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ABSTRACT

This study explored the participant experience of using a goals menu in
community rehabilitation. A goals menu is a list of goal statements from which the
participant selects their rehabilitation goals. These goal statements are then
individualised for each participant, and are used to guide their rehabilitation.

A phenomenological approach was used to explore the participant’s
rehabilitation experience, with emphasis on the impact of using a goals menu to set
goals. Six participants were purposefully recruited from one Victorian Community
Rehabilitation Service. Semi-structured interviews were completed.

The interviews were audio-recorded, transcribed, and analysed. The following
themes were identified relating to the impact of the goals menu: 1) the goals menu
provides direction and the development of a rehabilitation plan, 2) hope about a new
future, 3) awareness of self: knowing own capabilities and limitations, 4) a way of
working together: a collaboration, 5) a process for engagement in rehabilitation: the
participant role in rehabilitation, and 6) a means of returning to an ‘adapted’ normal
life.

In addition, participants described their role in goal-based rehabilitation as
including their active engagement in rehabilitation, sharing their goals, ‘doing the
work’, asking questions, seeking information, receiving advice, sharing their
experiences about their rehabilitation progress, and making their own decisions.

This study suggests that that a goals menu is a useful tool in facilitating
participant goal setting, especially with its direct relationship to promoting hope for a
new future. It suggests that models of service provision should be based on the
participant’s role in rehabilitation. It also highlights hope and self-efficacy as

important inter-professional education topics. In summary it has been demonstrated
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that team work which is centred around the participant is instrumental in a positive

rehabilitation experience, and supports the practice of person centred care.
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Introduction

Rehabilitation is defined by Stucki, Cieza and Melvin (2007), as a major
health strategy “to enable people with health conditions experiencing or likely to
experience disability to achieve and maintain optimal functioning in interaction with
their environment” (p. 282).. Rehabilitation is provided in settings on a continuum
from acute hospitals to community services.

In Victoria, Australia, time—limited, individualised community
rehabilitation services are provided to adults who live in the community. Frequently
they are frail, disabled, chronically ill, or are recovering from a traumatic illness or
injury and will have clearly identifiable goals. The majority of the case load in most
community rehabilitation services is older people' (Department of Human Services,
2008). The aim of community rehabilitation is to improve client health outcomes, and
to assist clients to achieve their maximum reintegration into their community
(Department of Human Services, 2008). This is achieved through the efforts of
interdisciplinary healthcare professionals focussing on the client’s needs and goals
(Bloom et al., 2006; Leach, Cornwell, Fleming, & Haines, 2010).

Rehabilitation services comprise interdisciplinary teams and use a team
approach in the delivery of their services. Interdisciplinary teams refer to a group of
healthcare professionals from varied discipline backgrounds who use their
professional skills and knowledge to propose solutions to the complex, multifactorial,
problems commonly presented (Conneeley, 2004; D' Amour, Ferrada-Videla,
Rodriguez, & Beaulieu, 2005; Wade & de Jong, 2000). These complex problems

require different interventions delivered by numerous people who work on a specific

! An older person is defined as a person aged 65 years or over, an Aboriginal or Torres Strait
Islander person aged 45 years and over, or a person with an age related illness (Department of Human
Services, 2008, p. 88).
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area of need, frequently in a set order to address the well-being of the client
(Bovend'Eerdt, Botell, & Wade, 2009; Hurn, Kneebone, & Cropley, 2006).
Occupational therapists are members of community rehabilitation teams, as are
consultative medical services, dietetics, nursing, physiotherapy, podiatry, social work
and speech pathology (Department of Human Services, 2007). Interdisciplinary teams
deliver effective health care using collaborative practice (The Enhancing
Interdisciplinary Collaboration in Primary Health Care Initiative, 2005) and members
of interdisciplinary teams may or may not include the client (Mickan, Hoffman, &
Nasmith, 2010). The Healthy Teams Model described by Mickan and Rodger (2000)
relates to the practice of team work within health environments, and provides ideas
which will be drawn upon in this study.

Person centred practice is an important concept in occupational therapy.
The principles of person centred practice define a therapy process that “respects,
informs, and enables clients to become active partners in determining their own goals
and strategies of therapy” (Kielhofner, 2002, p. 163), and which places the person
centrally within the rehabilitation service with their needs and wishes being
paramount (Dow, Haralambous, Bremner, & Fearn, 2006). Models of practice are
useful in providing the concepts for determining the intervention approach required in
person centred practice (Kielhofner, 2002). Occupational therapy theories have been
developed which guide the practice of occupational therapists and which are
consistent with person centred practice. Theories and models of practice guiding
service delivery contribute to the experience of clients as they contribute to the
cultural environment in which the service is provided (Townsend & Polatajko, 2007).

One commonly used theoretical model is the Canadian Model of

Occupational Performance and Engagement (CMOP-E) which highlights three
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constructs: the person, the environment and the occupation (Townsend & Polatajko,
2007). People act on their environment through occupation (Townsend & Polatajko,
2007). In rehabilitation, clients express the occupations they need to, or wish to, return
to as goals. That is, client goals are occupations. Occupational therapists enable
occupation through the use of a range of enablement skills such as adapting,
advocating, coaching, collaborating, consulting, coordinating, designing/building,
educating, engaging and specialising (Townsend & Polatajko, 2007). Occupational
therapists draw on these skills to address the client’s personal or environmental
factors, thus enabling goal attainment. The authors of the CMOP-E also developed a
process framework, the Canadian Practice Process Framework (CPPF), for providing
person centred occupational therapy (Townsend & Polatajko, 2007). The CPPF
demonstrates the client’s journey in an occupational therapy service, and includes
eight steps through which a client progresses. These eight steps are: enter/initiate, set
the stage, assess/evaluate, agree on objectives/plan, implement plan, monitor/modify,
evaluate outcome, conclude / exit.

