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Introduction 

Multi-disciplinary team members predict each ƉĂƚŝĞŶƚ͛Ɛ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů ƚŽ ŵĂǆŝŵŝƐĞ ďĞƐƚ ƵƐĞ 
of resources. A lack of underpinning theory about rehabilitation potential makes it difficult to apply 

this concept in clinical practice. This study theorises about rehabilitation potential drawing on 

everyday decision-making by Health Care Professionals (HCPs) working in stroke rehabilitation 

services. 

  

Method 

A clinical scenario, checked for face validity, was used in two focus groups to explore meaning and 

practice around rehabilitation potential. Participants were 12 HCPs working across the stroke 

pathway. Groups were co-facilitated, audio-recorded and fully transcribed. Analysis paid attention to 

data grounded in first-hand experience, convergence within and across groups, and constructed a 

concepƚƵĂů ŽǀĞƌǀŝĞǁ ŽĨ HCPƐ͛ ũƵĚŐĞŵĞŶƚƐ ĂďŽƵƚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů͘ 
 

Results 

‘ĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů ŝƐ ƉƌĞĚŝĐƚĞĚ ďǇ ŽďƐĞƌǀĂƚŝŽŶƐ ŽĨ ͚ĐĂƌƌǇ-ŽǀĞƌ͛ ĂŶĚ ĨƵŶĐƚŝŽŶĂů ŐĂŝŶ͕ ĂŶĚ ŵĂŶĂŐĞĚ 
ĚŝĨĨĞƌĞŶƚůǇ ĂĐƌŽƐƐ ƌĞĐŽǀĞƌǇ ƚƌĂũĞĐƚŽƌŝĞƐ͘ HCPƐ͛ ƌĞƐƉŽŶƐĞƐ ƚŽ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽtential judgements 

include prioritising workload, working around the system, and balancing optimism and realism. 

Impacts for patients are streaming of rehabilitation intensity, rationing access to rehabilitation, and a 

shifting emphasis between management and active rehabilitation. For staff, the emotional burden of 

judging rehabilitation potential is significant. Current service organisation restricts opportunities for 

feedback on the accuracy of previous judgements. 

 

Conclusion 

Patients should have the opportunity to demonstrate rehabilitation potential by participation in 

therapy. As therapy resources are limited and responses to therapy may be context-dependent, early 

decisions about a lack of potential should not limit longer-term opportunities for rehabilitation. 

Services should develop strategies to enhance the quality of judgments through feedback to HCPs of 

longer-term patient outcomes. 

 

Key words: rehabilitation potential, stroke rehabilitation, decision-making, predictors, resource 

allocation, service delivery, qualitative. 

 

 

 

  



Introduction 

 

HĞĂůƚŚ CĂƌĞ PƌŽĨĞƐƐŝŽŶĂůƐ͛ ĚĂŝůǇ ĐůŝŶŝĐĂů ǁŽƌŬ ƌĞƋƵŝƌĞƐ ũƵĚŐŵĞŶƚƐ ƚŽ ďĞ ŵĂĚĞ ĂďŽƵƚ ƚŚĞ ƉŽƚĞŶƚŝĂů ĨŽƌ 
patients to benefit from rehabilitation interventions. At an individual patient level, judgements about 

rehabilitation potential will determine when rehabilitation begins; the intensity of rehabilitation that 

is required and can be tolerated for rehabilitation to be effective; and at what point further 

rehabilitation intervention would fail to deliver meaningful outcomes for patients. As rehabilitation 

services compete for funding in a context of growing demand and limited capacity, it is inevitable that 

HCPs are required to make judgments about which patients have the potential to benefit from 

rehabilitation. Those patients thought not to have rehabilitation potential may be tracked more 

rapidly than others to care homes, or may have active rehabilitation withdrawn, either in the hospital 

or community. 

 

Whilst quality standards for conditions such as stroke propose a minimum threshold of therapy for all 

patients within the United Kingdom [1], the international literature demonstrates that demand for 

therapy outweighs resource availability [2]. In addition, there is some evidence that patients may 

benefit from different intensities of rehabilitation provision [3]. The reality is that HCPs will have to 

continue to allocate therapy resources in ways that balance political, ethical and service perspectives 

ĂƌŽƵŶĚ ƚŚĞŝƌ ƉĞƌĐĞƉƚŝŽŶ ŽĨ Ă ƉĂƚŝĞŶƚ͛Ɛ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů [4].  

 

Rehabilitation potential differs from rehabilitation outcome, which is dependent on the availability 

ĂŶĚ ƌĞĐĞŝƉƚ ŽĨ ĐůŝŶŝĐĂůůǇ ĞĨĨĞĐƚŝǀĞ ŝŶƚĞƌǀĞŶƚŝŽŶƐ͘ AĚĚŝƚŝŽŶĂůůǇ͕ ŝŶĚŝǀŝĚƵĂů ƉĂƚŝĞŶƚƐ͛ ƌĞƐƉŽŶƐĞƐ ƚŽ 
rehabilitation interventions cannot be easily differentiated from the responses of research 

populations from which the evidence for these interventions is generated. Consequently, 

generalisable information that predicts rehabilitation outcome may only partially explain the 

rehabilitation potential of individual patients. The additional information that HCPs draw on when 

judging rehabilitation potential is largely unknown. 

 

HCPs may rely on experiential forms of knowledge to guide their judgements and clinical decisions in 

this area, and integrate these with other forms of knowledge. Understanding the context in which 

these judgements are made, and what informs them, should improve the quality of the resulting 

clinical decisions. It is clear that judgements on a lack of potential can be self-prophesying, when they 

are used in decision-making around the need for long-term care [4], which may fail to provide 

significant therapeutic opportunities for patients [5]. Prediction models for post-stroke survival [6] 

and functional recovery [7] over time [8] are available, but, in isolation, these may not be helpful in 

determining whether an individual patient has achieved their maximum level of attainment across 

functional and other outcomes. Rehabilitation potential is also closely aligned to the concept of 

plateau, described as a function of patient, therapy and organisational factors [4], where the rate of 

functional improvement reduces [9]. 

