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ABSTRACT

Introduction: The aim of this article is to report on a study of the expansion of specialist rehabilitation services in central New
South Wales, Australia, through the introduction of rehabilitation as a new service type at 2 small rural multi-casemix hospitals,
within an integrated area-wide model of rehabilitation service delivery.

Methods: Mixed methods were used. Information about bed occupancy and patient participation in rehabilitative activities were
collected from hospital data bases and patient observation by staff over a 10 month period, and analysed quantitatively using
descriptive statistics. During the same time period 10 staff from each hospital participated in a series of 3 audio-taped interviews
each. These semi-structured interviews were conversational in nature and asked about the staff member’s experiences and
perceptions of the introduction of rehabilitation. Inductive qualitative analysis of the interview transcripts captured the enablers and
threats to rehabilitation at each site.

Results: The introduction of rehabilitation as a new service type at 2 small rural hospitals was facilitated by an integrated area-
wide model of rehabilitation service delivery, and the support of a regional specialty rehabilitation service provider. The formal
introduction of rehabilitation at the 2 small hospitals was delayed while processes to ensure that patients were transferred to the
appropriate hospital were developed, equipment purchased and building modifications undertaken. Despite this, staff came to
appreciate the benefits of rehabilitation for their patients and to see rehabilitation potential in their usual patient population. Some
staff took longer than others to embrace the changes; however, staff generally appreciated that the introduction of rehabilitation
was not hurried.

Conclusions: When linked to a specialty rehabilitation provider, small multi-casemix rural hospitals appear to have the potential to

support the rehabilitation of patients in their local communities whose rehabilitation needs are uncomplicated. To fully realise the
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potential of small rural hospitals, and because these hospitals are primarily staffed by nurses, nursing staff working in these
facilities need to be supported to develop their rehabilitative potential. This support should come from the collective wisdom of
specialist rehabilitation nurses, medical rehabilitation specialists and allied health staff, and must be provided at the broader
structural level. Through cross-disciplinary sharing of knowledge and skills, residents of rural communities could spend less time

hospitalised at long distances from their homes.

Key words: Australia, inpatient model of service delivery, nursing, rehabilitation.

Introduction e the management of disability in physical,

Rehabilitation is primarily an ‘educational problem-solving

process’ ' P81

of adjustment in response to injury or illness
that is experienced and owned by the patient™”.
Rehabilitation services as we know them today originated
during the World War II and were aimed at returning injured
servicemen to active duty*. More recently, target populations
have broadened to include many more diagnostic categories’.
This is because rehabilitation increases quality of life by
enhancing the ability of patients to undertake the activities of

life, that is, to function at the ‘person level’.

In Australia and internationally there is a growing
appreciation of the contribution of rehabilitation services to
quality of life for people with a range of conditions. For an
increasing number of patients in a widening range of
diagnostic categories, rehabilitation is ‘the link’*"** or ‘the
glue’5% between acute care and the community. As such,
rehabilitation is central to the effectiveness of the whole

healthcare system.

In New South Wales (NSW) , Australia, specialised
rehabilitation services support persons to reclaim self-care
through the provision of ‘medical rehabilitation’ services’

which involve:

e the prevention and reduction of functional loss
e the limitation of restrictions of activity and

participation arising from impairments

psychosocial and vocational dimensions

e improvements in function 5,p.S31

Of relevance to this study are the NSW Department of
Health patient classifications, ‘rehabilitation’ and ‘GEM’
(geriatric evaluation and management), which are defined in
Table 1. Patients in both these -classifications receive

rehabilitation services.

In NSW, most specialist medical rehabilitation services are
in metropolitan or large regional centres. This suggests that
many rural dwellers are either hospitalised a long distance
from home for inpatient rehabilitation, or do not have access

to such services.

Being hospitalised for rehabilitation away from one’s home
is far from ideal. Conversely, the provision of rehabilitation
services close to home makes an important contribution to
patient rehabilitation by facilitating interaction between
patients and their communities. If family and friends have
shorter distances to travel they are likely to visit more
frequently. More visits means more support for patients
during adjustment to their altered circumstances. More visits
also help family and friends to adjust. This support is
valuable for patients not only during their ‘formal’
rehabilitation, but also during post-discharge rehabilitation
as they re-integrate into their communities, often with a

newly acquired disability.

This article reports on a project that studied the expansion of

specialist rehabilitation services in rural NSW.
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Table 1: Definitions of rehabilitation and geriatric evaluation and management patient classifications in New South Wales®

Rehabilitation

GEM

timeframes.

