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Abstract

Purpose

Person-centred care is widely accepted as being central to high quality care, but little is
known about how physiotherapists implement person centred rehabilitation in Intensive Care.
This study explores the self-reported experiences and interpretations of physiotherapists

delivering person-centred rehabilitation in this setting.

Methods

A qualitative study using Interpretative Phenomenological Analysis explored the lived
experiences of physiotherapists and students who have worked in Intensive Care. Three focus
groups, with four participants in each, were conducted. Data were fully transcribed, analysed

and managed using NVivo software.

Results

Participants shared similar interpretations about the principles of person-centred care.
Operationalising person-centred rehabilitation during early recovery was not easily
achievable. As the person’s clinical condition improved, participants moved away from
routine physiotherapy and their practice became more person-centred through the
development of a partnership. Participants connected as humans to understand the person and

respond to their needs within a culture that valued person-centred care.

Conclusions

Physiotherapists aspire to develop a partnership with their patients by connecting on a human
level with them and addressing their biopsychosocial needs. Physiotherapists with experience
of developing patient partnerships influence the culture of the Intensive Care team and are

role-models to facilitate collaborative person-centred activity in others.
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Introduction

Physiotherapists play a key role in the multidisciplinary team to support patient recovery in
an Intensive Care Unit (ICU) and improve quality of life, physical function, muscle strength,
and decrease hospital and ICU stay [1-2]. However, a recurrent barrier to rehabilitation for
patients cared for in ICU is their refusal to take part in rehabilitation [3]. Person-centred care
has been identified as an ethos which all healthcare providers should apply in their practice
[4-7], including physiotherapists [8,9]. In the acute care setting, person-centred interventions

are reported to improve staff experiences and the quality of care provided [10]

Two models and a conceptual framework have been developed to inform person-centred
physiotherapy [11-13]. All of them identify the individual characteristics of the
physiotherapist, the professional and patient interaction or dyad, and the environment in
which physiotherapists work, as being influential. However, applying these approaches in the
ICU setting are challenging because of the setting itself and impaired communication

between the physiotherapist and patient.

Understandably the priority in the ICU environment is to preserve life at all costs, but this can
be a potential barrier to person-centred care [14]. Patients in ICU valued quality of life
outcomes in conjunction with measures of mortality [15] and person-centred care would
address goals important to individuals. Patients in ICU are often unable to communicate
because of medical and pharmacological interventions [16] which often makes them feel
alienated from reality [17]. So, implementing effective interactions between them and health

professions with the purpose of person-centred care is challenging.



Person-centred care is a concept that features in healthcare strategies and models of care, but
it remains ill-defined in relation to physiotherapy in ICU. Theory development about person-
centred care in ICU from nursing perspectives can inform physiotherapy. The importance of
professional competence and developing a partnership with the patient as their level of
consciousness alters has been noted as important in person-centred nursing [18-19]. Findings
from this research can inform physiotherapy practice but there is a lack of research from the
unique perspective of the physiotherapist. This study aims to address this gap by exploring
the experiences and interpretations of physiotherapists and students about the delivery of

person-centred care in ICU settings.

Methods

Design

This qualitative study was conducted using an Interpretative Phenomenological Analysis
(IPA) methodology as described by Smith et al. [20]. IPA aims to make sense of the lived
experience of participants; in this study, their recall of providing person-centred
physiotherapy on ICU. We selected this methodology because we wanted to listen to and
explore physiotherapists’ examples of care for patients in ICU alongside their sense making
in relation to person-centredness. This methodology allowed us to interpret their experiences
and sense-making to uncover how person-centred physiotherapy can be operationalised in
this setting. The consolidated criteria for reporting qualitative research (COREQ) informed
the study design [21]. A series of three focus groups were conducted as an accepted data
collection method for IPA [20]. We chose focus groups rather than individual interviews to
capture participants individual reported experiences which were enhanced by peer-to-peer
interactions [22] from physiotherapists with similar responsibilities when working in ICU.
Through the data collection method, shared group interpretations were sought to explore how

the amount of experience may affect interpretations and discussions.



Recruitment and Participants

Ethical approval was gained from Research Ethics Committee; West of Scotland (REC
reference 19/WS/0192) and the University of Salford (Reference HSR1819-132). A
purposive sample of participants were recruited from one University and a regional network
of physiotherapists within Northwest England. Study information was circulated via email
distribution lists. Eligible participants were English speaking physiotherapists or student
physiotherapists, who had worked in ICU. We chose to include novice to expert

physiotherapists to understand a range of experiences.

Data Collection

The focus group interviews were conducted from February to March 2022 using the
Microsoft Teams app. Virtual meetings allowed participants to join from a variety of
geographical locations. The focus groups took place following the Covid 19 pandemic and
although at the time of data collection, no restrictions were in place in the UK, it did affect

the planning for data collection.

A draft topic guide for the focus groups was constructed informed by the experiences of the
research team and guided by IPA ideology [20]. It was reviewed by a service user,
physiotherapist, and experienced qualitative researcher. Their feedback was integrated into
the next version (See Appendix 1) which was then finalised after piloting with a group of

three physiotherapists.

The focus groups were facilitated by a moderator, who guided the discussions using the topic
guide, and an observer who noted group dynamics and monitored the chat function. Three
researchers conducted the focus groups, all were physiotherapists. The focus group

interviews lasted between 60-90 minutes and were video recorded and fully transcribed



verbatim. Field notes from moderators, observers and data collected in the chat function were

included in the data analysis.

Data Analysis

The data analysis process was informed by IPA [20]. Three researchers contributed to the
data analysis. The lead author (HC) is an academic physiotherapist with ICU experience. The
other authors are a practicing physiotherapist and an academic nurse, both with ICU

experience. Table 1 outlines the approaches implemented to support the quality of the study.

[Table 1; Methods to enhance rigour in the findings to be inserted near here]

Each focus group was considered individually, and interpretations attributed to the individual
group to create personal experiential themes. As interpretations from individuals within the
group would be affected by others within it, interpretations were attributed to the whole
group. Two researchers (HC & DD) independently interrogated the transcripts from each
focus group, line by line, to identify and develop descriptions and interpretations. Discussions
then took place between all three researchers to explore similarities and differences in the
descriptions and interpretations to reach a consensus. Developing ideas and concepts evident
across transcripts were discussed and compared. Areas of convergence and divergence were
explored leading to the development of experiential themes which were reviewed by the
research team and compared to the original transcripts. Following this, a further idiographic
and linguistic analysis was conducted and compared to the theme structure. The iterative
process of moving back and forth between the individual and the whole ensured the
interpretations were derived from both the participants and researchers. NVivo 12 was used

to manage and retrieve the data.

A summary of the main findings was shared with participants if requested but member

checking did not occur because of the interpretative nature of the study [23]. An advisory



group, which included a physiotherapist, was consulted to evaluate whether study findings

and descriptions were recognisable.

Results

Eight qualified, and four student physiotherapists, provided written consent to participate.
Participant characteristic and group details are available in Table 2. The sample size is in
keeping with IPA methodology to allow an in-depth and detailed exploration of the rich data

gathered by participants [20].

[Table 2: details of participants & allocation to focus groups to be inserted near here]

Figure 1 provides a model explaining the relationship between the key themes and sub-
themes that characterised the data set (additional data supporting the themes and subthemes is
available as a supplementary file). Theme 1 illustrates how participants adapted their care
across a continuum which moved from a biomedical approach to care and rehabilitation, to
becoming partners with the patient in ICU, as their clinical condition improved. As patients
regained consciousness and became cognitively aware of themselves and their body, the
physiotherapists reported adapting their approach and using strategies to empower the patient.
Participants who had more clinical experience working in ICU settings seemed to be able to
initiate more person-centred activities, leading to greater partnership in healthcare delivery.
Themes 2 to 4, described below, provided the foundation to the overarching theme 1 and

facilitated becoming partners in rehabilitation.

[Figure 1: Model of the themes describing how physiotherapists moved towards becoming

shared partners with the person in ICU to be inserted near here]

1; Becoming partners in rehabilitation
Participants sensed a shared partnership at the beginning of the patient’s stay on ICU was not

possible as the patient was critically ill and not aware of themselves. In this scenario,



participants reported that they used their professional knowledge to guide their decisions
which were made in the patients’ best interest. Participants used a biomedical approach and
recognised that care did not involve the patient as an active partner. At this stage, participants
indicated that physiotherapy was rather routine or formulaic. They explained that when

patients are not cognitively aware, care cannot be person-centred.