Another key person-centred occupational therapy theoretical model is the
Model of Human Occupation (MOHO) (Kielhofner, 2002). This model proposes that
a person’s participation and performance in occupation occurs within physical and
social environments, and results in development of occupational identity and
competence, leading to occupational adaptation. The person’s performance in
occupation is due to their volition (that is, their competence and effectiveness
[personal causation], their values and their interests), their habits, and their capacity
for performance. Occupational therapists enable clients to change by working with
the person, the environment, or their occupational performance through use of

therapeutic strategies such as validating, identifying, giving feedback, advising,
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negotiating, structuring, coaching, encouraging and providing physical support
(Kielhofner, 2002). Concepts which are related to personal causation and which are
found in other fields of study is the concepts of self efficacy (Gage & Polatajko, 1994)
and self awareness (Toglia & Kirk, 2000).

Beyond the practice of occupational therapy, community rehabilitation
within Victoria uses the Health Independence Program (HIP) model, first presented in
the HIP guidelines which were developed with the aim of meeting the needs of the
client by improving their health outcomes and their community integration
(Department of Human Services, 2008). The HIP model is a process model consisting
of six discrete steps through which the client progresses: 1) access and initial contact;
2) initial needs identification whereby eligibility for the program is determined; 3)
assessment; 4) care planning and implementation; 5) monitoring and review; and 6)
transition and exit from the rehabilitation service. Embedded within steps 3 and 4 of
the HIP model is the concept of the development and treatment of client goals. A
focus on a client’s own goals is viewed as a key component of program delivery and
is centred in the practice of person centred care (Department of Human Services,
2008). Both the HIP and the CPPF assist in guiding the client’s rehabilitation journey.

However, although the HIP guidelines recommend that goal setting is
implemented with clients, the guidelines do not specifically inform the practice of
goal setting, with individual community rehabilitation services having no guidance on
how to set goals. The implementation of the HIP guidelines lay with each individual
community rehabilitation service. To date, within the literature there is no identified
best process for implementing goal setting with clients (Bloom et al., 2006).
Furthermore, challenges have been identified with goal setting procedures and tools in

rehabilitation setting, including the site of the current study. For example, all staff at
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the research site had previously participated in a study conducted by the National
Ageing Research Institute to explore the possible use of the Canadian Occupational
Performance Measure (COPM) in community rehabilitation services (Smith et al.,
2001).

The COPM is a standardised person centred tool developed by Canadian
occupational therapists to enhance the practice of goal setting in occupational therapy,
including rehabilitation. The COPM assesses a client’s perceptions of their abilities in
self-care, leisure and productivity (Smith et al., 2001). The COPM ensures the
inclusion of client perspectives in setting goals, thereby ensuring that occupational
therapy practice is person centred. Although the COPM is a useful tool in
occupational therapy settings (Carswell et al., 2004; Wressle, Eeg-Olofsson,
Marcusson, & Henriksson, 2002) it is more difficult to administer in multidisciplinary
teams. It has been identified that the discipline involved in the actual setting of the
client goals resulted in a bias toward the identification of goals from that discipline,
and was therefore not truly enhancing multidisciplinary goal setting (Smith et al.,
2001). It was also reported that the COPM is time consuming and difficult to
administer (Donnelly & Carswell, 2002) and is difficult to use with clients who have
cognitive or communication impairments (Chen, Rodger, & Polatajko, 2002). After
participation in the study by Smith et al, the staff at the research site reported that the
COPM took too long to administer thus preventing them from initiating the treatment
that the client was expecting. As a result, there was a collective hesitancy by most
staff to adopt the COPM methodology. Thus, different tools were sought to guide the
practice of goal setting to promote person centred practice.

A goals menu is one version of a structured goal setting tool which uses

categories or options to assist translating client concerns into goal statements (Kuipers,



EXPERIENCE IN GOALS-BASED COMMUNITY REHABILITATION -6 -

Carlson, Bailey, & Sharma, 2004). It is perceived to be useful in overcoming some of
the difficulties associated with involving clients in the goal setting process (Kuipers et
al., 2004). Staff at the research site considered a trial worthy, as a goals menu could
accommodate the range of goals seen as important by various team members in a
time-efficient way.

The goals menu used in this study consists of 56 statements which were
generated by the community rehabilitation therapists at the research site based on their
clinical experience of previous types of goals addressed in rehabilitation. In using the
goals menu, the client identifies from the goals menu activities which they currently
find difficult to do and which they would like to do better. The goal statements
selected by each client become the focus of their rehabilitation program. [See Figure 1:

Goals Menu].
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FIGURE 1

Goals Menu

This is a list of activities / goals that might help you to determine what you want to work on

during your rehabilitation.

Please read through this list and tick the activities / goals that you are finding difficult, and
would like to do better, following your recent change in health.
If you have ticked a lot of activities / goals, please circle your five most important ones and

this will be discussed further with your therapist.

Out & About

a Get into/out of a car

a Use public transport

a Do my own banking/pay bills
Socialisation/Leisure

a Meet people and socialise with them
a Return to my previous leisure activities
Work & Study

a Return to work/study

Emotions and Feelings

a Make decisions for myself

a Cope with/express my feelings better
a Deal with family issues

Communication & Memory

Speak more clearly

Communicate better over the phone
Educate my family on best ways to help
Make handwriting better

Be more confident with my communication

My Body

(]

Have better balance/stop falling
Have stronger legs

Have stronger arms & hands

Learn how to better control my pain

Lose weight

00O

(M

(M

000 DO

[ Iy Ny Ny

Return to driving
Go shopping by myself/with others

Manage climbing steps / stairs

Get to my local community

Find a new leisure activity

Caring for others (children/partner)

Feel less anxious

Learn how to relax

Understand other speakers better
Read better
Planning my day/week

Develop memory strategies

Walk better/further
Manage/reduce my dizziness
Manage/reduce tiredness/fatigue
Learn more about healthy eating

Gain weight




EXPERIENCE IN GOALS-BASED COMMUNITY REHABILITATION -8 -

a Learn more about my special diet Please turn over
At Home

a Get into/out of chair/bed U Get up from the floor (eg, after a fall)
a Cook/heat meals U Clean my house

a Do my own gardening/home maintenance U Do my own laundry

U  Make my home easier to get around (e.g. rails, ramps)

Personal Care

a Be able to use cutlery a Eat/drink without coughing/choking

a Control my bladder/bowels better a Get on/off the toilet more easily

a Get into/out of the shower/bath a Dress with more ease

a Be able to wash and dry myself

a Groom myself better (e.g. brush teeth & hair, shave)

Medical

a Manage/reduce pressure wounds a Better manage my medication
Education

a Learn more about my condition a Learn about community supports
Other

L
L

Additionally, a process for administering the goals menu was developed
with the aim of enabling interdisciplinary goal setting. This process is described as:
1. The goals menu is completed by the client, with or without assistance from
family, carers or rehabilitation staff, within the first two contacts with the

community rehabilitation service, for each new episode of care.
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2. The therapist and client prioritise the goals to be addressed, and the
therapist individualises the goal statement by writing a clear and specific
goal which has meaning for the client. The written goal aims to be specific,
measurable, achievable, realistic and time-limited, as per best practice in
goal setting (Playford, Siegert, Levack, & Freeman, 2009). These
characteristics are termed SMART.

