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Abstract

Obijectives: To (1) reflect on challenges to the practice of person-centred rehabilitation; and (2) propose
opportunities for the development of person-centred rehabilitation.

Challenges: Person-centred practice has received widespread endorsement across healthcare settings
and is understood to be an important, positive approach in rehabilitation. However, the rhetoric of this
approach does not always translate meaningfully into practice. Emphasis on patient choice, patient involve-
ment in decision making, and increasing patient capacity for self-management have become a proxy for
person-centred rehabilitation in lieu of a more fundamental shift in practice and healthcare structures.
System (e.g. biomedical orientation), organisational (e.g. key performance indicators) and professional
(e.g. identity as expert) factors compete with person-centred rehabilitation.

Opportunities: Four key recommendations for the development of person-centred rehabilitation are
proposed including to: (l) develop a principles-based approach to person-centred rehabilitation; (2)
move away from the dichotomy of person-centred (or not) rehabilitation; (3) build person-centred cul-
tures of care in rehabilitation; and (4) learn from diverse perspectives of person-centred rehabilitation.
Conclusion: Fixed assumptions about what constitutes person-centred rehabilitation may limit our ability to
respond to the needs of persons and families. Embedding person-centred ways of working is challenging due to
the competing drivers and interests of healthcare systems and organisations. A principles-based approach,
enabled by person-centred cultures of care, may achieve the aspirations of person-centred rehabilitation.
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Introduction

Person-centred rehabilitation has long been advo-

cated for.! The rhetoric of person-centred rehabili-

tation is strong. It is embedded in health policy,
rofessional competencies, and service frame-
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potential of person-centred rehabilitation is yet to
be realised.”™ We are two researchers who have
undertaken research to contribute to theory and evi-
dence in person-centred rehabilitation from differ-
ent perspectives. We have each worked with
rehabilitation organisations and providers to
support the implementation of person-centred
rehabilitation in our respective countries. In this
paper, we draw from our knowledge and experi-
ence to reflect on challenges to the practice of
person-centred rehabilitation. We engage with
existing evidence to examine the connection
between theory and practice and identify opportun-
ities for translating the rhetoric of person-centred
rehabilitation into practical action.

We have organised this paper into two sections. In
the first section, we focus on the concept and prac-
tice and the system and organisational culture of
person-centred rehabilitation. We discuss the diver-
sity of perspectives on the concept of person-centred
rehabilitation and the consequences for person-
centred rehabilitation. We then consider the system
and organisational challenges which constrain
person-centred rehabilitation. This section is not an
exhaustive review of the literature on person-centred
rehabilitation. Rather we draw attention to a range of
existing theory and practice to illustrate challenges to
the practice of person-centred rehabilitation.

In the second section, we offer four opportun-
ities for the continued development of person-
centred rehabilitation so it can be implemented to
its full potential. These recommendations are not
meant as quick fixes to cultural and systemic
assumptions and practices. Rather, they are meant
as a possible way forward to enable person-centred
rehabilitation in a healthcare system with compet-
ing drivers and interests. Figure 1 provides a
summary of the key points addressed in each of
these sections.

Where our perspectives come from?

Our reflections in this paper come from our own
research®’”"~'® and by listening to the experiences
of people and families accessing rehabilitation
and their practitioners. At a theoretical level, we
are inspired by a field called critical rehabilitation

studies.'*!'7? In critical rehabilitation studies,
researchers make visible and explore taken for
granted assumptions inherent in everyday or
common clinical practices and disciplines. For
instance, Hammell**** pointed out the tendency
to accept rehabilitation professional assumptions
as truth without critical reflection, and highlighted
tensions and inconsistencies between the ideology
and practice of client-centredness.”” Similarly,
Gibson et al.'”'® showed that rehabilitation profes-
sionals’ assumptions about independence may be
counter to a person-centred approach, because
their views are individualistic rather than treating
the person-served within the cultural and relational
context in which they live and received their care.
Other critics have argued that some people such as
those with cognitive or communicative impairment
may be inadvertently excluded from person-centred
rehabilitation® because of the emphasis on promot-
ing autonomy, patient choice, and active involve-
ment of clients in decisions about their care.**

Challenges to the practice of
person-centred rehabilitation

The concept and practice of person-centred
rehabilitation

There are a range of competing definitions, con-
cepts, and disciplinary-based frameworks for
person-centred rehabilitation. In both rehabilitation
research and practice, we have been at risk of
working independently, without collaboration and
in competition with each other in our endeavour
to advance person-centred rehabilitation. This has
likely hindered continued development in the prac-
tice of person-centred rehabilitation.

