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Abstract  

Outcomes for people with hip fracture are poor with approximately only 33% of people 

returning to their prior level of function and only 24% of people independently mobile 

by six months after hip fracture. The presence of dementia further worsens outcomes 

with a significantly increased risk of nursing home admission or death. Physiotherapy 

is a core treatment for people following surgery for hip fracture, yet there is little 

evidence to guide physiotherapists how to treat this population. The overall aim of this 

thesis was to determine the evidence surrounding the physiotherapy treatment for 

people with dementia following hip fracture and explore the experiences of those 

involved, thus leading to the development of an intervention which could be tested for 

feasibility.  

A series of four related studies were undertaken. The first of which was a scoping 

review which highlighted a paucity of evidence guiding the physiotherapy interventions 

for this population. Thirteen different databases were searched, with 26 articles being 

included in the review. Where there was evidence, there was a failure to describe the 

physiotherapy intervention. Consequently, two qualitative studies were undertaken.  

The first qualitative study explored the experiences of physiotherapists treating this 

population and involved semi-structured interviews with twelve physiotherapists. 

Physiotherapists cited resource pressures, historical reliance of biomedical practices 

and lack of knowledge as being the main barriers to adopting a person centred care 

approach that was described as a gold standard of care. 

The second study explored the experiences of six people with dementia (and five 

carers) receiving physiotherapy. Both studies concurred that the approach undertaken 

by the physiotherapist was often biomedical in nature and this failed to meet the needs 

of the person with dementia and did not reflect a person centred care approach that is 

suggested for this population. Patients and their carers reported the desire for 

treatment to be more person centred, but appreciated that physiotherapists were not 

able to deliver this. 
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Data from the qualitative studies, in conjunction with existing biomedical evidence, 

informed the development of a logic model depicting a community based 

physiotherapy intervention for people with dementia following hip fracture. This formed 

the basis for the final stage of the thesis whereby a mixed-methods feasibility study 

was undertaken. The logic model incorporated the qualitative data and pre-existing 

physiological evidence in conjunction with components of behaviour change. The 

feasibility of recruiting to this study was poor, qualitative inquiry suggested that people 

with dementia were not being referred for on-going physiotherapy following discharge 

to the community setting. Failure to recruit to the study meant that testing of the 

intervention in a clinical setting was not possible. Further qualitative analysis proposed 

that people with dementia were being reported to have “no rehabilitation potential” in 

the acute setting as their assessment relied on biomedical measures of assessment. 

This label then prevented them from being offered further rehabilitation in community 

settings.  

Collectively, these series of studies suggested that the failure to approach people with 

dementia following hip fracture with a biopsychosocial approach, not only reduced 

their ability to improve, but actually prevented them from being given an opportunity to 

receive rehabilitation.  

 

 

 

 

 

 

 



iii | P a g e  
 

Acknowledgements  

“Run when you can, walk if you have to, crawl if you must; just never give up.” 

Dean Karnazes 

A quote I’ve drawn on more during my various attempts at running marathons, this 

quote suitably sums up the challenge of undertaking this PhD. Leaving clinical practice 

for the uncertainties of the research world was one of my hardest decisions, but 

probably the best one I have made. There’s one person who I owe a massive amount 

of gratitude to. Vicki has been more than a supervisor during this PhD, she’s been an 

inspiration, a voice of reason and sometimes a voice of sanity (occasionally!) I have 

her to thank for encouraging me to undertake the PhD, I have her to thank for 

supporting my application and I have her to thank for helping me to achieve it, she 

went way above and beyond what she needed to do. I have no doubt that without her, 

I would not have achieved any of this. I must thank my other supervisors – Iain’s 

amazing knowledge frequently scared me, but his way of thinking made me think and 

question myself in a way that I didn’t know I could, so I thank him for opening my eyes 

to thinking differently. Ruth’s warm and encouraging manner helped me on more times 

than I can remember. Her knowledge and pragmatic approach to research inspired 

me and made me feel that as a clinician, I could achieve something in research. I could 

not have had a better team. 

I would like to thank the funding of the National Institute for Health Research (NIHR) 

Collaboration for Leadership in Applied Health Research and Care (CLAHRC) for the 

South West Peninsula, which made it possible for me to study this topic and pursue a 

doctorate. I would also like to thank AGILE for awarding me a research grant to enable 

me to undertake the feasibility study. Thank you to the local NIHR Clinical Research 

Network for offering time and advice to help develop the feasibility study. Finally I 

would like to thank my colleagues, physiotherapists, occupational therapists, my 

family, friends and everybody else who has inspired me and given me confidence to 

be able to achieve this PhD. However, at the heart of everything lies a patient and it is 

there I draw the majority of my inspiration. I’ve met some amazing patients throughout 

my career to date and it has been them who inspired me to take on this PhD. Thank 

you!  



iv | P a g e  
 

Contents 
     Abstract………………………….………………………..……….i 

     Acknowledgements ……………………………….………...….iii 

     List of Tables ……………………………………………….…....xi 

     List of Figures………………………………………...….…...…xii 

     List of Appendices………………………………….........…….xiv 

     Abbreviations…………………………………………….....…..xv 

     Candidates’ contribution to co-authored papers…………....xvii 

 

PREFACE ................................................................................................................................... XX 

“Are you sure you are a physiotherapist?” – A personal reflection of a journey from clinical practice to 

research ......................................................................................................................................................... xx 

Thesis overview ............................................................................................................................................ xxi 

CHAPTER 1. INTRODUCTION ................................................................................................... 1 

1.1 Overview ................................................................................................................................................ 1 

1.2 Problem Statement ................................................................................................................................ 2 

1.3 Potential Impact of Thesis ...................................................................................................................... 2 

1.4 Aims of thesis ......................................................................................................................................... 2 

1.4.1 Objectives ............................................................................................................................................ 3 

1.5 Dementia ................................................................................................................................................ 3 

1.5.1 Types of dementia ............................................................................................................................... 3 

1.5.1.1 Alzheimer’s Dementia ................................................................................................................ 4 

1.5.1.2 Vascular Dementia ..................................................................................................................... 5 

1.5.1.3 Dementia with Lewy Bodies ....................................................................................................... 6 

1.5.1.4 Frontotemporal Dementia ......................................................................................................... 7 

1.5.2 Difficulties associated with dementia.................................................................................................. 7 

1.5.3 Epidemiology of dementia................................................................................................................... 9 

1.5.4 Stages of dementia ............................................................................................................................ 10 

1.5.5 Management of dementia ................................................................................................................. 11 

1.5.5.1 Exercise .................................................................................................................................... 12 

1.6 Hip fracture .......................................................................................................................................... 13 

1.6.1 Guidelines .......................................................................................................................................... 15 



v | P a g e  
 

1.6.2 Rehabilitation .................................................................................................................................... 16 

1.6.2.1 Acute setting ............................................................................................................................ 17 

1.6.2.2 Post-acute management .......................................................................................................... 19 

1.6.3 Hip fracture and dementia ................................................................................................................ 21 

1.7 Rehabilitation ....................................................................................................................................... 22 

1.7.1 Rehabilitation Paradigm .................................................................................................................... 23 

1.7.1.1 History of Physiotherapy .......................................................................................................... 23 

1.7.1.2 Concept of ‘health’ and ‘illness’ ............................................................................................... 24 

1.7.1.3 Biomedical approach ............................................................................................................... 25 

1.7.1.4 Biopsychosocial approaches .................................................................................................... 25 

1.8 Summary .............................................................................................................................................. 30 

CHAPTER 2. DESIGN AND METHODOLOGY ........................................................................... 31 

2.1 Complex Interventions ......................................................................................................................... 31 

2.2 Mixed Methods Research ..................................................................................................................... 35 

2.2.1 Mixed methods research in physiotherapy ....................................................................................... 36 

1.1.1.1. Qualitative Research ................................................................................................................ 37 

2.2.1.2 Quantitative research .............................................................................................................. 40 

2.2.1.3 Pragmatism .............................................................................................................................. 41 

2.2.2 Applying mixed methods within this study ....................................................................................... 42 

2.2.2.1 Embedded mixed methods ...................................................................................................... 43 

2.3 Design of the study within MRC framework ......................................................................................... 44 

2.3.1 Development stage ............................................................................................................................ 46 

2.3.1.1 Identifying the evidence base .................................................................................................. 46 

2.3.1.2 Identifying/developing theory ................................................................................................. 47 

2.3.1.3 Modelling processes and outcomes......................................................................................... 48 

2.3.2 Feasibility/piloting stage .................................................................................................................... 49 

2.4 Ethical Considerations .......................................................................................................................... 50 

2.5 Methodological Rigour ......................................................................................................................... 50 

2.6 Summary .............................................................................................................................................. 51 

CHAPTER 3. PHYSIOTHERAPY INTERVENTIONS FOR PEOPLE WITH DEMENTIA AND A HIP 

FRACTURE – A SCOPING REVIEW OF THE LITERATURE .............................................................. 52 



vi | P a g e  
 

3.1 Introduction ......................................................................................................................................... 53 

3.2 Aims and Objective ............................................................................................................................... 54 

3.3 Methods ............................................................................................................................................... 54 

3.3.1 Identifying the Research Question .................................................................................................... 54 

3.3.2 Identifying relevant studies ............................................................................................................... 56 

3.3.3 Study Selection .................................................................................................................................. 58 

3.3.4 Charting the data ............................................................................................................................... 58 

3.3.5 Collating, summarizing and reporting ............................................................................................... 59 

3.4 Method of analysis ............................................................................................................................... 59 

3.5 Results .................................................................................................................................................. 59 

3.5.1 Types of Study ................................................................................................................................... 59 

3.5.2 Intervention ....................................................................................................................................... 61 

3.5.3 Participants ........................................................................................................................................ 63 

3.6 Discussion ............................................................................................................................................. 64 

3.6.1 Methodological Rigour ...................................................................................................................... 66 

3.7 Summary .............................................................................................................................................. 66 

3.8 Next steps ............................................................................................................................................. 67 

CHAPTER 4. THE EXPERIENCES OF PHYSIOTHERAPISTS TREATING PEOPLE WITH DEMENTIA 

WHO FRACTURE THEIR HIP. AN EXPLORATORY QUALITATIVE STUDY ........................................ 68 

4.1 Introduction ......................................................................................................................................... 69 

4.2 Aims and Objectives ............................................................................................................................. 69 

4.3 Methods ............................................................................................................................................... 70 

4.3.1 Participants and recruitment ............................................................................................................. 70 

4.3.2 Data Collection .................................................................................................................................. 72 

4.3.3 Analysis .............................................................................................................................................. 73 

4.3.3.1 Phase 1 – Familiarisation with the data ................................................................................... 73 

4.3.3.2 Phase 2 – Generating initial codes ........................................................................................... 74 

4.3.3.3 Phase 3 – Searching for themes ............................................................................................... 75 

4.3.3.4 Phase 4 – Reviewing themes .................................................................................................... 75 

4.3.3.5 Phase 5 – Defining and naming themes ................................................................................... 76 

4.3.3.6 Phase 6 – Producing the report ............................................................................................... 76 



vii | P a g e  
 

4.4 Findings ................................................................................................................................................ 76 

4.4.1 Theme 1: Challenges.......................................................................................................................... 78 

4.4.1.1 Frustrations .............................................................................................................................. 78 

4.4.1.2 Medical management .............................................................................................................. 80 

4.4.1.3 Role of collaboration ................................................................................................................ 80 

4.4.1.4 Biomedical v’s Person Centred Care Approach ........................................................................ 81 

4.4.2 Theme 2: “Thinking outside the box” ................................................................................................ 82 

4.4.2.1 “Classic approaches just go out the window” .......................................................................... 82 

4.4.2.2 Challenges of taking risks ......................................................................................................... 84 

4.4.2.3 Value of experience ................................................................................................................. 85 

4.4.3 Theme 3: Realising potential ............................................................................................................. 86 

4.4.3.1 Labelling ................................................................................................................................... 86 

4.4.3.2 Prejudged ................................................................................................................................. 86 

4.4.3.3 Creativity .................................................................................................................................. 87 

4.4.3.4 Advocacy .................................................................................................................................. 88 

4.5 Discussion ............................................................................................................................................. 88 

4.5.1 Methodological Rigour ...................................................................................................................... 92 

4.6 Summary .............................................................................................................................................. 93 

CHAPTER 5. ARE PHYSIOTHERAPISTS EMPLOYING PERSON-CENTRED CARE FOR PEOPLE 

WITH DEMENTIA? AN EXPLORATORY QUALITATIVE STUDY EXAMINING THE EXPERIENCES OF 

PEOPLE WITH DEMENTIA AND THEIR CARERS ........................................................................... 94 

5.1 Introduction ......................................................................................................................................... 95 

5.2 Aims and Objectives ............................................................................................................................. 95 

5.3 Methods ............................................................................................................................................... 96 

5.3.1 Participants and recruitment ............................................................................................................. 96 

5.3.2 Data collection ................................................................................................................................... 98 

5.4 Analysis ................................................................................................................................................ 99 

5.5 Findings .............................................................................................................................................. 101 

5.5.1 hysiotherapy is more than just a sheet of exercises ....................................................................... 102 

5.5.1.1 Understanding ....................................................................................................................... 102 

5.5.1.2 Giving Confidence .................................................................................................................. 103 

5.5.1.3 Adapting Treatment ............................................................................................................... 104 

5.5.1.4 Getting the Right People Involved ......................................................................................... 104 



viii | P a g e  
 

5.5.2 Lack of resources affected the physiotherapy ................................................................................. 105 

5.5.2.1 Difficulty accessing physiotherapy ......................................................................................... 105 

5.5.2.2 Not getting what they deserved ............................................................................................ 106 

5.5.3 “The physiotherapy seemed to vanish” .......................................................................................... 107 

5.5.3.1 Poor communication .............................................................................................................. 107 

5.5.3.2 Unclear goals .......................................................................................................................... 108 

5.6 Discussion ........................................................................................................................................... 108 

5.6.1 Methodological Rigour .................................................................................................................... 111 

5.7 Summary ............................................................................................................................................ 112 

CHAPTER 6. INTERVENTION DEVELOPMENT ...................................................................... 114 

6.1 Introduction ....................................................................................................................................... 114 

6.2 Theoretical Development ................................................................................................................... 114 

6.3 Physiological considerations ............................................................................................................... 117 

6.4 Potential barriers to adherence .......................................................................................................... 118 

6.4.1 Memory difficulties ......................................................................................................................... 119 

6.4.2 Difficulty learning new skills ............................................................................................................ 120 

6.4.3 Reduced exercise tolerance/concentration .................................................................................... 121 

6.4.4 Apathy ............................................................................................................................................. 121 

6.4.5 Reduced confidence ........................................................................................................................ 122 

6.4.6 Lack of carer involvement ............................................................................................................... 122 

6.5 Components of the Intervention ........................................................................................................ 123 

6.5.1 Behaviour change techniques ......................................................................................................... 125 

6.5.1.1 Attitude towards behaviour ................................................................................................... 128 

6.5.1.2 Subjective norms .................................................................................................................... 129 

6.5.1.3 Perceived behavioural control ............................................................................................... 130 

6.5.2 Assessment ...................................................................................................................................... 131 

6.5.2.1 Outcome measures ................................................................................................................ 132 

6.5.2.2 Pre-fracture physical status ................................................................................................... 134 

6.5.2.3 Difficulties associated with dementia .................................................................................... 134 

6.5.2.4 Pain assessment ..................................................................................................................... 135 

6.5.2.5 Goal Setting ............................................................................................................................ 136 

6.5.3 Physiotherapy treatment ................................................................................................................ 137 

6.5.3.1 Strengthening ......................................................................................................................... 138 



ix | P a g e  
 

6.5.3.2 Balance exercises ................................................................................................................... 139 

6.5.3.3 Gait re-education ................................................................................................................... 139 

6.5.3.4 Intensity/frequency................................................................................................................ 140 

6.5.4 Support strategies ........................................................................................................................... 142 

6.5.4.1 Patient Contacts ..................................................................................................................... 142 

6.5.4.2 Visual  aids.............................................................................................................................. 144 

6.5.4.3 Diary/manual ......................................................................................................................... 145 

6.5.4.4 Errorless learning ................................................................................................................... 145 

6.5.4.5 Visual cues .............................................................................................................................. 146 

6.5.4.6 Spaced retrieval training ........................................................................................................ 146 

6.5.5 Therapist Education ......................................................................................................................... 147 

6.6 Summary ............................................................................................................................................ 148 

CHAPTER 7. REHABILITATION OF COMMUNITY DWELLING PEOPLE WITH DEMENTIA WHO 

FRACTURE THEIR HIP. A FEASIBILITY STUDY ............................................................................ 149 

7.1 Introduction ....................................................................................................................................... 150 

7.2 Research Question .............................................................................................................................. 151 

7.3 Aims and Objectives ........................................................................................................................... 151 

7.4 Study Design ....................................................................................................................................... 152 

7.5 Study Intervention .............................................................................................................................. 152 

7.5.1 Intervention Delivery Sites .............................................................................................................. 153 

7.5.2 Training ............................................................................................................................................ 154 

7.5.3 Physiotherapy Assessment .............................................................................................................. 154 

7.5.4 Delivery of intervention ................................................................................................................... 154 

7.5.5 Other rehabilitation interventions .................................................................................................. 156 

7.5.6 Equipment needed .......................................................................................................................... 156 

7.5.7 Involvement of carers ...................................................................................................................... 156 

7.6 Sample ................................................................................................................................................ 157 

7.7 Consent .............................................................................................................................................. 157 

7.8 Participant Eligibility and Identification .............................................................................................. 159 

7.8.1 Inclusion criteria .............................................................................................................................. 161 

7.8.2 Exclusion criteria .............................................................................................................................. 161 

7.8.3 Screening ......................................................................................................................................... 162 



x | P a g e  
 

7.9 Data collection and analysis ............................................................................................................... 164 

7.9.1 Quantitative ..................................................................................................................................... 164 

7.9.1.1 Baseline data .......................................................................................................................... 164 

7.9.1.2 Recruitment data ................................................................................................................... 165 

7.9.1.3 Intervention Data ................................................................................................................... 165 

7.9.1.4 Quantitative Data Analysis ..................................................................................................... 165 

7.9.2 Process Evaluation ........................................................................................................................... 166 

7.9.2.1 Qualitative data collection ..................................................................................................... 166 

7.9.2.2 Qualitative data analysis ........................................................................................................ 167 

7.10 Project management ...................................................................................................................... 176 

7.11 Results ........................................................................................................................................... 177 

7.11.1 Feasibility .................................................................................................................................... 178 

7.11.1.1 Understanding barriers to recruitment ................................................................................. 179 

7.11.1.2 Considerations for delivering the intervention ...................................................................... 184 

7.11.1.3 Factors affecting adherence to the intervention ................................................................... 188 

7.11.2 Acceptability ............................................................................................................................... 191 

7.11.2.1 Acceptability to clinicians ....................................................................................................... 192 

7.11.3 Exploratory analysis of quantitative data ................................................................................... 198 

7.12 Discussion ...................................................................................................................................... 198 

7.12.1 Methodological Rigour ............................................................................................................... 201 

7.13 Implications for further research.................................................................................................... 201 

7.14 Summary ........................................................................................................................................ 202 

CHAPTER 8. CONCLUSIONS AND RECOMMENDATIONS ...................................................... 203 

8.1 Introduction ....................................................................................................................................... 203 

8.2 Review of aim/objectives ................................................................................................................... 203 

8.3 Results of empirical work ................................................................................................................... 204 

8.4 Discussion of main findings................................................................................................................. 206 

8.4.1 Theoretical approach to treatment ................................................................................................. 206 

8.4.1.1 “Traditional” Biomedical Approach ....................................................................................... 207 

8.4.1.2 Person Centred Approach to Rehabilitation .......................................................................... 210 

8.4.2 Resource pressures .......................................................................................................................... 216 

8.4.3 Therapeutic nihilism ........................................................................................................................ 218 



xi | P a g e  
 

8.4.3.1 Stigmatisation ........................................................................................................................ 219 

8.5 Development of a conceptual model .................................................................................................. 220 

8.6 Practical contributions and implications ............................................................................................. 223 

8.6.1 Patient pathways ............................................................................................................................. 223 

8.6.2 Knowledge and education ............................................................................................................... 224 

8.7 Strengths and weaknesses of the research ......................................................................................... 225 

8.7.1 Use of BCTs ...................................................................................................................................... 228 

8.8 Future research directions .................................................................................................................. 229 

8.9 Overall summary ................................................................................................................................ 230 

References ................................................................................................................................................... 231 

Appendices .................................................................................................................................................. 270 

 



 

xii | P a g e  
 

List of Tables  

Table 1 - Process of thematic analysis (Braun and Clarke 2006) ..................... 73 

Table 2 - Participant characteristics of physiotherapists ................................... 77 

Table 3 - Participant characteristics of people with dementia and their carers 101 

Table 4 - Evidence supporting intervention components ................................ 124 

Table 5 – Schedule of intervention for the feasibility study ............................. 155 

Table 6 - Discharge destinations of people with dementia following hip fracture - 

South West UK (Data from the National Hip Fracture Database, 2015) ......... 159 

Table 7 - Initial thematic framework developed during data analysis ............. 170 

Table 8 - Example of the coding matrix used as part of identification of themes

 ....................................................................................................................... 172 

Table 9 - Example of summary chart developed during qualitative analysis .. 174 

Table 10 - Final thematic framework .............................................................. 175 

Table 11 - Numbers of people screened for eligibility during feasibility study 177 

Table 12 - Reasons for exclusion during screening for feasibility study ......... 178 

 



 

xiii | P a g e  
 

List of Figures 

Figure 1 - Classification of hip fracture (Parker and Johansen 2006) ............... 15 

Figure 2 - International Classification of Impairment, Disability and Handicap 

(World Health Organization 1980) .................................................................... 27 

Figure 3 - International Classification of Health and Functioning (World Health 

Organization 2001) ........................................................................................... 27 

Figure 4 - Person centred care (Collins 2014) .................................................. 29 

Figure 5 – Factors affecting complexity of delivering physiotherapy to people with 

dementia following hip fracture ......................................................................... 33 

Figure 6 - MRC Framework for the development and evaluation of complex 

interventions (Craig, Dieppe et al. 2008) .......................................................... 34 

Figure 7 - Adaptation to the MRC framework (Bleijenberg, de Man-van Ginkel et 

al. 2018) ........................................................................................................... 35 

Figure 8 - Key functions of process evaluations and relationships amongst them 

(Moore, Audrey et al. 2015) .............................................................................. 43 

Figure 9 - Project overview ............................................................................... 45 

Figure 10 – Scoping review: search strategy.................................................... 57 

Figure 11 - PRISMA diagram demonstrating selection of articles in scoping review

 ......................................................................................................................... 60 