3. A written copy of these personalised goals is provided to the client and is
reviewed during the rehabilitation program. Each goal may be addressed
by any of the disciplines involved in the client’s rehabilitation program or

may be represented by only a single discipline. An example of a single

disciplinary goal is:

Client goal: to purchase own groceries.

Physiotherapist input: Client to be able to independently walk
100m around the shops, using a 4 wheel
walker in 8 weeks

Occupational therapist input: Client to be able identify the items on
shopping list and place in a basket
balanced on her 4 wheel walker.

Speech pathologist input: Client to be able to clearly ask for

assistance when required.
The individual discipline goals can be grouped in one interdisciplinary
goal to ensure that all rehabilitation staff is addressing the same client goal:
Client will be able to ask for assistance as required to independently
purchase her own groceries using a shopping basket whilst ambulating

with a 4 wheel walker in 8 weeks.
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Each client goal becomes the focus of the rehabilitation program and the
goal provides the basis of discussion at the regular client review meetings.
Communication to the general practitioner and other relevant health professionals is
also based on the client goals and their achievement of those goals, as identified by

the rehabilitation therapists.

The perspective of the client (commonly termed consumer in mental health
services) is paramount in the planning, delivery and evaluation of mental health
services, and includes Governmental policies aimed at ensuring consumer
participation (Department of Human Services, 2009). However, within rehabilitation
there is limited discussion regarding the importance of the client’s voice in service
delivery, planning and evaluation. A leading researcher in the area of person centred
care, Cheryl Cott, recommends that it is important that the clients’ perspective of their
rehabilitation is ascertained so that the care provided reflects their needs (Toronto
Rehab, 2012).

Based on occupational therapists’ understanding of occupation, defined by
Townsend and Polatajko as “any activity or set of activities that is performed with
some consistency and regularity, that brings structure, and is given value and meaning
by individuals and a culture” (2007, p. 19), each client’s experience of community
rehabilitation will be different due to the dynamic interaction between the person,
their environment, and their occupation. Therefore, understanding the client’s
experience of goals-based rehabilitation using a goals menu is useful in determining
the value of the goals menu in addressing client need. The premise of individual

experiences in rehabilitation provided a rationale for conducting this study.
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Since the implementation of the goals menu in 2004, the clients’
experience of using the goals menu in community rehabilitation has not been
investigated. This study will explore the client experience of engaging in a goal based
community rehabilitation service, using a goals menu. It will identify the impact of
using a goals menu on the clients’ rehabilitation.

The impact of using a goals menu is identified as an important element
which contributes to a positive rehabilitation experience. These findings can inform
the practice of occupational therapists and other health professionals in
interdisciplinary rehabilitation teams in relation to setting goals with clients, and the
impact and expected benefits of this process.

This thesis will explore the literature relating to clients’ experience in
rehabilitation and the elements of rehabilitation which contribute to that experience:
person centred care, hope and self-efficacy. It will also explore the current
understanding of the rehabilitation team and how this influences the client experience
of rehabilitation. The evidence supporting the use of the goals menu within the
broader context of goal setting in rehabilitation will be discussed. The methodological
approach used in this study, phenomenology, will be discussed and details of how the
methodology was applied will be outlined. The study results will be described in the
findings chapter, followed by consideration of the results in relation to the literature in
the discussion chapter. Implications for practice and further research will be
considered in the conclusion. Each of these implications will be discussed in detail to
aid understanding of the participants’ experience of a goals-based community

rehabilitation service, and the contribution of the goals menu to that experience.
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Literature Review
The clients’ experience of rehabilitation and the elements contributing to that
experience

This chapter explores the literature relating to clients’ experiences of
community rehabilitation. This will include literature covering the elements of
rehabilitation which contribute to the experience, namely: models of service provision,
person centred practice, self efficacy, hope, goals and goal setting processes, and
working in a health team. The perspectives and influence of occupational therapy in
these elements will be a particular focus. This chapter will identify current knowledge
about participant experience with a view to understanding gaps in the research to
position this study in the context of participant experiences in goal based
rehabilitation.

In this chapter, the user of the rehabilitation service will be referred to as a
client, as that denotes their relationship with that service at that point in time.
However, when describing the major underlying philosophy of rehabilitation, the term
person centred care shall be used rather than client centred care. This terminology is
deliberately applied as it supports the wishes of clients to be treated as people (d’Cruz,
personal communication, February 2011). In the methodology and findings chapter,
the term client is replaced by participant to highlight that the findings are related to
the clients who participated in this research, and not to all clients of the rehabilitation
service. In the discussion chapter, the term participant refers to clients in this research,
whereas the term clients relates to the findings of other studies.

A database search was conducted in August 2010 using CINAHL,
PsychInfo and Medline to find relevant literature. The search was restricted to articles

published between January 2000 and August 2010, published in English in peer
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reviewed journals. Databases were searched using the search terms “goal setting”,

(13 29 ¢

“goal framework”, “goal checklist”, goal identification”, “goal$”, “client centred”,

“client perspective”, “client experience”. The symbol $ is a truncation term used in
the databases. Boolean operators were used to restrict the search parameters to

rehabilitation. The reference list of significant articles were reviewed for other

publications.

Understanding service provision.

