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description of the treatment
protocol based on proactive
action planning

Nienke S Tielemans'?2, Vera PM Schepers?,
Johanna MA Visser-Meily?, Jos van Erp3,
Mariette Eijkenaar? and Caroline M van Heugten'>

This series of articles for rehabilitation in practice aims to cover a knowledge element of the rehabilitation
medicine curriculum. Nevertheless they are intended to be of interest to a multidisciplinary audience. The
competency addressed in this article is teaching stroke patients and partners proactive action planning in
order to enhance their self-management abilities.

Abstract

Objective: To describe the rationale behind and description of a group-based self-management
intervention developed for stroke patients and their partners.

Rationale: Based on the assumption that proactive coping strategies are beneficial for the re-uptake
of daily life by stroke patients and partners, we developed a new stroke-specific, group-based self-
management intervention based on proactive action planning. A first concept of the treatment protocol
was developed based on the proactive coping theory, the Health Action Process Approach model, existing
interventions and expert consultations. Further adjustments were based on two pilot studies, including
addition of solution-based therapeutic techniques.
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Description of the intervention: ‘Plan ahead!’ is a 10-week group-based self-management intervention,
consisting of six 2-hour sessions in the first six weeks and a 2-hour booster session in the [0th week. It
is offered in an outpatient setting by two rehabilitation professionals with experience in group counselling
and working with stroke patients. It is provided to groups of four stroke patients living at home (stroke
>2 months ago) and their partners. The main features are (l) proactive action planning as the main
constituent, (2) stroke-specific elements and (3) considering partners as full participants.

Discussion: This stroke-specific intervention is expected to increase the use of proactive action planning
and thus improve the participation of stroke patients and their partners. It is innovative in its aim to
change behaviour patterns of participants directly, teaching participants a general action planning strategy

and considering partners as full participants with their own goals and opportunities.
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Introduction

Stroke puts heavy demands on patients’ self-manage-
ment abilities, their abilities to manage the medical,
physical, emotional and social consequences of stroke
and its considerable impact on their daily lives.!

Stroke is a chronic (long-term) condition. In
other chronic diseases, interventions aimed at
enhancing self-management capacities show posi-
tive effects on coping, goal achievement, self-effi-
cacy, health-related quality of life and utilization of
healthcare services.” Several of these interven-
tions are based on the assumption that self-manage-
ment tasks are similar in different chronic diseases,
and that performance of these tasks can be enhanced
with a generic programme.!-¢

However, in case of stroke we believe it is better
to adopt a disease-specific approach with tailored
levels of self-management tasks. Although it is
required to some extent to control or change life-
style and cardiovascular risk factors, and to manage
the medical condition, the greater part of the self-
management tasks result from the need for adjust-
ment to the sudden, lasting consequences.” In
addition to the possible physical consequences,
stroke patients and their partners are confronted
with a wide range of non-physical consequences
regarding cognitive, emotional, behavioural and
social functioning. These consequences can result
not only from the emotional processes related to
being confronted with a chronic condition, but can

also be the direct result of the brain damage itself.
Because of the persistent nature of these conse-
quences, adjusting to them is important.® Influential
determinants for successful adjustment post stroke
are the coping strategies someone adopts.®!°
Therefore, self-management interventions aimed at
specific coping strategies are expected to be benefi-
cial after stroke.

At the moment, most effective stroke-specific
self-management interventions aim to change cog-
nitions about underlying goals, such as increasing
self-efficacy and adequate goal setting.!!"1> In daily
life, however, patients fail to pursuit their goals, as
they are restrained by unanticipated consequences
of stroke.® Several interventions have been pro-
posed to deal with such problems in stroke patients,
such as motivational interviewing or problem-solv-
ing therapy.'®-1 However, these interventions have
a reactive nature, as they focus on already existing/
identified problems. Proactive coping post stroke
involves anticipating potential difficulties and alter-
native solutions before undertaking an activity, in
order to prevent or to prepare oneself for these con-
sequences in advance.?? Thus, teaching stroke
patients proactive coping strategies is expected to
enable them to accomplish more goals and activities
successfully, resulting in improved societal partici-
pation. In patients newly diagnosed with type 2 dia-
betes and elderly people, such interventions have
already been shown to be effective.??2 We there-
fore developed a group-based self-management
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intervention called ‘Plan ahead!’, which to our
knowledge is the first stroke-specific self-manage-
ment intervention teaching proactive coping strate-
gies to stroke patients and partners in order to
improve their participation.