There is an extensive body of research aiming to
conceptualise, define, operationalise, measure, and
evaluate person-centred rehabilitation.”>*® A wide
range of models have been established, including
models specific to profession, diagnosis or
setting.”’ ' These efforts support the operationalisa-
tion of person-centred rehabilitation in different set-
tings, which can be helpful in some instances.
However, profession- or diagnosis-specific models
may have limited application in rehabilitation
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Figure |. An overview of the key arguments presented in this paper.
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which is argued to be a complex intervention involv-
ing a multidisciplinary team, and where multimor-
bidity is common.’® Further, the independent
development of multiple models reduces the likeli-
hood of negotiating a common understanding of
person-centred rehabilitation.

The range of perspectives on person-centred
rehabilitation makes it difficult to establish a shared
sense of what constitutes person-centred rehabilitation
and how to operationalise that for clinical practice.
This is compounded by the availability of multiple,
overlapping concepts. For example, the literature
refers to relationship-centred,®® family-centred®**’
and child-centred® care, all of which overlap with
the central tenants of person-centred rehabilitation
(see Table 1). There are also new approaches being

developed, such as lifeworld-led rehabilitation,*” in
response to the perceived shortcomings of existing
models or the implementation of person-centred
rehabilitation. These ideas, concepts and approaches
have increased conceptual blurring and hampered
improvement in defining, refining, and implementing
person-centred rehabilitation.

Consistent with the broader rehabilitation evidence
base,*® most existing research exploring person-
centred rehabilitation draws on western perspectives.
Of the 170 papers included in our scoping review,
there were no included papers engaging with indigen-
ous perspectives of person-centred rehabilita-
tion.”>*** This is likely to have an effect on how
person-centred rehabilitation is understood and
implemented in practice. For example, Eurocentric

Table |. Examples of related concepts evident in the literature.

Concept

Explanation

Relationship-centred
(RCC)

Family-centred (FCC)

Child-centred

Lifeworld-led
rehabilitation

“RCC can be defined as care in which all participants appreciate the importance of their
relationships with one another. RCC is founded upon 4 principles: (1) that relationships
in health care ought to include the personhood of the participants, (2) that affect and
emotion are important components of these relationships, (3)
that all health care relationships occur in the context of reciprocal influence, and (4) that
the formation and maintenance of genuine relationships in health care is morally
valuable.” (p. $3)*3

“A universal goal of FCC models to develop and implement patient care plans within the
context of families. To facilitate this aim, family-centered care models require: 1)
collaboration between family members and health care providers, 2) consideration of
family contexts, 3) education for patients, families, and HCPs, and 4) dedicated policies
and procedures.” (p. 5)**

“A truly child-centred approach includes both the adult’s child perspective concerning the
children’s best interests in terms of care and the child’s perspective with respect to his
or her preferences.” (p.103)¢
“A model to encourage health care organizations and health professionals to support
children’s right to participate in topics that concern them and to achieve the child’s
perspective is offered by Shier (2001). This five-level model will be a useful aid to ensure
that: |. irrespective of age the child is listened to 2. the child is supported in expressing
his/her views 3. the child’s views are taken into account 4. the child is involved in the
decision-making process 5. the child can share power and responsibility in the
decision-making.” (p. 104)%¢

Humanising lifeworld-led practice principles include:

* “Recognising a mutually arising reality rather than a reality ‘out there’

* Recognising a reality which was constantly changing rather than ‘fixed’.

* Recognising that we needed to work from within, as part of a human living system
rather than trying to control reality from the ‘outside’.

* Understanding that this reality could be accessed through human knowing, involving
embodied knowing rather than intellectual knowing alone.” (p. 3)*”
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ideologies of individualism and independence are per-
vasive in rehabilitation'”*'® and may impact how ‘per-
sonhood” may be understood and conceptualised.*’

While the ideal of person-centred rehabilitation has
widespread support, in practice rehabilitation profes-
sionals find it challenging. Several tools and practices
have been developed to support person-centred ways
of working in rehabilitation. For example, there is
extensive research aiming to optimise person-centred
approaches to goal planning,*' ™ engagement,***
therapeutic ~ relationship,”>°  communication,®'~**
education,®>® interdisciplinary teamwork'> and self-
management®” " — all aiming to support the practice
of person-centred rehabilitation through a focus on
transdisciplinary rehabilitation processes.