Models and frameworks are useful in directing the client’s pathway through
rehabilitation, and hence influence the clients’ experience in a rehabilitation service.
Two models that assist in guiding the client journey in rehabilitation are the Health
Independence Program (HIP) model of care (Department of Human Services, 2008)
and the Canadian Process Practice Framework (CPPF) (Townsend & Polatajko, 2007).
The HIP model details the client journey from first involvement with the service
through to discharge, and was described in the introduction. The model is from the
perspective of the service and states the actions to be undertaken by a service to
ensure that the client’s rehabilitation best meets their needs. However, the model does
not indicate the client’s own involvement in their rehabilitation, other than assuming
their ongoing attendance to progress through the separate steps.

Townsend and Polatajko (2007) introduced the CPPF as an occupational
therapy client centred model which demonstrates the journey undertaken by a client in
any occupational therapy service. The CPPF goes further than the HIP model in
outlining the client journey in a health service. Firstly the CPPF identifies that
alternate routes are possible and does not assume that the client progresses through

each stage. For example, discharge may occur without the provision of treatment by
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the occupational therapist. Secondly, the CPPF briefly mentions the role of the client
at each stage, by the inclusion of “with client participation and power sharing as much
as possible or desired” (Townsend & Polatajko, 2007, p. 251). However, like the HIP
model, the focus is from the perspective of the service and does not view the client’s
experience in rehabilitation from the perspective of the client. The focus is on
therapist “doing to” the client, rather than “doing with”. That is, neither the HIP nor
CPPF situate the client within the model.

In summary, the HIP and CPPF models detailing the client journey have not
fully incorporated the perspective of the client, although the models themselves
influence the client’s rehabilitation experience. Lack of inclusion of a client’s
perspective misses an opportunity for services to ensure that service provision reflects
client’s needs, and does not inform clients about their role in their rehabilitation to
achieve desired change. Understanding the client’s experience in rehabilitation may
contribute to models of care which reflect their needs and which inform clients of the

opportunity to enhance their outcomes.

Client Experience in Rehabilitation.

The experience of each client in rehabilitation is unique. This is as a result
of the influences of the societal and practice contexts in which the rehabilitation
occurs including the physical, social, cultural and institutional influences on the
rehabilitation environment (Townsend & Polatajko, 2007). Personal factors and
characteristics, such as the resources, knowledge, skills, abilities, habits and beliefs, of
each client and their team of therapists, combine with environmental factors to
produce a unique experience of rehabilitation for each client (Townsend & Polatajko,

2007). Table 1 outlines societal and practice contexts relevant to this study,
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highlighting the range of environmental factors, as part of the CMOP-E, contributing

to each person’s experience of community rehabilitation.

TABLE 1

Societal and Practice Contexts Relevant to this Study

Environmental  Societal contexts Practice contexts

factors

Physical The built environment such as Treatment location: home or at a
cities community centre

Social The client’s own family and Health professionals involved in the
social networks client’s health care, and the practice of

collaborative team work

Cultural Client’s age, race, ethnicity and  The philosophy of person centred care,
gender as practised by the team members

Institutional Health system policies, e.g. HIP  The policies and procedures of a service,
guidelines such as the use of a goals menu to

facilitate goal setting

Understanding the client’s experience in rehabilitation has more recently
been discussed in the research literature. Researchers have conducted interviews with
clients who have participated in different types of rehabilitation, including inpatient
rehabilitation (Dixon, Thornton, & Young, 2007), neurological rehabilitation (Wain,
Kneebone, & Billings, 2008) and in-patient occupational therapy (Palmadottir, 2003,
2006). The application of person centred care (Palmadottir, 2006; Wain et al., 2008)
and the attributes of self-efficacy (Dixon et al., 2007) emerged as key factors

contributing to a client’s experience in rehabilitation. Person centred care, self-



EXPERIENCE IN GOALS-BASED COMMUNITY REHABILITATION - 16 -

efficacy, and the related concept, hope, will be discussed to provide a context of

current thinking in this area.

Person centred care.

Person centred care is an important concept in occupational therapy, with
this being reflected by the application of two person-centred models, Canadian Model
of Occupational Performance and Engagement (CMOP-E), and Model of Human
Occupation (MOHO) within the profession. Person-centred care is considered to be a
philosophy or approach that “reflects the needs of individuals and groups of clients”
(Cott, 2008, p. 89). It encompasses a focus on the client (Dow et al., 2006; Rebeiro,
2000), and on their goals (Cott, 2004; Sumsion & Law, 2006), which together
facilitate successful rehabilitation (Bloom et al., 2006; Leach et al., 2010).

13

Person centred care refers to a client’s “active involvement in managing
their health care and their rehabilitation process in partnership with service providers
who understand and respect their individual needs” (Cott, 2004, p. 1418). Person
centred practice is a respectful and collaborative partnership between clients and
service providers who are responsive to client’s needs, wishes and values (Australian
Commission on Safety and Quality in Healthcare, 2010; Dow et al., 2006). The
premise of person centred care implies user involvement in the rehabilitation service,
and collaboration between the client and healthcare professionals (Palmadottir, 2003).
Other important dimensions in the practice of person centred care include:
the health environment’s contribution to the physical comfort of the client (Cott,
2008); the provision of support to the client in their preparation to return to living

back into the community (Cott, 2004); the provision of care needs to be coordinated

and integrated (Dow et al., 2006), and tailored to the client’s own needs which
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requires that the client is involved in determining their goals (Cott, 2004; Sumsion &
Law, 2006); the provision of support to address the client and their family needs; and,
ensuring that the service is accessible and easy to navigate for the client (Dow et al.,
2006). The focus of person centred care is broader than is commonly discussed in the
literature, as person centred rehabilitation encompasses more than goal setting and
shared decision making (Cott, 2004).

The practice of person-centred care requires that the focus of care is on the
person and not their illness or disability (Rebeiro, 2000) and that the therapist
maintains their role as expert on the health condition and in subsequent treatment
(Sumsion & Law, 2006). Demonstrating this respect requires the health professionals
to believe in their client’s potential, to value their client’s life experiences, and to
recognise the client as the expert in relation to themselves (Corring & Cook, 1999)
and their disability (Law, Baptiste, & Mills, 1995). This requires service providers to
get to know their clients as people (Dow et al., 2006).

