. (208)

Fortinsky (209)

Fusco et al. (210)

Gordon et al. (127)

Gray et al. (190)

Gray et al. (191)

Haley et al. (211)

Hartley et al. (212)

Hershkovitz & Brill (213)

Hoenig et al. (184)

Jette et al. (185)

Johansen et al. 2011 (214)

Johansen et al. 2012 (215)

McPhail et al. (186)
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Patient or clients and carers were sometimes included in the rehabilitation
assessment (190, 191, 195, 206, 207), but the extent of their involvement or

influence on decision-making was unclear.

Although the research literature identified in this study made it clear, for the most
part, which team members were involved in assessing rehabilitation potential, it was
less clear how those findings were collated to guide decision making usefully and

who, from amongst the team members involved, made the final decision.

2.5.8 Where rehabilitation potential was assessed

Where rehabilitation potential was assessed, it was variably reported. The locations
of rehabilitation assessments were highly contextualised by the study design and
aims. Assessments took place in outpatient geriatric clinics (194, 199), intermediate
care units (133, 200), acute or subacute inpatient geriatric wards (197, 198, 211, 212,
222), inpatient rehabilitation units (70, 134, 186, 194, 196, 201, 204-206, 216, 219,
224), care homes, (124, 127, 129, 194, 202, 203, 207, 209, 220), rehabilitation
situated in care homes (210) and day hospitals (208, 213). Some studies included
multiple sites where rehabilitation assessments took place; in either the patient’s

own home, inpatient setting or nursing homes (133, 214, 223).

In some studies, it was unclear where the assessment of or the decision about an

individual’s rehabilitation potential took place (130, 184, 192, 193, 218, 221, 225).

2.5.9 When assessments of rehabilitation potential were

completed

In studies which specifically explored rehabilitation potential, the decision that an
individual did or did not have rehabilitation potential was predominantly made at a
single time point. Assessments occurred at the time of deciding on a patients
suitability for admission to a rehabilitation unit (127), to guide care planning after
hospital admission (70, 129, 134), as a snapshot assessment for a study (124) or
during application for state benefits (194). However, some studies used multiple

points: during admission and prior to discharge (187) and at baseline and one-year
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follow-up (220). In other studies, it was unclear when the assessment and decision

that an individual had rehabilitation potential was made (130, 193, 209, 225).

In studies which explored rehabilitation outcomes and effectiveness, assessment
points were defined with greater clarity and at multiple time points. These were
commonly at admission, discharge (from a rehabilitation unit or programme) and at
intervals specific to the study including two, three, six month and one-year follow-up
assessments (133, 186, 192, 199, 200, 204-206, 210, 212-215, 219, 222, 224).
However, some studies did include single time point assessments (196, 202, 203,
208, 211, 216, 221, 223). In multiple studies, it was unclear or unspecified when
assessments took place in an individual’s disease or rehabilitation trajectory (130,

184, 185, 189, 207, 218, 225).

The interRAI and MDS suite of tools were the only instruments identified which
sought to assess an individual’s pre-morbid abilities as part of the rehabilitation
assessment (190, 191). Pre-morbid abilities described an individual’s abilities in the
hours or days leading up to an acute hospital admission. These were deemed to be
an essential component of the assessment and provided information on the
individual prior to their current episode of ill health. The ‘baseline’ abilities were said
to provide the best idea of what an individual was capable of achieving through

rehabilitation programmes and thus useful as a prognostic indicator.

2.5.10 The use of decision-making frameworks

The identification of an individual’s rehabilitation potential was said to involve
clinical judgement and reasoning (134, 187, 212), but there was limited evidence for

the use of formal decision-making frameworks.

The Pre-Admission Screening Checklist (PSC) (201) was developed from a sample of
549 referrals over a six month period. Medical charts were reviewed for risk factors
for readmission to acute care from a rehabilitation unit. Risk factors included:
comorbidities, functional status (as measured by the FIM), admission diagnosis and
reasons for readmission to acute care. The subsequent PSC formed a type of safety
checklist to guide decision making but was found to be largely subjective and

unsubstantiated. Clinicians were asked to use simple binary ratings of yes, no or not
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applicable on absolute and relative contraindications to rehabilitation. These
included medical contraindications such as uncontrolled hypo- or hypertension,
postural hypotension, cardiac instability, blood glucose levels, if the patient was
perceived to be able to tolerate and participate in three hours of daily therapy or if

the patient was motivated for rehabilitation.

Jupp et al. (216) developed a tool to aid clinicians in predicting outcomes after acute
hospitalization and guide rehabilitation assessments based on factors linked to
discharges to residential or nursing home placements. The tool incorporated
assessments of gait, eyesight, mental state and sedation (GEMS). In the validation
study, patients admitted to care homes were found more likely to have abnormal
vision, impaired cognitive abilities, gait abnormalities and taking sedative

medications.

The interRAI Clinical Assessment Protocols (CAP), developed for acute and
community-dwelling populations (190, 191, 197, 198), provided decision making
frameworks for use in older and vulnerable populations. The ADL CAP (197)
addressed individuals’ difficulties in ADL performance (personal hygiene, dressing,
walking, transferring, eating), cognitive function and recent medical events. An
overall score indicated whether the individual ‘triggered’ to prevent decline,
facilitate improvement or triggered no action. A series of clinical prompts and care

plans were then recommended to guide care planning.

The Instrumental Activities of Daily Living (IADL) CAP (198) targeted higher-level daily
activities including housework, meal preparation, transportation and shopping.
These tools were used in two studies identified in the review (218, 223). Two studies
by Zhu et al. (130, 225) compared the use of CAPs with a machine-driven algorithm
to guide rehabilitation potential decision making in the Canadian home care setting.
Findings indicated that both the K-nearest neighbour algorithm (130) and Support
Vector Machine (225) had superior predictive powers for rehabilitation potential and
subsequent rehabilitation outcomes when compared to the ADLCAP. Machine
learning algorithms provided data which was not easily applied to the clinical setting
and further work to refine and operationalise the tools are required (225) and to
understand the practical implications of applying big data to the clinical decision-

making.
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2.5.11 What was included in an assessment of rehabilitation

potential

In assessing for rehabilitation potential and similar descriptors, a number of key
components were identified in the literature. Several studies revealed that the
assessment of rehabilitation potential required a holistic assessment approach (218)
and should address biopsychosocial needs and abilities (70). However, a lack of
specificity was found in the composition of these assessments. Key areas that were
identified included: medical, functional, mental health, social and environmental

needs.

2.5.11.1 Medical

The evidence identified suggests a pertinent role in assessing individuals’” medical
problems. This included the identification of co-morbidities and diagnoses (70, 127,
130, 133, 184, 185, 187, 189, 193-202, 208, 210, 212, 214-216, 219, 223-225) which
were likely to affect rehabilitation participation or outcome. These were measured
by counting the number and type of underlying diseases (192, 210) or using the
Charlson Co-morbidity Index (222).

Medical stability was frequently seen as a prerequisite for an individual being able to
take part in rehabilitation (70) or tolerate periods of rehabilitation (201). Common
features of assessments included the identification of relevant medications which
might affect rehabilitation outcome or participation (190, 191, 197, 198, 210), pain
(187, 190, 191, 195, 197, 198, 224), nutritional status (190, 191, 197, 198, 210, 219),
continence (134, 191, 192, 210, 224) tissue viability (202) and communication
abilities (190, 195, 210, 223), including vision (190, 197, 198), and hearing (191).
There was a distinct lack of evidence to support the exact composition of the medical
component of rehabilitation potential assessments, as the evidence identified was

largely based on opinion rather than to specific baseline measures and variables.

2.5.11.2 Functional

In considering an individual’s rehabilitation potential, assessing and identifying

functional abilities were strongly represented in the data. Physical functional abilities
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such as activities of daily of living were identified as key components of a
rehabilitation potential or rehabilitation assessment (70, 130, 133, 185-187, 189-191,
193, 195, 197, 198, 204, 206-210, 212-216, 219-224). Some studies were more
specific with their definitions of function such as mobility (130, 187, 201, 211, 224,
225), transfers (201) or occupational abilities (194). Specific barriers to physical
function such as muscle strength, neurological deficits (192) or sensation (124, 210)
were found to be included in assessments. Functional abilities were largely
understood and measured through assessing activities of daily living (130, 133, 187,

190, 191, 195, 197, 198, 202, 206, 207, 209, 213-215, 221, 224, 225).

2.5.11.3 Mental health

Establishing an individual’s psychological abilities or deficits (186, 193, 195, 196, 212,
214, 215) was included in assessing rehabilitation potential. Studies cited that they
specifically considered an individual’s cognitive abilities during rehabilitation
potential and rehabilitation assessments (130, 184, 186, 187, 189-191, 197, 198, 204,
207, 210, 213-215, 219, 223). Gray et al. (191) stated that assessing cognitive skills
for decision making was essential in rehabilitation assessments, whereby short term

memory recall, procedural and situational memory were considered.

An assessment of mood (190, 191, 198, 206, 210, 223) disruptive behaviours (70,
127,187,191, 192, 195, 210, 223) and depression (189, 191, 196, 210, 223) were

found to be included in rehabilitation assessments.

Assessments of IADLs, describing key life tasks such as managing finances, cleaning,
shopping and meal preparation were identified (190, 191, 198, 224). Impairments in
IADL can often be present in those with mild cognitive deficits and the early stages of

dementia (227) so may be an important indicator of cognitive abilities and function.

2.5.11.4 Social

An assessment of rehabilitation potential was found to require an understanding of
an individual’s social circumstances (184, 187, 188, 200, 206, 210, 220, 223).
Understanding social status and conditions were important factors in determining
the recovery of older community-dwelling adults who received intermediate care
rehabilitation following an acute hospital admission (200). The ability to live at home
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was reported to be a “good and practical measure of recovery” (200) in this
population. Indeed social situation, where an individual lives, and the type of support
they receive, were found to be strong predictors of rehabilitation outcome (221).
Mosqueda (193) outlined that it was not only important to understand existing social
support mechanisms but also to question the reliability, number and type of support
offered to an individual, specifically inquiring if carers were able to provide practical

or emotional support.

Caradoc-Davies et al. (206) explored the perceived benefits of rehabilitation between
health professionals and clients, finding that perception of benefit was positively
predicted by better relationships with spouses, friends and not feeling lonely by
clients in receipt of rehabilitation. Those with strong social support mechanisms
were more positive about the potential benefit of rehabilitation. New (70) proposed
that patients with strong family, social and financial support had better rehabilitation
outcomes and assessing support structures was an integral component of

rehabilitation assessments.

2.5.11.5 Environmental

The literature highlighted the need to asses an individual’s environment (70, 193-
195, 208). Mosqueda (193) suggested that environmental assessments should
include understanding the environment of the usual place of residence and the
current or proposed rehabilitation venue. This view is supported by Nagi (194), who
stated that the environment should be considered in terms of the individuals’ level of
functioning within that specific environment, suggesting that assessments were

context-specific.

2.5.12 How rehabilitation potential was measured or categorised

In studies specific to rehabilitation potential, a number of measures were identified.
The interRAI tools were used to measure rehabilitation potential (129, 207, 209, 210,
218, 223). A study by Chang et al. (129) explored the subjective perception of
rehabilitation potential where residents and caregivers were asked to state whether

they thought rehabilitation would improve resident’s ADLs. This involved a binary
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yes/no response and the study found significant disagreement on rehabilitation
potential between carers and residents in the care home setting. In 2009, Myers et
al. (187) asked nurses to rate individuals’ rehabilitation potential as either being
0=good or 2=poor. They found a significant relationship between nurses’ admission
assessment of patients’ rehabilitation potential and functional status as measured
through ADL at discharge (r=0.20, R*=0.04, P<0.001). When cognitive performance
was considered using the Behavioral Dyscontrol Scale (228), predictions of
rehabilitation potential remained significant amongst hip fracture patients (r=0.48,
R?=0.07, P,0.001). However, predictions for medical and surgical patients did not
reach significance (r=0.12, R?=0.02, p=0.13). Cunningham et al. (134), like Myers et al.
(187) proposed a binary response in their study into rehabilitation potential.
Members of the MDT were asked to rate the rehabilitation potential of 27
consecutive patients admitted onto a geriatric rehabilitation ward as either good or
poor. They found that agreement between professionals was poor (kappa = 0.21).
Other studies adopted retrospective measures, comparing outcome measures before
and after rehabilitation programmes. Measures adopted included changes in
individuals ADL functioning (130, 225) where gains were seen as a positive

affirmation of rehabilitation potential.

Following a literature review by New (70), a traffic light system was developed to
classify a patient’s appropriateness for rehabilitation and by proxy their
rehabilitation potential. This model, based on anecdotal evidence, proposed that
‘green light’ patients were always appropriate for rehabilitation, those with
conversion and personality disorders, obesity or specialist nursing needs were
classified as ‘orange’ (proceed with caution) and for patients with limited life
expectancy, lack of capacity and severe dementia as red and not appropriate for
rehabilitation. This system was not however designed specifically for older people,

rather for a heterogeneous inpatient population.

Most aspects of medical interventions were not measured or categorized in a way
that could be easily reported. Those that were quantifiable were largely measures of
frailty or symptom scores. A number of outcome measures were identified which
directly related to medical, functional, psychological and social domains of
assessment (Table 10). No measures were found which mapped to an environmental

assessment.
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Table 10 - Measures used during rehabilitation potential assessments.

Medical

Functional

Psychological

Social

Resources and Service
Basics and Instrumental
Activities of Daily Living

Edmonton Frail | Elderly Mobility Scale Cognitive Index of Social
Scale Performance Engagement
Scale
Cumulative General Motor Mini Mental
Illness Rating Assessment Scale State
Scale Examination
Geriatric Barthel Confusion
Assessment Assessment
Frailty Index Method
Symptom Functional Independence | Montreal
Control Check | Measure Cognitive
list 10 Assessment
Older American Geriatric

Depression Scale

ADL Scale

Lowenthal-Haven
Scale

IADL Scale

ADL Hierarchy Scale

Modified Rankin Scale

Nottingham Extended
Activities of Daily Living

Sunnaas ADL
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Medical Functional Psychological Social

180-degree turn

Timed Up and Go

Grip strength

Gait speed

BERG balance scale

Wakari Scale for ADL

Caradoc-Davies et al. (206) adopted a more holistic approach to measuring
rehabilitation effectiveness using measures of patient and carer psychological
wellbeing, stress, perception of control and support using the Lowenthal-Haven
Scale. Quality of life measures including the Global Health Questionnaire and
Geriatric Quality of life questionnaire (208), Patient Health Questionnaire (217), EQ-
5D-3L (186), Symptom Control Check List -10 (133, 214, 215), Umea Life Satisfaction
Checklist (133, 214), Short Form Health Survey (217) and Index of Social Engagement

(223) were also identified.

Another factor, central to the concept of rehabilitation potential, was motivation.
Motivation was described as being present if the patient was found to be eager to
participate in therapy and took responsibility for being actively involved in their self-
care (193). The Kemp model of motivation (229) was proposed, taking into account
patient wants, beliefs and rewards, offset by the costs of participating in the

rehabilitation programme (Figure 13).
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Motivation = wants x beliefs x rewards

costs

Figure 13 - Kemp model of motivation (229).

Morghen et al. (219) was the only study which sought to measure and evaluate the
impact that patient participation had on predicting rehabilitation gains or outcomes.
Participation was assessed using the Pittsburgh Rehabilitation Participation Scale
(PRPS) (72), and functional gain was measured using the Montebello Rehabilitation
Factor Score (230). The PRPS measures participation during therapy sessions, where
clients were rated using a Likert Scale of 1-6 (1 = refusal to participate in a session
and 6= excellent participation in all exercises, taking an active interest in exercise
and/or future therapy sessions). The study found that participation was
independently associated with functional gain in the elderly inpatient rehabilitation

setting.

Moseley et al. (192) and Wells et al. (196) proposed the use of goal attainment as the
preferred method to measure rehabilitation outcome through the use of the Goal
Attainment Scale (GAS), whereby patient-centred goals are set and percentage

attainment was measured.

2.5.13 Definitions of success

Studies by Myers et al., Cunningham et al. and Chang et al. (129, 134, 187) proposed
that a measure of success was the percentage agreement on an individual’s
rehabilitation potential either amongst healthcare professionals and providers or

clients.

The majority of studies identified in this review included patients who had been

deemed to have rehabilitation potential, rather than studies which explored or
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tested the assessment of rehabilitation potential. As a consequence, a successful
outcome of rehabilitation potential was frequently linked to rehabilitation outcomes,
specific to the study design, aims and objectives. Successful rehabilitation included a
wide range of outcomes. These included individuals returning or remaining in their
usual place of residence following rehabilitation (130, 133, 189, 200, 212, 214-216,
222), or functional gain (124, 127, 130, 133, 134, 185, 190-192, 200, 204, 206, 209-
212,214,215, 218-221, 223). Hoenig et al. (184) expanded this further to state that
rehabilitation should aim to improve an individual’s ability to perform in basic or
instrumental activities of daily living, and/or lead to an improvement in quality of
life. They also recognised that rehabilitation should seek to improve outcomes for
carers and family members as well as the individual in question. Supporting this
view, McPhail et al. (186) proposed that quality of life was an important indicator of
rehabilitation outcome, thus advocating the adoption of an individualised approach
to care. Morghen et al. (219) suggested that a positive outcome of rehabilitation and
vindication of an individual having rehabilitation potential was evidence of
participation in rehabilitation programmes. Morris et al. (198) expanded this further
by stating that the individual should have both an interest and capacity to carry out

IADLS more independently following rehabilitation.

Frequently, improvement was identified as the optimum outcome associated with
rehabilitation or rehabilitation potential amongst older people. Improvement was
described as a return to premorbid abilities or an improvement in function (124, 127,
129, 130, 133, 134, 184, 190-192, 197, 198, 200, 201, 204, 206, 212, 214, 215, 218,
219, 221-223, 225). However, some studies recognised that improvement may not
always be feasible in this population. Muller et al., Gray et al. and Fusco et al. (190,
210, 220) stated that maintaining an individual’s current status and abilities was also
a successful outcome. Poulos et al. (195) further embraced this notion, proposing
that reablement programmes in dementia should go beyond improvement and
consider maintenance and managing or delaying declining abilities. Assessments
should identify and address causes of functional decline discrete from the natural
progression of the underlying dementia diagnosis, such as medication management,

acute or comorbid medical conditions, deconditioning or lack of activity.
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2.5.14 External factors influencing the assessment of

rehabilitation potential

Whilst a number of clinical and patient-level factors have been found to affect the
decision that an individual did or did not have rehabilitation potential, external

factors were also considered.

A number of factors which influenced the assessment of rehabilitation potential
were identified in this review. Staff skills and training were thought to affect the
transaction of a rehabilitation potential assessment and indeed the concept of
rehabilitation potential appears to be linked to staff expertise, training and
experience (70, 192, 209, 222). Two separate concepts emerged from the literature:
the skills of staff to assess rehabilitation potential and skills for providing
rehabilitation interventions. Fortinsky (209) proposed that training and clinical
judgement were key factors in the assessment of rehabilitation potential, stating that
older adults with complex needs may never reach the ideal of maximised function
due to clinical judgements and policy guidelines that carry vague and conflicting
messages about rehabilitation potential. Moseley (192) and Mofina and Guthrie
(218) suggested that staff needed a thorough understanding of referral criteria to
rehabilitation services in order to decide on the suitability of individuals to

rehabilitation.

Funding and availability of resources were cited as factors to consider when
assessing an individual’s rehabilitation potential. Mosqueda (193) stated that
economic reality influences rehabilitation potential, whereby resources are limited
or rationed through government commissioning or insurance. Although an individual
may demonstrate gains from rehabilitation during their inpatient stay, if resources
are not available to continue programmes of rehabilitation, gains may not be

maintained and benefit may therefore not be realised.

In this context, Gordon (127) found that staff over-estimated an individual’s
rehabilitation potential for fear of omission; in other words, they offered
rehabilitation even if they were unsure of the benefit. This ethical dilemma is further
supported by New (70) who highlighted the tensions clinicians faced in allocating

resources including the potential for injustice and bias, utility and beneficence and
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how these factors may influence the decision that an individual does or does not

have rehabilitation potential.

2.6 Discussion

2.6.1 Summary of findings

The aim of this mapping review was to identify and map relevant literature that
could be used to develop the RePAT intervention and inform the theory

underpinning rehabilitation potential in older people living with frailty.

This study found that there was considerable variation in definitions of rehabilitation
potential and in some cases, an absence of definition. Common features were
however identified. Rehabilitation potential was found to encompass two different
broadly, but inter-related, concepts of prognostication and outcome measurement.
Prognostic rehabilitation potential described the prediction of what could be
achieved through programmes of rehabilitation, whereas outcome-based
rehabilitation potential considered what had been achieved. These key findings will

now be discussed.

Prognostication is a key concept in modern medicine and rehabilitation. Bohr (231)

stated that:
“Prediction is very difficult, especially if it’s about the future.”

This quote beautifully summarises the challenges faced in contemporary clinical
practice. Prognosis in medicine involves the prediction of the future course and
outcome of disease processes concerning either their natural course or outcome
after treatment (232). This study found that the most frequently cited definition was
by Rentz (69) who stated that rehabilitation potential was a form of prognostic
indicator which sought to predict how well an individual would perform in a targeted
rehabilitation programme to achieve functional gains and improved quality of life
taking into account underlying co-morbidities. This definition is useful in that it
encompasses the complex forces at play when clinicians seek to identify an
individual’s rehabilitation potential. However, the definition is limited by its lack of
specificity to older people living with frailty. Prognostic methods in medical and

rehabilitation decision-making allow for wider contextual factors to be taken into

73



account (233). These factors are commonly affected by frailty, old age and multi-
morbidity. Single conditions and diagnoses are more predictable in terms of their
trajectories and response to treatment, however, multi-morbidity, frailty and acute
ill health make for a very unpredictable rehabilitation context (234). In contemporary
clinical practice, older people living with frailty frequently present with acute
illnesses superimposed on underlying conditions and physiological decline. This
presents clinicians with particular challenges in understanding and predicting
recovery (235, 236) and challenges researchers in establishing the effectiveness of

rehabilitation interventions.

Rehabilitation potential was also found to be used as a proxy for entry criteria into
rehabilitation studies. In that patients deemed not to have rehabilitation potential
were excluded from studies based on the belief that they would not benefit or
respond to rehabilitation interventions. This frequently included those with
moderate to severe levels of cognitive impairment (185, 200, 222). People with acute
confusional states, cognitive impairment and dementias are regular recipients of in-
patient hospital care. Whittamore et al. (237) found a high prevalence of cognitive
impairment in the emergency in-patient population, with 27% of older patients
admitted having a diagnosed delirium and 41% with dementia. If the evidence base
for frailty rehabilitation and rehabilitation potential is to be developed in order to
improve clinical and patient-level outcomes, patients with cognitive impairment
must be recruited to research studies so that their true rehabilitation potential can

be understood.

This study also found that rehabilitation potential was often used as a measure of
rehabilitation outcome, in that individuals ‘had rehabilitation potential’ if they
achieved favourable outcomes. Retrospective understanding and assessment of an
individual’s rehabilitation potential is a useful method to help identify predictive
variables. Recent systematic reviews have identified a number of variables which
predicted outcomes in older people, including levels of cognitive impairments,
nutritional status, living alone and mood (222, 238). Based on retrospective analysis,
these variables help inform clinicians’ predictions of what an individual may be
capable of, but in isolation, they do not capture the complexity of human behaviour
and nuances of frailty and multimorbidity. However, Enderby et al. (76) warn that
variables which are strong predictors may hide the subtleties associated with an
individual’s recovery and clinical decision-making.
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Findings from this study suggest that trials of rehabilitation (where a brief period of
rehabilitation was conducted to assess initial response) were frequently used to
predict and measure rehabilitation potential (127, 184, 192, 204, 206, 209, 210, 212,
213, 221). This appears to suggest that despite, ‘hard’ predictive variables, trials of
rehabilitation may shape ideas of rehabilitation potential and response. A recent
study found that the Clinical Frailty Scale was not predictive of rehabilitation
potential amongst older people in receipt of post-acute rehabilitation (239). Despite
the small sample size of this study, the authors concluded rehabilitation potential
was better judged by experienced clinical assessments. This finding is supported by
Burton et al. (145) who found that clinical judgements on rehabilitation potential
amongst stroke survivors were more dependent on clinicians’ responsiveness to
offering rehabilitation rather than to predictive variables identified during

rehabilitation assessments.

This mapping review found that rehabilitation potential was largely assessed at
singular time points, with subsequent reviews of outcome measures completed
retrospectively. Older people living with frailty, and in particular those with an acute
exacerbation of ill health or delirium, oscillate in their clinical presentation and
abilities compared to non-frail populations. Therefore, any measure and method of
assessing rehabilitation potential in this cohort should take into account such

variance and fluctuations.

A positive outcome associated with rehabilitation was frequently established on the
notion of improvement. Medical and rehabilitation interventions may seek to regain
pre-morbid abilities (190), but the feasibility of improvement amongst older people
living with frailty has been questioned. Approaches which seek maintenance,
managed decline or palliation may offer greater benefits to this population (79, 240,
241). However, these studies found that improvement was not always predicated
upon restoration of physical function but upon evidence of adaptation to disability,
as demonstrated by improvement in activities of daily living, social interaction or
return to the usual place of residence. These complex outcomes highlight the
challenges in assessing and evidencing rehabilitation potential in older people living

with frailty.

This review identified evidence to support assessing underlying signs and symptoms

of conditions as part of rehabilitation potential decision-making. Physiological and
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safety needs, as outlined by Maslow (242) are often the focus of acute care and may
explain why definitions of rehabilitation potential have also been found to consider
safety as a contraindication to rehabilitation (201). Higher levels of Maslow’s
Hierarchy of Needs such as belongingness, love and esteem, relating to social
domains of assessment, received little focus in studies identified in this review.
Jackson et al. (243) advised clinicians working in intensive care to adopt a
comprehensive view of the whole person through Maslow’s hierarchy, where care
should focus not just on survival, but restoration of pre-morbid functions of the
mind, body and spirit. Even in studies which were carried out in the community
setting (130, 194, 197, 198, 210, 225), where acute physical needs can be assumed to
be less pressing, no evidence of social and spiritual domains assessment were
identified. Person-centred care seeks to draw together these approaches and has

been strongly advocated in supporting older people (122, 244).

Unsurprisingly, domains relevant to the World Health Organization’s International
Classification of Functioning, Disability, and Health (WHO ICF) (44) featured
prominently in the findings of this mapping review. This may be explained by the use
of the ICF in the a priori analytical framework but is also indicative of the impact that
the ICF has had on contemporary clinical practice. This study has demonstrated that
knowledge of physical attributes and underlying diseases and conditions are integral
to assessments of rehabilitation potential. However, frailty and complex health and
social care needs do not just manifest as physical entities as demonstrated by the
presence of holistic domains of rehabilitation potential assessments. Findings from
this study draw many parallels with Comprehensive Geriatric Assessment models of
care which seek to provide an iterative case management approach focusing on
medical, mental health, functional capacity, environment and social circumstances,
aiming to place patient and carers needs at the centre of the relationship (67, 68).
This review identified evidence to support the assessment of medical, mental health
and functional abilities in terms of rehabilitation potential but limited evidence to
focus on environment and social circumstances. Recent literature has suggested that
spirituality and economic status should also be considered for a truly holistic
assessment (245), but no supporting evidence for the inclusion of these domains in

an assessment of rehabilitation potential was identified in this review.

Personal and participatory factors feature in the ICF (44) and this study found that
motivation and participation played a key role in assessments of rehabilitation
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potential. Motivation is a complex construct that has been widely explored in
relation to rehabilitation in traumatic brain injury, stroke and sports medicine but
less frequently amongst older people living with frailty. Motivation is an important
factor in achieving successful rehabilitation outcomes. Siegert et al. (246) propose
that exploring an individual’s motivation, emotions and goals allows for an
understanding of how they will react with rehabilitation programmes, whereas
prognosis or prediction considers variables and outcomes. It is proposed that
rehabilitation potential in relation to frailty needs to consider prognostic,
performance and participatory approaches for maximum benefit to be achieved.
Commonly cited ‘barriers’ to rehabilitation such as poor cognition and low mood
(120) can all have a profound impact on an individuals’ ability to be motivated to
take part in and achieve beneficial outcomes from rehabilitation interventions. This
review supports the need to understand psychological factors such as mood and
cognition as part of a rehabilitation potential assessment either through
standardised assessments such as the Montreal Cognitive Assessment (MoCA), Mini-
Mental State Examination (MMSE), Geriatric Depression Scale (GDS) or participation
scales. It remains unclear which items within these tools best correlate to or predict

rehabilitation potential in older people living with frailty.

It is clear that solely focusing on the physical effects of frailty will not address the
complex, highly individualised and fluctuating needs of older people living with
frailty. Clinicians need to consider the wider social implications of ageing and the
impact these have on continued quality of life and control over individuals lives. The
inclusion of environmental and social domains of assessment identified during this
review may go some way to remedy this medical and physical bias, but further
evidence is needed to understand how these domains relate to rehabilitation

potential.

2.6.2 Strengths

A key strength of this study was the selection of a mapping review to identify
relevant evidence on rehabilitation potential. Mapping reviews, by their very

definition, seek to obtain a broad overview of the available evidence on a topic. Due
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to the heterogeneous nature of the presentation of frailty and the construct of
rehabilitation, this method was ideally suited to map this complex field. Whilst meta-
synthesis is frequently considered as the gold standard of literature appraisal, this
mapping review has found useful evidence to support an emerging definition of

rehabilitation potential in relation to frailty and how it is assessed.

Heterogeneous groups prove challenging to meta-synthesize and methodological
developments to address these challenges are emerging. It has been suggested that
reviews of complex interventions should seek not only to understand the
effectiveness of an intervention, but also the contextual and mechanistic
considerations of the intervention (95). The mapping review methodology was
ideally suited to consider these domains in order to build the theoretical evidence
behind rehabilitation potential in older people living with frailty in order to develop
the RePAT intervention. So whilst this review considered evidence on older people
with stroke, falls, fractures and disuse in the broader context of studies
(deconditioning associated with infections and acute ill health), this was

representative of the complexity faced in daily clinical practice and frailty research.

A common criticism levelled at mapping reviews is the lack of quality appraisal (176),
consistent with the standards outlined in modern systematic review methodologies.
Scoping reviews, which share common features with mapping reviews, do not
include quality appraisal. Pham et al. (247) found that 22.38% of identified scoping
reviews included quality assessments. Rather than rejecting the value of scoping
reviews due to lack of current quality appraisal, Levac et al. (248) suggest that a
specific quality appraisal tool should be developed to meet the methodological and
implementation needs of these emerging methods. Although this may limit the value
of review findings into policy and practice (176) both scoping and mapping reviews
have the potential to provide context and a deeper understanding of complex

phenomena and therefore play a key role in intervention development.

As per the initial a priori assumptions, the term rehabilitation potential and studies
identified in this review were found to be too heterogeneous in nature for
meaningful synthesis. They did, however, provide context and theoretical
underpinning to develop the theory behind rehabilitation potential further and

inform the RePAT intervention. As our understanding of rehabilitation potential and
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our decision making around frailty rehabilitation grows, a future synthesis may be

possible.

2.6.3 Limitations

Of the 49 studies included in this review, 24 were from either Anglophone countries
(UK, USA, Canada or America) or from European countries which have a tradition in
publishing in English language journals. The predominance of studies from
Anglophone countries may represent selection bias by limiting selection criteria to
the English language. Asian countries have been found to publish less frequently
(249), but this study included three publications from Asian countries and a total of

six international collaborations.

This study excluded evidence from books and hence the most commonly cited
definition of rehabilitation potential by Rentz (69), which provided invaluable insights
into the phenomena of interest. Whilst academic books are subject to editorial
review, they do not always undergo the same scrutiny as articles in peer-reviewed
journals. These sources, commonly classified as grey literature, are frequently
excluded from evidence appraisal methods, but this notion has been recently
challenged. Adams et al. (250) state that grey literature can provide new insights and
can help contextualise research evidence. Further work is needed to develop

methodologies that can robustly review and appraise these sources of evidence.

It proved challenging to identify studies which solely explored rehabilitation
potential in relation to frailty, despite a comprehensive literature search. This may
represent a limitation in search terms or engines used, but a broad range of terms
and engines were selected. More likely, it represents the lack of evidence in
rehabilitation decision-making and the emerging field of frailty rehabilitation. The
studies included in this review included a broad range of clinical conditions and
patient groups. This study sought to exclude articles which included patient
participants in receipt of specialist stroke, palliative and fracture services. However,
many of the studies identified included patients with these diagnoses. Rather than
being indicative of failings of the method, it represents the realities of clinical
presentations, where patients may present with comorbidities, including stroke and

fractures.
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2.7 Conclusion

This mapping review identified a number of key themes on how rehabilitation
potential was conceptualised, and operationalised in clinical and research practice.
There is an inherent belief that clinicians can identify who is likely to respond, benefit
and cooperate with rehabilitation programmes whereby evidence of effectiveness is
applied through evidence-based practice. Rehabilitation potential is the clinical
currency in which these beliefs are expressed. This review identified considerable
heterogeneity in definitions and use of the term rehabilitation potential. The term
involves complex processes of clinical decision-making, embracing diagnostic and
prognostic variables and assessment processes. Frailty makes for a very
unpredictable rehabilitation context. In the acute and subacute setting, older people
living with frailty have a complex constellation of multimorbidities, superimposed
acute illnesses and a propensity for sudden decline and unpredictable recovery
trajectories. Findings from this review suggest that although medical needs are often
thoroughly addressed, a holistic and iterative approach to rehabilitation potential
assessments is required. Current tools and assessment approaches often provide a
snapshot of individuals’ abilities and conditions and do not capture the dynamic
nature and fluctuations in frailty rehabilitation. New approaches are required which
seek to aggregate measures and abilities over time to prognosticate outcomes and

potential benefits.

Whilst the use of big data to identify key predictive variables and structured
approaches such as the interRAIl suite of tools offer promising results, there is
currently insufficient evidence to recommend any one tool. Further research is
required to establish the theoretical underpinning of rehabilitation potential in older
people living with frailty and to develop an evidence-based assessment tool. The
development and testing of the RePAT, outlined in this thesis is a small step in this
journey. Evidence identified in this review was synthesized with findings from the

focus groups presented in chapter three to develop the RePAT intervention.
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Chapter 3 — Focus Groups

Summary

This chapter presents a focus group study which explored rehabilitation potential in
older people with frailty (Figure 14). The study sought to provide further evidence for
how rehabilitation potential was operationalised and assessed from the perspectives
of clinicians, patients and carers. This was then used to further inform the design of

the RePAT intervention.

|  Mapping review ——» Focus groups —> lnr:‘e;dv::l\it;(;n ——» Feasibility study |

Figure 14 - Overall study organogram chapter three.

3.1 Scientific background and rationale for the method

The mapping review, presented in chapter two, found considerable heterogeneity in
definitions and use of the term rehabilitation potential. The literature was found to
predominantly focus on medical and functional needs, which did not embrace the
holistic, fluctuating and iterative nature of frailty rehabilitation. Limited evidence was
identified to support how clinicians and healthcare managers understood
rehabilitation potential, how it was delivered and assessed in clinical practice. Patient

and carer views on rehabilitation potential were largely absent from the data.

Qualitative inquiry is ideally suited to capture the complexity of rehabilitation
potential. It plays a key role in developing complex interventions (251) and can
provide direct access to what people do in real life rather than asking them to merely
comment on it (252). A number of different qualitative methods were considered
including interviews, focus group and observations. Observations provide an

opportunity to observe naturalistic behaviours but not the rationale of decisions
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behind these actions. Interviews were excluded as they would only provide individual
experiences and opinions and would not offer insights into the multi-disciplinary
nature of rehabilitation potential assessments. Focus groups have distinct
advantages over one-to-one interviews as they allow for group discussions and the
construction of shared group meaning (253). This method is ideal for gaining
improved access to participants’ own language and concepts (254) and promoting
group discussion through the use of open-ended questions. Focus groups, rather
than producing individual accounts, allow for socially shared tacit knowledge to be
generated, maintained and changed through dynamic group discussions (252). They
can lead to a rich understanding of how people make sense of their social worlds, the

meaning of events (255) and the stories individuals and groups tell themselves (252).

Researchers can design, collect and analyse focus group data with an individualistic
social psychology perspective, social constructionist perspective or a hybrid of the
two approaches (256). These are influenced by understanding how knowledge is
generated, either by individuals in a group whose opinions are stable or as socially
shared tacit knowledge which changes with group participation. Ryan et al. (256)
suggest that a hybrid approach is useful for theory building, providing evidence
which is descriptively rich, embracing individual opinions and collective experiences.
The aim of this study was to develop a deep understanding of rehabilitation potential
which combines interactions with individuals (patients, clinicians and carers) and
groups (multi-disciplinary teams and organisations) so the adoption of a theory

building approach appeared pertinent.

Focus groups are one-off meetings where a group of participants discuss a specific
topic with a facilitator. Successful focus groups have a number of key ingredients. As
with all robust research, they require clear aims, objectives and schedules to ensure
that relevant data is collected (254). They should strike a balance between free-
flowing, open and non-judgemental discussion and address the primary aims and
objectives of the study. Focus groups aim to recruit people with similar
characteristics and experiences (257). Careful consideration of membership is
required to manage group dynamics. Groups typically consist of between six and

twelve participants (255) to ensure all members are able to participate.
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3.2 Research aims and objectives

The aim was to explore opinions, experiences and understanding of rehabilitation

potential from multiple perspectives.

The specific research objectives were:

1. To explore how clinicians, patients, carers and academics understand
rehabilitation potential in older people living with frailty.
2. To explore how rehabilitation potential is assessed in the clinical setting.

3. Toidentify evidence to inform the development of the RePAT intervention.

3.3 Method

Five focus groups were held between February and March 2018. Participants were
recruited from the East Midlands region and opportunistically from expert attendees
at an international conference held by the British Geriatrics Society in Nottingham.
They were held across the East Midlands, reflecting the geography of the NIHR
Clinical Research Network and hubs around which local services were commissioned
and delivered. By carrying out focus groups across a region and from experts outside
the region, it was possible to explore experiences outside of one system of local

working and practice, enhancing the transferability of findings.

A heterogeneous group of participants which included clinicians, academics,
commissioners and members of the public were recruited. This created potential
issues with social power arising from professional hierarchies. Social power refers to
the potential or ability to influence others in a group setting (258). A number of
actions were taken to mitigate against this. Group discussion rules were developed
and shared at the start of each group. These highlighted the need to keep discussions
held in the group confidential and asked participants to respect others experiences
and opinions. These measures sought to foster an environment where participants
felt comfortable to share potentially sensitive issues and freely express their opinions
without consequence or distress. Participants were offered support from the Patent

Advice and Liaison Service and the NHS Employee Assistance helpline to discuss any
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sensitive, challenging or difficult subjects that arose. There were no instances where

this occurred.

Focus groups require skilled facilitation in order to manage strong personalities in
the group and any potential conflicts which might arise amongst its group members
(253, 254, 259). This was deemed to be particularly important in this study where
dynamics between and experiences of clinicians and members of the public were
likely to be contrasting. The first focus group was overseen by an experienced PPI
lead, who provided feedback on the techniques of AC and Margaret Kerr (PPI

member).

Participants who did not feel able to participate in a group setting due to difficulties
with communication, cognition, specific concerns or experiences with participating
clinicians were offered one-to-one interviews to ensure that a range of opinions

were obtained. No participant took up this offer.

The focus group schedule was developed from the findings of the systematic
mapping review outlined in chapter two. These were supplemented by the clinical
experiences of the study team and MK (PPl member). The schedule was piloted with
local clinicians and reviewed by the Dementia and Frail Older Persons PPl group at
the University of Nottingham to ensure clarity and acceptability. The focus group
schedule can be found in Appendix E. Mutually convenient dates for the groups were
arranged. The groups were held in venues away from NHS premises and in
convenient geographical locations to maximise participant attendance (253). They

lasted between one and two hours.

Data were digitally recorded and an observer (MK) took notes on group dynamics
and interactions. It is considered good practice to have two facilitators, one to lead

the group and the other to record non-verbal communication (260).

3.3.1 Inclusion criteria

Professional participants with experience of:

e Assessing rehabilitation potential in older people living with frailty in the

acute hospital setting.
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e Delivering rehabilitation to older people in the acute, sub-acute or

community setting.
Members of the public participants with experience of:
e Receiving a rehabilitation assessment or a period of rehabilitation.
e Caring for someone previously in receipt of rehabilitation.

e Being told they or their relative had ‘no rehabilitation potential’.

3.3.2 Exclusion criteria

e Participants who were not fluent in spoken English.

3.3.3 Sampling framework

Robust sampling frameworks are essential for enhancing the credibility and
transferability of research findings. Purposive sampling involves selecting
participants with specific characteristics who have knowledge which enables the
research question to be answered (255) and allows for a range of participants to
ensure representativeness and diversity of the population (261). A purposive
sampling framework was developed where a sample of participants with experience
of rehabilitation potential was recruited. Staff participants were selected by virtue of
their profession and experience working with older people living with frailty. This
allowed for a sample to be recruited, which included nurses, doctors and allied
health professionals. These professions reflect clinicians who are involved in
assessing for rehabilitation potential and delivering rehabilitation programmes.
Patient and carer participants were identified by virtue of their experience of being
assessed for rehabilitation potential, programmes of rehabilitation or in their role as
carers or family members. Sampling and data collection ran concurrently where
sampling was informed by data collection and analysis and further sampling ceased

once data saturation was reached.
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3.3.4 Sample Size

Sample sizes in qualitative research are frequently driven by the concept of data
saturation, defined as “the point in data collection and analysis when new
information produces little or no change to the codebook.” [(262), p65]. Qualitative
approaches propose that saturation can only be determined during or after data
analysis (263). This presents researchers with significant challenges in determining a
sample size which is both theoretically robust and pragmatically achievable. In an
attempt to provide more robust evidence for focus group sample size calculations,
Guest et al. (263) found that 80% of analytical themes were found within two to
three focus groups and 90% within three to six groups. This suggests that a sample

size of three to six groups should lead to the identification of the majority of themes.

Focus groups commonly have between six and ten participants (252, 254, 255). If
groups are too small, then group discussions are unlikely to stimulate debate and
generate new knowledge. If groups are too large, participants risk becoming
disengaged and reluctant to share their opinions (254). Over-recruitment of
participants by 20% (264) to 50% (265) has been recommended to take into account
possible non-attendance at the group and attrition. Ten participants were recruited

to each group with the aim of achieving an overall sample size of 24.

3.3.5 Recruitment

Participants were recruited through existing clinical, academic and professional
bodies within the East Midlands. These included: EMRAN (East Midlands Research
into Ageing Network), British Geriatrics Society, AGILE (interest group for Chartered
Physiotherapists working with older people), COT SS Older People (College of
Occupational Therapy Special Interest Group), and citations in peer-reviewed
journals identified in chapter two. Patient and carer participants were identified
through local support groups including: Age UK, East Midlands PPI Senate, Carers

Federation, Nottingham Elders Forum and local NHS Trusts PPl groups.

Study posters (Appendix F) were circulated through these networks and potential
participants were asked to contact the study team. Participant Information Sheets

(P1S) were circulated and AC answered any questions concerning participation prior
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to data collection. Separate PIS for clinicians (Appendix G) and members of the public
(Appendix H) were designed representing the differences in reimbursements for
these groups. Financial reimbursements were in line with guidance from NIHR

Involve (266) and are detailed in the PIS found in Appendix H.

3.3.6 Consent

All participants provided written informed consent (Appendix |) prior to data
collection. One copy of the consent form was kept by the participant and one by the

researcher.

3.3.7 Data analysis

After considering a range of methods, thematic analysis was chosen as the approach
in this study. Thematic analysis involves discovering, interpreting and reporting
patterns, meanings and clusters within the data (260, 267). Data were thematically
analysed using Framework Analysis (260) which is a method of data management
incorporating thematic analysis. This approach is particularly suitable for
collaborative multi-disciplinary health research where PPl members can contribute
to analysis (268). It provides a structured, robust and transparent method for data
analysis, enhancing the credibility and dependability of the findings (260, 268, 269).
It does not align itself to one specific paradigm, offering researchers a flexible tool to

generate evidence and themes (268) which is compatible with thematic analysis.

Qualitative analysis typically has two approaches: inductive and deductive. Inductive
methods, such as grounded theory, do not begin with a hypothesis, rather data
informs emerging theory. Deductive analysis describes how a priori, or pre-
determined codes, or themes are developed and applied to the data set. Framework
Analysis has been suggested as useful in the development and evaluation of complex
interventions (270). It has the advantage of allowing both inductive (emergent) and
deductive (a priori) coding (260, 268, 269). This aligned with the overall study
programme aims: to explore the phenomena of rehabilitation potential and to

develop the RePAT intervention. To achieve this, it was necessary to explore the
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ingredients required for intervention development and implementation via
deductive coding along with the ability to embrace emerging evidence from the

focus groups via inductive coding.

The framework approach comprises of seven components, which are presented

individually but in reality, are interdependent and iterative.

1. Coding framework

A deductive framework was constructed to take into account the study aims, findings
from the mapping review (chapter two) and prerequisites of intervention design (95).
This included definitions of rehabilitation potential, how, where and when it was
assessed and factors which influenced decision-making to inform the design and
implementation of the RePAT intervention. The framework was reviewed by the

supervisory team.

2. Transcription and familiarisation.

Transcription and familiarisation describe the process where the researcher gains an
overview of the collected data (260), immersing themselves in the data (268). This is
an essential step to ensure that resulting codes or labels are grounded in and
supported by the data (260, 268). AC repeatedly listened to the audio-recordings and
reviewed her field notes. Audio-recordings were then transcribed. AC transcribed
two transcripts and a professional transcriber the remaining three which AC
reviewed with the audio-recordings for accuracy. Initial analytical notes, key ideas

and impressions were generated.

3. Coding.

AC and MK read each line of the first two transcripts applying codes independently.
Training and support provided for MK are detailed later in the chapter. AC used
NVivo 11 and MK completed this manually. Codes are the most basic segment of
data relating to the phenomena of interest (267) and allow classification of the data
so that it can be “compared systematically with other parts of the data set” [(268),
p4]. A priori codes from the pre-defined framework were identified along with
emergent codes from the transcripts. This analytical stage frequently involves
emergent themes, those from the original research question and those in the
interview guide (260). Involving patients and PPl members at this stage can produce
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differing viewpoints ensuring that one perspective does not dominate analysis (268).
Notes from AC and MK reflective diaries were integrated alongside initial codes to

increase analytical insight and credibility of the findings.
4. Development of an analytical framework.

AC and MK met to review and compare codes. These were then arranged into
emerging themes. Themes describe patterns within the data, capturing items of
importance associated with the research question and aims (267). The framework

was reviewed by the supervisory team to improve rigour (269).
5. Application of the analytical framework.

The framework was applied by AC and MK to the remaining transcripts, where new
codes were integrated into the analytical framework, which was refined until no new

codes or themes emerged.
6. Data charting.

Data were charted onto a matrix where each participant’s responses were listed
under the themes and supported with relevant verbatim excerpts. Each participant
was considered an individual case rather than each focus group. This process allowed
for data to be explored across cases and themes (269) and for the identification of
disagreements and deviant cases. Deviant cases involve identifying evidence which
does not support original theories (252) or disagreements between participants.
Inclusion of deviant cases can increase the credibility of findings and mitigate against
the tendency to select data which supports researchers’ assumptions (252). This step
allowed large amounts of data to be efficiently processed whilst retaining the
essence of participants’ voices (260, 268). An example of the matrix can be found in

Appendix J.
7. Interpreting

Interpreting the data involved identifying patterns, typologies and associations to
build the theory behind rehabilitation potential. AC presented and discussed this

with the supervisory team and MK to improve rigour.
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3.3.8 Patient and Public Involvement

To ensure that interventions are fit for those they are intended to help, service users
should be involved in all parts of the research process (161). Typically Patient and
Public Involvement members (PPI) review research design, questions and
documentation, but there is emerging evidence to suggest that PPl members can
contribute to qualitative data analysis (163, 164). PPl members can provide differing
perspectives on data, drawing from their personal experiences (269) improving the
quality, credibility and validity of research findings (166, 167). It has been suggested
that the potential benefits of partnership working with older people have been
slower to be realised (168), despite being frequent consumers of health and social

care.

Robust programmes of training and support are essential for successful PPI (271,
272). To date, little research has addressed the optimal content, frequency and
method of delivery for qualitative data analysis training amongst older PPl members
and PPI members more broadly. A training programme for members of a local PPI
group was developed and delivered. Seven PPl members attended the first training
session and five completed both sessions, including MK. Existing literature on
training PPl members in qualitative data analysis was reviewed by AC and JD. Due to
the lack of limited evidence identified which specifically explored older PPI’s training,
additional advice was sought from a PPl expert who had previously published work
on qualitative data analysis (273). The training comprised of two sessions of three
hours duration and was delivered by AC and JD. The first session included content on
the theory behind qualitative research methods and principles behind coding data.
The training focused on the use of Braun and Clarke’s thematic analysis approach
(267) which has been used by PPl members in previous research (164, 269, 274) and
is considered as a foundational method for learning data analysis. To provide PPI
members with practical experience of qualitative data analysis, a mock research
question was developed titled “What factors affect medication adherence in adults
living in the community setting?” Two semi-structured interviews with members of
the study team were conducted, audio-recorded and transcribed. PPl members
attending the course were asked to listen to the audio-recording of the first
interview and were then given the first transcript to enable data familiarisation.

Opportunities for group discussions were provided, followed by a copy of the
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transcript complete with codes. PPl members then listened to the second interview

and were given the second transcript to analysis independently at home.

In the second session, held two weeks later, PPl members shared their experiences
of coding. The training was then provided on generating themes. Participants then
worked in small groups, with support from the trainers, to develop and discuss
themes and their experiences of qualitative data analysis. Further information on the
design and content of the programme can be found in Cowley et al. (169). This
training programme allowed MK to analyse the focus group data as part of the
research team, providing a differing and patient/carer centred view of the data and

subsequent results.

3.3.9 Reflexivity

Qualitative methodologies assert that the researcher is inextricably linked to the
world they study. In quantitative research, this relationship is believed to be
minimised or eliminated through study design to reduce the impact of influencing
factors. However, qualitative researchers recognise that this is impossible and
undesirable, as individuals’ unique viewpoints affect data collection and analysis.
Researchers aim to achieve empathic neutrality and reflexivity attempts to make
sense of and articulate this relationship. Reflexivity is an ongoing process of self-
reflection demanding that researchers generate awareness about their feelings,
actions, biases, opinions and perceptions in relation to their research (171). It can
enhance the credibility, integrity and trustworthiness of findings (275) if researchers

outline their relationship with transparency and honesty.

AC and MK kept a research journal allowing for ongoing considerations to be made
during data collection and analysis. Emerging ideas, codes and themes and
reflections on the research process were documented. An example of which can be
found in Appendix K. The framework approach allowed for these accounts to be
incorporated into the matrix (268) providing transparency and context to the

process.
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Research can be influenced by the knowledge, beliefs and experiences of the
research team (170) and should be outlined from the outset (171). The position of

the researcher and PPl member are therefore outlined in the preface.

3.3.10 Data management

Focus group data were digitally recorded and MK took notes on group interactions.
All data were anonymised. Participants were given a study ID relating to their
profession. Written data were stored in a dedicated locked area in the university and
electronic data were stored on the University secure, password-protected area in
keeping with established protocols for information governance and data protection.

NVivo 11 software was used.

3.4 Results

Five focus groups were held across the East Midlands and at an International
specialist geriatric medicine conference held within the region. They lasted for
between one hour and nine minutes and one hour and twenty-three minutes.
Twenty-eight participants took part in the study. Group sizes ranged from four to
eight participants. The opportunistic recruitment of Dutch colleagues enabled the
inclusion of Elderly Care Physicians. These are primary care doctors, with specialist
training in the care of older people who spend a significant proportion of their time
in nursing homes and with frail older people. They play an important role in selecting
patients for rehabilitation and supporting them through rehabilitation programmes

in the Netherlands (276). Participant demographics are displayed in Table 11.
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Table 11 - Professions of focus group participants.

Profession Number
Physiotherapists 7
Occupational therapists 6
Geriatricians 3
Commissioners 1

Social workers 1
Members of the public 5
Elderly Care Physicians 4
Nurses 1

Total 28

There were six key themes that emerged from the data outlined in Figure 15 and

presented in the next section.
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Figure 15 - Themes from the focus group study.

3.4.1 Rehabilitation potential

Participants were unanimous in the view that rehabilitation potential was a complex
and challenging phenomenon. They reported that the term rehabilitation potential
was widely used in clinical practice but meant different things to different people.

One participant used the term to identify who was suitable for further rehabilitation.

“Rehabilitation potential is a term to determine which patients are fit for
rehabilitation or which patients have a potential to improve by

rehabilitation.” [Elderly Care Physician three, group four]

Some participants held the belief that everyone had some form of potential, which

was influenced by their functional needs.

“What the potential is, is determined by what activities they need to do.
My potential is different from your potential.” [Physiotherapist five,

group three]

Other participants thought that the term rehabilitation potential was unhelpful as it

risked prematurely ‘writing people off’ from rehabilitation and denying them access

to services which might otherwise be useful.
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“What element of rehabilitation potential somebody is writing them off
for, because they still might have goals that could be achieved but don’t

fit into the standard thoughts.” [Occupational therapist two, group one]

Rehabilitation potential was said to involve a prediction of which individuals would
benefit from rehabilitation. Participants took into account a wide range of clinical
factors including: current and previous abilities, underlying diseases and their
predicted trajectories, whether the intervention would likely work and what the risks
or effort would be to individuals. However, most participants were quick to highlight
that rehabilitation potential was more than a physical phenomenon, rather it
involved a constellation of patient factors such as motivation, availability of family

support and individual needs and wants.

“Might it work, is it available and is it wanted? Might it work is about
the balance of the benefit you get [from rehabilitation] and the effort or
side effects to get there...and it might be that you’ve got to try in order

to see whether it works.” [Geriatrician two, group two]

3.4.2 Will it work?

Central to the concept of rehabilitation potential was the notion of ‘will it work’.
Participants’ discussions around measuring rehabilitation benefit and potential led to
interesting and discordant insights into understanding rehabilitation outcomes
amongst frail older people. Some participants held the view that rehabilitation
should always seek improvement with measurable gains in function and
independence. Given the fine balance between dependence and independence,
small gains were seen to be significant in supporting independent living and quality

of life.

“Patients who have an acute event, hip fracture stroke, they have
potential to gain something but there are other patients that have
chronic disease like heart failure, they have a sloped line.” [Elderly Care

Physician One, group four]

However, other participants expressed the view that rehabilitation that sought to

maintain, slow or manage the decline of abilities should be of equal value.
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“In terms of people's potential, | think it is about looking at how big that
potential needs to be. So for some people it could be very small steps
and it is not necessarily about them being able to do things for
themselves that they can't do...can they adapt the way they do things,
can they compensate and find different ways of doing things to be able

to have some purpose.” [Occupational therapist four, group three]

Study participants spoke of the challenges they faced in appreciating if change or
improvement was feasible. They reported the need to understand underlying

trajectories of diagnoses, disease progression and rehabilitation response.

“How do we distinguish between general decline and when somebody
comes out of hospital what their potential is? Because obviously, you've
got comorbidities that have an impact on the function, it is a fine
balance between what they also perceive as their potential. | often try
and pin it down a bit more when | am taking their initial histories to
okay, literally in the weeks following, the weeks prior to coming into
hospital and you're feeling well what were you able to do? And then you
can kind of get a better understanding of their level of exercise that
they're having through their activities.” [Occupational therapist five,

group three]

Dissonance was identified between participants whereby some believed only
professionals could predict benefit as they had greater experience of multi-
morbidity, rehabilitation response and evidence compared to patients and their
families. Patient and carer participants vehemently disagreed with this stating that

they could understand what was achievable and realistic if adequate support and

education were given, thereby empowering them to be equal partners in goal setting

and rehabilitation potential assessments.

“I just want to be educated.... | wanted to speak to someone that could
tell me how | could achieve optimal health and well-being. | knew |
couldn't be cured because two consultants had told me of the issues.”

[Member of public two, group two]

When asked how rehabilitation potential was measured, participants provided a

wide range of responses. Some interviewees believed that goal setting allowed an

96



individuals’ rehabilitation potential to be identified. One geriatrician spoke of goal
setting in relation to stroke recovery and how these drew parallels with frailty

rehabilitation.

“People who can’t speak after a stroke from aphasia and they set a goal
saying they want to speak again. You just know from experience and
expertise that that is not going to happen, but what they do is they set
an intermediate goal and it might be, say as a physiotherapist the goal is
walking and somebody is very weak or something, the intermediate goal
might be to stand or to step. So, there is a, how do you assess it, it is less

of an event than a process.” [Geriatrician one, group two]

Other participants felt that goal setting and using known baseline variables to predict
rehabilitation outcomes were not optimal. They reported that true rehabilitation
potential was only uncovered when patients participated in rehabilitation, often
surpassing expectations, particularly on discharge from the hospital setting.

Participants in focus group one framed this as the ‘magic front door’.

“Occupational Therapist One: Ill be fine once | get home... your
understanding of how likely they are to improve versus their
understanding, | think that’s the trickiest part for me. In fact they say, |

don’t need equipment, | don’t need this, the magic front door I’ll be fine.

Physiotherapist One: The crazy thing about the magic front door is

sometimes it’s true.”

Participants spoke of the importance of applying research evidence to understand
what rehabilitation interventions would work but recognised the limitations of

current evidence.

“When you get a new drug you put it through testing and nowadays
invariably people will look at economic evaluation, is it value for money?
A lot of rehabilitation has never been through that sort of process and
that has been another excuse. Nobody has proven it works.”

[Geriatrician two, group two]
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3.4.3 Is it wanted?

Patient desire for rehabilitation was reported by many participants to be intrinsically

linked to the notions of willingness to participate, motivation and the concept of

rehabilitation potential.