Despite this, health professionals find it difficult to
balance perceived professional responsibilities with
the needs and preferences of persons and families
accessing rehabilitation,™*'** struggle to let go of
their role as expert,”*”%° experience tensions in man-
aging professional boundaries,”® and feel limited in
their ability to meet their own aspirations for care
due to competing service demands.®>’® Language
such as ‘benign dictators’®® and ‘benevolent manipu-
lation’® has been used to articulate such tensions,
argued to be a result of the biomedical model.”*
Our reading of this literature is that, at best, we cur-
rently implement a form of conditional person-
centred rehabilitation. Table 2 provides some illustra-
tive examples of how conditional person-centred
rehabilitation can materialise in practice.

This evidence suggests we may have been at risk
of underestimating the complexity of putting person-
centred rehabilitation into practice. We have fallen
into a pattern of reducing person-centred rehabilita-
tion down to a set of key actions and activities
centred on activating people to be involved in their
rehabilitation. As such, fixed actions and activities,
such as involving patients in decision making
about their care and increasing patient capacity for
self-management, have become a proxy for person-
centred rehabilitation in lieu of a more fundamental
shift in practice and healthcare structures.

Led by Jesus,” we recently carried out a thematic
synthesis of the literature. In our findings, we con-
ceptualised person-centred rehabilitation as a way of
thinking about, organising, and delivering rehabilitation

which can be enabled and enacted across multiple
layers (person-professional dyad, micro-system
and macro-system), each with its own set of attributes.
These findings highlight the importance of moving
beyond what happens in the therapeutic encounter,
to include the role of structures and processes
that may constrain or make possible person-centred
rehabilitation.

The system and organisational context
of person-centred rehabilitation

Embedding person-centred rehabilitation into health-
care delivery systems of care is challenging.
Nonetheless, emerging evidence demonstrates the
potential beneficial impacts of person-centred rehabili-
tation for patients, professionals, and teams. These ben-
efits highlight the broader impact and value of
person-centred cultures of care.

Healthcare systems are generally organised hier-
archically and prioritise cost efficiency for the
organisation.”' They often draw from the biomed-
ical model of care’® wherein clinicians are given
more authority and power compared to patients’
and patients often accept medical paternalism.”
Although clinicians are treated as experts, they
are not necessarily supported to provide high quality,
person-centred services.”* In other words, most health-
care organisations’ structures and processes — such
as policies, professional obligations and responsi-
bilities, practice conventions, clinical documentation,
service drivers — do not value the perspectives and
experiences of clinicians or their patients.® If we
want to provide services that are more person-centred,
we need to challenge the usefulness of the biomedical
model and reimagine structures and processes’”
which support, enable and make person-centred
rehabilitation possible.

Often the demands of care compete with the
practice of person-centred rehabilitation. For
example, in inpatient stroke rehabilitation there is
increasing pressure on services to reduce length
of stay. Focusing on length of stay as a metric of
service performance (structure) leads to a focus
on reducing impairment and optimising function
(process) for the primary purpose of getting someone
safe to discharge (outcome). In this context, rehabilitation
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Table 2. Examples of conditional person-centred rehabilitation drawing on quotes from research undertaken by the

first author.

Example

lllustrative quote

We endorse personalised goal planning, but then put
boundaries around what constitutes a legitimate goal
based on what is perceived to be within scope or can
be achieved within that specific episode of care.

Even when our instincts suggest it would not be the right
thing for this person right now, we proceed in the
interests of following protocol.

While on one hand we promote patient choice and
control, we can sometimes be at risk of being
paternalistic and/or making assumptions about what a
persons’ own needs and preferences might be.

We tend to withdraw from people who don’t meet our
expectations of engagement and attribute blame to
them, rather than considering our role in creating the
context for engagement.

While we recognise that getting to know and understand
a persons’ psychosocial context may be formative to
rehabilitation input and outcome, we can sometimes
be hesitant to engage with it.

We give emphasis to educating people, privileging our
professional knowledge and expertise, sometimes
devaluing their knowledge and experience of what
living with that condition is like for them in their unique
and particular circumstances.