Figure 12 – Experiences of physiotherapists: mind map of development of initial 

themes ............................................................................................................. 75 

Figure 13 – Experiences of physiotherapists: final thematic map ..................... 77 

Figure 14 – Experiences of people with dementia and their carers: example of 

initial mind map .............................................................................................. 100 

Figure 15 – Experiences of people with dementia and their carers: final thematic 

map ................................................................................................................ 100 

Figure 16 – Feasibility study: intervention logic model ................................... 115 

file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819881
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819881
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819884
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819884
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819885
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819886


 

xiv | P a g e  
 

Figure 17 - Person centred care (Collins 2014) .............................................. 117 

Figure 18 - Theory of Planned Behaviour (Ajzen 1991) ................................. 126 

Figure 19 - Adapted “Theory of Planned Behaviour ....................................... 128 

Figure 20 - The Faces Pain Scale (Bieri, Reeve et al. 1990) ......................... 136 

Figure 21 - Recruitment process .................................................................... 160 

Figure 22 – Feasibility study: screening process in community hospitals ....... 163 

Figure 23 – Feasibility study: qualitative analysis - example of indexing ........ 173 

Figure 24 - Conceptual model depicting different physiotherapy approaches 222 

 

  



 

xv | P a g e  
 

List of Appendices 

Appendix 1 - Experiences of physiotherapists: certificate of ethical approval 270 

Appendix 2 - Experiences of physiotherapists: participant information sheet . 271 

Appendix 3 - Experiences of physiotherapists: consent form ......................... 273 

Appendix 4 - Experiences of physiotherapists: interview topic guide ............. 274 

Appendix 5 - Experiences of patients and carer: ethical approval .................. 275 

Appendix 6 - Experiences of patients and carer: participant information sheet

 ....................................................................................................................... 276 

Appendix 7 - Experiences of patients and carer: consent form ...................... 278 

Appendix 8 - Experiences of patients and carer: interview topic guide ........... 279 

Appendix 9 - Feasibility study: carer information sheet .................................. 281 

Appendix 10 - Feasibility study: participant information sheet ........................ 284 

Appendix 11 - Feasibility study: therapy record .............................................. 286 

Appendix 12 - Feasibility study: patient manual ............................................. 290 

Appendix 13 - Feasibility study: HRA approval............................................... 293 

Appendix 14 - Feasibility study: consent form ................................................ 295 

Appendix 15 - Feasibility study:  physiotherapist training manual (example page)

 ....................................................................................................................... 296 

Appendix 16 - Recruitment checklist .............................................................. 297 

Appendix 17 - Feasibility study: participant information sheet ........................ 298 

Appendix 18 - Feasibility study: focus group topic guide ................................ 299 

Appendix 19 - AGILE Research Grant Letter ................................................. 299 

 

  

file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819906
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819906
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819913
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819918
file://///isad.isadroot.ex.ac.uk/UOE/User/PhD/Overall/CHAPTERS/thesis_after_corrections%20v1.2_trackedchanges.docx%23_Toc535819919


 

xvi | P a g e  
 

List of Abbreviations 

ADL – Activities of daily living 

AMTS – Abbreviated metal test score 

BCT – Behaviour change theory 

TPB – Theory of Planned Behaviour 

BOA – British Orthopaedic Association 

CAQDAS - Computer Assisted Qualitative Analysis Software 

CDR – Clinical dementia rating scale 

CRN – Clinical Research Network 

CSP – Chartered Society of Physiotherapy 

DEEP – The dementia engagement and empowerment project 

DEMQOL - Dementia quality of life questionnaire  

GAS – Goal Attainment Scale 

GCP – Good Clinical Practice 

HAPA - Health Action Process Approach 

HBM - Health Belief Model 

HRQoL – Health related quality of life 

HTA – Health Technology Assessment 

ICF – International Classification of Functioning  

ICIDH – International Classification of Impairment, Disability and Handicap 

ICO – Integrated Care Organisations 

IMB - Information-Motivation-Behavioural-Skills Model 

JDR – Join Dementia Research 



 

xvii | P a g e  
 

MCA – Mental Capacity Act 

MDT – Multidisciplinary team 

MRC – Medical Research Council 

NHFD – National Hip Fracture Database 

NHS – National Health Service 

NICE – National Institute of Clinical Excellence 

NIHR – National Institute of Health Research 

NOF – Neck of femur 

OT – Occupational Therapist 

PCC – Person Centred Care 

PPI – Patient and public involvement 

QOL – Quality of life 

RCDCP - Research Capacity in Dementia Care Pilot Programme 

RCT – randomised controlled trial 

SCT - Social Cognitive Theory 

SDT - Self-determination Theory 

SRT – Spaced retrieval training 

SLT - and Social Learning Theory 

TGUG – Timed get up and go 

TPB - Theory of Planned Behaviour 

TTM - Transtheoretical Model of Change 

WHO – World Health Organisation 

VIPS - Valuing, individualized care, patient's perspective, providing a social 
environment 



 

xviii | P a g e  
 

Candidates contribution to co-authored papers 

There are four studies within this thesis which have been submitted for 

publication, three have been published and the final paper is currently under 

review. As detailed below, the substantial contribution to co-authored papers was 

made by the candidate, with other co-authors contributing to the various aspects 

which will be detailed. Each paper has been adapted in order to make it fit within 

the whole thesis. This has involved some removal of repetition or is large parts 

greater depth was required to be written up as a thesis.  

Paper 1: Chapter 3 

Hall, A.J., Lang, I.A., Endacott, R., Hall, A. and Goodwin, V.A., 2017. 

Physiotherapy interventions for people with dementia and a hip fracture—a 

scoping review of the literature. Physiotherapy, 103(4), pp.361-368. 

The candidate (AJH) developed the protocol, screened and selected articles, 

collected data from the included papers, analysed the data and wrote the 

manuscript. IL advised on the protocol and provided supervisory advice for the 

manuscript. RE advised on the protocol and provided supervisory advice for the 

manuscript. AH undertook secondary screening of the articles. VG advised on 

the protocol, data extraction and provided supervisory advice for the manuscript. 

Paper 2: Chapter 4 

Hall, A. J., Watkins, R., Lang, I. A., Endacott, R., & Goodwin, V. A. (2017). The 

experiences of physiotherapists treating people with dementia who fracture their 

hip. BMC Geriatrics, 17(1), 91. 

The candidate (AJH) developed the protocol, applied for local ethical approval, 

undertook the data collection, analysed the data and wrote the manuscript. RW 

undertook secondary coding of the transcripts. IL advised on the protocol, aided 

the data analysis and provided supervisory advice for the manuscript. RE advised 

on the protocol, aided the data analysis and provided supervisory advice for the 

manuscript. VG advised and helped develop the protocol, aided the data analysis 

and provided supervisory advice for the manuscript. 
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Preface 

 

“Are you sure you are a physiotherapist?” – A personal reflection of a 

journey from clinical practice to research 

As a newly qualified physiotherapist, there was an expectation to follow the 

biomedical assessments and treatments that were taught at undergraduate level 

and commonplace in clinical settings. Outcomes were often assessed according 

to biomedical factors such as muscle strength, balance and range of movement, 

with these measures determining success or failure of a physiotherapy 

intervention. Indeed, variation away from these traditional approaches was 

frequently frowned upon by other physiotherapists and managers. At 

undergraduate level, we were taught the pathology behind hip fracture and 

techniques to improve muscle strength, co-ordination, balance and so on. 

However, it was evident to see that two almost identical people, receiving the 

same surgical fixation and with the same physiotherapy treatments, often 

followed very different trajectories of ‘recovery’. From a biomedical perspective, 

this made no sense – they should have had the same outcomes. Thus, there was 

the suggestion that other contextual factors may have been more influential than 

the actual physiological processes occurring.  

As an increasingly experienced physiotherapist, with more credibility to support 

treatments, more seniority and thus clinical freedom, these contextual factors 

could be addressed more without fear of practice being questioned. Greater 

success for these people was the result, but the outcomes of interest were often 

considered atypical to physiotherapy. With an increasing interest in these factors, 

I was often asked if I was “sure that I was a physiotherapist?”, as traditionally 

these factors had been largely ignored by other physiotherapists I had worked 

with. This question has been asked on many occasions throughout my clinical 

career and reflects an approach that people liken more to their occupational 

therapy colleagues. 

This background formed the creation of this project. As a clinician, people with 

dementia who fractured their hip were challenging to treat – especially while trying 
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to conform their treatment to a traditional biomedical model focusing on physical 

impairment. The difficulties treating this population led me to seek any available 

evidence or research that would help inform my practice. The importance of using 

“evidence-based practice” had been highlighted all throughout my clinical career, 

yet the only evidence available favoured this biomedical approach. 

This project is developed as a result of the National Institute of Health Research 

(NIHR) Research Capacity in Dementia Care Pilot Programme (RCDCP) which 

was developed as part of the Government’s “Challenge on Dementia 2020” 

(Department of Health 2015), the aims of which were to improve the care and 

support for people with dementia and their carers, while also undertaking 

research into dementia and other neurodegenerative diseases. As part of the 

RCDCP, there was no set title or subject of the research, however, the project 

had to align with three set criteria; 

1) The project had to be clinically relevant 

2) The project had to result in the development of an intervention for the 

target population 

3) The aims had to align with the Research in Dementia Care Priorities as 

reported by a policy document published by the James Lindt Alliance 

in conjunction with the Alzheimer’s Society (Alzheimer's Society 2013) 

While the over-riding aim of this project was to develop an intervention to improve 

the management of this population, in order to do this, this thesis will seek to 

question the physiotherapy paradigm and frameworks which traditionally support 

the management of this population.  

Thesis overview 

This introductory chapter set the context for the remaining thesis by introducing 

dementia, hip fracture and the theoretical basis to rehabilitation. While it is not 

within the scope of this thesis to provide a detailed pathogenesis of dementia, a 

brief description is provided in this chapter in order to explain the symptoms that 

can be associated with different types of dementia and how this may affect the 

delivery of physiotherapy.  
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Chapter 2 presents the research design and critique of the methods used in the 

empirical work that was carried out as part of the thesis. It also seeks to explore 

the methodologies used and how these components relate to the development of 

a complex intervention. 

Chapters 3 to 5 present three studies which form the development phase of the 

intervention. Initially, a scoping review is described in Chapter 3, which highlights 

gaps in the existing evidence base. Chapters 4 and 5 seek to overcome this lack 

of research by means of two qualitative studies exploring i) the experiences of 

physiotherapists treating people with dementia following surgery for a hip fracture 

and ii) the experiences of people with dementia (and their carers) who have 

surgical repair of a hip fracture receiving physiotherapy. 

Chapter 6 demonstrates how this empirical work informed the theoretical 

development of the intervention. The components of the intervention are 

discussed alongside strategies to overcome difficulties faced in delivering 

physiotherapy treatment to this population. The feasibility and acceptability of this 

intervention is then explored and discussed in chapter 7. 

Chapter 8 provides the discussion and conclusion for the whole thesis and seeks 

to translate the results of the thesis into meaningful clinical and theoretical 

inferences and discuss the future potential for further evaluating the developed 

intervention. 
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Chapter 1.  Introduction 

1.1 Overview 

Hip fracture is a common injury, especially in older people, resulting in the 

estimated occupation of over 4000 inpatient beds in the UK at any time (Royal 

College of Physicians 2015). Over 70,000 people sustain a hip fracture in the UK 

each year, costing £2 billion in health and social care (National Institute for Health 

and Clinical Excellence 2016). People who fracture their hip often have multiple 

co-morbidities (de Luise, Brimacombe et al. 2008) of which it is estimated that 

dementia is the most prevalent, with studies reporting that 19 to 40% of older 

adults with a hip fracture have dementia (Seitz, Adunuri et al. 2011). The UK is 

mirroring the global picture and experiencing an ageing population (Office for 

National Statistics 2017) resulting in a significant increase in the number of 

people diagnosed with dementia, with global incidences of dementia doubling 

every twenty years to reach over 130 million people living with dementia by 2050 

(Prince 2015). It is estimated that people with dementia have a significantly 

greater risk of fracturing their hip (Melton, Beard et al. 1994, Weller and Schatzker 

2004). Thus, with increasing age of the population, in conjunction with greater 

incidences of dementia, the number of people with dementia who fracture their 

hip is likely to increase significantly.  

People with dementia who fracture their hip have more complex care needs with 

greater risk of complications, physical disabilities and social care requirements 

compared with people without dementia (Smith, Hameed et al. 2015). Indeed, the 

outcomes for people with dementia following hip fracture are poor, with a two-fold 

increase in mortality at twelve months post-operatively (Ruggiero, Bonamassa et 

al. 2017) and  a higher risk of morbidity (Heruti, Lusky et al. 1999, Berggren, 

Stenvall et al. 2016). This population experience longer hospital stays and a 

significantly greater proportion will require long term care home placement (Royal 

College of Physicians 2015), with only 30% of people with dementia returning 

home within 30 days of fracture (Royal College of Physicians 2015).   

In this chapter, the biological basis of hip fracture and dementia is explored and 

considers how these may affect the physiotherapy for a person with both 
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conditions concurrently. This is followed by a discussion of the existing theory 

related to physiotherapy from both a biomedical and a biopsychosocial 

perspective and how these theories may further affect the delivery (and receipt) 

of physiotherapy. The penultimate section of this chapter provides a personal 

reflection on how this thesis was developed and the role of previous clinical 

experience. 

1.2 Problem Statement  

While physiotherapy is a vital component in the treatment of people following hip 

fracture (National Institute for Health and Clinical Excellence 2011) the 

physiotherapy interventions for people with dementia who fracture their hip 

remains unclear, with little evidence to guide physiotherapists how to treat this 

population. 

1.3 Potential Impact of Thesis 

The aim of this thesis was to develop a physiotherapy intervention designed 

specifically for this population which could be incorporated into routine clinical 

practice. The thesis describes the development of this intervention, the feasibility 

of delivering it in routine clinical practice as well as the acceptability of receiving 

it. 

1.4 Aims of thesis 

The overall aim of this thesis was to: 

Determine the evidence surrounding the physiotherapy 

treatment for people with dementia following hip fracture and 

explore the experiences of those involved, thus leading to the 

development of an intervention which could be tested for 

feasibility.  

This body of work would determine the feasibility of undertaking a future 

randomised controlled trial (RCT) to test the effectiveness of the intervention. 
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1.4.1 Objectives 

In order to achieve the overall aim, the objectives for the thesis were to: 

- Determine the current state of the evidence surrounding the physiotherapy 

treatment of people with dementia who fracture their hip; 

- Identify evidence gaps which will limit the development of the intervention; 

- Undertake relevant primary research in order to gain a deeper 

understanding of the needs of people with dementia following hip fracture; 

- Test the feasibility and acceptability of the developed physiotherapy 

treatment to people with dementia who fracture their hip, carers and 

physiotherapists; 

- Involve service users in all stages of the research process; 

- Explore the theoretical basis surrounding physiotherapy interventions for 

this population. 

1.5 Dementia 

The term ‘dementia’ originated in the late 18th century from the Latin term 

“demens, dement-“ which translates to “out of one’s mind” (Oxford English 

Dictionary 2017). Dementia is a term used to describe a set of disorders affecting 

the brain, involving a global and continuing loss of cognitive and intellectual 

functioning, leading to difficulty maintaining social and occupational performance 

(Cummings 1984, McGilton, Davis et al. 2012). It is a chronic, progressive and 

ultimately fatal neurodegenerative disease (Murphy, Froggatt et al. 2016). 

1.5.1 Types of dementia 

While there are over 100 established different types of dementia (Draper 2013), 

it can be broadly categorised into four main types, although approximately 10-

30% have mixed aetiologies (Crystal, Dickson et al. 2000, Feldman, Levy et al. 

2003, Brunnström, Gustafson et al. 2009). An understanding of the different types 

of dementia and the associated difficulties that somebody may face with each 

type is vital in order to effectively deliver a health care intervention. An overview 

of each of the main types of dementia will now be discussed, with brief reference 

to the varying pathophysiology and the resultant symptoms and presentations, 
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with consideration as to how this may affect the delivery of a physiotherapy 

intervention. 

1.5.1.1 Alzheimer’s Dementia 

Alzheimer's dementia is the most common form of dementia and accounts for 

approximately two thirds of all cases in the UK (Prince, Knapp et al. 2014) and 

globally (Blennow, de Leon et al. 2006, Brunnstrom, Gustafson et al. 2009). First 

described by a German neurologist in 1906, Alois Alzheimer categorized the 

disease by the presence of senile plaques and neurofibrillary tangles in the cortex 

of the brain (Rodgers 2008). Since these observations were reported, several  

other hypotheses have been proposed to explain the pathogenesis of Alzheimer’s 

such as the cholinergic hypothesis (Francis, Palmer et al. 1999), amyloid 

hypothesis (Hardy and Selkoe 2002) and the Tau hypothesis (Maccioni, Farías 

et al. 2010). Although the underlying pathogenesis remains debateable, there is 

a commonality in belief that Alzheimer’s begins with the destruction of nerve cells 

in the parts of the brain that relate to memory. This mainly involves structures 

within the medial temporal lobe and hippocampus (Draper 2013). Damage within 

the hippocampus (a small region responsible for regulating emotion and memory) 

results in worsening short-term memory, followed by damage to the areas 

responsible for language and reasoning. With ongoing and irreversible atrophy 

(shrinkage) of the brain there is a resultant significant loss of functional ability 

(Draper 2013).  

The cholinergic hypothesis proposed that Alzheimer’s was the result of 

degeneration of cholinergic neurons, which are nerve cells in the basal forebrain. 

These primarily use acetylcholine as their neurotransmitter (Francis, Palmer et 

al. 1999) which is depleted with disease progression. The associated loss of 

cholinergic neurotransmission in the brain is responsible for the deterioration in 

cognitive function (Bartus, Dean et al. 1982). The amyloid theory suggests the 

presence of amyloid plaques to be the main characteristic of Alzheimer’s disease 

(Hardy and Selkoe 2002) and was also suggested by Alois Alzheimer (Rodgers 

2008). These plaques are thought to be a by-product of the disease rather than 

a cause (Draper 2013), consisting of insoluble deposits of beta-amyloid protein. 

This protein aggregates into clumps called oligomers, later combining with debris 
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from nerve cells and forms plaques (Hardy and Selkoe 2002). It is believed to be 

these oligomers which react with cells and synapses disrupting their function 

(Draper 2013) and later result in irreversible loss of brain cells and function. The 

second characteristic of Alzheimer’s disease as described by Alois Alzheimer 

was the presence of neurofibrillary tangles (Rodgers 2008), consisting of a 

protein called ‘Tau’ (Schneider, Biernat et al. 1999), reflecting the much studied 

‘Hypothesis of Tau’. The quantity of this protein present strongly relates to the 

severity and symptoms of dementia due to disruption of the transport of 

substances through nerve cells (Rojo, Fernández et al. 2008), with aggregated 

forms of tau appearing to act as a toxic stimuli contributing to neurodegeneration 

(Maccioni, Farías et al. 2010). 

While the pathogenesis of Alzheimer’s remains debatable and multifactorial, 

there appears a common belief that there is death and disruption of cell 

functioning within the medial temporal lobe and hippocampus, which gives rise to 

the significant and disabling symptoms of Alzheimer’s disease. These symptoms 

include progressive memory impairment, disorientation, confusion, reduced 

language skills, behavioural and intellectual changes and psychological 

symptoms such as depression. All of these symptoms have the potential to result 

in impairment in social and functional capacity which is common in Alzheimer’s 

dementia (Draper 2013).  Typically the onset is not discernable, but the symptoms 

progress gradually and steadily over the course of six to twelve years (Draper 

2013). There is a growing evidence base suggesting a correlation between 

Alzheimer’s and physical deterioration due to a reduction in muscle mass 

(Santana-Sosa, Barriopedro et al. 2008). This reduction in muscle mass has been 

linked to a decrease in physical activity, increased risk of falls, reduction in 

mobility and reduced quality of life (Dvorak and Poehlman 1998). Thus, the 

requirement for physiotherapy may increase as the condition progresses, 

however, the increasing cognitive decline may make it difficult for the person to 

participate in such healthcare interventions.  

1.5.1.2 Vascular Dementia 

Vascular dementia accounts for approximately 20% of all cases of dementia 

(NICE 2016) and the onset is often more rapid than other types of dementia, 
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frequently presenting with a sudden onset and a step-wise decline in cognitive 

functions over time (Brunnstrom, Gustafson et al. 2009, Pantoni, Pescini et al. 

2009). Vascular dementia describes a group of pathologies in which cognitive 

decline is directly related to cerebrovascular factors (Pantoni, Pescini et al. 2009, 

Iadecola 2013). The main causes are hemodynamic disorders such as stroke 

which affect the blood supply to the brain, embolisms blocking the blood vessels 

supplying the brain or hemorrhage into or around the brain (Draper 2013). The 

heterogeneity of pathologies causing this type of dementia makes the disease 

highly unpredictable and varied (Draper 2013).  

Vascular dementia more commonly affects the cerebral cortex, the outer layer of 

the brain, resulting in symptoms such as aphasia (difficulty communicating), 

apraxia (difficulty co-ordinating movement), agnosia (difficulty processing 

sensory information), lack of initiative, memory loss and sensory abnormalities 

(Pantoni, Pescini et al. 2009). All these symptoms will have an impact on the 

physical ability that a person presents with and due to the nature of step-wise 

declines, physical abilities will also decline in such a manner. In people with 

vascular dementia, the rapid and unpredictable alterations in physical ability and 

cognition may make it challenging to deliver effective physiotherapy. 

1.5.1.3 Dementia with Lewy Bodies 

A smaller proportion of cases are associated with dementia with Lewy bodies 

(Brunnstrom, Gustafson et al. 2009), comprising approximately fifteen percent of 

all dementia’s (NICE 2016). Memory tends to remain relatively intact in this form 

of dementia and is more commonly associated with reduced attention and 

visuospatial difficulties (Draper 2013). Hallucinations are common, alongside 

symptoms commonly associated with Parkinson’s disease, such as abnormalities 

in muscle tone, depression, recurrent falls and blackouts (Lennox 1992). 

Dementia with Lewy bodies is similar to the pathogenesis of Alzheimer's disease 

due to the presence of amyloid deposits and neurofibrillary tangles, although 

these are suggested to be less dense than in Alzheimer’s dementia (McKeith 

2006). Lewy bodies are most commonly found in the brain stem and cerebral 

cortex of the brain (McKeith 2006) and contain a protein called alpha-synuclein. 

Their location in neurons interferes significantly with the functionality of the 
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neuron and causes a wide variety of symptoms (Draper 2013). Thus, the 

symptoms associated with this type of dementia may have less physical 

presentations affecting physiotherapy, but may result in challenges in delivery of 

the intervention. 