“But, on the ICU you can't... you can't always trust what the patient is saying because
of the fact that they may be delirious, they may be fearful, they may be anxious, they
may be worried, they may be just tired... if you were blindly patient centred, you

would be actually causing them harm” [participant B; student physiotherapist]

This suggests that physiotherapists feel the need to be in control when the person is not
cognitively aware and making what they deem as decisions in their best interests. Participants
were keen to emphasise that care was still individualised at this biomedical, or routine stage,
as it has the “person at the centre ” (participant H; specialised physiotherapist). There was
no suggestion that the person or their loved ones were involved in the decisions about care or
goals at this point. The participants’ use of words reinforces their control, as the words used

indicated that physiotherapy was something that was done to the person.
“I was put in charge (of) her” (participant D; student physiotherapist)

“He just wasn't on board with (it) at that time ”” (participant H; specialised

physiotherapist)

These words indicate that participants were in a position of power and that physiotherapy was
something the patient passively received. Therefore, when the person was not cognitively
aware of themselves, although physiotherapy is individualised to the unique human, control

remains with the physiotherapist.



When participants recognised the patient was becoming cognitively aware, they reported
using activities to share power and decision-making about healthcare. This was a gradual
journey, and they suggested patients needed guidance when they were not aware of the
possibilities. Interpretations suggest that goal setting and decisions about care were
physiotherapy focussed initially. However, when the patient becomes cognitively aware,
participants reported using their skills to empower and involve the person in their own

healthcare.

“...Really simple examples of ... do you want to sit out today or do you want to do the
exercise bike. Or do you want to do nothing? Or... what do you want to do today?

What's your physio thing today? ” [participant I; team leader physiotherapist]

In this quote, the participants describe a movement of control from the physiotherapist
towards the person receiving ICU care. Although not explicitly stated in all focus groups,
this was apparent in the experiences shared within them. More experienced participants were
able to articulate the move to becoming partners with patients more explicitly than less
experienced participants and described “a two-way relationship” (participant J; highly
specialised physiotherapist). This might indicate that the physiotherapist is on a journey from
formulaic and routine physiotherapy that is done to patients, to an approach which is a
partnership. The more times a physiotherapist undertakes this journey, the easier they can
navigate towards sharing power. Participants enjoyed being person-centred and more creative
in physiotherapy and move away from the routine. Person-centred activities were perceived
as doing “the nice things, the extracurricular ” (participant J; highly specialised
physiotherapist). With more experience of moving towards becoming shared partners with

patients, the journey was recognised and articulated by the participants.



The struggle that the person is undertaking to escape from being trapped in ICU arose from
the focus groups. The essence of this arduous journey and the comparisons to travel was
apparent in the words used by participants. Participants viewed the person as being trapped
with “cabin fever” (participant F; specialised physiotherapist) and that physiotherapy can
help them to see “the world is still there” (participant E; physiotherapist). Participants

perceived their role to facilitate this journey and make it as tolerable as possible and “make

their stay better ” (participant K; highly specialised physiotherapist).

The findings indicate that participants believe that patients in ICU care move from a position
of not being cognitively aware, and therefore a passive recipient of care, to being able to
contribute to decisions about their rehabilitation. The participants were on a journey
alongside patients; from routine physiotherapy in the patients’ best interests but within the

physiotherapists’ power, to person centred rehabilitation which arises from sharing power.

2; Connecting as humans

In their journey towards becoming partners in rehabilitation, participants connected as
humans to patients in ICU. This connection allowed them to understand the person behind the
patient and recognise where they were on their arduous struggle through ICU. They indicated
they needed to be human to understand the human in ICU. When discussing an experience
when they were not partners with the patient, a participant described not being themselves in

the relationship.

“Sometimes... glimmers of my personality would come through, but I was more

oriented around... there being no silences” [participant B; student physiotherapist]

The participant emphasised the importance to be “real” in the relationship to create a
connection with the person. Participants reported using simple socially accepted interactions

to build the relationship which would nurture the human connection. To see the human



behind the patient, terminology was deemed important, and participants perceived the

importance of moving away from using the word “patient”.

“It's basically treating the patient how they should be treated as a human being and

not as a patient” [participant A; therapy assistant and student physiotherapist]

“(A) really big push for me lately has been remembering that patients are not
patients, they re people... I've banned the word patient” [participant I; team leader

physiotherapist]

The word “patient” implies a person only at the point of receiving care, and so using different
terminology could be seen as an attempt to see the person and human being. Their
understanding of the unique person was apparent in their examples of physiotherapy shared
within focus groups. They described instances when they provided person centred
physiotherapy as being an “unusual scenario” (participant J; highly specialised
physiotherapist) or for not “your typical patient” (participant D; student physiotherapist). By
using these words, the participants indicated they understood aspects that made these patients
unique. It may also suggest that moving towards becoming partners is more apparent with
people who had complex rehabilitation needs. Therefore, the journey may be facilitated by

need, as becoming shared partners facilitated the unique patient’s struggle towards recovery.

On recounting experiences of being person-centred in Intensive Care, participants
demonstrated awareness of the persons’ physical, psychological, and social situations that
made them unique. A participant discussed a patient who had multiple physical,

psychological, and social challenges when entering ICU for planned surgery:

‘We felt very, very strongly that this individual needed people to understand the
person behind that sedated person in ICU... So... we videoed him and he did a piece

talking to camera, we videoed it on our iPad.... And then we left the iPad by his



bedside on ICU so that everybody could look at that so he could introduce himself to
the staff that were looking after him every day, even before he was awake.’

[participant J; highly specialised physiotherapist]

Making this connection ahead of planned admission meant that the health care professionals
had seen him as a person and human before his clinical condition made it difficult to
communicate with him. This allowed the physiotherapists and health care team to appreciate
the journey they needed to undertake. Prior understanding of patients cannot usually be
gathered directly, as ICU admission is often unplanned. Therefore, understanding must come
from communication with the patients whilst they are in ICU or from loved ones. The human

connection involved emotions which required an investment made by participants.

2.1; Pursuing effective communication

To initiate the connection between humans, participants indicated they pursued effective
communication using whatever methods the patient could access. For some, this was a human
and caring reaction to the patient. When reflecting on the beginning of a connection and

communicating with a patient, a participant was human in their response.

“I would take her hand just to reassure her. At the beginning when | met her... she
just reached for my hand, and that was the initiation of our relationship ” (participant

D; student physiotherapist)

From their reported experiences, it was apparent that participants actively sought a way to
understand the patients” communication attempts. They gained an understanding of the
patient to identify this method; for example, their preferred language or using technology to
find an effective method. Once identified it enhanced the connection between the two humans

and their understanding of the patient further. When communication is not effective,



participants could not address concerns or worries, and the connection was broken. A

participant recounted an experience they felt was not helpful to the patient or person-centred.

“...he had a learning disability, and he was non communicative because of that... he
had a tell, and when he touched his chin that meant he was scared, he was frightened,
he wanted to stop. But we weren't aware of that... and he was telling us throughout
the first session... I'm scared and frightened, but we didn't know” [participant E;

physiotherapist]

This experience demonstrated the disconnect between the physiotherapist and patient due to a
lack of effective communication. The connection between the patient and physiotherapist was

not formed and the journey towards becoming shared partners impossible.

2.2; Involving loved ones

When the person in Intensive Care is not cognitively aware or before effective
communication is established, participants discussed connecting with family and loved ones.
Although, as mentioned previously, loved ones were not involved in decision making, this
was an attempt to understand the patient in ICU before they could connect to them

directly. Medical details can be gained from the team surrounding the patient but contact with
the people who know them best was required to understand the person. Participants
recognised the importance of pursuing a connection to the family and actively sought this

information.

“We have to... piece it together through, either from them when they're coming round
or from family members who usually aren't visiting at the moment, so it's over the

phone ” [participant K; highly specialised physiotherapist]

By involving the people who knew them before the ICU stay, participants began to

understand the rehabilitative struggle the patient was undertaking.



2.3; Investing emotionally in the person

Participants connected as humans to patients in ICU and emotionally invested in them. They
gained rewarding feelings from this connection. Participants overwhelmingly recounted
satisfaction when they connected with patients and facilitated their rehabilitative journey.
This satisfaction arose from caring for the person and seeking to do their best for them.
Adversely, participants recounted feelings of anger, guilt, and upset if they did not facilitate
patients’ recovery. These feelings indicate that participants were emotionally invested and

wanted to provide quality care for ICU patients.

Participants empathised and appreciated patients as they made human connections with them.
For some this resulted in them liking the patient, which was apparent when they recounted
their experiences and used terms that indicated they liked them. This was not universal, as
one participant indicated they did not approve of the actions of the patient who they made a

connection with.

“Unfortunately, he did pass away, because he got too poorly, which was a shame
because like I say, it was (the) one and only time it wasn't self-inflicted ” [participant

A; therapy assistant and student physiotherapist]

This experience indicated the participant did not like the actions that had led to previous
admissions to ICU which were self-inflicted. Despite this, the participant was able to form a
human connection and emotionally invested in them. Liking could be a consequence of the

connection between humans rather than a prerequisite.

The emotional investment did have consequences for participants, both positive and negative.
As participants were human in their relationships, their reactions were human as well. One
participant articulated this when discussing the impact on physiotherapist when being person-

centred.