...Is an episode of care provided for a person with an impairment,
disability or handicap and for whom the primary treatment goal is with complex multi-dimensional medical
improvement in functional status which is evidenced by an
individualised and documented initial and periodic assessment of
functional ability by use of a recognised functional assessment
measure [and] an individualised multidisciplinary rehabilitation
plan which includes negotiated rehabilitation goals and indicative

...1s an episode of care provided for a person

problems associated with disabilities and
psychosocial problems, usually (but not
always) an older person and for whom the
primary treatment goal is maximising health
status and/or optimising living
arrangements.

GEM, Geriatric evaluation and management.

The study

Aim: The aim of this project was to study the expansion of
specialist rehabilitation services in central NSW through the
introduction of rehabilitation as a new service type at 2 small
rural multi-casemix hospitals, within an integrated area-wide

model of rehabilitation service delivery.

The expansion of specialist rehabilitation services in
central NSW: The expansion of specialist rehabilitation
services in central NSW involved the introduction of
rehabilitation as a new service type at 2 small rural multi-
casemix health services (Coonabarabran Health Service
[CHS] and Wellington Health Service [WHS]). An
integrated area-wide model of rehabilitation service delivery
was developed through collaboration among the area health
service (Macquarie Area Health Service [MAHS]), Lourdes
Hospital and Community Services (an affiliated health
organisation within MAHS and local specialty rehabilitation
provider, referred to herein as Lourdes) and the author. The
model was used to guide the introduction of rehabilitation
for patients with less complex rehabilitation needs at CHS

and WHS, under the guidance and leadership of Lourdes.

Lourdes provides specialist inpatient and outpatient services
and is located near the base hospital in the regional town
Dubbo, 426 km north-west of Sydney at the crossroads of
the Mitchell and Newell Highways. The 30 inpatient beds
consisted of 21 rehabilitation beds, 4 GEM beds and
5 palliative care beds.

Prior to the introduction of rehabilitation at CHS and WHS,
rehabilitation education was provided for the nursing staff.
Initially, the author conducted a two-day introduction to
rehabilitation education program at each site. Following this,
three rural clinical nurse consultants joined the author to
facilitate the development of clinical rehabilitation skills in
the workplace at CHS and WHS. At this time, several nurses
from CHS and WHS also attended a one-day rehabilitation
nursing workshop at Lourdes. In addition, some community
consultation took place in both locations regarding the
introduction of rehabilitation, but only limited information

about this was available for either town.

Methods

In order to study the introduction of rehabilitation as a new
service type, quantitative and qualitative methods were used.
Information about bed occupancy and patient participation in
rehabilitative activities were collected from hospital
databases and patient observation by staff over a 10 month
period. These data were analysed quantitatively using
descriptive statistics. In particular, answers to the following
questions about bed occupancy and patient participation

rehabilitation activities were sought:
Bed occupancy:

e Did the total number of patients hospitalised for

rehabilitation per annum in MAHS change
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following the introduction of rehabilitation at CHS
and WHS?

e Did the total number of rehabilitation bed days per
annum change in MAHS following the introduction
of rehabilitation at CHS and WHS?

e Did the length of stay (LOS) for rehabilitation
patients in MAHS change following the
introduction of rehabilitation at CHS and WHS?

e Did the total number of GEM patients hospitalised
per annum in MAHS change following the
introduction of rehabilitation at CHS and WHS?

e Did the distribution of rehabilitation bed days per
annum among the health facilities in MAHS change
following the introduction of rehabilitation at CHS
and WHS?

Rehabilitative activities:

e  What percentage of patients at CHS, WHS and
Lourdes wore day clothes?

e What percentage of patients at CHS, WHS and
Lourdes ate in a dining room?

e Did patient participation in rehabilitative activities
(wearing day clothes and eating in a dining room)
differ among sites (CHS, WHS and Lourdes)?

Qualitative data involved semi-structured interviews with
10 hospital employees, including both clinical and non-
clinical staff. This enabled exploration of the perceptions and
experiences of staff working at CHS and WHS regarding the

introduction of rehabilitation as a service type.
Setting

The CHS and WHS were part of MAHS, which on 1 January
2005 (as a result of a realignment of area health service
boundaries) became part of the Greater Western Area Health
Service (GWAHS).

The CHS is in Coonabarabran, a small rural town
approximately 160 km north-east of Dubbo. As a state
suburb, the population of Coonabarabran was 3421 in 2006’.