1.5.1.4 Frontotemporal Dementia 

Less than ten percent of people with dementia can be classified as having 

frontotemporal dementia, which affects the frontal lobe and/or anterior temporal 

lobe (Draper 2013). The frontal lobe is responsible for executive function such as 

personality, reasoning processes and social behavior, while the anterior temporal 

lobe is responsible for speech, language and some memory functions. The area 

affected determines the symptoms that a person with frontotemporal dementia 

will present with, although the majority of memory is preserved for people 

experiencing frontotemporal dementia (Greicius, Geschwind et al. 2002). The 

location of brain affected causes less physical presentations than other forms of 

dementia. Commonly this type of dementia affects younger people, typically 

between 35 and 75 years of age (Draper 2013) and thus may not be typically 

experienced by a person who fractures their hip. 

1.5.2 Difficulties associated with dementia 

It is clear that the different types of dementia will result in different symptoms, 

however, there are commonalities in the symptoms experienced between the 

types of dementia. A person living with dementia may experience a variety of 

difficulties regardless of the type of dementia, some which may affect the ability 

to undertake a physiotherapy programme. A clear understanding of the expected 

difficulties may allow the physiotherapist to tailor the intervention to ensure that it 

is best suited to overcome the challenges that the patient experiences. The main 

difficulties that could affect the ability to undertake physiotherapy are discussed. 

Memory impairment is arguably one of the most significant and disabling 

symptoms of Alzheimer’s and vascular dementia, resulting from damage within 

the hippocampus and medial temporal lobe (Draper 2013). Evidence from human 

and experimental animals studies indicates that memory is organized into two 

systems with different functions and brain mechanisms. It can be broadly 
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classified into two distinctive categories – declarative and non-declarative. Non-

declarative memory refers to a set of systems that cannot be accessed through 

consciousness, but accessed during task performance (Squire 2004). This is a 

closely aligned with the concept of procedural memory (Cohen and Squire 1980). 

Procedural memory is the memory system that supports cognitive, motor and 

perceptual skill learning. Such memory systems allow a person to undertake 

functional activities without conscious thought. 

Declarative memory refers to a collection of long-term memory systems that are 

responsible for the acquisition, retention, and retrieval of information that can be 

consciously and intentionally recollected (LaVoie and Cobia 2007). Tulving 

(1972) supposed that declarative memory could be classified into two types – 

‘episodic memory’ which stores first-hand or personal experiences about events, 

and ‘semantic memory’, which involves memory that recalls facts (Tulving 1972). 

Episodic memory refers to memory for personally experienced events, including 

information about the particular time or place in which these events occurred 

(Tulving and Murray 1985).  Semantic memory refers to a person’s memory for 

general world knowledge, including conceptual knowledge (Tulving and Murray 

1985), thus retrieval of information from semantic memory allows for efficient 

language production and other higher order cognitive processes (LaVoie and 

Cobia 2007). Such memory may be important when teaching a person with 

dementia a new skill or piece of information and then being able to recall it.  

Similarly, people with dementia frequently struggle to learn new skills. There are 

two distinct methods of skill acquisition, these are explicit - that is conscious 

knowledge acquisition and intention recollection of previous experiences (Cohen 

and Squire 1980) or implicit which refers to learning of complex information 

without awareness or intention (Bourgeois, Laye et al. 2016). Damage within the 

hippocampus and medial temporal lobe results in decrease of explicit memory 

capacities with dementia progression, thus people with dementia are believed to 

heavily rely on implicit memory function (Kessels, Te Boekhorst et al. 2005, van 

Halteren-van Tilborg, Scherder et al. 2007, Klimkowicz-Mrowiec, Slowik et al. 

2008). Reduction in explicit memory results in difficulties learning new skills, 
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which could affect the ability of a person to undertake a physiotherapy 

programme. 

Communication difficulties represent a major challenge for people with dementia 

and is one of the most noticeable dementia-related declines in all forms of 

dementia (Burgio, Allen-Burge et al. 2000). Declines in communication primarily 

affects the semantic and pragmatic levels of language processing (Kemper, 

Anagnopoulos et al. 1994). Semantics involve the content of language and the 

meanings of words, and problems with semantic processing present with 

inappropriate word-finding and naming difficulties, poor word comprehension and 

loss of verbal fluency (Bayles, Tomoeda et al. 1992). Pragmatics concern how 

language is adapted to the situation (Boone and Plante 1993) and difficulties with 

pragmatic processing presents with people talking too much at inappropriate 

times, digressing from the topic, repetition or speaking too loudly (Santo Pietro 

and Ostuni 1997). 

A further challenging and disabling symptom of dementia is apathy. Apathy 

occurs in between 61 - 92% of people with Alzheimer’s dementia (Mega, 

Cummings et al. 1996) and has been defined as a disorder of motivation with 

additional loss or diminished goal-directed behaviours, cognitive activities and 

emotions (Robert, Onyike et al. 2009). Frequently a person will present with 

reduced initiation, lowered interest, lack of insight or poor persistence (Landes, 

Sperry et al. 2001) which are further factors which may affect the ability to engage 

a person with dementia in a rehabilitation program. Difficulties associated with 

dementia will be explored in greater detail in Chapter 6, where the intervention is 

discussed in relation to these difficulties and how they may be overcome.  

1.5.3 Epidemiology of dementia 

Concerns about an impending global dementia epidemic have strengthened in 

recent years. However, despite an apparent increase in interest in dementia, 

reports of an epidemic are not new. Concerns about a “silent epidemic” were first 

reported in the 1980’s (Beck, Benson et al. 1982) and it was highlighted that there 

was a need for more research addressing the causes, pathogenesis and medical 

interventions, as well as greater consideration regarding the importance of non-
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medical treatments. More recently, a review commissioned by the Australian 

Government highlighted the need for a greater understanding of the experiences 

and needs of people with dementia and their carers (Seeher, Withall et al. 2010) 

which was echoed by the recommendations of the James Lind Alliance dementia 

research priority setting review (Alzheimer's Society 2013). 

It is estimated that  850 000 people in the UK are currently living with dementia 

(Prince, Bryce et al. 2011), with this number expected to rise to one million people 

by 2025 and two million by 2050 (Prince, Knapp et al. 2014). This increase is 

reflected globally with the World Health Organization declaring dementia to be a 

public health priority in 2012 (World Health Organization (WHO) and Alzheimer 

Disease International 2012) citing rapidly increasing global prevalence with 

figures rising from 36.5 million people globally with dementia in 2010 to 115.4 

million in 2050. With the increased numbers of people living with dementia, it is 

proposed that there will be an increased burden on caregivers, community and 

residential care services (Alzheimer Society of Canada 2010, Prince, Bryce et al. 

2011) as well as increased pressure and demand on healthcare systems.  

1.5.4 Stages of dementia 

Dementia is a progressive and ultimately fatal neurodegenerative disease, so 

with advancing time, symptoms generally worsen. While the initial stages of 

dementia may only present with discrete and almost undetectable symptoms, 

advanced dementia is characterized by profound cognitive impairment, absence 

of verbal communication and complete functional dependence (Murphy, Froggatt 

et al. 2016). A palliative care approach, akin to that used with people with 

advanced cancer, may be appropriate to help manage this stage (Murphy, 

Froggatt et al. 2016), however very little research has been undertaken exploring 

palliative care interventions in advanced dementia. 

There are many tools used to attempt to define a person’s stage of dementia, 

with arguably the most common and highly validated being the Clinical Dementia 

Rating (CDR) (Hughes, Berg et al. 1982). Using this tool, the person with 

suspected dementia is evaluated in six areas: memory, orientation, judgment and 

problem solving, community engagement, home activities and personal care. The 
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scale rates a person’s dementia from 0.5 (very mild dementia) to 3 (severe). 

However, the use of such rating scales is controversial as they fail to separate 

more severe grades of dementia and also presuppose the availability of relevant 

background information, which may not be available (Hughes, Berg et al. 1982). 

While the stage of dementia does not directly affect the physiotherapy that needs 

to be delivered to a person, the stage may affect the most effective approach to 

delivering the physiotherapy. 

While this thesis did not target any particular severity of dementia, the various 

elements included involving people with dementia who were able to give consent 

to take part in the research and therefore have capacity to make that decision. 

While no attempts to formally classify the severity of dementia were made, it was 

anticipated that to be able to make such decisions requires a level of 

understanding and cognition that is akin to mild to moderate dementia and 

unlikely to relate to the later stages of dementia. Thus, the working diagnosis of 

dementia referred to in this thesis related to a diagnosis given by a medical 

professional with the pragmatic decision used to determine their ability to consent 

relating to the ability to make the decision rather than the stage of their dementia.  

1.5.5 Management of dementia 

Currently there is no disease-modifying cure for people with dementia, so 

treatment is directed mainly at managing the symptoms (Atri 2011) or slowing the 

rate of cognitive decline. The modest benefits of pharmacological interventions 

and the plethora of deleterious side effects (Cabrera, Sutcliffe et al. 2015) 

advocates that the first approach to management should be the exploration of 

behavioural and psychological interventions (Forbes, Forbes et al. 2015), as 

behavioural and psychiatric symptoms create the most difficulties for individuals 

with dementia and their caregivers (Kales, Gitlin et al. 2014). The use of 

pharmacological interventions may be considered where such behavioural 

interventions are not effective, or in conjunction with these.  Exercise is a lifestyle 

factor that could be effective in treating the symptoms of dementia or delaying its 

progression (Lautenschlager, Cox et al. 2010). Such use of exercise can be used 

to treat the symptoms of dementia, or treat the associated physical disturbances 

that people with dementia may experience.  
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Non-pharmacological treatments aim to tackle the behavioural disturbances, 

which the majority of people with dementia will develop. There are a wide variety 

of such symptoms, including agitation, disruptive behaviour, wandering, 

irritability, hallucinations, anxiety, depression, apathy, delusions, disinhibition and 

sleep disturbances (Cerejeira, Lagarto et al. 2012). There are numerous non-

pharmacological approaches to the management of people with dementia, which 

aim to reduce the severity of neuropsychiatric symptoms (Douglas, James et al. 

2004). Such treatments include sensory interventions (Gonzalez and Kirkevold 

2014, Livingston, Kelly et al. 2014, Rokstad, Vatne et al. 2015), dementia care 

mapping (Livingston, Kelly et al. 2014); cognitive–behavioural therapy, cognitive 

stimulation therapy (Spector, Orrell et al. 2010, Woods, Aguirre et al. 2012) and 

simulated presence therapy. A recent meta-analysis (Brodaty and Arasaratnam 

2012) looking at similar interventions reported a reduction in behavioural and 

psychological symptoms, with an overall effect size of 0.34 (95% CI= 0.20–0.48; 

z=4.87; p<0.01), which was similar to those found with pharmacological 

interventions. They also reported an effectiveness in improving caregiver ability 

to cope with the symptoms, with an overall effect size of 0.15 (95% CI=0.04–0.26; 

z=2.76; p=0.006). 

1.5.5.1 Exercise 

Several authors have suggested that exercise is an effective strategy in improving 

cognitive function in older people (Erickson, Voss et al. 2011, Tseng, Gau et al. 

2011, Forbes, Forbes et al. 2015, Hernández, Sandreschi et al. 2015) while also 

improving the ability to perform activities of daily living (Forbes, Forbes et al. 

2015). A recent systematic review (Hernández, Sandreschi et al. 2015) looking 

at exercise interventions for people with Alzheimer’s dementia highlighted 

beneficial effects of exercise in thirteen out of the fourteen studies included in the 

review. Further benefits of exercise are believed to be improving neuropsychiatric 

disturbances, cardiovascular and cardiorespiratory fitness (Venturelli, Scarsini et 

al. 2011), physical functioning (Hernández, Sandreschi et al. 2015), as well as 

improvements in cognition or slowing the rate of decline (Venturelli, Scarsini et 

al. 2011). However, despite several authors reporting positive outcomes of 

exercise on cognition, a recent NIHR Health Technology Assessment funded 

study (Lamb, Mistry et al. 2018) suggested that moderate to high intensity aerobic 
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exercise and strength training had no effect on cognition. Their intervention 

comprised a supervised part of twice-weekly exercise classes over a four months 

period followed by a period of unsupervised exercise. While there was no 

improvement in cognition, there was a noted improvement in physical ability. 

There is believed to be strong correlation between cerebellar blood flow and 

cognitive function (Burns, Cronk et al. 2008), therefore as exercise can improve 

vascular health by reducing blood pressure (Fleg and Strait 2012) and improving 

arterial elasticity (Fleg and Strait 2012), the resultant improved cerebellar blood 

flow (Davenport, Hogan et al. 2012) is believed to improve or maintain cognitive 

function (Maass, Düzel et al. 2015). Exercise may also preserve neuronal 

structure and promote the generation of new neurons, the formation of synapses 

between these neurons and improve blood supply (Colcombe, Erickson et al. 

2003) which is suggested to help regulate neuroplasticity (the adaptability of the 

brain) during the ageing process (Vaynman, Ying et al. 2003).  

While exercise could be seen as central to physiotherapy practice, exercise would 

not routinely be carried out by physiotherapists with the sole aim to improve 

cognitive function or to reduce neuropsychiatric symptoms of dementia. Instead, 

physiotherapy is described to be used in the ‘prevention, treatment or 

rehabilitation of disorders or dysfunction of human movement’ (Higgs, Refshauge 

et al. 2001). Such dysfunction may result from congenital deformity, disease, 

trauma, misuse or disuse (Higgs, Refshauge et al. 2001), or the physical 

manifestation related to decreased activity levels that could be associated with 

dementia. 

1.6 Hip fracture 

The hip is a ball and socket joint between the femur and the pelvis, fractures of 

which are common, especially among older people (Frost, Nguyen et al. 2011) 

and are often termed ‘fragility fractures’ due to the presence of osteoporosis or 

osteopenia (Elliot-Gibson, Bogoch et al. 2004). Usually the result of a fall, the 

person will experience severe hip pain, frequently a shortened and externally 

rotated leg and the inability to bare weight or walk on the fractured side (Marks, 

Allegrante et al. 2003). Approximately 70,000 hip fractures occur annually in the 
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UK (National Institute for Health and Clinical Excellence 2011), but with an ageing 

population, annual incidence will rise to 101,000 in 2020, with an associated 

increase in annual expenditure that could reach £2.2 billion (National Institute for 

Health and Clinical Excellence 2011). Globally, the number of elderly individuals 

is increasing in every geographical region, and it is estimated that the worldwide 

incidence of hip fracture will rise from 1.66 million in 1990 to 6.26 million by 2050 

(Cooper, Campion et al. 1992). 

Hip fractures can be classified as one of two types (Figure 1): intracapsular, 

fractures within or proximal to the hip joint capsule; and extracapsular, which 

represent fractures occurring outside or distal to the hip joint capsule (Parker and 

Handoll 2010). The location and type of fracture will influence the management 

of the injury and thus the recovery following surgical repair. Intracapsular 

fractures carry a risk of disruption of the blood supply to the head of the femur 

when the fracture is displaced and therefore a hemiarthroplasty is usually 

undertaken (Gurusamy, Parker et al. 2005, Parker and Handoll 2010). 

Extracapsular fractures, have less risk of disrupting the blood supply, so are 

predominantly stabilised with surgical fixation using a plate and screws on the 

surface of the bone or a nail within the central cavity of the bone (Parker and 

Gurusamy 2005). While, the physiotherapy for each type of fracture is essentially 

the same, it must be noted that the trajectory of recovery varies between the 

different types of repair. People with extracapsular repairs are proposed to have 

a longer inpatient stay and greater risk of discharge to nursing home than those 

with intracapsular repair (Fox, Magaziner et al. 1999). Mortality at two and six 

months was also reported to be higher from extracapsular fractures with longer 

being taken to regain functional ability (Smith, Hameed et al. 2013). 
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Figure 1 - Classification of hip fracture (Parker and Johansen 2006) 

 

1.6.1 Guidelines 

Various national and international guidelines have been produced in order to 

guide clinical practice. The Scottish Intercollegiate Guidelines Network were one 

of the first organisations to develop guidelines to manage this population. These 

guidelines (SIGN 2009) highlight three particular areas of consideration in relation 

to the rehabilitation of people with hip fracture, including nutritional 

considerations, multidisciplinary rehabilitation and medical management. It 

further reports that: 

“Rehabilitation should be commenced early to promote independent mobility and 

function. The initial emphasis should be on walking and activities of daily living 

(ADL), for example, transferring, washing, dressing, and toileting.”  

In the United Kingdom, practice is informed by guideline CG124 from NICE 

(National Institute for Health and Clinical Excellence 2011), which advises that 

health services should: 
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“Offer patients a physiotherapy assessment and, unless medically or surgically 

contraindicated, mobilisation on the day after surgery.  Offer patients mobilisation 

at least once a day and ensure regular physiotherapy review.”  

The American Academy of Orthopaedic Surgeons provide a guideline (American 

Academy of Orthopaedic Surgeons 2014) to inform practice in the United States 

of America. Their guidance suggests that there is: 

“Moderate evidence supports supervised occupational and physical therapy across 

the continuum of care, including home, to improve functional outcomes and fall 

prevention.  Strong evidence supports intensive home physical therapy to improve 

functional outcomes.” 

Australia and New Zealand’s guidelines (Australian and New Zealand Hip 

Fracture Registry 2014) were informed by the NICE guidelines and provide the 

following statements:  

“Offer patients mobilisation at least once a day and ensure regular physiotherapy 

review. Unless medically or surgically contraindicated, mobilisation should start 

the day after surgery. Offer patients a physiotherapy assessment.” 

While all the guidelines suggest the importance of early assessment and 

mobilisation in conjunction with regular mobilisation, they all fail to provide 

guidance for people who have coexisting dementia or cognitive problems. 

Furthermore, they fail to provide clinicians with advice about the actual 

physiotherapy interventions that may be beneficial, with greater focus on the 

acute stages of rehabilitation and little consideration for the later stages of 

recovery. 

1.6.2 Rehabilitation 

To date, four Cochrane reviews have reported on rehabilitation interventions for 

hip fracture (Crotty, Unroe et al. 2009, Handoll, Cameron et al. 2009, Handoll, 

Sherrington et al. 2011), including only one with populations of people with 

dementia (Smith, Hameed et al. 2015). The majority of papers in these reviews 

relate to the acute phase of rehabilitation, or the initiation of rehabilitation in the 
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acute setting continuing into a community setting. No Cochrane reviews have 

studied community based interventions as the primary focus. 

1.6.2.1 Acute setting 

People who fracture their hip will undergo surgical fixation to repair the fracture 

(Uzoigwe, Burnand et al. 2013), the type of which repair is used depends on 

factors such as the type of fracture, the degree of comminution (number of bone 

fragments that are present), consideration of other pre-morbid factors such as 

presence of osteoarthritis or osteoporosis (Miyamoto, Kaplan et al. 2008) as well 

as the location of the fracture as previously discussed. Regardless of the type of 

surgery undertaken, the aims of the surgery are to restore the anatomic 

arrangement of the limb in order to reduce pain and to enable weight bearing 

(Lyons 1997). NICE guidance states that a patient should be offered a 

physiotherapy assessment and mobilisation on the day after surgery and 

mobilised at least daily after this (National Institute for Health and Clinical 

Excellence 2011). However, this acute phase of the treatment is often complex 

with a plethora of complications such as post-operative pain (Morrison, 

Magaziner et al. 2003), chest infection, heart failure (Roche, Wenn et al. 2005), 

or a combination of all of these.  

The bulk of research involving the acute phase of rehabilitation focuses on 

multidisciplinary interventions (Halbert, Crotty et al. 2007), or enhanced models 

of rehabilitation (Smith, Hameed et al. 2015) in relation to length of stay or 

discharge destination rather than individual physiotherapy interventions. There is 

little recent research relating to the physiotherapy interventions in the acute 

setting. A small Australian RCT (Kimmel, Liew et al. 2016) sought to determine 

whether increasing the intensity of physiotherapy in the acute setting could 

improve outcomes. They reported reduced length of stay and an improvement in 

the Iowa Level of Assistance (mILOA) score for the intervention group who 

received intensive input.  

The most recent Cochrane review (Handoll, Sherrington et al. 2011) sought to 

determine the effectiveness of physiotherapy interventions to improve mobility 

after surgery to repair hip fracture. They included nineteen studies, of which 
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twelve were studies involving interventions commenced during the acute, in-

patient phase of rehabilitation. Improvements in mobility were reported in several 

studies including a two-week weight-bearing programme (Sherrington, Lord et al. 

2003), a quadriceps muscle strengthening exercise programme (Mitchell, Stott et 

al. 2001) and electrical stimulation aimed at alleviating pain (Gorodetskyi, 

Gorodnichenko et al. 2007). Conversely, other studies that they included reported 

no significant improvement in mobility from a treadmill gait retraining programme 

(Baker, Evans et al. 1991), twelve weeks of resistance training (Miller, Crotty et 

al. 2006) or sixteen weeks of weight-bearing exercises (Moseley, Sherrington et 

al. 2009). The authors included one historic trial (Abrami and Stevens 1964) 

which found no significant difference in the quantity or type of unfavourable 

outcomes for weight bearing started at two versus twelve weeks. One included 

RCT (Oldmeadow, Edwards et al. 2006) studied early gait re-education (within 

48 hours of surgery) reporting accelerated functional recovery and was 

associated with more discharges directly home and less to high-level care. Of two 

trials included involving intensive physiotherapy regimes, one found no difference 

in recovery (Karumo 1977), the other reported a higher level of drop-out in the 

more intensive group (Lauridsen, de la Cour et al. 2002), but no difference in 

physical outcomes. Two trials tested electrical stimulation of the quadriceps: one 

found no benefit and poor tolerance of the intervention (Braid, Barber et al. 2008); 

the other reported improved mobility and good tolerance (Lamb, Oldham et al. 

2002). Overall the review concluded that there was insufficient evidence to 

establish the best strategies for enhancing mobility after hip fracture surgery, 

citing poor methodological quality of included studies and small sample sizes. 

A prior Cochrane review by Handoll and colleagues (Handoll, Cameron et al. 

2009) identified thirteen articles relevant to the multidisciplinary rehabilitation of 

people following hip fracture, eleven of which included interventions which were 

delivered within in-patient settings. The interventions included pathways with 

more intensive rehabilitation programmes (Cameron, Lyle et al. 1993, Swanson, 

Day et al. 1998, Vidán, Serra et al. 2005, Shyu, Liang et al. 2008), early mobility 

and detailed discharge planning (Naglie, Tansey et al. 2002, Stenvall, Olofsson 

et al. 2007) and designated rehabilitation delivered by specialised 
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multidisciplinary teams (Huusko, Karppi et al. 2002). None of the trials recruited 

people with dementia and none were specific to physiotherapy. 