“it's a bonus in a lot of ways, but it's also a bit of a curse in many ways as well. | can
think of countless patients who I've got to know quite well... understand their likes,

their dislikes, their interests... how they like their cup of tea... little things, and got to
know them really well. And then they've been intubated and they 've... passed away ”

[participant I; team leader physiotherapist]

The participant related the impact when patients do not survive their stay on ICU and their
journey is not what they would have hoped for. Conversely, when patients’ rehabilitative
recovery through ICU is deemed successful, there is joy. Most participants were proud of
their part in the patients’ journey and recognised the joy it created in them and others in the
health care team. Strong positive emotional responses were recounted when their emotional

investment had been successful.

“I feel almost guilty because it probably gave me as much as I think it gave him... it
felt (a) real privilege to be able to do that for a patient” [participant K; highly

specialised physiotherapist]

“And there wasn't literally... There wasn't a dry eye. We were all balling our eyes

out... It was ugly crying, as well ” [Participant J; highly specialised physiotherapist]

Because participants created human connections with patients, when patients reacted strongly
to achievements, so did they. The human connection and emotional investment in the
patients’ rehabilitation journey, created a sense of purpose for the physiotherapist. One

participant articulated this:

“it was one of those episodes where... Yeah, that's why we do our job” [participant J;

highly specialised physiotherapist]



3; Responding to the person’s needs

Participants reported responding to the unique needs of the patients in ICU to facilitate their
arduous journey from being trapped in ICU to recovery. Both their professional knowledge
and understanding of the patient was required to achieve this. When discussing person-
centred care, participants discussed how they responded to the unique needs of patients in all

three focus groups.

“it's very much focused on what they need at that point. What they need in the near
future and how you're going to help them get that ” [participant A; therapy assistant

and student physiotherapist]

“my understanding of patient centred care, it's when the care you provide to a patient
is tailored as much as possible to the patient” [participant F; specialised

physiotherapist]

“to understand what (are) their wants and their needs... Not just knowing what
somebody likes and preferences were beforehand, it's thinking ‘what do they want

now?” [participant I; team leader physiotherapist/

Participants recognised that responding to the patient’s needs would facilitate their
rehabilitative journey through ICU, including physical, psychological, and instrumental
needs. As some actions to address needs were made using professional knowledge, the
participants regained control. By being unique to the person and beginning to share decisions,

the physiotherapist moved towards becoming partners in rehabilitation with patients.

3.1; Using meaningful activity
Participants recognised the physical needs of the patient in ICU and discussed using activity
that was meaningful to meet their physical needs. Participants noted ways they tailored their

rehabilitation to the interests of the patient.



“he liked playing golf, and one of the other physios in our team has... a little pitch
and put thing for at home. So | asked her to... to bring it in. And we... we took it up to
the patient... we (were) playing golf at his bedside. And I think it's probably the

longest he’s stood up for in about 6 months” [participant G; physiotherapist]

The participants used activities of interest to the patient, to interest them in their physical
rehabilitation and make their arduous journey more tolerable. Although not all experiences
recounted indicated that decisions about activity was shared, it was unique to the patient and
moved away from routine physiotherapy. One participant celebrated how meaningful activity

outside of routine physiotherapy can result in significant rehabilitation gains.

“I got to the bedside, found her in a chair, connected to the ventilator with a frame
nearby, she had a speaking valve on..., and she was making Christmas cards with the
nurse at the bedside. Apparently one of her big joys was crafting and she always
made her own Christmas cards and sent them out to relatives and friends... | don't
know if she fully realised how amazing she had been. (The) nurse had engaged her
upper limb function.... She got her cognition,... she was remembering the addresses of
her friends and family. She was using the speaking valve to chat through to the nurse
who she's going to write to, and obviously doing laryngeal rehab. And she transferred
in and out of the chair and, I just... Yeah... It was one of the most fantastic examples

1'd ever seen” [participant K; highly specialised physiotherapist]

The participants recognised the importance of using the interests of the patient in ICU to
guide their physical rehabilitation. By individualising rehabilitation to the patients’ interests
and previous social activities, participants recognised that it assists the patient on a more

pleasant recovery.



3.2; Responding to psychological needs

Participants discussed the impact of emotions and psychological distress on patients in ICU.
Their shared experiences indicated they responded to this need during their physical
rehabilitation. One participant articulated this and expressed the importance of being more

creative and moving away from the ICU.

“The patient may be feeling quite low in mood, especially when they stay for a while
on intensive care unit... just getting out of bed and maybe doing simple walking is just
not enough for a patient... leaving their room or the environment, (it’s) very important
for them to progress in their care or rehabilitation ” [participant F; specialised

physiotherapist]

Participants recognised the impact of mood on the patients’ ability to move towards recovery
which they are trying to facilitate. There was an indication that this impacted on the patients’
ability to become shared partners. The importance of trust was articulated by participants and

making rehabilitation specific to the patient was a way to nurture this.

As the patient progresses towards recovery, participants observed emotional responses in
them. Participants recounted patients’ reactions when they were progressing on their

rehabilitative journey.

“He found it quite emotional and a bit overwhelming” [participant L; highly

specialised physiotherapist]

“we've had quite a few people standing for the first time and then they just burst into
tears... they're not always sure why they're crying” [participant J; highly specialised

physiotherapist]

Participants recognised these emotional responses and recognised that through their

connection as a human it affected them also. By responding to the emotional needs of the



patient in physiotherapy, the connection between them is strengthened and the movement

towards becoming shared partners facilitated.

3.3; Addressing instrumental needs

Participants perceived that the patient on ICU have needs beyond physical and psychological
issues during their stay. These instrumental needs assisted them to make their day to day
lived experience more tolerable. Participants recognised these needs by stepping away from

their professional role and being human.

“We've quite often taken washing home for people. They've been in months and
months and months, and they've got no clean pyjamas. We've done washing for
people...You go to the shop; you buy them a can of coke ” [Participant J; highly

specialised physiotherapist]

Shared experiences which demonstrated participants were being a human in the relationship
were more apparent in the focus group with more experienced physiotherapists. Experience
in their role appeared to give participants more confidence to step away from rehabilitative
activity to address instrumental needs. They also recognised their social role when visiting

people in ICU.

“And we had one lady write us a gorgeous card and she put in the card ‘d’you know
when | couldn't have visitors, you became my family. ... But I don't think we realised
how much impact that it had on her” [participant J; highly specialised

physiotherapist]

By recognising and using their role to address the instrumental needs of the patient,
participants expanded their professional role in rehabilitation to consider goals purely to aid
comfort. By acknowledging and responding to instrumental needs, participants recognised the

unique patient which was an important step to becoming partners in rehabilitation.



4; Supported by a culture that values person-centred activity

A culture that recognises the patient in ICU as a unique person, supported participants to
move towards becoming partners with the patient. If the culture within the team places
importance on empowering patients, physiotherapy can move away from a biomedical
approach. When participants reflected on what made it easier to be centred on patients, the

team valuing the activity was perceived as important.

“I think the team was a great factor. I've worked with great teams, obviously on all
my placement, but | think this (ICU)... it was all about patient’s goals” [participant

D; student physiotherapist]

A culture which placed importance on everyone in the team seeing the human and
recognising their needs, facilitated participants’ activity to address them. One participant

reflected positive and negative experiences within the team.

“So, the nurses absolutely loved having the iPad and a video, and knowing who...
exactly who they were looking after when he woke up with a trache(ostomy) in and

couldn't speak ” [participant J; highly specialised physiotherapist]

“they're finding reasons that they don't feel that person can get out of bed and... join
in with the rehab. I think because they're just overwhelmed by the scenario that's in

front of them” [participant J; highly specialised physiotherapist]

All participants reflected on the impact of the culture within the team and how it affected
their ability to connect as humans to patients. A supportive team was in the background of
experiences where participants recounted activity which aimed to be person-centred. The
culture within ICU impacts on how time, teamwork, and experience can be used in the
physiotherapists’ journey to connect to the human and become shared partners in

rehabilitation.



4.1; Prioritising time

From their recounted experiences, it was apparent that participants invested time to connect
with patients and respond to their needs. Participants perceived that such activity was easier
when more time from several health professionals was available and allowed participants to
move away from routine physiotherapy. Having time was precious and a “luxury”
(participant K; highly specialised physiotherapist) and allowed creative approaches to
physiotherapy that facilitated the patients’ unique recovery journey. Time pressures resulted

in care that was not perceived as being person-centred.

“I can think of times... when you re spread very, very thin. Is the person-centred care
more important than going and treating four or five of the patients that | might be

able to see in that time, no” [participant K; highly specialised physiotherapist]

“I do think in a busy environment... because of this whole time constraint... I have
seen people doing a quick... ‘I'm just going to do a quick suction’” [participant D;

student physiotherapist]

When time to connect with patients is not prioritised, becoming partners in rehabilitation is
difficult. Time was a scarce resource, and the culture within the team impacted on how
activity to connect and share power is prioritised. If the team can support such activity,

understanding the patient and addressing their needs is achievable.