The CHS had 25 inpatient beds, a 24 hour emergency
department and community health service. Before the
introduction of rehabilitation, CHS provided general
medical, minor surgical, paediatrics, haemodialysis and
palliative care, as well as radiography. Clinical inpatient care
was provided by GPs, registered and enrolled nurses and a
physiotherapist. Some new equipment was purchased and
minor building alterations were undertaken before

rehabilitation commenced.

The WHS is in Wellington, a small rural town approximately
50 km south-east of Dubbo. The population of Wellington
Local Government Area was 8120 in 2006'°. The WHS had
33 inpatient beds, a 24 hour emergency department and
community health services. Before the introduction of
rehabilitation, WHS provided general medical, minor
surgical, paediatrics, haemodialysis and palliative care, as
well as radiography. Clinical inpatient care was provided by
GPs, registered and enrolled nurses and physiotherapists.
Some new equipment was purchased and necessary building
alterations were identified but not undertaken, before

rehabilitation commenced.

Data collection

Data collection commenced following approval from three

human ethics committees (two clinical and one university).

Quantitative data: Bed occupancy data relating to
rehabilitation and GEM admissions were collected from
2 sources. The GWAHS data bases were accessed for data
relating to rehabilitation and GEM admissions for the whole
of the former MAHS. The second set of bed occupancy data
was recorded daily by nursing staff at each of the 3 sites
(WHS, CHS and Lourdes) on ‘data collection sheets’, which
were specifically designed for this project, for the period
22 February-31 December 2005.

The numbers of patients observed to dress in day clothes and
eat meals at a dining table were also recorded daily by
nursing staff at each of the 3 sites on the data collection

sheets. Data were recorded for all inpatients, not just patients
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classified as rehabilitation or GEM, for the period
22 February-31 December 2005. The patients were not

aware they were being observed.

All data were numerical and contained no identifying
information about individual patients. The GWAHS data
were provided in an Excel spreadsheet and stored as
password-protected files. The completed data collection
sheets were stored by the nursing staff at each site and
collected by the researcher during periodic visits. Following
this, data were entered into an Excel spreadsheet and stored

as password-protected files.

Qualitative data: Staff working at CHS and WHS were
invited to participate in a series of 3 semi-structured
interviews using open-ended questions by distribution of a
participant information sheet and consent form. The only
inclusion criterion was the ability to speak English fluently.
Staff expressed interest in participating in the interviews by
directly approaching the researcher and signing the consent

form.

Ten staff from CHS and 10 from WHS participated in
interviews, each of which lasted between 20 and 60 min.
Fifteen completed all 3 interviews (Table 2). Reasons for not
completing all 3 interviews were: staff resignation, staff
relieving at another service for the period between
interviews, and staff on leave when an interview was
scheduled.

Fifteen participants were female and five were male. Their
ages ranged from 31 to 61 years with a mean age of
46.1 years. Twelve participants (6 at each site) were nursing
staff who worked either a mix of rotating rosters or mainly
Monday to Friday morning shifts. Others were managers,
physiotherapists or non-clinical staff. Ten were employed
full time and 10 part time. Time in their current position at

the first interview ranged from 7 months to 30 years.

The author conducted the interviews in a private office in

each participant’s work place during working hours between

February 2005 and January 2006. All interviews were

audiotaped and transcribed verbatim.
The interviews included questions such as:

e Please tell me about the introduction of
rehabilitation at (name of health service).

e What differences have you noticed since
rehabilitation services were started?

e What has the introduction of rehabilitation meant

for you in your role here?

Data analysis

Quantitative data: SPSS software (SPSS; Chicago, IL,
USA; www.spss.com) was used to generate descriptive
statistics for bed occupancy and the number of patients
dressing in day clothes and eating meals at a dining table. In
addition, correlations between bed occupancy and the
numbers of patients participating in the rehabilitative

activities were calculated.

Qualitative data: Interview transcripts were analysed
qualitatively by the author. Analysis was informed by
Strauss and Corbin' to inductively identify the common and
not-so-common themes. The transcripts were analysed in
sub-sets to capture similarities and differences across time
and between sites. Given the potential for breach of
confidentiality in such small sample sizes and communities,
data from clinical and non-clinical participants were not
compared. After reading and re-reading each transcript,
descriptive codes were assigned to strings of text. On
completion of the assigning of descriptive codes for all
transcripts in a sub-set, clusters of similar codes were
labelled as first-level themes. These themes were later
clustered and labelled as higher-order themes. Sub-sets were

also compared for similarities and differences.
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Table 2: Summary of interviews

Location Interview 1 Interview 2 Interview 3 Totals
(December 2005-
(February 2005) (June—July 2005) January 2006
Coonabarabran 10 9 7 26
Wellington 10 10 8 28
Totals 20 19 15 54

The findings of the analysis of the CHS interviews were
drafted into a three-chapter 22 560 word story. To ensure the
credibility and confirmability'> of the Coonabarabran story,
two CHS participants were asked to read and provide
feedback on the draft. A similar process was undertaken
regarding the 19 775 word Wellington story involving one
WHS participant. All participants agreed their draft story
reflected what had happened at their site. Some minor
changes to terms used were recommended for each story and

these were made.