Crotty and colleagues’ Cochrane review (2009) sought to evaluate the effects of 

interventions specifically aimed at improving and restoring physical and 

psychosocial functioning after a hip fracture in older people, identifying nine 

relevant trials. These investigated rehabilitation strategies including educational 

and psychological interventions to facilitate exercise and activities of daily living 

tasks, rather than specific physiotherapy interventions. Three of these were 

initiated while the patient was an in-patient (Stromberg, Öhlen et al. 1999, 

Hagsten, Svensson et al. 2004, Burns, Banerjee et al. 2007) and two trials started 

their interventions during the in-patient stay but continued following discharge 

(Huang and Liang 2005, Allegrante, Peterson et al. 2007). The authors concluded 

that some outcomes may be amenable to psychosocial treatments; however, 

there was insufficient evidence to elicit a change to practice.  

1.6.2.2 Post-acute management 

The post-acute phase begins when medical stability has been achieved. 

Accelerated discharge and home-based rehabilitation may lead to better 

outcomes following hip fracture, including reduced falls, improvements in health-

related quality of life and lower caregiver burden (Crotty, Whitehead et al. 2002). 

Generally, this phase occurs in rehabilitation settings or in the community (own 

home or residential/nursing home placements) and revolves around improving 

physical function and reducing dependence. However, long-term functional 

recovery is frequently considered to be poor (Heruti, Lusky et al. 1999), with an 

estimated 27% to 59% of people moving into permanent long-term care within 

the first year after fracture (Fransen, Woodward et al. 2002, Leibson, Tosteson 

et al. 2002). 

No systematic reviews have specifically sought to collate the literature 

surrounding physiotherapy interventions in the post-acute setting. The amount, 

timings and type of post-acute physiotherapy following hip fracture remains 

controversial. When physiotherapy is initiated rapidly following discharge from 

hospital, RCTs have reported improvements in physical outcome measures and 
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health-related quality of life after twelve weeks of intensive physical training 

(Hauer, Pfisterer et al. 2003) and a home-based physical therapy programme 

(Tsauo, Leu et al. 2005) comprising of range of movement, strengthening and 

functional exercises.  An RCT of extended out-patient physiotherapy (Binder, 

Brown et al. 2004) reported improved outcome after six months of intensive 

physical training following on from ‘standard physiotherapy’, a further RCT 

exploring the effects of exercise for women post hip fracture (Resnick, D'Adamo 

et al. 2008) found increased activity levels from a one year exercise programme, 

however another found no significant effects of home-based resistance or aerobic 

training (Mangione, Craik et al. 2005). Sherrington and colleagues (1997) 

compared the effects of commencing physiotherapy later on in the rehabilitation 

process. They reported improvements in balance and functional performance, 

although no changes in strength, when starting physiotherapy 22 weeks after 

injury (Sherrington, Lord et al. 2004), but found that home-based weight-bearing 

exercises starting at seven months produced no significant improvement in 

mobility (Sherrington and Lord 1997).  

A recent Health Technology Assessment (HTA) funded study (Williams, Roberts 

et al. 2017) sought to develop an enhanced community-based rehabilitation 

package following surgical treatment for proximal femoral fracture. This two 

phase study initially sought to develop the intervention based on a realist review, 

focus groups and a cohort study. Data generated resulted in the development of 

an intervention which could be tailored to the individual and aimed to increase 

the amount and quality of exercise, while addressing physical and psychological 

issues relating to the hip fracture. There was also emphasis on improving the co-

ordination of services. The second phase of the study sought to test the feasibility 

of delivering the intervention using a parallel-group, randomised study design. 

They reported that trial methods were feasible in terms of eligibility, recruitment 

and retention, but noted that recruitment was challenging due to factors such as 

perceived burden of the intervention, staffing capacity and lack of mental 

capacity. With approximately 40% of people who fracture their hip having 

dementia or cognitive difficulties (Seitz, Adunuri et al. 2011), this limits the 

potential of this intervention. 
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1.6.3 Hip fracture and dementia 

A large proportion of people who fracture their hip will have coexisting dementia 

or other cognitive difficulties (Seitz, Adunuri et al. 2011), while it is estimated that 

people with dementia are approximately three times more likely to sustain a hip 

fracture than sex- and age-matched controls without dementia (Melton, Beard et 

al. 1994). A systematic review of observational studies found that 20% of people 

with hip fracture meet formal diagnostic criteria for dementia and 42% are 

cognitively impaired (Seitz, Adunuri et al. 2011). As the number of people with 

dementia increases, there will be a concurrent increase in the number of people 

with dementia and hip fracture over the coming decades.  

The nature of the physical  interventions for people with co-existing dementia are 

akin to those without, however the timescale for progress through each phase 

may be prolonged with longer length of hospital stay (Clague, Craddock et al. 

2002) and treatments may need adapting to make them more appropriate for a 

person with dementia. Longer, more complicated rehabilitation means that it is 

estimated that the health and social care is approximately 20% greater than those 

without dementia, with an estimated annual cost of hip fracture being £34,200 per 

person and £40,300 per person with dementia (Henderson, Malley et al. 2007).It 

is estimated that, in the UK, 80,000 people will fracture their hip each year 

(Mitchell and Bateman 2012), costing £2.3 billion (Health Economics Research 

Centre 2010). Of these 40% will have coexisting dementia (Mitchell and Bateman 

2012), which equates to approximately 32,000 people at a cost of £0.92 billion 

per year. 

The only Cochrane review of rehabilitation of people with dementia following hip 

fracture sought to determine the effectiveness of models of care including 

enhanced rehabilitation strategies (Smith, Hameed et al. 2015). They included 

five trials with a total of 316 participants, all of whom formed subgroups of people 

with dementia or cognitive impairment as part of larger RCT’s of older people 

following hip fracture. Four trials evaluated models of enhanced interdisciplinary 

rehabilitation and care, two of these for inpatients only (Huusko, Karppi et al. 

2000, Stenvall, Berggren et al. 2012) and two for inpatients followed by home 

based interventions (Uy, Kurrle et al. 2008, Shyu, Tsai et al. 2012). No studies 
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specifically focused on physiotherapy interventions, nor did any describe the 

physiotherapy when it was part of a wider intervention package. The authors 

concluded that there was low-quality evidence to indicate that enhanced 

rehabilitation pathways led to lower rates of complications in the short-term. They 

also concluded that there was insufficient evidence to determine the important 

components within such a programme. All of the included trials were 

underpowered subgroups of people with dementia from larger hip fracture trials. 

The literature surrounding physiotherapy interventions for people who fracture 

their hip who have dementia will be discussed in detail in Chapter 3 as part of a 

scoping review that was undertaken as the first stage of this thesis. 

1.7 Rehabilitation 

Prior to discussing the rehabilitation of this population, it is important to define the 

term “rehabilitation” as it has varied meanings according to the context in which 

it is used. The word stems for the Latin term “habil” meaning ‘to enable’ and this 

is the basis of the definition within healthcare settings. The earliest definitions of 

the term proposed that the process involved aiming to return to a level of physical 

functioning in relation to reducing disability and impairment, although even the 

early definitions such as that of Jefferson (1941) highlighted the importance of 

rehabilitation seeking to improve a persons’ ‘usefulness and happiness’. This 

early definition suggested that rehabilitation consisted of more than just a 

biomedical improvement, orientating towards a more biopsychosocial approach, 

which will be discussed later in this chapter. The WHO define rehabilitation as "a 

set of measures that assist individuals, who experience or are likely to experience 

disability, to achieve and maintain optimum functioning in interaction with their 

environments" (World Health Organization 2011). Using this definition as a basis, 

the theoretical and practical aspects of rehabilitation will now be discussed. 

Whereas exercise can improve or maintain cognitive function and behavioural 

symptoms associated with dementia (Erickson, Voss et al. 2011, Tseng, Gau et 

al. 2011, Forbes, Forbes et al. 2015, Hernández, Sandreschi et al. 2015), 

targeted exercise may be useful to treat the physical presentations that people 

with dementia may experience. Gait impediments, reduced balance and impaired 

postural control (Cieślik, Jaworska et al. 2016) in combination with impairments 
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in cognition lead people with dementia to be at a greater risk of falls, fractures 

(Friedman and Mendelson 2014) and reduced activity levels. Furthermore, older 

people are more prone to musculoskeletal disorders such as osteoarthritis 

(Felson and Zhang 1998). All of these problems may lead to a need for 

physiotherapy or other types of rehabilitation. 

1.7.1 Rehabilitation Paradigm 

The evolution of physiotherapy as an autonomous profession has resulted in 

suggestion that the theoretical basis of physiotherapy needs to be revised (Bithell 

2000, Bithell 2005). Revision in the theoretical basis which underpins 

physiotherapy practice may be needed in order to gain understanding about the 

influences that underpin physiotherapy practice and development (Bithell 2005, 

Gibson, Nixon et al. 2010), while moving away from a biomedical approach to the 

treatment and management of people. Various authors have suggested different 

models and theories to understand the complexities of rehabilitation, but all 

depend on the concepts of health, illness and the influence of the ‘body’. It is also 

important to consider the definition of “rehabilitation” as the use of the term can 

vary significantly depending on the context and person being rehabilitated (Dean, 

Siegert et al. 2012). The use of the term “rehabilitation” and “therapy” seem to be 

used interchangeably with little consensus as to how to determine what 

constitutes either. For the purpose of this thesis, physiotherapy is considered a 

form of therapy which contributes to the overall rehabilitation of a person, but with 

an appreciation that the rehabilitation of a person with dementia following hip 

fracture involves many other therapies than just physiotherapy. 

1.7.1.1 History of Physiotherapy 

The emergence of physiotherapy in the UK can be traced back to the creation of 

the Society of Trained Masseuses, the forbearer to the Chartered Society of 

Physiotherapy (CSP) (Roberts 1994). Originating from a background of massage, 

the profession sought to increase its respectability by aligning with the medical 

profession and thus the medical model was central to the philosophy and 

theoretical underpinnings of the profession (Wicksteed 1948). The rapid increase 

in membership and co-ordination of the organisation led to a Royal Charter being 

granted in the 1920s. It was advocated that the adoption of medical patronage 
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had the benefit of increasing recognition of the profession, although this led to 

members having to accept being governed and managed by doctors. Perhaps 

more significantly, it led to doctors dominating the development of theories 

surrounding physiotherapy and thus adopting a biomedical approach to 

physiotherapy (Sim 1990). Despite the lack of autonomy, adoption of a medical 

model was believed to have been vital to increase the legitimacy of the profession 

(Nicholls and Gibson 2010). 

“This was the bargain struck in 1894 - we, the doctors, will allow 

and even encourage you, the physiotherapists, to practise - so 

long as you justify what you do in our (medical) terms. It has 

denied physiotherapy the chance to define its own knowledge 

base and has led to the moulding of physiotherapy practice to 

meet the needs of the medical profession.” (Roberts 1994) 

In 1977 the CSP was awarded professional autonomy, whereby physiotherapists 

achieved independence by acquiring the right of self-management. Where 

physiotherapists had previously been managed by doctors, this allowed 

physiotherapists to independently assess and treat people without medical 

involvement (Øvretveit 1985), while also beginning to develop new theoretical 

perspectives relating to physiotherapy (Gibson, Nixon et al. 2010). This autonomy 

is now reflected globally as the majority of physiotherapists can operate as 

autonomous clinicians (Irwin-Curruthers 1995). 

1.7.1.2 Concept of ‘health’ and ‘illness’ 

Defining illness depends initially on the concept of what it means to be ‘healthy’, 

as illness could be considered a deviation from this ‘healthy’ norm (Leplege, 

Barral et al. 2016). However the concept of what constitutes health may vary 

between cultures (Jorgensen 2000) and also between professions and 

individuals. This highlights the importance of determining a patient’s perspective 

about what it means to them to be healthy and not just assume everybody has 

the same universal interpretation (Strauss 1986 ). Furthermore, the 

understanding of the concept of a person’s ‘body’ will influence their 



C h a p t e r  1  

25 | P a g e  

understanding and beliefs around health and illness. While the body is 

undoubtedly biological in nature, a person’s body is also defined by the concept 

and understanding of the body related to cultural and personal beliefs (Jorgensen 

2000). Therefore, while the culture not only affects the body, it must be 

considered that this helps to create understanding about the body’s form, function 

and meaning for the individual person (Synnott 1993). 

1.7.1.3 Biomedical approach 

Development of physiotherapy from a medical background led to the acceptance 

of a biomedical approach (Sim 1990) where the ‘body’ was central to the 

assessment and management of people. Suggestions that historically, 

physiotherapists have largely ignored the wider context of health and illness, 

including social, cultural and psychological scopes are widespread (Higgs, 

Refshauge et al. 2001). This biomedical approach relates to disease as being 

divergent from normal functioning and therefore ‘health’ is considered absence 

of this disease (Lewis 2011), with disability being the physical result of disease, 

illness or injury. Treatment is aimed solely at curing the disease and thus reducing 

the disability. However, the WHO’s definition of health, states “health is a state of 

complete physical, mental, and social well-being and not merely the absence of 

disease or infirmity” (World Health Organization 2001), suggesting that a 

biomedical approach may fail to consider the greater context around health. 

Various authors reject the use of this model suggesting that it is not appropriate 

to form the theoretical basis for assessment or treatment for chronic conditions 

with multiple physical and psychosocial impacts (Lundström 2008).  

1.7.1.4 Biopsychosocial approaches 

A pivotal paper in 1977 by a psychiatrist, George L. Engel, titled “The need for a 

new model: A challenge for biomedicine” (Engel 1977) argued that the dominant 

biomedical model of disease was insufficient for a complete understanding of 

health. He stated that a biomedical approach ‘‘assumes disease to be fully 

accounted for by deviations from the norm of measurable, biological variables. It 

leaves no room within its framework for the social, psychological and behavioural 

dimensions of illness’’ (p. 130). Engel highlighted the importance of merging 

biomedical and psychosocial aspects of health, which encouraged clinicians to 
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consider not only biological components, but also the individual and societal 

contexts of the individual’s experiences.  

The use of a purely biomedical model in physiotherapy fails to meet the needs of 

a developing profession and resulted in the development of a plethora of different 

models being theorized (Nicholls and Gibson 2010). While these models all 

present with a variety of interacting components and subtle differences, they all 

have commonalities of the presence of both biomedical and psychosocial 

components (Jones, Edwards et al. 2002). The use of such a biopsychosocial 

model in the management of people with dementia and hip fracture has many 

potential advantages over the use of purely biomedical approaches. While 

dementia and hip fracture have physiological impacts, the consequences of these 

have multiple and significant effects on the persons’ ability to engage in social 

activities, in conjunction with psychological disturbances. While these factors are 

vital to help understand difficulties that a person with dementia may face when 

undertaking physiotherapy, it is also important to understand the influences these 

have on the person’s ability to function and participate in meaningful (to the 

patient) activities. The WHO incorporated these principles into a conceptual 

model, termed the “International Classification of Impairment, Disability and 

Handicap (ICIDH) which preceded a revised version termed International 

Classification of Functioning (ICF). 

1.7.1.4.1 International Classification of Impairment, Disability and Handicap  

The introduction of the WHO’s ICIDH (World Health Organization 1980) in the 

1980s was seen as a significant advance in models of rehabilitation (Post, de 

Witte et al. 1999). The aim of this framework was to incorporate contextual factors 

into the management and treatment of people with disability or disease, factors 

which physiotherapists had historically been suggested to neglect (Kerry, 

Maddocks et al. 2008). The model comprised four key concepts in a linear 

causative model (Figure 2) where physiological symptoms are classified as 

impairments, causing functional deficits resulting in disability. This disability then 

restricts a person from participating in social roles, thus causing a handicap 

(Pfeiffer 1998). Described merely as a tool of classification, its use as a model of 

rehabilitation was questioned further as it still placed emphasis on a medical 
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approach to treating the impairments which then would reduce the disability and 

therefore the handicap (Post, de Witte et al. 1999), failing to emphasise the 

importance of social and environmental factors that affect the management of 

people, such as those with dementia. Furthermore, the framework emphasised 

the importance of a diagnosis to lead to treatment (Dickson 1996), so it’s validity 

for chronic conditions such as dementia is questionable where a ‘cure’ is not the 

aim of rehabilitation. 

 

Figure 2 - International Classification of Impairment, Disability and Handicap (World Health Organization 
1980) 

 

 

Figure 3 - International Classification of Health and Functioning (World Health Organization 2001) 
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1.7.1.4.2 International Classification of Functioning (ICF) 

The limitations of the initial model for use within health settings, led to the 

development of a new version of the ICIDH framework being developed (Figure 

3). The creation of the ICF shifted the focus of the framework from impairment to 

function (World Health Organization 2001). This model seeks to determine the 

burden of a disease or disorder in relation to the difficulties in functional 

performance or participation that it causes, taking into account contextual and 

personal factors which may have influence on the situation. Thus, it focuses on a 

person’s ability and performance rather than the disability they face (Nordenfelt 

2006) although arguably it fails to consider the desire they have to undertake 

activities (Post, de Witte et al. 1999, Nordenfelt 2006) and further fails to consider 

a persons’ values and quality of life (Wade and Halligan 2003). As such, several 

authors still propose that is an incomplete framework for describing people with 

long term health conditions (Wade and Halligan 2003). 

1.7.1.4.3 Person-centred care approach 

Person-centred care (PCC) was a concept first introduced by Tom Kitwood 

(Kitwood 1988) and is now a well-established biopsychosocial approach to 

diagnosis and management of the care of older people in the UK (Clissett, Porock 

et al. 2013).  In 2006, NICE commanded acute hospital Trusts in the UK to provide 

services that were aligned with the principles of PCC (National Institute for Health 

Clinical Excellence 2006) and was further supported by the National Dementia 

Strategy (Department of Health 2009) which sought to ensure that significant 

improvements were made to dementia services. These encompassed three key 

aspects including improved awareness, earlier diagnosis and intervention and a 

higher quality of care (Department of Health 2009). 

Kitwood proposed that the actions of people with dementia were affected by more 

than just the disease process in isolation. He advised that it was in fact related to 

various aspects such as the stage of neurological impairment, pre-morbid health, 

life history and by how they are perceived within their social contexts. The goal 

of PCC is to retain a person’s personhood despite the presence of cognitive 

impairment (Dewing 2000). Kitwood defined personhood as ‘the standing or 
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status that is bestowed upon one human being, by others, in the context of 

relationship and social being’ (Kitwood 1997), p8]. 

The Health Foundation (Collins 2014) has identified a framework that comprises 

four principles of person-centred care (Figure 4): 

 Affording people dignity, compassion and respect.  

 Offering coordinated care, support or treatment.  

 Offering personalised care, support or treatment.  

 Supporting people to recognise and develop their own strengths and 

abilities to enable them to live an independent and fulfilling life.  

 

Figure 4 - Person centred care (Collins 2014) 

 

The various biopsychosocial models all emphasise the importance of involving 

the person in their care with the aim of ensuring that the care is tailored to meet 

their needs most effectively.  
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1.8 Summary 

This chapter has introduced the background to the project in relation to the aims 

and objectives. Following this introductory chapter, chapter 2 will provide 

justification of the methodologies used to meet these objectives and contribute to 

achieving the over-riding aim. The methodological principles and underlying 

theory relating to the development of a complex intervention will be discussed in 

relation to the Medical Research Council’s Framework for developing and 

evaluating complex interventions (MRC 2008). 
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Chapter 2.  Design and Methodology 

In this chapter, the methodology chosen to achieve the aim and objectives of this 

thesis is presented. Initially, the “complexity” of the intervention is discussed as 

this informs the structure of the thesis. Decisions about methodological choices 

are outlined in the context of the Medical Research Council (MRC) Complex 

Intervention Framework (MRC 2008), which provided the underlying structure for 

the thesis. Detailed critique of methods is presented in the methodological rigour 

sections of chapters 3, 4, 5 and 7. 

2.1 Complex Interventions 

Complex interventions have been described as interventions that comprise of 

several interacting components (Craig, Dieppe et al. 2008), often being health 

service interventions with many potential “active ingredients.” (Campbell, 

Fitzpatrick et al. 2000). Furthermore complex interventions involve numerous 

components which in combination are greater than the sum of their parts (Hawe, 

Shiell et al. 2004). However, the issue around defining “complexity” stems from 

difficulty determining what constitutes a “simple” intervention. Indeed, Petticrew 

(who was an author of the MRC guidance) suggests that the definition of 

complexity should relate to the question that is being asked, rather than the 

intervention itself (Petticrew 2011). In complex interventions in health care 

research, flaws in the development process immediately impact the chances of 

success (Bleijenberg, de Man-van Ginkel et al. 2018) and therefore careful 

consideration of the factors which impact on the complexity, and therefore the 

development of the intervention, must be examined.  

Physiotherapy interventions could be described as “complex interventions” due 

to multiple components that interact to affect their implementation (MRC 2000, 

Paterson and Dieppe 2005), however, the complexity could be considered to 

relate more to the understanding of whether the physiotherapy intervention is 

possible to be implemented rather than the intervention itself. The 

physiotherapist’s assessment, the interface between patient and therapist and 

the flexibility of treatments are additive in their effects and therefore outcomes 

(Paterson and Dieppe 2005). There are several dimensions to consider in terms 
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of ‘complexity’. An intervention may consist of multiple elements such as physical 

interventions and/or educational components, it may be deemed complex by the 

range of potential outcomes that could be elicited, or it may be targeted at a 

population that is difficult to access (MRC 2008).  

Providing a physiotherapy intervention for people with dementia and hip fracture 

can be considered ‘complex’ due to multiple components that could influence the 

intervention (Figure 5), however, issues of complexity revolve around 

understanding the reasons why the intervention could (or could not) be delivered. 

Delivering this intervention requires consideration of the physiological 

consequences of the hip fracture, the effects of co-morbidities, concurrent frailty, 

as well as the effect of the dementia on the person’s ability to engage and 

undertake physiotherapy. The influence of the carer(s), the social and 

environmental context, as well as the influence of the physiotherapist may also 

affect the intervention. All of these components will have a direct effect on the 

delivery of the intervention and therefore were considered during intervention 

development. 
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Figure 5 – Factors affecting complexity of delivering physiotherapy to people with dementia following hip 
fracture 
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Recognition of health service interventions becoming increasingly ‘complex’ led 

to the publication of the MRC’s “Framework for the Development and Evaluation 

of RCTs for Complex Interventions to Improve Health” (MRC 2000). This was 

designed to help researchers and research funders to recognise and adopt 

appropriate methods to overcome increasing complexity of interventions. The 

initial framework demonstrated a linear model moving from theory to long-term 

implementation. However, several authors highlighted limitations in the 

framework suggesting the model over simplified the process, with lack of early 

phase piloting and development work (Hardeman, Sutton et al. 2005) being 

considered a major failing of the model. Complex interventions may work best if 

they are tailored  to local contexts rather than completely standardised (Campbell, 

Donner et al. 2007). The pilot/feasibility stage is beneficial to ensure that the 

intervention works with the often heterogeneous populations that they were 

designed for. Furthermore, the linear nature of the model suggests an over 

simplification of the iterative and complex process that need to occur as part of 

process evaluation (Oakley, Strange et al. 2006). 