This paper describes the theoretical basis and
content of the treatment protocol for ‘Plan ahead!’.
The design of the study evaluating the effective-
ness of this intervention is published elsewhere.?3

Theoretical background

Our intervention aims to teach participants strate-
gies to plan their intended goals proactively. In
daily life, many stroke patients may fail to achieve
their goals.® According to the Health Action Process
Approach model, goal achievement is the result of a
two-phase process.?* First, intentions for achieving
a particular goal are developed based on levels of
risk perception, outcome expectancies and self-effi-
cacy. Subsequently, actual actions are planned, ini-
tiated, maintained and adjusted both to reach the
goal and to deal with potential barriers. In stroke
patients, problems frequently occur during this sec-
ond phase: patients fail to pursuit their goals, as
they are restrained by consequences of stroke.?

Proactive coping strategies are expected to ena-
ble stroke patients to prevent or prepare themselves
for these consequences before undertaking an
activity.?0 According to Aspinwall and Taylor,?
proactive coping consists of five interrelated
stages: (1) resource collection, (2) noticing poten-
tial stressors, (3) initial estimation of the stressor,
(4) adoption of the first coping strategies, and (5)
evaluation and use of feedback.?0 We hypothesized
that when stroke patients learn to set their goals
proactively, they are less constrained by the conse-
quences of stroke as they have already anticipated
the potential occurrence of these barriers/require-
ments and thought about solutions for them.
Therefore, it is expected that the impact of stroke
on stroke patients’ daily lives is reduced when pro-
active coping strategies are applied.

After a stroke, partners are confronted with their
own physical and emotional problems, in addition
to their role as family member and caregiver.?’
Interventions aimed at coping strategies are

expected to be beneficial to them as well, which is
why we regard partners of stroke patients as full
participants in the intervention instead of being in
the more usual role as caregiver to the patient.?®

The intervention ‘Plan ahead!

Development of the intervention

In Figure 1 a flowchart depicts the development pro-
cess of the intervention. The basis for our interven-
tion ‘Plan ahead!” is the proactive coping theory,
and an existing self-management intervention spe-
cifically developed for patients newly diagnosed
with type 2 diabetes.?!?7-® From this latter pro-
gramme we adopted the proactive action planning
tool and adjusted it for stroke patients.

The initial version of our intervention was devel-
oped and reviewed by consultations with several
experts (both clinicians and self-management
experts), and previous experiences with two other
interventions.?’3! The development process was
finished by testing the intervention in two pilot stud-
ies. The intervention group of our latter pilot study
also included one patient with an acquired brain
injury condition other than stroke. The practical rea-
son behind this was that the intervention had to fit
into the fixed schedule of continuous intervention
provision of the piloting institute to mixed groups of
acquired brain injury patients. This required a
quicker recruitment of participants than possible
with stroke patients only. After each pilot study, we
adjusted the treatment protocol based on our own
observations and the feedback reported by partici-
pants and rehabilitation medicine professionals.

Participants

The intervention was developed for stroke patients
living at home who experience restrictions in their
daily lives. A minimum period of two months is
recommended between the stroke and the start of
the intervention, as recovery has taken place for a
large extent after two months.3? Since many of the
consequences of stroke are long term, no maxi-
mum period after the stroke is indicated.333-3
Partners of participating stroke patients are invited
to take part in the intervention as well. Patients and
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DEVELOPMENT OF THE TREATMENT

Theories: i Other interventions: Expert consultations:

e HAPA-model ** * Self-management intervention Beyond : e Researchers

Good Intentions 2'272#

> failure in goal pursuit phase * Healthcare professionals

e Proactive coping theory *° > proactive action planning tool - psychologist

> proactive coping beneficial | e intervention University Medical Centre 1 - occupational therapists

in preventing this failure Utrecht 2 - specialized nurses

> structure, themes - rehabilitation physicians

» Intervention from the Dutch Heart

Foundation for stroke patients 33!