Results

The key findings are that in the former MAHS between July
2002 and December 2005, the number of rehabilitation
admissions increased, the number of rehabilitation bed days
fluctuated, and overall rehabilitation LOS increased, but
decreased at Lourdes. Only small numbers of patients at
CHS and WHS were admitted under the classification of
rehabilitation. The GEM classifications were only used at
Lourdes, and the annual number of these admissions

decreased.

Patients at all 3 sites participated in rehabilitative activities,
namely dressing in day clothes and eating meals at a dining
table; however, not all rehabilitation patients at CHS and
WHS dressed in day clothes. Patients at CHS were more
likely to eat meals at a dining table than dress in day clothes,

and vice versa for those at WHS.

The uptake of rehabilitation by staff was faster at CHS than
at WHS. At both sites a variety of factors enabled the

introduction of rehabilitation. Perhaps the most significant of
these was nurses ‘growing’ their role in rehabilitation. There
were also numerous threats to rehabilitation at both sites.
these, each

Despite site developed an approach to

rehabilitation that suited its particular circumstances.
Bed occupancy

There was a 64.6% increase in the number of patients
admitted for rehabilitation in the former MAHS between the
periods 2002-2003 (n = 226) and 2004-2005 (n = 372). The
July-December 2005 data (rn = 191) suggests a continuing
trend.

The total number of rehabilitation bed days fluctuated
between the periods 2002-2003 and 2004-2005 (Table 3).

The total number of GEM patients decreased between the
periods 2002-2003 (rn = 48) and 2004-2005 (n = 24). The
July-December 2005 data (n = 10) suggest maintenance of
because use of the GEM

classification was limited to Lourdes, the available data do

similar numbers. However,
not accurately reflect patient types among all facilities in the
former MAHS.

The number of facilities in the former MAHS (including
Lourdes) that reported rehabilitation patients between the
periods 2002-2003 and 2004-2005 alternated between 10
and 14. At the same time, the average LOS for rehabilitation
patients for all MAHS sites steadily increased. During the
same period, the average LOS for rehabilitation patients at
Lourdes decreased (Table 4).
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Bed occupancy by site: Details of the daily 24.00 hours
count of all patients and rehabilitation patients at CHS and
WHS is provided (Table 5). The number of inpatients varied
throughout the data collection period, with only small
numbers of rehabilitation patients on any one day. At
Lourdes most patients were classified rehabilitation patients,
where the major variation in patient numbers was created by

closure of the service for the Christmas/New Year period.
Patients participating rehabilitative activities

Lourdes had the highest percentage of patients wearing day
clothes (Table 6). This was expected, given that on average
85.6% of Lourdes patients were rehabilitation patients. At
CHS and WHS, the mean number of patients wearing day
clothes was less than the mean number of rehabilitation
patients. This suggests that not all their rehabilitation

patients dressed in day clothes.

Lourdes also had the highest percentage of patients eating
meals at a dining table (Table 7). A higher proportion of
CHS than WHS patients ate meals at a dining table.

At Lourdes and WHS the mean percentages of patients
eating breakfast, lunch and the evening meal at a dining table
were less than the mean percentage of rehabilitation patients.
This suggests that not all rehabilitation patients ate meals at a

dining table.

At CHS the mean percentages of patients eating lunch and
the evening meal at a dining table were more than the mean
percentage of rehabilitation patients, suggesting that
rehabilitation and non-rehabilitation patients ate lunch and

the evening meal at a dining table.

Generally speaking, patients were more likely to wear day
clothes at WHS than CHS, but there was no statistical
difference between the means. However, patients were more
likely to eat meals at a dining table at CHS, and there was
statistical difference between the means for all three meals
(Table 8).

Other differences between sites related to the statistically
significant relationships among patients participating in
rehabilitative activities and the number of patients and the
percentage of rehabilitation patients. Higher numbers of

inpatients were associated with:

e fewer patients wearing day clothes at CHS and
WHS

e fewer patients eating lunch at a dining table at WHS

e fewer patients eating the evening meal at a dining
table at WHS.