 

Although used widely in practice and research, the concept of rehabilitation potential has not been 

ĞǆƉůŽƌĞĚ ŝŶ ĚĞƉƚŚ͕ ĂŶĚ ǁĂƐ ĂĚŽƉƚĞĚ ĂƐ Ă ƉƌŝŽƌŝƚǇ ĨŽƌ ƌĞƐĞĂƌĐŚ ďǇ ƚŚĞ UK͛Ɛ NIH‘ “ƚƌŽŬĞ ‘ĞƐĞĂƌĐŚ 
Network. By investigating the judgements made by HCPs around rehabilitation potential, this paper 

aims to address this gap in the scientific literature. Specifically, this study addresses three research 

objectives: 

1. To investigate the meanings that HCPs attach to a concept of ͚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů͛ ƚŽ HCPƐ͖  
2. To explore how these meanings are reflected in HCPs clinical practice; and  

3. To examine the influences of ũƵĚŐŵĞŶƚƐ ĂďŽƵƚ ƉĂƚŝĞŶƚƐ͛ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů on patient 

and service outcomes. 

 

Methods 



 

The study was approved by the [INSERT NAME] ethics committee. Two focus groups that explored 

judgements and decisions around rehabilitation potential were conducted with HCPs providing clinical 

services to people with stroke in England. Rehabilitation teams were contacted by phone and 

invitation letters circulated by a member of the team inviting staff to participate in a group. Interested 

staff were provided with additional information and written consent was obtained in advance of the 

group.  
 
Each focus group was facilitated by up to three researchers: one guiding the discussion to the scenario 

through a semi-structured discussion schedule, with up to two others posing supplementary questions 

and completing field notes. Both focus groups were digitally recorded and fully transcribed prior to 

analysis. 

 

The focus group discussions were structured around a clinical scenario depicting a case history where 

rehabilitation potential may have been expected to be considered in practice in both acute and longer-

term follow-up settings. The use of scenarios is well established in clinical decision-making research 

΀ϭϬ΁͕ ĂŶĚ ƉƌŽǀŝĚĞĚ ĂŶ ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ƵŶĐŽǀĞƌ HCPƐ͛ ŝŵƉůŝĐŝƚ ƵŶĚĞƌƐƚĂŶĚŝŶŐƐ ŽĨ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů 
[11]. Prior to the focus group, the scenario was checked for face validity by four experts in stroke 

rehabilitation who were members of the Rehabilitation Clinical Studies Group of the UK Stroke 

Research Network. Members were asked to comment on the plausibility of the scenario, and the 

degree to which it may generate reflections on rehabilitation potential in clinical practice. 

 

The analytical challenge was to construct a conceptual overview of the judgements made by health 

care professional staff, including the contextual influences shaping those judgements, and their 

antecedents and consequences. The process of analysis was based on that proposed by Ritchie and 

Spencer [12]. Each transcript was read by all members of the research team multiple times to 

familiarise themselves with the text, and to generate a list of potential codes. The dimensions of 

potential codes were discussed at a team meeting to generate shared meanings, and to ensure 

parsimony. Codes were then applied to portions of each transcript with a similar meaning, and tables 

produced to provide a display of related data within and across both focus groups. These were then 

explored by all researchers together in a further full-day workshop to generate an initial, linking 

theoretical framework across the codes and transcripts. This linking framework was generated 

figuratively and iteratively as a consensus was reached about explanatory relationships across the 

codes. For example, the initial analysis identified multiple factors that participants perceived to 

ŝŶĨůƵĞŶĐĞ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů͘ “ƵďƐĞƋƵĞŶƚ ĂŶĂůǇƐŝƐ͕ ĂŶĚ ƚŚĞ ĂƚƚĞŶƚŝŽŶ ƉĂŝĚ ƚŽ ͚ ǀŝƐŝďŝůŝƚǇ͛ ŝn accounts 

of the meaning of rehabilitation potential, prompted the specification of these factors into patient-

derived mediators, and organisationally-ĚĞƌŝǀĞĚ ĨĂĐƚŽƌƐ ƚŚĂƚ ͚ŵĂƐŬĞĚ͛ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů͘ 
Although the case scenario was used to drive data collection, particular attention was paid in the 

analysis to reports of first-hand experiences rather than more general attitudinal perspectives that 

the case prompted. Field notes were used to inform the analysis by highlighting areas of the discussion 

where a consensus appeared to emerge, or where disagreement amongst the group was obvious. 

 

Results 

As shown in table 1, 12 participants took part in the study representing staff from two in-patient stroke 

units (six participants) and five community based therapy teams (six participants). Of the community 

based staff three worked in stroke specific multi-disciplinary services; two in generic, uni-disciplinary  

services; and one in a neurological-specific service. All participants had clinical roles ranging from entry 

level to therapy team lead level. 

 

INSERT TABLE 1 

 



The findings are organised around our three questions, and summarised in Figure 1. Exemplary 

quotations are included to highlight the findings, each with the focus group number and ƉĂƌƚŝĐŝƉĂŶƚ͛Ɛ 
professional role indicated in parentheses.  

 

INSERT FIGURE 1 

 

 

The meaning of rehabilitation potential 

 

Rehabilitation potential was consistently described as the visible achievement of goals or outcomes 

over time: ͞AƌĞ ƚŚĞǇ ĂĐŚŝĞǀŝŶŐ ƚŚĞŝƌ ŐŽĂůƐ͍ TŚĂƚ͛Ɛ ǁŚĂƚ ǁĞ ŬŝŶĚ ŽĨ ƐĞĞ ĂƐ ƉŽƚĞŶƚŝĂů ƚŽ ŝŵƉƌŽǀĞ͕ ƚŚĂƚ͛Ɛ 
ŬŝŶĚ ŽĨ ŽƵƌ ŵĂƌŬĞƌ͟ (Physiotherapist, FG2). Whilst this position was generally uncontested, there was 