4.2; Working collaboratively

Participants perceived a collaborative team-working culture which acknowledged the human
as crucial to person-centredness. Participants in all focus groups recounted the importance of
collaborating with others to address the patients’ unique needs. In experiences where
participants perceived they were providing person-centred care, the patient was at the centre

of the team and their unique rehabilitative journey was the focus.



Participants recounted experiences when care was not centred on the patient which was

caused by a lack of communication and collaborative team working.

“a patient who didn't even have head control, certainly wasn't appropriate to be sat
in a chair. I came on and he was sat in a chair, slouched badly ... By a very silly
omission, really, by lack of communication, and lack of MDT involvement ”

[participant I; team leader physiotherapist]

“We've come across quite a bit of resistance from some of the nursing staff, and it... |
think it genuinely is, sort of, a deep-seated fear. And I think a bit of fear that we were
going to come along and do some physio, move their patient, and then that was going
to change their heart rate... it is going to change their blood pressure... That's a big
area that we sometimes struggle with... when you turn up and see what nurses at the
bedside, it can make or break your day ” (participant J; highly specialised

physiotherapist)

When the team did not work collaboratively, it hindered the movement to creative
physiotherapy which responded to the patient’s unique needs. A supportive culture from the

multidisciplinary team allows activity to facilitate the unique patients’ rehabilitation through

ICU.

4.3; Using experience

More experienced participants were able to recognise and articulate the movement towards
becoming partners with patients in ICU. Participants with more experience working in ICU,
reflected on their responsibility to inspire others. They were more confident in being creative

in their care and challenged the culture within the multi-disciplinary team.



“we have a real big push from our medical and nursing colleagues to follow that
formulaic pathway when actually it might not be the best thing for that patient”

[participant I; team leader physiotherapist]

“We’re also in a position where we can influence that decision, ‘we can do this. We
can make this happen. I'm going to speak to the right people and they're going to

agree ” [participant I; team leader physiotherapist]

Participants with more years of experience, were able to recognise more opportunities to be
creative in ICU and move away from routine physiotherapy. This was evident in the
experiences recounted, where they were more likely to involve activity less focussed on
physical rehabilitation or to take the patient away from the ICU environment. Less
experienced qualified participants reported consulting more experienced colleagues to see

further opportunities to be creative in their approach.

Student participants had a different perspective when sharing instances with more
experienced physiotherapists. Their discussions implied that the qualified physiotherapists
were gatekeepers to their activity and would allow it or not. A student reflected on not being
able to complete activity that may address the patient’s needs because their supervisor would

not allow it.

“my educator said 'no, we won't be doing that for him. There's nothing else we’ll do
for him, we’ll just leave it at that’... | feel it's quite disheartening ” (participant C;

student physiotherapist)

This implied that experienced physiotherapists are not only facilitators of activity to facilitate
the patients’ journey to becoming partners, but also the gatekeepers. Student participants

implied they did not feel able to contradict more experienced physiotherapists.



From the shared examples of practice, it was apparent how experienced staff influence
activity away from routine physiotherapy to address the patients’ needs. Experienced
participants influenced the culture as much as the culture affected them. Experience of
working in ICU, allowed physiotherapists to recognise and utilise their influence rather than

only being influenced by it.

Discussion

From research conducted in community and outpatient settings, it is apparent that
physiotherapists need to better understand person-centred care in clinical practice [24] and
adopt a stronger biopsychosocial approach to care provision [25,26]. However, little is known
about physiotherapists experiences and interpretation of person-centred care in ICU settings.
This study describes, for the first time, how physiotherapists perceive and attempt to deliver

person-centred physiotherapy in ICU.

Findings showed that expert and novice participants shared similar views of person-centred
rehabilitation and report moving towards becoming shared partners with the patient in ICU.
However, it was apparent that the physiotherapist retained most of the control within the
partnership. Studies exploring person-centred physiotherapy across other settings noted
physiotherapists had more influence over decisions [27-30], and although physiotherapists
embrace the concept in principle, barriers exist as they perceive a challenge to their
professional role [31]. Despite this, Thompson et al. [32] noted that physiotherapists could
move from a paternalistic approach to a person-centred one, in response to the patients’
needs. From this study, it is indicated that physiotherapists working in ICU also began to
share power, but the perceived barriers to the patients’ involvement were caused by the
communicative and cognitive impairments of the patient. Effective two-way communication
with the patient is required to share power and decisions [29] and to understand patients’

viewpoints [25] which can be challenging in the ICU setting.



The ideology within the ICU to preserve life [14] reinforces control within the health care
professionals’ power. In emergency situations, there is often not time to share power and
decisions at the point of giving care and in order to achieve it in the ICU setting, advanced
planning is needed. Following an ICU stay, patients have reported struggling to take on
information when receiving care and they relied on the physiotherapist to make decisions and
take control [33]. Participants in our study had reservations sharing decisions with patients
who were not cognitively aware. For unplanned ICU care, we could learn from healthcare
professionals from acute care settings who care for people with dementia as they experience
similar barriers. Personal passports for the person with dementia entering acute care provide
non-clinical information to health care professionals [34]. Health care staff have found that
such strategies help to understand the patient and focus on their needs and allow person-
centredness [35]. Adopting personal passports in ICU would consistently involve loved ones
as they are integral to its development [36,37] and allow physiotherapists to understand the

patient before they are cognitively aware.

Participants in this study indicated they connected as humans to understand the patient in
ICU. Accounts differed between expert and novice participants, with novices focussing on
ensuring effective communication to understand the patient, and experts focussing on
understanding the patient and their motivation for rehabilitation. This has implications for
physiotherapy educators in not only promoting novices to communicate effectively by using
communication skills and communication aids, but also to link with carers and family
members to understand the patient as a person. The connection and relationship between the
physiotherapist and patient are key aspects of models and frameworks that guide person-
centred physiotherapy [11-13]. The importance of getting to know the patient and what is
meaningful to them has been discussed as integral to person-centred rehabilitation [38,39].

By connecting as humans, physiotherapists can understand the patients’ drives and wishes. In



planned ICU admissions, this connection can begin early, and video, audio or written
information collected to enlighten physiotherapists and health care professionals about the
patient and their wishes and preferences. The experience reported in this study, when a
participant recounted using a video of the patient for this purpose, is an example of how it can
be implemented successfully and allow staff to understand the patient and their complex
needs. This preparation for a planned ICU stay would support a culture where the patient is
central to care and rehabilitation, and a vital step towards person-centredness. The connection
with patients was something that all participants strived for, and although there was an

emotional cost, it did lead to job satisfaction.

All participants in this study responded to the unique needs of the patient in ICU to be
person-centred. Physiotherapists working in other specialities have also utilised such methods
and individualisation of care is an important aspect of person-centredness [40]. However,
investigations that have focused on individualisation of treatment are unclear on how the
individuality was determined [41-46]. Jesus et al [12] states that care must be tailored to the
patient beyond individualisation, which suggests that individualising is not enough to be
centred on the person. The findings from this study have been able to expand on what more
maybe necessary; namely connecting as a human and addressing their need outside of the
rehabilitation remit. Participants in this study reported responding to psychological, social,

instrumental, and emotional needs, as well as their physical ones.

The culture discussed in this study, aligns with the concepts of “environment” [11] and
“microsystem” [12] within models informing person-centred physiotherapy. The findings
from this study indicate that the culture within the healthcare team acted as a barrier or
facilitator when participants strived for person-centredness. Integrated working has been
reported as an important requirement for person-centred care by health professionals working

in ICU settings [2] which our findings concur with. However, time-pressures in health care



settings impedes person-centredness [47] and staff to patient ratios need to reflect the demand
within the ICU setting to facilitate care [2]. To allow for collaborative working towards
person-centred activity, staffing levels and resources need to be sufficient to allow it to be
prioritised and has implications on the planning of services and staffing. The findings indicate
that physiotherapists in education and clinical practice, need to raise awareness of effective
team working between health professions as an enabler to person-centredness in Intensive
Care. Similar to previous research concerning person-centred activity in acute services, this
study investigates activity at the micro level of delivery, and the impact of macro level

implementation is required [10].

The experience of being a physiotherapist in ICU appeared to facilitate person-centredness
within the team in this study. Our findings highlight the importance of senior staff supporting
those junior to them in person-centred activity. Previous research concurs and suggest a lack
of role models impedes person-centredness in health professional students [47].
Physiotherapists need to tinker or adapt rehabilitation within encounters to co-produce
person-centred activity with the person [30]. The ability to react within encounters is
therefore important, and experience of being a physiotherapist in ICU may facilitate more
person-centred responses. The integration of person-centredness within higher education
curricula remains fragmented and driven by individuals with a special interest [48] and a
standardised strategy is needed for full implementation within curricula [49]. Using role

models within practice can facilitate person-centredness in student physiotherapists.