This suggests that the presence of higher proportions of non-
rehabilitation patients impacted negatively on the likelihood
that patients would participate in rehabilitative activities.
Interview data from both sites support this interpretation,
with participants reporting that acute patients take priority

over rehabilitation patients when nurses are busy.

Higher percentages of rehabilitation patients were associated
with:

®  more patients wearing day clothes at WHS

® more patients eating breakfast at a dining table at
CHS

e fewer patients eating breakfast at a dining table at
WHS

e more patients eating lunch at a dining table at WHS.

This suggests that nurses at WHS, and to a lesser extent
CHS, were more able to enact their role when the case-mix
had higher proportions of rehabilitation patients and, as a
consequence, lower proportions of non-rehabilitation or
acute patients. At WHS, these activities occurred despite
considerable difficulties encountered as a consequence of the
limited space available for the dining tables, as was revealed

in staff interviews.
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Table 3: Rehabilitation and extended care occupied bed days (source: Greater Western Area Health Service from New
South Wales Department of Health data system)

2002-2003 2003-2004 2004-2005 7-12/05
Occupied bed days 22 814 26 075 22 626 10901
7-12/05, July—-December 2005.

Table 4: Rehabilitation admissions and average length of stay (source: Greater Western Area Health Service from New
South Wales Department of Health data system)

Admission or length of stay 2002-2003 2003-2004 2004-2005 7-12/05
Number of facilities reporting 10 14 10 5
rehabilitation admissions

MAHS average rehabilitation LOS 8.69 days 8.89 days 9.22 days 10.87 days
Lourdes average rehabilitation LOS 28.18 days 19.32 days 18.67 days 18.22 days

LOS, Length of stay; MAHS, Macquarie Area Health Service.
7-12/05, July—December 2005.

Table 5: Bed occupancy by site

Site No. days Mean Median Mode Mode Min Max | Std Dev.
observed frequency

CHS
All patients 305 11.41 11 11 37 3 21 3.38
Rehabilitation 202 2.11 2 1 67 0 5 1.21
patients

WHS
All patients 291 14.79 14 12 33 7 24 3.56
Rehabilitation 292 2.82 3 3 65 0 8 1.85
patients

Lourdes
All patients 287 22.36 23 24 35 0 30 4.82
Rehabilitation 295 19.35 20 21 44 0 28 448
patients

CHS, Coonabarabran Health Service; WHS, Wellington Health Service.

Table 6: Patients dressing in day clothes by site

Patient type CHS WHS Lourdes
Patients wearing day clothes 1.77 (16.8) 2.72 (17.6) 20.04 (86.2)
n (%)

Rehabilitation patients 2.11(18.1) 2.82 (19.1) 19.35 (85.6)
mean (%)

CHS, Coonabarabran Health Service; WHS, Wellington Health Service.
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Table 7: Patients eating meals at a dining table by site

Patient type WHS Lourdes
mean (%) mean (%) mean (%)
Patients eating breakfast at a dining table 2.01 (17.7) 0.09 (0.7) 16.65 (73.6)
Patients eating lunch at a dining table 3.71 (32.5) 1.68 (11.9) 18.66 (80.3)
Patients eating evening meal at a dining table 4.02 (35.1) 0.3 (2.5) 15.75 (68.9)
Rehabilitation patients 2.11 (18.1) 2.82 (19.1) 19.35 (85.6)

CHS, Coonabarabran Health Service; WHS, Wellington Health Service.

Table 8: Comparison of Coonabarabran Health Service and Wellington Health Service inpatients participating in

rehabilitation activities

Patient activity Site Days Mean % Standard P-value
deviation %

Wearing day clothes CHS 190 16.8 17.2 0.1333
WHS 283 18.8 11.7 NS

Eating breakfast at CHS 195 17.7 194 <0.0001

dining table WHS 282 0.7 3.0

Eating lunch at dining CHS 200 325 21.0 <0.0001

table WHS 283 11.9 12.2

Eating evening meal CHS 132 35.1 19.6 <0.0001

at dining table WHS 279 25 6.6

CHS, Coonabarabran Health Service; NS, not significant; WHS, Wellington Health Service.

Staff experiences and perceptions of the
introduction of rehabilitation at Coonabarabran
Health Service and Wellington Health Service

There were similarities in and differences between the
experiences and perceptions of staff at CHS and WHS
regarding the introduction of rehabilitation. In February
2005, participants at both sites reported a range of
understandings and views about the introduction of
rehabilitation. By mid-2005 there was agreement that
rehabilitation was good for CHS, a view that was not evident
at WHS until the third interviews in the period December
2005-January 2006.