“You can’t do rehabilitation unless you’re wanting it...the person has to
be signed up. It is not something that is going to be passive or

unwilling.” [Geriatrician two, group two]

This was found to be more challenging in the presence of cognitive impairment and
communication difficulties, where patients’ levels of motivation and participation

were said to be more challenging to assess.

“There have been some situations when people have said that this
particular individual may not be capable of rehabilitation or is at a stage
of dementia that actually trying to rehabilitate them would not be
appropriate because of lack of capacity, lack of ability and the disease
itself actually impacting on that level of rehabilitation. “[Nurse one,

group five]

In all cases, participants reported that an individualised assessment which
considered individual patient needs, wants and abilities could enhance motivation
and participation. Participants spoke of veering away from standardised
assessments, remarking that they were guided by the patient and what was

important to that individual.

“I don’t try to assess someone on something that they don’t do regularly
before. So, if they don’t drink hot drinks, | wouldn’t drag them to the
kitchen, | would make something that they used to do.” [Occupational

therapist one, group one]

This view was echoed by members of the public who placed a high value on

individualised rehabilitation assessments.

“It isn’t individualised and so things can drop through....because there
was the tick box system of can she do this can she do that... a couple of

questions to me of what is most important to you and | would have said
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my eyesight and then that should have set off actions to help me.”

[Member of public three, group four]

Rehabilitation goals within the acute setting were said to be geared towards
discharge planning, maintaining safety and physical aspects of rehabilitation.
Participants felt that social participation, quality of life and their goals were seldom
discussed and prioritised in the hospital setting. These were more likely to be

considered once individuals had returned home.

“It is not about things that they really want to do which is spend time
with their families or go for a walk or be able to do a hobby or an
interest that is important to them. It’s about safely getting them out of

hospital.” [Occupational therapist five, group three]

Family involvement and support were seen as crucial in determining rehabilitation
potential, particularly where patients lacked capacity and insight. Individuals with
support from family or friends were viewed as more likely to make sustained gains in

rehabilitation and continue with the intervention outside of allocated therapy time.

“Involve the family if it is appropriate, particularly if the person doesn't
have the capacity, then the family become more important... you try and
build up trust and build a relationship more so than you would

normally.” [Nurse one, group five]

3.4.4 Is it available?

Participants spoke of their belief that everyone should be given fair access to

rehabilitation, regardless of age and diagnosis but that they faced dilemmas when
working in systems where resources were limited and where they needed to make
complex decisions. Some participants believed that services were more likely to be

provided to those deemed more likely to participate and make significant gains.

“Some of it is about what we are prepared to invest in. So if we say
everybody can make some improvement in their life, how much energy
are we as a service going to put into the person or are we only bothered

if it’s going to save some other resources for health or social care in the
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short term or preventatively in the long-term. Or do we see some value
for that person...I find it difficult as a therapist because no matter how
disabled you are at the time, you can probably improve.” [Occupational

therapist four, group three]

This view was echoed by members of the public who judged that everyone should
have fair access to rehabilitation and that some kind of benefit was, in most cases
achievable. However, rehabilitation that met individuals’ needs was not always

readily available or provided at optimal intensity.

“My mother-in-law, who has Alzheimer’s dementia...she, is frail; she is
90 and suffers from hallucinations and delirium. I’'m still not sure why
some effort could not be made to do something that might just enable

her to function better.” [Member of public four, group five]

Participants reported that this placed them under a great deal of pressure and led

to

ethical dilemmas when operationalising rehabilitation allocation under in rationed

systems.

“It’s a lot of responsibility to make those decisions, especially with closed
decisions between care home or last attempt for home.” [Occupational

therapist one, group one]

This view was expanded further through discussion with a commissioner who

discussed how money was allocated within a pressured system.

“Is there a need for this service, is there an evidence-base and how much
does it cost? We have to weigh up with the pot of money we’ve got for
the system and it goes on those things that are proven to work, where
we know we are going to get the best bangs for our buck.”

[Commissioner one, group two]

Geriatrician two proposed that greater transparency was required by clinicians and

commissioners in the decision-making process.

“Is it available? Yes, we are in a rationed system, but we should at least
be open and honest and transparent. So, if we are saying we aren’t

going to do it because it’s not available, let’s not say we’re not going to
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do it because the person can’t possibly benefit from it.” [Geriatrician

one, group two]

3.4.5 Assessing for rehabilitation potential

The assessment of rehabilitation potential was said to require an iterative approach

which embraced holism and was delivered by a multi-disciplinary team.

3.4.5.1 Iterative

A common view held amongst participants was that rehabilitation potential should
not be considered as a ‘one-off’ assessment. An iterative approach allowed for the
complexity and fluctuations of frailty and dementia to be explored so that potentially

life-changing decisions were not made at a single time point.

“They've had this acute event and they have been in bed for a week
because they have had really bad pneumonia or whatever and they are
already teetering on the edge of not doing much for themselves because
they are used other people doing it for them...we haven’t given them a
chance and that is constricted by the limitations of the time that you

have.” [Geriatrician three, group three]

This was reported to be especially important during the acute phase when
individuals were still receiving treatment for underlying infections or medical issues.
Assessments during this time were felt to produce an unfair representation of
abilities and potential. Iterative assessments provided an opportunity to build
relationships with patients, carers and families who were viewed to be critical for
successful rehabilitation outcomes. This approach allowed rehabilitation response or

carry-over to be assessed and an understanding of individuals’ ability to participate.

“You need carryover...it is something you need to happen where
somebody, ok we agree a goal and that person carries on agreeing to

work towards that goal.” [Physiotherapist seven, group four]
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Participants expressed concerns that this approach was not always feasible in the
hospital environment where clinicians were asked to make rapid and complex

decisions whilst under pressure to maintain system flow.

“By day five or six you have got to start deciding...You have pressures
from management who say to you that they are medically fit, why are

they still here.” [Geriatrician two, group two]

In these instances, some participants described a screening approach to
rehabilitation potential and organised for additional community-based assessments
following discharge from the acute hospital. This was often found to be challenging
to implement in practice and participants reported being unsure if this actually

happened.

3.4.5.2 Multidisciplinary Team Working

The majority of participants agreed that rehabilitation potential assessments should
be made by a multidisciplinary team, where clinicians spoke of using their
complementarity of multiple and overlapping skill sets to understand patients’

abilities and likely rehabilitation prognosis.

“I have more of an MIDT approach and talking to each other and more
effective communication between clinicians, sharing of information and

having a more holistic approach.” [Nurse one, group five]

A few participants questioned whether decisions on rehabilitation should be taken
by the team, believing that functional prognosis and disease trajectories were the

specialist preserve of medical staff.

“If you have sort of a prognosis or as a physician we have a functional
prognosis, we take into account the co-morbidities, the severity of the
disease or the severity of the stroke, or the hip fracture or whatever.”

[Elderly Care Physician four, group four]

A number of participants stated that involving other healthcare professionals in the
assessment process meant they were better able to explore and understand

patients’ previous response to rehabilitation. For example, had they been previously
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‘compliant’ with a programme of rehabilitation and motivated to continue with
rehabilitation outside of the therapy session. Liaising with community-based
clinicians enabled previous rehabilitation response to be established. This was often
found to be problematic in the acute hospital setting due to time pressures and

navigating complex service structures.

“One of the things | have done before is ringing up the community
services and go “I know that you have tried to rehab them two months
ago, how did they get on?” Whether they engaged in rehab then and if
they can tell if they weren’t engaged why what was going on in their life,
like their dog could have died and they have totally blacked out and
stepped away and don’t want to rehab and they are in a different place
now. But it all adds to the picture about what they were like last time in

rehab.” [Occupational therapist one, group one]

This opinion was challenged by other members of the public. They reported that
their relatives had been unfairly labelled as non-compliant, having no rehabilitation
potential, as a consequence of ill health or continued recuperation from their

hospital stay.

“[Referring to her mother going into hospital] The hospital was adamant
that they weren't going to let her out until she could walk. We were told
she wasn’t ‘compliant’. She was adamant she wasn't going to walk and
we tried very hard to tell the hospital that she would walk if she got out.
They sent her home, she got out of the ambulance and walked in.”

[Member of public five, group five]

3.4.5.3 Holism

Assessments of rehabilitation potential were said to involve a range of key
components which addressed the patient’s complex and holistic needs. These
included: medical, functional, environmental, social, psychological and advanced

care planning.
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1. Medical

Participants spoke of assessing previous and current co-morbidities, providing an
accurate picture of what could be changed and managed. This informed clinical
decisions on likely prognosis of the acute episode, underlying conditions and the

proposed rehabilitation programme.

“We take into account the comorbidities, the severity of the disease.”

[Elderly Care Physician four, group four]

This was viewed as being particularly challenging in the hospital where questions
arose when participants considered general declining abilities associated with frailty

versus the impact of acute illnesses.

“How do we distinguish between general decline and when somebody
comes out of hospital, what their potential is? You’ve got comorbidities
that have an impact on function, it is a fine balance.” [Occupational

therapist five, group three]

“You would assess... the diagnoses and the symptoms and you will know
something about those diagnoses and the trajectory and how things
have changed. So, for example, you might know certain things about
motor neurone disease or dementia, you’re not going to get better. You
might know that somebody who is deteriorating very rapidly with cancer
is not going to get any better. So, you know that if somebody has got
pain and you treat it successfully, they’re going to be able to do more or
if you treat heart failure, they’re going to do more.” [Geriatrician one,

group two]

2. Psychological

Participants reported that mental health, cognition, attention, capacity and insight
were core components of rehabilitation potential assessments which may impact on

engagement, retention of information and rehabilitation outcome.

This domain was particularly pertinent for those with diagnosed dementias and
delirium. Cognitive assessments included formal tests such as the Montreal Cognitive

104



Assessment (MoCA) along with more functional approaches where abilities were
informally assessed and observed. A narrative and solution-focused approach was
adopted, whereby reversible factors were explored and managed using adaptive

strategies.

“I might take them into the kitchen and say spoons, cups, kettle and they
forgot because their memory isn’t that good, but that doesn’t matter at
home. Testing problem solving, identification and initiation...because if
they can’t remember where things are in my hospital kitchen that
doesn’t matter at all so long as they can orientate at home.”

[Occupational therapist one, group one]

Other participants felt that the hospital environment was not conducive to in-depth

assessments of cognitive and psychological abilities.

“We don’t assess [cognition] well, we screen in acute hospital...l think it’s
better than we used to be, we’ve got the MoCA, but | think we continue

to miss the invisible.” [Occupational therapist six, group four]

In those with communication and cognitive difficulties, understanding behaviours

was reported to be essential.

“People’s behaviour isn’t always what you think; for example,

aggression, it may just that they are in pain.” [Nurse one, group five]

Within this theme, mental health featured strongly from the majority of participants.
Mood was said to affect rehabilitation potential, participation and engagement in

rehabilitation.

“Peoples moods and their attitudes, how they are feeling...they don’t
often feel in control when they’re in hospital.” [Occupational therapist

four, group three]

Participants reported that assessments of rehabilitation potential sought to
understand if disinterest or a lack of engagement in rehabilitation was due to mood,
the environment or patients ‘giving up’. It was said to be essential to understand

those conditions or situations which could be effectively managed.
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There was a strongly held belief that the presence of dementia should not be a
barrier to an individual having rehabilitation potential, whereby specialist
knowledge, adequate time and resources would enable individuals to participate and

respond to rehabilitation.

“Having some awareness on how to cope effectively with each individual
patient is very individual, but it needs someone with skills to do that in a
more effective way. And maybe some people are frightened of it and
saying how do we deal with this, and there is a label attached to people

with dementia isn’t there.” [Nurse one, group five]

Reconciling these challenges alongside limited resources often led clinicians to seek
out specialist skills and question the evidence base for rehabilitation for people living

with dementia and other cognitive impairments.

“If somebody with dementia, can you train somebody with dementia and
the easy answer is no you cannot train somebody with dementia they
cannot learn. But we know there are new techniques for training persons
so the definitions or instruments used for this rehabilitation potential
assessment are also changing on what you know and what you can do.”

[Elderly Care Physician two, group four]

3. Social

This study found that patients’ social circumstances should be considered in
rehabilitation potential assessments. This was deemed to be poorly explored by
members of the public who took part in the study. They felt that clinicians rarely
asked them about their ability to support programmes of rehabilitation for their
relatives. However, some clinicians disagreed, stating that family involvement was
essential in achieving favourable outcomes and was a core component of their

practice.

“Hobbies, clubs, that social support...who is the family? Are they able to
support and are they willing? It might be that the family just aren’t able
or willing to support the rehabilitation.” [Physiotherapist seven, group
four]
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There was a strongly held belief that gaining an in-depth social assessment was more
feasible in the community setting when acute ill health and organisational pressures

were less pronounced.

4. Environmental

The majority of participants reported that understanding an individual’s usual place
of residence was required. Clinicians considered housing type, access, adaptations
and how individuals interacted with their home environment as essential

components of rehabilitation potential assessments.

“Independent and safe within that home environment...what type of
support or package of care do they need to promote their

independence?” [Occupational therapist four, group three]

However, limitations of what could be achieved in the hospital environment featured

strongly in accounts.

“Just because you go up and down stair, four steps, four times, does it
mean that | can replicate a terraced house?” [Physiotherapist five, group

three]

5. Functional

Participants said that they considered current and previous activities of daily living,
transfers and mobility in their assessments and how strength, balance, posture,
sensation and communication affected function and independence. Rather than
formally testing abilities, a functional and personalised approach was found to

prevail.

“I will not do a lot of abstract things like muscle strength or balance
testing, | will just get them to move around and see how they are. | can’t
say out of five how strong their quads are, but that would suggest that
they can stand without barely using their arms, that they have pretty

decent leg power.” [Physiotherapist one, group one]
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This approach was said to be even more important when assessing function in the

presence of cognitive impairment.

“I tend to have a functional approach. | think it’s more about not having
as many prompts, allowing them, an automatic response. Let them show
you what they can do without bombarding them with instructions.”

[Physiotherapist two, group one]

Participants spoke of obtaining this information through direct assessments but
reported that family members, carers and community providers were able to provide
more detailed information, particularly in regard to previous abilities and response

to previous rehabilitation programmes.

“Gathering information from people around them, the nurses, the MDT,
any family is really important.... what was normal for that patient and
what we are trying to get back to.” [Occupational therapist six, group

four]

However, community-based participants, stated that they were rarely asked by
hospital staff what an individual was able to do prior to admission and were seldom

involved in the rehabilitation potential decision making.

“We are the people that are going into persons homes multiple times a
day, day after day and we see changes. If we could have just more joined
working and think.... what is the best route for this person and
realistically what are the goals, what are the outcomes?” [Social worker

one, group two]

Clinician participants were quick to highlight that it was not just about how patients
performed during their assessments, but also about the consistency of achievement
and clinical presentations over a 24-hour period. Liaison with nursing staff was

therefore viewed as essential in obtaining a comprehensive view.

6. Planning for the future

Participants stated that discussing and planning for declining abilities was bound up
in the concept of rehabilitation potential, specifically when to offer rehabilitation and
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when to stop. This was frequently described in terms of advanced care planning.
Often rehabilitation potential was framed by individual narrowing horizons for
improvement and in helping individuals and families come to terms with and plan for

declining functional abilities.

“It’s about narrowing horizons and trying to be there first...| am always
looking for equipment they need plus six months from now. They don’t
need a back doorstep now, but it’s worth putting in place now because

inevitably they are going to need it.” [Physiotherapist one, group one]

In this situation, the opportunity to try rehabilitation was seen as critical in the
process of accepting decline and then providing support and planning for future care

and choices.

3.4.6 Overarching themes

A number of overarching themes emerged which allowed rehabilitation potential to
be understood and operationalised in clinical practice. These will be considered in

the following section.

3.4.6.1 Communication

A common view amongst participants was that effective communication with
patients, family members and the MDT both within the hospital and community
setting was critical to decisions on rehabilitation potential. Understanding patient
needs and wants was established through open and honest discussions which

enhanced motivation, participation and rehabilitation outcomes.

“It’s back to that fundamental question ‘What do you want from this,

what’s important to you?” [Physiotherapist seven, group four]

Patient participants in the study reported that this allowed their priorities to be

addressed, which may not have been immediately apparent to treating clinicians.
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“A couple of questions of what is most important to me and | would have
said my eyesight and then that should have set off actions to help me

with that.” [Member of Public Three, group Four]

Some interviewees argued that clinicians’ involvement of patients and family
members could lead to delays in hospital discharges and rehabilitation which was not
required. Some felt duty-bound to offer rehabilitation, especially in the hospital

setting where recovery was less certain.

“I get complaints...which you are not going to fix my mum, actually I'm
just trying to be realistic with you because | am all very much about
quality-of-life for that individual, not just about what the relatives

want.” [Occupational therapist five, group three]

Robust communication with members of the MDT both within the hospital and
community settings was reported to provide further information on patients
premorbid abilities, motivation and response previous rehabilitation, which informed

rehabilitation potential decision-making.

“I ring community services and ask; | know that you have tried rehab two
months ago, how did they get on?” [Occupational therapist one, group

one]

3.4.6.2 Clinical experience and expertise

A recurrent theme in the focus groups was a sense that clinical experience influenced
decisions and understanding of rehabilitation potential. Participants reported
drawing on previous clinical cases to help inform their decisions on whether an

individual would benefit from rehabilitation.

“One of the things about having professional therapists, doctors and
nurses is that they can use professional judgement, negotiate goals, use
their experience of the research base to work out what might help solve

problems.” [Geriatrician one, group two]

A number of participants stated that more senior clinicians were better equipped to

recognise patterns and benefit. However, one participant noted that their lack of
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experience meant that they would overestimate and refer people for further

rehabilitation.

“When | was more junior, | thought | could fix everything...but in a sense
that’s ok, they are not going to miss anything, always err on the side of

caution.” [Physiotherapist one, group one]

However, some participants felt that all patients should be offered the chance for
rehabilitation as it was impossible to predict who would improve and identify those

who needed additional time to recover from an acute event.

“If  am assessing somebody in the hospital, | always need to give them
more chance. So even if they have an unsuccessful period of rehab...Even
people who are functionally well don’t always perform well under an

assessment in hospital.” [Occupational therapist one, group one]

This was said at times to cause conflict with family members and carers who

reported feeling unsure why rehabilitation was stopped or not offered.

“They don’t really have to take any notice of what you are saying, they
say it was their duty of care, we are acting on best interest.” [Member of

public five, group five]

Assessments completed on specialist geriatric wards were believed to lead to more
holistic and patient-centred models of rehabilitation potential. Individuals who had
been written off or labelled as having ‘no rehabilitation potential’ were said to be
more likely to be given another chance. Here they would receive specialist
techniques delivered by a multi-disciplinary team such as behavioural and cognitive
management strategies, functional approaches to assessment, facilitating greater

involvement in rehabilitation assessments.

“You will see people coming from a non-specialist ward, non-geriatric
minded wards and then they would be move to a geriatric ward and the
ethos we have, let’s give them another chance....the attitude makes a
big difference with how you look at these people, who are people.”

[Geriatrician three, group three]
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Less experienced or non-specialists were deemed more likely to label someone as

having no rehabilitation potential and deny them access to rehabilitation

programmes.

3.4.6.3 Setting

Participants drew on experiences from working and receiving rehabilitation in both

the community and hospital setting. The nature of the hospital setting was

frequently referred to by participants, whereby patients were said to be at a

disadvantage from the structures, processes and practices imposed on them by the

institutional nature of the hospital setting. This was viewed, by some, as prematurely

deeming individuals as having no rehabilitation potential.

“Are they taking on a patient role, am | allowed to do things more? Am |

allowed to walk to the toilet on my own or dare | not press the buzzer
but also, you know do we encourage them, do we with all the risk
enablement and risk... there are so many things against falls are we

putting constraints in. Are we forcing people into that pattern of not

doing much during that admission and then we are assessing going, well

they haven’t done anything have they? We might have told them to sit

and not move and not get up without anyone, so no, there’s no rehab

potential now.” [Occupational therapist one, group one]

Older people living with dementia were viewed as being at a particular disadvantage

in terms of assessing rehabilitation potential due to unfamiliar layout and staff in the

hospital setting. This meant that their ability to participate and perform in

rehabilitation assessments and programmes was compromised by a strange and

frightening environment.

“It is so alien on a ward, it is so frightening on the ward, isn't it?

Especially when you are frail and elderly...And if you have dementia, and

you've got hearing problems and seeing problems, it's all compounding.”

[Member of public four, group five]

A recurring theme from the data was a sense that the hospital environment was not

the optimal place to make decisions on patients’ rehabilitation potential. Particularly
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revealing is how participants reconciled the need to assess rehabilitation potential in
the hospital setting whilst recognising that they were not seeing the individual as
they truly were. Physiotherapist one, who worked in community rehabilitation
services, spoke of the advantages of working with patients repeatedly in their own

environments to build up a picture of their true rehabilitation potential.

“That’s what | like about working in the community because you’ve got a
picture into their life and their house because every old man in a hospital
gown looks the same. | was with this chappie and he had all these books
on the wall, really big all about politics and | thought he had cognitive
problems and | said to his wife “your husband hasn’t always been like
this?” and she said he was bright, quite the brightest and that was why |
married him. Oh, that explains it because when someone did the
cognitive tests, he only scored one mark below average, but his average
was way above. But if | was a physio in hospital, | don’t think | would
have got that clue | would have just had him in his pyjamas by his bed

the same as everybody.” [Physiotherapist one, group one]

True rehabilitation potential was said to be only fully uncovered once the individual
had recovered from the acute event which brought them into hospital, whereby the
community, rehabilitation units or usual place of residence were said to be the ideal
place to establish both current and previous abilities and establish participation,

motivation and measured changes in rehabilitation outcomes.

“People’s moods and their attitudes and how they're feeling about
themselves is very different when they are in the hospital environment,
when they're in somewhere that the feel in control because people don't
feel in control when they’re in hospital often, some people perhaps do.
But people are sort of disempowered. So actually, the environment
where you make that assessment of people's potential, | believe is really

important.” [Occupational therapist four, group three]

Physiotherapist five believed that everyone had some form of rehabilitation
potential but that this differed between individuals and what they needed to achieve

in a specific setting.
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“Everybody has potential. What the potential is, is determined by what
activities they need to do. My potential is different from your potential.”

[Physiotherapist five, group three]

3.5 Discussion

The key findings from this study suggest that rehabilitation potential is a complicated
phenomenon, involving complex and nuanced decisions. Participants spoke of
predicting rehabilitation benefit and response based on a number of factors whilst
seeking to balance patient and carer needs and wants with service availability. They
asked would it work? Was it wanted? Was it available? These themes will be
discussed in this section, along with the strengths and weaknesses of the study

design and a conclusion.

In understanding who would benefit from rehabilitation, participants sought to
understand the interplay between rehabilitation effectiveness, recovery from acute
illness and the projected trajectory of underlying conditions. The literature identified
in chapter two highlighted that rehabilitation potential was binary (129, 130, 134,
187, 201, 225) but this approach failed to take into account the fluctuations and
complexities of frailty. These findings are supported by this study where
rehabilitation potential was said to be dependent on the context and timing of the
assessment in the recovery trajectory. In exploring rehabilitation potential amongst
stroke survivors, rehabilitation potential in post-stroke recovery has been found to
be time-specific, individualised, where approaches to assessing rehabilitation
potential should be flexible across acute and community settings (145) . In order to
inform decisions on rehabilitation potential and future rehabilitation programmes,
participants sought to gain a comprehensive picture of patients underlying
comorbidities and active medical conditions. These factors are central to practice
which ascribes to holistic person-centred care, including CGA models of care and

rehabilitation practice (67, 94).

Trials of rehabilitation which assessed patient participation, motivation and response
were found to inform decisions on rehabilitation potential and carry-over. These

findings are consistent with those of Burton et al. (145) and Longley et al. (149) and
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their explorations of rehabilitation potential in stroke survivors, providing clinicians
with critical knowledge on rehabilitation response and potential. Carryover describes
a sustained change in abilities and benefits during rehabilitation (149). Burton et al.
(145) found that decisions on rehabilitation potential in stroke survivors were
informed by observations of carry-over and functional gain, recommending that
patients should have opportunities to demonstrate their rehabilitation potential by
participation in therapy. Similar findings emerged in this study where participants
reported challenges in predicting the rehabilitation potential amongst those with
permanent and temporary cognitive impairment. In relation to people living with
dementia, low rehabilitation potential and motivation have been suggested as
significant factors for poor carryover and rehabilitation outcomes (277). Goodwin
and Allan (77) propose that such assumptions are not based on evidence, rather on
clinicians’ preconceived expectations of what individuals with dementia are capable
of achieving. Participants in this study reported that geriatric expertise in managing
complexity and cognitive impairment meant they were more likely to provide
rehabilitation for this population. The development of specialist frailty roles and
teams have been cited as key developments in meeting the needs of this population
(111) and may go some way to address these challenges, in unison with further

research into frailty rehabilitation and rehabilitation potential.

The results of this study indicate that knowledge of comorbidities and current
conditions were critical in informing decisions on rehabilitation potential. However,
comorbidity alone can be a poor guide in determining risk for adverse health
outcomes (241). Previous research has shown that cognitive function, nutritional
status, living alone and mood are strong predictors of rehabilitation outcome
amongst older people (222, 238). Participants in this study reported assessing many
of these factors in relation to rehabilitation potential. Research into rehabilitation
potential in stroke (145, 148), acquired brain injury (147) and generic inpatient
rehabilitation (70) have also highlighted the need for a greater understanding of

current and underlying medical conditions.

Critical to the overarching theory of rehabilitation potential was the concept of
benefit. This study found that participants conceptualised frailty rehabilitation which
sought to either regain, improve or maintain function, or slow the rate of decline.

Solutions or strength-based approaches were said to be preferable for those for
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whom improvement was neither feasible nor desirable. Strength-based approaches
describe a collaborative process where the individual is supported by services which
seek to draw on their strengths and assets (278). Strongly rooted in social work
models of practice, this approach has been suggested for managing the challenges of
system-wide healthcare transitions amongst older adults post hip fracture (279).
However, there remains a lack of evidence to inform how strengths-based

approaches can be implemented into wider geriatric rehabilitation practice.

Predicting recovery in older people living with frailty following a period of acute ill
health is challenging (235, 236). Cameron and Kurle (65) suggest that such questions
depend upon the conceptualisation of frailty as either a temporary or permanent
state, whereby rehabilitation is likely to lead to improved abilities if conceptualised
as temporary. However, a major problem with this conceptualisation of frailty is that
whilst the physical decline associated with an acute event may be reversible, the
reversibility of the ‘frailty’ itself is less certain. Clinicians need to be cognisant of
these distinctions to address them in a sufficiently nuanced way. These contrasting
concepts of frailty were identified in participants’ responses where they wrestled
with understanding what could be improved with rehabilitation or when adaptive
and palliative approaches were required. Whilst approaches that seek improvement
in function and quality of life have predominated geriatric literature (3), there are
suggestions that palliative approaches to rehabilitation could help address the
clinical implications of these differing approaches (52, 79, 241). Further research is

required to understand the role that rehabilitation may play in reversing frailty.

Participants in this study drew on the frailty evidence base to understand if
rehabilitation potential would be realised. Evidence-based practice (EBP) is the
conscientious and judicious use of current best evidence in conjunction with clinical
expertise and patient values to make decisions about the care of individuals patients
or delivery of health services (280). Relevant and valid research should be used,
which informs knowledge of the effects of rehabilitation programmes, the potential
for harm, the accuracy of diagnostic tests and predictive power of prognosis (281).
Frailty rehabilitation research is in its infancy and many of the studies which
healthcare professionals draw their evidence from are not frailty specific. The
absence of consistent definitions of frailty in rehabilitation trials, which have

predominantly focussed on the older frail population may, therefore, be insufficient
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in providing healthcare professionals with the evidence they require to make

complex decisions in this population (282).

Motivation and patient participation were found to influence decisions on
rehabilitation potential. Motivation for rehabilitation influences participation and
success in terms of physical functioning (193, 246, 283), enabling individuals to
become active partners in geriatric rehabilitation programmes (241). Motivation
featured in definitions of rehabilitation potential identified in chapter two (69, 70,
134, 193) so appears to be a critical component of assessing an individual’s
rehabilitation potential. Exploring an individual’s motivation, emotions and goals
allows for an understanding of how they will react with rehabilitation programmes
(246), whereas prognosis or prediction considers variables and outcomes. Bean et al.
(241) suggest sustained motivation is so critical to successful rehabilitation that it
should be added to the 5 M’s of geriatric care (Mobility, Mind, Matters,
Multimorbidity, Medication) to become the 6M’s with the addition of motivation.
Further research is required to inform how motivation for rehabilitation is assessed

and sustained in frailty rehabilitation.

Another important finding was that by asking individuals ‘what is important to me’,
study participants were able to set goals and seek to tailor rehabilitation
programmes which were relevant and applicable to the patient and family members.
Developing goals which were patient-centred was said to influence motivation and
participation. Patient and family expectations and an ability to formulate goals have
been cited as important components of decisions into rehabilitation potential in
stroke and ABI populations (147, 149). However, the lack of empirical evidence
informing goal setting in the clinical setting (284) and questions around the efficacy
of goal setting leading to improved outcomes (285) raises uncertainty about the role

of goal setting in frailty rehabilitation.

Although there is compelling evidence for predictive factors into rehabilitation
benefit and outcome, this study suggests that clinicians also take into account the
availability of rehabilitation resources when making decisions about rehabilitation
potential in frail older people. These findings are consistent with other studies into
rehabilitation potential in stroke and ABI (145, 147, 149) and geriatric rehabilitation
(70, 193). This is further confounded by healthcare expenditure which has largely
remained stagnant or contracted and the growing numbers of older people with
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complex needs. These factors lead to significant pressures on health and social care
systems in which clinicians must make evermore rapid and complex decisions.
Clinicians can find the task of identifying rehabilitation potential challenging in an
environment where ‘noise’ can interfere with clinical judgements (76). Enderby et al.
(76) propose that resource availability is one factor that produces ‘noise’, which
yields little relevant information but influences the transaction of rehabilitation

potential decision-making.

These factors present clinicians with further challenges in deciding who should
receive rehabilitation interventions and may result in rationing of healthcare services
(77). Participants in this study spoke of the ethical dilemmas they faced in navigating
decision-making in frailty rehabilitation. These ethical challenges can be better
understood using Beauchamp and Childress ethical principles of autonomy,
beneficence, non-maleficence and justice (286). This study found that participants
respected decision-making capabilities of autonomous individuals but spoke of the
challenges they faced when dealing with individuals with either permanent or
temporary cognitive impairment. The importance of justice also featured strongly.
Participants wrestled with the desire for equality of access to rehabilitation for their
patients, regardless of age, cognition, degree of frailty or burden of comorbidity, but
this was tempered by the knowledge that resources were limited and had to be
rationed where need and benefit were perceived to be the greatest (287). Similar
findings by Lam Wai Shun et al. (147) and Burton et al. (145) outlined the ethical
challenges clinicians faced in rehabilitation potential decisions in terms of resource
allocation. Age-based rationing of services presents practical and ethical challenges
in terms of prioritisation and allocation of services for service users, providers and

commissioners.

Further guidance is required to support clinical decision-making which recognises
and embraces the ethical challenges of health resource allocation in relation to
frailty. This study suggests that clinicians need to be more cognizant of how such
factors influence and shape their decision-making and how these are communicated
to patients, families and carers if a true shared decision-making approach to care

which embraces the four principles is to be achieved.

These results need to be considered along with the strengths and limitations of the
study.
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3.5.1 Strengths

A key strength of the study was that the recruitment and sampling strategy allowed
for community and hospital-based clinicians to be recruited. This included the
opportunistic recruitment of Elderly Care Physicians from the Netherlands. The
mapping review presented in chapter two had revealed that rehabilitation potential
was a concept not isolated to the UK and so the inclusion of Dutch participants
increased the generalisability and transferability of the findings through wider
insights into rehabilitation potential in different healthcare systems. Additionally, it
provided the opportunity for deviant accounts and constructs of rehabilitation

potential to be explored.

The heterogeneous nature of the groups, which included members of the public and
older adults, meant that new insights were obtained into rehabilitation potential in
frailty. The group composition embraced the wide range of clinicians and patients
involved in the phenomena of interest but still allowed for meaningful group

contributions.

Skilled facilitation is an essential prerequisite for successful focus groups (253, 254,
258) and can affect the validity and reliability of findings. In order to support and
develop the study teams’ facilitation skills, a specialist focus group and PPI facilitator
observed preliminary groups, providing feedback on the style and effectiveness of AC
and MK. These findings were integrated with reflexive diaries and informed the
development of a supportive and inclusive approach to facilitation in subsequent
groups. As a member of the public, MK provided a differing perspective on group

dynamics and possible social power issues.

The interview schedule was reviewed by members of a local PPl group and
supervisory team to ensure that it was clear, non-judgemental and fit for purpose. It
was designed to support flexible and organic discussions on rehabilitation potential

and provide structure to ensure objectives were met in a timely manner.

A strength of this study was the involvement of a PPl member in data collection and
analysis. PPl involvement in data analysis can produce differing viewpoints, thus
mitigating against one perspective dominating analysis (268). It has the advantage of
providing a more grounded and patient-centred approach to intervention

development and can improve the transferability and credibility of research findings
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(166). The selection of the Framework Analysis approach enabled PPI involvement to
be realised, providing a systematic, robust and transparent process of data analysis.
This approach is particularly suitable for novice research teams and PPl (268). MK
took part in a specially designed qualitative analysis training programme (169) to
support her involvement. As a consequence, greater emphasis was placed on patient
and carer experiences, communication, clinical expertise and the need to foster
family involvement in assessments of rehabilitation potential. This approach also
allowed for deductive and inductive coding where new themes, previously not
considered by the study team, were allowed to emerge from the data whilst enabling

evidence for intervention development to be generated.

Researchers and clinicians view the world, their practice and research findings as
professionals, as well as bringing personal experiences and beliefs to play. The
involvement of MK in data collection and analysis enabled differing insights and
perspectives to emerge. This enabled the patient and carer voice to have greater
prominence in the findings and subsequent RePAT intervention. MK focused on
patient experience and the role of carers in rehabilitation assessments and
programme, compared to the technical aspects of rehabilitation practice by AC. This
approach during the analytical process meant that cross-cutting themes of
communication, training and expertise and supporting family member’s involvement
in rehabilitation were developed by virtue of this relationship. Other studies have
similarly found that lay involvement has identified themes which would otherwise
have been missed without their input in the analysis process (167, 274). As a shared
understanding of the data emerged, a clear, unambiguous and jargon-free coding
framework was required. Further considerations on the role of PPl in data collection

and analysis can be found in Cowley et al. (169).

Complex phenomena of interest and heterogeneous focus groups often demand
greater sample sizes to achieve data saturation (263). Failure to achieve data
saturation can affect content validity (288). This study involved both cases. Data
saturation was achieved in this study, where no new themes emerged after the
fourth focus group. This is in line with the earlier presented evidence by Guest et al.
(263) who proposed that 80% of analytical themes were found within two to three

focus groups and 90% within three to six.
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3.5.2 Limitations

The recruitment strategy may have led to selection bias due to the absence of
participants with cognitive and communication impairments which frequently
manifest amongst older people living with frailty. Selection bias occurs if the
characteristics of the population differ from those of the wider population of interest
(255). However, members of the public recruited described themselves as carers or
family members of people living with dementia and hence provided experiences of

rehabilitation potential in relation to this population.

Focus groups should have clear and targeted topic guides which address the
phenomena of interest if not, then they risk becoming unfocused (254). Results from
the mapping review (chapter two) highlighted that rehabilitation potential was
poorly defined and diverse phenomena which had received a limited examination in
terms of frailty. Participants in this study drew from a range of clinical experiences
specific to frailty, stroke, cancer, long term conditions and generic rehabilitation
practices. Finch et al. (257) propose that tangential discussions in focus groups are
inevitable and have the advantage of leading to new insights which may not have
been considered by the research team. These potential limitations were moderated
through skilled facilitation, a topic guide and reflexivity, enabling the original aims

and objectives to be achieved.

Focus groups with heterogeneous membership were selected to stimulate group
discussion and obtain new insights into rehabilitation potential. There was a risk that
senior clinicians dominated discussions and members of the public or junior
clinicians’ contributions were suppressed. It is recognised in the literature (260) that
the composition of groups is an important consideration, as significant imbalances of
power and status can affect contributions. The less powerful or those of lower status
may defer their opinions to the more powerful/higher status. Thus, creating space
for all participants to contribute is essential. Group facilitators should guide
discussion dynamics to address dominant participants and encourage reticent
members to contribute (257). In this study MK and an expert in PPI facilitation
observed group dynamics, verbal and non-verbal signs to manage group
contributions and direct specific questions to empower quieter members of the

group. MK and AC met after each focus group to discuss group dynamics and
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reflexive diary accounts were incorporated into the final analysis. Group discussion

rules were used to manage participants’ expectations and outline behaviours (257).

Participants’ responses and involvement in group discussions may have been
influenced by existing relationships with other participants and the study team.
Participants may have been reluctant to express beliefs that were contradictory to
other group members. A number of actions were employed to mitigate the effects of
strong personalities and ‘group think’ (258). As mentioned earlier in this chapter, a
priori group rules and careful facilitation which did not seek to confirm or judge
individuals’ responses (253) were used. Reflexive accounts, along with the repeated
listening of audio recordings with MK, sought to identify the effect of group
dynamics as well as the impact of self upon the findings, enhancing the credibility

and dependability of the study findings.

An unexpected result was that the members of the public in group five assumed
greater power. Participants may feel rebuked by dominant participants (257) for
expressing non-conforming opinions. The lone clinician was observed defending
clinical colleagues’ actions and decisions, often seeking to justify why they had made
certain choices or adopted certain behaviours. It is unclear if that was due to group
composition or due to the small group size. Focus group five comprised of four
participants. It has been argued in the literature that small group sizes can lose the
benefits of a group process (i.e. when ideas are triggered by others) and instead
become more a collection of individual interviews. This is especially a risk if groups

are composed of individuals of different status (260).

Qualitative research recognises that the researcher is inextricably linked to the world
they study. AC’s personal experience and profession may have influenced the
thematic analysis and introduced biases into the findings. This was mitigated by the
process of reflexivity, which sought to integrate these insights into the analytical

framework and by the inclusion of MK as a lay co-investigator.
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3.6 Conclusion

This focus group study suggests that rehabilitation potential encapsulates complex
decision-making processes where clinicians make clinical judgements on an
individual’s ability to benefit from a targeted rehabilitation programme. Previous and
current comorbidities and abilities are assessed by an MDT who use a holistic and
individualised approach to care. Clinicians, in partnership with patients, carers and
family members sought to prognosticate on the likely outcome and benefit that
rehabilitation programmes would have on individuals’ health, function and well-
being. At the heart lay the need to understand individuals’ needs, wants and

motivation for participation in rehabilitation programmes.

Participants believed that everyone had some form of rehabilitation potential, but
this was dependent on their conceptual understanding of rehabilitation and the
availability of rehabilitation interventions to meet individual needs. There was a
sense that rehabilitation of sufficient duration, intensity and specialisation was not
available to meet all patient’s needs. Ethical dilemma’s associated with resource
availability and allocation featured strongly in participants’ responses and the
challenges they faced in navigating these in the hospital setting and rationing of
resources. Perhaps the most clinically relevant finding is that differing beliefs of
benefit influenced clinicians understanding of rehabilitation potential and its

operationalisation into clinical practice.

Clinicians should have a greater awareness of the factors that influence their
decision-making, trajectories of frailty, recovery and rehabilitation response. By
asking patients what is important to them, rehabilitation assessments and
programmes can be identified and developed to meet older people living with
frailty’s’ complex needs. In making decisions on rehabilitation potential, the study
found that three key questions were required: will it work, is it wanted and is it

available.

Findings from this chapter were synthesised with the mapping review results to

inform the development of the RePAT intervention, described in chapter four.

123



Chapter 4 — Intervention modelling and consensus

approach

Summary

This chapter presents the development of the theory-driven and evidence-based
RePAT intervention (Figure 16) in line with MRC intervention development and
evaluation guidance (91, 104). Data was synthesised from the mapping review
(chapter two) and focus groups (chapter three) to inform the theory of rehabilitation
potential and to model the processes and content of the RePAT intervention. These
were then subjected to a two-step Delphi consensus. Intervention components
which reached predefined consensus levels were included in RePAT and tested in a
feasibility study described in chapter five. The theoretical model of rehabilitation

potential was further refined and presented in chapter six.

Mapping review ——» Focus groups ——>» Intervention modelling ——>»  Feasibility study

Figure 16 - Overall study organogram chapter four.

4.1 Scientific rationale

As outlined in chapter one, rehabilitation potential is a complex intervention.
Chapters two and three have shown rehabilitation potential to be poorly defined,
assessed and measured. In addition, there was an absence of coherent theory
underpinning the concept. It was therefore the aim of this chapter to model a
rehabilitation potential assessment tool (RePAT) and provide robust theories

underpinning the novel intervention.
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4.1.1 Intervention modelling

A sound theoretical understanding of how interventions work and their mechanisms
and processes for change are therefore essential components of intervention design.
This is sometimes referred to as modelling and forms part of the intervention
development stage in the MRC framework. Modelling seeks to capture the
processes, theory, inputs and outputs as well as the content of the intervention.
Ferrante et al. (289) propose that a model is “an approximation of a real system
tuned to highlight those behaviours or structural elements affecting significantly the

pursued purpose.” [p.1391].

However, literature on intervention evaluation far outstrips those on intervention
development and design (99, 100). As outlined in chapter one, the MRC framework
for complex interventions (91, 104) was chosen to guide theory development,
intervention design, process modelling and content of the RePAT intervention. This
framework has been widely used in developing complex interventions for older
people (105) but has been criticised for lacking detailed guidance on theory
development, intervention components, contextual and implementation factors
(100, 105). Bleijenberg et al. (100) argue that a mismatch between intervention and
implementation context in the MRC guidelines (91, 104) can lead to suboptimal
treatment success. They propose an iterative methodological approach to maximise
the MRC guidance to modelling and intervention content which includes
understanding current practice and process to inform modelling and future

implementation.

4.1.2 Theory development

Theory development is a critical component of intervention modelling and design. In
this thesis, a theory is understood as an assumption made about why an intervention
works, how it influences the casual chain and how it might work in context (100).
Complex rehabilitation interventions have been frequently criticised for failing to
explicitly outline their theoretical assumptions (90). It was, therefore, the aim of this

PhD thesis to outline the theory underpinning rehabilitation potential assessments.
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4.1.3 Evidence synthesis and integration

Evidence synthesis and integration play a key role in intervention development,
modelling and design. It describes the process of bringing together relevant
information. It should occur early in the development process, informing
intervention design, implementation strategy and incorporating theories of change
which may clarify causal explanations prior to definitive trials (251). This approach is
in keeping with the overall mixed methods approach to RePAT intervention design

and evaluation, where data integration occurs at multiple levels and stages.

Evidence from the mapping review (chapter two) and focus groups (chapter three)
were integrated to develop the RePAT intervention. A number of different methods
to synthesise mixed methods evidence were considered including; the triangulation
protocol (160) following a thread (290) or a mixed methods matrix (159). The
triangulation protocol was selected as it allowed evidence from the focus groups and
mapping review to be assessed for differences and similarities and combined to
address the aims of this component. Triangulation demands that data sets are
considered for convergence, complementarity, dissonance and silence. Convergence
describes the extent to which findings agree with each other. Complementarity
allows multiple dimensions of research to be explored (160) and complementary
information on the same issues to be identified. Dissonance describes findings which
appear to contradict each other and plays an important role in theory development
and exploring causal mechanisms (159). Silence considers where a finding arises in
one data set only or where there is a noticeable absence (159). This item, unique to
the triangulation protocol, can lead to new insights (160) which may enhance the
validity and reliability of findings. Synthesised evidence was then used to build the
theory and key components of the RePAT intervention. Similar methods have been

used to develop complex rehabilitation interventions (291, 292).

4.1.4 Consensus approaches

Whilst these methods provide a robust foundation for intervention development,
additional approaches were required to enhance the validity of the RePAT
intervention. Gaining consensus or expert opinion on active components of the

intervention, processes and underlying theory is recommended (95). A number of
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different consensus approaches were considered. Face-to-face methods such as the
Nominal Group Technique or consensus conferences are usually held in one session
and can generate results rapidly. However, bringing together a group of experts to
attend can be problematic (293) and participants may be less willing to share
contrasting viewpoints due to issues with anonymity and group dynamics. The Delphi
technique was chosen as it allows geographically dispersed participants to complete
the task at a time convenient to them. It is a well-established method for seeking
expert consensus on clinical issues, in a quick and cost-effective manner. It uses an
iterative process of questionnaire completion and controlled feedback (294) to refine
expert opinion reach consensus on a topic. This approach allows participants or
panellists to make judgements in subsequent rounds where they can change or

adapt their responses, providing greater insight into the area of study (295).

The Delphi method has the advantage over other consensus approaches as it allows
experts to give opinions without being affected by group dynamics (296). Anonymity
mitigates against the impact of strong personalities, opinions or authoritative status
which can predominate during face-to-face group discussions (258). Such an impact
was deemed to be especially pertinent when considering clinical expertise amongst
clinicians. Delphi approaches have been widely used in intervention design for
complex interventions and rehabilitation theory (66, 297, 298). This approach
allowed components of the RePAT intervention to be tested for agreement
(consensus) and subsequently refined for testing in the feasibility study described in

chapter five.

4.2 Aims and objectives

The overall aim of this chapter was to develop the RePAT intervention and theory

underpinning rehabilitation potential.
The specific research objectives were:

1. To develop the theory and a conceptual model of rehabilitation potential in
older people in the acute hospital setting.
2. To synthesise the mapping review and focus group findings presented in

earlier chapters.
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3. To design the RePAT intervention.
4. To subject the RePAT intervention to a two-step Delphi consensus.

5. To refine the RePAT intervention for testing in the feasibility study.

4.3 Methods

4.3.1 Theory development and modelling RePAT

In modelling the RePAT intervention and development of underpinning theories of
assessing rehabilitation potential, the following components were considered (93,

95).

Active components of rehabilitation potential assessments.

How the active components work.

Why they might be active components and the effect they may result in.
The right outcome measure that may be used to evaluate the effect.
How active components relate to each other.

Identification of mediators and moderators.

Theories underpinning relations and effects.

Theories and evidence for implementation of the intervention.

L 0 N o Uk W N

Context and processes for implementation.

Components were populated using data synthesised from mapping review and focus
group findings presented in chapters two and three. Data were synthesised by AC
using the triangulation protocol (159, 160) where complementarity, convergence,
dissonance and silence between the data sets was assessed. This allowed for the
theory of rehabilitation potential to be produced and active components of a
rehabilitation potential assessment which included; who, what, where, how and
why. Intervention components were specified and reported according to the
Template for Intervention Description and Replication (TIDieR) checklist and guide
(158). The TIDieR checklist provides a structured account of intervention descriptions
and design, helping readers judge the reliability of the findings (299). A process map
and theoretical model for rehabilitation potential were developed. Results were
reviewed by the supervisory team and then by an expert panel as part of the Delphi

consensus technique.
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4.3.2 Delphi

4.3.2.1 Study design

A modified two-stage Delphi approach was used to seek consensus on the key
components identified during the development of the RePAT intervention. Delphi
consensus statements for the first round were developed from the findings
generated in the data synthesis and reviewed by the supervisory team for clarity and
appropriateness. Consensus statements were supplemented with further
information on content. Nine clinicians, unrelated to the study, tested the Delphi
questionnaire for functionality and clarity. The clinicians included three
physiotherapists, three occupational therapists and three geriatricians. This resulted
in revised consensus statement wording, clarification of key terms and space for
additional comments. The statements were transferred onto an online questionnaire

platform. A full copy of the Delphi questionnaire can be found in Appendix L.

4.3.2.2 Recruitment
Inclusion criteria

1. Clinical or academic physiotherapist or occupational therapist with > 5
years’ experience of working with older people within the United Kingdom.

2. Experience of assessing rehabilitation potential in older people living with
frailty in the acute hospital setting or delivering rehabilitation to older

people in the acute, sub-acute or community setting.
Exclusion criteria

1. Participants who were not fluent in written English.

4.3.2.3 Sampling framework

Evidence presented in chapters two and three highlighted that rehabilitation
potential assessments were commonly delivered by a multi-disciplinary team (94).
However, in this component, the decision was taken to recruit a purposive sample of

expert physiotherapists and occupational therapists. In the United Kingdom, Allied
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Health Professionals frequently take leading roles in rehabilitation decision-making,
supporting the decision to focus consensus amongst physiotherapists and
occupational therapists. An expert was defined as a registered clinician with 25
years’ experience working with older people. Previous Delphi studies have used this

criterion (300).

4.3.2.4 Sample size

A systematic review of Delphi studies recommended that the final round should
include 11-25 panellists (301). In order to maintain the rigour of the technique, a
response rate of 70% should be maintained across rounds. Therefore a sample of at
least 20 was proposed to take into account attrition over the two rounds and to

ensure that meaningful conclusions could be drawn from the data.

4.3.2.5 Recruitment

An invitation letter (Appendix M) was sent to potential panellists who were recruited
through existing clinical, academic and professional bodies across the UK including:
EMRAN (East Midlands Research into Ageing Network), the British Geriatrics Society,
AGILE (interest group for Chartered Physiotherapists working with older people),
COT SS Older People (College of Occupational Therapy Special Interest Group) and
citations in peer-reviewed journals identified during the mapping review (chapter
two). Panellists were asked to contact AC if they wished to take part and were
emailed a participant information sheet (Appendix N) and an electronic link to the

first questionnaire.

4.3.2.6 Consent

Completion and subsequent return of the Delphi questionnaire was taken as

informed consent.
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4.3.2.7 Round one

Panellists were sent a link to the questionnaire via email. They were asked to provide
information on their clinical, academic and professional background, country of
practice, place of work, the number of years they had been qualified and experience
in geriatric rehabilitation. Panellists were asked to rate each statement using a five-
point Likert Scale (302) 0 to 4 (O=completely disagree, 4= completely agree). Five-
point Likert scales are the most commonly used in the research setting and more
specifically in Delphi questionnaires (255). They have the benefit of reduced forced
answers by permitting the neutral midpoint answer (303). A free text space for
additional comments was provided so panellists could justify their responses or seek
clarification on uncertain statements. This provided further information on the
theoretical model of rehabilitation potential and the RePAT intervention training
package. Figure 17 presents an example statement and scoring.

An assessment of rehabilitation potential should consider underlying psychological issues which

may affect a patient's motivation or participation in rehabilitation. Are these new or ongoing issues?

What management strategies have or could be put in piace to enable a patient to receive or benefit from

rehabilitation? For example; anti-depressant medications for low mood, memory issues and disruptive

behaviours for which strategies or specialist teams may be advised. Consider if these issues are exacerbated
by their acute illness, underlying conditions or the hospital environment. % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s)

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of
rehabilitation potential
should consider
underlying
psychological issues
which may affect a
patient's motivation or
participation in
rehabilitation.

a. Please add additional comments or feedback to the above question

Figure 17 - Example of a question from round one Delphi questionnaire.
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Panellists were given a period of two weeks to complete the questionnaire with
weekly email reminders. Panellists remained anonymous to each other, to protect
anonymity and to mitigate against the impact of strong personalities influencing the

outcome of the questionnaire.

4.3.2.8 Round two

Items which did not meet 275% agreement were reviewed along with qualitative
findings and refined for inclusion in round two. Panellists were asked to rate the

items using the same approach as described in round one.

4.3.2.9 Between rounds analysis

The Delphi technique seeks to refine expert opinion using an iterative approach.
Therefore, the results of round one informed the content of round two. The

following methods were used:

e A summary of results from round one was presented to the panel. This
included items which had reached consensus.

e Statements which reached consensus of 275% agreement but language or
content were deemed to need refining by virtue of open text comments
were refined through discussions with the study group.

e Statements that reached consensus of 275% agreement in round one were
removed from round two unless open text comments indicated that
additional modifications were required.

e Statements that did not reach consensus by failing to reach 275% agreement
and where open text comments supported the removal or merging of
statements were removed from subsequent rounds. These were reviewed
and discussed with the study team.

e For statements which did not reach consensus, the wording was modified
and presented to panellists in round two for assessment. Revised statements

were reviewed by the study team.
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4.3.2.10 Criteria for success — determining consensus

A number of different methods for determining consensus have been proposed: pre-
determined number of rounds and levels of agreement, certain levels of agreement,
central tendency (mean, median, mode), ratings and rankings, interquartile ranges,
coefficient of variation and post-group consensus (301, 304). In order to enhance the
validity and credibility of Delphi findings, Diamond et al. (301) recommend that a

priori criteria for success should be outlined. They were as follows;

e Statements were included in RePAT if they achieved a consensus level of
>75% after two rounds, demonstrated by a score of three or four (strongly
agree or agree). This is consistent with other Delphi studies (301).

e Consensus agreement was established by the combined median scores of
strongly agree and agree.

e [tems were removed from RePAT if they had scored 75% consensus on
disagree or strongly disagree.

e Two rounds were proposed.

e Aresponse rate of 270% between rounds.

Open text data was presented to the panellists in round two as verbatim excerpts for

items which either did not reach consensus or required refining for round two.

4.3.2.11 Data management

The consensus study took place on a secure, online questionnaire platform (Online
Survey formerly Bristol Online Survey). Minimal personal data was collected.
Electronic data from the on-line questionnaire was stored on a secure, encrypted

and password-protected personal computer at the University of Nottingham.

4.3.3 RePAT Intervention design and optimisation

Items which reached 275% agreement were included in RePAT. The RePAT
intervention was developed into a paper-based clinical proforma. The items were
laid out in a typical clinical document design and supplemented with guidance for
use during the feasibility study. Further details on the training for the RePAT are

outlined in chapter five. This was reviewed by MK, PPl member, to ensure that the
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‘patient voice’ remained present in the assessment tool. Co-design and involvement
of service users in intervention modelling and design have been highly

recommended (90, 91) to ensure the tool is fit for the population it is designed for.

4.4 Results

4.4.1 RePAT Intervention design and modelling

Results of the intervention development and theoretical underpinning were reported
using the TIDieR checklist (158). The full TIDieR checklist, which incorporates
components of the intervention development and testing can be found in Appendix

0.
4.4.1.1 Name

Rehabilitation Potential Assessment Tool (RePAT).

4.4.1.2 Why: rationale, theory and goals

Data from the mapping review (chapter two) and focus groups (chapter three) were
synthesised using the triangulation protocol (159, 160) to inform the theory
underpinning rehabilitation potential and the RePAT intervention. An example of

data from the triangulation protocol can be found in Appendix P.

The theory behind rehabilitation potential

Rehabilitation potential was identified as a process which involves complex clinical
judgement and prognostication on the projected benefits of undertaking a targeted
programme of rehabilitation. The term rehabilitation potential was used
interchangeably in the literature to describe three separate concepts. It was most
commonly used to refer to a prognosis of the likelihood of attainment of
rehabilitation goals. But, it was also used to refer to a retrospective assessment of
the extent to which people achieved their rehabilitation goals. This second concept
was frequently referred to in the literature as rehabilitation effectiveness and
formed the primary outcome of many of the clinical trials identified in the mapping

review. Findings from the synthesised data suggested that it was the first of these
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terms, prognosis and prospective, which is the true definition of rehabilitation
potential. The second of these concepts (retrospective and deductive) is better

referred to as rehabilitation effectiveness. These concepts are displayed in Figure 18.
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Rehabilitation potential

Prospective and prognostic

Process involving complex clinical
judgement and prognostication of the
projected benefits of undertaking a
programme of targeted rehabilitation. The
assessment should take into account
physical, psychological, social, functional
and environmental factors identified
during multi-disciplinary assessments
along with individual needs, wants and the

availability of support from family
members and carers. In essence it involves
understanding who will participate in
rehabilitation programmes both in and
outside the rehabilitation setting, who can
support and who is likely to benefit.

<> Rehabilitation response

Ongoing "real time"

Rehabilitation effectiveness

Rehabilitation responsiveness describes an
individuals response to a rehabilitation
intervention or programme. It considered
individuals participation both within the
formal rehabilitation setting and during
self-led or supported practice. It is
measured through the use of staged goal
setting working towards jointly agreed
goals. Goals should be specific,
measurable, achievable, realistic and
timed. This is often demonstrated by carry-
over which is understood as the sustained
change in abilities and benefits achieved

during rehabilitation.

Retrospective

Figure 18 - The theory behind rehabilitation potential and similar descriptors.

Rehabilitation effectiveness is the degree
to which the rehabilitation intervention or
programme has produced the desired
results (or not). It involves a retrospective
understanding from a clearly defined start
and end point of what outcome has been
obtained. Effectiveness may differ
depending on perspective (organisational,
professional, individual, societal) or
context.
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Assessments of rehabilitation potential in older people living with frailty should take
into account a range of holistic factors which inform decisions on rehabilitation
prognosis, participation and motivation. These include taking into account physical
(underlying conditions, diagnoses, acute events, trajectories of recovery and frailty),
psychological (motivation, cognition, personality, mood, participation) with
individual needs and wants and availability of support from family members and
carers. Rehabilitation potential assessments involve clinicians obtaining detailed
information on an individual’s abilities, diagnoses, motivation and patient
needs/wants, which are synthesised from differing sources over multiple time points.
Pre-morbid (past) and current (present) abilities and conditions should be assessed
and combined with predictions of recovery from acute events, trajectories of

comorbidities and likely rehabilitation response (future).

Central to this concept was understanding who was likely to participate, both in and
outside formal rehabilitation sessions and who could support this. This informed

decisions on who was likely to benefit from programmes of rehabilitation.

Findings suggest that the concept of benefit in relation to rehabilitation outcomes,
effectiveness and success was less certain when applied to the frail older adult
population. A successful outcome differed according to different stakeholder
perspectives. At an organisational level, a successful outcome may be a reduced
length of hospital stay, timely discharge from acute care, reduction in readmission
rate or optimal use of resources. Clinicians may measure success by agreements on
an individual rehabilitation potential or by using validated outcome measures. At a
patient or family level, success or benefit may include changes to function, quality of
life or social participation. Findings remain uncertain if improvement, delaying or
slowing the rate of decline, maintaining abilities or managed decline with palliative
approaches were desirable outcomes. Further research is required to explore the link
between rehabilitation potential and how its outcome is measured and linked to

primary research outcomes for future definitive trials.