ƐŽŵĞ ĚŝƐĐƵƐƐŝŽŶ ĂďŽƵƚ ƚŚĞ ůĞŐŝƚŝŵĂĐǇ ŽĨ ͚ƐŽĨƚĞƌ͛ ŽƵƚĐŽŵĞƐ ŽĨ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ĂƐ ŵĂƌŬĞƌƐ ŽĨ 
rehabilitation potential. These outcomes included environmental interaction and quality of life: ͞ǁĞ 
ĐĂŶ ƐĂǇ ƚŚĞǇ͛ǀĞ ŐŽƚ ƌĞŚĂď ƉŽƚĞŶƚŝĂů͕ ďƵƚ ŝƚ͛Ɛ ŶŽƚ ŐŽŝŶŐ ƚŽ ĐŚĂŶŐĞ ƚŚĞŝƌ ĨƵŶĐƚŝŽŶĂů ŽƵƚĐŽŵĞ͙ ƚŚĞŝƌ ƌĞŚĂď 
potential is to be able to stay awake enough to interact with their environment and be hoisted out into 

Ă ƐƉĞĐŝĂůŝƐƚ ƐƵƉƉŽƌƚŝǀĞ ĐŚĂŝƌ͙͘ ďƵƚ ƚŚĂƚ͛Ɛ ŶŽƚ ŐŽŝŶŐ ƚŽ ĐŚĂŶŐĞ ƚheir functional outcomes to go home, 

Žƌ Ϯϰ ŚŽƵƌ ĐĂƌĞ͟ (Physiotherapist, FG2). Rehabilitation potential, was also defined by observing carry-

over, either within or across therapy sessions, for example: ͞΀Ă ƉĂƚŝĞŶƚ͛Ɛ΁ ability to attend to what 

ǁĞ͛ƌĞ ƐĂǇŝŶŐ Ănd use that information within the session. So, are they transferring it across within the 

ƐĞƐƐŝŽŶ͍͟ (Occupational Therapist, FG2). 

 

In this sense, rehabilitation potential emerges through the provision (and potential failure) of therapy. 

Whilst most of the discussion focused on positive achievement, references were also made to a 

͞ĐŽŶƚƌŽůůĞĚ ĨĂŝů͙[which could be] ƋƵŝƚĞ ĞĨĨĞĐƚŝǀĞ͟ (Occupational Therapist FG2) in highlighting a lack 

of potential, particularly where patients have little insight into the rehabilitation challenges they face.  

 

HCPƐ͛ ďĞŚĂǀŝŽƵƌƐ ĂƌŽƵŶĚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů 
 

TŚĞƌĞ ǁĞƌĞ ƚŚƌĞĞ ŬĞǇ ďĞŚĂǀŝŽƵƌƐ ǁŚŝĐŚ ĂƉƉĞĂƌĞĚ ƚŽ ďĞ ĐŚĂƌĂĐƚĞƌŝƐƚŝĐ ŽĨ HCPƐ͛ ƵƐĞ ŽĨ ƌĞŚĂďŝůŝƚĂƚŝŽŶ 
potential in clinical practice: prioritising, working the system, and balancing realism and optimism with 

others.  

 

Prioritising 

 

Within the context of service pressures outlined earlier, HCPs reported ͞ƉƌŝŽƌŝƚŝƐŝŶŐ ƚŚĞƌĂƉǇ ǁŝƚŚ 
people who are improving, who have got significant carry-ŽǀĞƌ͕ ƚŚĞǇ ĂƌĞ ƚŚĞ ŽŶĞƐ ƚŚĂƚ ŽďǀŝŽƵƐůǇ͙ ŐŽƚ 
ƌĞŚĂď ƉŽƚĞŶƚŝĂů͟ (Occupational Therapist FG2). Participants likened the prioritising work to that of a 

balancing act: ͞“Ž ŝƚ͛Ɛ ƚŚĂƚ ďĂůĂŶĐĞ ŽĨ ƚƌǇŝŶŐ ƚŽ ĂĐĐĞƉƚ ƚŚĞƌĞ͛Ɛ ƉĞŽƉůĞ ǁĂŝƚŝŶŐ ƚŽ ĐŽŵĞ ĨŽƌ ƌĞŚĂď ǁŚŽ 
ĂƌĞ Ăƚ ƚŚĞ ĞĂƌůǇ ƐƚĂŐĞƐ ŽĨ ŶĞƵƌŽƉůĂƐƚŝĐŝƚǇ͙ ďƵƚ ƚŚĞŶ ǁĞ͛ǀĞ ŐŽƚ ƉĞŽƉůĞ ǁŚŽ ŚĂǀĞ ƉƌŽďĂďůǇ ƌĞĂĐŚĞĚ ƚŚĞŝƌ 
ůĞǀĞů ŽĨ ƉŽƚĞŶƚŝĂů ǁŝƚŚ ƵƐ͟ (Speech and Language Therapist FG2). 

 

Working the system 

 

As indicated earlier, the data demonstrate an awareness of limitations in the configuration and 

delivery of the stroke service model. There were instances in the data where HCPs were able to draw 

on their knowledge of how things work to (from their perspective) advocate for patients who they felt 

were disadvantaged: ͞ƌĞĂĐŚŝŶŐ Ă ƉůĂƚĞĂƵ ǁŝƚŚ ƚŚŝƐ ƉĂƚŝĞŶƚ͙ ǁĞ ǁĂŶƚĞĚ ƚŽ ŐĞƚ ŚĞƌ ŚŽŵĞ ĂƐ ƐŽŽŶ ĂƐ 
possible. But because of issues in the community [housing and adaptations] we ended up keeping her. 

WĞ ŬŶĞǁ ǁŝƚŚ ƚŚĞ ϰϱ ŵŝŶƵƚĞ ŬŝŶĚ ŽĨ ƚŚŝŶŐ͙ ƐŚĞ ǁŽƵůĚ ĂĐƚƵĂůůǇ ďĞ ƐĞĞŶ ŵŽƌĞ ǁŝƚŚ ƵƐ͟ (Physiotherapist 

FG2). 