At CHS and WHS various enabling activities took place, but
at the same time a number of factors threatened
rehabilitation at each site. These enablers and threats
emerged as themes in the various temporal sub-sets of data
for each site, and a summary of these is provided (Tables 9
& 10).

In essence, CHS and WHS developed similar but different
approaches to rehabilitation. Indicators of each are

summarised (Table 11).

The following comments from two study participants

provide insight into the perceptions of CHS and WHS staff:

[The introduction of rehabilitation]...is not as big a
deal as I thought it was going to be. (CHS nurse
participant)

I mean we still do the same stuff that we always did,
but to me [the introduction of rehabilitation has]
highlighted that we’re all there for the patient and we
all have to work together to get that patient the best
outcome. ...Everyone working together to get that
happening. (WHS nurse participant)
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Table 9: Summary of enablers and threats to rehabilitation at Coonabarabran Health Service

February 2005

June—July 2005

December 2005-January 2006

Enablers

staff education prior to the introduction of
rehabilitation

modification of buildings and planning for
an outdoor walking track

ordering of new equipment

the introduction of rehabilitation was not
rushed changes to the model of inpatient
service delivery — selecting orthopaedic
patients as the first official rehabilitation
patients with plans to develop a clinical
pathway; increased cross disciplinary
collaboration between nursing and
physiotherapy; planning to create
additional allied health positions

turning around negative staff thoughts
about rehabilitation

turning around negative patients thoughts
about rehabilitation

staff seeing the clinical relevance of
manual handing and occupational health
and safety policies differently

changes to office space utilization and
using whiteboards to enhance cross-
disciplinary communication

nurses adopting a rehabilitative approach
with most inpatients

inpatient care becoming more organised

The growth of a new model of inpatient
service delivery with nurses:

e  critiquing their practice and driving
change

e  using new equipment and changing
the physical environment to
facilitate patient rehabilitation

®  encouraging patients to be more
active and independent

e teaching patients to be more
independent

e normalising the patient’s day
through encouragement to dress in
day clothes and eat in the dining
room

e adopting a more systematic and
planned approach to patient care

e  development of a clinical pathway
for hip and knee replacement
patients

consolidation of the new model of
inpatient service delivery, with increased
problem identification and problem
solving by nurses

growing awareness of the complexities of
successful rehabilitation service delivery
definite plans to increase the availability
of allied health staff

process mapping undertaken to resolve or
minimize dissatisfaction with
relationship between Coonabarabran
Health Service and the Base Hospital

Threats

the varied casemix, fluctuating clinical
workloads and low staffing levels
insufficient allied health staff
variations in the readiness of nurses to
incorporate rehabilitation into their
practice

patient reluctance to participate in
rehabilitation activities with nurses

* insufficient and intermittent flow of
official rehabilitation patients

e variations in the extent to which
nurses incorporate rehabilitation into
their practice

e varied service casemix, fluctuating
clinical workload and low staffing
levels

e varying demands for inpatient and
outpatient physiotherapy

e patient reluctance to participate in
rehabilitation activities with nurses

insufficient and intermittent flow of
official rehabilitation patients

variations in the extent to which nurses
incorporate rehabilitation into their
practice

varied service casemix, fluctuating
clinical workload and low staffing levels
varying demands for inpatient and
outpatient physiotherapy

patient reluctance to participate in
rehabilitation activities with nurses

no progress on the outdoor walking track
the clinical pathway for hip and knee
replacement patients not yet embedded
into practice
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Table 10: Summary of enablers and threats to rehabilitation at Wellington Health Service

February 2005

June—July 2005

December 2005-January 2006

Enablers

staff education prior to the introduction
of rehabilitation

planning building modifications

ordering and receiving new equipment
the introduction of rehabilitation was not
rushed

beginnings of a new model of inpatient
service delivery — grouping rehabilitation
patients in one wing of the inpatient ward
positive changes in how staff think about
rehabilitation

nurses adopting a rehabilitative approach
with more inpatients

inpatient care becoming more organised

The growth of a new model of inpatient
service delivery:
® nurses growing their role in patient
rehabilitation
e increasing allied health input into the
treatment of inpatients
e asystematic approach for cross-
disciplinary communication
established with the introduction of a
regular patient review meeting
between nursing and allied health
staff

process mapping to resolve or minimize
dissatisfaction with relationship
between Wellington Health Service and
the Base Hospital

involvement of rehabilitation physician
from Lourdes

linking inpatient and community health
consolidation of new model of inpatient
service delivery

recruitment of new allied health staff
morning cross-disciplinary meeting was
part of everyday practice