> focus on goals/ opportunities, themes
1

[] []

FIRST CONCEPT OF THE TREATMENT PROTOCOL

T

Pilot study 1: 3 stroke patients and 2 partners

Major changes afterwards:

» adding time for sharing experiences at the start of the intervention

« adding a theme (i.e. less visible consequences of stroke)

» providing a small amount of theme-related information as starting point for the discussions
» adding an additional stage to the action planning tool (i.e. defining desired changes)

« allowing non-stroke related goals, choosing one main goal, and allowing global goals

« executing of an evaluation of the action planning during the following sessions only

ADJUSTMENT OF TREATMENT PROTOCOL

Pilot study 2: 2 stroke patients, 1 brain tumor patient and 1 partner of a stroke patient

Major change afterwards: asking solution-based questions next to problem-based questions

J L
TREATMENT PROTOCOL VERSION EVALUATED FOR EFFECTIVENESS
AND PRESENTED IN THIS ARTICLE

Figure |. Flowchart of the development process of the intervention.
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partners should not be offered the intervention if
they (1) have insufficient mental and/or communi-
cative ability to understand and learn from the
intervention, and/or (2) are unable or unwilling to
function in a group because of behavioural prob-
lems. These criteria can be clinically judged, for
example, by a rehabilitation physician.

Therapists

The intervention is offered by two rehabilitation pro-
fessionals such as occupational therapists, psycholo-
gists, social workers or specialized nurses. At least
one-year working experience with stroke patients is
recommended, as we assume this enables the profes-
sionals to provide appropriate support, discuss relevant
themes and make realistic estimations of achievable
goals of participants. Moreover, some experience in
group counselling is recommended, to ensure that the
professional knows how to lead group processes and
handle interactions between group members.

Stroke-specific elements of the
intervention

Several stroke-specific elements are applied in our
intervention. The most important one is the stroke-
specific version of the proactive action plan tool,
which is presented in Table 1. Two examples of
participants working with this tool are given in Box
1. It is important to note that action planning by
means of this plan is a dynamic process. Participants
can return to previous stages at any moment to
refine or change the decisions made earlier on.
During the pilot studies, it appeared that partici-
pants were used to thinking about problems, barri-
ers and situations in which they fail, but found it
hard to think about goals, opportunities and solu-
tions spontaneously. Rehabilitation medicine pro-
fessionals were able to facilitate proactive action
planning by not only asking questions from prob-
lem-based perspective, but also from a solution-
based perspective.’’” Problem-based questions are
expected to stimulate discussions about problems
and barriers. Examples of problem-based questions
are ‘What is restraining you?’ and ‘Can you
describe a recent situation in which the problem
occurred?’. Solution-based questions facilitate

thinking about goals, opportunities and solutions.
Examples of solution-based questions are ‘What
do you want to achieve?’ and ‘Can you describe a
recent situation in which the problem did not occur,
although you were expecting it?’. Table 1 schemat-
ically presents the perspective rehabilitation medi-
cine professionals should adopt during each stage
of proactive-action planning.

Another stroke-specific element is the time
provided to discuss stroke-relevant information.
During our first pilot study, it appeared to be essen-
tial to provide participants some time to discuss
their stroke-related experiences, before focusing
on future changes related to proactive action-
planning. A small amount of stroke-relevant
information functioned as a good starting point
for these discussions. Moreover, we expect this
information provision facilitates awareness of the
condition®® as well as proactive action plan-
ning.3%40 Next to this, we limit the group sizes and
split up the group when participants work on their
proactive action plan, to enable more individual
assistance from a healthcare professional.

Description of the intervention

The 10-week, group-based intervention consists of
six 2-hour sessions in the first six weeks and a 2-hour
booster session in the 10th week. All sessions are
group sessions. Groups consist of four stroke patients,
with potentially their partners. It is provided as an
outpatient healthcare service at hospitals and reha-
bilitation centres in the Netherlands. The main ele-
ments of our intervention are presented in Table 2.

The first session starts with providing information
about the intervention, after which participants are
given some time to get to know each other.
Subsequently, participants are asked about their
expectations of the intervention. Participants are then
asked to write down the most notable changes they
have experienced since their stroke or the stroke of
their partner and to categorize them as affecting
physical functioning, cognition, social relations and/
or activities. Finally, participants are invited to dis-
cuss the changes they have experienced.