Limitations

As a qualitative study, the findings arise from the interpretations of the research team derived
from the self-reported experiences and interpretations reported in focus group interviews. The
study participants were all working in one geographical location. However, key findings may

be transferable to other settings with similar contexts. Further research studying the



experiences of patients in ICU is needed to explore how they perceive physiotherapy in

relation to person-centredness.

The Covid19 pandemic altered staffing levels and the culture of the unit which could
negatively affect the capacity to provide person-centred care [2], and this may have affected

the experiences and interpretations shared.

Conclusions

The way physiotherapists report providing person-centred physiotherapy in ICU has been
detailed for the first time. When intending to be person-centred in ICU, physiotherapists
move towards a partnership with the patient they are caring for. From the findings of the
study, it is apparent that physiotherapists retain control initially because of the patients’
communicative and cognitive impairments. However, they aim towards an approach which
addresses the individual biopsychosocial needs of the patient. To recognise and address these
needs, they connect on a human level with patients, as well as using their professional
knowledge. These findings inform physiotherapists in how they can aim towards person-

centred activity despite the barriers that exist in this setting.

Person-centred activity was aided by a culture that supported the unique patient in ICU,
which was affected by physiotherapists, as well as affecting them. Physiotherapists with
experience of working towards a person-centred approach, influence others and are an
important facilitator in promoting this concept of care. These findings inform how person-
centred physiotherapy can be facilitated by champions within practice who affect the culture

of the team they work in.
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Appendix 1

Focus Group topic guide

Introductions & Housekeeping. Answer any questions related to the Participant Information

Sheet and if agree sign consent forms. Begin recording and transcription, and ask the

following questions:

e What does person-centred care mean to you?

e Can anyone describe an experience of delivering person-centred physiotherapy in

Intensive care?

o

o

o

o

o

o

What happened?

How was it person-centred?

Who was involved in the decisions about the care/treatment/rehabilitation?
How did you feel about the physiotherapy delivered?

How did the patient react?

How did the rest of the team or carers respond to the experience?

What factors made it easier to deliver person-centred physiotherapy?

e How does everyone else in the group think or feel about this experience? Could you

share your thoughts?

e Has anyone else had similar experiences?

e Can anyone describe an experience when you feel your treatment and/or rehabilitation

was not person-centred?

o

o

O

o

o

O

o

What happened?

How was it not person-centred?

Who was involved in the decisions about the care/treatment/rehabilitation?
How did you feel about the physiotherapy delivered?

How did the patient react?

How did the rest of the team or carers respond to the experience?

What were the barriers to person-centred physiotherapy being deleivered?

e How does everyone else in the group think or feel about this experience? Could you

share your thoughts?

e Has anyone had similar experiences?

e Is person-centred physiotherapy always indicated in Intensive Care?



e Has anyone any other thoughts?

Finish and thank you



Tables & Figures

Table 1; Methods to enhance rigour in the findings.

Credibility

Investigator triangulation — the collected data was analysed line by
line by two researchers (HC & DD) independently. Coded data and
interpretations were compared to come to a consensus. A third
researcher (FA) independently read transcripts and a series of
meeting were convened in which all three researchers discussed the
coding frame and themes. Particular attention was given to instances
where there was divergence in concepts across interviews.

Peer debriefing — FA and AW (attributed within the
acknowledgements) were available during the study for debriefing
after interviews, guidance on research conduct and data analysis
processes specific to IPA.

Advisory group — the data collection tool (the focus group topic
guide) was presented to this group and amended following comments
to ensure credible data was collected. The findings were presented to
the advisory group for comment on how recognisable they were.

Transferability

Participant descriptions — relevant descriptions of the participants are
available in the Participants section and table 2.

Descriptions of setting — a description of the location of gained
experiences are given in the Participants section.

Dependability

Advisory group — the data collection tool (the focus group topic
guide) was presented to this group and amended following comments
to ensure credible data was collected. The findings were presented to
the advisory group for comment on how recognisable they were.

Decision trail audit — a decision trail was kept during the analysis
process and referred to throughout the process by researchers.

Confirmability

Practising reflexivity — details of the research team in relation to the
study topic is provided. The philosophical orientation of the study is
also provided. The lead researcher (HC) kept a reflexive journal
throughout the study to recognise interpretations and thoughts
emerging from the data as well as those emerging from prior
experiences or theory (fore-structures). The research team reflected
in how their backgrounds and prior experiences could potentially
influence the data analysis.

Decision trail audit — a decision trail was kept during the analysis
process and referred to throughout the process by researchers.




Table 2; Details of participants & allocation to focus groups.

Focus group Participant | Role/Job title | Responsibilities when working on
Intensive Care
Focus group 1: A Student Involved in the care and management
Moderator — TB physiotherapist | of patients under the supervision of
(attributed within & therapy qualified physiotherapists. They did
the assistant not act autonomously.
acknowledgements) | B Student
Observer — DD physiotherapist | Considered Novice to Advanced
C Student Beginners [50].
physiotherapist
D Student
physiotherapist
Focus group 2: E Physiotherapist | Qualified physiotherapists and
Moderator — HC autonomous practitioners.
Observer — DD F Specialised Responsible for the care and
physiotherapist | management of patients in Intensive
G Physiotherapist | Care but supported by more
experienced team members.
H Specialised
physiotherapist | Considered Competent to Proficient
[50].
Focus group 3: I Team Leader | Qualified physiotherapists and
Moderator — HC Physiotherapist | autonomous practitioners with
Observer — DD J Clinical considerable experience of working
Specialist in Intensive Care. Responsible for
Physiotherapist | the care and management of all
K Highly patients in Intensive Care through the
Specialised support and supervision of less
physiotherapist | experienced team members.
L Highly
Specialised Considered Expert [50].

physiotherapist




Figure 1; Model of the themes describing how physiotherapists moved towards becoming

shared partners with the person in Intensive Care

1. Becoming partners in re

2. Connecting as humans 3. Responding to the persons’ need
2.1 Pursuing effective communication 3.1 Using meaningful activity

2.2 Involving loved ones 3.2 Responding to psychological needs
2.3 Investing emotionally in the person 3.3 Addressing instrumental needs

4. Supported by a culture that values person-centred activity

4.1 Prioritising time 4.2 Working collaboratively 4.3 Using experience




Implications for Rehabilitation

Physiotherapists can move from a biomedical approach towards becoming partners
with patients in ICU as they become cognitively aware.

Physiotherapists become person-centred by connecting as humans to the patient and
moving towards a biopsychosocial approach which addresses the physical,
psychological and instrumental needs of the patient in ICU.

When aiming towards a person-centred approach on ICU, physiotherapists contribute
to a culture that nurtures the unique patient and works collaboratively with the family
and the health care team.

Experience working with patients in ICU, allows physiotherapists to identify

opportunities to be person-centred and facilitate other team members in becoming so.



Supplemental material; Further participant quotes supporting the themes & subthemes

1: Becoming partners in rehabilitation
“I find patient centred care is very difficult
with... patients when they are sedated and
intubated, and erm, that you don't
necessarily see the family. Yeah. So in the
early days of their stay on intensive care,
erm, | find that it tends to be more routine
physiotherapy and it it's usually not what |
would call patient centred care, just
because there's not that communication
with the patient and they're so unwell.
IAlso, when there's lots of delirium on
intensive care units. So, when patients are
\very confused” (participant F)

“It's a difficult question (laugh). Uhm. I
think., that quite often you have the line
of... treating someone in their best
interests. You know if someone's like
delirious or whatever. And you know,
obviously, you know, doesn't want the
suction catheter going down or anything
like that. But you know, in the back of
lyour head that it needs to be done or... You
know what | mean? It's in those situations,
lerm, it can be quite difficult to call it
person centred care” (participant G)

“But | also do understand that obviously
when they... when they don't want it and
they’re saying no because they've got
delirium or something like that. That's
when the line is a bit blurred. | think with
person centred because you haven't got
consent, but you're doing it in their best
interest as person, patient, person centred
care. So yeah, it's a bit of a grey area”
(participant E)

2: Connecting as humans

“Oh, so my... my understanding of patient
centred care, it's when the care you
provide to a patient is tailored as much as
possible to the patient. So, it takes in
laccount their social history erm, their
wishes, and also it takes account what their
family or their carers wants care to be.
/And it's an ongoing process. So, it starts
with the first contact, and it should go
through the treatments until the patient is
discharged” (participant F)

“just treating the patient as a person rather
than you know, they've got this condition.
Erm, being aware of just the general all
round holistic care of the patient, not just...
lyou know, you're coming in to do your
treatment and then leave. That kind of
thing” (participant G)