 

Balancing realism and optimism 

 

DŝƐĐƵƐƐŝŽŶƐ ŝĚĞŶƚŝĨŝĞĚ ƚŚĂƚ Ă ĐŽŶƐŝĚĞƌĂďůĞ ĂŵŽƵŶƚ ŽĨ HCPƐ͛ ĞŶĞƌŐŝĞƐ ǁĞƌĞ ƐƉĞŶƚ ďĂlancing different 

perspectives across staff groups; between staff, patients and families; and between service pressures 

ĂŶĚ ŝŶĚŝǀŝĚƵĂů ƉĂƚŝĞŶƚ͛Ɛ ŶĞĞĚƐ͘ TŚŝƐ ǁĂƐ ƵƐƵĂůůǇ ĐŽƵĐŚĞĚ ŝŶ ƚĞƌŵƐ ŽĨ ďĂůĂŶĐŝŶŐ ƌĞĂůŝƐŵ ĂŶĚ ŽƉƚŝŵŝƐŵ 
across different viewpoints: ͞ ƚŚĞǇ (family members) come here with expectations that things are going 

ƚŽ ŵĂƐƐŝǀĞůǇ ĐŚĂŶŐĞ ĂŶĚ ǁĞ͛ƌĞ ĂůŵŽƐƚ ŚĂǀŝŶŐ ƚŽ ƵŶƉŝĐŬ ƚŚĂƚ͟ (Occupational Therapist FG2). 

Uncertainty, usually explained from the experience of unexpected  recovery when no rehabilitation 

poƚĞŶƚŝĂů ŚĂĚ ďĞĞŶ ŽďƐĞƌǀĞĚ͕ ŵĞĂŶƚ ƚŚĂƚ HCPƐ ĚŝĚŶ͛ƚ ͞ǁĂŶƚ ƚŽ ďĞ ĚŽŽŵ ĂŶĚ ŐůŽŽŵ͟ (Speech and 

Language Therapist FG1). Prediction around rehabilitation potential was generally described from an 

intuitive perspective, with limited scope for research to address its complexity. As such, a common 

strategy used to address this uncertainty referred to ͞ƐŽǁŝŶŐ ƚŚĞ ƐĞĞĚƐ ƋƵŝƚĞ ĞĂƌůǇ ŽŶ ŝŶ ŽƵƌ ŵĞĞƚŝŶŐƐ͟ 
(Physiotherapist FG2) with, more usually, families around potential outcome scenarios.  This was felt 

to be particularly important where HCPs felt that other members of the multi-disciplinary team had 

been unrealistic: ͞ǁŚĞƌĞ ĚŽĐƚŽƌƐ ŚĂǀĞ ƐƉŽŬĞŶ ƚŽ ĨĂŵŝůŝĞƐ ĂŶĚ ƐĂǇ ͚JƵƐƚ ǁĂŝƚ ƵŶƚŝů ƚŚĞ HCPƐ ƐƚĂƌƚ 
ǁŽƌŬŝŶŐ͊͛ ĂŶĚ ǇŽƵ͛ƌĞ ƐĂƚ ƚŚĞƌĞ ŐŽŝŶŐ ǁĞůů ǁĞ͛ƌĞ ŐŽŝŶŐ ƚŽ ĚŽ ĂƐ ďĞƐƚ ǇŽƵ ĐĂŶ͙ but how realistic are [the 

doctors]͍͟ (Occupational Therapist FG2).  

 

TŚĞƌĞ ǁĂƐ Ă ƐĞŶƐĞ ĂĐƌŽƐƐ ďŽƚŚ ŐƌŽƵƉƐ ƚŚĂƚ HCPƐ͛ ũƵĚŐĞŵĞŶƚƐ ĂŶĚ ƉƌĂĐƚŝĐĂů ǁŽƌŬ ĂƌŽƵŶĚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ 
ƉŽƚĞŶƚŝĂů ǁĞƌĞ ŝŶƚĞŐƌĂƚĞĚ ĂƌŽƵŶĚ ƚŚƌĞĞ ĐŽŶƚĞǆƚƵĂů ĚŝŵĞŶƐŝŽŶƐ ŽĨ Ă ƉĂƚŝĞŶƚ͛Ɛ ƌĞĐŽǀĞƌǇ͗ ƚŝŵĞ͕ ƚŚĞ 
recovery trajectory, and the setting. There was a general agreement about the need for flexibility in 

timing rehabilitation, and consequently the observation of rehabilitation impact, in different care 

settings. There was some disagreement across views about trends in stroke rehabilitation, and 

specifically questions about the merits of routine early and intensive intervention when ͞ƚŚĞǇ͛ǀĞ ŐŽƚ 
ŽƚŚĞƌ ŶĞĞĚƐ ǁŚŝĐŚ ĂƌĞ ŵŽƌĞ ďƵƌŶŝŶŐ ƚŚĂŶ ƵƐ ĚŽŝŶŐ ƌĞŚĂď͟ (Occupational Therapist FG1). There was a 

sense that, through the ways that the contribution to stroke care was organised, HCPs often had only 

limited capacity to affect change in the acute stroke service, and for rehabilitation potential to be 

visible, specifically within the context of a short length of stay in acute stroke. Participants observed 

that ͞ƐŽŵĞƚŝŵĞƐ ŝƚ ƚĂŬĞƐ ƉĞŽƉůĞ Ă ĐŽƵƉůĞ ŽĨ ŵŽŶƚŚƐ͟ (Occupational Therapist FG2) for rehabilitation 

ƉŽƚĞŶƚŝĂů ƚŽ ĞŵĞƌŐĞ ĨƌŽŵ Ă ƉĞƌŝŽĚ ŽĨ ŶŽ ƌĞĐŽǀĞƌǇ͕ Žƌ ǁŚĞƌĞ ƚŚĞ ƉĂƚŝĞŶƚ ŚĂĚ ͞ ƉůĂƚĞĂƵĞĚ͟. For example, 

whilst getting home can be an over-riding aim in the early days after stroke, the reality of getting home 

ĐĂŶ ŵŽƚŝǀĂƚĞ ĂƌŽƵŶĚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ͗ ͞ŽŶĐĞ ƚŚĞǇ ŐĞƚ ŚŽŵĞ ĂŶĚ ƌĞĂůŝƐĞ ǁŚĂƚ ƚŚĞǇ ĐĂŶ ĂŶĚ ĐĂŶ͛ƚ ĚŽ͙ 
ƚŚĞŶ ŝƚ͛Ɛ ŚĂŶŐ ŽŶ Ă ŵŝŶƵƚĞ͘ WŚĞƌĞ͛Ɛ ŵǇ ƚŚĞƌĂƉǇ͍͟ ;Occupational Therapist FG1). Highlighting that 

plateaus in recovery reflected an interaction between intervention, time and place, participants 

outlined the challenge of ͞ďƌŽĂĐŚŝŶŐ ƚŚĂƚ ƐƵďũĞĐƚ ǁŚĞƌĞ ƚŚĞ ƉĂƚŝĞŶƚ ŚĂƐ ƉůĂƚĞĂƵĞĚ͕ ǁĞ ƚŚŝŶŬ͙ ƚŚĞ ďĞƐƚ 
ƚŚŝŶŐ ƚŽ ĚŽ ŝƐ ƚŽ ǁŽƌŬ ĨƌŽŵ ŚŽŵĞ͙ [as patients can] get significantly better because things are much 

ŵŽƌĞ ŝŶ ĐŽŶƚĞǆƚ ƚŽ ƚŚĞŝƌ ǁŽƌůĚ ĂŶĚ ůŝĨĞƐƚǇůĞ͟ (Occupational Therapist FG2).  