During the second session, information is pro-
vided about less visible consequences of stroke
(i.e. cognitive impairments, causes and symptoms
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Box |. Characteristics of the intervention.

Case |: KR is a 65-year-old single man who has had a stroke twice. He started the course without any expectations, but
immediately knows what he wants to change in his life when asked.

I What do | want to work on? ‘I want to lose the additional weight | gained since stroke’

2. What do | want to achieve? ‘I want to become fitter and get a more slender figure’

3. What is the overall picture? ‘The difference between the current and desired situations is that |
never cook healthy or go by bike to activities’
Barriers/requirements Solutions
‘l am not motivated to cook for ‘I invite a friend for dinner’
myself exclusively’
‘l do not have the energy and ‘| prepare the meal in several
time to cook an elaborative meal, small steps during the day. Next
especially not at the end of the to this, | use easy ingredients,
day’ such as pre-peeled potatoes’
‘I haven’t tried cycling yet, maybe ‘I can ask the physiotherapist to
it is still not possible’ try it together’
‘The weather is too bad for -
cycling’

While KR is thinking about potential barriers, both KR himself and
other group members suggest solutions

4. What am | going to do? Do it! ‘l am going to eat two healthy meals this week. Later on, | will work
on the cycling part of my goal’
5. How did it go? ‘| did prepare two healthy meals this week. For one of these meals |

invited a friend. | am satisfied about my goal achievement and rate it
with a 7 out of 10
In the following weeks, KR tried to persist in cooking a healthy meal twice a week. In the sixth session he decided to work
on the cycling part of his goal also. During the booster session he said that he persisted in cooking a healthy meal twice a
week, except one week. Next to this, he successfully went cycling with a physiotherapist. One group member suggested
he could expand this and promised to send him recipes for healthy meals by mail

Case 2: A is a 68-year-old retired man whose wife has had a stroke.

. What do | want to work on? ‘That | am not going out any longer’

2. What do | want to achieve? ‘To take up my former life, by going out (with and without my wife)
more often’

3. What is the overall picture? ‘The difference between the current and desired situations is that after
my wife’s stroke, | worry a lot about her’
Barriers/requirements Solutions
‘l am afraid that something will ‘| trust my wife when she tells
happen to my wife when we are  me that she is not feeling well’
not at home’

‘| am afraid that my wife will get ‘To realize that it is not realistic
something like a stroke again to be with my wife all the time.
when | am not at home’ Moreover, even when | am with

her, something like a stroke can
happen to her’

‘l am afraid that my wife cannot ‘Before we leave, we make an
manage a long car ride, and that  agreement about the several
this will harm her health’ stages in which we divide the
car ride’
4. What am | going to do? Do it! ‘l am going to visit a museum in Amsterdam this week. With my wife
| make an agreement about the length of this visit’
5. How did it go? ‘Although | did not visit a museum, | went to my old employer in

Amsterdam. | have been there for 2 hours, which means that | left
home for 3 hours. | even did not call home. | felt free. | rate this
attempt with an 8 out of 10’
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Table 2. Characteristics of the intervention.

Stroke patients (stroke >2 months ago) with participation problems, living at home,

Rehabilitation medicine professionals with at least one year working experience

with patients with stroke. Moreover, some experience in group counselling is

Participants
and their partners
Therapists
recommended
Intervention  Duration
Group size
Setting
Content Session
1-2
3
4-6
Booster
Materials

Workbooks for participants

Ten weeks, with six 2-hour group sessions and a booster session
4-8 participants (4 stroke patients and partners)
Outpatient healthcare service of hospitals and rehabilitation centres

Topic

Time to get to know each other

Information about the consequences of stroke, with
special attention for the less visible consequences
Sharing common problems with peers

Formulating goals

Getting acquainted with proactive action planning
Provision of theme-related information to improve
understanding of potential barriers/ requirements and
solutions

Integration of theme-related information with proactive
action planning

Recapitulating intervention content

Sharing intervention-related experiences

Manuals and presentations for professionals

of cognitive problems, recovery, and advices to
deal with these consequences). Participants are
asked to supplement the information by their own
experiences, to clarify the information further and
facilitate recognition. At the end of this session,
participants are asked to think about a (realistic)
change they would desire.