“She did have a lot of goals around her mobility which were
really difficult though, for the physio to manage, because
there weren’t realistic things that she wanted to be doing.”
(Occupational therapist)

“Some of the questions are very sensitive, so at times you are
like ‘I don’t know if this is actually the right time for me to ask
this?’ But, that’s... you know, how we do our first visit.”
(Speech and Language therapist)

“He has got a lot going on in his head sort of brain injury wise
[...] he’s not going to want a bar of this.” (Physiotherapist)

“Well generally if they refuse therapy, like say | put them on my
timetable twice a week for three weeks and they refuse, you
know, 80% of the sessions, or someone brings them down for
two sessions but then they don’t come for the rest or
something like that [then] I'll take them off because I'm really,
really busy and | can’t waste an hour trying to get someone
out of bed each time.” (Speech and Language therapist)

“l was a bit concerned about how my client would actually
respond for the simple reason that he had a lot of social
things going on in his life, and | just wondered whether it
un-earthed stuff...” (Physiotherapist)

....our responsibility is to set a programme for them and to
educate them on why theyre doing those bits and pieces
we've given to them and an idea of how often they need to be
doing them so quite clear prescription and then from there
my expectation is that they commit to that.”

How do you think a patient would describe
self-management?

“Depends how much education they’ve had.” (Physiotherapist)

is time-limited, focused on what is achievable from
the professionals’ perspectives and in the time-
frames they have.*! It contributes to professionals
privileging ‘realistic’,’® service-centric, discipline-
specific goals*' over what may matter to the
person (similar to the first example provided in
Table 2). This can have the effect of limiting
people’s hope and sense of possibility for the
future despite this being a critical resource for
re<:0very.76_78

The physical environment can also play a role in
enabling or hindering person-centred rehabilitation.” %

Recent research drawing on experience-based

co-design with patients and professionals in stroke
units introduced changes in the environment in col-
laboration with staff and patients.* For example,
changes included reclaiming shared spaces (which
had become storage facilities or staff meeting
spaces) so that patients could socialise with each
other and their visitors, reorganising the ward
and reducing clutter, painting corridors and intro-
ducing artwork, and creating space for personal
belongings and pictures at the bedside. Staff and
patients reported that these changes made the
ward feel more inclusive, led to increased activity
opportunities for patients, and changed the nature
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of bedside conversations prompted by the items
from home.

Healthcare professionals often highlight that
time (or lack of) is a barrier to person-centred
rehabilitation.””®'  However,  person-centred
rehabilitation does not necessarily need to take
more time.’® Rather, the values of person-centred
rehabilitation can be integrated into all that we do
and embedded in how we work. Instead of focusing
on how much time we have (or don’t have), it may
be important to examine how we prioritise and use
our time (and what demands that we prioritise our
time in that way). The inpatient stroke rehabilita-
tion example above highlights that our structures
contribute to some ways of working being prioritised
(e.g. service-centric, discipline-specific processes
and outcomes) over others (e.g. person-centred pro-
cesses and outcomes) in the time we have.

Ideas about what constitutes the core of rehabili-
tation practice are embedded in health curricula and
organisations — where ‘hard’ technical skills are
routinely prioritised over ‘soft’ relational skills —
rather than promoting a more integrated way of
working that weaves them together. Indeed, there
is an inferred hierarchy in the language of ‘hard’
versus ‘soft’. Relational skills are critical to the
implementation of person-centred rehabilitation.
However, they are often positioned as innate, or
an ingrained personality trait, rather than something
that can be taught, developed, and nourished. This
inevitably results in limited investment in the
ongoing growth and development of relational
ways of working in education and practice.”’"!
This may in turn influence how person-centred
rehabilitation is positioned in everyday rehabilita-
tion practice, particularly in the context of other
competing demands and limited time and
resources.

Rehabilitation professionals report experiencing
work-related stress and burnout.***® Compassion
fatigue, characterised as a stress response in health
professionals ‘culminating in a decrease in compas-
sionate feelings towards others because of an indivi-
dual’s occupation” (p. 10)*” highlights the potential
for a direct relationship between work-related stress
and one’s capacity to offer person-centred rehabilita-
tion services. This relationship may be influenced by

intra-team and organisational factors. For example,
support and cooperation, shared understanding and
goals, mutual respect and flexibility and sharing
tasks are relationship characteristics that enhance
person-centredness within interdisciplinary teams.'>
Similarly, patients have observed that when profes-
sionals treat each other in person-centred ways, their
interactions appear less hierarchical and there is a
greater sense of interprofessional —congruity.®!
Implementing person-centred ways of working may
be beneficial for professionals and rehabilitation
teams, potentially countering work-related stress.