 

The consequences of rehabilitation potential judgements 

 

Addressing rehabilitation potential resulted in the following possible impacts for patients: allocation 

to different rehabilitation streams; the rationing of rehabilitation; and shifting the emphasis of 

intervention between rehabilitation and more general aspects of patient management.  

 

‘ĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů ǁĂƐ ƵƐĞĚ ƚŽ ͚ƐƚƌĞĂŵ͛ ƉĂƚŝĞŶƚƐ ĂƌŽƵŶĚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ŝŶtensity, although this 

was linked to effective management of therapy resources and professional responsibility. Streaming 

was evident within day to day work:  ͞ǁĞ ŵĂŬĞ ƐƵƌĞ ƚŚĂƚ ƐŽŵĞďŽĚǇ ŝŶ ƚŚĞ ƚĞĂŵ ŝƐ ŐŽŝŶŐ ƚŽ ŐĞƚ ƚŚĞ 
more low level patients out and seateĚ ŝŶ Ă ŐŽŽĚ ƉŽƐŝƚŝŽŶ ƚŽ ďƵŝůĚ ƵƉ ƚŽůĞƌĂŶĐĞ ŽƵƚ ŽĨ ďĞĚ͙ ΀ƉƌŽǀŝĚŝŶŐ 
resource for] somebody else who potentially is going home in a couple of weeks who we could get 

ďĞƚƚĞƌ͟ (Rehabilitation Assistant FG2). At an individual patient level, where HCPs felt patients had 



limited capacity to carry-over, the emphasis of therapy was on maintenance rather than active 

rehabilitation. References were also made to the need for streaming within the stroke service model: 

͞sometimes people just need time. I think people are very quickly labelled as no rehab potential 

whereas maybe they just need a slower rehab stream͟ ;Physiotherapist FG1). Whilst streaming was 

ŐĞŶĞƌĂůůǇ ƌĞĨĞƌƌĞĚ ƚŽ ŝŶ ƚĞƌŵƐ ŽĨ ŝŶĚŝǀŝĚƵĂů ƉĂƚŝĞŶƚ͛Ɛ ƉƌŽďůĞŵƐ ĂŶĚ ƚŚĞƌĂƉǇ ŶĞĞĚƐ͕ ƚŚĞƌĞ ǁĂƐ ĞǀŝĚĞŶĐĞ 
of variation in service delivery, or rationing of therapy, explained in terms of service capacity: ͞ǁĞ ǁŝůů 
ŐŝǀĞ ƚŚĞŵ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ ŽĨ ǁŚĂƚ ŽƵƌ ƐĞƌǀŝĐĞ ůĞǀĞů ĂŐƌĞĞŵĞŶƚ ĂůůŽǁƐ ƵƐ ƚŽ ĚŽ͙ ŝƚ͛Ɛ ƚƌǇŝŶŐ ƚŽ ƐƚƌŝŬĞ Ă 
ďĂůĂŶĐĞ͙ ƚŚĂƚ ƉĞƌƐŽŶ ŝƐ ĚŽŝŶŐ ƚŚĂƚ ǁĞůů͕ ĂŶĚ ǁĞ͛ǀĞ ŐŽƚ ƚŚĞ ŶĞǆƚ ƉĞƌƐŽŶ ĐŽŵŝŶŐ ĂůŽŶŐ ǁŚŽ͛Ɛ ĚŽŝŶŐ Ă 
ůŝƚƚůĞ ďĞƚƚĞƌ͟ (Occupational Therapist FG2). This discourse was intertwined with sentiments about a 

duty of care where attempts were made to see patients with little ͞ƌĞŚĂď ƉŽƚĞŶƚŝĂů ΀ŽŶĐĞ Žƌ ƚǁŝĐĞ Ă 
week] to make sure ƚŚĞ ƉĂƚŝĞŶƚ ŚĂƐ ŶŽƚ ĚĞǀĞůŽƉĞĚ ƉĂŝŶ͙ ĐŽŶƚƌĂĐƚƵƌĞƐ͘͘ Žƌ ŚĂǀĞ ůĞƐƐ Ă ƌĂŶŐĞ ŽĨ 
ŵŽǀĞŵĞŶƚƐ͟ (Physiotherapist FG2).  

 

An important consequence for HCPs of work around rehabilitation potential could be characterised as 

emotional labour. This was particularly evident in discussion around the management of demand and 

therapy resources. Prioritisation was associated with feelings like being ͞ ƚŽƌŶ ƐŽŵĞƚŝŵĞƐ͕ ƚŚĞŶ ǇŽƵ ĨĞĞů 
ďĂĚ ďĞĐĂƵƐĞ ǇŽƵ͛ǀĞ ŶŽƚ ŚĂĚ Ă ĐŚĂŶĐĞ ƚŽ ƐĞĞ ƐŽŵĞ ŽĨ ƚŚĞ ůŽǁ ƉƌŝŽƌŝƚǇ ƉĂƚŝĞŶƚƐ͟ (Rehabilitation Assistant 

FG2).  