Threats

delay in building modifications

varied casemix and fluctuating clinical
workload

insufficient allied health disciplines
tension between nursing and allied health
variations in the readiness of nurses to
incorporate rehabilitation into their
practice

patient reluctance to participate in
rehabilitation activities with nurses
family reluctance to provide day clothes
for patients

no rehabilitation driver at area level
tensions between rehabilitation network
members

e limited space for a dining table

absence of agreed process for referring

patients from the Base Hospital

lack of stable nurse leadership

no progress on building modifications

varied casemix

varying responses to the demand for

inpatient and outpatient physiotherapy

e over-reliance on allied health for
inpatient rehabilitation

e variations in the extent to which staff
incorporate rehabilitation into their
practice

e patient reluctance to participate in
rehabilitation activities of with nurses

limited space for a dining table
plateauing of growth in nursing role in
patient rehabilitation

minimal progress on building
modifications

over-reliance on allied health for patient
rehabilitation

Table 11: Indicators of alternative approaches

The Coonabarabran approach

The Wellington approach

encouraged

e adoption of a hospital-wide rehabilitation approach to e allocation of rehabilitation patients to one wing of the
nursing whereby the rehabilitation potential of all
patients, especially patients with chronic conditions, is

inpatient ward nearest to the gymnasium

e aperson-focused approach to patient rehabilitation whereby a patient’s usual activities (eg getting out of bed,
showering, dressing, eating meals) are the focus of the patient’s rehabilitation goals
® integration of allied health and nursing input into patient rehabilitation by working side by side on the ward

® incorporation of inpatient and community services in a
patient’s rehabilitation program

e daily clinical review meeting involving all disciplines
involved in a patient’s rehabilitation
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Discussion

As the first formal study of the introduction of rehabilitation
in small rural multi-casemix hospitals in Australia, this study
contributes to understanding not only the introduction of
rehabilitation, but also to understanding the process of
change in small rural inpatient settings. This was made
possible through the collection of quantitative and qualitative
data and, in particular, the conduct of qualitative interviews
at 3 points in time at both sites. Furthermore, studying the
introduction of rehabilitation at both sites enhances

transferability of findings.

Within a context of growing appreciation of the contribution
that rehabilitation services can make to the quality of life of
people with a range of conditions and an increasing demand
for rehabilitation beds, the decision to introduce
rehabilitation as a new service type in 2 small rural multi-
casemix hospitals is contemporary. Instead of being
hospitalised far from home, residents of the 2 rural
communities participated in formal rehabilitation programs
with the support of their families and friends nearby. With
increasing awareness of the importance of the psycho-social
domains of rehabilitation'®, and a maturing understanding of
the important contribution made to rehabilitation by family
and friends3, rehabilitating close to home is considered

desirable.

Of particular interest is the nature of the rehabilitation
services provided at the 2 small hospitals. The medical care
of inpatients at both sites was managed by GPs who had
access to a rehabilitation physician at the specialist
rehabilitation provider. Some may question whether such a
service is specialist rehabilitation when, according to the

Australasian Faculty of Rehabilitation Medicine'*?!,

a
specialist medical rehabilitation service is ‘directed by a
rehabilitation physician and each patient’s clinical
management is under the supervision of a rehabilitation
physician’. Furthermore, allied health staff coverage was

commonly part time and at one site physiotherapy was often

the only allied health discipline available. As a consequence,
nursing was the discipline primarily responsible for guiding
patient rehabilitation; this is contra to an international body
of literature that portrays specialist rehabilitation as reliant

on extensive allied health input'>'®.

However, with processes in place to ensure patients with
complex rehabilitation needs were transferred to the regional
specialty rehabilitation provider, staff in the smaller facilities
were only expected to support the rehabilitation of patients
within the scope of their rehabilitation expertise. While,
generally speaking, allied health staff are familiar with

rehabilitation, nurses are less so'®!

. As a consequence,
rehabilitation nursing expertise developed slowly at both
sites. It started with the introduction of practices to normalise
the patient’s day, namely patients dressing in day clothes and
eating meals in a dining room or at a dining table. It
progressed to nurses encouraging patients to be more active
and self-caring, and for some nurses teaching patients

specific ways to be more independent.

Most importantly, the development of an appreciation of
rehabilitation as an approach different to that used with acute
care patients enabled nurses to see that other (non-
rehabilitation) patients can benefit from nurses using this
approach. This approach could be especially relevant for
patients who have frequent hospital admissions due to
chronic conditions. Nursing adopting a rehabilitative
approach fits with recent initiatives to support people with
chronic conditions, such as the NSW Chronic Care

1820 and the Australian Government Transition Care

Program
Program®' for older people. However, as suggested in this
study, the actual mix of acute and rehabilitation patients may

be an important consideration.