During the third session, the proactive action plan
tool is introduced, and illustrated by means of an
example. Participants are asked to specify their desired
change on the basis of the proactive action plan tool.
Non-stroke-related goals are allowed, in view of the
importance of autonomous motivation.*! The partici-
pants are asked to carry out the first step towards
reaching their goal in the following week. If partici-
pants do not manage to complete their proactive action
plan during the session, they are asked to complete
their proactive action plan on their own at home.

Sessions 4, 5 and 6 start with an evaluation of the
participants’ progress towards their goals. After this
evaluation, the sessions continue with standardized
information provision and sharing common

problems related to the theme of (1) (negative)
emotional consequences (session 4), (2) social sup-
port and relations (session 5) and (3) participation
in society (session 6).4>43 The sessions are contin-
ued by encouraging participants to identify theme-
related barriers and conditions that might be
relevant to their proactive action plan. The group is
then split up into two subgroups, in which partici-
pants can work out their individual proactive action
plans with more individual assistance from a pro-
fessional. As group dynamics vary between groups,
therapists themselves had to decide how they split
up the groups. Participants are allowed to work on
the same goal through all sessions, as participants
experienced changing their goal every week as frus-
trating during the pilot study. If ready, participants
are asked to implement the formulated concrete
actions for the following week in their daily lives.
A booster session takes place in the 10th week.
This session starts with an evaluation of the progress
made in achieving the goal and continues with a
recapitulation of the proactive action plan. This is



538

Clinical Rehabilitation 28(6)

followed by a discussion of the expectations of the
intervention at the first session, overall progress
made by participants and course-related experiences,
and future implementation of what they have learned.

Materials

Participants receive a workbook containing all the
information provided during the intervention. If
necessary, participants can contact the therapist pro-
viding the intervention for advice during the week.
For rehabilitation medicine professionals a manual
and PowerPoint presentation are available. These
materials are available on request from the authors.

Discussion

In comparison to other stroke-specific self-manage-
ment interventions, the ‘Plan ahead!” self-management
intervention for stroke patients and partners aims to
change behaviour patterns directly, instead of
changing underlying cognitions.!-13 Next to this, it
distinguishes itself in its theoretical basis of the pro-
active coping theory.** Furthermore, our interven-
tion differs from most other stroke-specific
self-management interventions in the status of full
participation given to partners.** Our intervention
sets itself apart from more general rehabilitation
practice in teaching a general proactive action plan-
ning strategy, rather than achieving a particular
goal.*> Moreover, instead of focusing on problems,
the basis of our intervention is shaped by the par-
ticipants’ own goals and opportunities.!¢-19

A strength of the intervention is that during its
development, elements were already taken into
account that are required for the generalization of the
proactive action planning strategies to daily life, such
as homework assignments and patient-centred goal
setting, inventory barriers and facilitators in different
life domains and with examples of other participants,
and adding a booster session to our intervention.4%47

A limitation is that we were not able to specify
the criteria for appropriate timing of our intervention
in further detail. Patients differ in their psychoso-
cial adjustment trajectories, as result of differences
in awareness of the condition and its consequences,
as well as in their ability to accept the condition.

Therefore, differences might result in patients’ needs
for interventions and their timing.”*® Further
research is needed to investigate when provision of
an intervention such as ours is appropriate.

The intervention was developed by integrating a
theoretical framework with interventions that have
proved effective?021.242731 as well as our own
observations, experiences and feedback from reha-
bilitation medicine professionals, stroke patients
and their partners. The next step will be to examine
the clinical effectiveness and cost-effectiveness of
this intervention. The Restore4Stroke self-manage-
ment project is currently investigating the clinical
effectiveness of this self-management intervention
in a multicentre randomized controlled trial with a
one-year follow-up period,? in which the interven-
tion is compared with a education intervention
which is also given as group therapy to patients and
partners. The cost-effectiveness of the study is
being investigated in the €-Restore4Stroke study.*

Clinical messages

e Stroke imposes great demands on patients’
and partners’ abilities to manage lasting
consequences. Self-management interven-
tions aimed at coping strategies are
expected to be beneficial.

e A new self-management intervention is
described aimed at teaching stroke patients
and partners proactive action planning.

e Partners are invited as full participants.
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