Respect for the client is also demonstrated through the provision of choices
during a client’s engagement with health services. The choices provided to the client
are influenced by the client’s capabilities and stage of illness or disability (Sumsion &
Law, 2006). Choices must be meaningful to the individual client (Rebeiro, 2000). The
provision of choice at each stage of the client’s health journey requires a collaborative
working relationship between the client and therapist. A collaborative relationship
accommodates client experiences prior to and during their engagement with the health
service. Therapists need to be flexible in order to deliver choice at each stage of the
health journey (Dow et al., 2006; Sumsion & Law, 2006).

Communication is an important element in the practice of person centred care.

Health service providers are required to effectively and efficiently work together in
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order to maximise health outcomes (The Enhancing Interdisciplinary Collaboration in
Primary Health Care Initiative, 2005). Effective communication can address issues of
power by aiming to shift the power toward the client so that they can set their own
goals, achieve their objectives and effect outcomes (Sumsion & Law, 2006). This is
supported by the work of Cott (2004) where clients identified that being educated by
health care providers facilitated their self direction and their decision making.

Central to communication and the client’s experience of rehabilitation is
the client-therapist relationship. This relationship is one element contributing to the
client experience through the personal factors of both the client and the therapist:
knowledge, skills abilities, habits and beliefs (Townsend & Polatajko, 2007). The
client — therapist relationship is an important determinant of the success of
rehabilitation (Palmadottir, 2006). The manner in which therapists practise their role,
share their power and build connections contributes to the client and therapist
relationship (Palmadottir, 2006). Townsend and Polatajko (2007) recommend the
concept of enablement as what occupational therapists do, that is, the way in which
they practise. The Canadian Model of Client-Centred Enablement (CMCE) portrays
occupational therapists core competency within the boundaries of a client-therapist
relationship (Townsend & Polatajko, 2007). Enablement is at the core of person
centred practice (Townsend & Polatajko, 2007). Person centred enablement occurs
through occupational therapists use of enablement skills in a collaborative relationship
with clients (Townsend & Polatajko, 2007).

Person centred care: the client’s perspective.

Understanding person centred care is best ascertained from the client’s

own perspective (Corring, 1999). Occupational therapists’ interpretation of person

centred care is that the client is the expert in their own occupations, and the client
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must be an active partner in the occupational therapy process (Townsend & Polatajko,
2007). The overarching need expressed by clients with regard to the philosophy of
person centred care is that they are valued as a human being (Corring & Cook, 1999),
are listened to with dignity and respect and are treated as a person (D’Cruz, personal
communication, February 5, 2011).

Rehabilitation clients have indicated that the practice of person centred
care is critical to optimising their experience of rehabilitation (Wain et al., 2008).
Wain et al sought to understand the client experience in rehabilitation through
identifying the ways in which clients’ perceived rehabilitation. She interviewed eight
clients who had received neurologic rehabilitation in order to understand their
experiences. It was found that positive client experiences were related to the
application of person centred care, perceived by the clients as the extent to which they
directed and lead their rehabilitation, and by the extent in which they received
individual and holistic care. This qualitative study was comprehensively reported with
strong evidence of client voices being accurately represented in the findings.
Rehabilitation was perceived to be positive when the clients owned their rehabilitation
and it held value to them. Wain et al (2008) found that the provision of a therapeutic
atmosphere, such as a friendly and relaxed environment, facilitated the person centred
approach. A positive perception of rehabilitation was related to the application of
person centred care. This study highlights how person centred practice is instrumental
in the delivery of successful rehabilitation. Consistent with these findings, the person-
centred approach has been identified as important in Victorian Government policy in
the HIP guidelines however, in the HIP guidelines, the person is not situated at the

centre of care.
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In 2004, Cott, a physiotherapist, conducted comprehensive qualitative
research to identify what was important for clients with long-term physical disabilities
who had received rehabilitation. She identified that clients wanted: service providers
to understand their specific needs as individuals as well as their health conditions;
active involvement in setting their goals and in decision making; to be educated in
order to be self-directed and make decisions; to be prepared for a return to community
living; to receive emotional support from staff in the form of advice; to receive
encouragement and direction; to have coordination of services and to have ongoing
access to rehabilitation after discharge.

Qualitative research in rehabilitation literature suggests that in addition to the
application of person centred care as a key factor contributing to the client’s
experience in rehabilitation, the attribute of self efficacy, and its related concept hope,

are important factors.

Self efficacy and hope.

Self efficacy and hope are positive psychological constructs. Snyder,
Lehman, Kluck and Monsson (2006) assert that both are goal focussed and are based
on what a person can do as opposed to what they can’t do: they each have a client
asset focus. However their differences lie in their key focus with respect to goal
achievement. Self-efficacy consists of outcome expectancies, that is, what is the
likelihood of an outcome occurring, as well as efficacy expectancies, that is, how can
I achieve the goal described by the outcome. Together, these expectancies focus on
the thinking undertaken by individuals with respect to goal directedness for a specific

situation (Snyder et al., 2006). Likewise, hope is also concerned with thinking about
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goals, but it assumes a global process, that is, hope is developed from all goal pursuits
and is not related to the person’s perception of performance for each activity.
Self Efficacy.

Self-efficacy is a person’s belief about their capabilities to perform an
activity that influences the events affecting their lives (Dixon et al., 2007; Toglia &
Kirk, 2000) and it relates to their confidence to achieve a desired goal (Scobbie, Wyke,
& Dixon, 2009). It relies on a client’s recognition of their own progress (Dixon et al.,
2007). Self-efficacy is a belief in personal ability to perform a specific task, and is
generated from four interrelated experiences: 1) performance accomplishments, that is
the degree of accomplishment, such as success or failure ; 2) vicarious experience
which is a process of comparison between self and someone else; 3) social persuasion,
such as encouragement or discouragement; and 4) emotional arousal, that is, an
individual’s perception of negative emotional response in unfamiliar tasks which may
result in a perceived ability of success in that situation (Dixon et al., 2007,
Nieuwenhuijsen, Zemper, Miner, & Epstein, 2006). Self-efficacy can differ in terms
of magnitude and strength (Gage & Polatajko, 1994). The magnitude of self-efficacy
refers to the relative difficulty of the task that is being rated, and strength refers to the
degree of belief that a person has about their ability to succeed (Gage & Polatajko,
1994). Although self-efficacy is not a global construct, and is dependent on each
individual activity (Nieuwenhuijsen et al., 2006; Snyder et al., 2006), the degree of
self-efficacy can be generalised to other activities (Gage & Polatajko, 1994).