In summary, person-centred practice has received
widespread endorsement across health settings and
contexts, and is understood to be an important, and
positive approach in rehabilitation. However, the
rhetoric of person-centred rehabilitation does not
always translate into clinical practice. Research
highlights a tension between organisational, system
and professional factors and attending to the needs
and preferences of persons.

In the following section, we highlight four
opportunities for the ongoing development of
person-centred rehabilitation.

Opportunities for the continued
development of person-centred
rehabilitation

In this section, our recommendations draw from
several literatures and in a certain sense are not
novel. Indeed, Restall et al. touched on many of the
points we make in their framework of strategies for
client-centred practice published 20 years ago.®®
Our suggestions are intended as focused reminders
and practical steps that we can take to address chal-
lenges to the implementation of person-centred
rehabilitation. Our intention is for these suggestions
to support rehabilitation professionals and organisa-
tions reimagine how they may enable person-centred
rehabilitation in diverse settings and communities. In
this sense, our work follows current calls for unpack-
ing how social and political determinants of health
impact our lives, decolonising clinical practice, resist-
ing neo-liberal policies that ration care, and reimagin-
ing healthcare that embraces disability justice.®*°



Kayes and Papadimitriou

1033

Develop a principles-based approach
to person-centred rehabilitation

Attempts to reduce person-centred rehabilitation to
a fixed set of behaviours have resulted in a transac-
tional approach to person-centred rehabilitation.”!
Greater recognition of the multidimensional
nature of person-centred rehabilitation — which is
both person- and context-bound — would help us
move beyond person-centred rehabilitation as a
particular set of actions or behaviours. Instead, we
suggest focusing less on ‘what’ constitutes person-
centred rehabilitation and more on ‘how’ we work
and ‘who’ we are, and how what we do is experi-
enced by people.

A focus on principles which can underpin ways of
working, rather than specific behaviours, may enable
a more responsive and reflexive way of working. A
reflexive way of practicing may be best described
as asking oneself the question ‘what am I doing
when I am doing what I am doing?’®* Further, a
principles-based approach doesn’t rely on the cogni-
tive or communication capacities of individuals to
meet the demands of person-centred rehabilitation
and so ensures the aspirations of person-centred
rehabilitation can be universally available to all. We
might call this a person-centred approach to person-
centred rehabilitation.

There are already examples evident in the litera-
ture which are consistent with a move towards a
principles-based approach. For example, findings
from a secondary analysis of qualitative data exam-
ining examples of care that were experienced by
persons served as person-centred'' drew attention
to an orientation to care including: recognising
and responding to the context of care for persons
and families; prioritising and investing in the devel-
opment of relationships; building a currency of
trust; and developing a belief in self and one’s cap-
abilities. In our thematic synthesis of literature
exploring person-centred rehabilitation® we identi-
fied five attributes of person-centred rehabilitation
including: (1) respectful of and tailored to the
person, (2) reflexive and adaptive to the situation
at hand, (3) nurtures a supportive relationship, (4)
focused on meanings, hope, and strengths, and (5)
collaborative, empowering, and enabling. Both

examples describe an approach to person-centred
rehabilitation which is reflexive and responsive,
rather than a pre-defined set of professional beha-
viours and actions.

Move away from the dichotomy of
person-centred rehabilitation

Embracing the multidimensional nature of person-
centred rehabilitation would also help us to move
away from thinking about person-centred rehabili-
tation as a dichotomy — that you are either person-
centred or not. Most rehabilitation providers inher-
ently believe in the value of a person-centred
approach.”’ However, conceptualising person-
centred rehabilitation as a dichotomy fails to
acknowledge the complexity of person-centred
rehabilitation as a human endeavour, which is
subject to our fallibilities and vulnerabilities and
which takes place within complex and competing
organisational structures and demands. We should
acknowledge the potential for ‘simultaneous
moments of person-centred and non-person-centred
care’ (p. 2)” and that we may be person-centred
with some people, in some contexts, on some days
and not on others.