It must be stressed, however, that staff working in the small
facilities relied heavily on allied health input into patient
rehabilitation. While nurses acquired some rehabilitation
skills, their knowledge base did not negate the need for the
specialist input of physiotherapy, occupational therapy and

speech pathology for their formal rehabilitation patients.
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Furthermore, as nursing’s understanding of what these
disciplines had to offer grew, allied health staff were asked
for their input into the care of more patients. At one site, a
tendency for nurses to view allied health as being
responsible for rehabilitation led to an over-reliance on allied
health services. It was very clear that the full extent of
nursing’s rehabilitative potential at both sites is yet to be
realised. This will only be possible when appropriate support

is provided at a structural level.

In addition to reporting on the introduction of rehabilitation
in the 2 facilities, the findings of this study also provide
insight into the process of change in small rural inpatient
settings. While rehabilitation was an addition to the usual
business of these hospitals and was seen by some staff as
‘extra work’, it required staff to change the way they
practised. In particular, it required nursing staff to interact
with patients differently. Rehabilitation also provided a
springboard for reviewing other practices, in particular
communication between clinical disciplines, as well as
communication between clinical and non-clinical staff. As
such, the introduction of a new service type, namely
rehabilitation, was advantageous as a catalyst for other

changes.

In addition to variations in the readiness of staff to engage in
change, the broader community was also reluctant to support
the introduction of rehabilitation. This was particularly
evident when patients were asked to dress in day clothes.
Many patients were reluctant to discard their traditional
hospital attire, and families usually needed much persuasion
to provide day clothes for them. This highlights the need for
community consultation as a central component of any
proposal to change inpatient service delivery. Through
genuine engagement with their communities, small rural
multi-casemix hospitals may find the champions required to
bring the community along as supporters of service

developments.

Despite some staff and patient reluctance, change did take
place. Associated with the introduction of rehabilitation as a

new service type, a new model of inpatient service delivery

emerged at each site. In addition, local staff at both sites
initiated additional changes that enhanced inpatient care in
general. However, the extent to which these initiatives are
sustainable is not clear. Local leadership is critical for the
success of new service types, especially when these are in
addition to the existing casemix, as was the case in this
study. At the same time, leadership from specialty
rehabilitation providers is critical to the ongoing
development of an integrated network of rehabilitation
providers to ensure that the role of all network members is
clear and the staff at each site are adequately prepared to

meet the rehabilitation needs of their patients.

It is apparent from this study that rehabilitation services can
be provided at several levels. In addition to specialist
rehabilitation services, individuals and communities could
benefit from nurse-initiated rehabilitation-focused inpatient
care. Furthermore, as rural communities across Australia age
and the Australian population as a whole is experiencing
more chronic conditions and disability, this could become an

important focus for small rural multi-casemix hospitals.

This study has some limitations. The first is that the study
was time-limited and has therefore only captured the
beginning of change in the 2 facilities. As a result, the extent
to which any or all of the changes have been sustained over
time is unknown. The second is that reliance on clinical staff
to collect numerical data on a daily basis meant that data sets
were not always complete and, given the nature of some of
the data, secondary sources were not always available to
assist in finding missing data. Third and most importantly,
patients’ experiences and perceptions of rehabilitation in
their local multi-casemix rural hospitals were not gathered,
nor were patient outcome data collected. It is not known if
patients were satisfied with the processes and outcomes of

these rehabilitation services.

Conclusion

It is apparent from this study that rehabilitation services can

be provided at several levels throughout rural Australia.
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When linked to a specialty rehabilitation provider, small
multi-casemix rural hospitals appear to have the potential to
support the rehabilitation of patients with uncomplicated
rehabilitation needs in their local communities. This may
either be through the early transfer of patients from specialty
rehabilitation beds to continue their rehabilitation closer to
home, or through new programs aimed at enhancing the self-

care efficacy of people with chronic conditions.

To fully realise this potential, and because small rural
hospitals are primarily staff by nurses, nursing staff working
in these facilities need to be supported to develop their
rehabilitative potential. This support should come from the
collective wisdom of specialist rehabilitation nurses, medical
rehabilitation specialists and allied health staff, and must be
provided at the broader structural level. Through cross-
disciplinary sharing of knowledge and skills, residents of
rural communities could spend less time hospitalised at long

distances from their homes.
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