Self-efficacy is believed to be a fundamental requirement in health,
especially in health services delivering person centred care (Nieuwenhuijsen et al.,
20006). Self efficacy is similar to the concept of personal causation in the Model of

Human Occupation, and is therefore important in the practice of occupational therapy.
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Self-efficacy is an important component of the delivery of person centred
care, as the development of self-efficacy by clients enables them to retain
responsibility, which is the foundation principle of person centred care (Sumsion,
Craik, & Glossop, 2006). Self-efficacy was identified by Scobbie, Wyke and Dixon
(2009) as a theory of behaviour change relevant to the practice of goal setting. It is
believed to influence client motivation and participation in rehabilitation (Dixon et al.,
2007). Self efficacy has been attributed to positive health outcomes (Snyder et al.,
2006).

In a comprehensive study presenting client voices in the findings, Dixon
(2007) demonstrated that a client’s engagement in the rehabilitation process
contributed to the development of their self efficacy. The clients identified the
importance of relying of themselves in rehabilitation, using attributes and skills such
as having self reliance and determination, and being able to recognise their own
improvement, thus facilitating the development of self-efficacy. Clients also
highlighted the importance of others during rehabilitation, including staff, and other
clients, and that the ability to compare their own performance was as important as
receiving external reassurance. The process elements of rehabilitation, such as using a
goal setting system, approaching rehabilitation as a routine, and seeking advice and
guidance from staff were all sources for self-efficacy.

Hope.

Snyder’s theory of hope is based on positive psychology, which aims to
make normal life more fulfilling. Snyder et al. (2006) stated that hope is a goal
directed cognitive motivational process which influences a person’s emotions in
response to the consequence of their goal pursuit. Hope is the “person’s perceived

ability or internalised belief that they can produce goals” (Snyder et al., 2006, p. 89).
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It consists of two interactive thinking processes: pathway thinking, which is the
planning to meet a goal, and agency thinking which is, the goal directed energy.

Hope can be expressed along a continuum from high hope to low hope.
Positive benefits are identified by having high hope, which incorporates the ability to
identify more goals and more pathways to achieving each goal, the ability to stay
focussed on goals, and the ability to set ‘stretch’ goals which are realistic but require
considerable effort. People with high hope are more likely than people with low hope
to abandon unreachable goals. Hope needs to be nourished and can be taught by using
specific strategies (Snyder et al., 2006).

The idea of hope is discussed in many areas of health, especially in mental
health, but less so in rehabilitation. In a well conducted qualitative study where people
who had experienced a stroke discussed a) the patterns of hope they manifested after
the stroke, and b) the factors associated with their patterns of hope, it was suggested
that hope is a concept that positively affects rehabilitation clients, and that inspiring
hope in individuals is an emerging philosophy of rehabilitation (Bays, 2001). Bays,
found that for people who had experienced a stroke, hope consisted of positive
anticipation, involved active participation, was a forward moving process, was an
inner sense of self that change and improvement would result, or was a faith in God.
In addition, when clients continued to hope, hope was life sustaining, was based on
realistic possibilities, and was derived from relative comparison and connectedness.
Finally, Bays suggested that hope was a desire for previous abilities, and that
functional mobility was important. No studies were identified that explored hope or

self-efficacy in community rehabilitation services.
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Team approach.

Community rehabilitation services consist of interdisciplinary teams.
Interdisciplinary teams require a degree of collaboration as they share a common goal,
a common decision making process (D'Amour et al., 2005) and have group
responsibility for the final product (Conneeley, 2004). Relationship between the
health care professionals and the client, and between each of the health care
professionals are important factors relevant to interdisciplinary rehabilitation teams
which can impact on the clients’ experience of rehabilitation.

A recent approach regrading the effective delivery of health care is
interdisciplinary collaborative practice, a term which is related to interdisciplinary
teams however focussing on process rather than structure (Petri, 2010). Occupational
therapists in Canada have been key stakeholders in driving the development of
principles and framework of interdisciplinary collaboration (The Enhancing
Interdisciplinary Collaboration in Primary Health Care Initiative, 2005).
Interdisciplinary collaboration, in the context of health is defined as “an interpersonal
process characterized by healthcare professionals from multiple disciplines with
shared objectives, decision making, responsibility, and power working together to
solve patient care problems” (Petri, 2010, p. 80). Collaboration is enhanced when a
team’s communication structures and internal processes enable health professionals to
work together in the most effective and efficient way to produce the best health
outcomes for individuals and families (The Enhancing Interdisciplinary Collaboration
in Primary Health Care Initiative, 2005).

Interdisciplinary collaboration commonly refers to the staff involved in the
delivery of healthcare, however, Mickan, Hofman and Nasmith (2010) suggest that

the concept of interdisciplinary collaboration can be extended to include the client as a
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member of the health care team. The notion of the client as a member of the
healthcare team is in keeping with person centred practice whereby the person is at
the centre of their own care. A person can only be central if there is a team which
surrounds that person, and this team functions effectively. It is therefore
recommended that the client is included as a team member in an effective health care
team. Mickan and Rodger, (2005) suggest that including the client as a member of the
healthcare team may enable the relationship to be overtly explored for the duration of
the rehabilitation program.