“I've tried to prompt a conversation and to
see if, if there's anything else I can help
with. Erm, and sometimes it's, it's... It can
be as very simple as setting up a television
for a patient... or helping them with their...
their tablets for instance. You know, they
may be asking for their phone, or so they
can communicate, call a family member.
Erm, then now I just help out with that so
it can be a very simple task that doesn't
require a lot of time” (participant F)
“Getting to know your patient and finding
out what their interests are, what is going
to get them engaged, what's going to
motivate them to join in with rehab and,
and, and yeah... just getting to know them,

getting to know family” (participant H)

3: Responding to the persons’ need
“because in my opinion person centred
care is what is best for the patient,
specifically to them like individually at
that time. And | think if it wasn't best for
them at that time, | wouldn't choose to do
it. So | would always try and do it so that
it's person centred” (participant E)

“I think to me it's about having your
treatment plan to be individualized to that
person. So thinking about that individual
patient and, and what needs to be carried
out for them” (participant H)

“giving patients that choice and actually
trying to engage and trying to understand
Wwhat's their wants and what's their needs.
/And | think that's really important for me.
For being person centred. Not just
knowing what somebody likes and
preferences were beforehand, it's thinking
‘what do they want now?’” (participant I)
“it’s all these extra things, I suppose the
basis of everything that you do, when you
do in any individual assessment, it is
person centred isn't it. Because you're
looking at that person specific problems”
(participant J)

“it's very much focused on what they need
at that point. What they need in the near
future and how you're going to help them
get that” (participant A)

“you’re seeing bad patient care, where
their... their needs aren't being met”
(participant B)

“(be)cause it's really important... not

everybody who's on, you know, ventilation

4: Supported by a culture that values
person-centred activity

“because it takes a lot, doesn't it, to... of
organizing to get a patient from the bed
space in ICU to being outdoors. And it can
just show them, you know, there's... the
world is still there despite them being in
the ICU unit” (participant E)

“The nursing staff loved it as well. And
even like the doctors would be coming
around, watching him doing it because,
lyou know they only..., they only tended to
see him... lying down in bed, they don't...
always necessarily realise how
functionally able people are, so people
responded to it really well” (participant G)
“It's quite easy when you know your
patients, but when it's a new physio I think
it's quite important that there's a... a good
system in place. You can, you can clearly
see what are the patient goals and, and
\what needs to be done to achieve that. So
there's consistency” (participant F)
“engaging the MDT to all sing from that
same patient focused sort of hymn sheet, is
really, really challenging. Erm, and we
have a lot of discussion around, ‘No, we
don't need this patient to sit out. They've
actually got a really acute delirium. They
won't even know they’re sitting in a
chair...” actually what's physiologically
best for them and what's in that person's
best interest...” (participant I)

“we have a real big push from our medical
and nursing colleagues to follow that

formulaic pathway when actually it might




“A lot of them had erm, delirium and
dementia and stuff. So I do think time is a
massive factor within person centred care.
Erm, but it is hard because you've, | think
leven then you are still tailoring the care to
them. It's just. It's maybe not as person
centred as what you would like it to be”
(participant A)
“It's just a treatment, that is, you know,
particularly when people are sedated and
\ventilated. Yes, we are treating the person,
but it's not specific to that person,
particularly. It becomes fairly generic and
I do think, you know, | work in colorectal
as well. So our surgical patients come
through HDU, it's very formulaic. Erm,
and the danger is that we just fall into that
it being formulaic, and it does... It's a very
much a personality type. Erm, some
people like [participant K] said, there's
some fantastic people who always, always
make sure that patient is seen as a person.”
(participant I)
“Erm, and we had real difficulty kind of]
moving forward with him. Erm, and it
didn't feel like the care we were giving
him was very patient centred because
obviously the goals that we were wanting
to set for him, that we wanted him to
achieve. He just wasn't on board with at
that time and he just really didn't feel like
he could engage with, with rehab with us
at that time because he just felt too
breathless and too anxious. And so, it was
a bit of a challenge to even get him on
board with joining in with us.” (participant
H)
“I do try to uh to set up goals with a
atient... [ would always try to establish a

“And just asking people how they are
and... you know, just little things like that.
Erm, we tend to be quite good at building
rapport with patients... I feel anyway”
(participant G)

“So what person centred care to me is, is
trying to understand who that person is,
what makes them tick and how we can
en... use that to engage them with rehab”
(participant K)

““This is me passports’ are great, but they
tend to be very much underutilized. It's
really important to focus on what that...
what motivates that individual person. Be
it a game of football, or they're into, | don't
know, cycling or whatever it may be, so
that we know something about that person
that's almost got nothing to do with our
jobs. It's got nothing to do with the fact we
want to get them back on their feet. It's
labout making... remembering that that
person’s a person” (participant I)

“Then when it comes to treating them, we
know what stimulates them, what engages
them, we kind of get to know the patient.
I've seen kind of pictures of the family and
friends, cards being brought in erm, and
then we did that with the patient and then
also feeding back to the MDT, linking
with the nursing staff. How we can kind
of, focus and make it more specific to the
patient?” (participant L)

“It was... because we already have that
lexperience, we know every patient that
goes to theatre, so we already know them.
'We know what they prefer to be called and
all those things” (participant J)

“but I think that’s being human, isn't it?

IAnd uh, it's so... like you were saying

\would have the same needs or same
requirements” (participant D)

not be the best thing for that patient. It
may be that actually, an hour or even 10
minutes with an OT doing some
orientation work, may be actually what
that person needs rather than what they
physiologically, that person... that patient
needs” (participant I)

“Post COVID, big turnover of staff, a lot
of that stuff got put on the back burner. It
wasn't happening 'cause we were in
theatres or that kind of thing. They weren't
ICU nurses” (participant I)

“I think everyone was just inspired. We
have... excellent reports on... the same
system that we can put incident report in.
So, yeah, so | put an excellent reports in
for it, it got shared at our quality and
safety, and I think, yeah, everyone that I've
told... I'll bang on about it to anyone that
will listen really. | just think it's the most
wonderful, sort of, patient centred care.
IAnd it shows just... it takes one person to
think outside of the box slightly”
(participant K)

“I think this nurse, one of her particular
strengths is that... she's very about the
‘Who is the person that I'm looking after
today.” You know, wanting to get to know
\what makes them tick, and what she can
do to help make them tick within, you
know, not a very nice environment. Erm,
o | think that's her, her number one focus
beyond, you know, basic nursing care. She
wants her patient to have a lovely twelve
hours with her” (participant K)

“You don't, kind of, get the same
engagement and then it becomes more of a
barrier because they're less engaged. They

don't feel like they know you. Even though




goal on the day, but if at all possible to do
a weekly planner as well and SMART
goals with the patients as much as
possible” (participant F)

“Erm, so we would have conversations
with him around kind of, where we wanted
things to go erm, but it was more so
coming from our side of things as physios,
as to this is, you know, ‘this is what we
could see you achieving and this is what
we would hope to do in the next session’
rather than it being kind of between us and
him.” (participant H)

“Trying to have them included in goal
setting uhm, when they're at that

point. And having them engaged in that as
much as possible” (participant H)

“what I try and get across to sort of, my
team and to anyone that's new to, sort of,
critical care is... is trying to get away
from... | think we're all quite guilty
sometimes of... ‘OK, Joe Bloggs over
there, he needs to learn to sit to stand,
needs to transfer and then need to transfer
with the nurses, then needs to do this and
that.’... and it's like a pathway whether we
like it or not. And actually when we’re
coming to goal setting | think it... Our
goals will still be patient specific, but
sometimes we lose a bit of the holistic side
of... it (participant K)

“I think, yeah, I agree around the goal
setting element and making those more
personal” (participant J)

“I think that's something that patients lack
or miss when they're coming around
particularly with... like you said, when
they're a bit locked in. They've got... the

before about them not being a patient, you
know, they've got a name, they’re are
person, they've got a family and they're a
human being” (participant J)

“It's basically treating the patient how they
should be treated as a human being and not
as a patient” (participant A)

“Erm, it's not necessarily your age that was
the reason that she felt, kind of,
comfortable around you. It was more the
way you enjoy... your behaviour around
her... it's perfect in that scenario because
lyou come into her world, which is what we
should be doing with every patient
anyway, should be relating to them in any
way we can. Picking parts of our
personality and showing them the side that
they, kind of, want to see” (participant B)

lyou are aware their, kind of, presentation
and their background. They just feel like
they don't have the same trust and then you
just really not getting the best out of the
[patient” (participant J)

“But you'd hope someone in that room
who was helping that particular nurse
hoisting... You know, it wasn't just the
failing on their part, they... there should
lhave been someone present” (participant

)
“I think the team was a great factor. I've
worked with great teams, obviously on all
my placement, but | think this ICU this
particular place... erm, it was all about
like patients goals, so they've got this
particular folder for each person who it is
admitted on ICU” (participant D)