Rationale — why assess for rehabilitation potential

Central to the theory of rehabilitation potential lies the inherent belief that clinicians

are able to identify and predict who is likely to respond to rehabilitation
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interventions in the face of complexity and uncertainty of outcomes. Preliminary
evidence suggests that predictive factors such as age, comorbidities, cognition,
polypharmacy and living alone can predict who is likely to gain positive rehabilitation
outcomes (40, 222, 238). Pre-morbid abilities inform what an individual is likely to
return to following hospitalisation for an acute health episode. Loss of self-
sufficiency assessed through ADLs and IADLs may be the first manifestation of
widespread and general decline in functional abilities (190) and inform predictive

decisions.

In order to apply research evidence of rehabilitation effectiveness and benefit into
practice, clinicians need to be able to identify these factors amongst the noise in the
acute setting. Contrasting findings were identified in the evidence synthesis.
Mapping review evidence suggested that there were ‘hard’ indicators which
predicted outcomes. These included levels of cognitive impairment, nutritional
status, living alone, mood and frailty (222). In contrast, findings from the focus
groups suggested that everyone had some form of potential to benefit from
rehabilitation programmes. Rehabilitation response was found to emerge through
trials of rehabilitation, enabling carry-over to be identified and measured through
goal setting. Central to this was the need for assessments to maximise patient, family
and carer involvement, motivation and participation through person-centred models
of care. This was found to be especially challenging in the acute setting whereill
health, unfamiliar surroundings and permanent or temporary cognitive impairments

affected performance, motivation and capacity to make decisions.

Findings suggested that non-clinical factors or ‘noise’ were influential on
rehabilitation potential assessments. This included factors such as resource
availability, type and responsiveness of services to provide rehabilitation.
Synthesised findings suggest that clinicians should seek an open dialogue with
patients and their families about how these factors influence decisions on

rehabilitation potential.

Goals

The goals that underpin RePAT were to inform clinicians’ assessments and decision-
making on an individual patients’ rehabilitation potential. The primary outcome
remains unclear due to the heterogeneity and lack of consistency in how the term
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was applied in the identified current research evidence. These factors will be further

explored and reported in chapter five.

4.4.1.3 Components

Active components of rehabilitation potential assessments were identified from the
synthesised findings. Assessments of rehabilitation potential were found to largely
mirror the principles of CGA approaches to care whereby a holistic, iterative, MDT

and patient-centred approach was required.

Core components and their inclusion are justified in Table 12.
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Table 12 - Theory underpinning the RePAT intervention.

Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other
works component components
Co-morbidities and Frailty is characterised Understand what | Changes to Optimisation of CCl, Edmonton Underlying and
active medical or by physiological is reversible, physical physical health can Frail Scale, physical
physical conditions changes across multiple | irreversible and conditions expedite discharge Cumulative conditions impact
systems. Assessments modifiable and impact on IADLs | from the acute Iliness Rating on function,
of rehabilitation informs likely and ADLS setting, optimise Scale, Barthel, social interaction,
potential should outcome. required for function, health and | Geriatric psychological
consider co- e functional well-being. Reduced | Assessment abilities and
e Identification of . . . [
morbidities, acute independence length of hospital Frailty Scale. ability of an
events and their likely number an.d.t.ype and self- stay, acute resource individual to
; of comorbidities. . I . . .
trajectory and response sufficiency. utilisation, interact with their
to management and independence and environments
rehabilitation. adverse patient
outcomes.
Psychological issues | Unresolved or under Assessing Affect Unresolved issues in | PRPS, Kemp Impacts on
affecting motivation | managed issues can previous and performance in the acute setting Motivation, physical function,
and participation affect information current abilities and outside of such as delirium, MoCA, MMSE, engagement with
retention, motivation by synthesising rehabilitation unfamiliar CPS, GDS, assessments and
and participation in information from | sessions. environment, ill Montebello rehabilitation
rehabilitation formal tests, Motivation can health and Rehabilitation programmes.
assessments and patient, family fluctuate. paternalistic factors Score, Environment of
programmes. and MDT on pre- | Cognition, approach to care can | specific mood, assessment and
Individuals are often admission attention, lead to premature cognition tests. | family/carer

optimistic about their
chances of improving
with rehabilitation.

abilities levels of
motivation and
participation in
previous
rehabilitation.

communication
and mood can
impact on
motivation and
participation.

decisions on
rehabilitation
potential.

involvement key.

140



Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other

works component components
Demonstrating Individuals should be Rehabilitation is Rehabilitation is Demonstrate PRPS. Informs

participation

given the opportunity
to demonstrate either
participationin a
rehabilitation
assessment or
programme.
Participation is
essential to engaging
with programmes of
rehabilitation. This may
be especially
challenging in the acute
setting where
individuals are unwell,
confused and in an
unfamiliar
environment.

an active
partnership
between service
users and
providers.
Automatic or
functional
approaches
recommended in
the presence of
cognitive
impairment.

a process of
education so
requires active
patient
participation.

ingredients for active
rehabilitation
partnership;
communication,
engagement,
motivation and
involvement.

involvement as
active partners
across all
domains of
assessment.
Frames
individuals
rehabilitation

aims and plans.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other
works component components

Support needed for | Recognises that Information Presence of Social support Lowenthal- Links to social
ADLs individuals may need gathered on the social support enables individuals Haven scale, domain and

support or provide social situation strongly linked to | to return to usual Carer function.

support to others in from patient, positive place of residence. dependency

their usual place of family, carers rehabilitation Advocacy and scale.

residence. Helps inform | and other outcomes. support for decision

what needs, support agencies. making essential in

and abilities are Identifies existing those lacking

required to return to support capacity and with

usual place of residence | structures and cognitive

from acute care. what will be impairments.

Family, paid or unpaid required on

carers provide essential | discharge from

information on pre- acute care.

morbid abilities which
is particularly important
in the presence of
cognitive impairment
and communication
difficulties.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other
works component components
Support required Individuals may need Ongoing support | Rehabilitation is Enhance Goal Measures
for ongoing physical, emotional and | essential in the finite. Ongoing participation and Attainment performance
rehabilitation psychological support presence of participation and | engagement. Scale. across multiple
outside formal to continue cognitive and support needed domains.
rehabilitation rehabilitation outside physical to maximise
setting the formal setting to impairments. benefits.
gain carryover and Assumes that
benefits. This comprises | rehabilitation is a
of understanding who 24-hour
can support and their approach.
skills. Nursing staff
ideally placed to
provide 24 hour
view.
Pre-morbid and Predicts aims, likely By identifying Clinicians Function (ADLs and Barthel, Elderly | Physical and
current functional response and how individuals combine IADL) integral to Mobility Scale, psychological
abilities trajectory. Pre-morbid function in days, subjective and independence and General Motor conditions,
abilities give the best weeks and objective well-being. Enables Assessment motivation,
idea of what an months prior to information to baseline abilities to Scale, FIM, IADL | participation and
individual can achieve. admission inform be identified and and ADL scales, | environment
Changes to function provides the best | knowledge of plan for safe ADL hierarchy, influence
(IADLs, ADLs) indicative | evidence on previous and discharge from the NEADL, GEMS, functional
of disease progression. | likely outcome. current abilities acute setting. TUG, grip abilities.

Function is a key factor
in maintaining
independence once
home and for safe
discharge from acute
care.

Frames what
they need to be
able to do to
return to usual
place of
residence post-
admission.

— Aids
prediction in
outcomes and
disease
trajectory.

strength, gait
speed, BERG,
geriatric
assessment
frailty index,
Wakari ADL,
Sunnas ADL.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other

works component components
Environmental Assess an individuals’ In the acute Understanding If not considered None identified. | Availability and

factors -usual place
of residence and
next destination

usual place of residence
and what they need to
be able to do to return
there safely. Function
involves interaction
with the environment.
The artificial and
unfamiliar nature of the
hospital environment,
with the adopted 'sick
role' and acute health
event, means
assessments may be an
inaccurate
representation of an
individual’s abilities.

setting, this is
mostly obtained
from subjective
sources rather
than direct
assessment.

their usual place
of residence is
essential for
function, well-
being and social
participation —
layout,
equipment and
support.

could send the
individual to an
environment where
they are unsafe or
fail to thrive.

choice of service,
equipment and
staff expertise.

Support to plan for
the future

The principle of
autonomy where
individuals are assumed
to have the capacity
and make decisions
about their future care.
Those lacking capacity
may require support or
advocacy. Recognition
of current needs and
predicted changes
associated with frailty
and ageing.

Helps individuals
coming to term
with narrowing
horizons to
maximise health,
well-being and
social
participation.
Embraces
person-centred
and solutions-
based approach
to care planning.

Rehabilitation
involves
participation and
goal setting
where
individuals make
decisions on
their future care.

Rehabilitation may
be offered or denied,
which is at odds with
patient or
organisational goals.

Quality of life
measures. GHQ,
Geriatric
Quality of Life
Questionnaire,
EQ5D 3L Umea
Life satisfaction
checklist, short-
form health
survey.

Family and carer
involvement.
Knowledge of
types of
rehabilitation,
Reablement or
support services
available.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other

works component components
Person-centred Assessment of Facilitates a Individualised Improved use of None identified. | Informs goal
care; what’s rehabilitation potential | person-centred, approach resources if tailored setting and
important to me? should focus on what approach to care, | facilitates to individual needs service planning.

the individual wants to
achieve, rather than
the therapist or
organisation. By asking
what’s important to
me, individuals can
identify their priorities,
needs and wants. Helps
inform the type,
intensity and location
of future rehabilitation.
Should be a critical part
of establishing
rehabilitation plans.
Helps frame goal
setting by establishing
individual needs and
wants.

rather than
assuming needs
and wants.

participation,
engagement and
motivation,
which are critical
to the success of
rehabilitation
programmes.

and wants rather
than prescriptive
approach to care.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other
works component components
Goal setting Goals should be set in Identify short, Goals which are Goal setting GAS, outcome Informed by
partnership with medium and long | meaningful to supports a person- measures assessments
clinician, patient and term goals set the individual centred approach specific to goal. | across other
where appropriate using SMART enhance which may enhance domains.
family/carers. Informs approach. participation and | motivation and
aims and type of Provides motivation. participation and
rehabilitation to structure for Measure lead to improved

support discharge from
acute care. Goal setting
integral to
rehabilitation practice
and assessing
individuals, carryover
and progress. Setting
small, staged goals
demonstrates
rehabilitation
effectiveness and
response. Useful in
those with cognitive
impairments, low
exercise tolerance or
behavioural difficulties
where rehabilitation
potential may be
questioned. In the
acute setting, focus is
on managing the
medical condition.

rehabilitation
planning in those
with complex
health and social
care needs. Goals
also have the
potential to
motivate or
demotivate
individuals if they
are not realistic
or achievable.
This is especially
pertinent in
terms of frailty
and dementias,
where the
difference
between
independence
and dependence
is finely
balanced.

rehabilitation
response and
inform decisions
on rehabilitation
potential in real-
time. Clinicians
must be
cognoscente of
differences in
needs and wants
from differing
perspectives.

outcomes. In the
acute setting,
individuals may
articulate different
goals to those in
their usual place of
residence. Rapid
discharges may
mean that goals are
focused on medical
and safety needs and
higher needs are not
prioritised. If the
individual lacks
insight, memory of
other cognitive
abilities, then
identifying what is
wanted and realistic
may prove
challenging.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other
works component components
MDT assessment MDT skills and Assessments Individuals’ A solutions-based MDT % Prompts multiple
expertise enables across domains health, well- approach is sought, agreement. domains of
multiple domains of are completed, being and quality | which takes into assessment.

health and wellbeing to
be covered which are
affected by frailty,
ageing and the
sequelae of acute
hospital admissions. In
the acute setting, focus
is placed on assessing
and managing acute
health events using the
medical model.
However, an MDT
solutions-based
approach allows
multiple domains of
health and well-being
to be addressed which
consider quality of life,
social participation and
functional abilities.

shared and
synthesised by
MDT to provide a
holistic view of
abilities, needs,
wants and
participation.
Patient, family
and community
clinicians
considered part
of the MDT.

of life is affected
by multiple
factors. Frailty
and acute
episodes can
have a significant
impact on
independence
and the ability to
return to the
usual place of
residence.
Specialist skills of
the MDT can
address these
complex needs.
Established
processes of
MDT collegiality
and working,
placing individual
and family needs
at the heart are
essential to
realising the
potential of MDT
working.

account the
complexities of
frailty presentation
and differing models
of rehabilitation.
This embraces the
person-centred
approach to care.
Nursing staff ideally
placed to
understand holistic
needs and provide a
24-hour view of
abilities and
response to
rehabilitation.
Availability of MDT
staff in the acute
setting will impact
on team
composition.
Potential for
conflicting messages
to be given to if non-
cohesive approach
taken.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other

works component components
Iterative Rehabilitation Assessments Fluctuations Individuals written Evidenced by Each domain

assessments should not
be retrospective, rather
they should emerge
from iterative
assessments. Frailty,
acute ill health and
variability of
performance (physical
and cognitive) and
hospital admission may
lead to a decline in
function, health, well-
being and motivation.
Individuals with
delirium have
fluctuations in abilities
and performance, so an
iterative approach can
help inform a 24-hour
picture.

completed over
multiple time
points inform a
more accurate
and realistic
picture of
abilities,
participation and
performance.
Helps inform
knowledge of
rehabilitation
response or
carry-over.

associated with
frailty, delirium
and acute ill
health need to
be considered to
ensure that the
assessment is an
equitable and
authentic
representation
of individuals’
abilities,
participation and
motivation.
Iterative, MDT
assessments are
recommended.

off as having no
rehabilitation
potential either due
to low levels of
participation,
motivation or
unrealistic goals can
demonstrate abilities
over multiple time
points. If this is
unrealistic in the
acute setting,
referrals to
community teams
are suggested. May
be compromised by
the pressure and
speed with which
decisions have to be
made in acute
settings.

the number of
times assessed,
GAS.

assessed over
multiple time
points.
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Assessment
components

Underpinning theory

How the
component
works

Why it might be
an active
component

What effect they
might result in

Measuring

How relates to
other
components

Resource availability

Clinicians are required
to make increasingly
complex decisions
about an individuals
suitability for
rehabilitation
interventions. Patients
are faced with limited
autonomy and choice
about the types and
location of
rehabilitation which are
available to them.
Clinicians, families,
carers and health
providers need to be
increasingly
cognoscente of the
impact that resource
availability has on their
decision-making
process. Open and
honest discussions
around resource
allocation, availability
and patient choice are
needed. Does resource
availability inform the
decision or vice versa.

Clinicians need
accurate
knowledge of
available
resources within
health and social
care. This
involves
information on
referral criteria,
waiting lists,
rehabilitation
intensity and
dose. Rather
than resource
provision
dictating the
decision, which
disregards
person-centred
care, the decision
should be made
and then
resources
identified to
meet the
individual patient
and family needs.

Rehabilitation
effectiveness and
benefit relies on
the rehabilitation
intervention
being provided
at optimal dose
and intensity.
Resource
allocation is
finite and this
challenges
clinicians, society
and health
providers to
consider their
underpinning
approach to care
- utilitarian,
egalitarian or
consumerism.

Increased access to
rehabilitation
services for those
previously deemed
as having no
rehabilitation
potential, which may
support greater
independence,
reduced
institutionalisation
and greater quality
of life. However, if
clinicians recognise
that resource
allocation affects
their decision
making, this may
require frank
conversations with
individuals and
family members
about rationing of
healthcare
resources. Potential
for premature
application of the
label 'no
rehabilitation
potential'.

Service type,
location,
intensity of
intervention,
length of stay,
service costs,
cost-
effectiveness
measures.

Suggestions that
rehabilitation
potential
decisions are
influenced by
knowledge of the
availability of
resources to
provide
rehabilitation
needed by the
individual.
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Assessment Underpinning theory How the Why it might be | What effect they Measuring How relates to
components component an active might result in other

works component components
Evidence for Rehabilitation potential | Rehabilitation Informs EBP and | Offering Link to patient Synthesise

rehabilitation
effectiveness

is prospective and
prognostic.
Understanding the
current evidence base
and articulating clinical
reasoning for believing
that a proposed
rehabilitation
intervention is likely to
be effective is essential.
Frailty specific evidence
is currently lacking on
rehabilitation type,
intensity and optimal
dose and nuanced by
differing views of
effectiveness.

response and
outcomes should
be measured as
part of routine
care and inform
rehabilitation
potential
decision-making.
Core part of
evidence-based
practice.

clinical decision
making.

rehabilitation for
which there is no
solid evidence base
or not offering
rehabilitation based
on prejudices to
individuals with
certain conditions.

goals, patient or
organisational
level outcome
measures or
metrics.

information from
all domains to

Inform decisions
on effectiveness.
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4.4.1.4 What: materials; provider, participant and equipment

Materials included; the paper-based RePAT and training manual. Further details of

this component are reported below.

4.4.1.5 What: procedure: provider training, assessment and intervention

The RePAT intervention consisted of a paper-based assessment. This included 18
items identified as core components of rehabilitation potential assessments and
space for clinicians to document their clinical assessments and reasoning. Further
explanation of these items can be found in the training manual in Appendix Q.
Evidence suggested that rehabilitation potential was a complex and heterogeneous
phenomenon and highly contextual, therefore training was required. Participants
training was designed which embraced experiential and reflective learning (305,
306), approaches which have previously been found to be effective in complex
interventions for older people (307). A 60 minute face-to-face group teaching session
was delivered. Content included: background to the study, the theory behind
rehabilitation potential, recruitment, mental capacity, consent and data collection.
Clinical vignettes were developed and completed in the group setting. Clinical
vignettes allow training in authentic contexts of practice and have been widely used
to evaluate guideline specific clinical reasoning skills, assess knowledge, train
participants in intervention delivery and assess intervention delivery (308-311).
Opportunities for group and individual discussions were provided during the training
session and subsequent feasibility study. An intervention training manual was
provided and can be found in Appendix Q. The training manual includes the final

RePAT intervention which was developed after the Delphi consensus.

4.4.1.6 Who: provides the RePAT intervention

Synthesised evidence suggested that rehabilitation potential was best assessed by
core members of the MDT. Team composition may depend on the setting where the
assessment is delivered but ensuring that team members have the expertise to
assess all the domains of rehabilitation potential is essential. This may span health
and social care organisations and settings. Patient, family and carer involvement was

essential to enhance the chances of successful outcomes. The RePAT intervention
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was designed to be delivered by physiotherapists and occupational therapists,
reflecting current practice in the UK where these staff members take leading roles in

rehabilitation decision-making.

4.4.1.7 How: method of delivery

The RePAT intervention was delivered through a combination of face-to-face
discussions with the patient and from information gathered from other MDT
members and medical records. The RePAT intervention embraces person-centred
care, which current literature outlines as essential in managing complexity (122,
244). This approach aims for health and social care staff to work collaboratively with
service users whereby care should be planned and delivered ‘with’ people rather

than ‘to’ or “for’ them (312).

4.4.1.8 Where: place of delivery

Assessments should ideally take place in individuals’ usual place of residence as this
provides the most accurate and realistic picture of abilities and functional
requirements. Individuals, particularly those with cognitive impairments, were
believed to perform better in familiar, non-institutionalised environments. In the
acute setting, assessments should take place on specialist geriatric wards or by a
specialist team who work across several wards (68). RePAT was delivered in the
hospital setting, reflecting the overall study aims. A process map was developed to

identify where RePAT should be delivered in the patient pathway (Figure 19).
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Figure 19 - Process diagram for the RePAT intervention.
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4.4.1.9 When and how much

Evidence from the mapping review suggested that rehabilitation potential
assessments were made at singular time points. In contrast, focus group findings
suggested that iterative assessments provided a greater understanding of
individuals’ abilities, wants, needs and performance. This allowed fluctuations
associated with frailty, acute ill health, participation and motivation to be taken into
account. In instances where one-off assessments were unavoidable, attempts should
be made for additional follow-up assessments. RePAT will be completed following
iterative assessments. Insufficient evidence was identified to suggest how often

rehabilitation potential should be assessed.

4.4.1.10 Tailoring the intervention

The RePAT intervention was not tailored to the individual patient. However, the
assessments required to complete the tool were individualised by the treating
clinician in line with usual clinical care. This allowed individual abilities,
comorbidities, performance, needs and goals to be established. The RePAT demands
that information was gathered and synthesised from multiple sources, but the core

items remain consistent.

4.4.1.11 Modifications

Components of the RePAT intervention and training package were modified after the

Delphi consensus (chapter four) and feasibility study presented in chapter five.

4.4.1.12 How well: planned and actual

Intervention fidelity was assessed during the feasibility study against a priori criteria

outlined in chapter five.
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4.4.2 Delphi consensus

4.4.2.1 Round one

Eighty participants responded to the recruitment adverts and were sent the Delphi

consensus questionnaire. Eighteen were excluded as they had less than five years of

clinical experience in geriatrics. In total, fifty-three participants completed round
one. 86.8% of participants were female and 77.4% were physiotherapists.

Characteristics are displayed in Table 13.

Table 13 - Delphi panellists characteristics.

Gender (n, %) N (%)
Female 46 (86.8%)
Male 7 (13.2%)
Profession (n, %) N (%)

Physiotherapist

Occupational therapist

41 (77.4%)

12 (22.6%)

Current place of work (n, %)

N (%)

Acute hospital

In-patient rehabilitation
Community-based

Higher Education Institution
Other

Two or more places of work

25 (47.1%)
5 (9.4%)
11 (20.7%)
2 (3.7%)
3 (5.7%)

7 (13.2%)
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Highest qualification N (%)

BSc 25 (47%)
Diploma 2 (4%)
Masters 19 (36%)
PG Cert 2 (4%)

PG Dip 3 (6%)

PhD 2 (4%)
Time qualified as a health professional (years) N (%)
Mean + SD 17.23 £7.38
Median 15

Range 5-37

Time working in geriatric rehabilitation (years) N (%)
Mean + SD 13.32+6.8
Median 12

Range 5-35

Most worked in a hospital (47.1%), followed by 20.7% in the community setting with

seven participants reporting that they worked across multiple settings. The mean

time working in geriatrics was 17.23 years (+7.38). 100% of participants currently

worked in the United Kingdom.

Participants were asked to rate 18 items of RePAT in round one. A total of 14 out of

18 items reached the a priori consensus agreement level of 275%. The results are

displayed in Table 14.
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Table 14 - Level of agreement results for Delphi round one.

Item
number

Item content

Consensus level
of agreement
(%)

Consensus level
reached

An assessment of
rehabilitation potential should
consider any underlying
physical issues which may
affect or interfere with
rehabilitation.

100%

Yes

An assessment of
rehabilitation potential should
consider any unresolved
physical issues which may
affect or interfere with
rehabilitation.

94.3%

Yes

An assessment of
rehabilitation potential should
consider underlying
psychological issues which
may affect a patient’s
motivation or participation in
rehabilitation.

98.1%

Yes

An assessment of
rehabilitation potential should
consider unresolved
psychological issues which
may affect a patient’s
motivation or participation in
rehabilitation.

92.4%

Yes

An assessment of
rehabilitation potential should
consider if the patient has
been able to demonstrate
participation in the
rehabilitation assessment or
programme during this
current episode of care.

84.9%

Yes
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rehabilitation potential should
include a thorough
understanding of the patients’
environment at their next
destination.

Item Item content Consensus level | Consensus level
number of agreement reached
(%)
6 An assessment of 67.9% No
rehabilitation potential should
consider if the patient will be
supported in their activities of
daily living in their usual place
of residence.
7 An assessment of 71.6% No
rehabilitation potential should
consider if the patient will be
supported to continue
rehabilitation outside the
therapy setting in their usual
place of residence.
8 An assessment of 86.7% Yes
rehabilitation potential should
consider a patient's current
functional abilities and levels
of independence.
9 An assessment of 94.3% Yes
rehabilitation potential should
consider a patients pre-
morbid (pre-admission)
functional abilities and level of
independence.
10 An assessment of 92.5% Yes
rehabilitation potential should
include a thorough
understanding of the patients’
environment in their usual
place of residence.
11 An assessment of 73.6% No
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Item
number

Item content

Consensus level
of agreement
(%)

Consensus level
reached

12

An assessment of
rehabilitation potential should
include what support the
patient requires to make
decisions about their future.

75.5%

Yes

13

An assessment of
rehabilitation potential should
include asking the patient
what is important to them.

100%

Yes

14

An assessment of
rehabilitation potential should
include setting and agreeing
on short-term, medium-term
and long-term goals.

86.8%

Yes

15

An assessment of
rehabilitation potential should
incorporate findings from the
multi-disciplinary team.

94.3%

Yes

16

An assessment of
rehabilitation potential should
be carried out over multiple
time points.

96.3%

Yes

17

An assessment of
rehabilitation potential should
consider the availability of
services to provide the
rehabilitation needed by the
patient. Consider the type,
dose, intensity, location,
referral criteria and speed of
referral.

64.1%

No

18

An assessment of
rehabilitation potential should
consider if the proposed
rehabilitation programme is
likely to be effective.

79.2%

Yes

The four items which did not reach a consensus level of 275% agreement in round

one (items 6, 7, 11 and 17) were reviewed and refined taking into account the open
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text for each item. Open text comments were analysed and a selection of these are

presented below.

Round One - Item Six: An assessment of rehabilitation potential should consider if

the patient will be supported in their activities of daily living in their usual place of

residence.

Panellists commented that a lack of family support should not prevent individuals
being considered for programmes of rehabilitation or as having rehabilitation
potential. Services should strive to provide this support rather than deny someone

rehabilitation due to the lack of it.

“This shouldn’t influence rehab potential, you need to adapt levels of
support to help people get their optimal goals and abilities.” [Panellist

Five]

Panellists reported that they had a professional duty to ensure that support was in
place or planned to provide patients with the maximal opportunities to realise their
rehabilitation potential. Someone’s ability to achieve their rehabilitation potential

should not be dependent on requiring support for ADL’s.

Round One - Item Seven: An assessment of rehabilitation potential should consider if

the patient will be supported to continue rehabilitation outside the therapy setting in

their usual place of residence.

Panellists reported that this item potentially labelled people who lived alone as
having no rehabilitation potential. It was suggested that this item could lead to
discriminatory practice. Panellists stated that it was their responsibility to fully

explore available support mechanisms and provide tailored support to achieve this.

“You need to establish what is there and adapt support to help them
maximise their potential, not exclude people because they don’t have
support. It’s about identifying the issue, not an exclusion from rehab

because they live alone.” [Panellist Sixteen]

Central to this was the importance of involving family members, carers and

community MDT in the assessment to inform rehabilitation and care planning.
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Round One - Item 11: An assessment of rehabilitation potential should include a

thorough understanding of the patients’ environment at their next destination.

Panellists reported that this item should be considered as part of rehabilitation
planning but felt that they often had little control over availability of and access to

resources.

“There’s a lack of control over the next destination of where we send
people. It’s about service potential and not individual potential.”

[Panellist 30]

In the acute setting, participants reported a gap in their knowledge of what services
were available and this was heightened by the pressures they were placed under in

the acute setting to expedite discharge and maintain hospital flow.

“With the nature of acute hospitals we are pressured to make decisions
surrounding a person’s rehabilitation potential very early in their
admission with limited clinician time with the patient... we are under

pressure.” [Panellist 23]

Round One - Item 17: An assessment of rehabilitation potential should consider the

availability of services to provide the rehabilitation nheeded by the patient. Consider

the type, dose, intensity, location, referral criteria and speed of referral.

Panellists expressed a strong belief that an individual’s potential should not be

determined by a service’s potential to deliver what was needed.

“Patients can have a potential to improve regardless of whether or not a
team, service, type of rehab is available to them, but availability will

affect whether potential will be realised.” [Panellist One]

These discussions were considered essential to help shape future service structure
and provision and to not labelling someone as having no rehabilitation potential.
Aspirations for a truly patient-centred approach to care meant that rehabilitation
potential should focus on the individual and services should be sought, designed and

commissioned to meet the needs of the frail older population.
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After review by the study team, Item 11 was merged with item 17 as the qualitative

data suggested that they described similar concepts. ltems six, seven and 17 were

reframed to take into account open text data and included in round two.

4.4.2.2 Round Two

Forty-six participants completed round two, producing a stability of response rate of

87%. Results from round two are displayed in Table 15.

Table 15 - Level of agreement results for Delphi round two.

Item
number

Item content

Consensus
level of
agreement (%)

Consensus
level reached

An assessment of rehabilitation
potential should not take into
account if patients will be
supported in their activities of
daily living in their usual place of
residence.

43%

No

An assessment of rehabilitation
potential should not take into
account whether patients will
have support to continue
rehabilitation outside the therapy
setting.

63%

No

An assessment of rehabilitation
potential should not consider the
availability of the services to
provide the required
rehabilitation. This refers to the
potential of the service to meet
needs and not the potential of the
individual patient.

72%

No

None of the three items reached the a priori consensus level. These items were

subsequently removed from the RePAT intervention.

162



Round Two — Item One: An assessment of rehabilitation potential should not take

into account if patients will be supported in their activities of daily living in their

usual place of residence.

Panellists reported contrasting opinions on the content of this item as demonstrated
by their open text responses. A number, who agreed with the statement, stated that
support for activities of daily living was not associated with an individual’s
rehabilitation potential, rather it was something that could be changed with the

timely allocation of resources.

“I would not exclude someone from rehabilitation based on what
support they had with their ADLs, but | do think it is important to
establish what support they have. This may help tailor your approach to
rehabilitation. For example, if the patient had a very engaged daughter
who wanted to be involved in her mother’s rehab, then | would
coordinate rehab | was doing, with exercise the patient could do with
their daughter. Also, what their usual place of residence is may give
guidance to goal setting. For example, if they originally lived in a nursing
home with the assistance of two for all care, then they are unlikely to
reach independence. However, it wouldn’t stop me from rehabbing them

if they were currently below that level.” [Panellist 28]

One panellist suggested that this could lead to discriminatory practice by excluding

those who needed support to function from rehabilitation programmes.

“If clinicians deem individuals as having no rehabilitation potential due
to the lack of support at home this is surely discriminatory and is

potentially hiding the terrible strain on social care.” [Panellist 13]

Other panellists stated that the presence of ADL support featured strongly in their

views of rehabilitation potential and clinical decision-making.

“It should be taken into account as support may be crucial to a person’s

ability to engage in rehab and get the most out of it.” [Panellist 26]

However, there was some confusion over the wording of this question by

participants which may explain the lack of consensus and variation in responses.

“I am not sure if | am confused... Maybe | have misinterpreted the

question.” [Panellist 39]
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Round Two — Item Two: An assessment of rehabilitation potential should not take

into account whether patients will have support to continue rehabilitation outside

the therapy setting.

Findings from item two revealed that 63% of panellists believed that support to
continue rehabilitation outside the therapy setting should not be considered in
assessments of rehabilitation potential. Open text data suggested that it was the
clinician’s responsibility to ensure that maximal support was in place to enable
optimal rehabilitation gains to be achieved and sustained outside the formal

rehabilitation and therapy setting.

“The ‘having’ of help shouldn’t affect the decision to provide rehab. If
you feel that a patient’s potential to rehabilitate will require some
support then it should be put in place as part of their rehab plan.”

[Panellist 26]

One panellist explained that whilst this should not be a deciding factor, it did
influence the type, intensity and location of rehabilitation services they would

recommend for their patients.

“It should not preclude people...when | assessed people for
rehabilitation, this support may determine the pathway for those with
no support, we could refer them to residential beds. If people have
support the extent of that support needs to be known to make a

judgement. This is more about pathways than potential.” [Panellist 32]

Round Two — Item Three: An assessment of rehabilitation potential should not

consider the availability of the services to provide the required rehabilitation. This

refers to the potential of the service to meet needs and not the potential of the

individual patient.

Item three was close to reaching the pre-determined consensus level of 275%,
scoring 71.8%. Panellists agreed that availability of resources should not dictate an
individual’s rehabilitation potential, rather it described the potential of a service to

meet needs.

“A person’s intrinsic potential should not be influenced by what services

are available. However, my concern would be that lots of people are
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(rightly) assessed as having potential but the services to realise that
potential do not exist in their locality? | guess the question is whether
people are assessed for rehabilitation potential in context of an ideal

world or within the real world.” [Panellist eight]

The dichotomy between real-world practice and the ideal featured strongly in open
text comments where some panellists conceded that resource availability, type and
location did influence their decision making on an individual’s rehabilitation

potential.

“There is no point referring a patient for rehabilitation at a centre that
cannot meet their needs, therefore an understanding of the available

service is required.” [Panellist 38]

4.4.3 RePAT Intervention design and optimisation

Fourteen items which met the a priori criteria for consensus were included in the
RePAT intervention. An additional item which asked clinicians to consider their
overall impression of an individual’s rehabilitation potential was included. This was
as a result of the complex theories and factors involved in conceptualising and

operationalising rehabilitation potential and from feedback in the Delphi consensus.

“With the nature of hospitals, now we are pressured to make decisions
surround a person’s rehabilitation potential very early in their admission.
Inevitably this means at times that patients may be transferred to
rehabilitation units who, it turns out, don’t make the progress expected.”

[Panellist 42]

Panellists reported that the pressure they faced to rapidly make complex decisions in
the acute hospital setting meant that they needed to justify their decision on an

individuals rehabilitation potential.

Due to the heterogeneity and complexity of rehabilitation potential theory, a
definition was provided on the RePAT intervention to focus assessments and remind

participants on the working definition.

An important factor to consider in the implementation of RePAT both for the

feasibility study presented in chapter five and future trials was the burden of
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completion for staff and patient participants. These factors were explored as part of
the nested qualitative interviews completed in the feasibility study. However,
understanding the response burden was essential. Therefore an additional item
which asked participants to state how long it took to complete their assessments and
RePAT was included. The final RePAT intervention tested in the feasibility study is

presented in Figure 20. This can also be found in the training manual in Appendix Q.
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P
Patient participant ID: Nottingham University Hospitals INHS|

Staff participant It WHS Trust

Rehabilitation potential tool
V1.1 Date: §/02/2019

Assessment of rehabilitation potential in frail older people in the acute healthcare setting: a mixed methods
study

Principal Investigator: Alison Cowley

Rehabilitation potential is 2 process which invaolves compleax clinical judgement and prognostication of the
projected benefits of undertaking a targeted programmee of rehabilitation. The assessment of rehabilitation
potential should take into account physical and psychological factors identified during multidisciplinary
assessments along with individuzl patiant needs and wants and the availability of family support. It invalves
developing an understanding of who will participats with rehabilitation, in and outsids the therapy sstting, who
can support this and wha is likely to benefit.

Question Comments

1. Arethere any underlying physical issuss
which may affect or interfere with
rehabilitation?

2. Arethere any unresolved physical issues
which may affect or interfere with
rehabilitation?

3. Are there any underlying psychological
issues which may affect an individual's
motivation or participation with
rehabilitstion?

4. Arethere any unresolved psychological
issues which may affect an individual's
motivation or participation with
rehabilitation?

5. Hasthe individual besn able to
demonstrats participation in the
rehabilitation assessment or rehabilitstion
programme during this current episocde of
cara?

&. What are the individual's current functional
abilities and levels of independence?

7. What were the individual's pre-morbid
{pre-admission) functional abilities and
|l=vels of independence?

Azzezzment of Rehsbilifation Fotentisl Staff Parficipant Demographice Sheet V1.1 17/082017 IRAS: 227228
Sponzor 1THCH0Z
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e
Patient participant ID: Nottingham University Hospitals INHS |

Staff participant 10t MNHS Trust

Question Comments

2. Doyou have a thorough understanding of
individual's environment in their uswal place of
residence?

l 9. What support does the individual require to make
decisions about their futura?

| 10. Has the individual been ssked “What's important to
me?”

| 11 Hawe goals been set =nd agread which are SMART?
[Short, Medium, Long Term)

12_ Has the multi-disciplinary team been involved in
tha sssessment or decision-making process?

| 13. Has the individual's rehanilitstion potentizl besn
aszessed over multiple time paints?

14. Is the proposed rehabilitation programme likely to
ba affective?

Cwerall impression

Tims taken ta complats ass2ssment=
Time taken to completa form =

Azsezzment of Rehabilitation Fotential Staff Parficipant Demographice Sheet V1.1 17082047 IRAS: 227228
Sponeor 1THCROZ

Figure 20 — The RePAT.
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4.5 Discussion

The synthesised findings suggest that the term rehabilitation potential was used to
describe three separate concepts; rehabilitation effectiveness, response and

potential. These concepts will be discussed in this section.

Rehabilitation effectiveness describes the degree to which rehabilitation
interventions produce the predicted outcome, demanding a deductive and
retrospective approach. This concept strongly allies to clinical effectiveness and trials
which consider causal effects on health-related quality of life or survival (313),
informing clinical guidelines, commissioning and evidence-based practice. Studies
were identified in the mapping review (Chapter two) where individuals were said to
have rehabilitation potential if they achieved positive gains post-rehabilitation (134,
189, 200, 212). In an exploration of rehabilitation potential amongst stroke survivors,
Burton et al. (145) proposed that generalizable information that predicted
rehabilitation outcome may only partly explain individual patients’ rehabilitation
potential. Whilst this model is, without doubt, critical to the scientific endeavour of
intervention evaluation, it does not accurately capture the complexities and realities

of rehabilitation potential in older people living with frailty.

Results from this chapter suggest that the true definition of rehabilitation potential
involves prognostic and prospective approaches, incorporating knowledge of
rehabilitation effectiveness into the decision-making process. Prognostication
describes the prediction of the future course of diseases and treatments (232).
Prognostication in frailty rehabilitation has received less attention compared to
stroke and acquired brain injury rehabilitation (187, 314). This is more likely to relate
to the relative infancy of frailty rehabilitation research, rather than the absence of

need for further research into this area.

Prediction is complex and relies on the notion that outcomes and benefit can be
predicted in patient populations. This is less challenging with single diseases where
causal mechanisms are clearer, but with frailty and multi-morbidity, prediction can
be more problematic. The synthesized data presented in this chapter suggested that
assessments of rehabilitation potential involved integrating evidence on the
presence or absence of predictive variables such frailty, comorbidity, residential

status with patient characteristics including motivation, participation and
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engagement and system variables which included resource availability. Predicting the
response and trajectories of acute medical conditions and co-morbidities were found
to be critical components of rehabilitation potential theory. They played a significant
role in predicting functional rehabilitation outcomes and an understanding of how
co-morbidities may impede optimal functional recovery. However, the association
between the burden of comorbidity and functional outcomes was found to be
modest amongst patients with hip fractures and stroke (315). The presence of
multiple long-term conditions means that when frail older people deteriorate, they
deteriorate rapidly and across multiple systems. This can lead to acute hospital
admissions and prolonged, complex trajectories of recovery or adaptation. It is
unclear how much improvement is due to natural unassisted recovery from acute
illness or injury, the natural progression of concomitant disease and how much can
be attributed to rehabilitation interventions (34, 112, 113, 316, 317). Items included
in the RePAT intervention allow these complexities and nuances to be articulated
and explored rather than distilling them to the binary variables of “rehabilitation

potential” or “no rehabilitation potential”.

Psychological factors have been cited as critical components in rehabilitation
assessments and selection. This study found that mood, cognition and
comprehension informed clinicians understanding of patient participation,
performance and carry-over. These results are broadly in line with Siegert et al.
(246), who found that carry-over and participation informed clinicians’ decision-
making on how individuals react with programmes of rehabilitation. Participation has
long been held as a central requirement of rehabilitation programmes. Rehabilitation
should be in active partnership with individuals and not ‘be done’ to them, focussing
on the impact that health conditions or disabilities have on individuals’, rather than

their diagnosis.

Trials of rehabilitation were found to be critical in informing carry-over, performance
and decisions on rehabilitation potential. These findings mirror those of studies into
this area in stroke and ABI (76, 145, 147, 149). However, clinician’s predictions of
rehabilitation potential, rather than actual patient performance were suggested to
be an over-riding factor in decision-making amongst clinicians assessing stroke

patients with existing cognitive impairments (149).
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This study and the resulting RePAT intervention brought together the need to
understand co-morbidities and acute ill health, whilst emphasising the need for an
active rehabilitation partnership and person-centred approach to care. This is in
keeping with current literature which proposed patient engagement and
communication from both the patient and clinician were required to enhance patient

motivation (73) and subsequent benefits.

The RePAT intervention included items which explored cognitive and psychological
factors. A correlation between cognitive impairment and adverse outcomes of
rehabilitation has been demonstrated (131, 132, 213, 215, 277, 283). However, there
is emerging evidence to suggest that older people with cognitive impairments can
benefit from rehabilitation programmes (318, 319). This item is of particular interest
in the context of this study which sought to develop a rehabilitation potential
assessment tool for use in the hospital setting. Delirium, characterised by a rapid
change in mental abilities, has a high prevalence in acute care settings (237) and is
associated with poor outcomes such as institutionalisation and death, independent
of age, comorbidities, sex and pre-admission dementia (320). Therefore a
rehabilitation potential tool which did not consider the impact of delirium, cognitive
impairment and other potential barriers to rehabilitation would be of limited clinical
utility. Najem et al. (321) suggested that the presence of cognitive impairment could
adversely affect the dynamics of an active rehabilitation partnership and that further
research was required to define minimal active partnership for rehabilitation

involvement.

The results of this study indicate that rehabilitation potential assessments should
include a thorough understanding of individuals’ functional abilities. This was
frequently assessed through ADLs and IADLs rather than with formalised strength,
power and sensory assessments commonly used to identify impairment of structures
(44). Changes to function may be indicative of underlying sarcopenia. Sarcopenia is
described as the progressive loss of skeletal muscle mass, strength and power (322,
323) and is associated with increased risk of adverse outcomes of physical disability,
low quality of life and death (324). Although muscle and grip strength were not
found to be specific requirements of assessing rehabilitation potential, the sequelae
of their impact were considered as part of functional and physical domains in the

RePAT intervention. Further work is needed to understand how rehabilitation
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potential and sarcopenia are linked and any predictive items which may be of clinical

utility.

It was somewhat surprising that nutritional assessments did not receive greater
prominence in this study, given the weight of evidence linking malnutrition and
adverse outcomes and its link to frailty and sarcopenia. Nutritional status was
identified as a factor to consider in items one and two of the RePAT intervention
(physical issues). This finding may represent a weakness in selection criteria in the
mapping review and sampling from focus groups, where no dietitians were recruited.
Alternatively, it may be explained by the lack of focus on nutritional intake in the
acute hospital setting (42). Malnutrition is common amongst older people and is an
important risk factor for frailty, but one which may be modifiable (325). A systematic
review of nutritional status found 38.7% of adults in the hospital setting were
malnourished and 50.5% in rehabilitation settings when assessed with the Mini
Nutritional Assessment tool (326). These findings may be limited by the
heterogeneity of the sample and they highlight the prevalence of malnutrition and

the need for accurate screening to address nutritional issues in this population.

Fourteen out of eighteen items reached consensus within two rounds and were
included in the RePAT intervention. This result may be explained by the fact that
these items were already central to the panellists’ routine clinical practice. These
findings are consistent with an ethnographic study of geriatric physiotherapists
where holistic domains of health, well-being and function were identified as core
components of practice (119). Items which considered the support individuals
required for activities of daily living and ongoing rehabilitation and the availability of
resources failed to reach consensus. An important theoretical concept emerged from
these findings, whereby two distinct types of rehabilitation potential were found;
individual potential and system potential. Individual potential described specific
patient-level factors such as cognition, physical conditions, motivation and
participation were identified. These factors relate to the health condition,
impairment, activity and participatory domains of the ICF (44) and commonly used
rehabilitation selection criteria and assessments. Whereas system potential
described the potential of systems and services to deliver the rehabilitation required
by individuals. Similar findings were reported in exploring rehabilitation potential

amongst stroke, ABI and populations (76, 145, 147, 149, 321), where resource
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requirements were said to influence the type of rehabilitation offered and clinician’s
views of individual’s rehabilitation potential. An ethnographic study which explored
older people’s rehabilitation potential in acute care outlined the struggles that
physiotherapists and occupational therapists faced in reconciling ideal practice with

the reality of service provision (137).

In a climate of stagnant or contracting health and social care provision under growing
demand, clinicians will be required to make decisions on resource allocation that
balance political, ethical and service perspectives (145) with patient needs, wants
and expectations. This has been suggested to be especially challenging in older,
vulnerable populations where selection bias either as a result of eligibility criteria or
clinician beliefs is evident (321). The ethics of decision-making have been extensively
explored in health and social care (327, 328) and more recently in planning hospital
discharges and rehabilitation provision (329-331). Approaches to ethical reasoning
are evident in RePAT. Ethical reasoning describes clinicians attempts to resolve
ethical dilemmas and by balancing one or more values against another to act in the
best interests of service users (332). The RePAT intervention seeks to provide
structure and transparency for clinical reasoning, which embraces clinical and ethical
factors whilst retaining a person-centred approach to care. Clinical decision-making
and clinical reasoning are essential components of high quality, autonomous
professional practice. The terms are often used interchangeably. However Higgs and

Jensen (333) propose that clinical reasoning refers to:

“The overall process of thinking during clinical practice, while clinical

decision-making...emphasises the outputs or decisions.” [(333), p4]

Clinical data, professional judgement and knowledge should be incorporated with
patient choice (334) however, in practice; clinical reasoning is frequently manifested

‘in the head’ rather than explicitly written down.

Assumptions on rehabilitation potential may not be based on evidence, rather on
clinicians’ preconceived ideas of what individuals are capable of achieving (77). This
is especially pertinent for the frail inpatient population where acute confusional
states such as delirium may adversely affect rehabilitation performance, carryover

and participation and where trajectories of recovery are less certain. Patients may
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demonstrate their potential later than others (76) once they have recovered from
the acute event or returned to their usual place of residence. Clinicians may,
therefore, select patients whom they perceive as having the greatest potential to

benefit, thereby increasing the risk of implicit bias (321).

A key finding of this study was the need to establish patient needs and wants
through asking ‘what is important to me?’ This item was found to be an important
factor in motivation and participation in rehabilitation but also in framing goals and
priorities for increased independence, well-being and autonomy in decision-making.
However, evidence suggests that this may be more challenging in the acute hospital
setting and with cognitive dysfunction (321), which RePAT was designed to address.
This item enabled a model of person-centred care to be developed (73), moving
away from the biomedical model of care which fails to take a holistic approach.
These findings must be considered in light of health services which have traditionally
been established on biomedical models where reform across health and social care

systems is required to realise the benefits of holistic approaches to care (74).

The RePAT intervention shares many similarities with rehabilitation selection and
assessment tools (80) but draws most parallels with the holistic domains of
Comprehensive Geriatric Assessment (CGA). CGA is a multi-disciplinary diagnostic
and management process that identifies medical, psychological and functional
capabilities of frail older persons in order to develop a coordinated and integrated
plan for treatment and long-term follow up (67). It embraces a person-centred and
iterative approach to case management and focuses on key domains including
medical, mental health, functional capacity, environment and social circumstances,
all of which were included in RePAT. More recent models of CGA suggest that
financial and spiritual aspects of function and well-being should be considered (335)

but these items were not included in RePAT due to a lack of evidence.

4.5.1 Strengths

A key strength of this study was the use of the MRC framework (91, 104), which has
been widely used in developing interventions for older adults (105). However, it has
been proposed that levels of detail, consistency of use and underpinning theory are

poorly reported (100, 105, 106), undermining the transparency and rigour of the
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approach. Consequently, the addition of process maps, which considered when and
where RePAT should be used in clinical practice, and causal and contextual factors
were presented. These enhanced the understanding of processes, barriers and
enablers for future implementation and definitive trials. These measures improved
the transparency of the active components and underpinning theory of the RePAT

intervention (95, 100).

Results were reported using the TIDieR framework (158), which allowed the
structure and detail of the RePAT intervention to be presented. This enhanced the
transparency of the approach, aiding appraisal, replication and implementation of

the intervention.

Robust and transparent methods of data synthesis are essential components in the
development of interventions. A key strength of this study was the use of the
triangulation protocol for data synthesis (159, 336), which enhanced the strength,
trustworthiness and comprehensiveness of the results (337, 338). The triangulation
protocol has been widely used in complex intervention development (291, 339). This
enabled a systematic, thorough and transparent approach to evidence synthesis,
seeking convergence, dissonance, silence and complementarity from the data sets.
This approach allowed the researcher to remain close to the data whilst identifying

key components and theories to inform modelling and intervention development.

One of the strengths of this study was the inclusion of stakeholder involvement in
the intervention development process. This approach has been recommended to
ensure that the resulting intervention is fit for purpose (91, 93, 104). The RePAT
intervention and training package were reviewed by a PPl member to ensure that
they retained the patient and carer voice. Clinical stakeholders were involved in
reviewing components of the RePAT intervention through the Delphi consensus
approach. Delphi approaches have been widely used to gain opinions and consensus

from experts in the design of complex interventions (66, 298, 340).

The aim of this study was to develop a rehabilitation potential assessment tool for
use in the acute hospital setting. It was, therefore, important to gain insights from
physiotherapists and occupational therapists who assess rehabilitation potential and
deliver rehabilitation programmes in community and hospital settings to inform the
intervention theory, design and implementation. A key strength of this study was a

recruitment and sampling strategy that allowed community and hospital-based
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clinicians to be recruited, providing wider insights into rehabilitation potential across

healthcare systems. This enhanced the transferability and validity of the findings.

There has been widespread debate in the literature as to what constitutes an expert
and whether the Delphi approach can yield valid expert opinion. Hasson et al. (341)
suggest that a balance must be struck between ensuring panellists’ engagement with
the process whilst retaining impartiality and hence the validity of their responses.
Panellists in this Delphi study had been qualified clinicians for a mean of 17.23
(£7.38) years. In a study which explored expert clinical practice amongst geriatric
physical therapists, participants’ clinical experience ranged from 23 to 36 years (342).
Although clinical experience and expertise has been traditionally associated with
years of experience, Resnik and Hart (343) suggest that expertise is influenced more
by clinicians’ experience of health-related quality of life outcomes and patient

experience.

The credibility of findings were enhanced by iterative rounds of feedback to
panellists and the use of mixed methods approaches within the method (344). Likert
rating scales and qualitative open text comments accompanied each statement,
gaining further insight into the rationale and context behind scores. This approach
helped refine the statements for round two and informed the content of the RePAT

intervention training package.

Notwithstanding the limitations of the modified two-step approach, a key strength of
this study was the use of pre-determined criteria for success which enhanced the
rigour of the technique. A common criticism levelled at Delphi studies is the
tendency for drop-out amongst panellists between rounds. Atkins et al. (270)
proposed that to maintain the rigour of the approach, a response rate of 70% should
be maintained between rounds. This study produced a response rate of 87%

between rounds one and two.

4.5.2 Limitations

The identification of relevant outcome measures is one of the most important
components in modelling complex interventions. It informs what the expected
intervention outcomes should be and potential confounding factors that must be

controlled for in future evaluations (345). During the development and modelling of
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the RePAT intervention a definitive measure was not identified which could be used
as a primary outcome measure in future trials. Several factors could explain this
result. Rehabilitation potential was found to be a complex and heterogeneous
concept, so ascertaining a consistent definition of benefit or outcome proved
challenging. In addition, a successful outcome of rehabilitation potential assessments
was found to be influenced by perspective. For example, patients may see success in
terms of improved function, social participation or well-being, whereas an
organisation may seek improved patient flow, timely hospital discharges or efficient
use of resources. ldentification of relevant outcome measures was further explored
in the feasibility study presented in chapter five. Feasibility studies often act as
testbeds for the theory and practicalities of delivering an intervention and allow

primary outcome measures to be explored (346).

The Delphi approach is often criticized for subject bias, where panellists change their
views in line with other participants (295). This was mitigated against by ensuring
anonymity of panellists so that divergent or strong opinions could be expressed and
freely voiced. This is often viewed as a distinct advantage of the Delphi over other
face-to-face consensus approaches such as the nominal group technique or
consensus conference, so participants can equally contribute to the process.
However, anonymity may lead to a lack of accountability for the views expressed and

hasty ill-judged comments (347).

Hasson and Keeney (295) propose that recruitment and sampling strategies can have
the biggest impact on the validity and trustworthiness of Delphi findings. A final
sample size of 20 was proposed. The questionnaire was disseminated through a wide
range of professional bodies which resulted in more interest from volunteers than
previously predicted. There was no way of reasonably knowing participant
demographics and experience, so participants could not be sensibly excluded based
on this knowledge. This resulted in 46 panellists completing both rounds. Large
sample sizes can lead to greater variation, reduced accuracy and generalisability
(295) however, reliable results can be achieved with small samples of similarly
trained experts (270, 301). Conversely, the large sample size in this study allowed for
the heterogeneity and nuances of rehabilitation potential to be explored. Pre-
determined consensus levels were reached on 14 out of 18 items in round one. It is

possible that this result may be explained by the fact that panellists did not have the
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opportunity to debate issues before reaching consensus. However, qualitative
feedback within the questionnaire allowed panellists to express their views on items

and wider issues related to rehabilitation potential and the RePAT intervention.

Synthesised data presented in this chapter found that rehabilitation potential
assessments were typically delivered by a multi-disciplinary team and included
patient and family involvement. The current study is limited by the fact that
recruitment was restricted to physiotherapists and occupational therapists. This was
a pragmatic choice reflecting the reality of clinical practice in the UK where
physiotherapists and occupational therapists often take leading roles in
rehabilitation assessments. However, these results may not be applicable to other

groups or clinical settings.

One issue with this study was the use of a modified two-step Delphi approach.
Modified Delphi approaches have been widely used in health research for
intervention and curriculum development (348, 349). Three items failed to reach
consensus in round two and consensus may have been achieved with additional
rounds and subsequently included in RePAT. The use of open-ended questions,
typically used in preliminary rounds, should be avoided in modified two-step Delphi
approaches (295) where Likert ratings are used earlier in the process. This approach
is typically used when seeking to define the problem for intervention development,
but this study sought expert consensus on items developed from evidence generated
during this PhD. The combination of clear consensus statements with open text

comments to justify strengthened and increased the content and face validity.

The Delphi study employed a five-point Likert scale which permitted
midpoint/neutral answers, thus reducing forced responses (293). Neutral answers;
neither agree nor disagreement may not always be desirable if a definitive answer is

sought.

Qualitative (open text) data suggested that panellists found the wording of items in
round two confusing. The study may have been strengthened by seeking linguistic

advice on the language, grammar and structure items in the Delphi consensus.
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4.6 Conclusion

This chapter set out to develop the theoretical model of rehabilitation potential and
the RePAT intervention with data synthesized from the mapping review and focus
groups described in earlier chapters. Rehabilitation potential was found to
encapsulate more than just a retrospective analysis of rehabilitation effectiveness. It
involved a complex process of prediction and prognostication based on a number of
patient and system-level factors which reflect the complexity of frailty, acute ill
health and hospital care. This is further confounded by the lack of clear endpoints
and what a good outcome of rehabilitation is for this population. A ‘good’ outcome
for a patient or carer may not be congruous with ‘good’ outcome for a clinician or
organisation. Predicting outcomes and responses to rehabilitation raises significant
ethical challenges to clinicians, patients and carers alike. The RePAT intervention
sought to bring together these complex factors and to provide a structured, holistic

and reasoned approach to decision-making in rehabilitation for frail older people.
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Chapter 5 — Feasibility Study

This chapter presents a non-randomised feasibility study where a novel rehabilitation
potential intervention (RePAT) was delivered in an acute hospital setting to explore
whether the intervention was deliverable and acceptable to staff and patient

participants (Figure 21).

Mapping review ———»| Focus groups > lnr:‘e‘:;r:;:it:;n — Feasibility study

Figure 21 - Overall study organogram chapter five.

5.1 Introduction

5.1.1 Scientific background and rationale for the method

The MRC framework (91, 104) for developing and evaluating complex health
interventions highlights the important role that exploratory studies play prior to
undertaking a definitive trial. Whilst it is widely accepted that such studies are
essential steps in the intervention development testing and informing future
implementation, there has been considerable debate amongst the research
community concerning the similarities and differences between pilot and feasibility
studies. Eldridge et al. (350) found that the terms were often used interchangeably

without due consideration for the discrete differences in their methods.

Pilot studies are commonly a small scale version of the main trial (346, 350, 351) and
test if all the components of the proposed main study work together. They have
strict methodological structures, outline intentions for future work, and focus
predominantly on trial processes such as randomisation, recruitment, treatment

fidelity and follow up (351).

Feasibility studies typically occur earlier in the process of intervention testing and
evaluation. They commonly ask ‘can the study be done’ and are used as an

overarching term to describe preliminary studies which precede the main trial (351).
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They do not seek to evaluate the main study outcome but often estimate important
parameters that are needed to design the main study (346). These may include;

standard deviation of outcome measures, willingness of patients to be randomised,
willingness of clinicians to recruit participants, number of people eligible, follow-up

rates, response rates and adherence or compliance rates.

Despite the subtle differences, both designs demand clear aims and objectives,
criteria for success and how the study assimilates with the overall programme of

research.

In designing and evaluating complex interventions, such as the RePAT intervention,
the working definition and components had not previously been tested in the clinical
setting. Several questions needed answering before either a definitive trial or pilot
study could be considered. A feasibility study design was chosen to explore if the
RePAT was acceptable to patients, carers and clinicians and to make any necessary
changes. It was therefore not necessary to randomise participants to a control arm.
This feasibility study did not seek to validate or test the effectiveness of the RePAT
intervention in determining rehabilitation outcome. This will be explored in future

studies.

5.2 Research aims and objectives

The overall aim was to explore whether the RePAT intervention developed in chapter

four could be feasibly delivered in the acute hospital setting.

The specific research objectives were:

4. To test the acceptability of the RePAT intervention to staff and patient
participants.

To test the fidelity of the RePAT intervention.

To test the face validity of the RePAT intervention.

To refine the content of the RePAT intervention for future clinical trials.

© N o w

To test the feasibility of recruiting and retaining staff participants working in
the acute healthcare sector to the study.
9. To test the feasibility of recruiting and retaining patient and carer

participants to the study.
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10. To explore the feasibility of recruiting people deemed to lack mental
capacity.