In support of practising effective teamwork, occupational therapists Mickan
and Rodger (2005) developed a framework based on a large numbers of surveys with
health managers and health practitioners, the Healthy Teams Model. In this model,
Mickan and Rodger suggest that team members need to develop a forward looking
purpose relevant to both the client and the organisation. The goals are a link between
the team purpose and its outcomes and focus on achieving client outcomes. The goals
need to be agreed on by members of the team (including the client), set
collaboratively, and described clearly. The team needs to develop processes for
leadership as this influences goal achievement. This includes structures for decision
making, managing conflict, sharing ideas and information, coordinating tasks and
providing feedback. Communication needs to be regular and thus facilitate the easy
sharing of information between members. Sufficient time needs to be allowed for
reflection. Cohesion is important as a sense of camaraderie and involvement and is
generated over time. Cohesion arises from participation in tasks, and from
communication networks. The aim is for team members to want to work together.

Mutual respect of each others professional and personal skills is also essential from
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each team member. Each team has embedded structures and processes which focus on
the team purpose, goals, leadership, communication, cohesion and mutual respect.

The characteristics of team work included in this model represent elements
within person centred care. This crossover between operating as an effective team,
and the practice of person centred care further supports the premise that the client

should be included within the health team.

A focus on client goals.

Goal setting is considered a fundamental component of rehabilitation
(Bovend'Eerdt et al., 2009; Kuipers, Foster, Carlson, & Moy, 2003; Levack, Dean,
Siegert, & McPherson, 2006; Playford et al., 2009; Scobbie et al., 2009; Siegert,
McPherson, & Taylor, 2004; Wade, 2009) as it is an effective way of achieving
change in people (Bovend'Eerdt et al., 2009). While occupational therapy aims to
enable change, the profession acknowledges it is only the clients who can accomplish
their own change (Kielhofner, 2002).

Simply stated, a goal is something which a client wants to achieve (Leach
et al., 2010). A goal expresses a future end state, and in rehabilitation, it also
commonly includes the effort by which the end state is achieved, expressed as a
SMART goal (Playford et al., 2009; Wade, 2009). For the purposes of this research, a
goal is “a destination...with steps towards achieving it, with a plan towards achieving
it” (Barclay, 2002, p. 9).

It is generally believed that the ongoing future of goal setting in
rehabilitation is considered secure, due to both its effectiveness for influencing
behaviour, and because of its intuitive sense to both clinicians and clients (Siegert et
al., 2004). Goal setting is considered to be an innate behaviour of a rehabilitation

clinician (Levack, Taylor, et al., 2006). As stated by a clinician discussing the value of
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goal setting in an informative and well conducted study, “you can’t really have rehab
without goals because you are always working towards something, towards some
improvement” (Levack, Dean, McPherson, & Siegert, 2006, p. 1442).

The ideal method of setting rehabilitation goals should involve the goal being
identified by the client, or by their family, (Doig, Fleming, Cornwell, & Kuipers,
2009; Glazier, Schuman, Keltz, Vally, & Glazier, 2004), and then set collaboratively
with rehabilitation staff (Barnard, Cruice, & Playford, 2010). Barnard et al. (2010)
identified that collaborative goal setting served to increase discussion about the goal
and required that the treating team explain their clinical reasoning when negotiating
realistic and achievable goals. Playford et al. (2009) suggest that more productive
goals are those which are ambitious rather than achievable. Collaborative goal setting
with clients is therefore the aim of goal setting in rehabilitation, however, best
strategies to facilitate collaborative goal setting are not well established (Bloom et al.,
2006).

Client involvement in goal setting is highly regarded at a policy level
(Barnard et al., 2010), as evidenced through the inclusion of goal setting with clients
in the HIP guidelines (Department of Human Services, 2008). Studies exploring the
impact of client involvement in goal setting have revealed that clients had an
increased sense of control over their rehabilitation (MacLeod & Macleod, 1996), were
positive about the process but less so about the substance of that process, (McAndrew,
McDermott, Vitzakovitch, Warunek, & Holm, 2000), perceived the process as
beneficial, which increased their motivation and fostered realistic expectations
(Young, Manmathan, & Ward, 2008), and were encouraged to increase their active

participation in rehabilitation (Leach et al., 2010). Overall, the client’s perspective of



EXPERIENCE IN GOALS-BASED COMMUNITY REHABILITATION - 28 -

goal setting suggests that it was a positive experience contributing both realistic
expectations and enhanced participation.

At the research site for this study, the goals menu was implemented to
involve the client in the identification of their own goals. Structured goal setting tools
can assist in: identifying the clients goals (Barclay, 2000, Glazier, Schuman et al,
2004); providing a shared framework for discussion between the therapist and client
and can provide structure and guidance to the goal setting process (Barclay, 2000);
improving the communication between a client and their rehabilitation team to help
define the treatment plan (Bloom, Lapierre et al, 2006); and supporting an effective

partnership between client and therapist (Holliday, et al, 2007).

Summary of Literature Review

The research and evidence reviewed highlights the importance of team work
and effective communication within teams, and person centred practice within the
rehabilitation process. Rehabilitation clients have indicated that a positive experience
of the rehabilitation process relates to the attributes of hope, self-efficacy, and to the
application of person centred care. Person centred care is a method of working with
clients that focuses on the client and actively includes them in the rehabilitation
process. This is achieved by addressing a client’s goals, and by including the client as
a member of the healthcare team. Client goals are a client statement of their end point,
and are used to better practise client centred practice and provide a framework for
better team work. Goals need to be set collaboratively with the client as this provides
motivation to participate in rehabilitation, and thus maximise functional outcomes.
Goal setting can be challenging to implement with clients, however, using a goals

menu is one strategy to facilitate client goal setting. The other key strategy is client-
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therapist and interdisciplinary communication. Communication needs to occur
between all members of the team, with the client viewed as a central player within the
team. The Healthy Teams Model provides a useful framework for working as an

effective healthcare team.

Aim of this Study
Two years after the introduction of goal setting using the goals menu at the
community rehabilitation service, it was suggested that it would be valuable to
understand the client’s experience of engaging in this goal based rehabilitation
program. Thus the research could then be used to guide future goal setting practices
within the service. The aim of this study was:
1. To explore the participant’s experience in a goal-based
community rehabilitation service.
2. To identify the impact of using a goals menu on the participant’s
community rehabilitation experience.
Thus, in this study, the participants’ perspective of the goals menu was sought
to understand their experience of using the goals menu in a community rehabilitation

setting, and to understand the impact of the goals menu on their experience.
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Methodology

This chapter describes the methodology used to explore the participants’
experience of participating in a goal-based community rehabilitation service.
Contextual background information regarding the chosen methodology is provided
through a brief discussion on both qualitative research and phenomenology.
Information is provided regarding the rehabilitation setting and participant details.
The data analysis process is described in detail, including the methodology
undertaken for a second level of data analysis. Issues of trustworthiness and ethical
implications are highlighted. When direct quotes from the participant interviews are
provided they are identified by two numbers. The first number relates to the
participant number, and the second number identifies the page number of the
transcript.