“it's clear that obviously the leadership
was around... treating the patient as an
individual and based on what [participant
D} has said. Whereas in some other wards
it may not be as easy given time
constraints and other things that kind of
impact... And for some people, may be the
leader or the band 6 or 7 might be more
oriented around getting to see every
patient” (participant B)

1.1: Pursuing effective communication
“there was that two way discussion and
conversation and erm, as opposed to, you
know, us ‘oh how are you today?’ And he
was like, ‘well, how are you?’ and you
knew each other” (participant J)

“Erm, there was a patient who was in with
COVID again, and they were on ECMO,

2.1: Using meaningful activity

“we found he was a keen cyclist, we got
pedals and stuff. So then he had things to
do during the day. Kept his mind active”
(participant E)

“we did lots of lots of work on sitting
tolerance and exercise tolerance and
whatnot. But | was fortunate enough to

land then they were transferred to the ICU,

have a spare half an hour on a weekend

3.1: Prioritising time

“I think the staffing levels have gone up
S0... just getting people set out of bed, you
need, you know, three or four of you
sometimes, don't you? So, if you don't
have the staff, you are stuck and limited in
\what you can do. The same with going
outside and things like that” (participant

E)




cognition to know what's going on. But
they haven't got the physical ability. And a
lot of things are done to patients. And |
think we're particularly strong at giving
them, you know, giving patients that
choice and actually trying to engage and
trying to understand what's their wants and
what's their needs. And I think that's really
important for me. For being person
centred. Not just knowing what somebody
likes and preferences were beforehand, it's
thinking ‘what do they want now?’”
(participant I)

“Certainly, in a normal world, where we've
got time. Yeah. Do | go and see a flat
tubed patient when, you know, just as part
of one of my daily checks, or do | do
patients centred? | do patient centred care,
absolutely. And if the nurses are managing
the patient... the other patients more
important to me. But I think in times of
clinical pressure” (participant K)

“But then when it comes to rehabing them
kind of what's their goal, what are they
wants to achieve, do they want to get back
to work or do they want to go back to
school or education. So | think it's really,
really important that we link all their goals
to the patient, and we've gather as much
information as possible, erm, from the
family and the MDT, erm, which can help,
kind of, to formulate our treatment plan
really and properly” (participant L)

“Erm, what things did you do before, or
things that you like to be able to do again?
Erm, do you know, what kind of things
couldn't you live without? What kind of
things do you want... Do you want to work
on with me given my specific role as a

which is where | was working at the time.
But the patient became quite familiar with,
like, the team leader therapist at the time
on there. And then they had a little bit of
time off, and then the patient then actually
got moved to the [different unit]. So | was
covering there and so it was just kind of
having to reintroducing myself to the
patient, and really explain that we're going
to continue with the plans that was set up
on ICU. Erm, and we will do our best to
achieve... “ (participant H)

“And then finally she got to speak... a
speech valve put in and we were waiting
outside as the nurses were doing
something with her and we, me and my
colleague heard this cough and we were
like ‘that sounded different. That wasn't
one of the nurses. Would it... like’.
Because you kind of know what all the
nurses sound like and stuff, we’re like
‘that's that doesn't sound like them’ I went
in and I was like, I said ‘Hi, how are we
doing’ as I would normally, you go in
washing hands, going ‘Hi, how you’re
doing’, and she goes ‘I'm alright’ and I
was like ‘oh, alright, we're speaking are
we’... and then we actually managed to
have a conversation and she'd said at that
point how thankful she was that, like we
were able to communicate despite her not
actually being able to speak, erm, so that
was one of them. And then the other
one...” (participant A)

“I have a little bit of Spanish, and so I
went in there to introduce myself in
Spanish, see how he was and he literally
raised his hands and said back to me,

‘Finally, somebody speaking to me in my

and we made time to take him off the unit
to physically see his family for the first
time. We weren't having any visitors at
this time, so we, we've got the go ahead to
take him outside” (participant K)

“his wife, well wife-to-be came in for the
first time as we were mobilising him and it
was just really emotional moment. Erm,
his wife seeing him for the first time
walking, and she just couldn't believe it”
(participant L)

“We've had exercise bikes; we've got two
now. Or those of other bed things. You
know, we've got exercises we can do, they
can spend time doing, you know, keep
going. To get the balloons out and
bouncing balloons around. We’ve been
trying to be a bit more creative about what
we do? And giving the patients that choice
has been really nice. Especially now we've
eot an OT as well involved so” (participant]
1)
“We've had... we used to have a therapy
assistant who had got an arts degree, so
she used to do all sorts of creative stuff.
I/And she's made sock puppets with people,
and she's made... When we first got our
bed bike, she made, yeah, like road to
recovery posters and they moved the bike
along every day. And then she got
photographs of places that they would pass
on their way. Picture of that persons’
house and you know, on the wall for them
to see” (participant J)

“Training for her specific scenario”
(participant B)

“I've... I think one of our biggest
challenges in our unit, especially when
things have been busy with COVID has
been” (participant K)

“so | mean from a nursing point of view,
they don't necessarily have that luxury to
be able to do that particularly, when
they’re weaning process, they might have
like two to one. Erm, so | think sometimes
we have that... that time, sometimes we
don't. Erm, when we have that time, it's
certainly we're perhaps in a better position
to do it” (participant I)

“We've had this situation this week where
we've got really, really busy. We've had
loads of new patients admitted. And we’re
all hands on with them, so much that
we've... some of the things that we might
normally try to do like, you know. Even
just like a routine hoist out of bed”
(participant J)

“You were saying before about the barriers
to good person-centred car... it's very easy
to say it's time. Time is always gonna be
the big issue” (participant I)

“We haven’t been able to offer the best
compared to somebody who didn't have
like a restrictive infection barrier really”
(participant L)

“So, I do think (person-centred care) is
always indicated. | do, and you might not
have time, like you say, to do all those
extra things or the things that might be
considered above and beyond a basic
assessment and a basic treatment”
(participant K)

“I do think sometimes on the wards...
when you are rushed off your feet. | do

think sometimes that does impact your




physiotherapist from a physical
standpoint” (participant B)

“Yes, so that's on critical care. I've never
ever witnessed non patient centred care.
It's always been the patient is the focus of
everything” (participant C)

own language.” Erm, as a bit of a joke on
his behalf as well... I explained that I
wasn't very good at Spanish, but we could
get through everything and erm, then
following him from the critical care down
onto the ward” (participant C)

“her husband also I think spoke Urdu, and
his English was quite poor. So what it did
one night was [ went home and my... one
of my exercise’s... I need to get something
for her husband so that he can help her
with these exercises. Because doing... it’s
hard doing it by yourself” (participant B)

person-centred care quite a lot”
(participant A)

“But we do want to provide patient-
centred care. It is quite difficult given as
she said, as [participant C] said, the time
constraints and things like that. And we do
have to take those into account because if
lyou give too much time to one patient, you
might not be able to give us much to
another” (participant B)

“The benefit as students on placement, we
automatically get more time, so can really
focus on the care” (participant C)

1.2: Involving loved ones

“I always try to uhm to take the patient
social history to.. to get to know the
patient. And | always try to if... if
appropriate, to speak with the patient
directly or to the family or the carer, but
it's not always easy on intensive care unit”
(participant F)

“we've not gone out of our way to phone a
family member, and so you coming along
and you’re rehabing essentially, yeah,
weak... a weak body in a bed, and you're
not really understanding what makes them
tick” (participant K)

“then in my experience, | will often invited
relatives as well to join the outing and that
works really well” (participant F)

“the most important thing to him was he
wanted his family to be able to see how
well he was doing, and they couldn't come
in at that point. Erm, So what we did was
we will coordinate what... What time the

2.2: Responding to psychological needs
“in my experience it's very beneficial...
for their mood. Erm, they get a bit of what
we called cabin fever. And also you can
have a... have a sit down and a discussion
with the patient” (participant F)

I think it helps gain the trust, doesn't it, of
the patient when you make it something
that they actually look forward to and
enjoy rather than something that they fear
and dread. And I think that's like the main
thing that we... that we kind of f... like
faced with on ICU. That people are so
anxious and scared of getting out of bed
and moving and think that everything is
going to hurt, that they dread seeing us
sometimes. So | think if it's something that
they genuinely enjoy, like golf or cycling
or just anything that we can make it more
fun and bearable for them, especially in
like the first couple of days of getting out

after surgery” (participant E)

3.2: Working collaboratively

“the nurses are... very important on
intensive care unit because they spent their
whole shift looking after one patient. So,
they usually know their patients very well,
know their patient’s mood as well”
(participant F)

“I sort of, view it as... the MDT around
the patient and the patient in the centre. So
not just, from like a physio perspective,
but then with OT and speech & language
and you know, nursing and medical and
the family | suppose, and we've got
psychology... we might say ‘we... want
them to be able to sit’, but then we might
want them to be able to sit so that the
speech or language therapist can then do
their swallow assessment with them in that
sitting” (participant J)