11. To test the patient participant eligibility criteria.

12. To identify useful outcome measures.

13. To describe usual clinical care.

14. To trial documents and processes for future trials.

5.3Criteria for success

1. Five staff members recruited within one month.
2. Twenty-five patients recruited within two months.
3. Intervention delivered to 25 participants.

4. Fidelity of item completion achieved on the RePAT intervention at 80%.

5.4 Method

5.4.1 Study design and setting

This feasibility study took place on health care of the older person’s (HCOP) wards in
a large acute teaching hospital. These clinical areas assessed, treated and managed
older people with complex needs who were in receipt of generic rehabilitation
assessments or programmes of rehabilitation and hence addressed the phenomena
of interest. The overall study, documentation and protocol underwent extensive
review and development with members of a local PPl group and Age Concern UK.
The study team comprised of a PPl member (MK) who was instrumental in reviewing
processes, advising on the study and analysing data which strengthened the study

design and conduct.

5.4.2 Recruitment

5.4.2.1 Staff participants

Occupational therapists and physiotherapists working on HCOP wards were invited to

take part in the study. Posters (Appendix R) were displayed in staff areas and
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participants were asked to contact the study team if they wished to enter the study.
Participant Information Sheets (PIS) (Appendix S) were provided and participants had
the opportunity to meet face-to-face with a member of the study team to discuss entry.
A maximum variation sample was proposed to ensure an equal weighting of
occupational and physiotherapists were recruited with a range of clinical experience.
Maximum variation samples allow for a range of cases or participants to be recruited

to ensure representativeness and diversity of the population (261).

Inclusion criteria

1. Physiotherapists or occupational therapists working in the acute care setting
with older people living with frailty, specifically carrying out rehabilitation
assessments or programmes of rehabilitation.

Exclusion criteria

1. Staff participants involved in research studies exploring or testing
rehabilitation potential, rehabilitation assessments or rehabilitation models
of care for older people living with frailty.

2. Staff participants working in specialist stroke, end of life or fracture services.

5.4.2.2 Patient participants

A poster designed in partnership with PPI member, MK, was displayed in ward areas
outlining the study design and what to expect (Appendix T). Staff participants delivering
routine clinical care and a member of the study team screened potential patient
participants against the inclusion criteria. Staff participants made the initial approach to
patients and asked if they would be interested in taking part in the study. AC met
patient participants to discuss entry into the study and provided relevant study
documentation. A simplified summary PIS, designed for participants who lacked
capacity or had communication difficulties, was provided for patients and carers

(Appendix U) to supplement the full PIS (Appendix V).

Inclusion criteria.

1. Patient participants identified as frail by staff delivering routine clinical care and

those in receipt of rehabilitation assessments or programmes of rehabilitation.
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Frailty assessments used in routine clinical care were reported in the results
section.

2. Patient participants able to give informed consent or if assessed and deemed to
lack capacity consultee agreement from carer or family member or appropriate

consultee.

Exclusion criteria
1. Patient participants in receipt of specialist stroke rehabilitation, specialist
fracture care, specialist end of life or with a terminal diagnosis.
2. Patient participants with advanced care plans or directives, which stated that
they did not wish to take part in research studies.
3. Patient participants found to lack capacity for whom an appropriate consultee

could not be identified.

5.4.2.3 Family and carer participants

Family or carers (of patient participants) were recruited to explore their experiences of

the RePAT intervention.

Inclusion criteria

1. Carers or family members of patient participants in receipt of rehabilitation

assessments or rehabilitation programmes.
Family and carer participants were identified by virtue of their relationship with the

patient or acting in the capacity as a consultee.

5.4.3 Staff participants consent

All staff participants had a minimum of seven days to consider entry into the study

before written consent was obtained (Appendix W).
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5.4.4 Patient participants consent

In this acute clinical setting, it was not practical to give patient participants seven
days to consider entry into the study as admissions to acute care cannot be predicted
and average length of stays are frequently short (under five days). Therefore, written
informed consent was obtained on the same day that participants entered the study
(Appendix X). To protect against coercion, patient participants could contact the
study team up to seven days after data collection and ask to be withdrawn from the

study if they had any concerns. There were no instances where this occurred.

Mental capacity for inclusion in the study was assessed by AC or a member of the
routine clinical care team on each potential patient participant and documented on a
capacity assessment form (Appendix Y), where capacity was assumed to be present
unless proven otherwise in line with the Mental Capacity Act (352). For patients
found to lack capacity, staff participants identified and approached an appropriate
consultee to obtain consent. AC met with the consultee to explore, in their opinion,
what the patient participant’s wishes and feelings about taking part in the study
would be. Consultees were provided with a PIS (Appendix Z) and completed a
consultee declaration form (Appendix AA) as part of the consent process. If an
appropriate consultee could not be identified, then the patient participants were

excluded from the study (Figure 22).
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Figure 22 - Patient recruitment and consent process.
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Agreement to participate in research is an ongoing process and it was, therefore,

vital to confirm that participants with dementia and other cognitive impairments,

whether permanent or temporary (such as delirium), agreed to continue with the

study irrespective of the consent in place. A form of process consent whereby verbal

agreement to take part in the study was sought with the participant throughout data

collection (353, 354).
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5.4.5 Family and carer participant consent

For family or carer participants who took part in the semi-structured interviews,

written informed consent was obtained.

5.4.6 Data collection

The data collection process is outlined in Figure 23.
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Figure 23 - Feasibility study data collection process.
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Staff participants completed a demographic information sheet detailing their
profession, job banding according to Agenda for Change (355) and clinical experience

(Appendix BB).

5.4.7 Patient characteristics

Patient characteristics and routinely used outcome measures were identified from
medical notes and electronic records and documented on a Case Report Form (CRF)
by AC (Appendix CC). Factors identified from the mapping review in chapter two, as
important variables in predicting rehabilitation potential and outcome were included
on the CRF. These were: age, gender, ethnicity, residential and cohabitation status,
co-morbidities, medications, cognition, frailty status, pre-admission mobility, ADL
abilities and reasons for admission to acute care. This provided a description of the
patient population included in the study. These were completed by staff participants

as part of usual care.

Cognitive functioning can adversely affect rehabilitation outcomes amongst older
people (131, 132, 283). Poor attention, memory, reduced communication, and
behavioural changes may present challenges to therapists when delivering
rehabilitation. In particular behavioural changes, altered mood, loss of motivation
and poor compliance can adversely impact on an individual’s ability to engage and
improve with therapy (120). However, many of these potential barriers can be
overcome using compensatory techniques such as memory books, written prompts
(79) and the use of explicit learning techniques of observational learning and learning
by guidance (121). Tools such as the MMSE (356) and MoCA (357) are frequently
used in clinical practice. Assessments completed by staff participants as part of usual

clinical care were recorded on the CRF.

The Charlson Co-Morbidity Index (CCl) was chosen to quantify certain underlying
medical conditions in the patient participants. The CCl predicts mortality through
classifying and weighing comorbidities (358). Whilst the tool does not provide an
exhaustive record of all underlying conditions, it has been used extensively in
healthcare research (359, 360) and is a valid and reliable measurement of
comorbidity (361). Admitting complaints were classified according to the

International Classification of Diseases 11 (ICD-11), a globally standardised method
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for reporting and classifying diagnostic health information (362). Polypharmacy is
associated with serious adverse outcomes amongst frail older people (363). The
number of regularly prescribed preadmission medications were recorded where
composite medications such as Cocodamol were documented as one medication.
These items allowed for patient characteristics to be described. Cohabitation status
(living alone) and a decline in cognitive function have been found to be strongly
associated with adverse clinical outcomes following an acute hospital admission
amongst older people (40, 222, 238). Pre-morbid levels of mobility and
independence have been reported to predict recovery after acute ill health (190,

191). These items were reported on the CRF.

Frailty is common amongst the older inpatient population, is associated with adverse
outcomes (24, 364) and its presence was an inclusion criteria for the population in
this study. Clinical staff were asked to identify patients who were frail to take partin
the study. The frailty assessment tools completed by clinicians were identified and
documented on the CRF. This provided information on the tools in current clinical

use and levels of frailty in the recruited patient population.

5.4.8 Usual clinical care

Usual clinical care was delivered by a specialist multi-disciplinary team comprising of
doctors, nurses, therapists and other health care professionals. Although the RePAT
intervention was completed by physiotherapy and occupational therapy staff
participants, rehabilitation assessments and decisions on rehabilitation potential are
typically an MDT endeavour (68, 76). In describing usual care, the types and numbers

of MDT team members were documented.

Outcome measures are commonly used to evaluate rehabilitation response and
change within research and clinical practice. Jette et al. (365) found that although
physical therapists recognised the importance of using standardised assessments and
measures, they were seldom used in practice. In 2007, AGILE published an outcome
measures manual which provided physiotherapists with detailed descriptions of
sensitive, valid and reliable measures for use with older people (87). Recommended

measures included: the Elderly Mobility Scale, Berg Balance Scale, Functional Reach
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and Timed Up and Go. The use and type of such validated outcome measures were

documented on the CRF.

Decisions on rehabilitation potential can impact on the type, intensity and location of
rehabilitation programmes offered to individuals (76, 137, 149). Types of
rehabilitation planned for patient participants on their discharge from the hospital

setting were recorded.

These findings were documented on the CRF and identified from medical notes and
electronic records by AC (Appendix CC). AC did not complete any face-to-face patient

assessments.

5.4.9 The novel intervention - Rehabilitation Potential

Assessment Tool (RePAT), training and support.

The RePAT intervention has been described in chapter four, but in brief, staff
participants attended a training session on RePAT in a seminar room in the hospital,
which lasted for 60 minutes. Content included: background to the development of
the RePAT, patient participant recruitment process, mental capacity, data collection
and RePAT completion. A copy of the training manual can be found in Appendix Q.
Participants were given a clinical vignette based on a typical geriatric rehabilitation
patient and completed the tool as a group. Opportunities for discussion and
reflection were provided. Clinical vignettes allow training in authentic contexts of
practice and have been widely used to evaluate guideline specific clinical reasoning
skills, assess knowledge, train participants in intervention delivery and assess
intervention adherence (308-311). They have the advantage of embracing both
experiential and reflective learning (305, 306). In complex interventions for older
people, delivering training which considers the structure and content of the training

has been shown to be particularly effective (307).

The RePAT comprised of 15 items relating to components of rehabilitation potential
and can be found in Appendix Q. Following the training session, staff participants
were asked to assess patient participants following their usual clinical care and then

re-assess using the RePAT intervention. AC met with staff participants after they had
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completed their first RePAT assessment, to provide support and mentorship and
clarifying any questions on RePAT completion. The completed RePAT forms were
then collected and data were transferred onto an Excel spreadsheet for fidelity

assessment and data analysis.

5.4.10 RePAT fidelity

Fidelity considers if the intervention was delivered as intended (366, 367) and is
central in understanding if staff participants were able to deliver the intervention
effectively (368) and under what circumstances. Poltawski et al. (369) suggest that
feasibility studies should act as “test-beds” for fidelity assessments to inform future
implementation studies. Methods such as triangulating fidelity assessments with
video recordings of intervention delivery, checklists or interviews can enhance the
validity, reliability and replicability of findings (366). Checklists and interviews were
used in this study to strengthen the understanding of RePAT fidelity and completion.
To reduce the risk of bias, a priori fidelity assessment criteria were developed
(Appendix DD). These considered how closely the content of the completed RePAT
items matched the guidance, outlined in the tool and in the training. Each item was

rated as either having 100%, 50% or 0% fidelity (Table 16).

Table 16 - Fidelity criteria.

Fidelity level Description

100% Fully meets criteria

50% Meets some of the criteria

0% Does not meet criteria or empty cell

5.4.11 Staff participant interviews

Staff participants took part in one-to-one semi-structured interviews to explore face
validity and tolerability of the intervention. Participants were asked about their

experiences of delivering the RePAT and recommendations for improvements on the
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intervention. The interview schedule was designed by the study team and piloted

with two clinicians (Appendix EE).

5.4.12 Patient and carer participant interviews

Patients or family members took part in semi-structured interviews to explore their
experiences of RePAT. Participants were purposively matched to the staff
participants. The interview schedule was developed and then reviewed by MK and
members of the PPI group (Appendix FF). All interviews were held in a private room

and audio-recorded.

5.4.13 Sample size

Feasibility study samples should be large enough to generate appropriate levels of
information to allow inferences to be drawn in line with testing specific aims of the
study (370). A sample of five staff participants and 25 patient participants was
proposed to generate meaningful inferences from the data and was deemed feasible

within the study timeline.

To explore the acceptability of the intervention and RePAT, all five staff participants

and a purposive sample of five patients or carers were interviewed.

5.4.14 Reflective diaries

AC and MK kept reflective diaries during data collection and analysis. These were
used as reflective tools, allowing for underlying assumptions to be critically explored
and examined. Diaries helped add richness to descriptions of participant’s
experiences and allowed the researchers to capture their thoughts, values and views.
Bradbury-Jones (371) suggest that they are an integral part of the research process
but are rarely explicitly articulated. Reflections were transcribed and integrated with
interview data as part of the analytical approach, providing context to the findings
and allowed for AC and MK to critically examine their interpretations of the data.
They were discussed with the supervisory team. Further considerations on reflexivity
can be found in chapter three.
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5.4.15 Analysis

Staff, patient characteristics and usual care data were transferred onto a
spreadsheet for data cleansing and analysis. Data were stored and analysed using the
statistical package STATA15. Patient and staff participant characteristics were
described using descriptive statistics including means, standard deviations and

ranges for quantitative variables and counts for categorical data.

Free text data from the RePAT intervention were analysed thematically and verbatim
qguotes were presented from staff participants for each item. Thematic analysis
allowed for patterns and meanings to be discovered, explored and interpreted within
the RePAT data (372). This method allowed for items to be considered against a
priori criteria outlined in the RePAT guidance (chapter 4) and emergent data from
the completed RePAT interventions. Data were analysed by AC and refined through
face-to-face discussions with the supervisory team and MK. Further justification for

the use of thematic analysis can be found in chapter three.

Each completed RePAT was rated for fidelity by two reviewers from the study team
independently (AC and a combination of PL, SG and ALG). The mean value of the two

scores was then calculated and a fidelity result allocated for each RePAT item.

Patient and staff participant interviews were analysed separately, reflecting the
study aims. Data were thematically analysed (267). Codes and themes were
identified, which allowed the research question and aims to be addressed. This
approach provided a rich and detailed account of participants’ experiences of using
or being assessed with the RePAT. Justification for the use of thematic analysis is
outlined in chapter three. The six stages of thematic analysis are outlined below

(267).

1. Data familiarisation

AC repeatedly listened to the audio-recordings and reviewed her field notes and
reflective diaries. AC transcribed three transcripts and a professional transcriber, the
remaining seven which AC reviewed with the audio-recording for accuracy. Initial

analytical notes, key ideas and impressions were made.
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2. Coding

AC and MK independently read each line of the first two patient and staff participant
transcripts. AC managed the data using NVivo 11. Codes, which permitted interesting
data to be systematically classified (267) were generated. Data from reflexive diaries
and field notes were integrated alongside the codes to increase analytical insight and

transparency.
3. Development of themes

AC and MK collated codes into potential themes. Themes captured the essential
meaning of the data (260), allowing the research question to be addressed. This

process allowed for connections between codes and themes to be explored (267).
4. Reviewing themes

Remaining transcripts were coded independently by AC and MK and reviewed
against the emerging themes. This permitted potential themes to be tested and for
any additional data within themes that had been missed in earlier coding stages to

be identified until no new themes emerged.

5. Defining and naming themes

Names and definitions of each theme were developed by AC and reviewed by the

supervisory team and MK.
6. Reporting

Themes were presented with relevant supporting data excerpts allowing the findings
to be considered in relation to the research question, aims and objectives and

relevant literature.
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5.5 Results

Results have been reported against relevant criteria outlined in the CONSORT 2010

guidelines for randomised feasibility and pilot studies (373).

A priori criteria for success were developed and displayed in Table 17.

Table 17 - Feasibility study criteria for success.

Criteria Outcome
Five staff participants recruited within one month Achieved
25 patients recruited within two months Achieved
Intervention delivered to 25 participants Achieved
Fidelity of intervention at 80% for all items Not achieved

5.5.1 Staff participant recruitment

Initially, five staff participants were recruited to the study within two weeks. Due to
clinical time restrictions, one participant was unable to complete five patient

assessments so an additional staff participant was recruited.

5.5.2 Patient participant recruitment

One hundred and eight-five patients were screened and 104 were deemed to be
eligible against the inclusion criteria. From this population, the first 31 patients were
approached, five refused to take part and 26 participants were recruited. One
participant was discharged before the RePAT could be delivered and was withdrawn.

Consultee consent was required for eight participants (Figure 24).
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Figure 24 - Flow of participants through the feasibility study.
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5.5.3 Staff participant demographics

The staff participants characteristics are displayed in Table 18.

Table 18 - Staff participants demographics.

Profession

Physiotherapist 3
Occupational therapist 3

Banding UK AFC (355)
Band 5 4

Band 6 2

Highest qualification

BSc 5
BSc (Hons) 1

Time working in HCOP (months)

Mean £ SD 18 £32.24
Range 4 -84

Rehabilitation experience with older people

(months)
Mean = SD 33.17+284
Range 7-84

Time qualified (months)

Mean = SD 50+ 50.36
Range 10-144
Sample size 6

5.5.4 Patient participant characteristics

Twenty-six patients were recruited to the study. Patient participant characteristics
were reported for 25 participants (Tables 19 and 20), accounting for the one

participant who was not assessed due to time restrictions.
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Table 19 - Patient participant characteristics 1.

Age (years)
Mean = SD 86.16 £ 6.39
Range 71-107
Gender N, %
Male 16 (64%)
Female 9 (36%)
Ethnicity N, %
White 24 (96%)
Mixed Race 1(4%)
Pre-admission residential status N, %
Home with no formal care support 15 (60%)
Home with formal care support 7 (28%)
Assisted living 2 (8%)
24-hour live-in carer 1 (4%)
Cohabitation N, %
Lives alone 14 (56%)
Lives with spouse 10 (40%)
Live-in carer 1 (4%)
Preadmission mobility status N, %

0,
Independent with no aid 2 (8%)
Independent with stick 3 (52%)
Independent with frame 9 (36%)
Assistance of one plus aid 1 (4%)
Number of regular pre-admission prescribed
medications
Mean + SD 7.54+£3.11
Range 2-14
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On admission patient participants had a mean number of 6.2 comorbidities (+ 2.73)

and a mean CCl of 3.44 (+ 2.12). The most common comorbidities were

hypertension, cerebrovascular disease, dementia, kidney disease and chronic

obstructive pulmonary disease. All participants took regular prescribed medications

with a mean number of 7.54. Patients were admitted with a mean of 2.12 ICD-11

codes (+0.73). The most frequent were falls (26.41%), mobility difficulties (17%) and

disorientation (7.55%). Nineteen (76%) participants were assessed using the Clinical

Frailty Scale on admission (25), where 42% were classified as moderately frail and

21% as severely frail. No other frailty assessment tools were reported.

Table 20 - Patient participant characteristics 2.

Charlson Co-Morbidity Index (CCl)

Mean = SD 3.44+2.12
Range 0-10
Number of comorbidities

Mean = SD 6.2+2.73
Range 1-12
Admitting complaint (ICD-11 codes)

Mean £SD 2.12 (+.73)

Cognitive screening tools (n, %, mean, SD)

Abbreviated AMT
AMT
MMSE

9 (37.5%) 3.11 (+ 1.54)
14 (58.3%) 6.86 (+ 3.1)
1(4.17%) 18

Clinical Frailty Scale

Well (2)

Vulnerable (4)

Mildly frail (5)
Moderately frail (6)
Severely frail (7)
Very severely frail (8)

1(5.3%)
3 (15.8%)
2 (11%)
8 (42%)
4 (21%)
1(5.3%)
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Cognitive screening occurred in 96% of participants with the AMT and abbreviated

AMT being used in 37.5% and 58.3% of the sample. The sample comprised of

patients with mild to moderate degrees of cognitive impairment. One instance of the

use of a standardised outcome measure, the Elderly Mobility scale was recorded.

5.5.5 Usual clinical care characteristics

A mean of 4.96 (S.D +1.05, range 3-7) MDT members were documented as being
involved in routine care during patient participants hospital stay. The core team
typically consisted of physiotherapists (100%), geriatricians (100%), nurses (100%)

and occupational therapists (84%). These results are presented in Table 21.

Table 21 - Multi-disciplinary team members involved in usual care assessments.

Profession Frequency Percentage
Physiotherapist 25 100
Geriatrician 25 100
Nurse 25 100
Occupational therapist 21 84
Integrated discharge team | 6 24
Speech and language 16
therapist

Dietitian 3 12
Old age psychiatrist 3 12
Pharmacist 3 12
Rheumatologist 2 8
Social worker 1 4
Audiologist 1 4
Ophthalmologist 1 4
Orthopaedic consultant 1 4
Social care Reablement 1 4
Spinal consultant 1 4%
Tissue viability nurse 1 4%

All 25 patient participants were assessed for rehabilitation whilst in hospital. This
was typically completed as part of the discharge planning process. They were
recommended for community-based rehabilitation services, intermediate care

rehabilitation, an increase in their package of care and Reablement (Table 22).
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Reablement services help people with poor physical and/or mental health to learn or

relearn skills for daily living (374).

Staff participants set and documented goals with 32% (n=8) of patient participants
and involved family members in assessments or rehabilitation plans in 56% (14) of
participants. Aims of rehabilitation documented in usual care were to: “increase

indoors and outdoors mobility”, “improve confidence in everyday functioning”,

“increase independence with Activities of Daily Living” or not specified in usual care.

Table 22 - Type of rehabilitation and care planned.

Type of rehabilitation/care planned N
Community-based rehabilitation 13
Increase package of care 6
Reablement team 5
Rehabilitation bed 3
Equipment 2
Community-based falls prevention 1
Nursing home assessment bed 1
Not specified 2

5.5.6 The novel intervention — RePAT

All 25 patient participants were assessed with RePAT. RePAT assessments were fully
completed with no missing data. The mean time to complete the RePAT was 32.7
minutes (range 15 — 60 minutes). The results for each RePAT item are displayed in
Table 23 alongside verbatim quotes from the completed RePAT tools. Staff
participants who completed the RePAT intervention were referred to as SP plus their
study number (for example SP1) and patient participants assessed with RePAT as PP

plus their study number (for example PP1).
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Table 23 - Analysis of completed RePAT interventions.

underlying
psychological issues
which may affect an
individual’s motivation
or participation with
rehabilitation?

issues related to impairment
of function and health
condition level were
identified. The term ‘nil of
note’ was widely used to
denote the item had been
considered.

instructions and struggles with memory.” SP6/PP26

“Nil very keen to progress.” SP3/PP3

Item Thematic Content Supporting Evidence Mean fidelity
score (%)
Are there any Underlying co-morbidities “Atrial fibrillation, previous stroke (left MCA infarct), 100
underlying physical documented and how these | hypertension, and poor vision. May cause difficulties in
issues which may may have affected multiple | different environments.” SP1/PP19
affect or interfere with | organs and systems of
rehabilitation? health conditions. Some “Hypertension, postural drop currently being investigated so
discussion of how these may | patients’ mobility should improve once management is
affect rehabilitation. optimised. COPD.” SP4/PP6
Are there any Ongoing physical issues or “Resolving urinary sepsis, functional decline following 100
unresolved physical co-morbidities which infection. CT lumbar spine showed L5/4/3 endplate collapse.
issues which may interfered with patients’ Pain in lumbar spine limits activities.” SP1/PP25
affect or interfere with | ability to participate or
rehabilitation? benefit in rehabilitation. The | “Nil of note, medically fit for discharge no medical follow up.”
term ‘nil of note” was widely | SP5/PP7
used to denote the item had
been considered.
Are there any Underlying psychological “Mild hypoxic brain injury, patient requires clear step-by-step 100
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Item

Thematic Content

Supporting evidence

Mean fidelity
score (%)

Are there any Delirium was associated “Hallucinations settled during admission and had increased 100
unresolved with infections and the mood within inpatient progression.” SP3/PP1
psychological issues effect on progression and
which may affect an participation was included. “Nil, very motivated to participate in rehabilitation, nil
individual’s motivation | Evidence that motivation evidence of delirium.” SP3/PP2
or participation with and anxiety were
rehabilitation? considered. Participants
documented nil or none
known.
Has the individual been | Motivation and “Patient was motivated and engaged in all OT and physio 100
able to demonstrate performance were assessments.” SP2/PP14
participation in the considered in this question.
rehabilitation Factors which limited this “Patient has been keen to participate, clear instructions
assessment or such as mood, pain and required due to confusion. Pain has been limiting factor.”
rehabilitation delirium were documented. | SP6/PP26
programme during this
current episode of
care?
What are the Focus was predominantly on | “Independently mobile with WZF, independent changing 88.2

individual’s current
functional abilities and
levels of
independence?

functional abilities.
Additional consideration of
the type of equipment and
support required to achieve
abilities was occasionally
documented but variably
reported.

stoma. Assistance with washing and dressing, independent
with all transfers.” SP4/PP13

“At best had the assistance of 2 mobile 10m. Mostly handled 2
person step round transfer.” SP3/PP4
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Item Thematic Content Supporting evidence Mean fidelity
score (%)

What were the Variable information “Pre-admission (3/52) independent mobile unlimited exercise 88.2
individual’s pre-morbid | considering ranging from an | tolerance and driving. But 3/52 prior to admission a slow
(pre-admission) individual’s ability to decline due to pain and difficulty with transfers.” SP3/PP3
functional abilities and | mobilise to detailed
levels of information on pre- “Lives alone, no care package. Has cleaner and support from
independence? admission abilities in many | family. Independent with shopping, meals and personal care.

aspects of life and the time | Mobilise with walking stick indoors and electric scooter

scale. outdoors.” SP4/ PP6

Evidence for considering

rate and type of decline in “Handheld plus one.” SP5/PP8

these abilities in the lead up

to hospital admission.
Do you have a Variable information “Yes, through discussion with patient.” SP1/PP19 88.2

thorough
understanding of an
individual’s
environment in their
usual place of
residence?

completed with responses
varying from yes to detailed
information on how
individual functions in their
usual place of residence.

“Patient lives in bungalow 1 step access all level inside, riser
recliner chair in-situ, Mowbray and double divan bed.”
SP2/PP17

“Home is currently well set up as patient previously using
rotunda at home. Previous admission means we have good
knowledge of home equipment and set up.” SP6/PP23
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Item

Thematic Content

Supporting evidence

Mean fidelity
score (%)

What support does the | Considered capacity to “Wife supports with all ADL’s and decisions. Lacks capacity 73.5
individual require to make decisions about future | however, this is variable due to resolving delirium and UTIs.”
make decisions about care and needs. Where SP5/PP15
their future? patient lacked capacity,
actions were documented “No concerns regarding capacity, patient has support from
and whom this was family.” SP6/PP23
discussed with. If patient
had capacity, the item was “Has capacity.” SP5/PP16
largely not supplemented
with additional information.
Has the individual been | Understanding what is “l just want to go home [patient], go home with the right 97

asked, “What's
important to me?”

important to the individual
included direct quotes from
patients as well as
organisational and therapist
driven interpretation of
perceived importance.
Where individuals lacked
capacity family members
were asked the question.

support and equipment so | can manage as much as | can on
my own [husband].” SP5/PP8

“To return home, have a good sleep and walk the dog.[patient
verbatim]” SP1/PP19

“To return to previous baseline function so she is able to toilet
independently.” SP3/PP2
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Item

Thematic Content

Supporting evidence

Mean fidelity
score (%)

Have goals been set Goals were typically poorly “Short — transfer with WZF in 2 days. Medium — go to rehab 55.9
and agreed which are set. Attempts were made in | and mobilise with WZF in 2 weeks. Long — return home
SMART? (Short, most cases to consider independently mobile with WZF in 3 weeks.” SP4/PP1
Medium, Long Term) short, medium and long
term goals but often framed | “To return to independence with personal care and cooking
from clinicians’ perspective | within 4 weeks.” SP6/PP24
rather than patients with a
focus on specific functional
abilities such as mobility,
type of aid, assistance or
distance.
Has the multi- MDT involvement was well “During discussion in MDT ward round.” SP1/PP19 94

disciplinary team been
involved in the
assessment or
decision-making
process?

documented, either through
discussion with named team
members or at daily team
meetings. Some gave
information on what other
team members had found,
other just listed MDT
involved. Family members
were often included.

“Review by OT, social services, medical review, liaised with
daughter.” SP4/PP13

“Nurses report patient is becoming reliant and refusing certain
medical interventions but keen for rehab. IDT to review.”
SP4/PP6
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Item

Thematic Content

Supporting evidence

Mean fidelity
score (%)

Has the individual's The iterative nature of “Patient assessed every morning with nursing staff, OT and 88.2
rehabilitation potential | assessment was embraced physio reviewed patient daily whilst on ward.” SP2/PP14
been assessed over by participants. Recognition
multiple time points? of the need to consider “Patient initially did walk and considered for home but past
participation and abilities week has been variable.” SP1/PP25
over a number of sessions.
“Long admission of 41 days and has reduced motivation,
fluctuating cognitive states have been seen.” SP3/PP4
Is the proposed Considerations on how the “Given the right amount motivation and improved medical 94
rehabilitation individual would benefit, or | status I think residential rehabilitation would benefit the
programme likely to be | not, from rehabilitation. patient.” SP4/PP5
effective? Factors which affected
participation and “No cognitive impairment, acute deconditioning secondary to
effectiveness were linked to | pain. Will benefit from regular strengthening exercises to
rehabilitation aims, goals or | assist with transfers and to reduce falls risk.” SP3/PP2
what’s important to the
patient. “Patient has already improved whilst on the ward and this is
likely to continue at home with support.” SP6/PP23
Overall impression Items included patient “Has potential for rehabilitation but not yet well enough to 88.2

levels of engagement,
motivation and progress
during inpatient stay. Often
articulated as seeking
reversal of deconditioning
or improvement back to

return home, has demonstrated progression with
mobility/transfers and is compliant but needs some
prompting. May benefit from further support with ADLs at
home, but patient feels this would be less after a period of
rehabilitation.” SP5/PP7
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baseline or pre-admission
abilities. Belief that
rehabilitation in patients
own environment was
preferable, but the
recognition that some
needed more intensive
support and input to realise
their potential. Specific
benefits mentioned and
underlying conditions
(cognition and delirium)
frequently mentioned.

“Patient is likely to regain independence and confidence with
the Reablement team.” SP2/PP14

“Patient has demonstrated determination with little
encouragement needed to participate in therapy. Is dependent
on medication timing and mental state, however has
progressed with each session, | feel that will improve once
back at home in familiar environment and once UTI’s and
delirium have settled.” SP5/PP15
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5.5.7 Fidelity

A priori criteria of success for the RePAT was set at 80% and 13 out of 15 items

achieved this rating. Iltems one to five scored 100% fidelity against the criteria.

“What’s important to me?” (Item 10) scored 97%. ltems 12 and 14 scored 94% and

considered MDT involvement and rehabilitation effectiveness. Items six, seven, eight,

thirteen and fifteen, relating to current and pre-morbid abilities, environmental

assessment, the timing of assessment and overall impression scored 88.2%. The two

items 9 and 11, relating to decisions about the future (73.5%) and goal setting

(55.9%) did not meet this level.

5.5.8 Staff participant interview results

Six staff participants took part in the semi-structured interviews, which lasted

between 20 and 41 minutes (mean 31 minutes).

Themes were categorised as: enhanced clinical reasoning in a pressured
environment, embracing complexity with a holistic approach, patient-centred
approach to decision-making, feedback loop and implementation into future

practice. Each will be presented.

5.5.8.1 Enhanced clinical reasoning in a pressured environment

All participants reported that the intervention had had a positive effect on their
clinical practice. The RePAT intervention was said to provide structure for their

clinical reasoning and decision making.

“I found it useful because it made me think, the clinical reasoning behind
why we did it...it does actually make you reflect on what you have done

and why you have done it.” [Staff participant two]

“It pulls all your ideas together and helps you to really make that final
decision. Why am | saying this is, because of what?...this is the decision,

this is my plan, and this is my right decision.” [Staff participant four]

Participants spoke of how the rapid turnover of patients in the acute hospital setting

and pressures to free up beds meant that sometimes their preferred way of working
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was comprised, but the RePAT intervention provided a structure and process to

make complex decisions quickly, systematically and robustly.

“I think the difficulties are the time restraints which stop you, you don’t
always have as much time to dig down into the pre-admission issues
from the physical and the cognitive point of view. | think it helped to just
go back and gives you a bit more of holistic goals and clear

understanding of the patient.” [Staff participant one]

5.5.8.2 Embracing complexity with a holistic approach

Participants expressed that the complexity and fluctuation in the performance of
their patient group meant that decisions were often complex and influenced by day-
to-day processes and non-clinical factors. Participants said that the RePAT
intervention helped them consider a wide range of factors about an individual’s
rehabilitation potential in a robust and systematic fashion. This was said to lead to
improved inter-disciplinarily working and communication with patients and family

members.

“It was certainly | think useful, having it all together because then
everyone could see that this is what evidence you’re basing your

decisions on.” [Staff participant six]

The RePAT intervention was said to support a holistic approach to rehabilitation
decision making by covering a range of physical, psychological, environmental and
participatory items. Although they may have considered these factors in their routine
clinical practice, RePAT required them to explore these in greater depth and the

impact these may have had on rehabilitation potential.

“They come into hospital with a new acute issue, so, looking at their
baseline function, with all the comorbidities. So | do take that into
consideration [describing routine practice], | don't necessarily, | probably
more put it to the back of my mind unless there's something quite
significant that is going to have an impact, so if there's a
musculoskeletal issue, delirium, nutrition or they're not eating or

drinking. Obviously, we take that into consideration as well...I now think
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about past medical history... then you always have to think about how
that's going to influence your treatment on that day and in the
future...and then we'd just have to think how they are going to recover

from that.” [Staff participant five]

For some participants, this led to a deeper understanding of psychological issues
such as delirium, mood and cognition and the impact these had on abilities and
performance. Whilst routine assessments were often said to categorise patients into
boxes (potential for improvement or not), or patients matched to services, RePAT

was said to allow clinicians to embrace the complexity of their patients.

“Things that are unresolved, psychological issues, delirium is such a big
issue. | think in the frail population as well, so just bringing it up it makes
you think, actually is this resolving, what is the pattern, has this
happened before, is this from a previous admission or are we likely to
get better and perhaps think about rehab, slightly later down the line.”

[Staff participant three]

The RePAT intervention offered participants a structured and systematic method for
assessing holistic domains of health and well-being. However, some terms such as

unresolved and underlying were found to be confusing and at times contradictory.

“The bit | initially found quite difficult was the difference between the
underlying and the unresolved, | did find that quite tricky and | found
myself often flicking to the guidance bit. Thinking now is this underlying
or is this under resolved. So | don’t know if that needs tweaking, | don’t
know, but | found that sometimes difficult to separate.” [Staff

participant six]

“I think it just broke it down, so you are looking at the past and present
of what they could do and sometimes when you are on the ward it is so
quick that you think, yes that would be good but actually you take a step
back and read it through then one of the roles a bit like maybe we not
have done that. But | do think it helped break it down all the different

parts of why we do it. It represents that thinking.” [Staff participant two]

Some participants stated that although they found RePAT helpful, they wanted a

binary decision on rehabilitation potential at the end. However, they contradicted
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themselves by stating that a tick box or yes/no approach to rehabilitation potential
was not helpful in addressing the complex needs of their patients. The free text
boxes presented in the RePAT allowed them to delve into the nuances and

fluctuations associated with frailty.

“I know with a lot of other decision-making tools you have might be yes,
no questions, and then you kind of how many yes’s how many no’s and
then you kind of pull it all together, this will still have to go through and
look and still having to make a decision and read it through, review it, it
wasn’t a quick tick tick... but actually people aren’t that straight

forward.” [Staff participant six]

Although participants stated that they routinely considered rehabilitation potential
over multiple time points within a patients stay, they admitted that this was often
assumed rather than formally assessed. RePAT prompted them to ensure that they
adopted an iterative approach to considering rehabilitation potential, which took

into account fluctuations in health, performance and participation.

“I got down to a certain part so ‘had they been assessed at multiple

points?’ I've thought no.” [Staff participant three]

5.5.8.3 Patient-centred approach to decision-making

Participants reported that they strived to adopt a patient-centred approach to care
but found RePAT enhanced their ability to deliver this and understand patient and
carer wishes. They stated that they and members of the MDT frequently assumed
that they knew what a patient or carer wanted to achieve but did not fully
understand this until they were prompted to ask “What is important to you.” This
item highlighted that they frequently considered what was important to them and

their organisation and rather than patient needs and wishes.

“It’s remembering about being client centred, putting the patient at the
front of the plan, going into MDT discussions, it does sometimes feel like
the patient doesn’t have a voice. [The tool] it helps to keep the patient at

the forefront.” [Staff participant one]

This item was also used to enhance their goal setting and focus on what was relevant

to the patient and carer. However, goal setting was frequently cited not to be
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prioritised in clinical practice due to acute setting pressures, subsequently, many

participants felt deskilled in goal setting practice.

“Not enough of us [goal set] and it is not clear from our first or second
intervention. In our medical notes, we might write something, but it is
not a smart goal, it might be a goal, but it’s not smart. Mainly never
agreed with the patient, doesn’t have a timeframe...but here it’s not
such a priority for people whereas actually that is a massive part of your
rehab potential prediction. If you think that we have set these short term
goals have we achieved them, yes, yes, yes, right you will very likely will
achieve this. If you have not achieved any of our goals within two or
three days actually, rehab potential wise, what are we aiming for, what

is going to be realistic.” [Staff participant three]

5.5.8.4 Feedback loop

Participants spoke of observing rehabilitation response and progress, or not, during a
patient’s hospital stay but feedback on future progression was largely absent. All
staff participants reported that they rarely found out what happened to their
patients after being discharged from the acute hospital setting. They spoke of being
unaware of the outcomes of proposed programmes of rehabilitation and therefore

were unable to judge if their clinical decisions were accurate, valid or successful.

“We don’t know what happened to them because we don’t get the
feedback...if the rehab unit they went to think they are unsuitable.”

[Staff participant three]

Staff participants attributed this lack of feedback to a number of factors. This
included the lack of shared IT systems across organisations, time pressures which
meant that progress was not explored and the lack of emphasis placed on

rehabilitation outcomes by the health community.

“Are we making the right decision, are we making the right discharge
pathways for these patients. | do think we need a piece of work on this.”

[Staff participant one]
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5.5.8.5 Implementation into future practice

Participants positively evaluated RePAT training, finding the clinical vignettes helpful
in terms of theory and practice. They referred back to the training during the early
stages of using RePAT and reported that the speed and ease with which they
completed RePAT increased. They suggested that supplemental online training or

peer mentoring would be helpful for future trials.

“The training tool was good and after | did that | thought, yes, right, |
can definitely do this but then when | came to do it on a patient, like |
say the first two it took me a lot longer because nothing is ever straight
forward or they will have things which are a little bit more obscure as
well, but I think you still need that case study to go through as an
example, rather than | can’t imagine trying to do it without a case study,
if that makes sense, you always need a bit of both.” [Staff participant

three]

Participants reported that they obtained information from multiple sources such as
existing clinical notes (paper-based and electronic), other MDT members, patients

and carers to complete RePAT.

“I just went to my normal routine of getting as much information from
everywhere. So it could be from the notes, it could be from the family, it
could be from anyone really, it could be from the computer system.”

[Staff participant five]

During this feasibility study, RePAT was used alongside routine clinical practice and
hence was in addition to completing usual assessments and supporting paperwork.
Participants agreed that RePAT could replace their usual practice for rehabilitation
assessments and decisions on rehabilitation potential and be integrated

electronically.
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5.5.9 Patient and family interviews

Three patient-participants took part in the semi-structured interviews and a husband

of a patient participant with a diagnosed dementia (family participant one).

Key themes that emerged were; who was that, what’s important to me, family
involvement and communication, and | just want to go home. The findings are

presented below.

5.5.9.1 Who was that?

Patient participants were unable to distinguish the intervention from routine care,
and therefore obtaining their specific experiences of RePAT proved challenging.
Participants stated that due to the nature of the hospital environment, they were
frequently unable to say who had seen them, what assessments had been completed

and the role of different professionals.

“There are lots of different people, that have talked to you in hospital
and it’s muddling... | recognise them, but you forget their names.”

[Patient participant 24]

Participants reported being assessed over multiple times points and by differing
members of the MDT. In some cases, they were able to outline certain assessments,
but outside traditional nursing and medical roles, allied health professionals

practices were less well defined.

“I think she pressed my feet against... they asked me about my loo at
home, they are going to give me a frame to go round it because my

toilet is too low, so | can lift myself up.” [Patient participant 24]

5.5.9.2 What’s important to me?

Although they were unable to comment on RePAT directly, patient participants said
that they had been asked to state what was important to them and what they would

like to achieve. This was a key item in the RePAT intervention.

“I said to get fit enough to be able to go home and we have got a

beautiful garden, we have just had it re-landscaped and but there is a
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few bits and pieces that we want doing. | would love to get out there

and do a bit. Other than that, play my bowls.” [Patient participant 18]

Despite this, in the hospital environment, choices about acute care were nuanced by
the belief that they were in “the right place to be ill” [Patient participant 20] and that
healthcare professionals knew what was best for them. This meant that they often

deferred power and choices to professionals or family members.

“Well, it’s all for your own good really. You know, we don’t know what
they find in the bloods and all that, do we really? | mean we are in the

best place if you areill. Aren’t you?” [Patient participant 20]

5.5.9.3 Family involvement and communication

Participants spoke of the importance of involving family members in their care,
supporting decision-making and providing information to healthcare professionals.

Participant 20 outlined the role his daughter had played in assessing his abilities.

“My daughter wanted them to try walking me upstairs...I need to do
them to go home, which they did with her. They said it was fine.”

[Patient participant 20]

However, family involvement was not without challenges. A family member who was
the sole carer for a patient participant with severe dementia, spoke of feeling
helpless and at odds with healthcare professionals in the care and future plans for his

wife.

“They tried her on a rotunda this morning. | said a darn sight better if
you just lifted her up and moved her. All this walking, leaning, spinning
around. That is not good. They explained the principle of it and I've got
one delivered to me at home but | can’t see me using it.” [Family

participant one]

He had expressed a desire for a place at a certain rehabilitation facility and remained
unclear why his wife was not suitable. There had been considerable disagreements
amongst members of the MDT and the husband which were reflected in his views

about rehabilitation assessments, hospital care and general inpatient experiences.
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5.5.9.4 | just want to go home

Participants spoke of the desire to return to their usual place of residence and felt
their ill health and the hospital environment impacted adversely on their functional

abilities.

“It’s a job to stand up. | don’t know why they think this flooring is
marvellous, but your feet are slipping all the time. | have one of those
wheels there [points to a three-wheeled walker], I’'ve never used them

with before and that was foreign to me.” [Patient participant 20]

They expressed the belief that once they returned home, they would cope and
perform better. This was strongly voiced by the family participant of a patient with

dementia.

“I just want her home and will sort the rest out from there.” [Family

participant one]

Participants were unable to provide specific recommendations on how the
intervention could be improved or implemented into practice, but at the heart of
their talk was the need for clear communication, partnership working and embracing

their needs, wants and wishes.

5.6 Discussion

The study has demonstrated that it was feasible to deliver RePAT in an acute hospital
setting. Staff participants were recruited, trained and delivered RePAT with a high
level of fidelity. There was no missing data. They reported that the RePAT was
acceptable and feasible to incorporate into routine clinical practice. Eligible patient
participants were identified and recruited to the study within the pre-defined
timescales. The sample included patients with temporary and permanent cognitive
impairments such as delirium and dementia. Patient and family participants were
unable to directly comment on the acceptability of RePAT as they could not isolate
experiences of RePAT from usual care and general hospital experiences. The majority
reported positive experiences of being assessed with RePAT and care, which were

specific to the intervention, which indicates that the tool had the required effect.
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Each component of the study will now be discussed before strength and limitations

are presented.

5.6.1 Recruitment, sample and retention

Five of the staff participants were able to try the intervention with five participants,
one staff participant cited difficulties in managing their time, workload pressures and
reduced staffing levels as factors which led to non-completion. This is an important
consideration for future trials as in this study, an additional staff member needed to
be recruited. Burden of research involvement amongst clinicians is not uncommon,
however, this is often outweighed by the benefits of study participation (375). Future
studies should incorporate time to build relationships with staff participants
delivering the intervention, thus maximising recruitment, intervention adherence

and staff experience.

Recruitment in the hospital setting has been found to be fraught with challenges
associated with a busy, confusing environment and the onset of acute ill health
(376). One hundred and four patients were deemed eligible to enter the study.
Thirty-one were approached and 26 recruited into the study. The patient participants
were acutely unwell, frail, many lacked capacity and had complex health and social
care needs. This sample was similar to those in other studies (377-379), but older
people with complex health and social care needs are often excluded from clinical
trials due to cognitive impairment (376) or are deemed ‘too complicated’ or frail to
recruit (380). Provencher et al. (381) recommend that further research is required to
compare the impact of specific challenges and strategies on drop-out rates or
refusals amongst frail older people. Campbell et al. (382) reported refusal rates to
participate in clinical trials between 12-15% amongst older people. In this study 16%
declined to take part. However, such complex cases are the reality for clinicians and

essential to inform evidence-based practice.

Over three-quarters of the patient participants were assessed as being frail, with
42% being moderately and 21% severely frail. This indicates that the sample was less
frail than in other similar studies, such as the Nolan et al. (34) study, which found
58.5% and 24.4% respectively in. To achieve favourable patient outcomes

understanding how an individual’s level of frailty can affect their rate of recovery or
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response to rehabilitation is paramount (65). The assumption that those with higher
degrees of frailty do not respond to rehabilitation has been recently challenged (22,
211, 212, 383), however, individuals may require more support and time to reach

their potential.

Patient participants had moderate levels of co-morbidities as measured by the CCl.
Previous studies identified in chapter two, reported numbers of comorbidities
ranging from 2.3 (210) to 6.8 (217). The CCl identified in this population is
comparable with participants in the Hartley et al. (212) study who had a CCl of 3.2
(no cognitive impairment) and 4.6 (dementia diagnosis). Despite the burden of these
comorbidities, 60% of participants were living at home with no formal care support
and 52% were independently mobile with a stick. This could indicate that they were a
relatively able group, or that no formal care was available and friends and family

were caring for them.

The sample included clinicians working at more junior levels of experience and
expertise as well as more senior staff. These results differ from Jensen (342) et al.
who explored expert practice in geriatric physical therapists with between 23 and 36
years of clinical experience. Although clinical experience has been traditionally
associated with years of experience, as defined in this study, Resnik and Hart (343)
suggest that expertise is influenced more by clinicians’ experience of health-related

quality of life outcomes and patient experience.

5.6.2 Deliverability, acceptability and fidelity of RePAT

5.6.2.1 Staff participant deliverability

Staff participants positively evaluated the RePAT intervention training for its blend of
theory and practical exercises, referring back to training material in the early stages
of data collection. Intervention training which adopted both a practical and
theoretical approach was positively evaluated in terms of acceptability and fidelity to
the intervention in previous studies (308-311) and in complex interventions for older
people (307). Improvements to the intervention for future studies could include
supplemental online learning packages, embracing the growth of blended learning in
undergraduate and post-graduate training. Participants spoke of the positive impact
that RePAT had had on their clinical reasoning and decision-making.
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Staff participants used the RePAT intervention alongside usual care, extracting
information from existing clinical sources including: medical notes, patients, carers
and MDT members to complete the tool. Integration of data from multiple sources is
recognised as a core part of clinical reasoning combining both subjective and
objective information to guide hypothesis generation and testing and ultimately

decisions on rehabilitation potential.

5.6.2.2 Patient and carer acceptability

Patient and family participants, on the whole, positively evaluated the care they
received. They were unable to comment specifically on the RePAT intervention,
finding it difficult to isolate the intervention from usual clinical care and hospital
experiences. This is likely to be down to a number of factors. Staff participants
completed the RePAT using information from multiple resources; they did not ‘sit
down’ with the patient and complete it. This represents the reality of clinical practice
where clinicians assimilate information from multiple sources, much of this is
‘hidden’ from the patient, but its essence should be communicated as part of the
ongoing therapeutic relationship. Other studies have highlighted the difficulty that
older people face when recalling events in the hospital setting and expressing them

in a formal interview setting (384, 385).

Although they were unable to comment on RePAT directly, the emergent themes
drew parallels with other studies in older people’s hospital experiences. A systematic
review and synthesis of qualitative studies which explored older people’s and
relative’s experiences in acute care settings (386) found that quality of technical care
was often taken for granted. Health professionals were not questioned on their
efficacy and relational aspects of care were more highly prioritised by patients. They
found that older people often felt powerless over their care and this was especially
pronounced in the presence of cognitive impairment or communication difficulties.
Instead, older people placed a high value on connectivity with their communities,
clinicians valuing their identity (seeing who | am) and models of shared decision-
making. These themes were at the heart of the RePAT and the acceptability

interviews appear to confirm these findings.
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5.6.2.3 Fidelity

Thirteen out of fifteen RePAT items achieved an a priori fidelity rating of 80% or
more. Items which explored underlying and unresolved physical and psychological
issues scored 100% fidelity. The physiotherapists and occupational therapists felt
comfortable using the RePAT as it contained components which were very similar to

their professional practice models (332).

The items relating to individuals current and pre-morbid abilities and independence
scored 88.2% fidelity. This was explained by the qualitative findings, which found
that participants did not fully complete the items as they had already documented
this knowledge in case notes as part of routine clinical care. This was disappointing,
as accurately assessing pre-morbid abilities are an essential component of decisions
into rehabilitation potential and rehabilitation outcomes, providing the best idea of

what an individual is capable of achieving (190, 191).

Item 11, which considered goal setting achieved a fidelity rating of 55.9%. Goals were
typically framed from a clinicians or organisational perspective, as opposed to
person-centred. Qualitative findings explained the challenges faced by staff
participants in goal setting working in a pressured clinical environment with a frail
population. Although goal setting has long been a central component of
rehabilitation (75) there remains a lack of empirical evidence on the best way of
operationalising goals in clinical practice (284) and its suitability for frail older people.
Leach et al. (387) explored current practices of goal setting by Allied Health
Professionals in the subacute geriatric rehabilitation setting in Australia. Although
specific to the stroke population, they found that patients were not able to fully
participate in goal setting and therapists often led or controlled the process with a
strong bias towards impairment and activity limitations. So while goal setting seeks
to encourage a patient-centred approach to care, the environmental and
organisational constraints of acute care and construct of ill health may weaken this
effect. Factors around participation and motivation can lead to a high degree of
subjectivity and this may lead to limitations in their applicability.

It may be that in a future study, training on goal setting is needed or may be
removed from the RePAT intervention as a recent meta-analysis (285) found that
standardised goal setting did not lead to improved physical functioning or quality of

life in inpatient and outpatient geriatric rehabilitation. Fidelity of the intervention
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was also affected by the pressures staff faced in ensuring patient flow and using

resources responsibly.

5.6.3 Impact on clinical outcomes

Staff participants reported that the RePAT intervention enhanced their
understanding of rehabilitation potential, providing structure, support and guidance
for clinical reasoning and decision-making. They reported greater confidence in their
decisions with a complex patient group and able to articulate and defend their
decisions to other members of the MDT which provides some evidence that the
RePAT made a clinical difference to the patient participants. This is most likely
because the RePAT aligned to a predictive or conditional mode of clinical reasoning
where judgements regarding specific interventions and prognosis are used.
Predictive reasoning allows clinicians to embrace the complexities of presentation,
outcomes, timeframes and demands that biological, psychological, environmental
and personal factors are taken into account (388, 389). Rather than condensing their
understanding of rehabilitation potential into a simplistic binary form, there is
evidence to support that the RePAT intervention allowed for fluctuations and

uncertainties of frailty presentations to embraced.

Staff participants reported that they seldom received feedback on the outcome of
their clinical decisions on rehabilitation potential and rehabilitation assessments.
Feedback on outcomes of previous decisions allows clinicians to become aware of
their limitations and abilities in decision-making and is critical to clinical decision-
making (390). Although the RePAT intervention did not provide participants with
feedback on the success of their rehabilitation potential assessments, future
implementation of the tool may provide opportunities for professional development

through guided reflection with colleagues (49).

Outcome measures are commonly used to evaluate rehabilitation response and
changes but were found to be poorly used in this study. These findings are consistent
with that of Jette et al. (365) who reported that although physical therapists
recognised the importance of using standardised assessment and measures, they
were seldom implemented in practice. Frailty assessment tools may have prognostic

value in terms of functional outcomes, institutionalisation and resource utilisation
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(383) further research is required to develop rehabilitation outcome measures which

are responsive and meaningful to a frail population.

The study did not seek to measure the effect the intervention had on rehabilitation
decision-making, patient-level outcomes, rehabilitation destination and service use,
but the interviews indicated a very positive response. These will be explored as part
of future post-doctoral studies, requiring longitudinal data to map the outcomes
associated with implementing the intervention. Following up older people with
complex health and social care needs (376) and resource utilisation is notoriously
challenging. Further work is required to explore the feasibility of randomisation and

long term follow up in this population.

The results of this study need to be considered along with the strengths and

limitations of the study design.

5.6.4 Strengths

Interviews were completed by the researcher who had delivered the training session
and designed the RePAT, providing a depth of knowledge and experience to make
the participants feel at ease. However, this may have led to participants positively
evaluating the intervention during the semi-structured interviews, leading to what is
known as social desirability bias. This describes where people wish to present
themselves at their best and give answers they feel are expected of them. Every
effort was taken to avoid this occurrence through the use of non-leading and open
questions, to avoid making assumptions about participant’s replies (255). After each
interview, a reflective diary was completed and reflections on biases and interview

proceedings were integrated within the qualitative data analysis.

Qualitative data analysis was completed by the research team and included a PPI
member MK. PPl in analysis allows members to make sense of the data and draw on
their own experience (269). Their involvement can improve the quality, robustness
and validity of data (166, 167). Dewar (391) noted that there were more limited
opportunities for older people to be active PPI members, but this study has shown

that with the opportunity and supportive training they can enhance analysis and
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bring a patient and carer centred view of the findings which would not have been

possible with just the researcher (169).

Another strength was that staff and patient participants were retained in the study.
Higher dropout rates in longitudinal studies are not uncommon amongst older

people (376), especially amongst those with cognitive impairments (376, 380).

Rehabilitation assessments are typically an MDT endeavour, based on the gold
standard approach of CGA (94). However, this study focused on recruiting
physiotherapists and occupational therapists. In the United Kingdom, AHPs
frequently take leading roles in rehabilitation decision-making, supporting the
decision to focus on testing the intervention amongst physiotherapists and

occupational therapists.

This study sought to recruit participants with cognitive impairments to ensure the
RePAT was tested on a population with altered cognition. Typically research studies
deem that in order for individuals to consent to study participation, they should have
the capacity to make the decision, free from pressure and consider the advantages
and disadvantages of participation. Older people with delirium and underlying
cognitive impairment are frequently admitted to hospitals for emergency care.
Whittamore et al. (237) identified a high prevalence of cognitive impairment in the
emergency in-patient population where 27% of older adults admitted had a
diagnosed delirium and 41% a dementia diagnosis. This study recruited and
completed data collection on eight (31%) patient participants who were identified as
lacking capacity. Cognitive functioning, delirium and mental health issues are widely
recognised as factors that adversely affect rehabilitation outcomes amongst older
people (131, 132, 214, 283) and any tool which did not address these needs would
not be fit for purpose. Using consultee agreement and a form of process consent
(353, 354), enabled cognitively impaired participants to be successfully included in

the study.

The aim of this study was to identify patients who were admitted for acute general
medical care, which excluded femoral fractures and stroke as a primary diagnosis.
Participants were most commonly admitted with falls, mobility difficulties and

disorientation with a mean number of ICD codes of 2.12 (admitting complaints),
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representing the heterogeneous nature of presenting conditions and comorbidities

of this population (32, 34, 222).

5.6.5 Limitations

The sample size was adequate to draw conclusions on deliverability and acceptability
and reached saturation, however staff participants were recruited from one therapy
department in a large UK teaching hospital so the findings cannot be generalised.

Local variations in practice, service provision and structure could have influenced the

results.

The researcher carried out the feasibility study within their own organisation but did
not currently work in the clinical area where staff participants were based, nor did

they have existing working relationships with the participants.

It is acknowledged that as interested staff took part; these may not be
representative of clinicians working in this field. Every effort was made to avoid this
as all staff members working in the trust were invited to take part. Staff participants
reported gains in their skills and knowledge of rehabilitation potential, but these
were not formally evaluated before or after the RePAT training and data collection.
Staff participants attended the training sessions and continued to deliver routine
clinical care to both participants within and outside of the study. The possibility that
contamination of the RePAT intervention into usual care occurred cannot be ruled
out. However, as the study did not seek to compare RePAT to usual care, this does

not affect the validity of findings.

In this study, usual care was identified from medical notes and documented on the
CRF and was used to describe patient participant characteristics and context. CRF
data was documented after the staff participant had completed the RePAT
intervention. It therefore did not capture information relating to the complete
patient journey, outcomes or eventual discharge destination. It was therefore
impossible to comment on the quality of usual care assessments and the RePAT
intervention, only that RePAT was acceptable and feasible to deliver in the study

setting.
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As patient participants were screened for eligibility by the researcher, there was a
possibility that selection bias may have affected the sample. The majority of the
sample had been recommended for further rehabilitation; therefore, it was possible
that patients with no rehabilitation potential had already been excluded. Conversely,
RePAT may have led to more patient participants being identified as having
rehabilitation potential and rehabilitation interventions implemented. However, the

primary aim of this study was not to establish rehabilitation outcomes.

The sample did not include any patient participants who resided in care homes. This
finding may be due to the small sample size or that care home residents were viewed
by staff participants as having no rehabilitation potential and therefore excluded
from the study. However, care home residents may have inequitable access to
specialist NHS services such as rehabilitation, end of life care and dementia services
(392-395). This is supported by Robbins et al. (394), who found that hospital staff
believed that care home residents could access further rehabilitation once they were

discharged home.