Limitations of the framework created in 2000 were addressed in the revised 

framework. Figure 6 is a graphical representation of the framework, with the 

arrows indicating the main interaction between the phases. However, the stages 

often will not follow a linear or even a cyclical sequence depicting the often 

iterative nature of research in complex interventions (Campbell, Murray et al. 

2007). 

 

Figure 6 - MRC Framework for the development and evaluation of complex interventions (Craig, Dieppe et 
al. 2008) 
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A more recent paper (Bleijenberg, de Man-van Ginkel et al. 2018) has suggested 

additions are made to the development phase of the MRC framework in order to 

ensure the development of an intervention suits the context in which it is 

designed. The authors suggest that four further domains are added to the 

framework. This revised framework highlights the importance of examining 

current practice as well as determining the needs of the population the 

intervention is designed for. 

 

Figure 7 - Adaptation to the MRC framework (Bleijenberg, de Man-van Ginkel et al. 2018)  

 

2.2 Mixed Methods Research 

The combination of qualitative and quantitative research methodologies has been 

termed “Mixed methods research” and is defined as a type of research design 

that includes ‘‘collecting, analyzing and mixing both quantitative and qualitative 

data in a single study or series of studies’’ (Creswell and Plano-Clark 2007, Leech 

and Onwuegbuzie 2009). A mixed methods approach is recommended by the 
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MRC during the collection and interpretation of data to inform the development of 

complex interventions (MRC 2000, MRC 2008). It offers a unique approach to 

develop data that informs treatment-based technical knowledge while also 

considering personal contexts that contribute to empowering and educating 

people (Shaw, Connelly et al. 2010). The use of mixed methods research has 

been proposed to be vital in the development of complex interventions and is 

advocated to lead to improvements in study design, execution, as well as the 

generalisability of results (Campbell, Fitzpatrick et al. 2000). 

2.2.1 Mixed methods research in physiotherapy 

Although examples of mixed methods approaches in physiotherapy and 

rehabilitation research have contributed to understanding the importance of 

psychological and social intervention outcomes in some populations, such as 

people with chronic obstructive pulmonary disease (O'Shea, Taylor et al. 2007) 

and osteoarthritis (Campbell, Quilty et al. 2003), there remain few studies that 

illustrate integration of qualitative and quantitative data. While much research in 

physiotherapy describes a “pragmatic approach”, commonly this refers to the 

heterogeneity of participants involved in the study, but the research is still 

underpinned by a positivist approach rather than a pragmatic theoretical 

underpinning.  

Edwards and Richardson (2008) suggest the importance to the physiotherapy 

profession of recognizing and valuing components of multiple paradigms in order 

to understand the complexities of the profession. Both quantitative and qualitative 

research methodologies should be considered complimentary to one another in 

informing professional practice (Herbert and Higgs 2004). While physiotherapy 

research has historically been dominated by quantitative methodology  

(Hutchinson 2004), qualitative methodology is gaining recognition for its 

contribution to evidence-based practice (Gibson and Martin 2003). 

The use of a single paradigm to influence research into physiotherapy practice 

could fail to reflect the complexities that are embedded in physiotherapy 

interventions. Indeed, multiple paradigms, styles and methods of clinical 

reasoning have been identified in physiotherapy literature (Edwards and 
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Richardson 2008). Physiotherapy practice involves a complex interaction of 

physical assessments in combination with subjective experiences and 

perspectives of people and those around them. These experiences may relate to 

physical impairments or disabilities and the impact this may have on quality of life 

(Shaw, Connelly et al. 2010). Therefore theoretically, physiotherapy fails to align 

singularly with either positivist or interpretivist beliefs and is more suited to a 

combination of both paradigms and their associated methodologies (Thornquist 

2001, Lindquist, Engardt et al. 2006). The use of multiple methodologies is 

necessary in order to explore the complexities embedded within a complex 

intervention (Shaw, Connelly et al. 2010). While the traditional hierarchy of 

evidence positions RCTs as the strongest form of primary evidence, several 

authors have argued that this positivist approach fails to capture the complexity 

of physiotherapy practice (Swinkels, Albarran et al. 2002, Bartlett, Macnab et al. 

2006). 

1.1.1.1. Qualitative Research 

‘Qualitative research’ is an umbrella term (Carpenter 1997) representing  a 

number of differing ontological perspectives, varying in their theoretical 

underpinnings and therefore their methods of analysis (Beyea and Nicoll 1997). 

It can be described as a form of social enquiry exploring the way people perceive 

their experiences and the world around them, the basis of which lies in the 

interpretative paradigm (Holloway and Galvin 2016). The emphasis of qualitative 

research is on capturing aspects of social phenomenon occurring in natural 

settings (Mays and Pope 1995). Qualitative research methods are able to explore 

the complexity of human behaviour in order to generate greater understanding of 

illness behaviours and how these interact with therapeutic interventions (Johnson 

and Waterfield 2004).  

Qualitative methodologies can be both inductive and deductive in nature. 

Inductive approaches collate data without prior hypotheses and search the data 

for patterns that suggest commonalities amongst participants and therefore 

generalisability amongst populations (Green and Thorogood 2013). Conversely, 

deductive data starts with a theory, which data collection seeks to test (Pope, 

Ziebland et al. 2000). However, it can be assumed that the majority of research 
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is neither purely inductive nor deductive. The researcher will undoubtedly have 

some initial theories or hypotheses that guide their analysis and conversely it is 

impossible to have theories that are fully informed without the use of some 

inductive processes (Green and Thorogood 2013). 

Reflexivity is an important component of assessing the “trustworthiness” of 

qualitative research and is explored in detail in Chapter 4 and 5, where it is 

considered in relation to the results of the studies to determine potential bias in 

the results. The term has been defined and conceptualized in many ways 

(Cutcliffe 2003, Pillow 2003), however it refers to the practice of researchers 

making their influence on the research explicit (Gentles, Jack et al. 2014). 

Reflexivity is viewed as the process of continuous internal reflection and self-

evaluation of the researchers’ position and beliefs about the topic under 

consideration (Bradbury‐Jones 2007), alongside the explicit acknowledgement 

about how the position of the researcher may affect the results of the research 

(Guillemin and Gillam 2004). While it is important to understand any pre-existing 

beliefs that the researcher may have and thus how these affect the results of 

qualitative enquiry, it is also worth noting that the consideration of reflexivity is a 

key requirement in quality appraisal and research reporting guidelines for 

qualitative research (Cohen and Crabtree 2008) with the open, explicit reporting 

of reflexivity being an expectation of any qualitative work (Koch and Harrington 

1998). The relationship between the researcher and the participant is important 

to consider as a shared experience may lead a respondent to be more, or less, 

willing to share their experiences if a researcher is more sympathetic to their 

situation (De Tona 2006). The respondent may feel more comfortable to share 

their experiences if they feel that the researcher understands their situation, for 

example sharing the same professional background. Conversely they may feel 

less comfortable sharing experiences if they feel the similar backgrounds could 

leave them feeling judged by the researcher, leading to the respondent feeling 

unable to share certain aspects of their experiences. 

It must also be considered that the background of the researcher and their beliefs 

may affect the research processes. Their background may affect the way in which 

they construct the world, use language and form the questions during the 
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research (Berger 2015). Furthermore, it may influence the lens for filtering the 

information gathered from participants and the resultant analysis (Kacen and 

Chaitin 2006).  

2.2.1.1.1 Qualitative research in physiotherapy literature 

Physiotherapy as a profession has been slow to adopt qualitative methodologies 

over the last few decades. Gibson and Martin (2003) searched physiotherapy 

journals, from 1996 to 2001, and found that only four per cent of research papers 

employed qualitative methodologies, compared with 29.7% in occupational 

therapy journals. Re-running the search undertaken by Gibson and Martin for 

2016-2017 found a significant increase in the number of published qualitative 

studies with a total of 85 published in a single year compared to 25 over the five 

years they searched, however this increase is moderated by a substantial 

increase in publication rates in all of these journals.  

In physiotherapy, evidence-based practice is vital to ensure effective practice 

(Iles and Davidson 2006) and historically the profession is encouraged to prove 

its worth via rigorous scientific research, such as randomised controlled trials, 

systematic reviews and meta-analyses (Ritchie 1999). However, there has long 

been concern that such methodologies fail to explore complex human, social and 

environmental issues that are common in healthcare (Culpepper and Gilbert 

1999, Bithell 2000). Despite these concerns, researchers in physiotherapy 

remain reluctant to use qualitative methodologies (Johnson and Waterfield 2004). 

Within dementia research, concerns about a “silent epidemic” of dementia were 

first reported in the 1980’s (Beck, Benson et al. 1982) alongside consideration of 

the importance of a greater consideration of non-medical interventions and 

patient experience. This pattern has continued over the decades, with the 

majority of research in this population still quantitative in nature (Carmody, 

Traynor et al. 2015) focusing on medical interventions that can delay the onset of 

dementia or reduce associated symptoms. Although there is an increasing growth 

of research looking at non-medical approaches to improve management of 

people with dementia (Khan and Curtice 2011, Kowald and Saliba 2011) existing 

research in dementia either largely neglects subjective experiences (Bunn, 
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Goodman et al. 2012) or comprised carers opinions. A review commissioned by 

the Australian Government highlighted the need for a greater understanding of 

the experiences and needs of people with dementia and their carers (Seeher, 

Withall et al. 2010) which was echoed by the recommendations of the James Lind 

Alliance dementia research priority setting review (Alzheimer's Society 2013). 

2.2.1.2 Quantitative research 

Quantitative research stems from the positivist paradigm, which assumes stable 

reality that can be measured and observed in a rigorous and systematic way to 

develop objective knowledge (Wiersma and Jurs 2005). In contrast to qualitative 

methods, where an inductive process beginning with observations leads to 

development of theory, quantitative research typically begin with theories and 

hypotheses, which are then evaluated through observations (Morgan 2013). Data 

helps to explain phenomena by collecting numerical data and seeks to test 

hypotheses (Petty, Thomson et al. 2012).  In order to do this, it is necessary for 

variables to be controlled and as such it allows measurements to test cause and 

effect, and through statistical analysis, aims to generalize findings to predict 

future events. A major strength of quantitative research is therefore to determine 

the efficacy and effectiveness of interventions (Neuman 2013).  

In order to test whether a cause-effect relationship exists between an intervention 

and its outcome, it is suggested that RCTs are the most rigorous primary research 

methodology to use. The features of RCTs are (Sibbald and Roland 1998): 

 Random allocation to intervention groups 

 Participants and trialists should remain unaware of which treatment was 

given until the study is completed 

 All intervention groups are treated identically except for the experimental 

treatment  

 Participants are normally analysed within the group to which they were 

allocated, irrespective of whether they experienced the intended 

intervention (intention to treat analysis) 

 The analysis is focused on estimating the size of the difference in 

predefined outcomes between intervention groups. 
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Non-randomised trials are useful to detect associations between an intervention 

and its resultant outcomes, but the lack of randomisation means that it is not 

possible to determine whether that the association is confounded by a third factor 

linked to both intervention and outcome (Morgan 2013, Neuman 2013). 

2.2.1.2.1 Quantitative research in physiotherapy 

Various specialties within physiotherapy have been suggested to favour 

quantitative research, such as that of manual therapy (Petty, Thomson et al. 

2012).  Authors undertook an audit of a journal specialising in manual therapy 

and reported that in 16 years to December 2011, Manual Therapy had published 

475 original articles and only ten of these (2.1%) used a qualitative research 

approach (Petty, Thomson et al. 2012). 

2.2.1.3 Pragmatism 

The main paradigms assumed are positivism and constructivism/interpretivism 

(Creswell and Plano-Clark 2007) which represent fundamentally opposed 

theoretical perspectives. The positivist paradigm suggests a singular reality which 

can be discovered by objective inquiry, and thus underpins quantitative research 

methodologies where highly controlled studies seek cause and effect 

relationships (Guba and Lincoln 2004). In contrast, interpretivist theory suggests 

the absence of a single objective reality, employing qualitative methodologies 

(Erlandson 1993, Creswell and Plano-Clark 2007) with studies seeking 

understanding and lived experience (Guba and Lincoln 2004).Positivist and 

interpretivist purists debate the existence of pragmatism, with each viewing their 

paradigm as superior and debate the existence of an alternative paradigm. They 

advocate the “incompatibility thesis” (Howe 1988) which postulates that 

qualitative and quantitative research paradigms cannot and should not be mixed. 

Such debates are frequently termed “paradigm ‘wars’’ (Feilzer 2010). 

The use of mixed methods is becoming more accepted by researchers and has 

even been termed as “the third paradigm of pragmatism” (Morgan 2007). 

Pragmatism is a philosophy that considers the practical nature of reality, finding 

truth in the solutions of problems (Cherryholmes 1992) and permits a 

comprehensive exploration of a complex research question (Shaw, Connelly et 
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al. 2010) by permitting the use of many different methods to obtain knowledge as 

part of the research design (Giddings and Grant 2007). Philosophically, 

pragmatism accepts that there are singular and multiple realities which orientate 

themselves towards solving practical problems from a “real world” perspective 

(Creswell and Plano-Clark 2007), while allowing the researcher to be free of 

constraints imposed by adopting a singular paradigm (Creswell and Plano-Clark 

2007). The use of pragmatism has been criticised as an over simplistic attempt 

to justify the use of mixed methods research (Lipscomb 2008). Authors suggest 

that in order to overcome these concerns, researchers must include detailed 

discussion of how the pragmatist perspective has impacted the purpose of the 

research study, the transferability of results, and the reasoning behind selecting 

such research methodologies (Morgan 2007).  The use of mixed methods 

research is still relatively new in health and social sciences (Shaw, Connelly et 

al. 2010) and despite many proponents of this methodology (Johnson and 

Waterfield 2004), it’s use remains controversial. 

 

2.2.2 Applying mixed methods within this study 

This thesis describes the development of a complex intervention in physiotherapy 

and incorporates both qualitative and quantitative data, underpinned by a 

pragmatic approach to answer the chosen research aim. Thus, it involves a 

multiphase mixed methods approach, with both an exploratory mixed methods 

approach and an embedded mixed methods design forming a process 

evaluation. A multiphase design exists outside the suggested “basic” mixed 

methods of convergent, explanatory and exploratory designs. There have been 

several typologies for classifying and identifying types of mixed methods studies, 

however there may be significant overlap between these (Creswell, Plano-Clark 

et al. 2008). A multiphase mixed method design is potentially useful where 

researchers are conducting several mixed methods projects in a longitudinal 

manner (Creswell and Plano-Clark 2007). The use of qualitative and quantitative 

methodologies build on each other in order to address an overall objective. This 

forms an important aspect of the MRC’s guidance on Developing and Evaluating 

Complex Interventions, whereby the importance of mixed methods designs is 

highlighted (MRC 2008). A further benefit of the multiphase mixed methods 
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approach is the acceptance of the incorporation of other mixed methods 

approaches to be encompassed within it.  

2.2.2.1 Embedded mixed methods 

The final phase of this project (Chapter 7) was an embedded mixed methods 

feasibility study, whereby quantitative data surrounding factors such as 

recruitment, retention and adherence were explained by the qualitative elements 

of a process evaluation.  

2.2.2.1.1 Process evaluation 

Process evaluation (Figure 8) is a vital component of the MRC’s framework for 

developing and evaluation complex interventions (MRC 2008, Moore, Audrey et 

al. 2015) and seeks to understand the functioning of an intervention, by 

examining implementation, mechanisms of impact, and contextual factors 

(Moore, Audrey et al. 2015).  

 

Figure 8 - Key functions of process evaluations and relationships amongst them (Moore, Audrey et al. 2015) 
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It forms a vital part of the feasibility testing of an intervention and enables further 

refinement of the intervention prior to testing effectiveness. The process 

evaluation incorporated various qualitative data collection methods, all seeking 

to explore different components of the intervention. Focus groups sought to 

determine issues of implementation such as the effectiveness and engagement 

with the training workshop and training material. It also sought to understand any 

contextual issues which affected the ability to undertake the intervention as well 

as aiding understanding about any adaptations that were made by the 

physiotherapists delivering the intervention. 

Non-participant observation was included in the intervention delivery and sought 

to determine the fidelity of the intervention – that is the extent to which the 

intervention was delivered as planned or reported. This also allowed the 

opportunity to determine any further refinements that were needed to the 

intervention. Participant semi-structured interviews allowed the ability to try and 

understand the mechanisms of action and any barriers or facilitators that affected 

their ability to undertake the physiotherapy intervention. It is suggested that a 

purposive sampling strategy is adopted in order to make sense of observed 

effects (Moore, Audrey et al. 2015), The methods undertaken as part of the 

process evaluation are presented in chapter 7.  

2.3 Design of the study within MRC framework 

Where interventions are considered ‘complex’, the MRC framework has been 

reported to be a highly effective framework to inform the development of research 

studies. The complexity of developing a physiotherapy intervention for people 

with dementia and hip fracture required a structured approach and therefore the 

MRC framework was used to aid the development. The guidance suggests that 

best practice is the systematic development of interventions using the best 

available evidence and theory, followed by a process of testing using a phased 

approach of pilot studies to address each uncertainty in the design. Results of 

pilot and feasibility studies are recommended to aid refinement of the 

intervention, before progressing to an exploratory and then a definitive evaluation 

(Craig, Dieppe et al. 2008). This thesis presents the work carried out during the 

development and feasibility stage (Figure 9).   
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Figure 9 - Project overview 
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2.3.1 Development stage 

The development phase consists of several sub-stages including identifying 

existing evidence and developing theory where theory is absent. Each stage will 

be discussed in relation to the design of this study. 

2.3.1.1 Identifying the evidence base 

The initial phase of development of complex interventions requires the 

identification of relevant, existing evidence base (MRC 2000) and thus the 

development of this intervention followed this guidance. Commonly this stage 

uses a systematic review to determine the available evidence, however it was 

anticipated that there would be a limited amount of evidence available and thus 

negating the benefits of undertaking a systematic review. Hence a scoping review 

was undertaken with the expectation that this would determine the value of 

undertaking a full systematic review (Mays, Roberts et al. 2001). It is estimated 

that 75 trials and eleven new systematic reviews are published daily (Bastian, 

Glasziou et al. 2010), highlighting the importance of effective knowledge 

synthesis and consolidation in order to inform and advance practice. Despite 

some variation in definitions, one of the most widely used descriptions of scoping 

reviews was proposed by Arksey and O'Malley in 2005: 

 “Scoping studies aim to map rapidly the key concepts 

underpinning a research area and the main sources and types 

of evidence available, and can be undertaken as standalone 

projects in their own right, especially where an area is complex 

or has not been reviewed comprehensively before” (Arksey and 

O'Malley 2005) 

Thus, the aims of scoping reviews are to map the existing literature in a field of 

interest in terms of the volume, nature, and characteristics of the primary research 

(Arksey and O'Malley 2005).  They are proposed to be an effective way of 

comprehensively and systematically synthesizing current available evidence in 

order to inform policy and provide direction to future research priorities (Arksey 

and O'Malley 2005), but the effectiveness and methodology of such reviews 
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remains contested  (Pham, Rajic et al. 2013). A scoping review can be of benefit 

when the topic has not yet been extensively reviewed or is of a complex or 

heterogeneous nature (Mays, Roberts et al. 2001), such as the topic under 

consideration in this thesis. 

Scoping reviews seek to explore the quantity and type of evidence in a broad 

area of the literature whereas systematic reviews aim to synthesize and evaluate 

the quality of evidence to answer a more specific research question (Gough, 

Thomas et al. 2012). The use of a quality assessment within the review remains 

controversial, with authors (Daudt, van Mossel et al. 2013), suggesting it should 

be included as part of a scoping review. However, it is advised that a scoping 

review should be undertaken to determine the value of performing a full 

systematic review which encompasses such a quality assessment (Mays, 

Roberts et al. 2001).  

2.3.1.2 Identifying/developing theory 

Following identification of the evidence base, the second stage of the MRC 

framework seeks to develop a theoretical understanding of the likely processes 

within the intervention. This requires the inclusion of existing evidence identified 

in the initial stages or supplementing this with new primary research where the 

evidence base is lacking (MRC 2000). The scoping review highlighted the lack of 

primary qualitative research surrounding people with dementia who fracture their 

hip. Furthermore, many aspects of the unknown complexity involved social, 

environmental and contextual components available to inform the intervention, 

therefore a methodology allowing the creation of new primary data was required 

in order to inform the development. Qualitative methodologies were deemed to 

be the most appropriate to address these uncertainties. Further exploration and 

discussion around this decision is included in the methods section in chapter 4 

and 5. 

The lack of qualitative research highlighted in the scoping review required the 

undertaking of two separate qualitative studies in order to develop theory and 

facilitate the development of the intervention in this thesis. The first qualitative 

study “The experiences of physiotherapists treating people with dementia who 
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fracture their hip. An exploratory qualitative study” (Chapter 4) is an in-depth 

exploration of the techniques that physiotherapists use to treat this population 

and an investigation into whether they are incorporating PCC to their treatments. 

The second qualitative study “Are physiotherapists employing person-centred 

care for people with dementia? An exploratory qualitative study examining the 

experiences of people with dementia and their carers” is a study exploring the 

experiences of people with dementia receiving physiotherapy from their 

perspective and the perspective of their carers. In combination, the findings from 

these studies were used to develop a theoretical understanding of the adoption 

of a biopsychosocial approach and was used to develop the physiotherapy 

intervention, while also exploring the needs of recipients and providers and 

exploring current practice as suggested by Bleijenberg and colleagues (2018) in 

their proposed revisions to the MRC framework  

2.3.1.3 Modelling processes and outcomes 

Modelling techniques are useful to ensure that an intervention can be undertaken 

as planned by improving the understanding of its components and their 

interrelationships (Campbell, Fitzpatrick et al. 2000). Development of the 

intervention will be discussed in further detail in chapter 6.  

A vital component of this intervention development was the involvement of a 

“Patient and Public Involvement” (PPI) group, which is vital in modelling the 

intervention (MRC 2008). The PPI team encompassed a variety of different 

people with differing experiences in order to bring diversity of opinions at different 

stages of the project. Two people with dementia, two people with previous hip 

fractures and a carer for a person with dementia all formed a virtual PPI group. 

Although practically meeting as a whole group was not feasible, they were all 

consulted at regular intervals during the project. They had input into various 

aspects, including reviewing paperwork, information leaflets, exercise sheets and 

exploring results derived from the studies.  