Moving away from the dichotomy of person-
centred rehabilitation will allow for a more open,
honest, and respectful conversation about person-
centred rehabilitation. A  conversation that
acknowledges these complexities, and where
humility is not just welcome, but necessary for con-
tinued practice advance. We could consider a con-
tinuum of person-centred rehabilitation, similar to
the continuum of engagement.”® Or, we could
reconsider person-centred rehabilitation as part of
a complex adaptive system’* which enables a learn-
ing culture characterised by an ‘ability to tolerate
productive tensions, learn from mistakes, support
and enable innovation, maximise individual poten-
tial, and understand the interrelationship between
team/system processes and the effectiveness of out-
comes achieved” (p. 2).”

Fundamentally, this more reflexive engagement
with person-centred rehabilitation may mean we
are more likely to examine and address some of
the tensions experienced by clinicians in the
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implementation of person-centred rehabilitation. It
may help us to reimagine some of the central
tenets of our professional identities that constrain
person-centred rehabilitation. For example, critic-
ally reflecting on the what, why and how of profes-
sional boundaries, or indeed challenging the basic
premise of boundary.”> Or, extending how we
think about what constitutes expertise in rehabilita-
tion and how to retain credibility while also
showing vulnerability.”® We suggest moving
beyond the dichotomy of person-centred rehabilita-
tion is a necessary step in this reimagining.

Build person-centred cultures of care
in rehabilitation

We need to make ‘person-centred moments’ an
‘everyday cultural pattern or norm’ (p. 2).”° For
this, we need to build person-centred cultures of
care which enable person-centred rehabilitation
(see Figure 2). This includes having a system-
wide commitment to person-centred rehabilita-
tion. Person-centred practice needs to be
top-down.®! That is, it needs to be valued and
embedded within health curricula, by healthcare
service organisations, and in healthcare policy.
For person-centred rehabilitation to be embedded
in the social fabric of what we do and how we
practice, we need to develop an understanding
of person-centred rehabilitation across multiple
stakeholders, including funders, insurers, and
policy makers.

Structures and processes that drive how we work —
such as key performance indicators, documentation
practices, assessment processes, discharge planning
— need to be reimagined to make person-centred
rehabilitation possible. Earlier we referred to the
example of inpatient stroke rehabilitation and
length of stay as a metric of service performance.
What if the only key performance indicator was the
person with stroke living the life they want to live,
and the key outcome of interest their long-term
health and well-being. How would this change
what is prioritised in stroke rehabilitation? It is
these kinds of thought experiments that help us to
envisage what could be or how it could be different.

A person-centred culture of care includes recog-
nising all persons involved in person-centred
rehabilitation including patients, family, care part-
ners, and professionals. The Senses Framework
proposes that in the best care environments all
parties should experience six senses, including a
sense of security, belonging, continuity, purpose,
achievement, and significance,”’ resonating with
theories of well-being.”® Nolan et al. provides an
excellent example of how these six senses might
be experienced by patients, families/care partners
and professionals in dementia care.

For example, they suggest a sense of security in
this context may include ‘attention to essential
physiological and psychological needs and to feel
safe and free from threat, harm, pain and discom-
fort” (for patients), ‘to feel free from physical
threat, rebuke, or censure, to have secure conditions
of employment, to have the emotional demand of
work recognised and to work within a supportive
culture’ (for staff), and ‘to feel confident in
knowledge and ability to provide good care
without detriment to personal well-being, to
have adequate support networks and timely help
when required and to be able to relinquish care
when required” (for family/care partners).
Person-centred cultures of care which value
health professionals and provide resources for
them to meet the demands of person-centred
rehabilitation is likely to have a ripple effect for
patients and family care.’*

A person-centred culture of care involves
ongoing evaluation of person-centred rehabilita-
tion.””®! If we acknowledge the multidimensional
nature of person-centred rehabilitation, we need
to carefully consider how one evaluates person-
centred rehabilitation, and what constitutes a good
outcome. This may include the development of
dynamic assessments which focus not only on
whether person-centred rehabilitation was deliv-
ered, but also how it happens, what allows it to
happen, what skills are needed and so on.”” It
may be that evaluations need to move beyond mea-
sures as we conventionally understand them, and
move towards integrating more qualitative, creative
and participatory approaches to evaluating person-
centred rehabilitation. '
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Figure 2. Building person-centred cultures of care.