Patient participants were only involved in the study for a single time point, so further
testing of follow-up assessments post-hospital discharge would need to be explored

as part of future studies.

5.6.6 Optimising the RePAT intervention

Whilst RePAT was found to be feasible, acceptable and deliverable, a number of

improvements were suggested to optimise the intervention. These will be presented.

5.6.5.1 Training and mentorship

Staff participants positively evaluated the training for providing a mix of theory and
practice. They did, however, report the need to familiarise themselves with RePAT
during the study. Incorporating additional clinical vignettes and time for participants
to complete these within a group and individual setting is therefore recommended
as part of improvements to the training package. Older people living with frailty have
complex, fluctuating and heterogeneous presentations so multiple vignettes would
likely aid participants understanding of rehabilitation potential. This would allow for

participants to use and reflect their own clinical experience and practices and
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conceptualise elements of the intervention. Well-designed training sessions and
materials can improve intervention fidelity (396). Electronic training materials and
vignettes would be developed to enhance ease of access for future multi-centre

studies.

Participants valued support and mentorship during the study, therefore a more
formalised approach would be required for future studies. Effective mentorship and
support is an essential component of clinical trials (375) and can aid participant
retention. Regular face-to-face or virtual mentorship would be incorporated into the

RePAT intervention and methods and theories of delivery explored.

5.6.5.2 RePAT content

Results suggest that more precise definitions of underlying and unresolved physical
and psychological issues are required as participants reported some confusion over
terminology. Review by a linguist for structure, language and syntax may be

beneficial or further refinement through consensus methods.

Fidelity ratings and interview findings for item nine, support in future decision-
making, highlighted the need to refine this item. The guidance contained conflicting
information on whether this item was referring to an assessment of an individual’s
capacity or the need for support in decision-making if they lacked capacity. Further
exploration is required to understand the impact that capacity, or lack of has on an

individual’s decision making in rehabilitation and how clinicians can support this.

Item 11, which considered goal setting faced similar challenges in terms of fidelity
and clinician acceptability and training. On reflection, assumptions were made on
clinicians existing levels of goal-setting expertise and practice. The results found that
only 32% of clinicians set goals with patients during routine clinical care. This could
be due to cited time pressures or a lack of training. Further research is required on
the feasibility of goal setting within the acute inpatient geriatric population before

this item can be further refined.
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5.6.5.3 Implementation into usual care

An essential component of intervention development is to consider how the
intervention will be implemented into clinical practice (95) following a definitive trial.
RePAT was completed alongside usual care, but participants reported that RePAT
could replace usual care and be integrated into paper-based or electronic systems
and note-keeping. Digital health records form part of the NHS ambitions for digital
transformation outlined in the 2019 NHS Long Term Plan (397) to support health

user journey across all health settings.

5.7 Conclusion

The RePAT intervention was found feasible to be delivered in the acute hospital
setting for frail older people. Physiotherapy and occupational therapy participants
reported that RePAT was acceptable and had a positive impact on their
understanding of rehabilitation potential, providing structure and support for their
clinical reasoning and decision-making. They were able to complete the tool
alongside usual clinical care in a timely manner and with a high level of fidelity.
Thirteen out of 15 items scored highly in terms of a priori fidelity criteria. A number
of improvements to the RePAT intervention were identified. These included clarifying
definitions and terminology relating to underlying and unresolved physical and
psychological issues, supporting patient’s decision making and goal setting. Although
there was a case for providing a yes/no decision on rehabilitation potential within
the tool, participants recognised that binary responses would not take into account
the dynamism of frailty and patient and carer choices. Integrating or replacing
existing written and electronic assessment documentation with RePAT was

considered feasible.

Patient participants, although unable to comment directly on RePAT reported

activities which were most likely as a direct result of the tool being used in the study
setting. Differing methods or timing of semi-structured interviews would need to be
considered for future definitive studies to establish patient and carer experiences of

RePAT.
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The number of completed RePAT interventions and interview data provides enough
evidence to suggest a positive effect on the assessment of rehabilitation potential.
The next stage would be to design and complete a randomised controlled trial to
establish the effectiveness of the RePAT intervention in predicting rehabilitation

potential amongst frail older people.
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Chapter 6 — Discussion

The overall aim of this PhD was to explore and develop the theory underpinning
rehabilitation potential in older people living with frailty and to model and test the
RePAT intervention in the acute hospital setting. The MRC framework for developing
and testing complex interventions was followed (91, 104) to provide structure and

transparency in the process.

The overall findings of this thesis will now be discussed in relation to existing
literature. The wider implications of the RePAT intervention, including clinical and
research implications, strengths and limitations of the overall study design and

future recommendations, will then be presented.

6.1 Summary of key findings

The research found that rehabilitation potential was a complex, poorly understood
and poorly defined concept, judged differently by different people at different times,
in keeping with previous research (129, 134). There was little published evidence
identified from the mapping review which specifically described rehabilitation
potential amongst older people living with frailty. This study found that there was
considerable variation in the few definitions of rehabilitation potential and in some
cases, an absence of a definition. Rehabilitation potential was found to broadly
encompass two different, but interrelated concepts of prognostication and outcome
measurement. Rehabilitation potential for prognostication involved the prediction of
what could be achieved in programmes of rehabilitation. Rehabilitation potential as
an outcome measure considered what had been achieved as a result of the
rehabilitation intervention. Current tools and approaches were found to provide a
snapshot of individuals’ abilities and conditions which failed to capture the dynamic
nature and fluctuations associated with frailty and rehabilitation. New aggregative
approaches to measures and abilities over time were recommended which allowed
for the prognostication of outcomes and potential benefits of rehabilitation

interventions.

230



Focus groups of healthcare workers from two countries highlighted that even trained
and experienced staff considered rehabilitation potential to be a complicated
phenomenon which involved complex and nuanced decision-making. Predictions on
rehabilitation response and benefit were found to be based on a number of clinical
factors which were considered alongside patient and carer needs and wants. Ethical
dilemmas associated with resource availability and allocation and differing concepts
of benefit among stakeholders were exposed which may suggest that clinicians
should receive training in the factors which influenced their decision-making,

trajectories of frailty, recovery and rehabilitation responses.

The RePAT intervention was developed by synthesising findings from the earlier
studies and a Delphi consensus approach which suggested that the intervention
should encapsulate more than a retrospective analysis of rehabilitation
effectiveness. Rather it should involve a complex process of prognostication based
on patient and system-level factors which reflected the complexity of frailty, ill
health, hospital care and rehabilitation interventions. As a result, a definition of
rehabilitation potential and a 15 item rehabilitation potential assessment tool and
training package were developed as the RePAT intervention. Although there was a
case for providing a binary decision on rehabilitation potential within the tool,
participants recognised that this approach would not take into account the
dynamism of frailty, acute ill health and patient and carer choices and was therefore

not included.

The feasibility study found that the RePAT intervention could be delivered in the
acute hospital setting by physiotherapists and occupational therapists. It was
acceptable and had a positive impact on staff participants understanding of
rehabilitation potential, providing structure and support for their clinical reasoning
and decision-making. They were able to complete the tool alongside their usual care
in a timely manner and with a high level of fidelity. These included clarifying
definitions and terminology relating to underlying and unresolved physical and
psychological issues, supporting patient’s decision-making and goal setting. Although
patient participants were unable to identify how the RePAT intervention differed
from routine care, there was evidence of positive rehabilitation activities, such as a
holistic, patient-centred and multidisciplinary approach, being completed which is

not routine care on acute wards. The number of completed RePAT interventions and

231



interview data provides evidence to suggest a positive effect on the assessment of
rehabilitation potential and supports the ambition for future research using the

intervention.

6.2 Findings in relation to the existing literature

6.2.1 Rehabilitation potential

Overall findings suggest that assessments of rehabilitation potential involved
understanding patient characteristics, abilities and motivation, along with system-
level factors such resource allocation and availability. A definition of rehabilitation
potential was developed, which formed the basis for components of the RePAT

intervention (Figure 25).

Rehabilitation potential is a process which involves complex clinical
judgment and prognostication of the projected benefits of undertaking a
targeted programme of rehabilitation. The assessment of rehabilitation
potential should take into account physical and psychological factors
identified during multidisciplinary assessments along with individual
patient needs and wants and the availability of family support. It involves
developing an understanding of who will participate with rehabilitation, in
and outside the therapy setting, who can support this and who is likely to

benefit.

Figure 25 - Definition of rehabilitation potential.

Aggregative approaches to rehabilitation potential assessment were required to fully
appreciate and evaluate the nuances, fluctuations and complexities associated with
frailty, multimorbidity and acute ill health. This is in contrast to other studies of
rehabilitation potential and geriatric rehabilitation where single time points of
assessment were adopted (129, 134, 190) and condensed to dichotomous categories
of rehabilitation potential or no rehabilitation potential. Reductionist approaches to
rehabilitation assessments and decision-making are not uncommon (137) but risk
ignoring opportunities for improving an individual’s health and well-being. Previous

attempts to develop assessment tools in older people’s rehabilitation have failed to
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take into account the complex presentations, performance, trajectories and
contextual factors of rehabilitation interventions (130, 134, 187). Rehabilitation
potential in acquired brain injury and stroke survivors was also found to be complex

and poorly understood and influenced by contextual factors (76, 145, 147, 149).

Frailty makes for a very unpredictable rehabilitation context as individuals living with
frailty who receive care in the acute and subacute setting often present with a
complex constellation of multimorbidities and superimposed illnesses. Evidence
suggests that these are best managed using a holistic, multi-professional and person-
centred approach (68, 398). This PhD study found that rehabilitation potential
assessments should adopt a similar approach. Frailty is characterised by diminished
strength, endurance and reduced physiologic function, increasing an individual’s
vulnerability for dependency and or death (18). The benefits of frailty identification
and stratification cannot be ignored, but the term ‘frailty’ does not necessarily
resonate with the wider population. Frailty is a clinical concept used by health
professionals, but members of the public were said to associate frailty with an
irreversible state at the end of life, where malnourishment and high dependency on
others for care are the norm (399). It has been suggested that frailty’s association
with a deficit or problem-based model further reinforces dependency amongst older
adults, whereas a capabilities-based approach would change attitudes (400). Whilst
it was not the aim of this thesis to explore perceptions of frailty, these are important
when considered against the possible biases in clinicians decisions into resource
allocation amongst older adults (77). Understanding lay perspectives of frailty and
health can influence professional perceptions of iliness and disability (401) and how

individuals experience them.

The RePAT intervention and theories underpinning rehabilitation potential
assessments in the acute setting share similarities with other contemporary work
into this field. In a study published after the development of RePAT, Najem et al.
(321) proposed that assessments of rehabilitation potential and suitability should
include a number of factors to reduce the impact of bias in clinical decision-making.
They presented the Montreal Referral Framework (402), which outlined referral
considerations to post-hospital inpatient rehabilitation facilities in Montreal. This
framework considered access to inpatient rehabilitation facilities and was not frailty

specific. The Montreal Referral Framework (402) was developed by an expert group
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of local clinicians and administrators but, it was unclear who they were, what
evidence base the framework drew upon and how it was developed. Rehabilitation

potential was said to include four key components:

1. Favourable prognosis for improvement at the level of autonomy.

2. Potential for recovery, learning potential or potential to compensate for
incapacities.

3. Capacity to understand and to follow simple instructions.

4. Capacity to participate actively in rehabilitation.

Najem et al. (321) proposed that this framework can help guide clinical decision-
making and raise awareness of conscious or unconscious biases but that further
research was required to promote to transparency and equity of rehabilitation
selection. The RePAT intervention included these components and sought to address
these recommendations through a robust and systematic approach to intervention

development.

6.2.2 Rehabilitation potential and prognostication

The results of this study indicate that rehabilitation potential involved
prognostication about the proposed benefits of targeted rehabilitation programmes.
Predicting outcome and benefits was said to comprise of a number of patient and
system-level factors. Assessments of underlying comorbidities, acute conditions and
the impact these had on functional abilities were found to be essential in
understanding an individual’s rehabilitation potential. This finding is consistent with
those of Najem et al. (321) who proposed that assessments of rehabilitation
potential amongst older adults should consider pre-existing health conditions,
disease severity, levels of cognitive impairment and the endurance of the patient to
tolerate rehabilitation interventions. Interestingly, the RePAT intervention did not
include items relating to endurance. This may be especially pertinent in a frail
population where the ‘effort’ required to gain benefit from rehabilitation to improve
quality of life may be substantial (330, 403). Knowledge of comorbidities has been
suggested as a key component of prognosticating rehabilitation potential and

outcomes (69, 70, 134, 150, 187, 190, 193, 196, 215, 218). Trajectories of recovery
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and response to rehabilitation interventions are less certain in older people living
with frailty and this makes predicting outcomes and benefit more challenging. As the
research base for rehabilitation grows, predictive variables will provide greater
clarity in navigating decisions about rehabilitation potential and benefit. Promising
work using artificial intelligence and computer-driven algorithms may help guide
clinical decision-making (130, 225) and understand trajectories of recovery and
decline but alone they may not be helpful in determining if an individual has
achieved their optimal level of attainment across functional and wider holistic
domains. Further research is required to better understand this area which has the
potential to improve the management of ill health, delivery and funding of

rehabilitation programmes (404).

This study identified a lack of a standardised definition of rehabilitation potential,
which may introduce subjectivity and bias into decisions on rehabilitation potential.
This has been viewed as particularly challenging in making decisions based on
prognosis, the utility of rehabilitation and its predicted outcomes (321). In
interventions provided to older people living with frailty, this presents a particular
challenge where trajectories of recovery are less certain due to the complex
interplay of comorbidities, acute ill health, personal and social factors. Given the
heterogeneity in presentation, service provision and possible outcomes, it is perhaps
unsurprising that assessments of rehabilitation potential are fraught with uncertainty
and challenges. Similar difficulties have been experienced in stroke rehabilitation (76,
145). Clinicians must also make decisions on predicted response to rehabilitation
interventions in the knowledge that people respond and recover at differing times
and rates (76). It is in this context that the RePAT intervention was developed to

support and guide complex clinical decisions in the acute setting.

6.2.3 Rehabilitation potential and volition

This study found that assessments of rehabilitation potential required a thorough
understanding of volitional factors (motivation, participation) and factors which
influenced these including: mood, cognition, communication and behaviours. These
factors were included in the RePAT intervention. Rehabilitation has been described
as not an isolated event, rather it is expressed through experiences of the patient
and their interactions with clinicians delivering rehabilitation programmes. It is often
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considered as an educational process which seeks to improve the physical, sensory,
intellectual and social functioning of an individual within the constraints of disease or
impairments (44). Interventions which target physiological levels are relatively easy
to predict, whereas those, like rehabilitation, require volition and human behaviour
are less predictable (75, 405) but crucial in changing human behaviours (75). Volition
has been described as the effort expended by an individual during rehabilitation
interventions (405) and is critical to rehabilitation success. This finding was also

reported by Rentz (69) who defined rehabilitation potential as an:

“Estimation of the patient’s personal strengths (level of

motivation/cooperation, cognitive status and personality constellation).”

Volition, how it is assessed and maximised should be an essential part of
rehabilitation interventions, given the importance it plays in dictating how an
individual interacts with the rehabilitation programme. The Rehabilitation Treatment
Specific System (RTSS) seeks to make this relationship explicit, encouraging
researchers to consider methods to enhance patient participation and motivation
(406). Further research is required to understand the impact of volition in frailty
rehabilitation and how the rehabilitation process might positively interact with
volition. The impact that cognition, mood, motivation and comorbidities has on
rehabilitation outcome merits further exploration. Furthermore, the development of
standardised clinical tools which assess rehabilitation motivation and participation
amongst older people living with frailty would likely aid rehabilitation decision-
making and ultimately, the effectiveness of rehabilitation interventions and resource

utilisation.

Interestingly New (70) proposed that similar factors should be considered in
rehabilitation selection assessments and recommended that those with personality
or conversion disorders should be considered with caution due to the impact these
had on rehabilitation participation. This was mirrored by Najem et al. (321), who
suggested that low motivation and depression may limit an individual’s ability to
improve with rehabilitation. These findings could be somewhat limited by the poor
design of the assessment tools cited in the papers. This study found that these
components were especially pertinent in the acute care setting where patients were
less likely to have the opportunity to be active partners in rehabilitation programmes

and assessments. Focus group study findings suggest that this was due to
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paternalistic and contextual constraint of the hospital environment. A note of
caution is due here since this may lead to premature assumptions of ‘no
rehabilitation potential’ (77). This is augmented in patients with cognitive
impairments who are often considered poor rehabilitation candidates (80) despite
emerging evidence suggesting that positive rehabilitation outcomes can be gained

with specialist input over longer periods of time (118).

6.2.4 Rehabilitation potential and clinical reasoning

This study found that different models of clinical reasoning were used when
assessing rehabilitation potential. Theories underpinning clinical reasoning have
been extensively explored in the field of medical education, but the evidence for
AHPs and nurses is less well defined. Differing approaches may be influenced by
profession-specific training and professionalization and may explain why previous
attempts to quantify rehabilitation potential amongst practitioners have been
challenging (129, 134). Rehabilitation potential and the RePAT intervention were
found to use predictive or conditional models of clinical reasoning where judgements
regarding specific interventions and prognoses are used. Predictive reasoning allows
practitioners to embrace the complexities of clinical presentations, outcomes and
timeframes and requires biological, psychological, environmental and personal
factors to be taken into account (388, 389). It encourages practitioners to consider
what is and is not amenable to change. This is in contrast to previous work which
condensed rehabilitation potential to dichotomous variables (129, 130, 134, 190,
191). The RePAT intervention was developed to embrace and make sense of the
uncertainties and fluctuations associated with rehabilitation decision-making using a
predictive reasoning approach. Khamati (389) proposed that complex decision-
making and reasoning is fraught with uncertainty in terms of treatment outcomes,
but through the use of conditional or predictive reasoning, clinicians can recognise
and reconcile these challenges. The application of such approaches enables critical or
potentially irreversible decisions, such as access to rehabilitation services following
acute care, which can have a significant impact on quality of life and well-being to be
deferred until uncertainty is reduced or resolved (389). Methodical approaches to
clinical decision-making, as demonstrated in RePAT, have the potential to improve

patient outcomes and service utilisation (49).
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6.2.5 Rehabilitation potential and shared decision-making

Central to the NHS Long Term Plan (397) and aspirations of healthy ageing proposed
by the World Health Organization (244) is the principle of person-centred care. The
RePAT intervention was developed to support these ambitions by ensuring that
items such as ‘what’s important to you’ and family involvement were included. How
effective they were in achieving these ambitions remains unclear. These items aim to
change the dynamic between the healthcare provider and recipient, paving the way
for patients to become informed and equal partners in choices about their care.
Shared decision-making approaches are fundamental to future models of health and

social care provision (3, 397) and describe:

“An approach where clinicians and patients share best available
evidence when faced with the task of making decisions, and where
patients are supported to consider options to achieve informed

preferences.” [(407), p1]

Shared decision-making approaches have, on the whole, been welcomed by
healthcare practitioners. A survey of 126 rehabilitation physicians positively rated
shared decision-making in rehabilitation settings, rejecting the notion of paternalistic
approaches to care (121). Due to the multi-disciplinarity of rehabilitation practice,
disagreements between the right course of action amongst team members may lead
to ineffective implementation of care and lead to patient dissatisfaction and
disengagement from rehabilitation programmes. This study found that
disagreements on the right course of action between practitioners and patients was
not uncommon. Differences in opinions on an individual’s rehabilitation potential
were identified by Chang et al. (129) who found that 63.2% of care home residents
believed their physical abilities would improve with rehabilitation compared to 9.8%
of their professional carers. Mismatches between expectations merit further

exploration to maximise the benefits of limited available rehabilitation interventions.

6.2.6 Rehabilitation potential and ethical considerations

Evidence identified and developed during this PhD suggests that rehabilitation
potential encapsulated more than a clinical term or construct for selection to

rehabilitation programmes. Rather it encompassed political, economic and ethical
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dimensions which represented clinicians’ attempts to contend with resource
rationing. Ethical dimensions of practice have been widely explored and this study
suggests that making decisions about who and how to allocate resources pervaded
clinicians understanding of rehabilitation potential. However, the realities of clinical
practice led to dissonance and pressure amongst service users and providers as
identified in the focus groups (chapter three), Delphi consensus (chapter four) and
feasibility study semi-structured interviews (chapter five). Surprisingly, items in the
Delphi consensus relating to resource allocation failed to reach the pre-determined
consensus level and were excluded from the RePAT intervention. A possible
explanation for this could be the strong belief that rehabilitation potential should be
considered in terms of the individuals’ potential rather than the systems’ ability to
deliver that potential. Alternatively, further Delphi rounds may have led to consensus

and inclusion of this item in the RePAT intervention.

Where studies have explored factors underpinning rehabilitation decision-making,
resource availability has been cited as influential in decisions about rehabilitation
potential in geriatric (77, 79, 321), generalist (70), stroke and ABI rehabilitation (76,
145, 147-149). This is in contrast to the studies which evaluated the effectiveness of
interventions, where rehabilitation potential was described in dichotomous terms
where ethical dimensions of practice and resource allocation were seldom
considered (69, 129, 130, 150, 187, 190-192, 203, 207, 209, 218, 223). These findings
are likely explained by differing research methods adopted in this study where the
qualitative studies explored factors underpinning rehabilitation decision-making

compared to the quantitative studies which explored effectiveness.

Resource allocation is commonly understood in terms of utilitarian or egalitarian
principles. Utilitarian describes the belief that health resources should be distributed
to maximise the overall well-being of the health of society (408) and egalitarian
principles propose that inequalities should be eliminated, so all groups of people are
equal. Five themes were identified in a systematic review which explored equity in
healthcare resource allocation: equalisation across the health service supply/access
and outcome chain, need of potential to benefit, groupings of equalisation, caveats
to equalisation and close enough is good enough (409). Lane et al. (409) presented a
useful framework to navigate the complexities of resource allocation decision-

making (Figure 26).
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Of particular relevance to this study is the relative potential to benefit, which
outlined the need to understand the benefit from multiple perspectives including
service users, commissioners, clinicians and researchers to ensure that no one group
is disadvantaged or denied access based on specific characteristics. Khoo et al. (410)
found that patients aged under 65 years with perceived limited rehabilitation
potential were admitted for in-patient neurorehabilitation and that selection bias led
to better outcomes for younger patients. They proposed that this may be due to
societal expectations that they should be given the opportunity for rehabilitation due

to their age.

Evidence based-practice deems that best available evidence informs clinical decision-
making. Assessments and decisions on rehabilitation potential should be based on
coherent variables that are applied equitably. Older adults may be denied access to
rehabilitation services which may be beneficial to them based on arbitrary age limits
rather than evidence of benefit. Non-clinical variables, including time, finance and
resource allocation, have been suggested as being equally influential in clinical
decision making (411). This study has found that rather than ignoring non-clinical
variables, these should be openly discussed and considered as part of clinical
development and to foster open and honest discussions with service users and their
families regarding resource allocation and availability. Healthcare practitioners
should be mindful of their potential bias and should analyse their own attitudes to
prevent any unconscious ageism that may build unjustified barriers to access (321).
The RePAT intervention sought to provide structure and opportunities for clinicians
to reflect on their biases and non-patient factors which influence their decision-

making.

6.2.7 Rehabilitation potential and outcomes

This study found that rehabilitation potential involved predictions about the
proposed benefits of targeted programmes of rehabilitation. This is consistent with
other studies into rehabilitation potential (76, 129, 134, 145, 147, 149).
Rehabilitation typically seeks to optimise an individuals’ health, but health should
not purely be viewed as an absence of disease. Gladman (52) argues that health
professionals’ failure to make this distinction has led to rehabilitation practice and

research to be poorly defined and operationalised. This lack of understanding may be
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partly responsible for frailty rehabilitation research’s focus on physical aspects of
health rather than the wider impacts of ill health on well-being, quality of life and
social participation. The WHO ICF (44) seeks to support the shift away from the
negative connotations of disability towards understanding the dynamic and
individualised interplay and influences of internal and external factors of health and
well-being . Assessments of health conditions, impairments, activities, the
environment and participation were reflected in the RePAT intervention. The ICF
may help guide clinical decision-making but its adoption into clinical practice has
been slow (412). Atkinson et al. (49) developed a clinical reasoning tool to guide
critical thinking amongst novice and expert physical therapists based on components
of the ICF, which shares many similarities with the RePAT intervention. Results from
the study indicate that the tool aided clinical decision-making and professional
development. Greater awareness, through reflective practice, can assist practitioners
in becoming more aware of the social and cultural constructs behind their practice
and in turn, enable them to support their patients in coming to terms with their
changing health, function and well-being (334). Such skills are especially important in
frailty rehabilitation where abilities and conditions fluctuate and have profound

impacts on an individuals health, well-being and identity (413).

Rehabilitation aims to restore the functional capacities of disabled individuals and
prevent further disability (44). Specialist post-acute older people’s rehabilitation may
provide individuals with significant improvements in physical function, quality of life
and falls self-efficacy (34). Findings from this study suggest that rehabilitation
benefits in older people living with frailty may be broader by seeking maintenance or
managed decline in abilities. Rehabilitation is often predicated on the notion of
improvement, however physical improvement may not be the realistic nor desired
outcome of rehabilitation in this population. It has been suggested that individuals’
health and well-being may be enhanced by supporting their adaptation to
irreversible or progressive conditions (52) through adaptive or restorative
rehabilitation (206). Rehabilitation decision-making in the acute setting may go
beyond “we need to get you stronger to get home” [(414), p409]. This has important
repercussions in terms of rehabilitation potential, which was found to encompass
prognostication of rehabilitation benefits and participation. The heterogeneity of
individuals’ natural unassisted recovery from acute episodes and rehabilitation

trajectories, predicting who will improve, maintain or lose their functional
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independence and quality of life presents particular challenges in this population

(109).

Reablement approaches which seek to support individuals to regain or maintain
independence and resume activities of daily living (188, 374); may offer an
alternative approach to rehabilitation for those whom improvement is not viable.
The effectiveness of these approaches remains inconclusive (374). Further research
is required to understand the trajectories of recovery and rehabilitation response to

providing greater clarity in rehabilitation decision-making.

6.3 Strengths and limitations

The strengths and limitations of individual study components have been presented in
the discussion section of each chapter, but a number of additional factors need to be

considered.

6.3.1 Research methods and approach

A key strength of the overall study design was the use of a recognised framework for
developing complex interventions, the MRC (91, 104). As outlined in chapter one, the
MRC has been widely used in complex intervention design and more specifically, in
the development of interventions for older people (105). It encourages researchers
to consider factors relating to intervention design, evaluation and implementation.
However, the MRC has been criticised for lacking detail required during intervention
development, theory and implementation (95, 100, 105). To further enhance the
strength of the overall study design, a number of approaches were used. The TIDieR
checklist and guide (158), presented in chapter four, enabled robust reporting of the
RePAT intervention components, theories and processes (Appendix O). Reporting on
the overall study was completed using the Criteria for Reporting the Development
and Evaluation of Complex Interventions in Healthcare guide (CReDECI2) (415).
CReCEDI2 allows formal reporting on the quality development and evaluation on a
wide range of study designs. It provides important information on the intervention
design, theory, implementation components, outcomes and fidelity of processes

(416). This can be found in Appendix GG.
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One strength of this study was the use of a sequential exploratory mixed methods
approach. The study was conducted in line with Tashakkori and Creswell’s [(417), p4]

definition of mixed methods research:

“In which the investigator collects and analyses data, integrates the
findings and draws inferences using both qualitative and quantitative

approaches or methods in a single study or a program of inquiry.”

Mixed methods approaches are widely used in health research, intervention
development and evaluation (91, 104, 106, 153). They are driven by the research
guestion, embracing the methodological strengths of both methods. Such
approaches may be criticised as quantitative and qualitative research belong to
separate and seemingly incompatible research paradigms due to the methods of
data collection, analysis and underpinning theories of research methods. However,
proponents of this approach argue that the incommensurability of world views can
be reconciled through using both approaches to address a research question (418).
Therefore mixed methods approaches are commonly viewed as aligning to a
pragmatic paradigm (155). Mixed methods approaches are particularly useful when
addressing complex, multifaceted issues (419) such as frailty, multimorbidity and
rehabilitation potential as was the subject of this thesis. The methods used within
this thesis followed a sequential exploratory approach providing an incremental
progression throughout the thesis. Findings were considered separately, enhancing
the overall validity of the study (153). Findings from the mapping review and focus
groups (chapter two and three respectively) were then synthesised using the
Triangulation protocol (159, 160) allowing data to be transformed to develop the

theory underpinning rehabilitation potential and the RePAT intervention.

These methodological approaches allowed the complexities and nuances of
rehabilitation potential to be explored. Rehabilitation, frailty and multimorbidity are
complex constructs both in terms of how they are delivered and measured. Research
studies frequently apply a medical reductionist approach rather than seeking to
understand the complexities of rehabilitation practice. Single disease models of care
have historically dominated health research and although there is strong evidence to
suggest that these approaches are effective for individuals with single diseases, they

can lead to chaotic or siloed care for those with multimorbidities (420). This thesis
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and the subsequent RePAT intervention sought to make sense of these complex

forces.

A limitation of the overall study remains the lack of a clear outcome measure which
quantifies rehabilitation potential. The identification of relevant outcomes measures
is one of the most important components in modelling and testing complex
interventions. It informs what the expected intervention outcomes should be and
potential confounding factors that should be controlled during clinical trials (345).
The methods used within this thesis did not lead to the identification of a primary
outcome measure. This may be explained by a number factors: the feasibility study
did not seek to identify a primary outcome measure or the effectiveness of the
RePAT intervention, rather it sought to explore the feasibility and acceptability of
delivery in the acute hospital setting. The success of an intervention differs according
to perspective. Servicer users, providers, clinicians and researchers may have
different notions of success. At an organisational level, a successful outcome may be
a reduced length of hospital stay, timely discharge from acute care, reduction in
readmission rate or optimal use of resources. Clinicians may measure success by
agreements on an individual rehabilitation potential or by using validated outcome
measures. At a patient or family level, success or benefit may include changes to
function, quality of life or social participation. Further research is required to explore
the link between rehabilitation potential and how its outcome is measured and

linked to primary research outcomes for future definitive trials.

The generalisability of the results of this thesis need to be considered. Frailty is
considered synonymous with older age. However, recent studies suggest that adults
under the age of 65 are living with frailty and multimorbidity (282, 421). Older
people may present with distinct issues related to ageing such as comorbidities,
sensory loss and poor social support. It has been suggested that biological rather
than chronological age may be a better measure (422). This study specifically
explored rehabilitation in older adults living with frailty therefore, findings can only
be applied to this population. Frailty identification tools such as the Clinical Frailty
Scale (25), Edmonton Frail Scale , Frailty Phenotype (24), and Electronic Frailty Index
(423) should be used in future trials of the RePAT to ensure that frailty is correctly

stratified based on biological rather than chronological criteria.
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Findings from the focus groups (chapter three) and Delphi consensus (chapter four),
suggested that an optimal assessment of rehabilitation potential was best delivered
in an individual’s usual place of residence. The feasibility study (chapter five) was
completed in the acute hospital setting and therefore, may not have provided a
comprehensive picture of an individual’s abilities and rehabilitation potential.
Furthermore, this PhD study proposed that rehabilitation potential assessments
should be iterative to take into account the fluctuations and variations in clinical
presentation, abilities and performance. Whilst the RePAT intervention required
participants to consider these factors over multiple time points, the intervention was
only completed once. Future studies using the RePAT intervention should consider
longitudinal assessments. Some patients may demonstrate their potential later than
others (76) once they have recovered from their acute event or returned to their
usual place of residence. This was found to be especially pronounced in those with
cognitive impairments who were believed to perform better in familiar, non-
institutionalised settings, as evidenced in chapter three. A recommendation from
this PhD study is that clinicians should be trained to be aware of the limitations of
rehabilitation potential assessments in the acute hospital environment where
patients are recovering from periods of ill health and the constraints of the hospital

environment.

6.3.2 Patient and public involvement

Patient and public involvement in intervention development, evaluation and
implementation have been strongly advocated by a number of national and
international funding bodies (161, 162). Researchers have recognised the value that
different perspectives have in enhancing the quality and generalisability of research
practice (268). A key strength of this PhD was the contributions that PPl had on the
study design, conduct and analysis. PPl contributions were outlined in each chapter
but need to be considered in relation to the overall study. This PhD sought to
develop an evidence-based rehabilitation potential assessment tool which embraced
a person-centred approach. MK’s (PPI collaborator) and the Dementia and Frail Older
Person’s PPI group at the University of Nottingham involvement was critical in
refining the overall research question, aspects of study design, conduct and future

dissemination. The innovative qualitative analysis training course, designed as part of
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this thesis and described in chapter three and in Cowley et al. (169), enabled MK and
members of the group to provide different perspectives to ensure that the service
users voices (269) were not lost during data analysis and synthesis. In addition, this
has been suggested to mitigate against the dominant perspectives pervading
qualitative data analysis (268) enhancing the credibility and transferability of
research findings (166). The potential benefits of partnership working have been
slower to be realised by older people (168) despite being frequent consumers of
health and social care. Dewar (391) noted that there were more limited
opportunities for older people to be active PPl members, but this study has shown
that with the opportunity and supportive training they can enhance analysis and
bring a patient and carer centred view of the findings which would not have been

possible with just the research team (169).

6.4 Research implications

6.4.1 Recruitment and retention of participants

This study found that it was feasible and acceptable to deliver the RePAT
intervention in the acute care setting amongst physiotherapists, occupational
therapists, patients and their family members. Recruitment and retention of both
staff and patient participants are critical to the success of clinical trials. Recruitment
in the hospital setting has been found to be fraught with challenges associated with a
busy, confusing environment and the onset of acute ill health amongst older adults
(376). Twenty-six older adults identified as frail and in receipt of care in the acute
hospital setting were recruited to the RePAT feasibility study (chapter five). Of these
26, eight lacked capacity and required consultee agreement. This has implications for
future trials, as adults lacking capacity are frequently excluded from clinical trials due
to poor cognition (376), their complex presentations or being deemed “too frail” to
recruit and retain in studies (380). However, including this patient population is
essential in informing the rehabilitation frailty evidence base on which clinical
decisions are predicated on. In addition, such approaches contribute to the lack of
generalisability for the wider population (424). Further research is required to

compare the impact, challenges and strategies on drop-out rates or refusals amongst
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older people living with frailty to enhance their continued involvement in studies

(381).

Rehabilitation research has been criticised for failing to accurately describe the
intervention components and for the absence of clear and consistent relationship to
treatment outcomes, hindering progress in the field (425). This has been described
as the black box of rehabilitation practice. This statement is broadly supported by the
findings of this study, whereby rehabilitation potential was found to be used as entry
criteria for studies (185, 200, 222, 410) but poorly defined and its assessment
components rarely articulated. An implication of these findings is that rehabilitation
potential or no rehabilitation potential, should not be used as a proxy entry criteria
for entry into research studies without the application of a clear definition and how
rehabilitation potential is assessed and measured. This PhD represents the first
attempt to provide a definition of rehabilitation potential in older people living with
frailty. Lack of clarity in the definitions and how they are operationalised in the
research setting further adds to the confusion and proliferation over the use of the
term and adds little to the evidence-base. Unifying theories may afford rehabilitation
research greater status synonymous with resource allocation and quality of service

delivery (426).

The feasibility study described in chapter five failed to identify and recruit older
adults residing in care homes. Whilst this may represent a failure in the sampling
strategy, it may also be explained by staff participants underlying belief that
residents of long term care facilities have no rehabilitation potential. It is estimated
that there are in excess of 450,000 care home places in the UK (427) for adults living
with complex health and social care needs. One in seven people aged 85 years or
more resides permanently in a care home (115). Rehabilitation has the potential to
offer these residents support and benefits in terms of quality of life, social
interactions and independence, yet evidence suggests that residents are frequently
denied access to programmes of rehabilitation which may be beneficial (392, 393,
395). Robbins et al. (394) found that hospital staff believed that care home residents
could access further rehabilitation once they were discharged home and this may
explain why many do not refer to rehabilitation based on the belief that they will be

safe for discharge and can access services once home. In the future, it will be
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important to explore care home residents access to rehabilitation interventions both

within the research and clinical setting.

6.4.2 Implementation of the RePAT intervention

The RePAT intervention was designed for use in the acute hospital setting, but
evidence was identified, which drew from both community and hospital settings and
participants working across multiple healthcare settings. Recent healthcare policy in
the UK (397) has seen a drive for care and rehabilitation to be delivered in
community-based settings, focusing around individuals’ usual place of residence.
Although the location of assessments may change, components of the RePAT
intervention are likely to remain pertinent to older people living with frailty.
Understanding their needs, wants, abilities and the complexities of multimorbidity,
frailty, recovery from acute episodes and rehabilitation response remain critical
factors to consider in rehabilitation decision-making. However, until credible
alternatives for hospital care are offered, acute care admissions will continue to be

the fall-back position.

6.5 Clinical implications

6.5.1 Evidence-based practice

The RePAT intervention was developed by synthesising findings from the earlier
studies and a Delphi consensus approach. Knowledge of intervention effectiveness
was found to be essential in assessments of rehabilitation potential and a core
component of evidence-based practice. Evidence-based practice involves the
conscientious and judicious use of current best evidence in conjunction with clinical
expertise and patient values to make decisions about the care of individual patients
or the delivery of health services (280). This definition draws together many of the
complex forces involved in assessments of rehabilitation potential. Recent systematic
reviews have identified a number of variables which predict outcomes of
rehabilitation interventions amongst older people living with frailty (68, 113, 114,
222,238, 398, 428). The integration of evidence is critical in informing clinical

decision-making on individual’s rehabilitation potential but currently fails to take into
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account human factors such as volition and behaviour which are essential for
successful rehabilitation outcomes. Najem et al. (321) proposed that selection of
patients that have the best potential to benefit from rehabilitation interventions is
compromised by the lack of precise measures to realise this. This can lead to
subjectivity in interpreting evidence and heightened risk of conscious or unconscious
bias in clinical decision-making. The RePAT intervention sought to address this by
providing clinicians with a framework for rehabilitation potential assessments and
subsequent clinical decisions aimed at reducing subjective biases or at the very least,

making the clinicians more cognoscente of them.

6.5.2 Clinical decision-making and the feedback loop

Feedback mechanisms are critical to evidence-based practice and clinical decision-
making. Methods which allow health professionals to articulate their clinical
reasoning can support metacognition (429). Metacognition describes the awareness
or analysis of individuals thinking either during or after an event. It has been
suggested that such methods are widely used during undergraduate education but
have been poorly explored in clinical practice (49). The RePAT intervention could be
facilitating metacognition and critical thinking by providing clinicians with a
structured approach to assessments and clinical decision-making. Clinical decision-
making is central to clinical practice and is predicated on the outcomes of previous
decisions whereby clinicians become aware of their abilities and limitations in
decision-making through feedback (390). This has been referred to as clinical

calibration (Figure 27).
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Figure 27 - Clinical calibration adapted from Ball et al. (390).

This study found that clinicians were often unaware of the outcomes of the decisions
they made in the acute setting regarding rehabilitation potential and outcomes of
rehabilitation interventions they implemented on discharge from acute care. Ball et
al. (390) suggest that unknown outcomes are treated as favourable and can lead to
poor calibration, which is detrimental to diagnostic accuracy and future decisions.
Although this model refers specifically to diagnoses, similar findings were reported in
this study in relation to the prognostication of rehabilitation potential. Current
models of healthcare have been criticised for being siloed (43, 111), whereby
clinicians delivering care and making decisions in an acute care setting fail to observe
the outcome of their decisions. Failure to capitalise on individual and organisational
learning can have significant impacts on patient outcomes, experience and resource
utilisation. This is an important consideration for clinical practice, service planning
and delivery where robust mechanisms for reviewing outcomes of clinical decision-
making are required to improve the efficacy and benefit of rehabilitation

interventions.

This study has highlighted the paucity of frailty specific predictive models of
rehabilitation. In the absence of such models, trials of rehabilitation were suggested
as useful in informing rehabilitation potential decision making. These findings
correspond with previous research into rehabilitation potential (70, 76, 145, 147,
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149) and wider aspects of rehabilitation practice (127, 184, 192, 204, 206, 209, 210,
212, 213, 221). Findings from this study suggest that trials of rehabilitation were less
accessible in the acute hospital setting due to pressures in the system and a
perceived lack of rehabilitation facilities. Greater numbers of patients present to the
acute hospital setting for unplanned care, accompanied by significant reductions in
bed stock, placing the system and clinicians under greater pressures (430). These
pressures were described by participants in the focus group (chapter three) and

feasibility study findings (chapter five).

It may be argued that, like mental capacity, everyone is assumed to have
rehabilitation potential until proven otherwise and that trials of rehabilitation may

prove to be the best vindication of an individual’s rehabilitation potential.

6.5.3 Goal setting

The RePAT intervention included specific items relating to goal setting, set against
the backdrop of understanding individual needs and wants. Goal setting plays an
important role in rehabilitation practice, providing motivation, monitoring
achievement and structuring rehabilitation interventions (75). The feasibility study
found that these predominantly focussed on patient participants returning to their
usual place of residence. These results reflect those of van Seben et al. (431) who
found that inpatient adults aged >80 years in receipt of inpatient geriatric
rehabilitation chose goals related to going home and once they had returned home,
their goals changed to reflect their desire to regain pre-morbid levels of function and
independence. The potential dissonance between short, medium and long term
goals should not be overlooked in clinical practice whereby individuals could be
discounted as having no rehabilitation potential early in their recovery and
rehabilitation trajectory. Further research is required to understand optimal

methods and approaches to goal setting in this population (284).
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6.6 Future research

Computer-driven learning may assist in identifying factors predictive of rehabilitation
outcome, but alone they may not be helpful in determining if an individual has
achieved their optimal level of attainment across functional and wider holistic
domains. The RePAT intervention presents the first attempt to address this gap. The
number of completed RePAT interventions and interview data provides enough
evidence to suggest a positive effect on the assessment of rehabilitation potential.
The next stage would be to design and complete a randomised controlled trial to
establish the effectiveness of RePAT in predicting rehabilitation potential amongst
frail older people and if providing the right rehabilitation at the right time improves

outcomes.

Prior research into rehabilitation potential has largely seen the term used as an entry
criteria into rehabilitation studies but has failed to establish the effectiveness of
rehabilitation potential assessments. A successful rehabilitation potential assessment
is one that can correctly predict which patients will and won’t respond to
rehabilitation interventions. Future trials into rehabilitation potential should,
therefore, use the RePAT intervention at baseline, provide rehabilitation
programmes to all and then use longitudinal data to establish who had rehabilitation
potential (or not). This would then allow the sensitivity, specify and negative

predictive values to establish the effectiveness of the RePAT intervention.

This PhD study found that clinicians faced ethical dilemmas in assessing
rehabilitation potential which required them to consider how rehabilitation
resources should be allocated. Further research into how clinicians operationalise
these decisions and communicate with service users is required. The RePAT
intervention training and trial on the ward was found to raise awareness of patient
and non-patient related factors in rehabilitation potential assessments and these

changed behaviours and beliefs merit further exploration.

Rehabilitation has often been predicated on the notion of improvement but
approaches which seek maintenance, managed decline or palliation may offer
greater benefits for older people living with frailty (79, 240, 241). The next stage
would be to explore the effectiveness of such interventions and the experiences of

those delivering and receiving them.
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6.7 Conclusion

This PhD study built the theory and provided definitions behind assessments of
rehabilitation potential in older people living with frailty and developed an evidence-
based assessment tool for use in the acute healthcare setting, the RePAT.
Rehabilitation potential was found to be a complex, and poorly understood term,
poorly judged by different people at different times. In the absence of predictive
variables for rehabilitation, practitioners made complex decisions based on
rehabilitation response, performance and outcomes, balanced against the realities of
patient choice, resources and ethical considerations. The use of the term
rehabilitation potential may represent knowledge of clinical, patient and
organisational level factors but also an economic or political construct. At its best, it
may be dependent on the therapist or healthcare context in which assessments take
place and may, therefore, be a poor method of predicting response to rehabilitation

and outcomes.

As our understanding of frailty and multimorbidity evolves, we will be better
equipped to develop and test interventions which attenuate frailty to promote
healthy ageing, well-being and quality of life. Nolan et al. (34) recommend that frailty
levels alone should not replace clinical judgements but provide practitioners with a
better understanding of the relationship between frailty and outcomes in the context

of rehabilitation service provision.

The RePAT intervention was found to be deliverable, acceptable and tolerated in the
wards and provided a structured, transparent, evidence-based approach to support
decision-making into rehabilitation potential. Its content allowed clinicians to
embrace the complex and dynamic forces at play in frailty rehabilitation and
recovery from acute ill health to aid decision-making in an effort to select the most
appropriate treatment. A structured approach allowed practitioners to make explicit
their reasons behind rehabilitation decision-making and rehabilitation potential by
understanding individual needs, wants, abilities and volitional factors the
complexities of multimorbidity, frailty, recovery from acute episodes and
rehabilitation. Uncertainty is inherent in clinical practice and the RePAT intervention
provided structure to clinical reasoning in prognostication of rehabilitation outcomes

with a person-centred approach.
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This study found that clinicians were often unaware of the outcomes of the decisions
they made in the acute healthcare setting regarding individuals rehabilitation
potential and outcomes of rehabilitation interventions they implemented on
discharge from acute care. Critical to the notion of rehabilitation potential was the
need for robust mechanisms for reviewing outcomes of clinical decision-making to

improve the efficacy and benefit of rehabilitation interventions.

Rehabilitation is a process which requires an active partnership between provider
and recipient and the RePAT intervention encourages the assessment of
participatory and volitional factors. Even with the evolving evidence base,
practitioners will still need to make decisions on rehabilitation potential and
individuals suitability for rehabilitation programs on the background of finite
resources. The RePAT intervention sought to encourage practitioners to become
cognoscente of ethical dilemmas and biases. This study lays the groundwork for
further research into rehabilitation decision-making amongst older people living with
frailty. The research process detailed within this thesis was feasible and the RePAT

intervention is now ready for further clinical and cost-effectiveness evaluation.
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Appendix A- Ethical approval

NHS

Health Research Authority

Yorkshire & The Humber - Bradford Leeds Research Ethics Committee

Jarrow Business Centre
Relling Mill Road
Jarrow

NE3Z 3DT

Telephone: 0207 104 2051

Please note: This is the
favourable opinion of the

REC only and does not allow
you to start your study at NHS
sites in England until you
receive HRA Approval

03 January 2018

Mrs Alison Cowley

Mursing Development, NUH NHS Trust
Derwent House, City Campus, Hucknall Road
Nottingham

NGE 1FB

Dear Mrs Cowlay

Study title: Assessment of rehabilitation potential in frail older
people in the acute healthcare setting: a mixed methods
study.

REC reference: 17/YH/0356

Protocol number: NIA

IRAS project ID: 227288

Thank you for your letter of 20" December, responding to the Commitiee’s request for further
information on the above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Chair.

We plan to publish your research summary wording for the above study on the HRA website,
together with your contact details. Publication will be no earlier than three months fram the date
of this opinion letter. Should you wish to provide a substitute contact point, require further

information, or wish to make a request to postpone publication, please contact
hra.studyreqistration@nhs.net outlining the reasons for your request.
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Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, pretocol and supporting decumentation
as revised, subject to the conditions specified below.

Mental Capacity Act 2005
| confirm that the committee has approved this research project for the purposes of the Mental
Capacity Act 2005, The commities is satisfied that the requirements of seclion 31 of the Act will

be metin relation to research carried out as part of this project on, ar in relation to, a person
who lacks capacity to consent o taking part in the project.

Conditions of the favourable opinion

The REC favourable opinion is subject to the following conditions being met prior to the start of
the study.

IManagement permission must be obfained from each host croanisation prior {o the stari of the
study at the site concerned.

Management permission showld be saught from all NHS organisations invalved in the study in
accordance with NHS research govermance arrangements. Each NHS arganisation must
confirm through the signing of agreements and/or other documents that it has given permission
for the research to proceed {except where explicitly specified otherwize).

Guidance on applying for NHS permission for research is available in the Infegrated Research
Appilication System, www.hra.nhs. uk or at hffp-dwww.rdforum.nhs. uk.

Where a NHS organisation’s role in the study is limited to identifving and referring potential
participants to research sites ("participant identificalion centre"], guidance should be sought
from the R&D office on the information it requires to give permission far this achivify.

For non-NHS sites, site management permission should be obtained in accordance with the
procedures of the relevant host organisation.

Sponsors are not required to notify the Committee of management permissions from host
organisations

Registration of Clinical Trials

All clinical trials (defined as the first four categories on the IRAS filter page) must be registerad
on a publically accessible database within 6 weeks of recruitment of the first participant (for
medical device studies, within the timeline determined by the current registration and publication
trees).

There is no requirement to separately notify the REC but you should do so at the earliest
opportunity e.g. when submitting an amendment. ‘We will audit the registration defails as part of
the annual pregress reporting process.
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To ensure transparency in research, we strongly recommend that all research is registerad but
for non-clinical trials this is not currently mandatory.

If a sponsor wishes o request a deferral for study registration within the required timeframe,

they should contact hra_studyreaqistration@nhs.net. The expeciation is that all clinical trials will
be registered, however, in exceptional circumstances non registration may be permissible with
prior agreement from the HRA. Guidance on where to register is provided on the HRA website.

It is the responsibility of the sponsor to ensure that all the conditions are complied with
befora the start of the study or its initiation at a particular site (as applicable).

Ethical review of research sites
MHS sites

The favourable opinion applies to all NHS sites taking part in the study, subject to management
permissicn being obtained from the NHS/HSC R&D office prior to the start of the study (see
"Conditions of the favourable opinion” below).

Man-NHS sites

The Committee has not yet completed any site-specific assessment (S3A) for the non-NHS
research site(s) taking part in this study. The favourable opinion does not therefore apply to any
non-MHS site at present. We will write to you again as soon as an S5A application(s) has been
reviewed. In the meantime no study procedures should be initiated at non-NHS sites.

Approved documents

The final list of documents reviewed and approved by the Committes is as follows:
Document Version ]Dabe
Copies of advertizement materizls for research participants [Focus W21 15 September 2017

group recruitment poster ¥2.1 18.09.2017 assessment of
Irehabilitation potentizl]

Copies of advertisement materizls for research paricipants [Delphi W11 kE September 2017
invitation letter /1.1 15.09.2017 assessment of rehabilitation

potential]

Copies of advertisement materials for research participants W11 11 July 2017

[Feasibility study STAFF recruitment poster V1.1 11.07.2017
|assessment of rehabilitation potential] |
Copies of advertizement materizls for research participants W21 11 July 2017
[Feasibility study PATIEMT recruitment poster V2.1 11.07.2017
assessment of rehabilitation potential]

Copies of advertisement materials for research paricipants [Focus w31 12 December 2017
group recruitment poster v3.1 12.12.17 assessment of rehabilitation

|potential] |

Copies of advertisement materials for research paricipants [Focus  |v3.1 12 December 2017

group recruitment poster w3.1 12.12.17 track changes Assessment
of rehabilitation potential]

Covering letter on headed paper [Ethics response cover letter vl 18 December 2017
|1TYHO356 Assessment of rehabilitation potential ]
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information sheet W21 15.08 2017 assessment of rehabilitation

Interview schedules or topic guides for participants [Focus group W21 18 September 2017
|topic guide V2.1 15.09.2017 assessment of rehabilitation potential] |

Interview schedules or topic guides for participants [Feasibility study V1.1 15 August 2017
staff participant interview guide 1.1 15/08/2017 assessment of

rehabilitation potential]

Interview schedules or topic guides for participants [Feasibility study W21 15 August 2017
patient family carer participant interview guide V2.1 15/082017

\assessment of rehabilitation potential | |

IRAS Application Form [IRAS_Form_04102017] 04 Qctober 2017
IRAS Application Form XML file [IRAS_Form_041020417) 04 QOctober 2017
IRAS Checklist XML [Checklist_13102017] 18 QOctober 2017
IRAS Checklist XML [Checklist_19122017] 18 December 2017
|Mon-validated guestionnaire [Feasibility Study staff participant W1 17 August 2017
demoagraphics sheet 1,1 17/08/2017 assezsment of rehabilitation

potential]

Mon-validated questionnaire [Feasibility study capacity azsessment W11 01 July 2017

(form V1.1 01/07/2017 assessment of rehabilitaticn petential] |

Participant consent form [Focus greup consent form V2.1 W2 15 August 2017
15/058/2017 asseszsment of rehabilitation potential]

Participant consent form [Feasibility study staff participant consent  |W2.1 15 August 2017
(form 2.1 15.08 2017 sszessment of rehabilitation potential] |

Participant consent form [Feasibility study patient family carer W21 15 August 2017
consent form V2.1 15.08.2017 assessment of rehabilitation

potential]

Participant consent form [Feasibility study consultes consent form W21 15 August 2017
W21 15/03/2017 assessment of rehsbilitation potential]

Participant consent form [Focus Group Consent Form w3.1 131217 |v3.1 13 December 2017
\frack changes Assessment of Rehabilitaticn Potential | |

Participant consent form [Focus Group Consent Form w3.1 131217 |v3.1 13 December 2017
Aszessment of Rehabilitation Potential

Participant consent form [Feasibility Study Staff Participant Consent [v3.1 13 December 2017
Form w3.1 13.12.17 track changes Aszessment of Rehabilitaticn

|Potential] |

Participant consent form [Feasibility Study Staff Participant Consent (v3.1 13 December 2017
Form w3.1 13.12.17 Assessment of Rehabilitation Potential |

Participant consent form [Feasibility Study Consultee Declaration Vi 12 December 2017
form v3.1 12.12.17 assessment of rehabilitation potential ]

Participant consent form [Feasibility Study Consuliee declaration V3 12 December 2017
Jform v3.1 12.12.17 track changes] |

Participant information sheet (PIS) [Feasibility study patient v2.1 19 September 2017
summary participant information shest azsesement of rehabilitation

potential v2.1 18.9.17]

Participant information sheet (PIS) [Focus group prefessionals W21 15 August 2017
participant information sheet V2.1 15.08.20M7 assessment of

\rehabilitation potential] |

Participant information shest (PIS) [Focus Group member of public |21 15 August 2017
participant information sheet V2.1 15.08 2017 assessment of

rehakilitation potential]

Participant information sheet (PIS) [Delphi participant information W21 15 August 2017
\zheet 2.1 15.08.2017 aszessment of rehabilitation potential] |

Participant information shest (PIS) [Feasibility study staff paricipant 2.1 15 August 2017
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potential]

Participant information sheet (PIS) [Feasibility study patient W21 15 August 2017
participant informaion sheet 2.1 15.08 2017 asszezsment of

rehabilitation potential]

Participant information shest (PIS) [Feasibility study patient W21 19 September 2017

participant summary information sheet V2.1 19.09.2017 assessment
|of rehabilitation potential]

Participant information shest (PIS) [Focus group professional
participant information sheet v3.1 13.12.17 frack changes
Aszessment of Rehabilitation Potential]

w31

113 December 2017

Participant information sheet (PIS) [Focus group professional
participant information sheet v3.1 13.12 17 Azsesament of
[rehabilitation potential]

Participant information sheet (PIS) [Focus Group Member of Public
Participant Information Sheet v3.1 13.12.17 track changes
Aszessment of Rehabilitation Potential]

Vw3

Vw3

13 December 2017

[13 December 2017

Participant information shest (PI15) [Focus Group Member of Public
Participant Information Sheet v3.1 13.12.17 Assessment of
|Rehabilitation Potential]

Participant information shest (PIS) [Delphi Participant Information
Sheet v3.1 12.12.17 track changes assessment of rehabilitation
potential]

w31

w31

13 December 2017

112 December 2017

Participant information sheet (PIS) [Delphi Participant Information
Sheet v3 1 12.12.17 assessment of rehabilitation potential]

Vw3

12 December 2017

Participant information shest (PI5) [Feasibility Study Staff
participant Information Sheet w3.1 13.12.17 track changes
Aszessment of Rehabilitation Potential]

w31

13 December 2017

Participant information sheet (PIS) [Feasibility Study Staff
Participant Information Sheet v3.1 13.12.17 Assessment of
Fehabilitation Potential]

13 December 2017

Participant information sheet (PIS) [Feasibility Study Consuliee
Information Shest vi1.1 18.12.17 Assessment of Rehabilitation
|Potential]

Participant information sheet (PIS) [Feasibility Study Consuliee
Summary Information Sheest w11 15.12.17 Asseszment of
Rehabhilitation Potential]

vi

vi

15 December 2017

118 December 2017

Research protocol or project proposal [Protecol Assessment of
[rehabilitation potential ¥/3.1 02.10.2017 ]
Summary &Y for Chief Investigator (Cl) [Alison Cowley CV]

VER

02 October 2017

|19 September 2017

Summary CY for student [Student CV]
Summary CV for student [C' Cowley (Cl and Student]]

19 September 2017

[19 September 2017

Summary CY for supervisor {student rezearch) [Supervizor CV
\Legan]

Summary CY for supervisor {student research) [Supervisor CV
Goldberg)

] al al =

19 September 2017

[19 September 2017

Summary CY for supervisor {student research) [Supervisor CV

|Gordon]

Statement of compliance

19 September 2017

The Commiitee is constituted in accordance with the Governance Arrangements for Research
Ethics Committees and complies fully with the Standard Operating Procedures for Research
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Ethics Committees in the UK.

After ethical review

Repaorting requirements

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting reguirements for studies with a favourable opinion, including:

= Maotifying substantial amendments

Adding new sites and investigators
Motification of serious breaches of the protocol
Frogress and safely reporis

Motifying the end of the study

The HRA website alsa provides guidance on these topics, which is updated in the light of
changes in reporting requirements or proceduras.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all
applicants and sponsors. You are invited to give your view of the service you have received and
the application procedure. If you wish to make your views known please use the feedback form
available on the HRA website: hitp./fwww.hra.nhs.ukfabout-the-hrafgovernancefguality-
assurance/

HRA Training

We are pleased to welcome researchers and RA&D staff at our training days — see details at
hitp:ifwww.hra.nhs.ukfhra-training/

17/YHI0356 Please quote this number on all correspondence

With the Commitiee's best wishes for the success of this project.