A person-centred service can improve health outcomes, improve patient 

satisfaction and ensure that health services meet the needs of the population it 

serves (Department of Health 2000, Brett, Staniszewska et al. 2014). In research, 
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PPI can “improve the way that research is prioritized, commissioned, undertaken, 

communicated and used” (Involve 2004) and can improve the quality and 

relevance of the research to local contexts  (Chalmers 1995, Entwistle, Renfrew 

et al. 1998).  A systematic review of 66 studies reporting the benefits of 

incorporating PPI in health and social care research (Brett, Staniszewska et al. 

2014) reported benefits at all stages of research design, including the 

development of research objectives and questions, creating of patient information 

paperwork, questionnaires and interview schedules, recruitment strategies for 

studies and enhanced implementation and dissemination of study results (Brett, 

Staniszewska et al. 2014). The importance of PPI involvement in research 

projects is highlighted by the NIHR (2017) who state ‘We expect researchers to 

actively involve the public in their research. We also involve members of the 

public in reviewing funding applications and as members of decision-making 

committees and panels, making recommendations about research funding” 

(National Institute for Health Research 2017). 

In addition to the PPI group, a clinical advisory group was formed. This comprised 

a group of health professionals who could offer advice about certain aspects of 

the project. This group included a community matron, three physiotherapists, a 

community nurse and an occupational therapist. 

2.3.2 Feasibility/piloting stage 

The feasibility stage forms the second stage of the MRC framework and involves 

the process of beginning to test procedures (MRC 2008). Although the exact 

definitions and methodologies of pilot and feasibility studies cause some dispute 

(Arain, Campbell et al. 2010), the aims are similar in that they are designed to 

inform the development and conduct of a larger scale trial (Giangregorio and 

Thabane 2015). However, the subtle differences in design and purposes of each 

guide the researcher to decide what type of study should be undertaken. 

Feasibility studies are advised to be undertaken prior to the main study and help 

inform specific uncertainties in the design of the main trial (Arain, Campbell et al. 

2010), whereas a pilot study is often described as a smaller version of the main 

study to determine how well components interact. Specifically within this study, 

key uncertainties revolved around the design of the intervention, which needed 
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further refinement before being finalised. Further uncertainties favoured 

undertaking of a feasibility study, these features included the eligibility of people 

to be recruited, retention rates, the appropriateness of outcome measures and 

adherence rates  (Eldridge, Ashby et al. 2004). The feasibility study is discussed 

in Chapter 7 alongside the resultant implications for future research. 

2.4 Ethical Considerations 

Dementia, by impairing a person’s ability to make decisions for themselves, 

raises ethical issues. Involving people with dementia is crucial to gaining insight 

into the world of the person with dementia (Nygård 2006), however it is 

recognised to be challenging (Hubbard, Downs et al. 2003, Lloyd, Gatherer et al. 

2006). Therefore, involving people with dementia in research requires careful 

consideration of ethical issues. The ethical issues of involving people with 

dementia have been discussed in detail in each study individually in chapter 5 

and 7. Each study required different ethical approvals and these have been 

detailed in each chapter. Involving healthcare professionals in research required 

different considerations and this is discussed and explored in chapter 4. 

2.5 Methodological Rigour 

Methodological rigour is a vital consideration in both quantitative and qualitative 

research (Koch and Harrington 1998) and therefore formed important 

deliberations in all parts of this study. Each study includes a section describing 

the methodological considerations to ensure rigour, with this section providing an 

overview to the theoretical basis to ensuring methodological rigour. Rigour is the 

means by which we demonstrate integrity and competence and, therefore, the 

legitimacy of research (Aroni, Goeman et al. 1999). Morse and colleagues (2002) 

suggested the danger of research becoming “fictional journalism” without 

methods of ensuring rigour being firmly embedded in research practice. 

The terms “reliability” and “validity” are often associated with methodological 

rigour in quantitative research. Reliability refers to the extent to which results are 

consistent over period of time and provide an accurate representation of the total 

population under study. Validity refers to the extent to which research truly 
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measures what it was intended to measure or how truthful the research results 

are (Twycross and Shields 2004). Qualitative researchers suggest that these 

terms are rooted in the positivist paradigm and therefore are not suitable to 

describe qualitative research (Golafshani 2003). In the 1980s, Guba and Lincoln 

substituted reliability and validity with the parallel concept of "trustworthiness," 

containing four aspects: credibility, transferability, dependability, and 

confirmability (Guba 1981, Guba and Lincoln 1981).  

The generalisability and transferability of findings of qualitative research must 

also be considered and explicitly stated by researchers. Generalisability and 

transferability refer to the extent to which findings from a study could be 

considered to apply to a wider population or to different contexts (Green and 

Thorogood 2013). The sampling method may influence the generalisability of the 

results and should be considered when planning a sampling strategy. For 

example, a purposive sampling strategy may seek to recruit participants with a 

wide variety of experiences, demographics and contexts which may suggest that 

the results from this varied sample can represent a wider context of the population 

under study. However, a convenience sampling method may not recruit 

participants with sufficient variety in demographics to translate the findings to a 

larger sample. The generalisability and transferability are discussed specifically 

in each chapter. 

2.6 Summary 

This research project was structured around the MRC Framework for Developing 

and Evaluating Complex Interventions (MRC 2008). A physiotherapy intervention 

has multi-components and thus could be considered a complex intervention. As 

such a mixed methods approach, which stems from a macro-level theory of 

pragmatism, whereby an approach of “what works”, is employed. The project 

involves the development and feasibility stages of the framework, the evaluation 

and implementation stages are outside the scope of this thesis.  

Chapter 3 now describes the scoping review that was undertaken as part of the 

identification of evidence phase of the MRC framework. The scoping review 

explores the current evidence base for the treatment of this population. 
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Chapter 3.   Physiotherapy interventions for people with 

dementia and a hip fracture – a scoping review of the 

literature 

Hall, A.J., Lang, I.A., Endacott, R., Hall, A. and Goodwin, V.A., 2017. 

Physiotherapy interventions for people with dementia and a hip fracture− a 

scoping review of the literature. Physiotherapy 103(4), pp.361-368. 

 

ABSTRACT 
BACKGROUND 

People with dementia are 2.7 times more likely to suffer a hip fracture than those 

without and their management is estimated to cost £0.92 billion per year. Yet 

there has been little focus on the effectiveness of interventions for this population. 

The aim of this scoping review was to summarise the current available evidence 

for physiotherapy interventions for people with dementia who fracture their hip as 

well as to identify gaps in the literature that may require further research. 

 

METHODS 
A systematic search of the following databases was undertaken - TRIP, CINAHL, 

Amed, Embase, PEDro, PsycINFO, Cochrane Library, Open Grey, Ethos, 

ISRCTN, Proquest, PROSPERO and UK Clinical Trials Gateway. Articles were 

included if they described an intervention which is considered within the scope of 

a physiotherapist and targeted those with both a hip fracture and dementia. A 

narrative summary was undertaken to describe the current state of the literature.  
 

RESULTS 
Twenty six studies were included, of which thirteen were observational, six RCTs, 

two qualitative, two surveys and three systematic reviews. Only nine studies 

focused explicitly on physiotherapy interventions. 
 

CONCLUSION 
The findings of this scoping review suggest there is limited evidence to guide 

physiotherapists in the management of people with dementia who fracture their 

hip. No evidence was found about perceptions or experiences of people in this 

group or of the physiotherapists involved in their care. Further research is needed 

to develop and evaluate physiotherapy interventions for people with dementia 

who fracture their hip. 
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3.1 Introduction 

The initial phase in the development of complex interventions requires the 

identification of relevant existing evidence (MRC 2000) and thus the initial stage 

of this research project involved a formal review of the literature. The aims of 

physiotherapy for people with dementia who fracture their hip are the same for 

people who suffer a hip fracture without dementia, namely to improve functional 

ability, reduce dependence, reduce disability and reduce the impairments 

associated with the fracture (Smith, Hameed et al. 2015). This aligns with the 

WHO’s “International Classification of Functioning” (ICF) which shifts the focus of 

rehabilitation from impairment to function (World Health Organization 2001) 

National guidelines (National Institute for Health and Clinical Excellence 2011) 

suggest that physiotherapy should be considered a core treatment for people 

following hip fracture, however the effectiveness of physiotherapy for this cohort 

remains uncertain with a lack of research looking specifically at physiotherapy 

interventions. However, Cochrane reviews have highlighted the importance of 

identifying effective physiotherapy interventions for this population (Crotty, 

Whitehead et al. 2002, Handoll and Parker 2008, Smith, Hameed et al. 2015). 

People with dementia are frequently excluded from trials regarding hip fracture 

rehabilitation (Mundi, Chaudhry et al. 2014), with systematic reviews excluding 

studies if the participants have any cognitive defects (Hebert-Davies, Laflamme 

et al. 2012), further limiting the evidence base around this population. Concerns 

were recently raised by the British Orthopaedic Association (BOA) in conjunction 

with the CSP about the poor management of people who fracture their hip (Briggs 

2015). This report highlighted, amongst other things, concern about the lack of 

emphasis placed on immediate post-operative physiotherapy. 

The aim of this stage of the project was to summarise the current evidence base 

surrounding physiotherapy interventions for people with dementia who fracture 

their hip. This chapter will first present the aims and objectives of the study, 

followed by the methods employed in order to undertake the study. Results of the 

narrative analysis will be reported and the discussion will then seek to make 

sense of the results. 
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3.2 Aims and Objective 

The aim of this scoping review was to gain a clear understanding of the current 

evidence base surrounding physiotherapy interventions for people who sustain a 

hip fracture and have dementia.  

The research objectives were to: 

1) Summarize the current evidence base of physiotherapy interventions for 

people with dementia who fracture their hip. 

2) Identify gaps in the literature that may require further research in order to 

develop an evidence based intervention for this population. 

3.3 Methods 

Scoping reviews (previously described in section 2.3.1.1) have been described 

as a form of comprehensive knowledge synthesis with the aim of informing 

practice and policy, while also providing direction to research priorities (Arksey 

and O'Malley 2005). Initial exploratory literature searches demonstrated a paucity 

of literature relating to these aims, therefore it was hypothesised that there would 

be insufficient evidence to warrant undertaking a full systematic review. A scoping 

review methodology (Arksey and O'Malley 2005), without quality assessment, 

was adopted as the review sought to determine what evidence there was 

available initially before determining whether a quality assessment of this 

literature would be of value. 

This scoping review was guided by the framework  developed by Arksey and 

O’Malley (2005) and followed five stages: i) Identification of the Research 

Question, ii) Identification of relevant studies, iii) Study Selection, iv) Charting the 

data, v) Collating, summarising and reporting the results. 

3.3.1  Identifying the Research Question 

Identifying a clear research question is the beginning to any research project as 

it guides the design of the research methodology (Rios, Ye et al. 2010). To 

formulate a search strategy for this scoping review, the PICOT(S) method was 
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employed as described by Sackett and colleagues (2000) as this method helps 

frame and focus the development of the research question (Haynes 2006). The 

use of a structured approach to defining the research questions has benefits such 

as ensuring clarity of thought, guiding analysis (Thabane, Thomas et al. 2009) 

and consequently increasing the likelihood of being able to answer the question 

(Clouse 2005). The following PICOT(S) was developed in order to determine the 

research question: 

P (Population) – people with any form of dementia who suffer a hip fracture 

I  (Intervention) – a physiotherapy intervention which could be carried out 

within the standard scope of a physiotherapist  

C  (Comparator) – any comparator; no comparator 

O (Outcomes) – functional ability, quality of life, participation, experiences, 

attitudes towards physiotherapy interventions, any physical or self-

reported outcome measures (such as wellbeing or fear of falling) 

T  (Time) – all studies were considered, studies were not limited according 

to time of follow-up or date of publication 

S (Study design) – any study design were considered, excluding papers 

published only as conference proceedings/abstracts, or where only 

published in protocol stage 

Arksey and O’Malley recommend avoiding leading with a highly focused research 

question (Arksey and O'Malley 2005). Thus, the initial question was deliberately 

broad in order to capture a broad range of literature. The population of interest 

was people with any form of dementia who fracture their hip and the search aimed 

to elicit studies which included any intervention that could be carried out by a 

physiotherapist. The scope of the physiotherapist was defined by the CSP 

guidance (Chartered Society of Physiotherapy 2016), however, the international 
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context of physiotherapy needed to be considered as different countries may 

define the scope of a physiotherapist differently.  

 Using the PICOT method, the following research question was determined: 

“What evidence is there to inform the physiotherapy treatment 

for people with dementia who fracture their hip?” 

3.3.2 Identifying relevant studies 

The iterative nature of scoping reviews (Arksey and O'Malley 2005) was evident 

in this phase of the process. The initial search strategy, although broad, failed to 

include sufficient synonyms and thus resulted in few results obtained. Therefore, 

synonyms were considered for all the main search terms, using internet based 

searches to determine potential other terms as well as reviewing search 

strategies of similar studies. Boolean terms “OR” were used for all synonyms (eg 

“Alzheimer’s Disease” OR “AD”). Differences in spelling or punctuation were 

accounted for by the use of truncation (eg Alzheimer*). 

Initially searching for individual treatments that were within the scope of 

physiotherapy resulted in significant numbers of results, but many of which were 

not relevant to the search. Therefore, it was decided that the main terms 

suggesting physiotherapy treatments that would be expected for this population 

were used. These terms were discussed with the physiotherapists in the 

stakeholder group and agreed to be; physiotherapy (and other synonyms), 

rehabilitation, therapy, exercise, strength and balance (Figure 10). 
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In order to ensure a comprehensive search of the literature, the following 

databases were searched for articles: TRIP database, Cochrane Library 

(including Alois), Embase (via Ovid), Amed, PsycINFO (via Ovid), CINAHL, 

Medline (via Ovid), and PEDro. The databases were searched from creation until 

July 2015 to ensure the historical context of the literature was acquired as well 

as ensuring all up to date articles were found. The search strategy was initially 

created in Medline and then translated into the other databases.  

Following the initial database searches, grey literature searching took place using 

Open Grey, ProQuest and Ethos. Grey literature was defined at the Third 

International Conference on Grey Literature as: 

 

Figure 10 – Scoping review: search strategy 
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“that which is produced on all levels of governmental, academics, business and 

industry in print and electronic formats, but which is not controlled by commercial 

publishers” (Auger 1994).  

Keywords focused on different types of dementia and terms related to 

physiotherapy, or aspects of physiotherapy that may be undertaken for this 

population. Search terms around the types of study or outcomes were not used 

to prevent limiting the search. Backwards citation searching was undertaken by 

searching the bibliographies of included studies and forwards citation checking 

was achieved using the SCOPUS medical database.  

3.3.3 Study Selection 

After completion of all database searches, the citations were compiled and 

entered into EndNote X7.1 bibliographic manager, where duplicate citations were 

removed. The first stage screening was the screening of titles and abstracts as 

is standard in such reviews (Pham, Rajic et al. 2013). This was undertaken by 

two reviewers screening independently and disputes were discussed and 

consensus reached between reviewers. All disputes were easily resolved and 

often were the result of misinterpretation of the terminology used in the study. 

Should resolution of disputes not have been achieved, a third expert reviewer 

would have been consulted.  

Full text copies of the remaining papers were the obtained and independently 

screened by the two reviewers, allowing consensus to be reached about the 

articles to be included in the review. Following retrieval of these articles, hand 

searching of the bibliographies was undertaken to ensure comprehensiveness. 

3.3.4 Charting the data 

Unlike systematic reviews, whereby a full and broad critical appraisal of the 

literature is required (Alvarez-Hernandez 2011), the purpose of the scoping 

review is to map the relevant literature (Levac, Colquhoun et al. 2010), so data 

were collected from the articles (Arksey and O'Malley 2005). A data extraction 

tool was created to collect data from each study including the included 

participants, aims of the study, intervention delivered, outcomes of the study and 

the study design. The data extraction tool was piloted with five articles of varied 
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methodological approaches in order to ensure it would gather the correct 

information. Piloting the data extraction form led to some alterations in order to 

ensure effective data collection, which was then used for the remaining studies. 

Alterations included missing data fields such as the severity of dementia and the 

recruitment methods into the studies. Data were extracted onto Excel 

spreadsheets and then checked by a second reviewer to ensure accuracy. 

3.3.5 Collating, summarizing and reporting 

Following data extraction, a narrative synthesis was undertaken to describe the 

articles included in terms of the type of study, the intervention delivered, who 

delivered the intervention and also the participants included in the study. This 

sought to describe the evidence available and identify the gaps in the current 

literature base. 

3.4 Method of analysis 

Narrative synthesis was chosen to interpret the data from this study in order to 

provide a clear picture of the state of the literature. A narrative synthesis is an 

approach to aid analysis of findings from multiple studies that relies primarily on 

the use of text to explain the findings (Popay, Roberts et al. 2006). However, 

there is currently no consensus on the constituent elements of narrative synthesis 

or the methods of allowing for transparency during the analysis process 

(Rodgers, Sowden et al. 2009). Guidance produced in 2006 by a group of experts 

for the Economic and Social Research Council (Popay, Roberts et al. 2006) 

suggests a process in which a preliminary synthesis is undertaken prior to the full 

synthesis. This involved the creation of a textual summary of each study which 

then allowed studies to be grouped into the same methodology. 

3.5 Results 

3.5.1 Types of Study 

Following study selection, twenty six papers were included in the scoping review 

(Figure 11): three systematic reviews (Muir and Yohannes 2009, Allen, Koziak et 

al. 2012, Smith, Hameed Yasir et al. 2015), six randomised controlled trials 

(RCTs) (Huusko, Karppi et al. 2000, Naglie, Tansey et al. 2002, Uy, Kurrle et al. 
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2008, Moseley, Sherrington et al. 2009, Shyu, Tsai et al. 2012, Stenvall, Berggren 

et al. 2012), thirteen observational studies (Goldstein, Strasser et al. 1997, Heruti, 

Lusky et al. 1999, Horgan and Cunningham 2003, Rolland, Pillard et al. 2004, 

Bellelli, Guerini et al. 2006, Bellelli, Frisoni et al. 2007, Giusti, Barone et al. 2007, 

Barone, Giusti et al. 2009, Al-Ani, Flodin et al. 2010, Morghen, Gentile et al. 2011, 

Hershkovitz A 2012, McGilton, Davis et al. 2013, Uriz and Malafarina 2014), two 

qualitative surveys (McGilton, Wells et al. 2007, Rydholm Hedman, Heikkila et al. 

2008), and two qualitative studies (Hedman and Grafstrom, 2001, Hedman et al., 

2011). 

 

 

 

 

 

 

 

 

Figure 11 - PRISMA diagram demonstrating selection of articles in scoping review 

 

The three included systematic reviews (Muir and Yohannes 2009, Allen, Koziak 

et al. 2012, Smith, Hameed Yasir et al. 2015) all focused on multidisciplinary 

rehabilitation rather than physiotherapy in isolation. Only one of these (Muir and 

Yohannes 2009), made reference to the specific physiotherapy input, with the 

authors determining that it was difficult to isolate the role of physiotherapy from 

other interventions. They indicated that there was insufficient evidence to draw 

conclusions as to the effectiveness of multidisciplinary rehabilitation (Muir and 

Records identified through 
database searching 

N=999 

 

Additional records identified 
through other sources 

N=24 

Records after duplicates 
removed 
N=624 

Titles/abstracts screened 
N=624 

Full text articles assessed for 
eligibility 

N=86 

Articles included 
N=26 

Reasons for Exclusion 
 

Outside scope of a 
physiotherapist n=27 

 
No hip fracture n=10 

 
No cognitive impairment n=14 

 
Abstract only n=2 

 
Opinion paper n=7 

Articles excluded 



C h a p t e r  3  

61 | P a g e  

Yohannes 2009, Smith, Hameed et al. 2013). The majority of studies included in 

these systematic reviews were observational, with the exception of one, which 

considered only RCTs for inclusion (Smith, Hameed et al. 2013). 

Six relevant RCTs were included in this review (Huusko, Karppi et al. 2000, 

Naglie, Tansey et al. 2002, Uy, Kurrle et al. 2008, Moseley, Sherrington et al. 

2009, Shyu, Tsai et al. 2012, Stenvall, Berggren et al. 2012), of which only one 

sought to establish the effectiveness of a physiotherapy intervention (Moseley, 

Sherrington et al. 2009), instead they focused on physiotherapy within a 

multidisciplinary team intervention. Similarly of the thirteen observational studies 

included in this review, approximately half involved cohorts of people receiving a 

multi-disciplinary intervention.  

Two qualitative interview studies (Hedman and Grafstrom 2001, Hedman, 

Stromberg et al. 2011), and two studies using qualitative surveys (McGilton, Wells 

et al. 2007, Rydholm Hedman, Heikkila et al. 2008), were included. One of these 

studies (Hedman and Grafstrom 2001) used semi-structured interviews with next 

of kin in order to determine which conditions were deemed necessary to achieve 

successful outcomes. The same author also used non-structured diaries 

(Hedman, Stromberg et al. 2011) and semi-structured surveys (Rydholm 

Hedman, Heikkila et al. 2008) to determine how the cognitive status of people 

affected the experience of the rehabilitation process for the next of kin or proxies. 

No qualitative studies were found that focused on the experiences of people with 

dementia who fractured their hip. Furthermore, no studies were found on the 

specific experiences of physiotherapists treating this population.  

3.5.2 Intervention 

Despite all studies stating they included physiotherapy as part of the intervention, 

a significant number of the articles failed to describe the physiotherapy input in 

sufficient detail that it would be reproducible. A further three articles described 

the intervention as being - “normal physiotherapy” (Hedman, Stromberg et al. 

2011), “standard physiotherapy” (Bellelli, Frisoni et al. 2007), or physiotherapy 

that was “left to the discretion of the physiotherapist” (Giusti, Barone et al. 2007). 
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Several studies reported that people should be encouraged to stand on the first 

post-operative day and then mobilised after this as able (Huusko, Karppi et al. 

2000, Barone, Giusti et al. 2009, Al-Ani, Flodin et al. 2010, Stenvall, Berggren et 

al. 2012), however the exact nature of this was not described in any detail.  