Learn from diverse perspectives
of person-centred rehabilitation:
An example from Maori culture

Learning from diverse worldviews has the potential
to enhance and augment our current understanding of
person-centred rehabilitation. Angus Macfarlane, a
Maori scholar, argues that when professionals
develop understanding and awareness of the knowl-
edge, beliefs, values and traditions that may be pro-
duced and perpetuated through ‘mainstream’
culture, they may be more likely to be respectful of
and responsive to other cultures and perspectives.'®!

In New Zealand, Maori practitioners show how
Maori perspectives and tikanga (cultural protocols)
can be embedded within healthcare. For example,
Hinemoa Elder conceptualised paediatric traumatic
brain injury as not just an injury to the brain, but an
injury to wairua, which she defined as a profound
sense of connectivity between Maori and all

aspects of the universe.'®> She developed a frame-
work, Te Waka Oranga, to serve as a practical tool
which privileges Maori knowledge and enables
families to work in partnership with clinical knowl-
edge.'®® Similarly, Cameron Lacey, Suzanne
Pitama and colleagues have developed the
Meihana Model — a framework to guide clinical
assessments which incorporates explicit acknowl-
edgement of factors that may affect that journey
(such a colonisation, racism, etc.)'® — and Hui
process — a framework to guide clinical interactions
which mirrors cultural rituals of encounters.'®

In more recent work, Bobbie-Jo Wilson
explored what matters most in the therapeutic rela-
tionship for Maori and found a sense of wairua
(spirit) and hononga (connection) are fundamental
for meaningful interactions for Maori, and that
hononga is enabled and enhanced through whaka-
papa (genealogy), whanaungatanga (relationships),
tikanga (cultural protocols), and in an environment
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which invites whanau (extended family) to engage
as Maori.>’

A Maori colleague of the first author, Robert
Hogg, recently explained how he draws on
Matauranga (Maori knowledge) as gifted to him
by his whanau (family) and te reo Maori (Maori
language) in his everyday interactions with
people.'” He used the example of ‘mokopuna’.
The literal translation for ‘mokopuna’ is grand-
child. ‘Moko’ is typically translated as tattoo, but
the deeper meaning is related to imprint. ‘Puna’ is
short for matapuna (source, the creator) and
tupuna (ancestors). He explained therefore that
‘mokopuna’ can be translated as ‘one who wears
the marks of an ancestor’. Drawing from this,
whenever he interacts with others, he tries to treat
them as if they are an ‘ancestor in the waiting’ to
honour their whakapapa (genealogy).

These examples highlight the potentially
intergenerational nature of care experiences and
the importance of recognising the cumulative
impact of those experiences, whether positive
or negative. Putting this into practice would
involve looking beyond the person as individual,
to the person as part of a collective. It also high-
lights the importance of inviting Maori to engage
as Maori (rather than requiring them to conform
to western ways of being and doing) and acknow-
ledging the tikanga (cultural protocols) of people
and places and using that to guide our actions and
decisions.

Indigenous perspectives have the potential to
challenge and enrich how we think about and prac-
tice person-centred rehabilitation. Engaging with
and being informed by these perspectives and crit-
ically engaging with the cultural and moral assump-
tions inherent in Eurocentric perspectives may be
critical to continued advance in person-centred
rehabilitation.

Conclusion

We have provided reflections on the practice of
person-centred rehabilitation. This paper is not
intended as an exhaustive review of person-centred
rehabilitation theory and evidence and so is inher-
ently partial. We have primarily drawn on research

that has been undertaken in rehabilitation settings,
rather than on person-centred care more generally.
Notwithstanding this, we have provided an over-
view of the conceptual, practical, and organisa-
tional challenges that may hamper meaningful
implementation of person-centred practice. We
have proposed four key opportunities for the devel-
opment of person-centred rehabilitation. We hope
this will generate debate and contribute to further
developments in research and practice to achieve
the aspirations of person-centred rehabilitation in
contemporary rehabilitation practice.

Clinical messages

e Fixed assumptions about what constitutes
person-centred rehabilitation may limit
our ability to respond to the needs of
persons and families.

e Person-centred rehabilitation may be
enabled through person-centred cultures
of care at a system level.

e Diverse cultural perspectives can enrich
how we think about and practice person-
centred rehabilitation.
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