Yours sincerely

PR

ot o

Dr Janet Holt
Chair

Email:nrescommittee yorkandnumber-bradfordleeds@nhs.net

Enclosures: “After ethical review — guidance for
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researchers” [SL-ARZ]

Copy to: Mrs Alison Cowley, Universify of Notfingham
Or Mana Koufali, Nottingham University Hospitals NHS Trust
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Appendix B- Health Research Authority approval

Irs Alison Cowley

Mursing Development, NUH NHS Trust Email: hra.approval @nhs.net
Derwent House, City Campus, Hucknall Road

Mottingham

NG5 1FB

03 January 2013

Dear Mrs Cowey
Letter of HRA Approval

Study title: Assessment of rehabilitation potential in frail older people in
the acute healthcare setting: a mixed methods study.

IRAS project 1D: 227288

Protocol number: NiA

REC reference: 17/YHI0356

Sponsor Nottingham University Hospitals NHS Trust

| am pleased to confim that HRA Approval has been given for the above referenced study, on the
basis described in the application form, protocol, supporting documentation and any clarifications
noted in this letter.

Participation of NHS Organisations in England
The sponsor should now pravide a copy of this letter to all participating NHS organisations in England.

Appendix B provides important information for sponsors and participating NHS organisations in
England for arranging and confirming capacity and capahbility. Please read Appendix B carefully, in
particular the following secfions:

*  Farticipating NHS orgamisations in England — this clarifies the types of participating
crganisations in the study and whether or not all organisations will be undertaking the sams
activities

 Confirmation of capacify and capability - this confirms whether or not each type of participating
MHS organisation in England is expected to give formal confirmation of capacity and capahbility.
Where formal confirmation is not expected, the section also provides details on the time limit
given to parficipating crganisations to opt out of the study, or request additional time, before
their participation is assumed.

+  Allocation of responsibilifies and rights are agresd and documented (4.1 of HR4 assessment
criferia) - this provides detail on the form of agreement o be used in the study to confirm
capacity and capability, where applicable.

Further information on funding, HR processes, and compliance with HRA crteria and standards is also
provided.

Page1ofd
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IRAS project ID 227238

It is critical that you involve both the research management function (e.g. R&D office) supporting each
arganisation and the local research team (where there is ong) in setting up your study. Contact details
and further information about working with the research management function for each organisation
can be accessed from the HRA website.

Appendices
The HRA Approval letter contains the following appendices:

o A List of documents reviewed during HRA assessment
* B —Summary of HRA assessment

After HRA Approval

The document “After Efhical Review — guidance for sponsors and investigators”, issued with your REC
favourable opinicn, gives detailed guidance on reporiing expectations for studies, including:

* Registration of research

s PMolifying amendments

= Mofifying the end of the study
The HRA website also provides guidance on these fopics, and is updated in the light of changes in
reporiing expeciations or procedures.

In addition to the guidance in the above, please note the following:

s« HRA Approval applies for the duration of your REC favourable opinion, unless otherwise
notified in writing by the HRA,

s Substantial amendments should be submitted directly to the Research Ethics Commitiee, as
detailed in the After Ethical Review document. Non-substantial amendments should be
submitted for review by the HRA using the form provided on the HRA wehbsite, and emailed to
hra.amendments@nhs.net.

s+  The HRA will categorise amendments (substantial and non-substantialy and issus confirmation
of continued HRA Approval. Further details can be found on the HRA website.

Scope
HRA Approval provides an approval for research involving patients or staff in NHS arganisations in
England.

If your study involves NHS organisations in other countries in the UK, please contact the relevant
national coordinating functions for support and advice. Further information can be found through IRAS.

If there are parlicipating non-NHS organisations, local agreement should be obtained in accordance
with the procedures of the local participating non-MHS organisation.

User Feedback
The Health Research Authority is continually striving to provide a high quality service to all applicants
and sponsars. You are invited to give your view of the service you have received and the application

Page 2 of 9
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IRAS project ID 227288

procedure. I you wish to make your views known please use the feedback form available on the HRA
websita

HRA Training

We are pleasad to welcome researchers and research management staff at our training days — see
details on the HRA wabsite.

Your IRAS project 1D is 227288, Flease quote this on all correspondence.
Yours sincerely

Joanna Ho
Assessor

Email: hra.approval@nhs.net

Copy to: Professar Phippa Logan, Academic Supenvisor, University of Notlingham

Dr Maria Koufali Sponsor and Lead NHS R&D Contact, Nottingham University
Hospifals NHE Trust
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Appendix A - List of Documents

IRAS project ID

227288

The final document set assessed and appraved by HRA Approval is listed below.

Document \Versian Date

'Copies of advertizement materials for research participants [Focus (W21 18 September 2017
group recruitment poster V2.1 18.09.2017 asseszsment of
[rehabilitstion potential]
Copies of advertizement materials for research participants [Delphi V1.1 18 September 2017
invitation letter 1.1 18.09.2017 asseszment of rehabilitation
potential]
Copies of advertisement materials for research participants 1.1 11 July 2017
[Feasibility study STAFF recruitment poster V1.1 11.07.2017
aszezsment of rehabilitation potential]
Copies of advertizement materials for research participants W21 11 July 2017
[Feasibility study PATIENT recruitment poster V2.1 11.07.2017
assessment of rehabilitation potential]
Copies of advertizement materials for research participants [Focus  [v3.1 12 December 2017
group recruitment poster v2 1 12.12.17 assessment of rehabilitation
potential]
Covering letter on headed paper [Ethics rezponse cover letter vid 18 December 2017
1TYHO356 Asgezament of rehabilitation potential ]
Interview schedules or topic guides for paricipants [Focus group W21 18 September 2017
topic guide 2.1 18.09.2017 assessment of rehabilitation potentiall
Interview schedules or topic guides for paricipants [Feasibility study V1.1 15 August 2017
staff participant interview guide V1.1 1580872017 asseszsment of
rehabilitation potential]
Interview schedules or topic guides for paricipants [Feasibility study V2.1 15 August 2017
patient family carer participant interview guide 2.1 15082017
|aszezzment of rehabilitation potential ]
IRAS Application Form [IRAS_Form_04102017] 04 Qctober 2017
IRAS Application Form XML file [IRAS_Form_04102017] 04 Qctober 2017
IRAS Checklist XML [Checklist_18122017] 19 December 2017
Letter from fundsr 23 December 2016
Men-validated questionnaire [Feasibility Study staff participant W11 17 August 2017
demographics sheet V1.1 171082017 as=essment of rehabilitation
potential]
Men-validated questionnaire [Feasibility study capacity assessment V1.1 01 July 2017
form 1.1 01/07/2017 assezsment of rehabilitation potential]
Participant consent form [Feasibility study patient family carer W21 15 August 2017
cangent form V2.1 15.08.2017 assessment of rehabilitation
| potentisl]
Participant consent form [Feasibility study consultes consent form V2.1 15 August 2017
W21 150572017 azzessment of rehabilitation potential]
Participant consent form [Focus Group Conszent Form v3.1 134247 w31 13 December 2017
Azzessment of Rehabilitation Potential |
Participant consent form [Feasibility Study Staff Participant Consent w31 13 December 2017
Farm v3.1 13.12.17 Assessment of Rehabilitation Potential ]
Participant consent form [Feasibility Study Conzultee Declaration w31 12 December 2017
form v3.1 12.12.17 assessment of rehabilitation potential |
Participant information sheet (P15 [Feasibility Study Consultee vl 18 December 2017
Information Shest wi.1 18,1217 Assessment of Rehabilitation
Paotential]

vl 158 December 2017

Participant information sheet (P13) [Feasibility Study Consultee
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Summary Information Shest vi.1 18.12.17 Assessment of
| Rehabilitation Potentizl]

Participant information sheet (PIS) [Feasibility study patient v2.1 19 September 2017
summary participant information sheet assessment of rehabilitation
|potential v2.1 18.8.17]

Participant information sheet (PIS) [Feasibility study staff participant 2.1 15 August 2017
information sheet W2.1 15.058.2017 assessment of rehabilitation

potential]

Participant information sheet (PIS) [Feasibility study patient W21 15 August 2017

paricipant informaion sheet V2.1 15.08.2017 assessment of
rehahilitation potential]

Participant information sheet (PIS) [Feasibility study patient W21 19 September 2017
participant summary information sheet V2.1 19.08.2017 assessment
of rehabilitation potential]

Participant information sheet (PIS) [Fecus group professional V3.1 13 December 2017
paricipant information sheet w3.1 13.12.17 Assessment of
 rehabilitstion potential]
Participant information sheet (PIS) [Focus Group Member of Public |(v3.1 13 December 2017
Participant Information Sheet w3.1 13.12.17 Assessment of
|Rehabilitation Potential]

Participant information sheet (PIS) [Delphi Participant Information  (v3.1 12 December 2017
|Sheet v3.1 12.12.17 assessment of rehabilitstion potential]
Participant information sheet (PIS) [Feasibility Study Staff V31 13 December 2017

Participant Information Sheet v3.1 13.12.17 Assezsment of
|Rehabilitation Potential]

Research protocol or project propesal [Protocol Assessment of 31 02 Octeber 2017
\rehabilitstion potential 2.1 02.10.2017 |

Summary C\ for Chief Investigator (Cl) [Alison Cowley CW] 14 19 September 2017
Summary C\ for student [CY Cowley (Cl and Student]] 14 19 September 2017
'Summary CV for student [Student CV] 11 19 September 2017
'Summary CV for supervisor (student research) [Supervisor CW 11 19 September 2017
Logan]
'Summary G\ for supervisor (student research) [Supervisar OV 1.1 19 September 2017
| Goldberg]

Summary C\' for supervisor (student research) [Supervisor CW 14 19 September 2017
|Gorden]

Page 5of3

300



IRAS project ID 227288

Appendix B - Summary of HRA Assessment

This appendix provides assurance to you, the sponsor and the NHS in England that the study, as
reviewead for HRA Approval, is compliant with relevant standards. It also provides information and
clarification, whare appropriste, to parficipating NHS organisations in England to assist in assessing
and arranging capacity and capability.

For information on how the sponsor should be working with participating NHS organisations in
England, please refer to the, participating NHS organisations, capacity and capability and
Allocation of responsibilities and rights are agreed and documented (4.1 of HRA assessment

criteria) sections in this appendix.

The following person is the sponsor contact for the purpose of addressing participating organisation
questions relating to the study:

MName: s Alison Cowley
Tel: 07312 067 009
Email- alison cowley@notiingham ac. uk

HRA assessment criteria

Section  HRA Assessment Criteria ~ Compliant with Comments
Standards
1.1 IRAS application completed Yes Mo comments
corractly
21 Participant information/consent | Yes Mo comments
documents and consent
process
KR Protocol assessment Yes Mo comments
4.1 | Allocation of responsibiliies | Yes This is a single centre study where the
and rights are agreed and participating NHS crganisation is also
documented the study sponsor.
Mo study agreements are expected for
this study.
4.2 ' Insurancefindemnity Yes This siudy is sponsored by an NHS
arangemenis assessed organisation; NHS indemnity applies to
the management, design and conduct
of the study.

Pege 6 ofd
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Section HRA Assessment Criteria ~ Compliant with Comments
Standards
Where applicable, independent
contractars (e.g. General Practitioners)
should ensure that the professional
indemnity provided by their medical
defence organisation covers the
activities expected of them for this
research study
4.3 | Financial arrangements Yes Funding has been secured from NIHR
Assessad for this study.
5.1 | Compliance with the Data Yes No comments
Protection Act and data
security issues assessed
52 CTIMPS — Arrangements for Mot Applicable | Mo comments
compliance with the Clinical
Trials Regulations assessed
53 Compliance with any fes Mo comments
applicable laws or regulations
6.1 MHS Research Ethics es REC Frovisional Cpinion issued 01
Committee favourable opinion December 2017 REC Favourable
received for applicable studies Opinion issued 03 January 2018
6.2 [ 'CTIMPS = Clinical Trials | "Not Applicable | No comments
Authorisation (CTA) letier
received
6.3 Devices — MHRA notice of no | Not Applicable | Mo comments
abjection received
6.4 Other regulatory approvals Mot Applicable | Mo comments

and authorisations received

Page 7 of 9
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Participating NHS Organisations in England

This provides delail on the fypes of parficipating NHE organisations in the sfudy and a statement as fo whether
the activities af all organisations are the same or different.

This is a single centre study whera the only participating NHS organisation will undartake all research
activiies as described in the application. There is therefore only one site-type in this study.

If this study is subsequently extended to other NHS organisation(s) in England, an amendment
should be submitted to the HRA, with a Statement of Activities and Schedule of Events for the newly
participating NHS organisation(s) in England.

The Chief Investigator or sponsar should share relevant study documents with pariicipating NHS
arganisations in England in order to put arrangements in place to deliver the study. The documents
should be sent to both the local study team, where applicable, and the office providing the research
management function at the participating organisation. For MIHR CRN Porifolio studies, the Local
LCREN contact should also be copied inta this correspondence. For further guidance on working with
participating NHS oroganisations please see the HRA website.

If chief investigators, sponsors or principal investigators are asked to complete site level forms for
participating NHS organisations in England which are not provided in IRAS or on the HRA website,
the chief investigator, sponsor or principal investigator should notify the HRA immediately at
hra.approval@nhs net. The HRA will work: with these organisations to achieve a consistent approach
to information pravision.

Confirmation of Capacity and Capability

Thiz describes whether formal confirmation of capacity and capability is expected from participating NHS
organisations in England.

This is a single site study sponsored by the site. The R&D office will confirm to the Cl when the study
can start.

Principal Investigator Suitability

This confirms whether the sponsor position on whether a FI, LG or neither should be in place is comect for each
fype of participating NHS organisalion in England and the minimum sxpectations for education, iralning and
experience that Pls showd meet (where applicable).

A Prncipal Investigator should be in place at each participating MHS organisation.

(3CF fraining is not a generic training expectation, in line with the HRAMWHRA statement on fraining
| expectations.

FPage 8 of9
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HR Good Practice Resource Pack Expectations

. This confirms the HR Good Practice Resource Pack expectafions for the study and the pre-engagement checks |
that showld and should not be undertaken
Local staff substantively employed by the participating NHS organisation will be undertaking research
activities as described in the IRAS application. Mo HR access arrangements are therefore expected
for this study.

Other Information to Aid Study Set-up

I Thiz detfails any other informsation that may be halpful to sponsors and participating NHS organisations in
England to aid study sef-up.
The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN FPortfolio.

Page9of 9
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Appendix C- Data extraction form
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Appendix D — Example of search terms from CINAHL Plus full text (EBSCO)

‘Wednesday, October 04, 2017 6:19:39 AM

#

Query

Limiters/Expanders

Last Run Via

Resulrs

51

Ly

((("rehabilitation potential”) AND (S1 AND $11)) AND (82 AND S11)) AND (S1 AND $11)

Search modes - Boolean Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CTNAHL Plus with Full Text

81

I~

(("rehabilitation potential”) AND (81 AND $11)) AND (S2 AND §11)

Search modes - SmartText Searching

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Databaze - CINAHL Plus with Full Text

9518

51

)

{("rehabilitation potential ) AND (51 AND S11)) AND (52 AND 511}

Search modes - Boclean/Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

512

{"rehabilitation potential”) AND (31 AND 5113

Search modes - Boclean/Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

51

"rehabilitation potential”

Search modes - Boclean/Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

510

((((MH "Decision Making, Clinical”) OR. (MH "Decision Making")) AND (31 AND S7)) AND (51 AND 32 AND S7)) AND (51 AND 33 AND 57}

Search modes - Boclean/Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

59

(((MH "Decisicn Making, Clinical™) OR. (MH "Decision Making™)) AND (51 AND 57)) AND (51 AND 52 AND 57)

Search modes - Boolean/Phrase

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

58

((MH "Decision Making, Clinical”) OR. (MH "Decision Making")) AND (51 AND 57)

Search modes - Boolean/Phrase

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

6.673

(MH "Decision Making, Clinical™) OR. (MH "Decision Making")

Search modes - Boolean/Phrase

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

56

(52 AND S3) AND (51 AND S2)

Search modes - Boolean/Phrase

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text

82 AND 83

Search modes - Boolean Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CTNAHL Plus with Full Text

54

((MH "Geriatric Functional Assessment”) OR. (MH "(Geriatric Assessment™J) AND (S1 AND §2 AND §3)

Search modes - Boolean Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CTNAHL Plus with Full Text

(MH "Geriatric Functional Assessment™) OR. (MH "Geriatric Assessment™)

Search modes - Boolean Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CTNAHL Plus with Full Text

(MH "Rehabilitation™)

Search modes - Boolean Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CTNAHL Plus with Full Text

51

(MH "Frail Elderly") OR. (MH "Aged")

Search modes - Boolean Phraze

Interface - EBSCOhost Research Databases
Search Screen - Advanced Search
Database - CINAHL Plus with Full Text
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Appendix E — Focus group schedule

Echeduls

:JI

Can | start by askirg what you understand by the term rehabilitation potential# (in
relation to older peapke living with fradoy
4. Prampt- cin you put inka warnds your understarding on refabiitation
patential ¥ Cooperation, improsement, capacity, function, goals, @rry oer,
participatian.
b. Prompt - What factors affect how yow assess this?
c. Prompt - What about nio rehabiltation potential?
<o 00 yow assess rehabilication potential #
a. &z an individual chinician
b. As part of a team (CEA]
c. Prompt-what impact does frailty, dementia, motivation, cooperation,
erwironment, medical conditions, social, psychological, ADL, maooc, MH
what bypes of formal assessment toals do you use ar hawve wou seen used?
a. Prompt-Barthed, cutcome measures, 0G4
what bypes of dedsion-making tools da you use?
2. Prompt—are you asare of any decision-making tools or outcome measures
which guide your thinking? Blopsychosooial approach, clinical pudgement.
it is a good autcome of rehabilitatan?
for a patient
For a carer/cansgiver
=or a clinkclan
for a commimissioner
<o 0o yow know iF wou have achiewed it#
o i WOU MEESURE improvement # Promipt — madntain, restane, improve,
regain, suppart dedine
Hora |5 it explained to patients and their families that they are not suitable for
rehabilitation? What was this esperienoe like?
a. Prompt = where, when, how, wha?
b. wWhat impact do you think the label has an incividualsTamily
membersfcarers?
whien doyou think rehabilitation is not appropriate?
2. Prompt - comarbidities/multiple medical conditions, cognithes impaiment,
dementia, medically urasell
Wwhiat iImpact oo you think envronment, Le. where you cormplene the assessment,
has on assessing refabilitation potential?
fre there any other factars that impact on rehabili@tion potential you wish to
discuss?
a. Prompt - staffing levels, servce prosision, stalf skills and training,
patientcarer preference, reduced length of stay, finanoe?

=ponEwu

Trat concludes the focus group. Thank you for agreeing to take part in this session.
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Appendix F — Focus group recruitment poster

M | Rewngham
Rehabilitation for Older

People

If you are interested please contact Alison Cowley for
more details:
alison.cowley@nottingham.ac.uk or

alison.cowley@nuh.nhs.uk
Telephone: 07812 067009

Assessment of rehabilitation potential Focus Group Flyer V2.1 18.09.2017 IRAS: 227288
Sponsor: 17HCDD2
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Appendix G — Focus group professional participant

information sheet

Nottingham University Hospitals NH

MNHS Trust

Focus Group Participant Information Sheet — Professional participants
Version: 3.1 Date: 13/12/2017

Assessment of rehabilitation potential in frail oclder people in the acute

healthcare setting: a mixed methods study

Principal Investigator: Alison Cowley
PART 1

1. Invitation

You are being inwvited toc take part in a research study. Before you decide
whether cor not to take part, it is important for you to understand why the
regearch is being done and what it will inwclwe. Please take time to read the
following informaticn carefully, and discuss it with cthers if you wish.

PART 1 tells vyou the purpcde of this study and what will happen to you if you
take part.
2RT 2 gives you more detailed informaticn about the conduct of the study.

Ask us if there is anything that is not clear, or if you would like more
informaticn. Take time to decide whether or not you wish to take part.

2. What is the purpose of the study?

The primary geoal of rehabilitation is to enable indiwviduals to maximise their
participaticn in society through their daily activities. Clinicians
increasingly recognise that this can be achieved with ewen the most
phyaically and cognitively impaired adults. Therapists are coften reqgquired to
make decisicns about a patient’s potential to respond to rehabilitation
interventicns as part of clinical practice. Decisicns about ‘rehabilitation
potential’ can determine what rehabilitaticn services, if any, an older
patient with complex health and sccial care needs is able to access of part
of NHS care. In the hospital setting therapists may have limited time to
aggess and work with patients, families and carers and the complexities of
ageing may not always be fully appreciated. Yet no specif guidelines exist
to help therapists make conaistent or evidence-based decisicons about
rehabilitation potential.

The purpose of this study is to develop and test an aszgessment tool that will
help identify ™“rehabilitation potential™ in older people living in the
hospital setting.

Thiz =tudy is part of a PhD doctoral reseatrch funded by the National
Institute of Health Besearch at the Uniwversity of Nottingham.

3. Why have I been chosen?

You are being invited to take part because you hawve either experience o
agsesaing clder people with complex needs for rehabilitation, delivering o
commigsicning programmes of rehabilitation. We are inviting six participants
to take part in the focus groups.

h

H

4, Do I have to take part?

FHo. It is up to you to decide whether or not to take part. If you decide to
take part you will ke given this informaticn sheet to keep and be asksd tao
sign a consent form to confirm that you understand what is inwvolwved when
taking part in this study. If you decide to take part you are free to leawe
the study at any time and without giving & reascn. If you withdraw, unless

Assessment of Rehabilitafion Potential Frofessional Participant Information Sheef V3.1 13.12.2017
IRAS: 227258 Sponsor. 17THCO02
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Nottingham University Hospitals NHS

MNHS Trust

you cokject, we will still keep records relating to the study, as this
iz waluable teo the study findings.

5. What will happen to me if I take part?

If wyou agree toc take part in the study, a mermber of the study team will
gither meet wWith you or telephonse you to answer any dquestions you may hawve
and to find cut your availability.

The study will inwvolve you taking part in a one off meeting called a focus
group. The group iz an informal meeting with participants talking to each
other and to the researcher about their experiences of rehabilitaticn.

On the day of the focus group you will alsc be asked to read and complete a
congent form. Before the discussion you will have the opportunity to get to

know the other participants where refreshments will be prowvided. The
facilitator will rum through group discussion guidelines which have been
developed by the study group and a member of the public.

There will be two researchers present and between 3ix and eight other

participants which may include memberz of the public, patients, carers,
health care professionals and health service managers. The focus group will
last for one to two hours. The focus groups will be aundio-taped. It will ke
held in a wenue cutside of HHS premises toc allow all participants to feel
coemfortable and at ease.

B. What do I have to do?

¥ou will take part in a group discussicn about rehakilitaticn for clder
pecple living with frailty which will draw on your experiences, beliefs and
thoughts about how pecple are assessed for rehabilitaticon programmes and what
makes a ‘good cutcome’ .

7. What are the pos=sible diszadvantages and risks of taking part?

During the focus group discussicn it is possibkle that you may hear or be
involved in sensitive or difficult conversaticons relating to rehabilitation
for oclder pecple living with frailty. Participants will ke offered support
after the focus group which may include accessing local patient advice and
liaiscon serwvices and the NHS Employes Rssistance Helpline. Participants ars
alac reminded that any topics raised in the discussicn are confidential and
not to be discussed or shared with others cutside the group setting.

If you have difficulties with communicaticn, cogniticn or do not wish to take
part in group discusaions for other reascons, then you can reguest an
indiwidual cne-tc-cne interview with a member of the research team.

B. What are the possible benefits of taking part?

The informaticn we get from your participation in this study will help
develop a rehabilitation potential assessment tool. We hope that by bet
understanding what i3 meant by the clinical term rehabilitaticn potential,
how it assessed and what makes a ‘good cutcome' from rehakilitaticn we may
influence how rehabilitation services are designed and provided for older
pecple living with frailty.

9. Expenzes and reimbursement?

¥ou will not be paid for taking part in this study. Refreshments will be
provided. If you hawe any specific dietary nesds please make a member of the
study team aware.

10. What happens when the research study stcops?

Assessment of Rehabiliistion Potential Professional Parlicipant Information Sheet V3.1 13.72.2017
IRAS: 227288 Sponsor: 17HCOG2
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Once you have teken part in the focus groups nothing else wWill be

expected cof you. A repcrt of the study will be freely availakle if you
regquest a copy.

11.

What if there iz a problem?

If you have a concern about any aspect of this study, you should ask to speak
with the researchers who will do their best to answer your guesticn. If you
remain unhappy and wish to complain formally, wou can do this through the NES
Complaints Procedure. Details can be cbtained from the hospital or you can
contact PALS (Patient Adwvice and Liaiscn Serwice) telephone 0300 133 0204. We
do not anticipate that you will come to any harm taking patrt in this study.
In the ewvent that scmething dees go wrong and you are harmed during the
research atudy there are no special compensaticn arrangements. IL you are
harmed and this is due to somecne’s negligence then you may hawve grounds for
a legal action for compensation but you may hawve to pay your legal costs.

The normal Naticnal Health Serwvice complaints mechanisms will still be
available to you.

15. Will my taking part in this study be kept confidential?
Yes. &A1l the information about your participaticn in this study will be kept

confidential. Details are included in Part 2.

13.

Contact Details

Chief Inwvestigator
Mames: REliscn Cowley Tel. Numker: 0115 96391169 exXtension 56629 or 0115

8230231

Study Team

Mame: Preofesscr Pip Legan Tel. Humber: 0115 3230230
Mame: Dr Sarah Geldberg Tel NMumber: 0115 3230543
Name: Dr Adam Gordon Tel Number: 01332 724863

This completes Part 1 of the Informaticn Sheet.

If the infermaticn in Part 1 has interested you and yvou are considering
participaticn, please continue to read the additicnal informetion in Part 2
before making any decizieon.

PART 2

14, What will happen if I don't want to carry on with the study?

Your participation is woluntary and wyou are free to withdraw at any time,
without giving any reascn. We will use the data ecollected up to  your
withdrawal unless you specify otherwise.

15. Will my part in this study be kept confidential?

If you cenaent to take part in this study, the records cbtained while you are
in this atudy a3 will remain strictly confidential at all times. The
information will be held securely on paper and slectronically at the
Uniwersity cof Neottingham under the provisicns of the 1993 Data Protection
LAct. Your name will not be pas3sed to anyocne else gutside the research team or
the spenscr, who is net inwelwed in the study. You will be allccated study
nurber, which will be used as a code to identify you cn all study forms.

Your records will ke awvailable to people authorised to work on the study butc

may alsac need to be made awvailabkle to pecple authorised by the Research

Assessment of Rehabilitstion Potential Professions! Participant information Sheef V3.1 13122017
IRAS: 227288 Sponsor: 17THCO0Z2
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Spenscr, which is the crganisatiocn responsible for ensuring that the
atudy is carried cut correctly. & copy of your cconsent form may be sent to
the Beszearch Sponscr during the course of the study. By signing the consent
form you agree to this accesa for the current study and any further ressarch
that may ke conducted in relaticn to it, ewven if you withdraw from the
current study.

The information collected about you may also be shown to authorised people
from the UK Regulatory Authority and Independent Ethics Committee; this is to
ensure that the study is carried out to the highest possible scientific
standards. All will have a duty of confidentiality to you as a research
participant.

If you withdraw consent from the study, unless vyou cbject, your data will
remain on file and will ke included in the final study analysis.

In line with Good Clinical Practice guidelines, at the end of the study, wour
data will ke securely archiwved for a minimum of seven years. Arrangements for
confidential destructicn will then be made.

16. What will happen to the results of this study?

The results of the study will be awailakle after it finishes and will usually
be published in a clinical jcurnal cor be presented at a scientific
conference. The study will be written up and submitted in fulfilment of a PhD
at the Uniwveraity of Neottingham. Ancnymised gquotes will ke used but none of
the participants inwvelwved in the study will ke identified in any report or
publicaticn.

17. Who iz organizing and funding this clinical study?

The HNottingham Uniwversity Hospitals NHS Trust will act & sponscr the
regearch. Health Educaticon England and Naticnal Institute of Health Research
will fund the research.

13, Who has reviewed the study?

A1l research in the MHEHS is locked at by an independent group of people called
a Research hica Committes, to protect your safety, ight well-kbeing and
dignity. hiz study has been reviewed and given & favourable cpinicn by the
HHS by Yorkshire s The Humber - Bradford Leeds Research Ethics Committes.

The study has alsc been reviewed and aspproved by the Besesarch & Innovaticn
department of Nettingham University Hospitals NHS Trust. The study has also
been reviewed by the Naticnal Institute of Health Research.

19. Contact for further infeormation

You are encouraged to ask any questicons you wish, before, during or after you
take part in the focus group discussicn. If you have any questicons about the
study, please talk to a mermber of the study team who will be able to prowvids
you with any information you need. If you wish to read the research on which
this study i3 based, please ask a member of the study team. If you reguire
any further infermaticon or have any concerns while taking part in the study
please contact cne of the fellowing pecple: Rliscn Cowley or Professcr Pip
Logar.

If you decide you would like to take part then please read and sign the
congent form. You will be given a copy of this information sheet and the
congent form to keep. & copy of the consent form will ke f£iled in your

Assessment of Rehabiliiaslion Potential Frofessional Farticipant Information Sheet V3.1 13.72 2047
IRAS: 227258 Sponsor. {THCO02
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patient notes, one will ke filed with the study records and ons may be
zent to the Beaearch Spenscr. You can hawve more time to think this ower if
you are at all unsure.

Thank you for taking the time to read this informaticn sheet and cconsidering
taking part in this study.

Assessment of Rehabilitation Potential Professional Participant information Sheet V3.1 13122017
IRAS: 227286 Sponsor: 17HCO02
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Appendix H — Focus group member of the public

participant information sheet

Nottingham University Hospitals INHS |

NHS Trust

Focus Group Participant Information Sheet — member of public
Version: 3.1 Date: 13/12/2017
Assessment of rehabilitation potential in frail clder people in the acute
healthcare setting: a mixed methods study

Principal Investigator: Alison Cowley
PART 1

1. Imwvitation

You are being invited to take part in a research study. Before you decide
wihiether or not to take part, it is important for you to understand why the
regearch 13 bkeing deone and what it will inwvclwe. Please take time to read the
following information carefully, and discuss it with others if you wish.

PRET 1 tells you the purpose of this study and what will happen to you if wyou
take part.
PRAET 2 giwves you more detailed information about the conduct of the study.

L3k uz if there iz anything that is not clear, or if you would like more
information. Take time to decide whether or not you wish to take part.

2. What iz the purpose of the study?

The primary geal of rehabilitation is to enakle individuals to maximise their
participatieon in scciety through their daily activities. Climici

increasingly reccgnise that this can be achiewved with even the most
phyaically and ceognitively impaired adults. Therapists are cften reguired to
make decisicns abeout a patient's potential to respend to rehabilitation
interventicns as part of clinical practice. Decisicns abecut ‘rehabilitation
potential’ can determine what rehakilitatiocn services, 1if any, an older
patient with complex health and sccial care needs is able to access of part
of NHS care. In the hospital setting therapists may have limited time to
agsess and work with patients, families and carers and the mplexities of
ageing may not always ke fully appreciated. Yet no specific guidelines exist
to help therapists make consistent or evidence-based decisicns about
rehabilitation potential.

The purpose of this study iz to dewveleop and tesat an assessment tool that will
help identify “rehabilitation potential” in older people living in the
hospital setting.

Thiz s=study is part of a PhD doctoral research funded by the National
Institute of Health Beaearch at the University cof Nottingham.

3. Why have I been chosen?

You are being invited to take part because you have either experience of
receiving cr caring for someone who has received a rehabilitation assessment
or taken part in a rehabilitaticn programme. We are inwiting six participants

to take part in the focus groups.

4, Do I have to take part?

Ho. It i3 up to you to decide whether or not to take part. If you decide to
take part you will ke giwen this infeormaticn sheet toc keep and be asked to
gign a cecnaent form to confiirm that you understand what is involwved when
taking part in this study. If you decide to take part you are free to leave
the study at any time and without giving a reascn. If you withdraw, unless

Assessment of Rehabilitsfion Pofentis! Member of Public Participant Information Sheet V2.1 13.12.2017
IRAS: 227228 Sponsor. 17HCO02
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you ckject, we will still keep records relating to the study, as this
iz wvaluable to the study findings.

5. What will happen to me if I take part?

If wyou agree to take part in the study, a memker cof the study team will
either meet with you or telephone you to answer any gQuesticns you may have
and to find out your availability.

The gtudy will inwclwve you taking part in a one off meeting called a focus
group. The group iz an informal meeting with participants talking to each
other and to the reaearcher about their experiences of rehabkilitation.

On the day of the focus group you will alsc be asked to read and complete a
con3ent form. Before the discussicon you will hawe the opportunity to get to
know the other participants where refreghments will be rovided. The
facilitator will run cugh group discussion guidelines which hawe been
dewvelcped by the study group and a member of the public.

There will be twc rezearchers present and between 3ix and eight other
participants which may include members of the public, patients, carers,
health care professionals and health service managers. The focus group will
last for one to two hours. The focus groups will be aundio-taped. It will ke
held in a wenue cutside of NHS premises to allow all participants to feel
comforcable and at ease.

G, What do I have to do?

You will take part in a group discussicn about rehabilitationm for clder
pecple liwving with frailcy which will draw on your experiences, beliefs and
thoughts abeout how pecple are assessed for rehabilitaticon programmes and what
makes a ‘good ocutcome’.

7. What are the possible disadvantages and risks of taking part?

During the focus group discussicon it is possibkle that you may hear or be
involved in sensitive or difficult conwersaticns relating to rehabilitation
for oclder people liwving with frailty. Participants will ke cffered support
after the foous group which may include accessing local patient adwice and
liaiscn services and the NHS Employee RAssistance Helpline. Participants are
alsc reminded that any topica raised in the discussicon are confidential and
not to be discussed or shared with others cutside the group setting.

If you have difficulties with communicaticon, cogniticn cr de not wish to take
part in group discuasicons feor other reascns, then you can regquest an
individual cne-to-one interview with a member of the research team.

8. What are the possible benefits of taking part?

The informaticn we get from wour participation in this s=stuody will
dewvelcp a rehabilitation potential a3dsesament tool. We hope that by be
understanding what iz meant by the clinical term rehabilitation potent
how it a3sessed and what makes a ‘good ocutcome' from rehabilitaticn we may
influence how rehabilitation services are designed and prowvided for older
pecple living with frailty.

9. Expenszes and reimbursements?

or participating in this cne-off ewvent we would like to provide you with a
gift of £40 az a thank you and a contributicn of £12 towards your trawvel
expenses. If this ia the firat gift you have receiwved from NUH this financial
year your state benefits should not be affected. If you have any gqueriess you
are adwvised to either contact the citizens advice bureau cr INVOLVE

(http:/ W, invo.org.uk/about-invelve/) on 0233059 5&28.

Assessment of Rehabilitation Potential Member of Pubiic Participant Information Sheet V3.1 13122017
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10. What happen=z when the reszearch study stops?
Once you hawe taken part in the focus groups nothing else will be expected of

b

you. B report of the study will be freely available if you regquest a copy.

11. What if there iz a prcblem?

If you hawe a cconcern about any aspect cof this study, you should ask to speak
with the reaearchers who will do their best to answer your gquestion. If you
remain unhappy and wish to complain formally, wou can do this through the NHS
Complaints Procedure. Details can be cbtained from the heospital or you can
contact PRLS (Patient Rdwice and Liaiscn Service) telephons 0800 183 0204. He
do not anticipate that you will come to any harm taking part in this study.

In the ewvent that scmething deoes go wreong and you are harmed during the
regearch study there are no special compensaticn arrangements. If you are
harmed and this is due tc scmecone’s negligence then you may hawve grounds for
a legal acticn for compensaticn but you may hawe toc pay yvour legal costs. The
normal Naticnal Health Service complaints mechanisms will still be awailable
To you.

12, Will my taking part in this study be kept confidential?
Yes. &All the information about your participaticn in this study will be kept
confidential. Details are included in Part Z.

153. Contact Details
Chief Inwvestigator
Mame: Rliscn Cowley Tel. Number: 0115 9621169 extension 56629 or 0115

e Ts st
82300259

Study Team

Hame: Profesascr Pip Logan Tel. Humber: 01135 2230230
Hame: Dr Sarah Goldberg Tel Number: 01153 3230543
Hame: Dr Adam Gordon Tel Number: 01332 724488

This cempletes Part 1 of the Infeormaticn Sheet.

If the infermation in Part 1 has interested vou and vou are considering
participaticn, please continue to read the additicnal information in Part 2
before making any decisicn.

PART 2

14, What will happen if I don't want to carry on with the study?

Your participation is woluntary and you are free to withdraw at any time,
without giving any reascn. HWe will use the data collected up to your
withdrawal unless you specify ctherwise.

15. Will my part in this study be kept confidential?

If you consent to take part in this study, the records cbtained while you are
in this study as will remain strictly confidentizal at z2ll times. The
information will ke held securely con paper and eslectronically at the
University of Nottingham under the provisicons of the 1992 Data Protection
Act. Your name will not be passed toc anycne else cutside the research team or
the spcnser, who i3 not inwvelwed in the study. You will be allccated study
number, which will be used as a code to identify wou con all study forms.

Assessment of Rehabilitstion Potentis! Member of Public Participant Information Sheet V3.1 13.12. 2017
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Your study data will be awailakle to people authorised to work on the
atudy but may alsc need to ke made availakle to pecple authorised by the
Begearch Spcnacr, which is the crganisaticn responsikle for ensuring that the
atudy i3 carried cut correctly. & copy of your cocnsent form may be sent to
the Besearch Speonacr during the course of the study. By signing the consent
form you agree to this access for the current study and any further ressarch
that may ke conducted in relaticon te it, ewven if you withdraw from the
current atudy.

The information collected about you may also be shown to autherised people
from the UK Regulatory Anthority and Independent Ethics Committee: this is to
ensure that the study iz carried out te the highest possible scientific
standards. AllL will have a duoty of confidentiality to vou as a research
participant.

If you withdraw ccocnsent from the study, unless you ckject, your data will
remain on file and will ke included in the final study analysis.

In line with Goed Clinical Practice guidelines, at the end of the study, your
data will be securely archived for a minimum cof sewven years. Arrangements for
confidential destructicn will then be made.

14. What will happen to the resultzs of this study?

The results cof the study will ke awailakle after it finishes and will usually
be published in a clinical journal cr be presented at a scientific
conference. The study will be written up and submitted in fulfilment of a PhD
at the Uniwversity of Nettingham. Eneonymised gquotes will ke used but ncne of
the participants inwvolved in the study will ke identified in any report or
publicaticn.

17. Who is organiszing and funding this study?

The MNottingham Uniwversity Hospitals NHS Trust will act a aponscr the
regearch. Health Educaticon England and Naticnal Institute of Heslth Research
will fund the research.

18. Who has reviewed the study?

B1]l rezearch in the WES is locked at by an independent group of people called
& Research Ethics Committes, to protect your safety, rights, well-keing and
dignity. This study has been reviewed and giwven a favourable cpinicn by the
NHS by Yorkshire s The Humber - Bradford Leeds Research Ethics Committee.

The study has alsc been reviewed and approwved by the BEesearch s Innowvation
department of Nettingham University Hospitals MHS Trust. The study has also
been reviewed by the Naticnal Institute of Health Research.

. Contact for further informaticn

You are enccuraged to ask any guesticns you wish, before, during or after you
take part in the focus group discussicn. If vou hawve any guesticns akout the
study, please apeak a member of the study team who will provide vou with any
informaticn you need. If you wish to read the research on which this study is
based, please ask a member of the study team. If you require any further
informatien cor hawe any concerns while taking part in the study please
contact one of the following pecple: Aliscn Cowley or Professor Pip Logan.

If you decide you would like to take part then please read and sign the
congent form. You will be giwen a copy of this informaticn sheet and the

Aszessment of Rehabiitation Pofertial Member of Public Participant Information Sheet V2.1 13.72.2017
IRAS: 227228 Sponsor 17THCO02

Nottingham University Hospitals NHS

317



Nottingham University Hospitals NHS |

NHS Trust

consent form to keep. & copy of the consent form will be filed in your
patient notes, one will be filed with the study records and cne may be sent
to the Research Sponsor. You can hawve more time to think this ower if you are
at all unsure.

Thank you for taking the time to read this infeormaticn sheet and for
considering taking part in this study.

Assessment of Rehabiitstion Potential Membsr of Pubiic Participant Information Shest V3.1 13722007
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Appendix | — Focus group consent form

Nottingham University Hospitals [EIIE

MHS Trust

Focus Group Participant
Consent Form
‘ersion: 31 Date: 131202017

Assessment of rehabilitation potential in frail older people in the acute healthcare setting: a
mixed methods study

Principal Investigator: Alison Cowley

Paricipant Study ID: ... Initials: ...
Participant initial each box

1. | confirm that | have read and understand the information sheet dated 13M12/2017
{version 3-1) for the above study and have had the opportunity to ask questions.

2. | understand that my participation is voluntary and that | am free to withdraw at any
fime without my medical care or legal rights being affected.

3. l understand that my study documents may be looked at by authorised individuals from
the Sponsor for the study and the UK Regulatory Authority in order to check that the
study is being carried out correctly.

4. | understand that the focus group will be audio-recorded.

5. lunderstand that even if | withdraw from the above study, the data collected from me
will be used in analysing the results of the study, unless | specifically withdraw consent
for this.

6. | consent to the storage including electronic, of personal information for the purposes
of this study. | understand that any information that could identify me will be kept
strictly confidential and that no personal information will be included in the study report
or other publication.

7. | understand that anonymized quotes from the focus group will be included in reports,
publications and a thesis.

INERENEEi

8. | agree to take part in the study.

Name of the participant (Prinf) date Participants’ signature

Name of person taking consent (Prinf) date Signature

Assessment of Rehabilifation Potential Focus Group Consent Form V 3.1 13122017
IRAS: 227228 Sponsor: 17HC002
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Appendix J — Example of focus group coding matrix

Theme

Physio Two
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Appendix K — Focus groups research journal

Focus group three — Research diary

* Was sadly lacking in confirmation emails for this session so was worried how many would
actually turn up, but four came which was great and encugh for an indepth discussion.

s | picked up Margaret and we made it to Leicester in plenty of time for the meeting. Had a
good quiet room at the university which was ideal for a focus group.

+ Initially the group discussion took a while to get going as almost had the feeling that people
were sussing things out but within 10 minutes they took control and the discussion began to
flow. This time there was clearly a difference of opinions and approaches between those in
acute care and those in social care. They expressed different ways of understanding quality,
good outcomes and how to gain this.

*+  More discussion around social, psychological and mental health factors plus the whole
agenda of Reablement and that improvement might not be the main stay of rehab models
far frailty.

+ Polarizing views were expressed but had the feeling that one member of the group held
back from more of her extreme views as didn’t want to rock the boat.

¢ Lots of talk about carer and family involvement and challenges of addressing needs.

+ All questions were covered and maybe the order | have put them in didn't flow as well but
the group followed a more organic process as | fed a few additional questions, sought
clarification of points. It felt like some people were really trying to seek my views and | really
had to hold my tongue, not nod in encouragement or dispute some of the mare
controversial things that were said.

s Discussions ended well and Margaret had an additional question which again were very
insightful.

s After the tape stopped people were really interested in what | thought about the topic and
how the findings would be disseminated and shared with them.

Emerging themes and codes

# Broader definition of rehab/reablement

* Might not be looking for functional improvement but quality of life and improved social
interaction

* Environment is key factor, again accepting that hospital is an artificial environment when
you assess what someone can do in constraints and they might not have permission to be
independent or feel well enough. Giving up contrel of their life and decisions

»  Frustration and guilt about not giving people enough time and input recognising that
therapy can’t do it all and is 24 hours, training needed for home care staff and for people to
take responsibility for their own care/ life

* Motivation, participation, lots on goal setting and measurement with use of individualised
and tailored use of assessment measures.

» Challenges of bed pressures, make decisions guickly and need to manage expectations early
in the process. Effective use of resources. How do we allocate scare resources and place
value on how to allocate to and how pressing this is in the last 1000 days
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Appendix L — Delphi round one and two

guestionnaire

Rehabilitation Potential - Delphi Questionnaire
Round One

0% complete

Page 1: Introduction

Thank you for agreeing to take part in this questionnaire. The purpose of this Delphi questionnaire is
to seek Physiotherapists and Occupational Therapists thoughts and comments on a tool which
supports clinical decision making in assessing rehabilitation potential in older people living with
frailty. The tool has been developed from existing and new evidence and is designed for use in the
hospital setting.

Rehabilitation potential is a process which involves complex clinical judgement and prognosis of the
projected benefits of undertaking a targeted programme of rehabilitation. It involves developing an
understanding of who will participate with rehabilitation in and outside the therapy setting, who can
support this, who is likely to benefit and the availability of services. The assessment should take into
account physical and psychological factors identified during multi-disciplinary assessments, along
with individual patients’ needs and wants and the availability of family support.

Powered by online surveys | copyright | survey contact details
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Rehabilitation Potential - Delphi Questionnaire
Round One

[ ]
4% complete

Page 2: Instructions

We would like you to consider the importance of the following 18 statements when assessing
whether a patient has rehabilitation potential. Below each statement is an explanation. These
explanations will be included in the subsequent training pack for the tool which will be developed
from this Delphi.

You will be asked to rate each statement with a 5 point scale, where 5 = strongly agree to 1=
strongly disagree. There is additional space below each question for you to justify your responses
or seek clarification on uncertain statements.

The guestionnaire concludes with seven questions about your clinical experience.

Powered by online surveys | copyright | survey contact details

323



Rehabilitation Potential - Delphi Questionnaire
Round One

=3
9% complete

Page 3: Question 1

This part of the survey uses a table of questions. view as separate questions instead?

An assessment of rehabilitation potential should consider any underlying physical issues
which may affect or interfere with rehabilitation. Consider the impact that any underiying physical
issues, symptoms or medical conditions might have on a patient's ability to benefit from or participate in
rehabilitation. Are these being actively managed? Are they stable or unstable? Are they reversible or
irreversible? Are you able to predict their trajectory? This may include conditions or symptoms. For example;
poor nutritional stafus, pain or heart failure, co-morbidities. % Required

More info

Please don't select mere than 1 answer(s) per row.

Please select at least 1 answer(s).

Neither
S/E\rsrne?;y Agree Agree nor Disagree git;gn?tle\é
Disagree ¢

An assessment of

rehabilitation potential

should consider any

underlying physical m] @] @ 5] @
issues which may

affect or interfere with

rehabilitation

a. Please add additional comments or feedback to the above question

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

]
13% complete

Page 4: Question 2

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider any unresolved physical issues
which may affect or interfere with rehabilitation. Consider the impact that any physical issues or
symptoms, medical conditions or acute events might have on a patient’s ability to benefit from or participate in
rehabilitation. Are these being actively managed? Are they stable or unstable? Are they reversible or
irreversibie? Are you able to predict their trajectory? For example; ongoing treatment for an infection,
planned surgery, or pain. * Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answen(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of

rehabilitation potential

should censider any

unresolved physical (] @ o ] (5]
issues which may

affect or interfere with

rehabilitation.

a.  Please add additional comments or feedback to the above question.

< Previous Next >

325



Rehabilitation Potential - Delphi Questionnaire
Round One

|
18% complete

Page 5: Question 3

This part of the survey uses a table of questions. view as separate questions instead?

An assessment of rehabilitation potential should consider underlying psychological issues which
may affect a patient's motivation or participation in rehabilitation. Are these new or ongoing issues?
What management strategies have or could be put in place to enable a patient to receive or benefit from
rehabilitation? For example; anti-depressant medications for low mood, memory issues and disruptive

behaviours for which strategies or specialist teams may be advised. Consider if these issues are exacerbated

by their acute iliness, underlying conditions or the hospital environment. % Required
Please don't select more than 1 answer(s) per row.

Please select at least 1 answern(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of

rehabilitation potential

should consider

underlying

psychological issues ] @ (&
which may affect a

patient's motivation or

participation in

rehabilitation.

a. Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

=
22% complete

Page 6: Question 4

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider unresolved psychological issues
which may affect a patient's motivation or participation with rehabilitation. Are these new or
ongoing issues? What management strategies have or could be put in place to enable a patient to receive or
benefit from rehabilitation? For example; identification and management of delirium. % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s)

Neither
Agree Agree not Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of

rehabilitation potential

should consider

unresolved

psychological issues ] o @ @ 3]
which may affect a

patient's motivation or

participation with

rehabilitation.

a. Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

e
27% complete

Page 7: Question 5

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider if the patient has been able to demonstrate
participation in the rehabilitation assessment or rehabilitation programme during this current episode
of care. During the assessment, rehabiiitation programme or routine care, has the patient been abie to
participate? Do they require verbal or non-verbal prompts? Is their participation consistent or does it
fluctuate? Do they fake an interest in the assessment or rehabilitation? Motivation and pariicipation may
fluctuate and differ once the patient has recovered from an acute iliness or returns to their usuval place of
residence, S0 consider If the assessment needs to be repeated at a later date. If they have previously been in
receipt of rehabilitation then consider contacting community services to determine previous rehabilitation
response and/or participation. % Required

Please don't select meore than 1 answer(s) per row.

Please select at least 1 answer(s).

Strongly PeHlEE Strongly
Rt Agree Agree nor Disagree Dicadres
¢ Disagree 9

An assessment of

rehabilitation potential

should consider if the

patient has been able

to demonstrate

participation in the - . .
rehabilitation =
assessment or

rehabilitation

programme during this

current episode of

care

a.  Please add additional comments or feedback to the above question.
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Rehabilitation Potential - Delphi Questionnaire

Round One

——
31% complete

Page 8: Question 6

This part of the survey uses a table of questions. view as separate questions instead?

An assessment of rehabilitation potential should consider if the patient will be supported in their
activities of daily living in their usual place of residence. Consider if the patient requires support to

complete activities of daily living or soclal interactions and if the support is currently available or pianned. This
may include family members, carers, community teams or the voluntary sector. % Reguired

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Strongly
Agree

An assessment of
rehabilitation potential
should consider if the
patient will be
supported in their
activities of daily living
in their usual place of
residence.

a. Please add additional comments or feedback to the above question

< Previous

Neither Strondi
Agree nor Disagree Di gy
Disa isagree

gree
(0] (] =
Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

E—
36% complete

Page 9: Question 7

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider if the patient will be supported to continue
rehabilitation outside the therapy setting in their usual place of residence. For patients who may lack
capacity, have cognitive issues or are found to currently have low levels of motivation, are they likely to
continue with rehabiiitation outside formal therapy sessions. Will they have support to enable this? For
example; spouse, family members, carers, community teams or the voluntary sector. % Required

Please don't select more than 1 answer(s) per row.
Please select at least 1 answer(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Disagree

Strongly
Agree

An assessment of

rehabilitation potential

should consider if the

patient will be

supported to continue o ] ] ] ]
rehabilitation outside

the therapy setting in

their usual place of

residence.

a. Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

=
40% complete

Page 10: Question 8

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider a patients current functional abilities and
levels of independence. Consider what the patient is currently able to do in the hospital setting. This may
include transfers, mobility, self-care activities. When assessing for current abilifies be aware of the limitations
which the hospital environment, their underlying conditions or acute event may have on the patient. For
example; reduced mobility or exercise tolerance due to admission. #* Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of

rehabilitation potential

should consider a

patients current [} ] o 5] o
functional abilities and

levels of

independence.

a. Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

45% complete

Page 11: Question 9

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider a patients pre-morbid (pre-admission)
functional abilities and level of independence. \What was the patient's previous level of functional abilities?
Consider asking about their pre-morbid abilities in the last days, weeks or months prior 1o hospital admission.
Supplement this with information from family members, carers and community service providers. %
Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Strongly Neithey z
Agree Agree Agree nor Disagree

Disagree

Strongly
Disagree

An assessment of

rehabilitation potential

should consider a

patients pre-morbid O o ] O =
{pre-admission)

functional abilities and

level of independence.

a.  Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

50% complete

Page 12: Question 10

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation should include a thorough understanding of the patients environment
in their usual place of residence. What type of accommodation do they usually reside in? Consider existing
aids, adaptations, access and what the patient needs to be able to do to refurn there. % Reguired

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of
rehabilitation should
include a thorough
understanding of the
patient’s environment
in their usual place of
residence

o

a.  Please add additional comments or feedback to the above question

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

54% complete

Page 13: Question 11

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation should include a thorough understanding of the patient’s

environment at their next destination. i you are considering referral to inpatient or community residential

rehabilitation ensure that you have a good understanding of this environment and its suitability for the patient.
%* Required

Please don't select more than 1 answer(s) per row.
Please select at least 1 answen(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Disagree

Strongly
Agree

An assessment of

rehabilitation should

include a thorough

understanding of the ] ] @ 5] @
patient’s envircnment

at their next

destination.

a. Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

59% complete

Page 14: Question 12

This part of the survey uses a table of questions. view as separate questions instead?

An assessment of rehabilitation potential should include what support the patient requires to make
decisions about their future. Does the patient have capacity and/or insight to make decisions about their
future needs, care and rehabiiitation choices? Is an assessment of Mental Capacity required? Who is able to
support the patient in this process; family, carers. GP? % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s)

Strongly Slesiier : Strongly
A Agree Agree nor Disagree Di
gree Disaaree isagree
g

An assessment of
rehabilitation potential
should include what
support the patient ] ] ] (@] (=]
requires to make
decisions about their
future.
a. Please add additional comments or feedback to the above question

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

63% complete

Page 15: Question 13

This part of the survey uses & table of questions. view as separate questions instead?

An assessment of rehabilitation potential should include asking the patient what is important to
them. Ask the patient what is important to them to establish what they want fo achieve or value. in the
hospital setting this may include returning to their usual piace of residence, personal relationships or activities
of daily living. If a patient lacks capacity or has difficulties with cognitive function, family and friends may be
able to provide additional information. % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Strongly Hpmtior , Strongly
Agree Agree nor Disagree ;
Agree Di Disagree
isagree
An assessment of
rehabilitation potential
should include asking 5] 3] ] @] ]
the patient what is
important to them.
a. Please add additional comments or feedback to the above question
< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

68% complete

Page 16: Question 14

This part of the survey uses a table of questions. view as separate questions instead?

An assessment of rehabilitation potential should include setting and agreeing on short-term, medium-
term and long-term goals. Goals which are Specific Measureable Achievable Realistic and Timed (SMART)
should be discussed and agreed with the individual based on what is important to them. Short-term goals may
include leaving hospital care. Medium-term; independence with mobiiity, self-care. Long-term, outdoor
mobility. social interactions. Be aware that goals set in the hospital may change once the patient has been
transferred or returns to their usual place of residence. Goals should focus on the patient and not what the
therapist wants them to achieve. % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Strongly beihey : Strongly
Agree Agree nor Disagree :
Agree Di Disagree
isagree
An assessment of
rehabilitation potential
should include setting = - -
2 = = (] = (=]
and agreeing on short-
term. medium-term
and leng-term goals.
a. Please add additional comments or feedback to the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

72% complete

Page 17: Question 15

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should incorporate findings from the multi-disciplinary
team. /ncorporate assessment findings from other members of the muiti-disciplinary team. Has the decision
that someone does or does not have rehabilitation potential been discussed with members of the team? Use
verbal or written information to build up a picture of the patient's needs. wants and abilities. For example;
nurses, doctors, social workers, psychologists, family, fnends and carers. Community based staff such as
social care support workers, community therapists and GP’s shouid be consuited. % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of

rehabilitation potential

should incorporate @ (=] (=] ] o
findings from the multi-

disciplinary team.

a.  Please add additional comments or feedback on the above question

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

77% complete

Page 18: Question 16

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should be carried out over multiple time points. A patient's
needs and abilities should be assessed more than once. This may either be through direct assessment,
observation or other team member's assessments. If you are unable to establish this in the hospital sefting
consider referring for a community follow up assessment. % Required

Please den't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Agree

Strongly
Disagree

An assessment of

rehabilitation potential

should be carried out @ @
over multiple time

points.

a. Please add additicnal comments or feedback on the above question

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire

Round One

81% complete

Page 19: Question 17

This part of the survey uses a table of questions, view as separate questions instead?

An assessment of rehabilitation potential should consider the availability of services to provide the
rehabilitation needed by the patient. Consider the type, dose, intensity, location, referral criteria and
speed of referral. What type of rehabiiitation programme does the patient need to meet their goals?
Consider jocation, intensity, types of rehabilitation offered and the skilis staff need to support the individual. If
there is a pressing need to transfer the patient out of the hospital setting, ensure that plans for future
rehabilitation are established or liaise with community based providers for reassessment or review. %

Required
Please den't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Stronal Neither
9y Agree Agree nor Disagree
Aes Disagree

An assessment of

rehabilitation potential

should consider the

availability of services

to provide the

rehabilitation needed . - B
by the patient. = = < =
Consider the type,

dose, intensity.

location, referral

criteria and speed of

referral.

a.  Please add additional comments or feedback on the above guestion.
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Rehabilitation Potential - Delphi Questionnaire
Round One

86% complete

Page 20: Question 18

This part of the survey uses a table of questions. view as separate questions instead?

An assessment of rehabilitation potential should consider if the proposed rehabilitation
programme is likely to be effective. Consider if the proposed rehabilitation programme is likely to
worlk taking into account a patient's likely response and predicted benefit. Do you have a good
understanding of the evidence base on the effectiveness of rehabilitation in this patient population?
Are you able to predict the patient's likely response from rehabilitation? % Required

Please don't select more than 1 answer(s) per row.

Please select at least 1 answer(s).

Strongly Newther Strongly
A Agree Agree nor Disagree 3
gree Di Disagree
isagree
An assessment of
rehabilitation potential
should consider if the ! =
e 5 J = | [} Ll

proposed rehabilitation
programme is likely to
be effective.
a. Please add additional comments or feedback on the above question.