 

The mediators of rehabilitation potential 

 

A consistent thread within the data related to the multiple influences of different factors on 

rehabilitation potential. From a biomedical perspective, the type of stroke and its co-morbid nature, 

played a significant in mediating judgements about rehabilitation potential: 

 

͞ ŚĂĞŵŽƌƌŚĂŐĞƐ ƚĞŶĚ ƚŽ ƌĞĐŽǀĞƌ ƋƵŝƚĞ ƐƉŽŶƚĂŶĞŽƵƐůǇ͙ ƉĞŽƉůĞ ǁŝůů  ŚĂǀĞ ĚŝĨĨĞƌĞŶƚ ƌĞŚĂď 
ƉŽƚĞŶƚŝĂů ĚĞƉĞŶĚŝŶŐ ŽŶ ƚŚĞ ƐƚƌŽŬĞ ƚŚĂƚ ƚŚĞǇ͛ǀĞ ŚĂĚ͟ (Speech Therapist FG2) 

 

͞IĨ ǁĞ ƐĂǁ ŝŶ ƚŚĞ ƉĂƐƚ ŵĞĚŝĐĂů ŚŝƐƚŽƌǇ ƚŚĞǇ ŚĂĚ Ă ďĂĐŬŐƌŽƵŶĚ ŽĨ ĚĞŵĞŶƚŝĂ ĂŶĚ ƚŚĞŝƌ ďĂƐĞůŝŶĞ 
was quite poor, then we think their potential for carry-ŽǀĞƌ ŝŶ Ă ƌĞŚĂď ĞŶǀŝƌŽŶŵĞŶƚ ŝƐŶ͛ƚ ŐƌĞĂƚ͟ 
(Occupational Therapist FG2) 

 

Both groups also articulated that key components of rehabilitation potential were the psychological 

factors such as mood, motivation and attention which both demonstrated, and potentially limited, 

rehabilitation potential. There was a sense in the data that instead of drawing on motivation in a 

superficial way, HCPs viewed this motivation within the context of deeper motivations across the 

lifespan which could provoke frustration and anger on the part of patients. Motivation was associated 

with cognitive factors such as insight, pre-stroke memory skills, mental capacity, and attentional skills. 

A lack of meaningful information about how patients were before their stroke, even to the degree of 

͞the way they have sat and held themselves, and what they have done, and the choices they have 

made͟ ;Occupational Therapist FG2) was reported to make decisions about rehabilitation potential 

difficult. These mediators were also set within the context of the rapport developed between the 

patient and HCP. Other social factors mediating rehabilitation, and the potential for patients to 

progress, were family support and expectations: ͞“ŽŵĞ ĨĂŵŝůŝĞƐ ĂƌĞ ƌĞĂůůǇ ĐŽ-opeƌĂƚŝǀĞ͙ ƚŚĂƚ ĐĂŶ 
ŝŶĨůƵĞŶĐĞ ŚŽǁ ƋƵŝĐŬůǇ ƐŽŵĞŽŶĞ ĐĂŶ ďĞ ĚŝƐĐŚĂƌŐĞĚ ĂŶĚ ǁŚĞƌĞ ƐŽŵĞŽŶĞ ŝƐ ĚŝƐĐŚĂƌŐĞĚ ƚŽ͟ (Occupational 

Therapist FG2). Family involvement also presented new opportunities in addressing gaps in resources: 

͞with our current resource level you need the family to get the best out of them anyway͟ ;Occupational 

Therapist FG1). 

 

Masking rehabilitation 

 



The data also highlighted service factors that, to some degree, masked the visibility of rehabilitation 

potential, including patient acuity, length of stay, and service model changes. Both groups highlighted 

the impact of service commissioning in changing the nature of therapy provision: ͞ǁĞ͛ƌĞ ůŝŵŝƚĞĚ Ă ďŝƚ 
ŵŽƌĞ ǁŝƚŚ ƚŚĞ ƐĞƌǀŝĐĞ ůĞǀĞů ĂŐƌĞĞŵĞŶƚ ƚŚĂƚ ǁĞ͛ǀĞ ŐŽƚ ŽĨ ƚŚƌĞĞ ƚŝŵĞƐ Ă ǁĞĞŬ͟ (Speech Therapist FG2). 

HŽǁĞǀĞƌ ƚŚŝƐ ďƵƐŝŶĞƐƐ ĐŽŶƚĞǆƚ ĂůƐŽ ƌĞƋƵŝƌĞĚ ƐƚĂĨĨ ƚŽ ͞justify what we are doing and it makes us 

clinically reason every step of the journey͟ ;Physiotherapist FG2). 

 

Shifts in the design of the service model, with greater attention to intensive intervention following 

early and rapid admission to hospital for acute stroke patients, were associated by participants with 

increasing patient acuity, and increasing workloads. Participants reported that despite these changes, 

and quite substantial service re-design, the skill mix had been consistent. In contrast however, the 

development of political imperatives around targets for the quantity of therapy being provided 

prompted creative behaviour and resourcefulness around how therapy services were organised. 

Examples included the use of group-based approaches to delivering therapy and better team-working. 

 

More subtle masks of rehabilitation potential were aspects of clinical geography where the nature of 

the clinical environment (when compared to home) made it diffŝĐƵůƚ ƚŽ ͚ƐĞĞ͛ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů.  
Participants reported that it was typical for patients to respond better in their home environment 

which may provide more opportunities for patients to be active. 

 

The importance of providing a structure for members of the multi-disciplinary team to contribute to 

action on rehabilitation potential, and specifically a ͞ĐŽŶƐŝƐƚĞŶĐǇ ŝŶ ĂƉƉƌŽĂĐŚ ĂŶĚ ĚŝƐĐŝƉůŝŶĞ͟ ;Speech 

Therapist FG2) was evident. Participants spoke of inconsistency emerging from a reliance on different 

sources of information, for example diagnostic imaging rather than the observation, resulting in mixed 

messages about rehabilitation potential. A considerable discourse focused on pressures on different 

professional groups to ensure a timely transfer of care from hospital to home or other long-term 

placement. In consequence, there was a concern that the over-riding focus of multi-disciplinary 

ŵĞĞƚŝŶŐƐ ĐŽƵůĚ ďĞ ŽŶ ͞getting people out, expected date of discharge͟ ;Occupational Therapist FG1), 

which diluted discussions about rehabilitation potential issues.  