While many of the studies failed to describe the physiotherapy intervention in any 

detail those that did described it as having components of strengthening 

(McGilton, Wells et al. 2007, Morghen, Gentile et al. 2011, Uriz-Otano, Uriz-Otano 

et al. 2015), functional exercises (Moseley, Sherrington et al. 2009), range of 

movement exercises (Bellelli, Morghen et al. 2009, McGilton, Davis et al. 2013), 

gait re-education (Huusko, Karppi et al. 2000, Bellelli, Morghen et al. 2009, 

McGilton, Davis et al. 2013, Uriz-Otano, Uriz-Otano et al. 2015), balance (Uriz 

and Malafarina 2014) and transfer practice (Morghen, Gentile et al. 2011). Other 

studies stated that the physiotherapy intervention was part of the MDT 

intervention and failed to describe the physiotherapy in detail (Goldstein, Strasser 

et al. 1997, Heruti, Lusky et al. 1999, Giusti, Barone et al. 2007). Only one of 

these studies incorporated pre-operative strengthening exercises for the non-

fractured limb (Barone, Giusti et al. 2009). Despite lacking detail about the 

intervention, one study (Bellelli, Guerini et al. 2006) described the novel use of 

body-weight supported treadmill walking for a single patient with severe 

dementia. The use of equipment to aid mobility and balance after hip fracture may 

be considered an important factor, however only three of the included studies 

commented on the use of mobility aids (Barone, Giusti et al. 2009, Morghen, 

Gentile et al. 2011, Robles Raya 2011). 

The location of the intervention was described by all studies, with the majority 

(fifteen) of studies involving physiotherapy being provided in a rehabilitation unit. 

A further five were undertaken on an acute orthopaedic ward or geriatric wards 

(Huusko, Karppi et al. 2000, Naglie, Tansey et al. 2002, Shyu, Tsai et al. 2012, 

Stenvall, Berggren et al. 2012, Uriz and Malafarina 2014). Only one study (Uy, 

Kurrle et al. 2008), involved participants in nursing homes, while two RCTs  

(Moseley, Sherrington et al. 2009, Shyu, Tsai et al. 2012), and one qualitative 

(Hedman, Stromberg et al. 2011), study followed the whole patient journey from 

acute to community settings. 
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3.5.3 Participants 

Only two of the RCTs sought specifically to recruit participants with dementia and 

hip fracture (Uy, Kurrle et al. 2008, Stenvall, Berggren et al. 2012). Similarly, only 

two of the observational studies included participants with dementia in isolation 

(Giusti, Barone et al. 2007, Al-Ani, Flodin et al. 2010). All of the other studies 

performed post-hoc analyses or pre-planned subgroup analyses of the 

participants with dementia. Indeed, a total of 2915 participants were included in 

the studies, of whom it was reported only 838 had dementia. The majority of 

studies included in this scoping review involved participants with mild to moderate 

dementia. Two RCT’s included participants in this classification, reporting that 

cognition had no effect of functional gain (Huusko, Karppi et al. 2000, Rolland, 

Pillard et al. 2004). A further two RCT’s (Naglie, Tansey et al. 2002, Shyu, Tsai 

et al. 2012), included participants with a similar classification of dementia, but 

sought to determine the effectiveness of interdisciplinary input. Four 

observational studies were included in the review which targeted participants with 

mild to moderate dementia (Goldstein, Strasser et al. 1997, Lenze, Munin et al. 

2004, Barone, Giusti et al. 2009, Hershkovitz, Beloosesky et al. 2012), reporting 

contrasting evidence for the outcomes. All but one of these studies (Lenze, Munin 

et al. 2004) reported positive outcomes for people within this classification. Only 

two qualitative studies included this severity of dementia and explored the beliefs 

of carers about the effect of cognition on the rehabilitation process (Hedman and 

Grafstrom 2001, Rydholm Hedman, Heikkila et al. 2008). 

Less studies involved participants with severe dementia. However, three RCT’s 

were included in the scoping review which did target this population (Horgan and 

Cunningham 2003, Uy, Kurrle et al. 2008, Stenvall, Berggren et al. 2012). Again, 

the results are contradictory with no conclusive evidence to support 

physiotherapy interventions for severely demented subjects. A single patient 

case study (Bellelli, Guerini et al. 2006), reported positive outcomes in a case 

study involving an 82 year old lady with severe dementia in an Italian 

rehabilitation hospital, using body-weight supported treadmill training as a novel 

approach to rehabilitation. Morghen and colleagues (2011) were the only authors 

who sought to compare the outcomes of rehabilitation in terms of the severity of 
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dementia and proposed that people with dementia could make functional 

improvements. 

3.6 Discussion 

The aim of this scoping review was to determine the current literature regarding 

physiotherapy for people with dementia who sustain a hip fracture, in order to 

identify gaps in the evidence as part of the development phase of the complex 

intervention. In accordance with the aims of scoping reviews the inclusion and 

exclusion criteria were deliberately very broad (Arksey and O'Malley 2005). A 

total of twenty six articles met the inclusion criteria for this review.  

This review has demonstrated the lack of research aimed specifically at people 

with dementia who have a hip fracture, with the majority of studies including 

subgroups of people with dementia or performing post-hoc analyses of people 

with dementia. This is supported by a general lack of dementia related research 

historically in the UK. Research by the Alzheimer’s Society found that there were 

only 125 ongoing clinical trials in the dementia field in 2013, compared to 5,755 

for cancer (Alzheimer's Society 2014). Furthermore, the majority of evidence 

involved the provision of physiotherapy in acute or rehabilitation facilities, with 

only one study involving people in community based settings. For 

physiotherapists working in community based settings, this is of particular 

concern. Evidence based practice is a cornerstone of physiotherapy practice (Iles 

and Davidson 2006), however, the lack of evidence supporting specific 

interventions and techniques in community settings poses a challenge to 

physiotherapists. Thus there is a suggestion that physiotherapists rely on the 

experience to effectively treat this population. 

Few RCTs were found and of these only one focused specifically on a 

physiotherapy intervention (Moseley, Sherrington et al. 2009). Similarly, the 

majority of the observational studies included studies with physiotherapy as part 

of a rehabilitation process. There is contrasting evidence to determine the value 

of multidisciplinary versus isolated physiotherapy. In musculoskeletal 

rehabilitation, one study found no difference in the outcomes between the 

provision of isolated physiotherapy interventions and a multidisciplinary approach 
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(Kääpä, Frantsi et al. 2006), however a similar study comparing multidisciplinary 

rehabilitation for chronic back pain found benefits of a multi-disciplinary approach 

compared to isolated physiotherapy (Lang, Liebig et al. 2003). It could be 

considered that people with chronic, long-term conditions may benefit more from 

the multidisciplinary approach, although no research has compared this in people 

with dementia specifically. Although these studies add context to the overall 

rehabilitation interventions for this population, the importance of physiotherapy 

being provided in isolation or as part of a multidisciplinary input are not clear and 

therefore, limit the inferences that can be drawn from this evidence. 

Very few of the studies described the physiotherapy intervention in a manner that 

would be reproducible. Indeed, although all of the studies state they included 

physiotherapy as part of the intervention, the majority failed to describe the 

physiotherapy component at all. These authors simply describe the intervention 

as “physiotherapy” – assuming that this is a treatment in itself rather than an 

umbrella term for multiple potential treatment techniques. This “black box” of 

physiotherapy has been highlighted by several other authors  in areas such as 

stroke rehabilitation (Ballinger, Ashburn et al. 1999, Beer and Giles 2005). 

Authors suggest that while there are ways of determining what “goes into” the 

black box by means of clinical assessment and what “comes out” of the black 

box, there is a lack of clarity and understanding of what goes on inside of it 

(DeJong, Horn et al. 2005). Until it is possible to unpick and understand the 

components of the interventions that occur it is not possible to categorize which 

of the active ingredients are important to ensure good patient outcomes, including 

the effective use of BCTs (Michie, Richardson et al. 2013). Clinically, this lack of 

understanding of what constitutes the intervention, provides insufficient evidence 

to guide physiotherapists about what intervention to deliver. 

This review also highlights the lack of qualitative research into physiotherapy 

interventions for this population. The importance of understanding the 

experiences of those delivering the physiotherapy, as well as those receiving it, 

is a vital part of delivering any complex intervention (Craig, Dieppe et al. 2008). 

The lack of involvement of people with dementia in research has been highlighted 

by several authors (Lyman 1989, Cotrell and Schulz 1993), who suggest that the 
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person with dementia is frequently regarded as a subject to be studied rather than 

being encouraged to contribute rich data to describe their experiences.  

3.6.1 Methodological Rigour 

The strengths of the scoping review could be considered the broad nature of the 

searches as well as the robust screening and data extraction techniques using 

two researchers. The process of undertaking the scoping review was guided by 

a well-recognised framework developed by Arksey and O’Malley (2005), which 

ensured that the review followed a standardised and appropriate methodology. 

The main weakness of the study could be considered that we were interested 

only in ‘standard’ techniques that a physiotherapist may use, which excluded us 

from searching for more general techniques that a physiotherapist could employ 

– techniques such as ‘tai chi’ or ‘music therapy’. The definition of such standard 

techniques is difficult to ascertain, however, we suggest that these could be 

defined as techniques that would not require extra training or education in order 

to provide to people. It is also noteworthy that in different countries the definition 

of “standard” physiotherapy may not be the same as within the UK and indeed, 

some of the techniques that would require extra training to undertake in the UK 

(such as tai chi) may be standard practice for physiotherapists in other countries.  

3.7 Summary 

The lack of evidence to support physiotherapy interventions for this population 

appears to pose a challenge to physiotherapists. The aim of this scoping review 

was to identify gaps in the literature which may guide a future systematic review. 

However, the lack of evidence found meant that undertaking a systematic review 

was not appropriate or necessary. There is currently insufficient evidence to guide 

the nature of the physiotherapy intervention. There is also limited evidence to 

describe the experiences of people with dementia, next of kin, or physiotherapists 

working with this population. The consideration of the attitudes towards an 

intervention could be considered a vital component of a complex intervention and 

these attitudes should be an integral part of its implementation.  
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3.8 Next steps 

This scoping review formed the initial phase of development of complex 

interventions which involved the identification of relevant, existing evidence base 

(MRC 2000). It highlighted the lack of primary qualitative research surrounding 

this population, with many aspects of the unknown complexity involving social, 

environmental and contextual components. Therefore qualitative studies were 

designed in order to allow the creation of new primary data. 

Chapter 4 describes a qualitative study undertaken with physiotherapists 

exploring the complexity of treating people with dementia who fracture their hip. 

This was designed to help develop an intervention which could be used for this 

population. Chapter 5 describes a second qualitative study exploring the 

experiences of people with dementia and their carers of receiving physiotherapy. 

These two chapters inform the development of the intervention which is 

discussed in Chapter 6. 
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Chapter 4.  The experiences of physiotherapists treating 

people with dementia who fracture their hip. An 

exploratory qualitative study 

Hall, A.J., Watkins, R., Lang, I.A., Endacott, R. and Goodwin, V.A., 2017. The 

experiences of physiotherapists treating people with dementia who fracture their 

hip. BMC Geriatrics, 17(1), p.91. 

ABSTRACT 
BACKGROUND 

It is estimated that people with dementia are approximately three times more 

likely to fracture their hip than sex and age matched controls. A recent scoping 

review found a paucity of research in this area, indeed there has been no 

qualitative research undertaken with physiotherapists. In order to address this 

evidence gap, the aim of this current study was to explore the experiences of 

physiotherapists treating this population. 

METHODS 

Semi-structured interviews with physiotherapists were undertaken in order to gain 

an in-depth understanding of how they manage this population. Physiotherapists 

were recruited from all over the UK and a purposive sampling strategy was 

employed. Thematic analysis was utilised. 

RESULTS 

The participants had a broad range of experience both in physical and mental 

health settings. Analysis identified three separate themes: challenges, “thinking 

outside the box” and realising potential. Physiotherapists felt significant pressures 

and challenges regarding many aspects of the management of this population. 

The challenges and importance of risk taking was also highlighted for this 

population with an appreciation that standard treatment techniques may need 

adapting. “Rehabilitation potential” was highlighted as an important 

consideration, but challenging to determine. 

CONCLUSION 

Interventions for the management of people with dementia and hip fracture need 

to consider that a traditional biomedical physiotherapy approach, which focuses 

on improving physical impairments, may not be the most appropriate approach 
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to use with this population. However physiotherapists reported feeling 

pressurised to conform to this approach. 

 

4.1 Introduction 

The scoping review described in Chapter 3 highlighted a lack of primary research, 

including qualitative research, to establish the effectiveness of physiotherapy for 

people with dementia and hip fracture. The lack of qualitative research in this 

area is in line with physiotherapy historically (Shepard, Jensen et al. 1993, Mellion 

and Tovin 2002, Wiart and Burwash 2007, Gedda 2016) alongside a perceived 

low priority afforded qualitative research in the evidence-based hierarchy of 

evidence (Jones, Grimmer et al. 2006, Wiart and Burwash 2007). The second 

activity in the first stage of the MRC framework (previously described in section 

2.1) reports the importance of developing a theoretical understanding of the likely 

processes that are occurring within the intervention. Where existing evidence 

does not exist, it promotes supplementing the existing evidence with new primary 

research (MRC 2000). In order to develop a physiotherapy intervention targeting 

this population, it was deemed important to consider the experiences of 

physiotherapists who treat people with dementia who fracture their hip. 

People with dementia and hip fracture are often poorly managed (Briggs 2015) 

which is unsurprising in view of the lack of evidence to guide interventions. 

However, it was theorized that gaining an in-depth understanding of the 

difficulties faced from the perspective of the physiotherapists may help to develop 

solutions to overcome these challenges.  

4.2 Aims and Objectives 

The aim of this study was to gain an understanding of the experiences of 

physiotherapists treating this population while also exploring any techniques that 

were reported to be successful, thus potentially informing components of the 

intervention. The use of a biopsychosocial approach was also explored to 

determine the theoretical basis of physiotherapy treatments. By using qualitative 

methods, explanations were developed using an inductive approach (Creswell 

1998), whereby theory was required to be created rather than tested. 
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4.3 Methods 

A qualitative approach enabled in depth exploration of participants’ experiences 

and perspectives. Chapter 2 described the use of qualitative research as part of 

the MRC’s Framework for Developing and Evaluating Complex Interventions. In 

this study, semi-structured, face to face interviews with a range of 

physiotherapists working for the National Health Service (NHS) in the UK were 

undertaken in order to gain an understanding of physiotherapists’ experiences of 

treating people with dementia who fracture their hip.  

Ethical issues of informed consent, confidentiality and data storage are 

addressed in the following sections. Ethical approval was gained from the 

University of Exeter Medical School Research Ethics Committee on 3/3/2016 

[reference Mar16/B/086] (Appendix 1). Approval was also gained (where 

appropriate) from the Research Governance departments of the Trusts where the 

participants worked.  

4.3.1 Participants and recruitment 

Physiotherapists were recruited from throughout the UK using a purposive 

sampling strategy based upon inclusion of participants who had a variety of 

different experiences, knowledge and demographics about the phenomena of 

interest (Creswell and Plano-Clark 2007). Physiotherapists were recruited based 

on the following inclusion criteria: 

- Work in the UK as a physiotherapist registered with the Health and Care 

Professions Council 

- Have experience treating people with dementia and hip fracture 

Purposive sampling is a non-random, deliberate choice of a participant due to the 

qualities the participant possesses (Etikan, Musa et al. 2016). The sampling 

sought to recruit participants with a range of characteristics including different 

experience, gender, speciality and setting in which they worked. This was aimed 

to reflect the diverse nature of physiotherapy practice as well as increasing the 

generalisability and transferability of the findings. 
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In addition to knowledge and experience, the importance of being willing and 

motivated to participate was of high importance (Etikan, Musa et al. 2016). An 

advert was placed on the Interactive Chartered Society of Physiotherapy website 

which allowed participants to actively seek to be involved. Personal contacts of 

the authors were also contacted to determine whether they would consent to take 

part in the study. Potential participants were asked to contact the researcher to 

determine eligibility. A participant information sheet (Appendix 2) was emailed to 

each potential participant and they were given an opportunity to review this 

information prior to deciding whether they were willing to take part. Upon 

agreement to take part, a convenient location was agreed for the face to face 

interview to take place. Written informed consent was obtained from each 

participant prior to the interview commencing (Appendix 3). 

In order to prevent participants feeling pressurised into answering questions they 

may have wished not to, participants were informed that they could refuse to 

answer one, or more, of the questions without needing to explain their reasons 

for refusing to answer. They were also informed that they could withdraw from 

the process at any point without question. Following the interview, participants 

were asked whether they were happy for the whole of the discussion to be 

included in the transcript analysis, or whether there was anything they would like 

excluded. Confidentiality was guaranteed, but they were informed that should the 

participant have highlighted concerns that affected patient safety, it may have 

been necessary for the research team to break this confidentiality. 

Recruitment and interviewing continued until no new data was emerging. It is 

suggested that when no new data is emerging, there will be no new coding 

strategies and therefore no new themes will be generated (O’Reilly and Parker 

2013). However, the number of emergent themes are potentially limitless (Green 

and Thorogood 2004) due to the unique interpretations and meanings that people 

make of social situations, so there are potentially always new interpretations 

(Wray, Markovic et al. 2007). A pragmatic approach suggests that an adequate 

sample size is one that sufficiently answers the research question (Marshall 

1996) and places less emphasis on the numbers of samples required, therefore 
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sampling ceased when sufficient data had been generated to answer the 

research question. 

4.3.2 Data Collection 

An interview topic guide (Appendix 4) was used to guide the interview process 

with topics of interest included. The questions were designed around these 

topics, but were flexible and open-ended with the aim to allow the participant to 

describe the experience in their own terms. This approach is effective in eliciting 

rich responses from participants (Charmaz 2014). The questions focused on the 

experiences that the physiotherapist had treating people with hip fracture and 

dementia, techniques used, beliefs about “rehabilitation potential” as well as the 

importance of multidisciplinary working. The topic guide was tested during a pilot 

interview to ensure that the questions were understandable to participants. 

Participants were asked the same initial questions, but the questions were 

worded so that responses were open-ended allowing the participant to describe 

their experience in their own words. The interviewer was a physiotherapist which 

allowed a deep discussion regarding physiotherapy interventions. In order to 

reduce any potential bias from the interviewer sharing the same professional 

background as the participants, a second researcher who was not a 

physiotherapist independently coded the data. The interviews were face to face 

and lasted approximately 45 minutes, they were audio recorded and transcribed 

verbatim with any participant identifiable information removed from each 

transcript. Development of themes and the process of purposive sampling was 

aided by the usage of memos throughout the data collection and analysis. Memo 

writing is central to the processes involved in qualitative research (Birks, 

Chapman et al. 2008) and reflects the iterative nature of the processes as well 

as the importance of reflexivity during the research process (Birks, Chapman et 

al. 2008). Memos taken during data collection enabled the author to determine 

characteristics of further participants that were important to gain further insight 

into potential themes. Furthermore, these memos were used during discussion 

with the other authors about emerging themes during analysis (Birks, Chapman 

et al. 2008, Charmaz 2014). 
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4.3.3 Analysis 

Thematic analysis is a method of analysing qualitative data that is commonly 

used, but poorly defined (Roulston 2001). Qualitative analysis can be divided into 

two separate theoretical analytical approaches. The first relates to analysis which 

derives from a particular theoretical or epistemological position and thus could be 

described as deductive in nature (Braun and Clarke 2006), such as framework 

analysis. The second, where thematic analysis can be positioned, is one of 

theoretical and epistemological freedom, whereby analysis is inductive in nature 

and seeks to generate theory (Roulston 2001). The aim of this study was to 

generate theory and thus adopted an inductive approach using a process of 

thematic analysis (Table 1). The process of thematic analysis was guided by the 

methods proposed by Braun and Clarke (Braun and Clarke 2006).  

Table 1 - Process of thematic analysis (Braun and Clarke 2006) 

Phase  Description of the process 

1 Familiarizing yourself 
with your data 

Transcribing data (if necessary), reading and re-
reading the data, noting down initial ideas. 

2 Generating initial 
codes 

Coding interesting features of the data in a systematic 
fashion across the entire data set, collating data 
relevant to each code. 

3 Searching for themes Collating codes into potential themes, gathering all 
data relevant to each potential theme 

4 Reviewing themes Checking if the themes work in relation to the coded 
extracts (Level 1) and the entire data set (Level 2), 
generating a thematic ‘map’ of the analysis. 

5 Defining and naming 
themes 

Ongoing analysis to refine the specifics of each theme, 
and the overall story the analysis tells, generating clear 
definitions and names for each theme. 

6 Producing the report The final opportunity for analysis. Selection of vivid, 
compelling extract examples, final analysis of selected 
extracts, relating back of the analysis to the research 
question and literature, producing a scholarly report of 
the analysis. 

4.3.3.1 Phase 1 – Familiarisation with the data 

Familiarisation of the data, in this case transcripts, represented the initial stage 

of analysis. Several of the interviews were transcribed by the researcher in order 

to experience the process of transcription and to improve understanding of the 

data. For pragmatic reasons, the remaining transcripts were transcribed by a 

professional transcriber. These transcripts were all proof-read to ensure accuracy 



Q u a l i t a t i v e  S t u d y  1  

74 | P a g e  

as even the most accurate transcriber may miss words or will transcribe phrases 

that are slightly different from what was actually said (Creswell 1998). McLellan 

and colleagues (1998) suggest proofreading a random selection of transcripts, 

however, it was decided that all transcripts should be proof-read as this would 

further familiarise the researcher with the interview. This repeated reading of the 

transcripts allows immersion in the data to allow familiarisation of both breadth 

and content of the data (Braun and Clarke 2006), while beginning to search for 

meanings or any emerging patterns. 

4.3.3.2 Phase 2 – Generating initial codes 

The second stage of analysis involved the creation of initial codes (Creswell 

1998). A ‘code’ is a term applied to a small segment of data (word, sentence or 

short paragraph) which identifies a certain feature of the data and can be termed 

‘the most basic segment, or element, of the raw data or information that can be 

assessed in a meaningful way regarding the phenomenon’ (Creswell 1998).  

Computer Assisted Qualitative Analysis Software (CAQDAS) was used to 

organise the data prior to analysis. There has been much debate about the use 

of CAQDAS in the analysis of qualitative data, with some authors suggesting that 

the software may be overly directive in nature (Seidel 1991), distance the 

researcher from the data, or attempt to quantify qualitative data (Hinchliffe, Crang 

et al. 1997). However, a pragmatic decision was taken to use NVivo 11 (QSR 

International) to organise data and increase the transparency of data analysis 

(Morison and Moir 1998).   

In order to increase the internal validity of the results, a process of analyst 

triangulation (Patton 1999) was undertaken during generation of the initial codes. 

It is suggested that having two (or more) researchers individually analyse the 

same data set, then compare their findings reduces the potential researcher 

biases (Patton 1999). The two authors discussed and compared coding 

strategies and resolved any disagreements. A decision was made that both 

authors would use descriptive coding as the initial stage of coding. The codes 

using descriptive coding were very similar in terms of the content and meaning, 
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however, the exact terminology used varied between the two authors, potentially 

reflecting different professional backgrounds.  

4.3.3.3 Phase 3 – Searching for themes  

This phase forms the interpretative stage of analysis where themes regarding 

phenomenon under scrutiny begin to emerge (Creswell 1998). Codes are sorted 

into the themes which are essentially broader categories collating all codes of a 

similar topic. During this phase, several thousand codes were categorised into 

broader topics until all codes were organised into wider themes. An initial mind 

map of potential themes and their interrelationship was created (Figure 12). 