< Previous Next >
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Rehabilitation Potential - Delphi Questionnaire
Round One

90% complete

Page 21: Information about your clinical experience

@D Your name. (This information will only be available to the study team and will not be shared
with other participants.) * Required

&» What is your contact email address? (This information will only be available to the study team and
will not be shared with other participants.) * Required

&P GCender * Reguired

O Female
o Male
& Prefer not to say

@3 Which country do you currently work in? % Required
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€XD \What is your profession? % Required

© Occupational Therapist
© Physictherapist
© Other

& If you selected Other, please specify:

€8 Please indicate which setting best describes where you currently work % Reguired

I Acute hospital

i In-patient rehabilitation
1 Community based
University

[ Other

o

a |f you selected Other, please specify:

@3 Howlong, in years, have you been a qualified health professional? # Required

Plzase enter 3 whole number (integer).

I

@B How many year's experience do you have in geriatrics or geriatric rehabilitation? % Required

Please enter 2 whole number (int=ger).

I |

What is your highest professional quslification? (Degree, masters, PhD) % Required

Pl=aze enter 3 response that only contains iettars.

l |
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Rehabilitation Potential - Delphi Questionnaire
Round One

95% complete

Page 22: Additional Comments

&® Do you have any additional comments or feedback on rehabilitation potential in frail older people?

Rehabilitation Potential - Delphi Questionnaire
Round One

100% complete
Final page

Thank you for taking time to complete this questionnaire.

We will now collate your answers and will be in touch shortly with round two of the Delphi
questionnaire.

Powered by online surveys | copyright = survey contact detsils
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Rehabilitation Potential - Delphi Round Two

0% complete

Page 1: Introduction

Thank you for completing round one of the Delphi Consensus into Rehabilitation Potential and for
agreeing to take part in this second questionnaire. The purpose of this work is to seek
Physiotherapists and Occupational Therapists thoughts and comments on a tool which supports
clinical decision making in assessing rehabilitation potential in older people living with frailty. The ool
has been developed from existing and new evidence and is designed for use in the hospital setting.
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Page 2: Round One Results

In round one, you were asked to consider the importance of 18 statements on rehabilitation potential
and rate each statement with a S point scale.

Statements which scored 75% agreement or more (rated either as "strongly agree” or "agree”) were
said to have reached consensus. 14 cut of the 15 statements reached consensus and will be
integrated intc the assessment tool. These were:

Statement 1 - An assessment of rehabilitation potential should consider any underlying physical
issues which may affect or interfere with rehabilitation.

Statement 2- An assessment of rehabilitation potential should consider any unresolved physical
issues which may affect or interfere with rehabilitation.

Statement 3 - An assessment of rehabilitation potential should consider underlying psychological
issues which may affect a patient's motivation or participation in rehabilitation.

Statement 4 - An assessment of rehabilitation potential should consider unresclved psychological
issues which may affect a patient's motivation or participation with rehabilitation.

Statement 5 - An assessment of rehabilitation potential should consider if the patient has been able
to demenstrate participation in the rehabilitation assessment or rehabilitation programme during this
current episcde of care

Statement 8 - An assessment of rehabilitstion potential should consider a patients' current
functicnal sbilities and levels of independence.

Statement 9 - An sssessment of rehabilitation potential should consider a patients pre-morbid (pre-
admission) functional abilities and level of independence.

Statement 10 - An assessment of rehabilitation should include a thorough understanding of the
patient's environment in their usual place of residence.

Statement 12 - An assessment of rehabilitation potential should include what support the patient
requires to make decisions about their future.

Statement 13 - An assessment of rehabilitation potential should include asking the patient what is
important to them.

Statement 14 - An assessment of rehabilitation potential should include setting and agreeing on
short-term, medium-term and long-term gosls.

Statement 15 - An assessment of rehabilitation potentisl should incorperate findings from the multi-
disciplinary team.

Statement 16 - An assessment of rehabilitation potential should be carried out over multiple time
points.

Statements 18 - An assessment of rehabilitation potential should consider if the proposed
rehabilitation programme is likely to be effective.
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Rehabilitation Potential - Delphi Round Two

—
25% complete

Page 3: Round Two Instructions

The results of four statements which did not reach consensus were analyzed and findings have been
incorporated into the reframed statements. Two questions have been merged so there are three
statements for you to review.

In this questionnaire you will find:

1. The original statement

2. % consensus achieved (results from round one)
3. The rationale for the revised statement.

4. The revised statement.

Please rate each statement with the 5 point scale, where 1 = strongly agree to 5 = strongly
disagree. There is additional space below each question for you to justify your responses or seek
clarification on uncertain statements.

< Previous Next >
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Page 4: Revised Statement 1

Original Statement

An assessment of rehabilitation potential should consider if the patient will be supported in their
activities of daily living in their usual place of residence. (Consider if the patient requires support to
complete activities of daily living or social interactions and if the support is currently available or
planned. This may inciude family members, carers, community teams or the voluntsry sector.)

Round One Results

Level of participant agreement with the statement:
35.8% strongly agreed

32.1% agreed

7.5% neither agreed nor disagreed

17% disagreed

7.5% strongly disagreed

Rationale for Change

Clinicians spoke of distinguishing between what support was cumrently provided, what support is
planned for the future (external or service potential) and the individual's intrinsic potential to benefit
from rehabilitation. Results suggested that the need for support in ADLs should not

exclude individuals from being referred for rehabilitation.

This part of the survey uses a table of quastions, view 3s separate questions instead?

Revised Statement - An assessment of individuals' rehabilitation potential should not take into
account if they will be supported in their activities of daily living in their ususl place of residence. %
Required

Please don't select more than 1 answer(s) per row.

Please selsct 3t lzast 7 answern(s).

Neither
Strongly : Strongly
Agree Agree AE)Ig:;rr;c;r Disagree Disagree
An assessment of
individuals'
rehabilitation potential

should not take into

account if they will be () @ (= 5 @
supported in their

activities of daily living

in their usual place of

residence.

8. Please add additional comments cor feedback to the above question
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Page 5: Revised Statement 2

Original Statement

An assessment of rehabilitation potential shoukd consider if the patient will be supported to continue
rehabilitation outside the therapy setting in their usual place of residence. (For pstients who may lack
capacity, have cognitive issues or are found to currently have low levels of motivation, are they likely
to continue with rehabilitation outside formal therspy sessions. Wil they have support to enabie this?
For example; spouse, family members, carers, community tesms or the voluntary sector.)

Round One Results

Participants level of agreement with the statement:
35.8% strongly agreed

35.8% agreed

17% neither agreed nor disagreed

9.4% disagreed

1.9% strongly disagreed

Rationale for Change

Clinicians are asked not to take info account whether the individual will be supported to continue with
rehabilitation outside the therapy session. Individuals may need additicnal support to ‘reach their
potential’ but this should not preclude them from being referred for further rehabilitation. Round one
results suggest that this could be detrimental to individusls living alone, those with cognitive
impairment or poor mofivation. This was said to possibly exclude individuals with low levels of
motivation, impaired cognition, or capacity or those living alene. Hence reworded into NOT.

This part of the survey uses 3 1atle of questions, view 3s separate questions instead?

Revised Statement - An assessment of individuals’ rehabilitation potential should not take into
account whether they will have support to continue rehabilitation outside the therapy session. *
Required

Please don't select more than 1 answer(s) per row.

Please selsct 3t lzast T answerns).

Neither
Strongly x Strengly
Agree Agree %%srzzrg Disagree Disagree

An assessment of
individuals'
rehabilitation potential
should not take into
account whether they i (= (= (1] [

will have support to
continue rehabilitation
outside the therapy
session.

8. Please add additional comments or feedback to the above question.
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Revised Statement - An assessment of individuals’ rehabilitation potential should not consider the
availability of the services to provide the required rehabilitation This refers to the potential of the
service to meet needs and not the potential of the individual patient. * Required

Please don't select more than 1 answer(s) per row.

Please select st least 1 answer(s).

Neither
Agree Agree nor Disagree
Disagree

Strongly
Disagree

Strongly
Agree

An assessment of

individuals’

rehabilitation potential

should not consider the
availability of the

services to provide the -
required rehabilitation. :
This refers to the

potential of the service

o meet needs and not

the potential of the

individual patient.

a. Please add additional comments or feedback to the above question.
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Appendix M - Delphi invite letter

o | riesser - Nottingham University Hospitals [L/sA

LINITH RIMGEOR « CHESRA < MALAYSIA NHS Truﬂ

Division of Rehabilitation and Ageing Schaol of Medicing,
University of Nottingham OQMC Campus,
Derbyy Road,
Mottingham NG7 2UH
alison.cowley@nottingham.ac.uk
18 September 2017
Dear Sir or Madam,

| am writing to invite you to participate in a Delphi consensus exercize on the topic of ‘rehabilitation
potential’ in older people. The purpose of this study is to develop and test a patient-centred assessment
tool that will help clinicians identify ‘rehabilitation potential’ in frail older people in the hospital setting.

As an established expert in this fizld or someons who has had experience of rehabilitation assessmeants
and programimes we are keen to gain your views on the concept of ‘rehabilitation potential® and how
this is assessed. The subsequent assessment tool will then be tested in the hospital setting.

Specifically we would like you to answer two short onling guestionnaires. Both questionnaires should
take approvimately 20 minutes to complete. The first questionnaire will include 2 number of questions
about rehabilitation potential. The second guestionnaire will include a summary of the group’s
responses, definitions of rehabilitation potential, how it is assessed and what makes a ‘good’ outcoms
of rehabilitation. The second questionnaire will be used to assess your agreement with the answers.
There will be room for you to ask additional guestions. We would respectfully ask that you complete
gach guestionnaire within two weeks, Further details are provided in the attached participant
information shaet.

We feel that your expertise would be extremely beneficial in developing a credible, dinically relevant
and patignt-centred assessment tool and would be very grateful if you would consider participating in
this Delphi study. If you would like to contribute please inform ws by email or telephone and we will
forward the instructions for the first Delphi round. If you wish to take part but do not have accessto a
computer or the intermet we will be able to provide paper copies.

This study is part of a PhD funded by the National Institute of Health Besearch at the University of
Mattingham and Nottingham University Hospitals NHS Trust.

Flease do not hesitate to contact us if you reguire further information.

Yours sincerely,

o

Alison Cowley

Chief Investigator and HEE/NIHR Clinical Doctoral Research Fellow

Assessment of Rehabilitation Potentizl Delphi Letter Vi1 IRAS; 227228  Sponsor: 17HCO02
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Appendix N — Delphi participant information sheet

MNottingham University Hospitals INHS |

NHS Trust

Participant Informaticn Sheet - Delphi Consensus

Version: 3.1 Date: 12/12/2017
Assessment of rehabilitation potential in frail older people in the acute
healthcare setting: a mixed methods study

Principal Inwvestigator: Alison Cowley
FART 1

1. Invitation

¥You are being inwvited to take part in a research study. Before you decide
wieth cr not to take part, it is impertant for you to understand why the
regearch is being done and what it will inwveolwe. Please take time to read the
following information carefully, and discuss it with others if you wish.

AET 1 tells you the purpose of this study and what will happen to you if you
take part.
LAT 2 giwes you more detailed information abkout the conduct of the study.

Lak us if there iz anything that is not clear, or if you would like more
informaticon. Take time to decide whether or not vou wish to take part.

2. What iz the purpose of the study?

The primary geal of rehakilitaticn is to enable individuals to meximise theilr
participaticn in scciety through their daeily activities. Clinicians
increasingly recognise that this can be achiewved with ewen the most
physically and cognitively impaired adults. Therapists are cften required to
make decisions about a patient’s potential to respond to rehabilitation
interventions as part of clinical practice. Decisions about “rehabilitation
potential’ can determine what rehabilitaticn serwvices, if any, an older
patient with complex health and social care needs is able to sccess of part
of NHS care. In the hospital setting therapists may hawe lir
aaszezs and work with patients, families and carers and the mplexici
ageing may not alway3s be fully appreciated. ¥et no specif guidelines exist
to help therapists make conaistent cor evidence-based decisicns about
rehabilitation potential.

The purpose of thisz study is to dewelop and test an asaessment tool that will
help identify ™“rehabilitaticn pcotential” in frail older people in the
hospital setting. This study is part of 2 PhD docteoral research funded by the
Maticnal Institute of Health Research at the Uniwersity of Hottingham and
Mottingham Uniwversity Heoaspitals WHS Trust.

3. Why have I been choszen?

¥ou are being invited to take part because you hawve either experience of
agzessing colder peopls with complex needs for rehabilitation, deliwvering or
commizsicning programmes of rehabilitation or receiving or caring for someone
who has receiwved & rehakilitaticn assessment. We are inviting twenty
participants to take part in the Delphi conssnsus study.

4, Do I have to take part?

Ho. It iz up to you to decide whether or not to take part. If you decide to
take part you will be giwen this informaticn sheet toc keep. Cocmpleticn of the
Delphi study electrecnic guesticnnaire will be taken as your consent and
separate written infermed consent will not be scught. If you decide to take
part you are free to leawve the study at any time and without giving a reason.

Aszessment of Rehabilitation Pofential Dedphi Parlicipant information Sheef V3.7 127122017
IRAS: 227228 Sponsor: 17THC002
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MHS Trust

If you withdraw, unless you ckisct, we will keep records relating
to the study, a3z this is waluable to the study. B decisicn to withdraw at
any time, or a decisicon not to take part, will not affect the quality of your
legal righta.

3. What will happen to me if I take part?

If you agree to take pert in the =study, a member of the study team will
gither meet with you or telephons you To ansSwWer any guestiona you may hawve.
Thia atudy will invelwe you taking part in a Delphi Consensus approach.

The Delphi technigue =zeeks to cbtain consensus or agreement on the opinions
of experts through a series of structured gquesticnnaires. As part of 5
process, responses re summarized and feedback anconymously to 5

participants whe then can respond toc the feedback. Participants are often

referred toc a3 panel members.

B. What do I have to do?

We are inviting you to participate as a Delphi panel member. This would
involyve answering two short guesticonnaire related to the assessment of
rehabilitation potential in clder pecople using an cnline surwvey. Each
guesticnnaire should take 20 minutes to complete. After completing the first
guesticnnaire you would receive a summary of the group's responses,
definiticns of rehabilitaticn potential, how it is assessed and what makes &
‘good' cutcome of rehabilitaticon. The seccnd gquesticnnaire will be used to
aazeszs your agreement with the answers. There will ke room for you to ask
additicnal gueaticns. We would respectfully ask that you complete sach
questicnnaire within two weeks

7. What are the possible disadvantages and risks of taking part?
It i3 not anticipated that there are any disadwvantages of you taking part.

8. What are the possible benefits of taking part?

The informaticn we get from your participation in this study will
develop a rehabilitation potential assesament tool. We hope that by be
understanding what is meant by the clinical term rehabilitaticn potential,
how it aasessed and what makes a ‘good cutcome’ from rehabilitation we may
influence how rehabilitation services are designed and provided for older
pecple liwing with frailty.

9. What happens when the research study stops?
Nothing else will ke expected of wou. A report of the study will ke freely
available if you reguest a copy.

10. What if there iz a problem?

If you hawe a concern about any aspect of this study, wyou should ask to speak
with the researchers who will do their best to answer your guestion. If you
remain unhappy and wish to complain formally, wou can do this through the HHS
Complaints Procedure. Details can ke cbtained from the hespital or you can
contact PALS (Patient Adwice and Liaiscn Serwvice) telephone 0E00 183 0204. We
do not anticipate that you will come to any harm taking patrt in this study.

In the event that something deoes go wrong and you are harmed during the

regearch atudy there are no special compensation arrangements. I you are

harmed and thia iz due to somecne’s negligence then you may have grounds for
legal acticn for compensation but you may have to pay your legal costs. The

Assessment of Rehabiitalion Potential Delphi Participant Information Sheet V3.7 121122017
IRAS: 227228 Sponsor; 17THC002

Nottingham University Hospitals NHS
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Nottingham University Hospitals INHS

MHS Trust

normal MNaticnal Health Serwvice complaints mechanisms will still be
available to you.

11. Will my taking part in this study be kept confidential?
Yes. All the information about your participaticon in this study will be kept

-

confidential. Details are included in Part 2.

12. Contact Details
Chief Inwvestigator
Name: DISSSRPCoWEEy Tel. Nurber: 0115 E230029

Study Team

MName: Professor Pip Logan Tel. MNumber: 0115 3230230
Mame: Dr Sarah Gocldberg Tel Number: 0115 3230543
Name: Dr Adam Gordon Tel Number: 01332 72464835

This completes Part 1 of the Informaticn Sheet.

If the infeormaticn in Part 1 has interested you and vou are considering
participaticn, pleaae ceontinue to read the additicnal information in Part 2
before making any decisicon.

PART 2

13. What will happen if I don't want toc carry con with the study?

Your participation is woluntary and you are free to withdraw at any time,
without giving any reascn. We will use the data collected up to your
withdrawal unless you specify otherwise.

14, Will my part in this study ke kept confidential?

If you consent to take part in this study, the records cbtained while you are
in this study a3 will remain strictly ccnfidential at all times. The
information will ke held securely on paper and electronically at the
University of Nottingham under the provisicons of the 1998 Data Protection
Let. Your name will not be passed to anycne else cutside the ressarch team or
the sponscr, who iz not invelwved in the study. You will be allocated study
number, which will ke used as a cede to identify vou cn all study forms.

Your records will be available to pecple authorised to work on the trial but
may also need to be made available to pecple authorised by the Research
Spcnacr, which is the crganisaticn respcnsikble for ensuring that the study is
carried cut correctly. By completing the Delphi electronic guesticnnaire wyou
agree to this acceas for the current study and any further research that may
be conducted in relation teo it, ewven if vou withdraw from the current study.

The information collected abont you may also be shown to authorised people
from the UK RBegulatory Authority and Independent Ethics Committee: this is to
ansure that the study is carried out te the highest possible scientific
standards. All will hawve a doty of canfidentiality to you as a research

participant.

If you withdraw consent from the study, unless you ckject, your data will
remain cn file and will ke inecluded in the final study analysis.

Assessment of Rehabiitafion Pofentia! Delphi Participant informsation Sheet V3.1 12722017
IRAS: 227228 Sponsor 17HG002
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WHS Trust

In line with Good Clinical Practice guidelines, at the end of the
study, vour data will be securely archived for a minimum of sewen years.
Arrangements for confidential destructicn will then be made.

15. What will happen to the results of this study?

The results of the atudy will be awvailasble after it finishes and will usually
be published in a clinical journal or be presented at a scientific
conference. The study will be written up and submitted in fulfilment of a2 PhD
at the Uniwversity of Nottingham. The data will be ancnymous and none of the
participants inwvolwved in the study will ke identified in any report or
publication.

16. Who iz organising and funding this clinical trial?

The MNottingham Uniwversity Hospitals NHS Trust will act & sponscr the
research. The Health Educaticn England and HNational Institute of Health
Beaearch will fund the reaearch.

17. Who has reviewed the study?

A1]l rezearch in the NHS is lcoked at by an independent group of people called
a Research Ethics Committees, to protect your safety, rigl well-being and
dignity. This study has been reviewed and given a favourable opinicn by the
NHS by Yorkshire i The Humber - Bradfcrd Leeds Research Ethics Committee.

The study has alac been reviewed and approwved by the Research & Innowvation
department of Nottingham Uniwversity Hospitals NHS Trust. The study has also
been reviewed by the Naticnal Institute of Health Research.

18. Contact for further informaticn

You are encouraged to ask any questicns vou wish, befiore, during cor after yvoun
take part in the Delphi ccnsensus. If you have any guesticns about the study,
please talk teo a member of the study team who will provide you with any
informaticon you need. If you wish to read the research on which this study is
based, please ask a member of the study team. If you require any further
information cor hawve any cocncerns while taking part in the study please
contact cne of the fellowing pecple: Rliscn Cowley cor Frofesscr Pip Logan.

If you decide you would like to take part then please complete the slectronic
guesticnnaire. You will be given a copy of this informaticn sheet and the
congent form to keep. You can have more time to think this ower if you are at
all unsure.

Thank you for taking time to read this informaticn sheet and to considering
taking part in this study.

Assessment of Rehabilitation Poltential Delphi Participant Information Sheet V3.1 12422017
IRAS: 227228 Sponsor. 17THCO02
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Appendix O- TIDieR Checklist

T:Die

Template o "
Description and Replication

The TIDieR (Template for Intervention Description and Replication) Checklist*:

Information to include when describing an intervention and the location of the information

Item [tem Where located **
number Primary paper Other T (details)
(page or appendic
numkber})

ERIEF NAME

1. Provide the name or a phrase that describes the intervention. 134
WHY

2. Describe any rationale, theory, or goal of the elements essential to the intervention. _ 134154
WHAT

3. Materials: Describe any physical or informational materials used in the intervention, including those 151
provided to participants or used in intervention delivery or in training of intervention providers.
Provide information on where the materials can be accessed (e.q. online appendix, URL).

4. Procedures: Describe each of the procedures, activities, andfor processes used in the intervention, 151
including any enabling or support aclivities.
WHO PROVIDED

5. For each category of intervention provider (e.g. psychologist, nursing assistant), describe their 151152
expertise, background and any specific training given.
HOW

6. Describe the modes of delivery (e.g. face-to-face or by some other mechanism, such as internet or 152
telephaone) of the intervention and whether it was provided individually or in a group.
WHERE

T. Describe the type(s) of location(s) where the intervention occurred, including any necessary 152153

infrastructure or relevant features.
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WHEN and HOW MUCH

8. Describe the number of timas the intervention was delivered and owver what perod of time including 154

the number of sessions, their schedule, and their duration, intensity or dose.
TAILORING
a. If the intervention was planned fo be personalised, fitrated or adapted, then describe what. why. 154

when, and how.
MODIFICATION S

107 If the intervention was modified during the course of the study, describe the changes (what, why. 154

when, and how).
HOW WELL

11. Planned: If intervention adherence or fidelity was assessed, describe how and by whom, and if any 154

strategies were used to maintain or improve fidelity, describe them.
127 Actual: If intervention adherence or fidelity was assessed, describe the extent to which the 202-200

intervention was deliverad as planned.

** Authors - use NYA if an item is not applicable for the intervention being described. Reviewers — usa "7’ if information abouwt the element is not reported/not
sufficiently reported.

1 If the informetion is not provided in the pimary paper, give details of where this information is evailable. This may include locations such as a published protocal
or other published papers (provide citation details) or a website {provide the URL).

* If completing the TIDieR checkdist for a protocol, these items are not relevant to the protocol and cannot be described wntil the study is complete.

* we strongly recommend using this checklist in conjunction with the TIDieR guide (5e= BivU 2014;348:21687) which contains an explanation and elaboration for each item.

* The focus of TIDieR is on reporting details of the intervention elements (and where relevant, comparison elements) of a study. Other elements and methodological features of
studies are covered by other reporting statements and checkdists and have not been duplicated as part of the TIDi=R checkist. when a randomised trial is being reported, the
TiDieR checklist should be used in conjunction with the CONSORT statement (s2e wwwoconsort-statement.org) 35 an extension of Iltem 5 of the CONSORT 2010 Statement.
‘when a dlinical trial protocol is being reported, the TiDieR checklist should be used in conjunction with the SPIRIT statement as an extension of item 11 of the SPIRIT 2013
Statement (see www.spirit-statemeant.org). For alternste study designs, TIDER can be used in conjunction with the appropriste checklist for that study design [see
www.equator-network.org].

TIDNeR checklist
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Appendix P — Example of data from the

triangulation protocol

What is ilitati ial?

Mapping Review

Often not clearly stated what definition was just that individuals were selected on basis of having RP. Found to be
either about safety and contraindications which prevents individuals from benefitting or participating from
rehabilitation. Definite, slight or nene potential for restoration of function. Identify potential for improvement in
independence of ADL or self-care activities. Commonly used definition was one by Rentz "estimates the individual's
capability of cooperating with a rehabilitation program and making measured functional gains in ambulation and
care." and the Norway government "physiological and psychological possibilities of a disabled patient to restore,
improve or maintain an optimal level of function and quality of life.” Potential to recover from an acute episode that
has left them in hospital, potential to discharge or return home. A prognostic indicator of how well a patient performs
in a standard inpatient rehab programme with estimation of patients personal strengths (motivation, cooperation,
cognitive status, personality constellation) medical complications, family support as they interface with therapies and
rehabilitation environment. estimates individuals capacity of cooperating with a rehab programme and making
measured functional gains, patient ADL functioning at 1 year, remains at end of home after treatment. Prognosticate
outcome and benefit individual will get from rehabilitation and evaluate levels of functioning the individual is capable

Focus groups

Rehabilitation potential involves a complex decision making process whereby clinicians are required to make clinical
judgements on an individual’s ability to benefit (measurable benefit/carryover) from a time limited and targeted
programme of rehabilitation. Clinicians must assess current and previous abilities, underlying diseases and

disabi es and prognostic on the impact that rehabilitation has on future function, abilities and well-being [social
participation/quality of life) whilst incorporating knowledge of disease trajectories. At the heart of rehabilitation
potential lies understanding patient needs and wants, their motivation, willingness and ability to participate in
rehabilitation and support (family/carers) to continue rehabilitation cutside of the ‘therapy session’. In a time and
resource pressure envirenment, clinicians must decide might rehabilitation work, is it available and it is wanted.

Convergence

Lack of clear and consistently applied definition. Involves understanding (estimation/prognostication) underlying
medical conditions and acute event that brought them into hospital, with psychological aspects (cognition, motivation,
personality traits) and social support mechanisms which impact on an individuals ability to cooperate and benefit from
rehabilitation interventions. Time limited/specific rehab interventions aim to restore, improve or maintain [less strong
evidence for maintenance) function, ADL, self-care and quality of life.

Complementarity

Invelves complex decision making and clinical judgement whereby clinicians assess previous and current abilities and
prognosticate on future abilities taking into account trajectories of disease and recovery and benefit that rehab will
have. Primarily led by clinicians but should involve individual and family members/carers to identify needs and wants.
Identified from setting rehabilitation goals, and observing/measuring carryover/rehab response. Individual and family
willingness to support and continue rehab outside therapy setting.

Dissonance

Selection to rehab programmes. Safety and contraindications to rehab involvement/benefits. Palliative and managed
decline also considered. More than function and quality of life - social participation. Medical model V socialffunctional
model. Retrospective label used in studies and big data sets - not in daily clinical practice.

Silence

Consensus on definition not agreed.

Conclusion

Complex clinical judgement, prognostication. Taking into account physiological {underlying conditions, acute event,
recovery, trajectory of frailty), psychological (motivation, cognition, personality, willingness to participate) with
individual needs/wants and support from family and carers. Understanding who will participate (in and outside of
therapy), who can support this and who is likely to benefit. Where benefit may involve improvement, regaining or
maintaining abilities of ADL, function and quality of life. Social participation and managed decline (palliative rehab).
Measured gains from targeted time limited rehab intervention. In order to apply clinically not retrospective
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Appendix Q- RePAT training manual

Assessment of rehabilitation potential in frail
older people in the acute healthcare setting:
a mixed methods study

Staff Participant Training Manual

Alison Cowley
Principal investigator: Alison Cowley

REC reference number: 227288

IRAS Project ID: 17/YH/0356

Study Team

Alison Cowley

Professor Pip Logan
Dr Adam Gordon

Dr Sarah Goldberg
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Assessment of rehabilitation potential in frail older people in the acute healthcare setting: a
mixed methods study.

Training manual

CONFIDENTIAL

This manual is for the sole use of physiotherapists and occupational therapists taking part in
the rehabilitation potential study. It must not be copied, reproduced or lent to any other
person without the permission of the study team

This manual complements the training sessions and should not be used in isolation
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Contact details

Alison Cowley

Email - alison.cowley@nuh.nhs.uk or alison.cowley@nottingham.ac.uk

Phone — D115 B230023|

Address — Centre for Doctoral Training, Room B35
Division of Rehabiltation, Ageing and Well-being
school of Medicine

amc

University of Nattingham

Nottingham NET 2UH

Funding statement

This study is part of a Clinical Doctoral Research Fellowship funded by the National Institute for
Health Research (MIHR) and Health Education England (HEE). It is sponsored by Mottingham
University Hospitals MHS Trust. The PhD is overseen by the University of Nottingham.
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2. What will be expected of me in the study?
After you have completed this training you be asked to;

Help identify five patients who are suitable for the study (recruitrment)

Make the initial approach to the patient (recruitment)

Complete your usual assessment on five patients (data collection)

Assess five patient using the rehabilitation potential assessment tool (data collection)
Take part in a short interview (data collection)

Al i o

We would like you to use the tool on a total of five patients in your dinical area/ward.

Recruitment Flowchart

Patient screened against
inclusion criteria by therapist and
researcher

Screen for mental capacity using
MICA tool

Has capacity Does not have apacity

Patient approached by therapist Consultee identified and Mo consultes.

contacted by usual clinical team

Researcher meets patient to Researcher meets consultee to
discuss entry into study. diEcuss entry into study.
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3. Patient recruitment criteria
Inclusion Criteria

1. Patients identified as frail using a recognised frailty screening tool OR identified by staff as being
frail and in receipt of rehabilitation assessments OR rehabilitation programmes in the acute hospital
setting OR those being deemed to have ‘no rehabilitation potential’ by staff delivering routine
clinical care.

2. Patients able to give informed consent OR if assessed and deemed to lack capacity consultee
agreement from carer or family member or appropriate consultes.

Exclusion Criteria
1. Patients in receipt of end of life care.

2. Patients who have an advanced care plan or directive which states that they do not wish to take
part in research studies.

3. Patients found to lack capaaty for which an approgriate consultee cannot be identified.

=41
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4, Mental Capacity

Patients will be assumed to have capacity unless proven otherwise as per the Mental Capacity Act
[4). If you are trained to assess for mental capacity then please complete using the tool below. If you
are not trained then mental capacity will be assessed by appropriately trained members of the multi-
disciplinary team. If the patient does not have capacity then an approgriate consultee will be
identified by the team.

Assessing Mental Capacity

Can the person (free from undue pressure)

* Understand information about the study? Yes[O Mo O

= Retain the information {for long enough to make a decision)? Yes [ No O
* LUsgittomake a decision?¥es 0 NoO

* Communicate the decision? Yes 0 No O

If yes to all — patient has capacity. If no to any — patient lacks capacity
Patient has capacity: Yes Mo

If yes, ask patient if they are willing to take part, and take formal consent? Ask patient if you could
talk to a family member or carer. Then contact carer for carer-participant consent.

If no, contact carer, seek consultee agreement and carer-participant consent.
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5. Patient Recruitment
Approaching the patient or consultee

The initial approach to either the patient or consultee must be made by the therapist or members of
the usual care team. The therapist will ask the patient if they would be happy to discuss taking part
in the study by the researcher. Posters about the study will be displayed on the ward.

Entry into the study

The researcher will then approach the patient and/or consultee, provide an information sheet and
discuss entry into the study.

Consent

If the patient or their consultee agrees to take part in the study then the written consent will be
obtained.
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6 - Data collection

Usual assessment completed by
therapist and patient

Rehabilitation potential
ssmient tool completed by
therapist and patient

Completed tool handed to
researcher and checked

Recearcher reviews clinical notes
to obtain information on routine

cange

Usual care

Please ensure that you have completed your usual assessment before using the rehabilitation
potential tool. What is included in this will be reviewed by the researcher along with other relevant
clinical data on underlying conditions, management plans 21c.

Using the tool

Please assess the patient using the rehabilitation potential assessment tool. Once completed hand to

the researcher who will check all boxes are complete.
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7. The rehabilitation potential assessment tool

The rehabilitation potential assessment tool comprises of 14 questions that explore a patient’s
rehabilitation potential with space for you to complete your assessment findings and clinical
reasoning. The information taken to complete this will come from discussions with the patient, carer
and family members, your assessment and that of other members of the multi-disciplinary team. It
will help you identify and consider key factors which influence rehabilitation potential. There is
space at the bottom of the tool to summarise your reflections and clinical reasoning on the patient’s
rehabilitation potential.

Guidance for completing the tool is included on the back page of the form.

1. Are there any underlying physical issues which may affect or interfere with rehabilitation?

This guestion asks you to consider the impact that any underlying physical issues or medical
conditions might have on an individual's ability ta benefit from or participate in rehabilitation.
Medical conditions, espedally multiple medical conditions (co-morbidities) need to be fully assessed
and explored to maximise individual's ability to take part in rehabilitation. Research studies have
shown that rehabilitation is effective for clder people in a variety of conditions and settings [5, B].
There is emerging evidence to suggest that measuring and identifying frailty is useful in predicting
who will benefit from rehabilitation (7).

Clinicians should consider if underlying medical are being actively managed during this hospital stay.
Can they be optimised through medical or surgical management? Are they stable or unstable,
reversible or irreversible? Can their trajectory be predicted and are they likely to recover?

For example, severe cardiorespiratory conditions or advanced heart failure, frailty syndrome, co-
morbidities or poor nutritional status.

Presence of co-maerbidities should not exclude an individual from accessing rehabilitation. Clinicians
should consider the impact that co-morbidities may have on the individual and not gurely the
number of underlying conditions (B).

2. Are there any unresolved physical issues which may affect or interfere with rehabilitation?

Consider the impact that any unresclved physical issues or acute events might have on an
individual's ability to benefit from or participate in rehabilitation. Are these being actively managed;
are they stable or unstable, reversible or irreversible? This should be done through discussion with
the multi-disciplinary team. This involves gaining an understanding of the likely recovery times and
trajectories for acute conditions such as infections, falls or fractures. For example, ongeing
treatment for an infection, poor nutritional status, pain or heart failure. Management plans to
address these factors need to be considered to optimise a patients ability to benefit from
rehabilitation. This could include adequate pain relief, timing of medications or adequate nutriticnal
support.
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3. Are there any underlying psychological issues which may affect an individual’s motivation or
participation with rehabilitation?

Consider underlying psychological issues which may impact on an individual’s ability to participate or
benefit from rehabilitation. Are these new or ongoing issues? What management strategies have or
could be put in place to enable an individuzl to receive and be an active partner in rehabilitation?
For example; antideprassant medications for low mood, delifium, memory issues, and disruptive
behaviours for which strategies or specialist teams may be advised. Consider if these issues are
exacerbated by an individual's acute illness, underlying conditicns or the hospital environment.

It is essential to understand the individual’s previous and current levels of cognition as well as
factors relating to mood, behaviour and persenality. Lizisen with family members, carers and
members of the wider multi-disciplinary team will provide information on any previous psychological
issues and their likely trajectory. They may also be able to provide advice and guidance on strategies
and management plans to suppeort the individual during their hospital stay and future rehabilitation.
The presence of dementia or other cognitive impairment should not prevent individuals from
accessing and benefiting from rehabilitation. Whilst some studies, in hip fracture, have found that
the presence of dementia is associated with poorer cutcomes (9-11), others have found that
fawourable cutcomes can be achieved in the presence of dementia (12, 13) but these patients may
need longer perieds of rehabilitation (14).

4. Are there any unresolved psychological issues which may affect an individual’s motivation or
participation with rehabilitation?

Consider unresolved psychological issues which may impact on an individual's ability to participate
or benefit from rehabilitation. Are these new or angoing issues? For example; a diagnosed or
undiagnosed delirium. What management strategies have or could be put in place to enable an
individual to receive rehabilitation? For example; antidepressant medications for low mood,
delirium, mamory issues, grief, and disruptive behavieurs for which strategies or specialist teams
may be advised. Consider if these issues are exacerbated by their acute illness, underlying conditions
or the hospital environment. In particular, behavioural changes, altered mood. Loss of motivation
and poor compliance can adversely impact on an individual's ability to engage and improve with
therapy [15). Many of these barriers can be overcome using compensatory technigues such as
memaory books, written prompts (16) and the use of explicit lzarning technigues of chservational
learning and learning by guidance [17).

In the acute hespital setting, identifying and managing delirium is essential. Delirium is characterised
by altered levels of consciousness, cognitive function and perception which may fluctuate and has
been linked to death, dementia and the need for long term care (18). Please liaise with medical
colleagues and refer to the NICE guidance (19) for more information on the identification,
prevention and treatment of delirium.
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5. Has the individual been able to demonstrate participation in the rehabilitation assessment or
rehabilitation programme during this current episode of care?

During the assessment, rehakilitation programme or routine care on the ward, has the individual
been able to participate? Do they require verbal or nen-verbal prompts? |s their participation
consistent or does it fluctuate? Consider the impact that medical and psychelogical factors can have
on participation. Do they take an interest in the assessment or rehabilitation? Motivation and
participation may fluctuate and differ once the individual has recoverad from an acute illness,
delirium or returns to their usual place of residence. If you are unsure you may want to consider
referral for reassessment once the acute condition has improved. If they have previously been in
receipt of rehabilitation consider contacting community services to determine previous
rehabilitation response and/or participation.

6. What are the individual's current functional abilities and levels of independence?

An assessment of rehabilitation potential should take into account an individual's current functional
ahilities and levels of independence. What is the individuzal able to do in the hospital setting either
with or without support? This may include an assessment of transfers, mobility and self-care
activities. When assessing for current abilities be aware of the limitations which the hospital
environment, underlying conditions or acute medical events may have on the patient. Acute ill
health may lead to prolonged periods of immobility, associated with loss of muscle mass and
function {sarcopenia). This may present as low muscle strength or reduced physical abilities (20)
which need to be considered during a rehabilitation assessment. Even short periods of immoability
can significantly impact on a frail older person’s functional abilities, exercise tolerance and
subsequent independence, well-being and quality of life.

In the hospital setting, patients may adopt the sick role which can act as a barrier to an individual's
participation in care, rehabilitation or dedsion-making (21).

Understanding these facters may have an impact on which future rehabilitation services you decide
to refer to.

7. What were the individual's pre-morbid (pre-admission) functional abilities and levels of
independence?

Consider the individuals pre-morbid or pre-admission levels of function and independence. What
was the individual's previous level of functional abilities in the days, weeks and meonths prior to this
hospital admission? Pre-morbid or pre-admission abilities provide information on the individual prior
to their current episode of ill health and are said to give the best idea of what they are capable of
achieving (22). Supplement this with information from family members, carers and community
service providers. Ensure that you have a good understanding of the impact that underlying medical
conditions and psychological issues have on pre-morbid abilities and their trajectories.
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B. Do you have a thorough understanding of individual's environment in their usual place of
residence?

What type of accommodation do they usually reside in? Consider existing aids, adaptations, access
and what the individual needs to be able to do to return there. This information will be obtained
from the patient, family members, carers or other members of the wider multi-disciplinary team.
Consider if a home visit is required or liaise with community colleagues (health andfor social care)
for further follow-up.

If you are considering referral to inpatient or community residential rehakilitation, ensure that you
have a good understanding of this environment and its suitability for the individual.

9. What support does the individual require to make decisions about their future?

Does the individual have capacity and/or insight to make dedisions about their future needs, care
and rehabilitation choices? What support does the individuzal require to make these decisions? Has
an assessmeant of Mental Capacity been completed or required? Wheo can support the individual in
this process; family, carers, GP? The Mental Capacity Act 1998 (4) is designed to empower and
protect people who may lack mental capacity to make their own decisions about their treatment and
care. For further advice seek support from appropriately trained colleagues (for example
consultants, advanced nurse practitioners). The two stage capacity tests should be completed by
appropriately trained clinicians.

The core principles of the MCA are:

1. Assume a person has capacity to make decisions by themselves, unless proven otherwise
through assessment.

Help individuals make their own dedsions, where possible.

Do not confuse lack of capacity to make a decision with an unwise decision.

If you make a decision for someone who lack’s capacity, it should be in their best interest.
Care and treatment provided to someone who lacks capacity should be the least restrictive
of their basic freedoms and rights.

Wt

Bear in mind that capacity may fluctuate in the hospital setting or with acute ill health and
conditions such as delirium.

10. Has the individual been asked “What's important to me?”

Ask the individual “what is important to me” to establish what they want to achieve or value. In the
hospital setting this may include returning to their usual place of residence, personal relationships or
activity of daily living. Where individuals may lack capacity or cognitive function, family and friends
may be able to provide information.
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By understanding what is important to the patient, appropriate goals can be identified and set. This
approach allows for a more person-centred approach, empowering individuals and bringing together
services to achieve the outcomes important to them (23). This can have a significant impact on
motivation, participation and satisfaction. These are impertant factors in achieving positive
outcomes in rehabilitation.

11. Have the goals been set and agreed which are SMART? (Short, medium, long term)

Goal setting is integral to person-centred care, by empowering individuals and bringing together
services to achieve outcomes that are important and of value to the individual (23). Goal setting has
been shown to improve participation (24, 25). Goals which are Specific Measureable Achievable
Realistic and Timed (SMART] should be discussed and agreed with the individual based on “What is
important to me”. Short term goals may include leaving hospital care. Medium term; independence
with mobility, self-care. Long term; cutdoor mability, social interactions. Be aware that goals setin
hospital may change once the individual has been transferred or returns to their usual place of
residence. Goals should focus on the individual needs and not what the therapist wants them ta
achieve.

12. Has the multi-disciplinary team been involved in the assessment or decision-making
process?

Incorporate assessment findings from other members of the multi-disciplinary team. Use verbal or
written information to build up 2 picture of the individual's needs, wants and abilities. For example;
nurses, doctors, physiotherapists, occupational therapists, social workers, psychologists, family,
friends and carers. Community based staff such as social care support workers, community
therapists and GP's should be consulted. Nursing staff are ideally placed to provide a 24 hour view of
an individual's abilities, levels of motivation and participation in the hospital setting. Involvement of
the multi-disciplinary team allows for a holistic assessment of patient needs {2&) drawing on the
expertise of each profession.

13. Has the individual’s rehabilitation potential been assessed over multiple time points?

An individual's needs and abilities should be assessed more than once. This may either be through
direct assessment, observation or other team member's assessments. If you are unable to establish
this in the hospital setting consider referring for a community follow up assessment. This is
especially important in the acute setting when an individual may be unwell, recovering from a period
of ill-health, sleep deprived or in an unfamiliar environment. This should be considered over a 24
hour period.
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Assessing and considering an individual’s rehabilitation potential over multiple time points allows for
fluctuations in abilities, cognition and participation to be understood.

14, Is the proposed rehabilitation programme likely to be effective?

Consider if the proposed rehzbilitation programme is likely to be effective. Take into account an
individual's likely response and predictad benefit. Do you have a good understanding of the
evidence base on the effectiveness of rehabilitation in this patient population? &re you able to
predict likely response?

Overall impression

Usze this space to reflect on your overall impression of the individuals' rehabilitation potential,
detailing your clinical reasoning and thought process. You may want to use this space to consider
future plans for the patient.

un
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8. Worked example

You will now have the opportunity to practice using the tool on the worked example below. “Betty”
is based on a typical patient you may see in your clinical practice. Please read the case study below.
As a group we will work through completing the rehabilitation potential assessment tool on Betty.

Betty

Betty has been admitted to hospital with a fall and has been found to have a urinary tract infection.
She presents with fluctuating levels of alertness and at times is unsure why she is in hospital. Most of
the time she is able to help with self-care activities but the nursing staff have noticed she needs
increased prompting. Betty is dehydrated and has just started medication for her infection. She has
been reperting increased back pain since her fall and has started some analgesic medication for this.
She is currently only able to transfer from her bed to chair or commode with assistance of one.
During the night she frequently requires the support of two staff.

Betty is BB years old and says she normally is fit and well and manages well at home. Her daughter
reports that mum has been getting increasingly forgetful and is concerned about her safety. Betty
says she wanits to go heme and doesn't want to be in hospital. She wishes she could walk to the
shops at the end of the road but her daughter reports that she hasn't done this for over a year. Betty
says she did this last week.

Betty lives alone in @ house with stair lift. Carers visit twice a day 1o help with washing and dressing
and supervise her on the stair lift. Betty has a life line installed. Her daughter lives in Cambridge,
rings Betty daily, but doesn't visit often. Her neighbour does her weekly shopping and pops by every
noww and again to check up on her.

Betty could mobilise short distances indoors with a walking stick before this admission. She could
make herself a hot drink, light lunch and has meals on wheels or microwave meals.

She has a past medical history of osteoporosis, high blood pressure, chronic kidney disease stage 4
and signs of cognitive impairment which her GP and practice nurse have been monitoring. She takes
a numnber of medications to manage her painful back, blood pressure and calcium supplemeants.
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9, Semi-structured Interview

After you have completed the assessment tool with five of your patients we will arrange a date and
wenue to carry out 3 short interview. The interview will explore your thoughts on rehabilitation
potential, your experience of using the toel and any suggested improvements.

Interview date and wenue
arranged with SP

|

STUDY ENDS

This concludes your involvement in the study. Thank you.

17
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10. Appendix
A. Rehabilitation potential assessment tool

Rehabilitation potential is a process which involves complex dinical judgement and prognostication
of the projected benefits of undertaking a targaeted programme of rehabilitation. The assessment of
rehabilitation potential should take into account physical and psycheological factors identified during
multidisciplinary assessments along with individual patient needs and wants and the availability of
family support. It involves developing an understanding of who will participate with rehabilitation, in
and ocutside the therapy setting, who can support this and who is likely to benefit.

Question

Comments

L

Are there any underlying physical issuss
which may affect or interfere with
rehabilitation?

Are thera any unresclved physical issuas
which may affect or interfere with
rehabilitation?

Are there any underlying psychelogical
issues which may affect an individual's
maotivation or participation with
rehabilitation?

Are there any unresclved psychological
issues which may affect an individual's
maotivation or participation with
rehabilitation?

Has the individual been able to
demonstrate participation in the
rehabilitation assessment or
rehabilitation programme during this
current episode of care?

\What are the individuals current
functional abilities and levels of
independence?

What were the individual's pre-morbid
{pre-admission) functional abilities and
levels of independence?
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Question

Comments

B. Do vyou have a thorough understanding of
individual's environment in their usual place of
residence?

5. What support does the individual require to
make decisions about their future?

10. Has the individual been asked “What's
impartant to me?”

11. Have goals been set and agreed which are
SMART? [Short, Medium, Long Term)

12. Has the multi-disciplinary team been involved
in the assessment or decision-making process?

13. Has the individual's rehabilitation potential
been assessed over multiple time points?

14, Is the proposed rehabilitation programme likely

to be effective?

Owerall impression
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Guidelines for completing the tool

Consider the impact that any underlying physical issues or medical conditions might have on an
individuzl's ability to benefit from or participate in rehabilitation. Are these being actively
managed, can they be optimised, are they stable or unstable, reversible or irreversible? Are you
ahle to predict their trajectory or recovery? For example, severe cardiorespiratory conditions or
advanced heart failure, frailty syndrome, co-morbidities or poor nutritional status.

Consider the impact that any unresolved physical issues or acute events (such as an infection, fall
or fracture) might have on an individual's ability to benefit from or participate in rehabilitation. Are
these being actively managed; are they stable or unstable, reversible ar irreversible? Are you able
to predict their trajectory or recovery? For example, ongoing treatment for an infection, poor
nutritional status, pain or heart failure.

Consider underlying psychological issues which may impact on an individual's ability to participate
or benefit from rehabilitation. Are these new ar ongoing issuest What management strategies
have or could be put in place to enakble the individual to receive and be an active partner in
rehabilitation? For example; antidepressant medications for low moad, delirium, memary issues,
and disruptive behaviours for which strategies or specialist teams may be advised. Consider if
these issues are exacerbated by an individual's acute illness, underlying conditions or the hospital
envirenment.

Consider unresolved psychological issues which may impact on an individual's ability to participate
or benefit from rehabilitation. Are these new or ongoing issues? For example a diagnosed or
undiagnosed delirivm. What management strategies have or could be put in place to enable an
individual to receive rehabilitation? For example; antidepressant medications for low mood,
delirium, memory issues, grief, and disruptive behaviours for which strategies or specialist teams
may be advised. Consider if these issues are exacerbated by their acute illness, underlying
conditions or the hospital environment.

During the assessment, rehabilitation or routine care, has the individual been able to participate?
Do they require verbal or non-verbal prompts? Is their participation consistent or does it fluctuate?
Consider the impact that medical and psychelogical factors can have on participation. Do they take
an interest in the assessment or rehabilitation? Maotivation and participation may fluctuate and
differ once the individual has recovered from an acute illness, delirium or returns to their usual
place of residence. If they have previously been in receipt of rehabilitation consider contacting
community services to determing previous rehabilitation response and/or participation.

Consider an individual's current functional abilities and levels of independence. What is the
individuzl able to do in the hospital setting either with or without support? This may include
transfers, mobility, self-care activities. When assessing for current abilities be aware of the
limitations which the haspital environment, their underlying conditions or acute event may have
on the patient. For example; reduced mebility or exercise tolerance due to admission.
Understanding these factors may have an impact on which future rehabilitation services you
decide to refer to.

Consider the individuals pre-morbid or pre-admission levels of function and independence. What
was the individual's previous level of functional abilities in the days, weeks and months prior to this
hospital admission? Supplement this with information from family members, carers and
community service providers. Ensure that you have a good understanding of the impact that
underlying medical conditions and psychological issues have on pre-morbid abilities and their
trajectories.

‘What type of accommodation do they usually reside in? Consider existing aids, adaptations, access
and what the individual needs to be able to do to return there. If you are considering referral to
inpatient or community residential rehabilitation ensure that you have a good understanding of
this environment and its suitability for the individual.
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Does the individual have capacity and/or insight to make decisions about their future needs, care
and rehabilitation choices? What support does the individual require to make these decisions? |s
an assessment of Mental Capacity Reguired? Who is able to support the individual in this process;
family, carers, GP? Bear in mind that capacity may fluctuate in the hospital setting or with acute ill
health and conditions such as delirium.

10. Ask the individual “what is important to me" to establish what they want to achieve or value. In the

hospital setting this may include returning to their usual place of residence, personal relationships
or activity of daily living. Where individuals may lack capacity or cognitive function, family and
friends may be able to provide information.

11. Goals which are Specific Measureable Achievable Realistic and Timed [SMART) should be discussed
and agreed with the individual based on “What is important to me®. Short term goals may include
leaving hospital care. Medium term; independence with mobility, self-care. Long term; cutdoor
moebility, secial interactions. Be aware that goals set in hospital may change once the individual has
been transferred or returning to their usual place of residence. Goals should focus on the individual
and not what the therapist wants them to achieve.

12. Incorporate assessment findings from other members of the multi-disciplinary team. Use verbal or

written infermation to build up a picture of the individual's needs, wanits and abilities. For
example; nurses, doctors, social werkers, psychologists, family, friends and carers. Community
based staff such as social care support workers, community therapists and GP's should be
cansulted. Nursing staff are ideally placed to provide a 24 hour view of an individual's abilities,
levels of motivation and participation in the hospital setting.

13. An individual's needs and abilities should be assessed more than once. This may either be through
direct assessment, cbservation or other team member’'s assessments. If you are unable to
establish this in the hospital setting consider referring fer a community follow up assessment. This
is especially important in the acute setting when an individual may be unwell, recovering from a
period of ill-health, sleep deprived or in an unfamiliar environment. This should be considered over
a 24 hour period.

14. Censider if the proposed rehakilitation programme is likely to be effective. Take into account an
incividual's likely response and predicted benefit. Do you have a good understanding of the
evidence base on the effectivenass of rehabilitation in this patient population? Are you able to
predict likely response?

Overall impression

Use this space to reflect on your overall impression of the individuals' rehabilitation potential,
detailing your clinical reasening and thought process. You may want to use this space to consider
future plans for the patient.
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B. Capacity Assessment form

' 'Nh:mingg;m Nottingham University Hospitals

N Tt

Assessment of Rehabilitation Potential in Frail Older People in the
Acute Hospital Setting

Capacity Assessment Form v1.1 01/07/2017

Patient Name Date of assessment

Assess capacity

Can the person (free from undue pressure)

« Understand information about the study? YesO No O

* Retain the information (for long enough to make a decision)? YesO No O
e Useitto make a decision? YesO No O

o Communicate the decision? Yes O No O

If yes to all - patient has capacity. If no to any - patient lacks capacity

Patient has capacity: Yes No

If yes, ask patient if they are willing to take part, and take formal consent? Ask patient if you
could talk to a family member or carer. Then contact carer for carer-participant consent.

If no, contact carer, seek consultee agreement and carer-participant consent

22
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Appendix R — Staff participant recruitment poster

ottingham University Hospitals [\/rAYSN #¥ | fesiciosin

MNITED XINGDOM - CHINA - MALAYSIA

Calling all Physiotherapists &
Occupational Therapists
working with Older people

If you are interested please contact Alison Cowley for more details:

alison.cowley@nottingham.ac.uk or alison.cowley@nuh.nhs.uk
Telephone: 07812 067009

Assessment of Rehabilitation Potential Feasibility Study Staff Participant Flyer V1.1
11.07.2017 IRAS: 227228 Sponsor: 17HC002
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Appendix S — Staff participant information sheet

Nottingham University Hospitals INHS

NHS Trust

Feasibility Study Patient Participant Information Sheet
Version: 2.1 Date: 15/08/2017

Assessment of rehabilitation potential in frail clder pecple in the acute
healthcocare setting: a mixed methods study

Principal Imvestigator: Alisom Cowley
PART 1
1. Invitaticn

You sre being invited to take part in a8 research study. Before you dsecide
iz important for you to understand why the

whether or not to take part, it

resssrch is being done and what it will inyolye. Plesse tike time to read the

you wish. T
alongside ths

following infermation carefully, and discuss it with others
participant information sheet will be provided to participan
simplified information sheet.

PART 1 tells wou the purpose of this study and what will happen to you if you
Tzke parT

PART 2 giwves wou more detailed information about the conduct of the study.

k¥ us if there iz anything that is not clear, or if you would like more
Tzke time to decide whether cor not you wish to taks part.

2. What i3 the purpose of the study?
The primary gozl of rehasbilitstion is to enable indiwiduzsls to meximiss theirxr
participation in society through their daily activities. Clinicians
increasingly recognise that this can be achiewed with sven the most

] v 2nd cognitively impaired adults. Therapists are often reguired to
make decisions about a petient’s potential to pond to rehabilitation
interventions 25 part of clinical practice. D ion=s gbout ‘*rehebilitastion
can determine what rehab tion services, f any, an older

lex heslth and social care need to &

ated. Yst no sps
srspists make consistent or sevidence-based decisions sbout
rehabil tion potential.

The purpose of this study is to dewvelop and test &n sssessme
iden y "rehsbilitation potential® in older people

study is part of = PhD deocteoral resesrch funded by the HNationsal
tute of Health Resezrch at the Uniwversity of Nottingham.

3. Why hawve I beesn chosen?

Tou zrse bpeing invited ©o Taks part bescausse you have bsen or will De assessed
by a physiotherapist or occupational therapist during your inpatient hespital
stay. We zre inviting 25 othsr patients like you to take part in the study.

£, Dz I hawe to take part?

Ho. It is up to you to decide whether or not to teke pert. If you decide to
take part you will be giwven this informstion sheet to keep 2nd be asked to

Azzezzment of Rehsbilitation Potentisl Feazibility Sfudy Patienf Parficipant Information Sheet V2.1 15082017
IRAS: 237228 Sponsor 17HCO02
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vou object, we will still keep records relsting to the assessmsnt you
hawe complsted, 2= this is wslusble to the study. B decisicn to withdraw at
any time, or a decision not to take part, will not affect your legal or
employment rights.

What will happen to me if I take part?
you agree to take part in the study, 2 nmember of the study team will
aither meet with you or telephons you to answer any guestions

i on

L

2al
o may haws
about the study. You will be zsked to read and complete 2 consent form
indicating that you are happy to tske part in the study.
This study is testing the whether the rehabilitatien potentizl assessment
tool can be used in the scute hesltheare setting. There are two parts to this
study.

Parzs 1

You 1 be asked to attend 8 training session on the rehsbilitation
potentizl asssessment tool using 2 computer aided learning package that has
been developed. The session will last for spproximately cne hour. You will be
asked to complete a basic demographic infeormation sheet detailing your
banding, time you have been guslifisd, gualifications znd experience with
frzil eclder pecople. ¥ou will then be asked to uss the rehabilitaticn
potentisl assessment tocl on e patients in your deily clinical practice
who meet the inclusieon criteria. The completed document will be retained by
the BPI. You will then continue with your current clinical practice. The PI
will then cbtain bassline demographics of the patient participant.

Part 2

You will then be assksd co tzke part in & semi-structured interwview exploring
your sxperiences of 1 the zssessment tocl. The interwview, which will ke
audig-recorded, will take place a3t 3 time and in & wenus convenient to you.
It will last approximately 40 minutes.

€ What do I have toc do?
Part 1
You will be asked to complets 2 basic demographic informstion sheet and
attend 2 training = n on the use of the & sment tool. ¥ou will then be
asksed to use the tool on fiwe of your patients who mest the inclusion

Tl will be compleated after your routine cliniecsl assessment.

crigeria. T

be asked to take pert in & ome-off semi-structured interwview with =
menber of the study team. This will last for approximately 40 minutes.

7. What are other possible disadwvantages and risks of taking part?
Being trained to use and nsing the rehabilitation potential teool may
challengs or changse your existing clinical decision making. This will be
axplored in the semi-structured interwiews.

If clinicel practice is obserwved that is deemed to be unsafe or negligent
then the study team will be duty bound to report this as part of profe
guidelines and trust guidancs.

nal

B. What are the possikle benefits of taking part?
The informstion we get from your participation in this study will help
deyelop a rehabilitation potentizl assessment tocl. We hopse that by batter

Azzesement of Rehsbilitation Potentis! Feasibiiity Study Sitaff Pardicipant information Sheet V3.1 13422047
IRAS: 227228 Sponsor 1FHCO0Z
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understanding what is meant by the clinical term rehabilitaticon
potential, how it asssessed and  what  makes = ‘good  outcome’ from
rehakilitetion we may influsnce how rehabilitation services zre designed and
provided for older pecple living with frailty

9. What happens when the ressarch study stopa?
Onece you hawve taken part in the study nothing else will be expectad of you. B
report of the study will be freely awvailskle if you reguest 2 copy.

10. What if there iz =2 problem?

If you havye 2 concern about any aspect of this study, you sheould ask to spesk
with the researchers who will do their best to answer your guestisn. If you
remain unhappy and wish to complain formslly, you can do this through the NES
Complaints Procedure. Details can be obtained from the hospital or you can
contaet PRALS [Patisnt Rdvice and Lizison Service) telsphons 0800 183 0204, Re
do not anticipace that you will come to any harm taking part in this study.