 

The observation of rehabilitation potential was set within a context of a broad range of information 

ƐŽƵƌĐĞƐ ĂƌŽƵŶĚ Ă ƉĂƚŝĞŶƚ͛Ɛ ĨƵŶĐƚŝŽŶĂů ĂĐƚŝǀŝƚǇ͘ EĂĐŚ ƐŽƵƌĐĞ ƉƌŽǀŝĚĞĚ ĚŝĨĨĞƌĞŶƚ ŽƉƉŽƌƚƵŶŝƚŝĞƐ ƚŽ ͚ƐĞĞ͛ 
rehabilitation potential with varying degrees of utility. These included formal, structured assessment 

and more embedded on-ŐŽŝŶŐ ŽďƐĞƌǀĂƚŝŽŶ ŽĨ ƉĂƚŝĞŶƚƐ͛ ƉƌŽŐƌĞƐƐ͗  ͞ǇŽƵ ƐƚĂƌƚ ƚŚŝŶŬŝŶŐ ĂďŽƵƚ ŝƚ ŽŶ ǇŽƵƌ 
initiĂů ĂƐƐĞƐƐŵĞŶƚ͕ ďĞĐĂƵƐĞ ƚŚĂƚ ĚĞĞŵƐ ǁŚĞƚŚĞƌ ƐŽŵĞŽŶĞ ŐŽĞƐ ŽŶƚŽ ƚŚĞ ƌĞŚĂď ǁĂƌĚ Žƌ ŶŽƚ͙ Iƚ ŝƐ 
ƌĞǀŝĞǁĞĚ ǁĞĞŬůǇ͙ ǁŝƚŚ ĂŶ MDT͙ ĂŶĚ ǁŽƵůĚ ŵŽŶŝƚŽƌ ŝƚ͟ (Physiotherapist FG2) through on-going 

͞observation of the client doing functional things͟ ;Occupational Therapist FG1). 

 

Across both groups, assessment tools such as the Barthel Index were deemed insensitive to more 

subtle changes associated with potential, such as greater interaction with the environment. Some 

reported that the use of measures could increase the visiďŝůŝƚǇ ŽĨ ƉĂƚŝĞŶƚƐ͛ progress, and therefore 

rehabilitation potential. Others suggested that these ͞ĂƐƐĞƐƐŵĞŶƚƐ ǁĞƌĞ ƵƐĞĚ ƚŽ ƐƵƉƉŽƌƚ ŽƵƌ 
ƋƵĂůŝƚĂƚŝǀĞ ĚĂƚĂ͟ or judgments of potential derived from unstructured observation (Occupational 

Therapist FG2). 

 

Whilst cognitive assessments were reported as helpful, the information they provided was couched 

more in terms of planning for rehabilitation rather than indicating rehabilitation potential: ͞ĐŽŐŶŝƚŝǀĞ 
ŵĞĂƐƵƌĞƐ͙ ĂƌĞ ŶŽƚ ƵƐĞĚ ƚŽ ŵĞĂƐƵƌĞ ƌĞŚĂď ƉŽƚĞŶƚŝĂů͙΀ƌĂƚher] an idea of how impaired [patients 

were]͟ (Occupational Therapist FG2). This reflected a general unease that emerged at times in group 

discussions, particularly around it being ͞ĚŝĨĨŝĐƵůƚ ƚŽ ƉƵƚ ƉĞŽƉůĞ ŝŶ ƐƵĐŚ ŐĞŶĞƌĂů ďŽǆĞƐ͕ ďƵƚ ƚŚĂƚ͛Ɛ 
something they dŽ ƵƐĞ ŽŶ ƚŚĞ ǁĂƌĚ͟ (Speech Therapist FG2). 



 

Learning about rehabilitation potential 

 

AƐ ŝŶĚŝĐĂƚĞĚ ĞĂƌůŝĞƌ͕ ƚŚĞ ƵƐĞ ŽĨ ĚŝĨĨĞƌĞŶƚ ŝŶĨŽƌŵĂƚŝŽŶ ƐŽƵƌĐĞƐ͕ ŝŶĐůƵĚŝŶŐ HCPƐ͛ ƉƌĞǀŝŽƵƐ ĞǆƉĞƌŝĞŶĐĞ͕ ƚŽ 
guide judgements about rehabilitation potential were clearly evident in the data. However 

participants also reflected on the quality of this experiential learning, which was felt to be limited: ͞I 
ĚŽŶ͛ƚ ĂůǁĂǇƐ ŬŶŽǁ ǁŚĂƚ ŚĂƉƉĞŶƐ ƚŽ ŵǇ ƉĂƚŝĞŶƚƐ ĂŶĚ ǁŚĞƚŚĞƌ ƚŚĞǇ ĚŽ ĂĐƚƵĂůůǇ ŐĞƚ ǁĂůŬŝŶŐ ĂŐĂŝŶ͙ I 
ŶĞǀĞƌ ƐĞĞ ƚŚĞ ĞŶĚ ƉƌŽĚƵĐƚ͟ (Physiotherapist FG2. But ͞ƐŽŵĞƚŝŵĞƐ ŝŶ ƉĂƐƐŝŶŐ ǇŽƵ ŚĞĂƌ ĂďŽƵƚ ƉĂƚŝĞŶƚƐ 
ďĞĐĂƵƐĞ ŽĨ ǇŽƵƌ ŽǁŶ ƌĞůĂƚŝŽŶƐŚŝƉƐ ǁŝƚŚ ƚŚĞ HCPƐ ǇŽƵ ǁŽƌŬ ǁŝƚŚ ŝŶ ĚŝĨĨĞƌĞŶƚ ĂƌĞĂƐ͟ (Occupational 

Therapist FG2) which can ͞ŝŶĨŽƌŵ ǇŽƵƌ ƉƌĂĐƚŝĐĞ ŶĞǆƚ ƚŝŵĞ͟ ;Occupational Therapist FG1). 

 

Discussion 

 

From the perspective of HCPs, rehabilitation potential appears to be a concept that is defined by the 

actions of patients, specifically in relation to the carry-over of therapy within and across therapy 

sessions, and the achievement of goals. Information from functional assessment is melded with other 

forms of tacit and experiential knowledge to guide the work of HCPs around rehabilitation potential. 

Importantly, the data demonstrated a wide range of features of the stroke rehabilitation service and 

setting which were thought to mask rehabilitation potential, including service pressures and a lack of 

an inter-disciplinary approach to rehabilitation potential. The early stages of stroke recovery were 

reflected in discussions about the need to ensure that patients have the opportunity to demonstrate 

rehabilitation potential by participation in therapy, that limited therapy resources need to be 

managed effectively, and that, as there may be limited scope to affect change in patient outcome, 

decisions about lack of potential do not limit longer-term opportunities for rehabilitation.  