“I think one of our biggest challenges in
our unit, especially when things have been

busy with COVID has been, is engaging




nurses were planning to video call his
family with him, and we made sure that we
did our session before then. So he was
already out of bed in his chair. So that then
when they... when they did video call, he
was sitting up, they could see him sitting
out, looking well. He could have a bit
more of a interactive conversation with
them 'cause, you know, he was out. He
was upright and it was just a small thing,
but that was what was really important to
him at the time was for them to be able to
see him” (participant H)

“Especially with our burns patients who
can be intubated for a very long time. So
we gather a lot of information from the
family. So then we've got that background
[knowledge” (participant L)

“I think certainly a challenge that we
would have not knowing patients either
pre-OP or pre-admission, Is just that. We
have to kind of, piece it together through,
either them when they're coming round or
from family members who usually aren't
\visiting at the moment, so it's over the
phone” (participant K)

“the breathlessness as well (be)cause, they
kind of fed into each other... he’d been
\ventilated for a long time. So, he would...
he did have quite a poor exercise
tolerance, he would get breathless very
quickly, but then that would feed into
feeling anxious and panics, and then that
in turn would make him feel more
breathless. So it just all kind of fed into
each other” (participant H)

“ the emotional side of it definitely we've
had quite a few people standing for the
first time and then they just burst into
tears. They’re not really sure why. I don't
always think, they're not always sure why
they're crying, but... I think it's emotional
for all of us” (participant J)

“going more consistently... and they just
started to trust a bit more, and they engage
in... We did start to achieve better
outcomes, but it does take a bit of time”
(participant L)

“We're taught to treat them, not just the
biological aspects of that, but the
psychological and social aspect of that and
how that can intertwine into their recovery
is probably something that you know that
is kind of drilled into us well in in
university” (participant B)

“it sounds like the lady really benefited
from the care that she got, especially from
[participant D]... the care and
compassion... I think, for the fact that she
was reaching out [participant D]’s hand at
the start that shows that she needed some
form of comfort that she hadn't already
cot” (participant A)

the nursing staff to make it a 24 hour...
rehab approach and... holistic approach as
well. So you know rather than just putting
a speaking valve in, can we do that whilst
they’re FaceTiming at the same time”
(participant K)

“That's a big area that we sometimes
struggle with, and I’'m sure you all know
that, you know, when you turn up and see
what nurses at the bedside, it can make or
break your day can’t it. And so, a nurse
who's, you know, just more experienced
and more comfortable. And they're
confident that you know what you're
doing, and they know what their role is.
[’m finding that to be one of the things that
makes my job a lot harder. Definitely”
(participant J)

“I think it's about the team working
together so that patient has got the right
care. Right care, right place, right time |
suppose” (participant C)




1.3: Emotionally investing in the person

“I felt good because obviously we decided
to... Erm, because we took the time to get
to know him and know that it was the
wires that were stressing him out, and
know that he enjoyed the cycling in aspect
of things. Erm, it just felt like we've done a
really good job that day with that patient”
(participant E)

“I was really... I was really proud of how
the whole team engaged with it and how
actually it was... Everybody really saw that
person, and it wasn't about, you know, the
disease he’d had or the surgery he’d had or
what he was attached to. It was more all
labout him as a person and it made me very
proud that we could do that to support him
as best we could erm...“ (participant J)
“we were really proud and really pleased
that as a team collectively were able to,
kind of, make him come out from the
deterioration with the new treatment had
advanced and things like that. Erm, and we
just linked it up or to him” (participant L)
“we de-cannulated her, so it was like a
pleasure to do something like that for
someone” (participant D)

“so yeah, really good. Nice experience for
me and him” (participant C)

“It was a new situation. Uh. And could we
have done better? I'm not sure. But ah yes,
it... [ would just say it was challenging”
(participant F)

“And then when he did deteriorate,
everyone was quite sad, disappointed”
(participant J)

“I feel guilty. Erm, we've been really run
off our feet this week with really, heavy
dependent patients and I've... Each day

2.3: Addressing instrumental needs

“I've done things like taking a patient up to
a garden when there were long stayers on
intensive care units to give them a break”
(participant F)

“because of his learning disability, it was
really very challenging to actually do any
patient centred care... So that was very
challenging, but we worked with this
mother who was helping and she was very
understanding... I remember that we were
seeing him with erm, Mr Tumble on
television, because that's what he liked
watching, Mr Tumble so... And |
remember him commenting on the, on the
hoist as being a swing. Uh, obviously we
didn't encourage him to use it as a swing,
but you try to adapt “(participant F)

“it was something that we've done, like I
say, as a team, we're doing speaking
\valves, but to see a new relationship build”
(participant K)

“we've got his favourite music on for him
to get him engaged, and we'll talk about
the positive things to look forward to, be
with family, getting married” (participant
L)

“We often will, yeah, use some music
within a session. But it is amazing it
does... lift the mood with it, and the
atmosphere” (participant J)

“We've picked stuff up on our weekly food
shop for people that been in hospital
months and months, and it struck me how
every member of our team has done that
off their own back. They've not done it
(be)cause they felt that they had to.
They've done it because they’ve formed

that relationship with them, and it’s not

3.3: Using experience

“Patients may not... with patients they
don't... | find that they don't always know
what to expect from physio. Erm, it doesn't
always come from them and they may not
know they can actually leave the unit but it
will be usually a member of the team.
'Yeah. Sometimes yeah. Led by Physio or
nurses” (participant F)

“it was... it was my myself and my... sort
of my senior we just sort of, in a
supervision and | was just discussing it
with him. Erm. and we just sort of came to
the idea of doing that, and because my
supervisor told me that, you know, the
other physio have the golf thing, and I was
like “‘Oh. I’ll see if we can... see if we can
bring it in.” Erm, so it was just a discussion|
between us, really” (participant G)
“moving away from that, that, you know
‘that ICU patient’, ‘the dementia patient’,
‘the stroke patient’, that terminology, I'm
really trying to push away from that. This
is a very personal bugbear now. To try and
remind, that patients they’re people, that
there are people and not patients”
(participant I)

“actually, when you worked in critical care
for such a long time and you’re so aware
of the environment and you... You just sort
of getting... you get very used to that
environment. And it's not necessarily to
me, just like physio skills that,, you know
lyou learn at uni and you progressed
through this, that and the other. It is about
the human element of it and you as a
practitioner within critical care
understanding how you can use that




we've... there's been a patient that | don't
feel has had 100% of that person centred
care that we could have delivered”
(participant L)

“Our Schwartz round yesterday, which I
didn't get to go to was optimal care versus
realistic care, and people were sharing
experiences and we've had to... deal with
that. And it is a personal... A personal
thing we have to deal with as well when
we know if we've failed that patient”
(participant I)

“you’re a lot more emotionally involved. I
think a lot more emotionally attached. And
I think that's the... without signing
negative, that's the downside of really
being very good at person centred care. |
mean you... the example you gave
obviously you were... you know, you
develop an emotional attachment don’t
lyou, to the people. Erm, I know this isn't
just something that I've come up with.
\We've had a... sort of called a Schwartz
rounds here doing the sort of
psychological support” (participant 1)

“So yeah, I think that was my big
reflection from that, is actually we're really
invested in this. And I've personally felt
\very angry about that. Knowing that we
put a patient at risk” (participant I)

“So, to do that, it shows that how much
she cared about the patient” (participant
B)

something the patient’s asked us to do. It's
just something that you've seen that human
need in someone” (participant J)

“We just one day, we just went around and
wrote names on everybody's whiteboard
behind them because nobody knew the
patients’ names. We wrote names”
(participant J)

environment to help the patient”
(participant J)

IAnd | think from someone who's worked
in critical care for a long time... you've got
the confidence within to know what that
environment could and should provide for
those people. So you end up... still doing
lyour job and your physio treatment, but |
think you look broader and see that bigger
picture and see that need for it to be more
human rather than one person in a bed in
front of you” (participant J)

“I do think it's her particular interest, but I
think she's obviously worked on it and
become a confident nurse who feels that
she can spend a lot of her time doing the
extracurricular” (participant K)

I think sometimes confidence and not
knowing what you don't know.
Sometimes... therapists who are perhaps
new or less comfortable and confident in
ICU ... they're just getting the head around
a ventilator and not pulling it a
trache(ostomy) out sometimes, that they're
not always focused on the... the extra stuff
that we consider important and part of the
normal stuff” (participant K)

“I think that something that ['ve seen this
week... through no fault of their own,
some of the nursing staff looking after the
patient on whatever particular day, may be
either inexperienced or they just haven't
come across these... the devices that
person needs” (participant J)

“that obviously the leadership was around
erm... treating the patient as an individual
and based on what [participant D[ has said.
\Whereas in some other wards it may not

be as easy given time constraints and other




things that kind of impact... And for some
people, may be the leader or the band 6 or

7 might be more oriented around getting to
see every patient” (participant B)