Qualitative research is an umbrella term for research methodologies that
study participants in their natural settings (Denzin & Lincoln, 1994). This
methodology is valued because participants are viewed “as inseparable from their
social, cultural, physical, economic, political, historical and legal environments”
(Hammell, 2001 p. 231). The aim of qualitative research is to make sense of the
phenomena being researched in terms of the meanings people attribute to them, and as
such it is a research approach which aims to understand how people look at the world,
and how this motivates them to act in particular ways (Andrews, Sullivan, &
Minichiello, 2004; Holstein & Gubrium, 1994; Liamputtong, 2009). This form of
research draws on a “social constructivist view of society and the way people interact”
(Andrews et al., 2004. p. 62) which considers that our view of ourselves and our

reality is developed over time as a result of interactions with others. Qualitative
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methods are commonly used to investigate the interactions between individuals and
the health care environment (Fossey, Harvey, McDermott, & Davidson, 2002).

This research project utilised phenomenology, which is an interpretive
methodology. An interpretative methodology is one form of qualitative research that
aims to describe and explain an individual’s experiences, behaviours, interactions and
social context (Fossey et al., 2002) with an emphasis placed on the participant’s
perspective of the phenomena being studied (Hammell, 2001) “regardless of their
individual or collective origin” (Fossey et al., , p. 720).

Phenomenologists view the individual and their world as co-constituting one
another, that is, it is via the world that the meaning of the person’s existence emerges,
and it is the individual’s existence that gives the world its meaning (Valle & King,
1978). Phenomenological research enables an understanding of the participant’s
experience, such as their thoughts, emotions and sensations (Valle & King, 1978),
and the meanings they attribute to that experience (Andrews et al., 2004) with an
overarching aim to identify what the phenomenon is concerned with (Colaizzi, 1978).
Tesch, (1990, as cited in Fossey et. al., 2002) suggests that phenomenologists are
“interested in the way people experience the world, what it is like for them” (p. 720).

Colaizzi, an important early author in phenomenology, stated that the
identification of the phenomenon is based on a description of the experience from the
people who had the experience (1978). This is revealed through a process of dialogue
(Colaizzi; Valle & King, 1978) whereby social dialogue between participant and
researcher both constructs and conveys meaning (Holstein & Gubrium, 1994). This
dialogue occurs in a situation of trust and without the presence of power relationships,

that is, the researcher and subject act as co-researchers (Colaizzi).
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Overall, phenomenology aims to elicit “the common elements of subjective
experience as described by separate individuals” (Fossey et al., 2002, p. 720.).
Therefore the phenomenology research methodology used in this study enabled a
detailed examination of each participant’s subjective experience of participating in a
goal-based community rehabilitation service, followed by the development of an
understanding of the common elements of this practice. Colaizzi’s method (1978), a
commonly used method in phenomenology and widely cited in health sciences
literature, was utilised in this research and shall be discussed further.

In 1978, Colaizzi suggested that human experience could be viewed and
described objectively. He believed that people act out to the world all that they are
experiencing in the world, so a person’s experience is observable, through their
actions, by people standing separate to that experience. For example, being angry is
not only an internal state but is directed to objects and people in the world. The
objectivity resides in the notion that the person with the experience is able to
faithfully describe what occurred.

In order to accurately understand and account the meanings of experience
requires that the researcher remains with the experience as it is experienced, (Colaizzi,
1978). Colaizzi identified that preconceived meanings of an event regulate all
subsequent involvement in that event, thus the researcher’s preconceived meaning of
the research topic is scrutinised. To address this, a detailed discussion of the
researcher’s reflections on this topic is presented. Refer to [Figure 2: Researcher’s
preconception regarding the phenomenon studied] for the researcher’s prior notions of

goal setting in community based rehabilitation.
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FIGURE 2

Researcher's Preconception Regarding the Phenomenon Studied

March 2006.

As an occupational therapist, [ need to know my clients to work with them.
The work undertaken by occupational therapists in community rehabilitation is to
assist clients to overcome their difficulties in re-engaging in their chosen occupations
after they have an acquired brain injury or other neurological or orthopaedic problem
which usually, but not always, requires inpatient hospital admission. My practice as
an occupational therapist is guided by the teachings of person centred care. I use goal
setting with clients as a means of knowing the client and to provide the rehabilitation

they require.

However, my colleagues (dietitian, physiotherapist, social workers, and speech
therapists) are not working on the same things. Although I have independently worked
with the client to identify their goals, which were framed as occupations they wished
to improve their performance in, I failed to share this with my colleagues. There was
no process in place for this communication to occur. Furthermore, the actual goal
setting process was ad hoc and was driven by therapist identification of client
problems. This lack of connection with client-set goals, and lack of team procedure
for client goals to drive the rehabilitation process felt like a dismal failure in the

delivery of person centred practice.

The rehabilitation team is aware that Department of Health is to implement
guidelines for client care which includes client goal setting as part of their practice of

person centred care. Change needs to occur. The rehabilitation service needs to




EXPERIENCE IN GOALS-BASED COMMUNITY REHABILITATION -34 -

implement a process to be used across the team. But why focus on setting goals?

I believe that setting goals with clients will allow me to address what a client
wants to work on in rehabilitation. By addressing what clients want, they will improve
more than if I set the rehabilitation schedule. The client’s goals will make it easier for
me to develop a pathway towards their chosen direction. This will result in a more
satisfying experience for both me and for the client, and this increased satisfaction
should be reflected in reporting a more favourable experience of rehabilitation. Goal

setting with clients will enable me to be a more person-centred practitioner.

Goal setting may be most 