 

The work of HCPs in this area can be characterised as prioritising, working through the system, and 

balancing realism and optimism, and is shaped by both the characteristŝĐƐ ŽĨ ŝŶĚŝǀŝĚƵĂů ƉĂƚŝĞŶƚƐ͛ 
recovery and organisational contextual conditions. The data highlight a range of mood, cognitive and 

co-morbid issues that affected engagement in rehabilitation, and consequently the evaluation of 

rehabilitation potential. The complexity and specificity of judgements is an important aspect of the 

implementation context in this area of rehabilitation practice, and indicates that introducing new 

practices, including the use of prognostic models of rehabilitation potential, will be equally complex 

[13]. 

 

In the absence of strong prognostic models for rehabilitation potential, these data suggest that, as far 

as organisational policies and contracts for service provision allow, patients need to be provided with 

opportunities to engage in rehabilitation that allow potential to be observed. Rather unexpectedly 

HCPƐ͛ ũƵĚŐĞŵĞŶƚƐ ŽĨ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů ĂƉƉĞĂƌ ƚŽ ĚĞƉĞŶĚ ĨĂƌ ŵŽƌĞ ŽŶ ƌĞƐƉŽŶƐŝǀĞŶĞƐƐ ƚŽ ŽĨĨĞƌŝŶŐ 
rehabilitation (i.e. outcomes) rather than to predictor variables prior to starting rehabilitation. 

MĂŶĂŐŝŶŐ ƚŚĞƐĞ ŽƉƉŽƌƚƵŶŝƚŝĞƐ ŝŶ ƐŝƚƵĂƚŝŽŶƐ ǁŚĞƌĞ HCPƐ͛ ƐĂǁ ůŝŵŝƚĞĚ ƉŽƚĞŶƚŝĂů ĂŶĚ ůŝƚƚůĞ ŝŶƐŝŐŚƚ ĨƌŽŵ 
the patient or family requires considerable sensitivity and professional judgement. Balancing therapy 

resources and rehabilitation potential across groups of patients provided a framework which allowed 

HCPs to shift the emphasis from rehabilitation to essentially the prevention of harm with patients with 

limited potential. The data indicate HCPs perceived a strong duty of care to these patients, although 

there were limited data on how on-going review was sustained.  

 

Health policy in the UK is seeking to standardise the minimum provision of therapy for stroke patients, 

at least whilst patients are benefitting from rehabilitation. Although not a study of the impacts of 

rehabilitation per se, the findings indicate some degree of tension around the legitimacy of functional 

and participation outcomes in guiding judgements around rehabilitation per se. The data suggest that 

rehabilitation potential may, for some patients, be specific to time and place, requiring flexible 



approaches that allow for this to inform individual rehabilitation programmes. Changing the 

environmental context of patients who are in plateau appears to be important, but the mechanisms 

through which this produces further change for patients are unclear. 

 

TŚĞ ĨŝŶĚŝŶŐƐ ƌĞĂĨĨŝƌŵ ƚŚĞ ŝŵƉŽƌƚĂŶĐĞ ŽĨ HCPƐ͛ ĞŵŽƚŝŽŶĂů ƌĞƐŝůŝĞŶĐĞ ŝŶ ƚŚŝƐ ĚĞŵĂŶĚŝŶŐ ĂƌĞĂ ŽĨ ƐƚƌŽŬĞ 
rehabilitation practice. The development of expertise around rehabilitation potential is linked by HCPs 

to opportunities to learn from feedback. The organisation of the stroke rehabilitation service model, 

ĂŶĚ HCPƐ͛ ǁĂǇƐ ŽĨ ǁŽƌŬŝŶŐ͕ ǁŽƵůĚ ĂƉƉĞĂƌ ƚŽ ůŝŵŝƚ ŽƉƉŽƌƚƵŶŝƚŝĞƐ ĨŽƌ ŝŵƉƌŽǀŝŶŐ ƚŚĞ ƋƵĂůŝƚǇ ŽĨ ĐůŝŶŝĐĂů 
decisions. New strategieƐ ĂƌĞ ǁĂƌƌĂŶƚĞĚ ƚŚĂƚ ƐƵƉƉŽƌƚ ůĞĂƌŶŝŶŐ ĂďŽƵƚ ƚŚĞ ƋƵĂůŝƚǇ ŽĨ HCPƐ͛ ĚĞĐŝƐŝŽŶƐ 
΀ϭϰ΁͕ ĂŶĚ ƚŚĂƚ ĂƌĞ ĐŽŵŵĞŶƐƵƌĂƚĞ ǁŝƚŚ ƚŚĞ ͚ƉĂƚƚĞƌŶŝŶŐ͛ ŽĨ ĞǆƉĞƌŝĞŶĐĞƐ ĂƌŽƵŶĚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƉŽƚĞŶƚŝĂů 
that participants discussed. 

 

The sampling of HCPs from a small number of services that were geographically close may limit the 

transferability of the theoretical model, which should be explored in other stroke services and with 

HCPs working with other patient groups. Similarly 50% of the sample was from one health professional 

group (occupational therapy) and the findings cannot be assumed to reflect the decision-making 

judgements of other groups who play a major role in rehabilitation, including medical and nursing 

staff. Whilst the data are generated from a fictional scenario, we ensured this had face validity, and 

believe this generated discussions that were much closer to the reality of clinical practice around 

rehabilitation potential. 
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Figure 1. A theoretical model of rehabilitation potential. 

 

 

 

 

 

  



 

 

Participant Attribute  

Professional Background 

     Occupational Therapy 

     Physiotherapy 

     Speech and language Therapy 

     Rehabilitation Assistant 

 

6 

1 

4 

1 

NHS Banding1 

     Level 4 

     Level 5 

     Level 6 

     Level 7 

 

1 

1 

3 

6 

Gender 

     Female 

     Male 

 

11 

1 

Years qualified (mean and range)1  9 years 10 months (3 years 6 months ʹ 16 

years) 

 

Table 1. Participant Profile 

 

  

                                                           
1 One participant did not provide this data 
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