In the event that something does go wrong and you are harmed during the
resszrch study there azre no specizal compensaticon srrangements. I£ you are
harmed and this is due to someone’s negligence then you may have grounds for
a lagzsl action for compensation but you may hawve to pay vour legsl costs.
The normal Nationzsl Heslth Service complaints mechanisms will still be
availakle to you.

11. Will my taking part in this study be kept confidential?

Yes. BRll the information about your participation in this study will be kept
confidential. Details are included in Part 2.

1z. Contact Detaills

Chief Inwestigator

Neme: HIPSSRVCOMIEY Tc=l. Number: 0115 5651165 extension 56625 or 0115
BZ30231

Study Team

Nams: Professor Pip Leogan Tel. Number: 0115 B230230

Nams: Dr Sarszsh Gocldbsrg Tel Mumber: 0115 82230543

Name: Dr Zdam Gorden Tel Mumber: 01332 T724E6c8

s completes Part 1 of the Informstion Sheet.

If the information in Part 1 has interested you and you are censidering
participation, please continue to read the additional information in Part 2
before making any decision.

PART 2

13. What will happen if I deon’t want to carry on with the study?

Your participation is woluntary and you are free teo withdraw at any time,
without giwving &any xreasen. WHe will wuse the dats collected up o wour
withdrawal unless wyou specify othsrwise.

14, Will my part in this study be kept confidential?

If you consent to taeke pert in this study, the records obtained while you zre
in this udy 25 will remsin strictly confidentizl at =211 times. The
information will be held secursely on paper and electronicslly at the

Azzezzment of Rehsbilitation Potentisl Feazibility Study Staff Participant Information Sheet V3.1 13422047
IRAS: 227228 Sponsor 17HCO0Z
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University of Hottingham under the provisions of the 1558 Data
Erotecticn Ret. Tour name will not be passed to znyone =lse outside the
rasearch team or the sponscr, who is not involwved in the study. You will be
allocated study number, which will be used as a2 code to identify you on all
study forms.

Your records will be awsilshle to people authorised to work on the study but
may a2lso need to be mads swsilsl l= =zuthorised by the Ressarch
Sponsor, which is the organisation responsibkble fer ensuring that the study is
carried out correctly. A copy of your consent form may be sent to the
Besearch Sponsor during the course of the study. By signing the consent form
you agres to this sccess for the rrent study and any furcher resesrch that
may be conducted in relsation to eyen if you withdraw from the current
study .-

The information collected about you may alsc be shomn to authoriged people
from the UK Regulateory Autherity and Inmdependent Ethics Committees; this iz to
ensure that the study iz carried out to the highest possible scientific
gtandards. A1l will hawve a duty of confidentislity to you as a research
participant.

If you withdraw consent from the study, unless you cbject, wour data and
samples will remain on file and will be included in the finasl study analysis.

In line with Good Clinieczl Practice guidelines, at the end of the study, your
datzs will be securely zarchiwved for 2 minimum of sewven years. Arrangements forx
confidential destruction will then be made.

15. What will happen to the results of this clinical study?

The results of the study will be awailsble after it finishes and will unsuslly
be published in a medical journal or be presented at =2 ientific conference .
The study will be written up a2nd submitted in fulfilment of a PhD =t the
Universicy of MNottingham. The data will be anonymous and none of the patients
involved in the study will be identified in any report or publication.

1a. Who is organising and funding this clinical study?

The Nottingham Uniwversity Hespitals HWHS Trust will act & sponsor the
research. Health Education England and the MNational Institute of Hesalth
szrch will fund the research.

17. Who has reviewed the study?

L11 research in the NHS is leocoked a2t by an independsnt group of people called
2 Research Ethics Committes, to protect your safety, rights, well-being and
dignity. This study hss been reviswed snd given =2 fawoursble opinion by the
HHES by Yorkshire & The Humber — Bradford Lesds Research Ethics Committes.

The study has azlso been reviewsd and spproved by the Resesarch & Innovation
ent of Nottingham University Hospitals MHS Trust and by the National
Institute of Hezlth RBesszrch.

1s8. Contact for further information

You are sncouraged to 25k any guesticons you wish. If you hawve any guestions
about the study, please spesk to a2 menmber of the study team. If you wish to
read the ressarch on which this study i1s based, plesass z2sk &2 member of ths
team. If you reguire any further informstion or have any concerns while

Azzezzment of Rehabiliiation Potentisl Feasibility Study Siaff Participant information Sheet V3.1 134272047
IRAS: 227228 Sponsor 1THCO0Z
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taking part in the study please contact one of the following people:
Alison Cowley or Professor Pip Logan.

If you decide you would like to take part then pleass read and sign the
consent form. You will be given a copy of this information sheet and the
consent form to keep. A copy of the consent form will be filed in your
patient notes, one will be filed with the study records and cne may be sent
to the Ressarch Sponsor.

You can have more time to think this over 1f you are at all unsure.

Thank you for taking the time to read this information sheet and considering
taking part in this study.

Assessment of Rehabiltation Potential Feasibility Study Staff Participant Information Sheet V3.1 137122017
IRAS: 227228 Sponsor. 1THCO02
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Appendix T — Patient participant poster

[ The University of
E | Nottingham

UNITED KINGDOM - CHINA - MALAYSIA

Interested in taking part in a
research study?

If you are interested please contact Alison Cowley for more details:

alison.cowley@nottingham.ac.uk or alison.cowley@nuh.nhs.uk
Telephone: 07812 067009 or 0115 8230948

Assessment of Rehabilitation Po
IRAS: 227228 Sponsor: 17HC002
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Appendix U — Summary patient participant sheet

Mottingham University Hospitals

Feasibility Study Patient Participant Summary Information Sheet v2.1 19/09/2017
Assessment of rehabilitation potential in frail older people in the acute healthcare setting
Principal Investigator: Alison Cowley

We invite you to take part in a research study.

Rehabilitation iz often suggested to help people during or after a stay in hospital.

Therapistz are often required to make decisions about 3 patient’s potential to respond to
rehabilitation. This is sometimes called ‘rehabilitation potential’. In the hospital setiing therapisis
often have limited time to discuss with patients and their families/carers what would be of
most benefit to individual patients. The aim of our study is to develop and test an ‘assessment
tool' that will help identify ‘rehabilitation potential’ in hospital so that we can provide the most

suitable therapy for each patient

If you take part
+ The therapist will assess your needs as part of your routine care on the ward.
+ A second assessment, lasting approximately 20 minutes will then be carried out using
the ‘rehabilitation potential assessment ool
« A member of the study team will then look at your medical notes and record details of
your current trestment, medical conditions, lifestyle factors and what assessments have
been completed.
We may then ask you and a family membericarer, to be interviewed about the assesament

and we would like, with your permission, to sudio record this.

You do not have to take part, if you don’t want to and not taking part will not affect your
care in any way.

If you feel you would like to discuss this with your familyfcarer or have any questions then

please just azk.

Any information you give us will be kept strictly confidential. Researchers invalved in this
study will ensure that personal details will never be revealed when the study is written in a

medical journal or given at a presentation. All references to a patient will be anonymous.

We do not expect there to be any risk from taking part in this study.

The independent (Yorkshire & The Humber - Bradford Leeds) MHE Research Ethics Commitiee
has looked at the study and is happy to let us do it If you need to know more, or are
worried about the study, please contact: Alison Cowley, NUH NHS Trust and the University
of Mottingham. Tel: 07812 067009. Email: alison.cowley(@ nottingham.ac.uk.

Azzezzment of Rehabilifation Pofential Feasibility Siudy Summary Pardicipant information Sheet V2.7 19/0%/2017

IRAS: 227228 Sponger: 17THC002
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Appendix V — Patient participant information

sheet

Nottingham University Hospitals INHS

NHS Trust

Feasibility Study Patient Participant Imformation Sheet
Version: 2.1 Date: 15/08/2017

Assessment of rehabilitation potential in frail clder people in the acute
healthcare setting: a mixed methods study

Principal Inwvestigator: Alison Cowley
PART 1

1. Invitation

You zre being inwvited to take part in 2 ressarch study. Before you dscide
whethar or not to take pert, 1 important for you to understand why the
razsarch is beoing done and what it will involws. Dlezse tzake time to read the
following information carefully, and discuss it with others if yon wish. This
participant information sheet will be provided to participants alengside the
simplified information sheet.

211s you the purpose of this study and what will happen to you if you

Take part.

PART 2 giwes you more detailed information about the conduct eof the study.
Lsk us if there is anything that is not clear, or if you would like more
information. Teke time to decide whether or not you wish to take part.

2. What is the purpose of the study?
The primary gozl of rehabilitation is to enable individuals to mazximise theirx
participation in society through their daily actiwvities. Clinicians
increasingly recognise that this can be achiewed with even the most
physically and cognitiwvely impaired adults. Therapists are often reguired to
make decisions sbout 2 patient’s potential to respeond to rehsbilitation
interventions as part of clinicsl practice. Decisions about ‘rehebilitation
potential’ can determinse what rehabilitetion serwvieces, if any, an olderx
patient with complex heslth and sociszl care needs 1s skle To sccess of pErt

f WHS care. In the heospital setting therapists may have limited time to
gnd work with patients, families and carers and the complexities of
ing may not always be fully sppreciated. Y2t no sps iz guidelinss existc
to help therapists make consistent or evidence-based decisions sbout
rehabilitsetion potential.
The purpcse of this study is to dewelop and test an assessment tool that will
help iden “rehabilitation potential® in older people in the hospita

is part of
==

g2 FhD doctoral research funded by the National
Health EHe o

ch 2t the Uniwversity of Nottingham.

3. Why hawve I been chosen?

You are being invited to taks pert becsuse you have been or will be assesssd
by a physiotherapist or occupational therspist during your inpsatient heospital
stay. We sre inviting 25 other patients liks you to take part in the study.

i Do I have to take part?

No. It is up to you to decide whether or not to take part. If you decide to
taks part you will be given this informstion shest to keep znd be asked to

Azzezzment of Rehabilitation Potential Feazibility Study Fatient Parficipant information Sheet V2.1 15082017
IRAS: 227228 Sponsor 17HCO0Z
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sign a consent form to confirm that you understand what is involwed
when teking part in this study. If you decide to tzke part you arse fres teo
leave the study a2t sny time and without giving a2 reason. If you withdraw,
unless you chiject, we will still kesp records relating teo the treatment given
o you, a5 this iz walusble to the study. & deciszion to withdraw at any time,
or a decision net to take part, will not affect the guality of care you
receive

¥

5. What will happen to me if I take part?

If you zgree to tzke part in the study, 2 member of
with you to answer any guestions you may have about =
asked to read and complete a consent form indicating that you sre happy te
zz2ks part in ths
There =rs Two R

t in.

Pzrz 1

L therspist will use the ‘rehsbilitstien potentizl assessment tool'’, to

your rehak tation needs. This wi last zpproximately 20 minutes and
be in addition te wyour routine ni zars. Bk member of the study team
then rewview your mediczl notes and obtain baseline information such as
your current treatment, medical conditions, social situation and what
zzs=ssment hawve besn completed. RLL participants will tske parxt in this.

Part 2

Fiws patients, family members and carers will then be ssked to tgke psErt in =
£ structured interview exploring experiences of being sssessed by the
therspist using the assessment tool. The interview, which will be audio—

g2 time and in a wvenue conwenient to you. It will
pants will ke selectad to

recorded, will taks place at
last approximately 40 minutes. Only five part
take part in ths interyiews.

£ What do I have to do?

Part 1

You will receiwse your routine care from your clinicians. After this, you will
be assessed using the ‘rehabilitation potentizl’ asss

Bzrt 2
You may then be asked part in a one-off semi-structured interview
with 3 member of the study gm. This will last for spproximately 40 minutes.

Only fiwe participants will be selected to take part in the interviews.

7. What is the procedure that is being tested?

I

ing tested. There is

Z rehabilitation potentisl asssssment tool is b
ini on making.

B. What are other posaible disadwvantages and risks of taking part?
The only disadvantage is that you may be asked guestions which you have
slresdy besn asked 25 part of your routine clinicsl cars.

9. What are the possible benefits of taking part?

The informstion we get £rom wour participaticen im this study will help
develop a rehabilitation potential assessment tocl. We hope that by better
understanding what is meant by the clinical term rehsbilitatien potential,

Azzezzment of Rehabiliiation Potentisl Feasibility Sfudy Fabienf Faricipant Information Sheet V2.1 158082017
IRAS: 227228 Sponsor: 1THCO02
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how it is assessed and what makss a “good cutcome’ £from rehsbilitation
we may influence how rehabilitstion services are designed and provided for
older people living with frailcy.

10. Expenses and reimbursements?

If you zre selected to takse part in the interwview component of the study

[part 2} we would like to provide wyou with =2 gift of £50 as 2 thenk wyou. If
i= the first gift you hawve received from NUH this finaneciasl wyear your

state benefits should not be =zffected. If you have any guerises wyou are

advised to githsr contac the citizens advice buresu or INVOLVE

(http: //www_inve org.uk/sbout-invelwe/) on 0238055 5g28.

You will not be reimbursed for the teking participation in the first part of

the study.

11. What happens when the ressarch study stops?
Cnee you have taken part in the study nothing else will be expected of you. B
report of the study will be freely awvailskle if you reguest a2 copy-

12. What if there iz a problem?

If you hawe = concern zbout any aspect of this study, you should ask to speak
with the researchers whe will do their best to answer your guestion. If you
remain unhappy and wish to complain formally, you can do this through the NHS
Complaints Procedure. Details can be cbtained from the hospital or you can
contact PRLS (Patient Rdvice and Lizison Serwice) telephone 0800 183 0204, He
do not anticipate that yon will come to any harm taking part in this study.
In the event that something does go wrong and you are harmed during the
ressarch study there are no specisl compensation errangsments. If you =2re
harmed and this is due to someone’s negligence then you may hawe grounds for
g2 legal action for compen ion but you may hawve to pay wour legzl costs. The
normzl HNational Health Service complaints mechanisms will still ke availzsbkle
To you.

13. Will my taking part in this study be kept confidential?
Yes. BRll the information sbout your participation in this study will be kept

confidential. Details are included in Part 2.

14. Contact Details
Chief Inwvestigator

Name: Tel. Number: 0115 S5€5%11€5 extension 568625 or 0115
Bz30z31

Study Team

Mame: Professor Pip Logan  Tel. Number: 0115 8230230

Hame: Dr Sarsh Goldberg T=el Number: 0115 8230543

Name: Dr Rdam Gorden Tel Number: 01332 TZ4€cB

This completes Part 1 of the Information Bheet.

If the information in Part 1 has interssted you and you are considering
participation, please continue to read the additional information in Part 2
before making any decision.

PART 2

15. What will happen if I don't want to carry on with the study?

Azzezzment of Rehsbiliiation Potentisl Feazibiiity Study Patient Parficipan! Information Sheet V2.1 15082017
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Your participation is woluntery zand you sre £free to withdraw at any
time, without giwving any reason. This will net affect your care or
trestment
Lfter you hawe been assessed by therapists using the rehasbilitation potentiszl
assessment tocl, if you decide that you don't want to be part of study, you

haws sewven days to contact the rasssrchsrs and ask that you ars taken out of
the study. The researcher will then not use any datz gathesred on you and it
will ke destroyed.

14, Will my part in this study be kept confidentiszl?
If you censent to take part in this study, the recoxds o

tained while you zre

in this study 25 will remsin strictly confidential at = I
information will be held securely on paper and electreon I
University of HNot ugham under the provisions of the 15 Protection

L 1 not be passed to anyone else outsid
= not involwved in the study. You will

fy you on a

t. Your name wi
he spomsor, Who
number, wWhich will bs used 3= 2 cods to identi

[ &

study
1 study forms.

Y¥our records will be awailsble to people authorised to work on the study but
may 2lso need to bs mads availasble to peocple suthorised by the R
Sponsor, which is the organisation responsible for ensuring that the study is
carried out correctly. E copy of your consent form may be sent to the
Besesrch Sponsor during the course of the study. By signing the conssent form
you sgree to this access for the current study and any further resesrch that
may be conducted in relation to it, ewen if you withdraw from the current
study.

The information collected sbout ywou may alsoc be shown to authorised pe
from the UK Regulatory Buthority and Independsnt Ethics Committee; this
ensure that the study is carried ocut to 1=ST scientific

standards. All will hawe = duty of confidentiality 2 resesarch
participan

3

If you withdraw consent from further study treatment, unless you object, your
data will remain on fils and ba inecludsd in the final study analysis.

In line with Good Cliniczl Practice guidelines, at the end of the study, your
data will ke secursly archived for a s m seven years. Arrangements for
confidential destruction will then be made.

-

The infermation cellected sbout you may alsc be shomwm to authorised people
frem the UK Regulatery Authority and Independent Ethics Ceommittee; thisz iz to
ensure that the study isg carried out to the highest possible zcientific
standards. All will hawe a duty of confidentislity to you as a research
participant.

15. Informing your General Practitioner (GP)
¥our GP will not be informed that you are taking part in the study 23 taking
part will not zffect your routine clinical care.

16. What will happen to the results of this clinical study?

The results of the study will be availshle after it finishes and will ususlly
be published in a2 medicsl journal or be presented at 2 scisntific conference.
The study will be written up end submitted in fulfilment of a PhD at the
Oniversity of Nottingham. The data will be anonymous and none of your
personal information will be identified in any report or publicatiom.

Azzezsment of Rehshiliiation Fotenbial Feasibiiity Sfudy FPsatienf Farficipant Information Sheet V2.1 15082097
IRAS: 227228 Sponsor: 17THCZO0Z2

394



MNottingham University Hospitals INHS |

HH3S Trust

17. Who is organising and funding this clinical study?

The Nottingham University Heospitals NHS Trust will aect a2 speonsor  the
resezrch. Health Educatien England and the MNaticnal Institute of EHeszlth
Hesszreh will fund the ressarch.

18. Who has reviewed the atudy?

L11 research in the NES is lcoked at by an independsnt group of people called
a Besearch Ethies Committes, teo protect your safety, rights, well-being and
dignity. This study hzs been reviewed and given a fawourskle cpinion by the
NHS by Yorkshire & The Humber - Bradford Lesds Research Ethics Committee.

The study has z2lso been reviewsd and spproved by the Besezrch & Innovation
department of Mettingham University Hospitals WHS Trust and by the Haticnal
Institute of Health Ressszrch.

19. Contact for further information

You zre encourzged to a2sk any guestions you wish, befeore, during or after you
take part in the focus group discussion. If you hawe any guestions sbout the
study, please talk to 2 membesr of the study team whoe will be zble to prowvide
you with any informastion you need. If you wish to read the research on which
this study is based, plezsse =5k 2 member of the study team. If you reguire
any further infeormation or hawve any concerns wWhile taking pert in the study
izsen Cowley or Professeor Pip

please contact one of the following people:
Logan.

If you decide yeou would like to takse part then please read and sign the
consent form. ¥ou will be given a copy of this i rmaticon sheet and the
consent form to keep. L copy of the consent form will be filed in your
patient notes, one Will be filsd with the study records and ons may be sSent
to the Ressarch Sponscr. You can hawve more time to think this over if you zre
at all unsure.

Thank you for taking the time to read this infeormstion sheet and fer
considering taking part in this study.

Azzeszzment of Rehsbilifation Potential Feazibility Sfudy Patient Parficipant Informafion Sheat V2 1 18082097
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Appendix W - Staff participant consent form

NHS Trust
Feasibility Study

13122017

Wersion: 31 !:Iate

Assessment of rehabilitation petential in frail clder people in the acute healthcare setting: a mixed
methods study

Principal Investigator: Alison Cowley

Participant Study 1D ... Initigls: ...
Participant initial each box

1. | confirm that | have read and understand the information sheet dated 1311272017 (version
3.1) for the above study and have had the opportunity to ask questions.

2 | understand that my participation iz voluntary and that | am free to withdraw at any time
without my medical care or legal rights being affected.

[

. | understand that my siudy records may be looked at by authorized individuals from the
Sponsor for the study, including authorized members at the University of Moitingham and
the UK Regulatory Authority in order to check that the study iz being camied out comectly.

4. | understand that even if | withdraw from the above study, the data collected from me will be
uged in analyging the results of the study, unless | specifically withdraw consent for this.

5. | understand that if the principal investigator obzerves practice that is dangerous to the
patient participant, or negligent, then they are bound by professional codes of conduct to

report this.

6. | conzent to the storage including electronic, of personal information for the purposes of
this study. | understand that any information that could identify me will be kept siricty
confidential and that no personal information will be included in the study report or other
publication.

7. | can confirm that | am net cumrently invelved in any other studies which explore
rehabilitation potential, rehabilitation assessments or rehabilitation models of care for clder
people.

8. | understand that ancnymized quotes from the interviews will be includsd in reports,
publicstions and a thesis.

ERIRIREIERERERENE

S | agree to take part in the study.

MName of the participant (Pring) date Parficipanis’ signature

MName of perzon taking consent (Print, date Signature

Azzezzment of Rehsbilitation Potential Feasihility Study Siaff Participant Conzent Form V3.1 13422017
IRAS: 227228 Sponsor 1THCO02

Mottingham University Hospitals NHS|
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Appendix X — Patient and family participant

consent form

Nottingham University Hospitals

V2.1 Patient /Family
Participant Consent Form
— Feasibility Study

“ersion: 2.1 Date: 1522017

Assesament of rehabilitation potential in frail older people in the acute healthcare setting: a
mixed methods study

Principal Investigator: Alison Cowley

Patient Study ID: ......................... Initials: ....._............
Patient initial each box

1. | confirm that | have read and understand the information sheet dated
[version } for the abowve study and have had the opportunity to ask guestions.

2. | understand that my participation is voluntary and that | am free to withdraw at any
fime without my medical care or legal rights being affected.

3. Il understand that my medical records may be looked at by authorised individuals from

the Sponsor for the study and the UK Regulatory Authorty in erder to check that the
study iz being carried cut correctly.

4. | understand that even if | withdraw from the above study, the data collected from me

will be used in analysing the resultz of the trial, unless | specifically withdraw consent
for this.

w

| consent to the storage including electronic, of personal information for the purposes
of this study. | understand that any information that could identify me will be kept
strictly confidential and that no personal infermation will be included in the study report
ar other publication.

IR RERE

6. | agree to take part in the study.
Name of the patient (Print) date Patient’s signature
Name of person taking consent [Print) date Signature

Origimal to be retained and filed in the site file. 1 copy to patient, 1 copy to be filed in patient’s notes,
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Appendix Y —Capacity assessment form

The University of

Nottingham Nottingham University Hospitals m

WHS Trust

|
e

Assessment of Rehabilitation Potential in Frail Older People in the
Acute Hospital Setting

Capacity Assessment Form v1.1 01/07/2017

Patient Name Date of assessment

Assess capacity

Can the person (free from undue pressure)

Understand information about the study? Yes O  Ne O

Retain the information (for long enough to make a decision)? Yes O No O
Use it to make adecision? Yes O Ne O

Communicate the decision? Yes O Ne O

If yes to all — patient has capacity. If no to any — patient lacks capacity

Patient has capacity: Yes No

If yes, ask patient if they are willing to take part, and take formal consent? Ask patient if you
could talk to a family member or carer. Then contact carer for carer-participant consent.

If no, contact carer, seek consultee agreement and carer-participant consent.

M7 I

Azzezsment of Rehabilitation Potential Feasibility Study Capacity Aszezsment Form V' 1.1 01/07/2017

=
IRAS: 227228  Sponsor: 17THCO02
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Appendix Z — Consultee participant information

sheet

Mottingham University Hospitals EHIE

MHS Trust

Feasibility Consultee Participant Information Sheet
Version: 1.1 Date: 18/12/2017

Asgessment of rehabilitation potential in frail clder pecocple in the acute
healtheoare setting: a mixed methods study

Principal Inwvestigator: Alison Cowley

He fesl that your relative/friend is unzable to 4 fhers=lf
whether to par pate in th research study. To help decids whether he/shs
should join the study, we'd like to ask your inion whether or not they
would want to be inwolwed. We'd like you to consider what ywou know of their
wishes and feslings, and to consider their interssts. Flesse let us know of
any adwvance dscisions they may have msde shout participating in research.
The=se should take prefsrence.

If you decide that your relatiwe/friend would have no objection to taking
part we will ask you to read and sign the consulses declaration form. We will
give you 2 copy of this to keep.

He will keep wou fully informed during the study so you can let us know if
you hawve any concerns or you think your relative/friend should be withdrawn.
If you decide that your relative/friend would not wish to take part it will
not a2ffect the standarxd of care they receiws.

If you sre unsure out taking 12 role of consultee you may se=k independen
Ell taking th t k I t
advice.

He will understand if you do not went to t2ke on this responsibility and
thank you for your time in discussing the matter.

The following informstion is the same as would hawve been provided to your
relative/friend.

PART 1

1. Invitation

You are being invited to take part in a resssrch study. Before wou decide
whether or not to teke part, it is impertant for you to understand why the
raseazrch is being done and what it wi inyolve. Plesse take time to rezd the
following informat it with others you wish. This
participant information sheet will be provided to participants alongside the
simplified information sheet.

EERT 21ls wyou the purpose of this study and what will happen to you if you

cake
PRRT 2 giwes wou more detailed information sbout the conduct of the study.

s if there is anything that is not clear, or if you would like more
mation. Take time to decide whether or not you wish teo take pars.

Azzezzment of Rehsbilitation Potentisl Feasibility Study Consulfee Paricipant Information Sheet W11 184922097
IRAS: 227228 Sponsor 1THCO0Z
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2. What iz the purpose of the study?
The primary goz2l of rehabilitation is to enable indiwiduzls to maximiss
their participation in Society through their daily activities. Clinicians
incres gly recognise that this can be achiswved with sven the most
physically and cognitiwely impaired adults. are often reguired to
maks decisions sbout a2 petient’s potential to rehabilitation
intsrventions a5 part of clinical practice. gbout ‘rehsbilitation
potential’ can determine what rehabilitation ices, i1f any, an clder
atient with complsx heslth and socizl cars ns ahle To access of part
f WHE cars. In the heospital setting therapists msy have limited tims o
= = znd work with patier famil and carers and the complexities of
ageing may not always be fu iated. Yet no specific guidelinss exist
to help therspists make consistent or evidence-based decisions sbout
rehabkilitetion potential.
The purpose of tl study
help iden vy “rehsbilitation potenti
setting.

to dewvslop and test an sssessment tool thet will
ial™ in older people in the hospita

This study is part of =2 PhD doctoral resezrch ndad by the National
Institute of Health Research at the Uniwversity of Nottingham.

3. Why hawve I been chosen?

You arxe being invited To Ta2ks paErt bescausse you have bsen or will be assesssd
by a physiotherapist or occupaticnal therapist during your inpatient hospital
stay. We zre imviting 25 other patier like wou to take part in the study.

. Dz I hawe to take part?
Ho. It is up to you to decide whether or not to teke pert. If you decide to
taks part you will be giwven this infeormation sheet to keep znd be asked to

sign a consent form to confirm that you understand what is involwed when
taking part in tk study. If you dscide to take part you arse fres to leswe
the study at any me and without giving a2 reason. If you withdraw, unless
you object, we will ill kesp records relating to the treatment giwven to

t iz waluable to the study. decision to withdraw a2t any time, or
on not to teke part, will not affect the guality of care you receiws

- What will happen to me if I take part?

f you agree to take part in the study, =2 member of the study tesm will meet
with you to snswer =2ny guestions you may hawve sbout the study. You will be
asked to read and complete 8 consent form indicating that you are happy to

to the study which you m=y be asked to take part in.

the *rehsbilitatien potential
tation needs. This 1 last zpproximately 20 minutes znd
in addition to your routine 2l cars. & member of the study team
will then review your medical notes and cbtain bassline information such as
your current treatment, medicsl conditions, social situation and what
sment have besn completed. RLL part pants will take part in this.

ssment tool’, to

tly members and carers will th e zsked to tzks pErt Iin =
uctursd intervisw exploring sXperiences being zssess=d by ths
t using the zsssssment tocl. The interview, which will be audio—

1]

Tl

Azzeszment of Rehabilitation FPotentisl Feasibiity Sfudy Conzuliee Faricipan! Information Sheet V1.1 18922017
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recorded, will teke place a2t 2 time and in & wenue convenient to you.
It will last spproximstely 490 minutes. Only fiwve participants will be
selascted to taks part in the interviews.

€ What do I have to do?

Pert 1

You will receiwe your routine care from your clinicians. After this, you will
pe sssessed using the ‘rehsbilitation potentizsl’ =ssessment tool.

Parz 2

You may then be z2sked to taks part in a one-off semi-structured interview

with 3 member of the study team. This will lzsst for approximstely 40 minutes.
Only fiwe participants will be selected to tieke part in the interviews.

7. What is the procedure that is being teated?

L rehakilitation potentizl sssessment tool is being tested. There is
currently no tool which helps guide cliniei decigion making.

B. What are other possible disadwvantages and risks of taking part?
The only dissdvantage is that you may be asked guestions which you hawve
alr=ady been asked zz part of your routine clinicsl care.

9. What are the possible benefits of taking part?

The infoermstion we get from your participation in this study will help
devslop 2 rehabilitation potentizl assessment tocl. WHe rcpﬂ that by better
understanding what is meant by the clinical term rehsbilitation potentiszl,
how it is zssessed and what mskes 2 ‘good outcome’ from rehabilitacion we may
influence how rehsbilitstion services are designed z=nd provided £fer older
people living with frailty.

10. Expenses and reimbursements?

If you are selected to take part in the interview component of the study
[part 2} we would like to provide you with a gift of £50 as a thank wou. IE
iz the first gift wou hawve received from NUH this financiel wear wyour
state benefit should not be affected. If wou have any gueriss you are
advised to gither contact the citizens advice bureau or INVOLVE
:h::p:ffwww.inv:.::g.ussancu——:nVFlvefi on 0238055 5e28.

You will not be reimbursed for the taking participstion in the first part of
the study.

11. What happens when the research atudy atnpa*
Onee you hawve taken part in the study notl = will b
report of the study will be freely awvailable i1f you reoue

=3 ex;s:ted of you. R
=T c

1z, What if there iz a problem?

If you hawe 2 concern sbout any aspsct of this study, you should ask to spesk
with the researchers who will deo r best to answer your guestion. If you
remain unhappy and wish to complain formally, you can do this through the MNHS
Complaints Procedure. Details can be cbtained from the hospital or you can
contact PRLS (Patient Rdwice snd Lisisen Serwvice) telephone 0800 183 0204, We
do not anticipate that you will coms te any harm taking part in this study.
In the event that something does go wreng and you are harmed during the
ressarch study there are no special compsnsation srrangements. IL you ars

Azzezzment of Rehsbilitation Potentisl Feaszibility Sfudy Consultes Faricipant Information Sheet V1.1 1801220917
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harmed and this is dus to somecns’s negligence then you may have
grounds r 8 legal action for compensation but you may have to pay your
legal costs. The normal National Health Service complaints mechanisms will
still ble to you.

13. Will my taking part in thias study be kept confidential?
¥es. 2All the information sbout your participation in this study will be kept

confidential. Details are included in Part 2.

14. Contact Details

Chief Inwvestigator

Hewe: DISSERJEERIEY zTol. Nuwmber: 0115 5&511€5 extension 56625 or 0115
8230231

Study Team

Wame: Preofessor Pip Logan Tel. MNumber: 0115 2230230
Hama: Dr Sarsh Goldberg Tel Humber: 0115 8230543
Name: Dr Rdam Gordon Tel Number: 01332 T24cch

This ccompletes Part of the Information Sheet.

If the information in Part 1 has intersested you and you are considering
participation, pleass continue to read the additional information in Parxt 2
before making eny decision.

PART 2

15, What will happen if I don’t want to carry on with the study?

Your participation i1s woluntary and you are free to withdraw at any time,
without giving any reasen. This will not affect your care or trestment.

Efter you have been assessed by therspists using the rehsbilitstion potentis

agsessment tool, if you decide that you don't want to be partc of study, you
hawys sewven days to contact the ressarchsrs and ask that you ars tzken out of
the study. The resesrcher will then not use any dste gathsred on you and it
will be destroysd.

14, Will my part in this study be kept confidentisl?

If you consent to teke part inm this study, the records eobtained while you zre
in this study 25 will remain strictly confidential at zll times. The
information will be held secursly on paper and electronicslly at the
University of Nottingham under the provisions of the 1558 Deta Protection
Zot. Your nmame will not be passed to anyone else putside the research team or
the spensor, whoe is not involwed in the study. You will be zllocated study
number, which will be used 25 a code to identify you om 2ll study forms.

Your records will be availsble to pecple authorised to work on the study but
may 2lso need to be made awvsilsbls to pecpls suthorised by the Bessarch
Sponsor, which is the organisation responsible for ensuring that the study is
carried out ceorrectly. X copy of your consent form may be sent to the
Besearch Sponsor during the course of the study. By signing the consent form
you agres to this access for the current study and any further resesrch that
may be conducted in relation to it, ewen if you withdraw from the current
study -

The information collected szhout you may alse be shown to authorised peop
from the UE Regulatory AZuthority and Independent Ethics Committee; this

Azzezzment of Rehshiliiation Potential Feazibility Sfudy Conzulfee Paricipant Information Sheet Wi 1 18422097
IRAS: 227228 Sponszor 1THCO0Z
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ensure that the study is carried out to the highest pos
standards. All will have = duty of confidentizslity to you =
participant.

gible scientific
= = resesrch

If you withdraw consent from further study treatment, unless you object, your
data will remsin on file and will ke included in the final study anslysis.

In line with Good Clinicasl Practice guidelines, at the end of the study, your
data will be securely archived for 2 minimum of seven years. Rrrangements fox
confidential destruction will then be made.

The information ceollected about you may alesc be shown to authorised people
from the UK Regulatory Authority and Independent Ethice Committees; this iz to
engure that the sgtudy is carried out to the highest possgible scientific
standards. All will hawve a duty of confidentiality to you as a research
participant.

15. Informing your General Practitioner (GP)
Your GF will not be informed that you are taking part in the study a5 tzking
part will not affect your routine clinical care.

16. What will happen to the results of this clinical study?

The results of the study will be awailshle after it finishes and will usually
be published in a medical journzl or be presented at = scisntific conference.
y Wwill be written up and submitted in fulfilment of a PhD at the

ty of Nottingham. The data will be anonymous and none of your

personal informstion will be identified in any report or publication.

17. Who is organising and funding this clinical study?

The Nottingham Uniwersity Hospitals NHS Trust will act =2 sponsor the
SEET Health Education England &and the WNational Institute of Heslth

Besssrch will fund the resesrch.

18. Who has reviewed the atudy?

211 research in the NHES is looked at by an independent group of people called
a Besesrch Ethics Committes, to protect your safety, rights, well-being and
dignity. This study has been reviewed and given a fawourable opinion by the
HHE by Yorkshirse & The Humber - Bradford Leeds Resesrch Ethics Committes.

The study has zlso been reviewsd and spprowsd by the Besesrch & Inmnovstion

department of Nottingham University Hospitals NHS Trust and by the National
Institute of Health Research.

19, Contact for further information

You sre encouraged to ask any guestions you wish, before, during or after you
take part in the focus group discussion. If you hawe any guestions sbout the
study, please talk to 2 member of the study team who will be zble to prowide
you with any informstion you need. If you wish to read the research on which
this study is based, plesse ask = membsr of the study team. If you reguirs
any further information or hawve any concerns while taking part in the study
please contact one of the following pecple: Rlison Cowley or Professor Fip
Logan.

If you decide you would like to taks part then please read snd sign the
consent form. ¥ou will be given a copy of th information sheet and the
consent form to keesp. R copy of the conssent form will be filed in your
patient notes, one will be filed with the study records and one may be sent

Azzezzment of Rehsbilifation Potentisl Feazibility Sfudy Conzultee Paricipant Information Sheet W11 18722017
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to the Besearch Sponsor. ¥You can have more time to think this owver if
you =2re a2t 211 unsurs.
Thank you for taking the time to read this informstion sheet and for
considering taking part in this study.
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Appendix AA — Consultee declaration form

Nottingham University Hospitals

Feasibility Study -Consultee
Declaration Form
Wersion: 31 Data: 12217

Study: Assessment of rehabilitation potential in frail older people in the acute healthcare
setting

Principal Investigator: Alison Cowley

Patient Study ID: ... Initials: ..................
Please initial each box

1. 1| confirm that | have read and understand the information sheet dated
[version ) for the abowve study and have had the cpporiunity to ask questions.

2. | understand that the participation of my relative/friend is voluntary and that he/she is
free to withdraw at any time without their medical care or legal rights being affected.

3. | understand that my relativeffriend’'s medical records may be looked at authorised
individuals from the Sponsor for the study, the UK Regulatory Autherity or the
Independent Ethics Committee in order to check that the study is being carried out
correctly.

4. | understand that even if | withdrew my relative/ffriend from the above study, the data
collectad will be used in analysing the results of the study unless otherwise agreed.

5. lconsent to the storage including electronic, of personal information of my
relativeffriend for the purposes of this study. | understand that any information that
could identify my relative/friend will be kept strictly confidential and that no personal
information will be included in the study report or other publication.

Jouo U U

E. In my opinion my relativelfriend’ would have no cbjection to the research team
accessing paper and electronic medical notes to extract data related to the study

7. In my opinion, my relativefriend would have no objection to taking part in this study. |
therefore agree for he/she (name) to take part in the study.

Mame of the consuliee (Print) date Signature

Relaticnghip to potential participant:

Contact phone number;

Mame of person taking consent {Pring) date Signature
Assessment of Rehabilitation Potential Feasibility Study Consultee Declaration Form V3.1
12/12/2017

IR 228 Sponsor: 17HC002
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Appendix BB — Staff participant demographic form

Mottingham University Hospitals

Feasibility Study Staff Participant Demographics Sheet
Version: 1.1 Date: 17/8/2017

Assessment of rehabilitation potential in frail older people in the acute healthcare setting: a

mixed methods study

Principal Investigator: Alison Cowley

Job title

Job band

Qualifications — eg BSc, M5c

Time working in HCOP specialty

Experience in rehabilitation of
older people

Time qualified
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Appendix CC — Case Report Form

Pt st EED
No. Initials

Date assessment: __ __/ i DD MM YYYY)

- 0= = 1

CASE REPORT FORM

Assessment of rehabilitation potential in frail older people in the acute healthcare setting: a mixed
methods study

Principal investigator: Alison Cowley
REC reference number: 227288
IRAS Project ID: 17/YH/0356

Study sponsor reference number: 17HCO02

Farm completed by (print name)....

I ATIITE et e e cee e ecceecsama s st s e neam s e e A A 2 4 A 4 R8s e At 42 et st

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor:17HC002
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Participation

No. Initials I:I:I:l

Date assessment: __ __/ i (DD | MM ! YYYY)

- == 2

CRF completion instructions

Complete the CRF using a black ball point pen and ensure that all entries are legible and complete.
The CRF should be completed as soon as possible after the staff participant has completed the
rehabilitation potential assessment. Where possible, avoid the use of acronyms and abbreviations.

The CRF should only be completed by authorised individuals, identified in the study protocol.

Ensure that subject identifiers such as names, hospital or NHS numbers are not recorded on the CRF
to maintain confidentiality of the participant.

Ensure that all fields are completed on each page of the CRF.
If the assessment or findings are not known, write NK in the relevant field/s.

If the information is not applicable, write NA in the relevant field/s.

Corrections to entries

If 2 mistake is made, draw a single line through the entry, then write the correct entry on a blank
space near the original data poinit.

Medications should be recorded using the generic name wherever possible.
Complete all dates as day, month, year (24/01/2019).

All times should be recorded in 24 hour format without punctuation (0300 or 1730).

Storage

The CRF should be stored in a locked, secure area when not in use to protect confidentiality. They
will be stored separately from any document which discleses the identity of the partidpant.

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor:17HC002
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Participation Patient I:I:I:l
Mo, Initials
Date assessment: __ __/___ [__ __ _ _ (DD [ MM /YYYY)

Patient Demographic data

Demographic data

O

(I

(I

age [T 1| cencer Mae [
Female D

Ethnicity

White Mixed Race Chinese

(| 4 (I

Asian or British Black or Black British Other Specify:

Residential status (pre-

admission)

O

O

Home with no formal | Home with formal care | Assisted (warden) | Residential home
D care support D support D Living D
MNursing home Other Other [specify)

O

Co-habitation

Lives alone Lives with spouse Lives with partner Lives with other family
D D D D member

Other Other (specify)

Admission details

Date of admission
(DD/MMFYYYY)

Location of assessment

I:l L0 T

|:| Medical assessment unit

I:I Care of older people ward

Admitting complaint

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor: 17HC002
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Participation
HNo.

Date assessment: __ __J i

Co-morbidities

Has the patient had any relevant medical history?

T T

__ (DD [ MM [YYYY)

|:| No

|:| Yes please complete below table
Medical conditions Charlson Score

Comorbidity Index
Score

Myocardial infarction 1
Congestive heart failure 1
Peripheral vascular disease 1
Cerebrovascular disease 1
Dementia 1
Chronic Obstructive pulmonary disease 1
Connective tissue disease 1
Peptic ulcer disease 1

Liver disease

1 (mild disease); 3
{moderate to
severe)

Diabetes mellitus

1 [uncomplicated);
2 (end organ

damage)
Moderate to severe kidney disease 2
Hemiplegia 2
Leukaemia 2
Lymphoma 2
Solid tumaour 2 (no metastasis); 6
{metastasis)
AIDS [

Total CCI Score

(free text)

Please outline any other relevant comorbidities

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019

IRAS: 227228 Sponsor-17HC002
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N e tiate EED
HNo. Initials

Date assessment: ____ |/ i __ (DD [ MM !YYYY)

Medications

Is the patient taking any medications?

D No

E| Yes how many regular medications are being taken ...
Frailty

Has a frailty scale been used?

[ MNe

[O] Yes please indicate which scale and the score

Mobility

What was the patient’s pre-admission indoor mobility status?

Independent no aid Assistance two plus aid
Independent with Wheelchair user only
stick

Independent with Bed bound

frame

Assistance one plus Other (please specify)
aid

Activities of Daily Living (ADL)

What was the patient's pre-admission ADL status?

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor-17HCO02
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e ey EED
Mo, Initials

Date assessment: __ _ /___ /__ _ _ _ (DD /| MM /YYYY) .

Cognition
Has the patient been screened for cognitive impairments?

DMU

D Yes_ If yes please complete table below and add score.

MOCA AMT
MMSE Other
Acute management

Acute management or
treatment plan (free text)

Social History

Usual place of residence

Previous support at home

Activities or habbies

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor:17HC002
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Participation Patient

No. Initials
Dateassessment: ____/___ [______ _ (DD | MM /YYYY)
Rehabilitation

Has the patient been assessed for rehabilitation?

EIND

|:| Yes please complete table below

Who has been involved in the assessment? (tick all that apply)

Physictherapist

Qccupational therapist

Social worker

Geriatrician

MNurse

Dietitian

Speech and Language therapist

Other (please specify)

Have any standardised rehabilitation assessment tools been used?

|:|Nn

|:| Yes outline in table below

Have any standardised rehabilitation outcome measures been used?

I:lND

|:| Yes outline in table below

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor:17HC002
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Participation Patient
Mo, Initials

Date assessment: __ __ | ] _ (DD [ MM [YYYY)

- T B

Has the patient been recommended for further rehabilitation?

|:| No
[ ves

Please detail rationale for decision from patient
notes

Have goals been set with the patient?

DNO

[ es, please outline goals in the table below

Hawve family members or carers been invelved in the assessment or rehabilitation plan?

[ Mo
O ves

Assessment of rehabilitation potential Feasibility Study Case report Form V1.1 11/2/2019
IRAS: 227228 Sponsor:17HC002
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Appendix DD - Fidelity assessment criteria

Aszseszment Tool Fidelity Checklist

Pleass rate ezch guestion using the scals 2= below

100% = fully meets criteria/guidance

50% = meets some of the guidance/criteria

0% = does not mest criteria. Or empty cell

Nil = fior input which includes *

nil ™ or “nil of note” or “none known"

Question

Guidance on tool

Guidance for fidelity assessment

1. Are there any underlying
physical issues which
may affect or interfere
with rehabilitation?

Conzider the impact that any underlying physical
issues or medical conditions might have on an
individual’s ability to benefit from or participate
in rehabilitation. Are these being actively
managed, can they be optimized, are they stzbls
or unstable, reversible or irreversible? Are you
able to predict their trajectory or recovery? For
example, severe cardiorespiratory conditions or
advanced heart failure, frailty syndrome, co-
morbidities or poor nutritional status.

List of medical conditions {maybe abbreviated). If
has no underlying medical conditions — nil of note is
scoeptzhls

100% - list of comorbidities

0% = empty cell

Mil = if nil of note or none identified

2. Arethereany
unresolved physical
izsues which may affect
or interfere with
rehabilitation?

Consider the impact that any unresohved
physical issues or acute events (such asan
infection, fzll or fracture} might have on an
individual's ability to benefit from or participate
in rehabilitation. Are these being actively
managed; are they stable or unstable, reversiole
or irreversible? Are you able to predict their
trajectory or recovery? For example, ongoing
treatment for an infection, poor nutritional
status, pain or heart failure.

May include medical conditions or symptoms ar nil
of note.

100% = conditions and how impact on individual or
their likely recovery/prognosis

50% = just conditions and mo evidence of impact on
individual or rehabilitation trajectory or recovery
0% = empty cell

3. Are there any underlying
psychological issuss
which may affect an
individuzl's motivation
or participation with
rehabilitation?

Conszider underlying psycholagical izsues which
may impact on an individual's ability to
participate or benefit from rehabilitation. Are
these new or ongoing issuss? What
management strategies have or could be put in
place to enable the individual to receive and be
an active partner in rehabilitztion? For example;
antidepreszant medications for low mood,
delirium, memaory issues, and disruptive
behaviours for which strategies or specialist
teams may be advized. Conzider if these issuss
are exacerbated by an individual's acute iliness,
underlying conditions or the hospital
environment.

Evidence of existing psychological symptoms relating
to mood, behaviours, cognition, anxiety or nil of
note.

100% = list of psychological issves

0% = empty cell

Mil = nil of note, none known

are there any
unresolved psychological
issues which may affect
an individual's
motivation or
participation with
rehabilitation?

Conzider unresohied psychological issues which
may impact on an individual's ability to
participate or benefit from rehabilitation. Are
thess new or ongoing issuss? For sxample 3
dizgnosed or undiagnosed delirium. What
management strategies have or could be put in
place to enable an individuzal to receive
rehabilitation? For example; antidepressant
medications for low mood, delirium, memory
issues, grief, and disruptive behaviours for which
strategies or specialist teams may be advized.
Conzider if these issues are exaceroated by their
acute illness, underlying conditions or the
hospital environment.

Evidence of unresolved psychological issues -
behaviour, delirium, maood, confidence or nil of
note.

Evidence of how these impact on motivation or
participation in rehakilitation or assessment.
100% = lists izzues and impact these might have on
individual, condition or their rehab. May suggest
ways to support in rehab or likely prognosis 01
condition

50% = just izsues (no impact)

0% = Empty cell

Mil = nil of note, none known
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Has the individual been
gble to demonstrate
participation in the
rehabilitation
Essessment or
rehabilitation
programme during this
current episode of care?

Dwring the assessment, rehabkilitation or routine
care, has the individuzl been able to participate?
Do they require verbal or non-verbal prompts? Is
their participation consistent or does it
fluctuate? Consider the impact that medical and
psychological factors cam have on participation.
Do they take 2n interest in the assessment ar
rehabilitation? Motivation and participation may
fluctuate and differ once the individual has
recowvered from an acute lllness, delirium or
returns to their usual place of residence. If they
have previously been in receipt of rehabilitation
consider contacting community services to
determine previous rehabilitation response
and/or participation.

Discusses motivation and/or participation in therapy
assessments/rehabilitation or care on ward.

15 this consistent or fluctuating?

100% = describes individual participation,
motivation, engagement. May incdlude compliance,
dedlining treztment

50% = yes — no further evidence given

0% = empty cell

Mil = nil of note

what are the individual’s
current functional
ghilitizs and levels of
independence?

‘consider an individuzal’s current functionzl
akilitizs and levels of indzpendence. What is the
individual zble to do in the hospital setting either
with or without support? This may indude
transfers, mobility, self-care activities. When
assessing for current ebilitizs be aware of the
limitations which the hespital environment, their
underlying conditions or acute event may have
on the patient. For exampls; reduced mobility or
=xercise tolerance dus to admission.
Understanding these factors may have an impact
an which future rehabilitation services you
decide to refer to.

current abilities in mobility, transfers, personal care
what gids needed, level of assistance

Mz include distance

100% - includes mobility, and other ADL personzl
Care.

50% = focus just on one [ADL mobility/personal
carz)

0% = emipty cell

Mil = nil of note, or not known

what were the
individual's pre-morbid
[pre-admission)
functional abilities and
levels of
independence?

Consider the individuals pre-morbid or pre-
admission levels of function and independence.
what was the individual's previous level of
functionzl abilities in the days, weeks and
manths prior to this hospital admission?
Supplement this with information from family
members, carers and community service
providers. Ensure that you have a good
understanding of the impact that underlying
medical conditions and psychological issues have
on pre-morbid abilities and their trajectories.

Previous mobility, transfers, personzl care

what 3ids are nesded, level of assistance (care
packages)

May include distance mobilised or support reguired
100% = includes mobility and other ADL/personal
care/transfers

50% = focus just on one (ADL/mobility/personal
care/transfers)

0% = no evidence of pre-admission abilities or empty
cell

Do you have & thoroush
understanding of
individual's environment
in their usual place of
residence?

what type of accommodation do they usually
reside in? Consider existing sids, adaptations,
access and what the individual needs to be able
to do to return there. If you are considering
refierral to inpatient or community residential
rehabilitation ensure that you have 3 good
understanding of this emironment and its
suitability for the individual.

Evidencs this has been considerad.

Where they live and adaptations/equipment in situ
100% = describes environment

50% = yes has considered but no details

0% = empty cell/missing datz

what support does the
individual require to
make decizions about
their future?

Dwoes the individuzal have capacity and/for insight
to make decisions about their future needs, care
and rehabilitation choices? what support doss
the individual require to make these decisions?
15 an zszessment of Mental Capacity Required?
who is able to support the individuzl in this
priocess; family, carers, 587 Bear in mind that
capacity may fluctuate in the hospital setting or
with acute ill health and conditions such as
delirium.

Evidence to support if the individual has capadity. If
not who is able to support (e.g. family member,
friend, clinician)

100% = individual has capacity or individual has no
capacity. In case of no capacity needs evidencs on
how they will be supported

50% = lacks capacity but no discussion on how the
individual will be supported.

0%= not considered

Mil = nil of note, not known
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10. Has the individuzl been
asked “what's
important to me?”

sk the individual “what is important to me” to
establish what they want to achieve or value. In
the hospital zetting this may include returning to
their uzuzl place of residence, personal
relationships or activity of daily ving. Whers
individuals may lack capacdity or cognitive
function, family and friends may be zbls to
provide information.

100% = Evidence that patient or carer/family
member (if lack capacity] has been asked. Written
information on what is impertant to me provided
(e.g- to drive 2gzin, go home)

50%= yes/no written

0% = assessment not completed

11. Have goals been set and
3gresd which ars
SMART? (Short,

Medium, Long Term)

&oals which are Specific Measureable Achievable
Rezlistic and Timed (SMART) should be discussed
and agreed with the individual based on “What
is important to me". Short term goals may
include leaving hospital care. Medium term;
independence with mobility, seif-care. Long
term; outdoor mobility, socdal interactions. Be
Fware that goals setin hospitzl may change once
the individual has been transferred or returning
to their usuzl place of residence. Goals should
forus on the individual and not what the
therapist wants them to achieve.

For 100% need evidence of SMART short, medium
gnd long term gozls.

50% - goals ==t but not SMART

0% - yes/mo. Where no further details are given or if
unable to be completed

Has the multi-
disciplinary t=am be=n
involved in the
assessment or decision-
making process?

12.

Incorporate assessment findings from other
members of the multi-disciplinary team. Use
verbal or written information to build up &
picture of the individual's needs, wants and
abilities. For examiple; nurses, doctors, social
workers, psychologists, family, friends and
carers. Community based staff such as social
care support workers, community therapists and
&P's should be consulted. Nursing staff ars
idezlly placed to provide a3 24 hour view of an
individual’s abilities, levels of motivation and
participation in the hospital setting

100% - List of other MDOT members involved in the
aszessment or MDT discussion at board round
50% - yes only with no evidence of who has been
involved

0% - empty cell, not considered

Haz the individual's
rehakilitation potential
been assessed ower
multiple time points?

13.

An individuzl's needs and abilities should be
aszessed more than once. This may sither be
through direct assessment, observation or other
team member's asseszments. if you are unzbls
to establish this in the hospital setting consider
referring for a community follow up assessment.
This iz especiglly important in the acute setting
when an individual may be unwell, recovering
from a period of ill-health, sleep deprived orin
an unfamiliar environment. This should be
considered over a 24 hour period.

100% = Evidence of patient being ass=ss=d either by
assessor (who completed the form) or other
members of the MDT, over multiple sessions.
Evidence on how or if this has changed over time
[fluctuating participation due to painSdelirium) {if
relevant)

50%= just “yes" entered {no explanation)

0%= zingle time point 353233ment

14. Is the proposed
rehabilitation
programme likely to be

s=ffective?

Consider if the proposed rehabilitation
programme iz likely to be effective. Take into
aocount an individuzl's likely responss and
predicted benefit. Do you have & good
understanding of the evidence base on the
effectivensss of rehabilitation in this patient
population? Are you able to predict likely
response?

100% = Evidence of clinician reflecting on what they
went the proposed rehab to achieve or address. May
dizcuss possible barrisrs

50% = just “yes” entered (no explanation)

% = not completed or considered

15. overall impression

Use this space to reflect on your overall
impression of the individuals’ rehabilitation
potential, detailing your clinical reasoning and
thought process. You may want to use this space
to consider future plans for the patient.

overall reflection on the patients suitability for
rehabilitation and limiting or enabling factors.
100% = evidence of reflection taking into account
zzzeszment findings

50% = just outline likely goals/outcome

0= empty cell
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Appendix EE — Staff participant feasibility

interview schedule

Nottingham University Hospitals NH ) o

The University of

MNottingham
NHE T[Jst USITED KINGDOM - OHINA, - RLALAYSLA,

Feasibility Study

Staff participants semi-structured interview question guide V1.1 15/08/2017

Study title — Assessment of rehabilitation potential in frail older people in the acute

healthcare setting: a mixed methods study

The purpose of this interview is to explore your experience of using the rehabilitation
potential assessment tool in clinical practice to inform future development and testing of
the tool. Can | confirm that you are happy to take part in this interview and for the interview

to be recorded?

el

10.

What was your experience of using the rehabilitation potential assessment tool?
How easy what is to use?
Were the guestions/domains clear, relevant, unambiguous and reasonable?
Do you think the tool assessed specific patient needs?
What impact did the tool have on your clinical decision making?
|5 there anything you think could be done to improve the tool?
Were there any challenges or benefits to using the tool in your clinical practice?
a. Prompt as individual clinician?
b. Part of a multi-professional team?
Can you tell me about the computer aided training package (used to train the
therapists)
a. Was it easy to follow?
b. Suggested improvements
Are there any other concerns, issues or comments you would like to make about the
tool or training packager
Do you have any further comments or thoughts on rehabilitation potential in frail
older people?

Thank you for your time and for taking part in this interview. Close

Assessment of Rehabilitation Potential Feasibility Study 5taff Participant Interview Schedule V1.1
15/08/2017 IRAS: 227228 Sponsor: 17HCODZ
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Appendix FF — Patient/carer participant interview

schedule

Nottingham University Hospitals [L/gA) 4 | roc oo

| Nottingham
NHS Trus-t UMITED KINGDORM - CHINA, - MALAYSLA

Feasibility Study

Patient, family and carer participants semi-structured interview guestion guide V2.1
15/08/2017

Study title — Assessment of rehabilitation potential in frail older people in the acute
healthcare setting: a mixed methods study

The purpose of this interview is to explore your experience of the rehabilitation potential
assessment tool which was used by clinicians during your assessment. This interview will
help to inform future development and testing of the tool. Can | confirm that you are happy
to take part in this interview and for the interview to be recorded?

1. What was it like being assessed using the rehabilitation potential assessment tool?
2. Do you think the tool allowed the therapist to explore your specific needs?
a. What did they ask you?
b. What tests did they perform?
c. Did they discuss the outcome,/future plans with you?
d. Did you feel able to discuss your needs/concerns/goals/plans?
Do you think the guestions were reasonablefwell framed?
How did the tool compare to your previous assessment for rehabilitation?
Is there anything you think could be done to improve the tool?
Are there any other concerns, issues or comments you would like to make about the
tool?
7. Do vyou have any further comments or thoughts on rehabilitation potential in frail
older people?

Mo oe W

Thank you for your time and for taking part in this interview. Close

Assessment of Rehabilitation Fotential Feasibility Study Patient/Family Interview Schedule V2.1

15/08/2017 IRAS- 227218 Sponsor: 17HC002
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Appendix GG — CReDECI 2

Item Reported on page or in

publication

First stage: Development

1. Description of the intervention's underlying theoretical basis

2. Description of all intervention components, including the reasons for their selection as well as their 134-154

aims/essential functions

3. lllustration of any intended interactions between different components 134-154

4. Description and consideration of the context’s characteristics in intervention modelling 134-154

Second stage: Feasibility and piloting

5. Description of the pilot test and its impact on the definite intervention 182-217

Third stage: Evaluation

6. Description of the control condition [comparator) and reasons for the selection

7. Description of the strategy for delivering the intervention within the study context

8. Description of all materials or tools used delivery the intervention

§. Description of fidelity of the delivery process compared the study protocol

10. Description of a process evaluation and its underlying theoretical basis

| | | | M|

11. Description of internal facilitators and barriers potentially influencing the delivery of the intervention as

revealed by the process evaluation

12. Description of external conditions or factors oocurring during the study which might have influencad the X

delivery of the intervention or mode of action { how it works)

13. Description of costs or reguired resources for the delivery of the intervention x

¥ - not completed as part of PhD study
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