 

Figure 12 – Experiences of physiotherapists: mind map of development of initial themes 

The process of thematic development was aided by the use of peer debriefing 

(Lincoln and Guba 1985) whereby deduced themes were discussed amongst the 

authors. This involved extensive discussions about the derived thematic map in 

relation to the data set and resulted in further refinement. 

4.3.3.4 Phase 4 – Reviewing themes 

This phase involved two stages of refining themes. Initially, the coded extracts for 

each theme were read and checked to determine whether they related to the 
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theme. At this point it was evident that many of the coded extracts fitted better 

with a different theme and were therefore moved. The themes were further 

refined using a second level of refinement whereby they were checked across 

the whole data set. At this stage, it became evident that some data needed to be 

recoded, which is common during this iterative stage of theme development 

(Braun and Clarke 2006).  

4.3.3.5 Phase 5 – Defining and naming themes 

This phase involved checking that the whole data set accurately fitted into the 

three overarching themes. The revised thematic map (Figure 13) had three main 

themes with a further eleven subthemes which reflected the complexity of the 

data. 

4.3.3.6 Phase 6 – Producing the report 

The final stage of the analysis involves the writing up of the report with the aim to 

explain the complex nature of the data, in a way that the reader trusts the 

accuracy of the analysis (Creswell 1998, Braun and Clarke 2006). At this stage, 

the use of data extracts is advised in order to add evidence to support each 

theme. 

4.4 Findings 

Twelve physiotherapists were interviewed, at which point no new data was 

emerging. The participants represented a broad range of experiences both in 

physical and mental health settings (Table 2).  

Three distinct themes were developed from the data (Figure 13). There were 

significant challenges reported by physiotherapists which formed the first theme. 

These challenges led physiotherapists to “think outside the box” in order to 

develop management strategies for this population, forming the second theme. 

The final theme drew on positive experiences of treating this population and the 

importance of appreciation of the concept of “rehabilitation potential” and was 

titled “realising potential”. 
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Table 2 - Participant characteristics of physiotherapists 

Number of participants (n=12) 

Location South East 2 

 Midlands 2 

 North West 1 

 North East 4 

 Wales 1 

 London 2 

UK Pay Scale 6 2 

(Band) 7 8 

 8+ 2 

Gender Male 3 

 Female 9 

Years of experience 
as a physiotherapist 

0-5 1 

5-9 1 

 10-19 6 

 20-29 3 

 30+ 1 

Speciality Physical Health 6 

 Mental Health 5 

 Both 1 

Primary location Community 5 

 In-patient 4 

 Out-patient 1 

 Mixed 2 

 

Figure 13 – Experiences of physiotherapists: final thematic map 
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4.4.1 Theme 1: Challenges 

One of the most significant themes involved the challenges felt by 

physiotherapists regarding various aspects of the persons’ management. These 

challenges focused on the poor attitudes of others, lack of services for this 

population and also the importance of medical management, all of which had a 

significant impact on the ability to undertake physiotherapy. These challenges 

were reported universally in all settings and amongst different specialities, but the 

challenges faced varied in their nature.  

4.4.1.1 Frustrations 

Several of the participants proposed that less experienced clinicians 

demonstrated a significant fear and panic of treating people with dementia. It was 

also reported by several of the participants that the presence of dementia was an 

excuse not to treat the patient or as a cause of poor outcomes.  

“its always put as a  limiting factor “ooh, they’re doing ok, but they have got 

dementia so they won’t go much further” or …. “they’re not doing very well, it’s 

‘cos they’ve got dementia.” (community based, physical health physiotherapist)  

People with dementia were described as regularly being “written off far too early” 

after sustaining a hip fracture, frequently without valid reason, but potentially the 

result of lack of knowledge or experience of treating people with dementia rather 

than for true physiological reasons. Community-based physiotherapists felt that 

people were often judged for their potential to improve in an acute setting which 

was an inappropriate place to provide physiotherapy. This often prevented them 

being referred to community based services. Acute physiotherapists also 

acknowledged the acute setting as being inappropriate for this population, but felt 

there was no option as they were frequently unable to refer to community-based 

services. 

A further frustration reported was a lack of availability of services for people with 

dementia. It was reported that a diagnosis of dementia could exclude people from 

accessing some services.  
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“so do they ‘qualify’ for an intermediate care bed if they [are deemed to] have no 

rehab potential?”  (Community based, physical health physiotherapist) 

Long community waiting lists and complex referral pathways were reported by 

acute physiotherapists to delay discharge from acute settings. There was a 

universal concern that people needed to be seen quickly post hip fracture, as 

delays in offering treatment resulted in poorer outcomes. 

Acute physiotherapists highlighted difficulty referring to community services, or 

referrals getting lost in complicated referral processes. Physiotherapists in the 

community reported being aware of people not being referred for ongoing input 

with some reporting actively seeking out people themselves. 

“[he] wasn’t referred to me, I came across [him] shall we say. I’d heard stories…..” 

[Community based, physical health physiotherapist] 

The majority of physiotherapists reported a pressure to prove effectiveness of 

their interventions and to justify the amount of input they provided. 

Physiotherapists reported that standardised outcome measures were not 

appropriate for this population; however there was a general feeling amongst all 

that there was a need to use some form of outcome measure. The majority of the 

described outcome measures involved the assessment of biomedical measures 

of physical impairments rather than relating to activity of participation.  

 “How can you actually say that a treatment is effective in the absence of an 

internationally validated outcome measure such as Tinetti or Berg…..” 

(Community based, physical health physiotherapist) 

Physiotherapists working in acute settings reported that national guidelines pose 

unachievable targets for physiotherapists to achieve when treating this population 

in view of resource limitations and commonly occurring post-operative 

complications such as delirium. 

“You know the NICE guidelines are suggesting that it’s very important to get these 

people moving as early as possible so there is a recommendation …… early 
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mobilisation within 24 hours……. which is a ridiculous recommendation for this 

population anyway.” (In-patient, physical health physiotherapist) 

4.4.1.2 Medical management 

The importance of good medical management of this population was mentioned 

by all physiotherapists in different contexts. Analgesia was reported to be vital in 

order to be able to offer effective physiotherapy, however this was often 

inadequate or inappropriate. It was commonly felt that analgesia should be 

routinely given, especially in the acute stages, to allow physiotherapy to be 

undertaken. 

“All our patients are in pain and most of the things we’re going to ask them to do 

acutely is going to be painful” (In-patient, physical health physiotherapist) 

Further medical issues such as nutritional needs of the patient were described as 

being key to ensure physiotherapy can be undertaken, however it was felt that 

frequently the importance of this was overlooked. Post-operative delirium was 

reported to hinder physiotherapy in the acute setting and was frequently poorly 

managed or diagnosed in people with dementia. Where the medical aspects of 

the patient were not considered and addressed, physiotherapy was even more 

challenging and difficult to undertake. 

4.4.1.3 Role of collaboration 

Few of the physiotherapists talked about involving doctors in the physiotherapy 

process in a positive manner. There was a perceived challenge of working with 

orthopaedic doctors whose biomedical approach to the treatment of this 

population did not necessarily fit with physiotherapy priorities. Indeed, such 

orthopaedic doctors were described to not understand why, once the hip had 

been repaired, the patient was unable to mobilise and, therefore, be discharged. 

However, close working with occupational therapists (OTs) was reported by 

several of the physiotherapists, especially in in-patient settings.  

“But all my best outcomes in terms of mental health, trauma and orthopaedics, 

burns, any area, it has always been a good MDT approach with OT’s” (In-patient, 

mental health physiotherapist) 
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Low physiotherapy staffing levels were reported frequently. The use of 

physiotherapy assistants, who were recognised to be a more cost effective 

approach to treating this population, was adopted variably. Some services 

preferred to employ qualified staff, whereas others found them invaluable. 

 “they are worth their weight in gold” (In-patient, mental health physiotherapist).  

Where they were used, they were used to provide extra support during gait re-

education, continue exercise programmes that had been started by the 

physiotherapist, or undertake functional tasks such as outdoor mobility. 

Involving family and carers in physiotherapy was discussed by all 

physiotherapists. The majority were keen to have family and carers involved in 

the treatments – asking them to continue exercises at home, or provide 

background information. However, some reported that carers often had too high 

levels of stress and carer burden to be able to be involved, or were too elderly or 

infirm themselves. 

“it’s an extra task that we’re asking them to do in a very stressful carers situation.” 

(Outpatient, physical health physiotherapist) 

4.4.1.4 Biomedical v’s Person Centred Care Approach 

Physiotherapists felt pressure to comply with unsuitable biomedical assessments 

and outcomes, with emphasis being placed on improving measures such as 

muscle strength or range of motion, however this was the only approach that was 

taught at undergraduate level. Mental health physiotherapists reported that such 

biomedical approaches simply were ineffective for this population which led to 

them needing to change the way they manage people with dementia who fracture 

their hip. The adoption of person-centred care approaches were described 

commonly by physiotherapists working in a variety of specialities, however they 

were frequently impossible to employ due to a lack of resources and knowledge. 

“Do they like fishing? Do they like football? Do they like – then let’s go see a match. 

Maybe the rehab is walking to a football match? Maybe rehab is walking to the 

football ground?” (Outpatient, physical health physiotherapist) 
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Such biopsychosocial approaches were described to be what managers and 

commissioners expected and therefore what they needed to deliver. 

4.4.2 Theme 2: “Thinking outside the box” 

It was universally felt that interventions (and assessments) needed to be adapted 

for people who had dementia, incorporating a PCC approach to treatment. 

Participants described their standard biomedical assessments as being 

inappropriate for this population and frequently had to adopt a functional 

approach to assessing people. The ability to adapt interventions was dependant 

on the availability of resources and time. Physiotherapists working in mental 

health settings generally described more novel techniques such as taking people 

to community facilities such as boxing gyms to adapt interventions, whereas 

physiotherapists working in physical health settings aspired to be able to adopt 

such techniques but had insufficient time to do so. 

4.4.2.1  “Classic approaches just go out the window” 

Despite being one of the most prevalent symptoms of dementia, interestingly very 

few physiotherapists suggested using any specific strategies to overcome 

memory difficulties, with only one recommending using a memory book, or written 

instructions, to enable people to continue exercises independently. Instead, the 

majority of physiotherapists described pragmatic approaches to overcome 

memory problems. These techniques revolved around prompting people and 

adapting quantity and frequency of treatments. 

 “they couldn’t sustain any effort for very long anyway but to get them three, four, 

five times a day rather than one twenty minute session made much more sense” 

(In-patient, physical health physiotherapist) 

The importance of a consistent physiotherapist treating the patient was 

highlighted alongside creating a regular daily routine to try and reduce 

disorientation. The majority of physiotherapists also reported the importance of 

the environment on the persons’ physiotherapy, with a variety of opinions; 

however, it was commonly felt that a familiar environment (typically home) was 

the most suitable. 
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“I think some are patients being assessed in the wrong environment as if they are in 

a very unfamiliar situation and environment, then perhaps you don’t see the 

potential” (Out-patient, physical health physiotherapist) 

Physiotherapists in all settings reported that a lot of behavioural difficulties were 

avoided by ensuring appropriate communication. Taking time to build a 

relationship was reported to be vital as well as allowing the patient to lead 

movement. Physical contact with the patient was deemed appropriate to build a 

relationship, but during treatments this was not necessarily beneficial. 

“But when we stand them, we start to take away that support slowly so that people 

don’t become dependent and we do try and keep hands off, because I think with a 

lot of our patients, you put lots of hands on, it’s giving a lot of sensory input to 

them and they think “great and I’ll just lean back on it”” (In-patient, mental health 

physiotherapist) 

Adapting verbal communication was recommended such as breaking down 

instructions, using short sentences and speaking more slowly. The importance of 

not overloading a person with verbal input was also reported by several 

physiotherapists. 

 “I think we’re all for wanting to give people as much information as they need and 

overwhelming them sometimes with information and some of the time it’s about 

taking a step back.” (In-patient, mental health physiotherapist) 

The significance of non-verbal communication was reported by many of the 

mental health physiotherapists, including the importance of body positioning and 

allowing the person to see their face. This helped the person communicate, but 

also was felt to reduce some behavioural difficulties such as aggression. 

Low mood or motivation reduced engagement in physiotherapy sessions. Several 

physiotherapists reported including their patient in group rehabilitation to try and 

improve mood and therefore engagement. Physiotherapists working in 

community settings reported trying to determine the activities that a person 

previously enjoyed, trying to engage them in such activities and incorporating 

physiotherapy into this.  
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“Certainly know their life history. Certainly know their story. What makes sense to 

them? What is their context? What is their environment? What are they used to? 

So that you can interpret what they’re saying….” (Outpatient, physical health 

physiotherapist) 

Encouraging the patient to set their own goals, if able, was deemed imperative in 

less acute settings. Physiotherapists tried to adapt interventions to make them 

meaningful to the patient and enjoyable. This required a significant time 

investment to learn about the patient and spending time talking to them and their 

relatives. In acute settings, the goals revolved around discharge planning. 

4.4.2.2 Challenges of taking risks 

Acute physiotherapists did not report ‘risk taking’ as being a problem, however 

community based physiotherapists reported it as having a significant impact on 

their clinical reasoning and management of the patient. Physiotherapy involves 

challenging a person’s physical ability and this, by its very nature, increases the 

risk of further physical injury. Reported risks included allowing a person to walk 

without a walking aid, or allowing them to return home with a high risk of falls. 

However, the extent to which the physiotherapist was prepared to accept this risk 

affected the person’s potential to improve. It was felt that some physiotherapists 

were reluctant to take any risks. 

“I think people are frightened of litigation and getting into trouble for things” (In-

patient, mental health physiotherapist) 

It was described in the acute setting that people often have their mobility 

deliberately restricted to try and prevent the risk of further falls. This was in the 

form of using bed rails, sedatives or discouraging people trying to stand or walk. 

However, physiotherapists recognised that this was disabling people further, 

made physiotherapy progress slower and increased risks such as chest 

infections, pressure sores and cardiovascular complications. Therefore their aim 

was to promote mobility, while accepting that imperfect treatments were 

sometimes necessary. Community and mental health physiotherapists felt that 

avoiding risk limited the person’s ability to live a fulfilled life.  
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“You’re not necessarily having less risk by doing something more protective if you 

think about what you’re doing for that patient and you’re you know you’re de-

conditioning them and you’re disabling them aren’t you?” (In-patient, mental 

health physiotherapist) 

The ability to take positive risks by the physiotherapist was reported to be 

associated with confidence and experience of that clinician and was learnt 

implicitly. This was particularly evident around issues of capacity and consent, 

where physiotherapists felt treating people without explicit consent was a 

challenge. 

4.4.2.3 Value of experience 

The importance of clinician’s experience was discussed to varying extents. There 

were different methods of gaining experience, with the majority of 

physiotherapists relying on experiential or implicit learning, with only small 

amounts learnt explicitly. All participants reported a significant lack of 

undergraduate education around dementia, instead relying on post-graduate 

experience. 

“Experience! Trial and error! Did I learn about dementia during my undergraduate 

training? No!“ (Community, mental health physiotherapist) 

Few physical health physiotherapists had undertaken any training in dementia, 

despite having sought it. The physiotherapists working in mental health settings 

had accessed more training in dementia care, but some still felt there was a lack 

of explicit education available. Some of the participants sought evidence, but felt 

that little advancement had been made in the literature in recent years, therefore 

used research sparingly. 

“Yes, let’s look at the research. You know, yes, let’s be informed by it but let’s not be 

dictated to by it.”  (outpatient, physical health physiotherapist) 

When questioned physiotherapists struggled to explain how they had learnt to 

treat this population. Methods of “trial and error” were frequently reported – more 

so amongst more experienced physiotherapists. There was an element of 
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assumed translation from personal life experiences, other physiotherapy 

experiences and a general feeling of compassion towards their people which 

assisted their management. 

“It’s really hard to describe really, how you know……. you just get a feel for it, which 

is hard to define.” (in-patient, mental health physiotherapist) 

4.4.3 Theme 3: Realising potential 

The physical potential that a patient had to improve was considered by many of 

our participants, but was often deemed to be difficult to determine. 

4.4.3.1 Labelling 

Determining potential was a challenge reported by all physiotherapists, with the 

term “rehabilitation potential” frequently being used in this context. This was a 

label that was reported to be used mainly in the acute setting, to classify whether 

somebody has the potential to improve physically. There was significant 

disagreement about the value of this label. Generally acute physiotherapists 

found this label useful as it helped determine the patient’s pathway, although they 

recognised that it was often poorly used and needed to be justified. 

Physiotherapists working in mental health and community settings viewed this 

term less favourably, reporting that it was often applied to a patient too soon and 

could be very detrimental to future services that were offered to that patient.  

“I see a lot of negative labels being used for people with dementia and once that 

label has been put on, it’s almost like they can’t get rid of it” (in-patient, mental 

health physiotherapist) 

4.4.3.2 Prejudged 

Mental health physiotherapists further argued that applying such a label to a 

patient was due to a failing of the physiotherapist or the service provision rather 

than actual physical potential the patient has. 

“I believe everyone has rehab potential if you are skilled enough, have enough time 

and resources to be able to objectively work on a person’s goal.” (in-patient, 

mental health physiotherapist) 
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Furthermore, it was suggested that such potential was often prejudged; assuming 

people with dementia could not be rehabilitated and therefore not even attempting 

to engage them in physiotherapy. 

“They’d looked at her page and before I’d even questioned them about why they’d 

not got her out of bed they’d already said she’d got no rehab potential.” (in-

patient, mental health physiotherapist) 

Lack of knowledge and education regarding dementia were blamed for this 

attitude that a person with dementia could not be rehabilitation. 

4.4.3.3 Creativity 

Despite lots of negative feelings expressed towards the management of this 

population, various physiotherapists reported positive experiences. Several 

physiotherapists reported that the presence of dementia after hip fracture was not 

necessarily a problem. 

“sometimes the dementia can actually be to an advantage because the person has 

difficulty remembering the fact that they have fractured their hip” (In-patient, 

mental health physiotherapist) 

There was general consensus that there was variability in outcomes, but there 

were many examples of positive outcomes following hip fracture. Such positive 

examples were used by the physiotherapists to educate other healthcare 

professionals that people with dementia could recover following hip fracture. 

“We’ve had some really positive outcomes and that in itself breeds positivity.” (In-

patient, mental health physiotherapist) 

Several physiotherapists expressed a real passion for treating people with 

dementia and hip fracture including the satisfaction of achieving success in what 

was universally felt to be a challenging population. 

“I really enjoy it and I enjoy the successes of people with dementia going home.” 

(Mental health, acute physiotherapist) 
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Moreover, the differing techniques used were suggested to increase holistic 

approaches to treatment and increase creativity. These skills were reportedly 

directly transferable to other areas of physiotherapy. This was seen as being 

important for junior staff that may be rotating through a variety of different 

specialities. 

4.4.3.4 Advocacy 

Physiotherapists reported frequently acting as advocates for their patients, in 

order to ensure effective management where they felt treatment was sub-

optimum. They felt they were ideally placed to co-ordinate their management. 

“I think giving the dementia patients a voice and being advocates for them rather 

than them just being dismissed” (In-patient, mental health physiotherapist) 

There was a fear that if they did not act as advocates, people would not be given 

an opportunity to receive physiotherapy, therefore this role was vital to ensure 

that the patient had a chance at improving. It was noted that this was not always 

a common attitude and where a patient did not have such an advocate, they were 

unlikely to receive physiotherapy and if they did, it was unlikely to be suitable for 

their needs. 

4.5 Discussion 

The aims of this study were to explore the experiences of physiotherapists who 

treat people with dementia and hip fracture. We interviewed twelve 

physiotherapists working in the UK within a variety of different healthcare settings 

and roles, identifying three main themes and a further eleven subthemes. This 

study discusses experiences of physiotherapists treating people with dementia 

after they fracture their hip and highlighted the challenges faced. It also 

highlighted the difficulty physiotherapist’s face trying to refer people to other 

services – specifically community based services, suggesting a lack of care 

pathways for this population could negatively affect their rehabilitation journey. 

This reflects a survey undertaken by the CSP in conjunction with the BOA (2015), 

in which less than half of people with dementia and hip fracture got referred for 

community based follow-up. A recent retrospective cohort study reported similar 
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figures, reporting 40.1% of people with dementia did not receive any 

physiotherapy following hip fracture (Seitz, Gill et al. 2016). This highlights a large 

population of people who are not in receipt of physiotherapy and whose outcomes 

remain unknown. It has been reported that there is a need for greater research 

into the effectiveness of care pathways for people with dementia (Samsi and 

Manthorpe 2014). Lack of care pathways being used in the management of 

people with dementia could be due to difficulty developing such pathways due to 

uncertainty surrounding aspects of dementia such as diagnosis and disease 

trajectory. However, the lack of care pathways appears to pose a challenge to 

physiotherapists when managing this population. 

Comparable experiences of physiotherapists to those in our study were found in 

neurological and palliative care specialities. Findings from a study using semi-

structured interviews (Carson and McIlfatrick 2013) with eleven physiotherapists 

working in various palliative care settings demonstrated that the physiotherapists 

felt that their role was to maximise independence and improve quality of life. They 

identified similar barriers and enablers in the form of communication, resources, 

teamwork, and training. This could suggest that the challenges faced by 

physiotherapists treating people with hip fracture and dementia may be similar to 

those faced by those working with patients with life limiting conditions and 

perhaps reflects the challenges of managing a person with dementia who 

fractures their hip. Rehabilitation for people with palliative care conditions where 

patients with life limiting illness may not only have a disability but also must 

recognise that they have a condition where further deterioration is inevitable 

(Montagnini, Javier et al. 2017). Research into rehabilitation in palliative care 

suggests that goals should target reaching the greatest physical and 

psychosocial potential (Santiago‐Palma and Payne 2001), while maintaining the 

highest possible QOL and enabling them to cope with their illness (Javier and 

Montagnini 2011). This appears to be similar to the experiences of treating people 

with dementia, however, a recent systematic review suggested that there was 

limited evidence of physiotherapy interventions in the terminal phase of a person 

with dementia (Escarigo, Gameiro et al. 2017). 
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However, the fundamental difference in treating these populations is the difficulty 

in engaging and communicating with the person with dementia. Our participants 

described a variety of approaches of trying to overcome these difficulties, but 

these were very dependent on available resources such as time and staffing. 

Collaboration and communication with other services and healthcare 

professionals was reported variably. Involvement of carers and relatives was 

reported unanimously as being imperative, however, involving a wider multi-

disciplinary team was reported to be challenging. A recent government report 

(Morse 2010)  highlighted this fragmented approach to the care of people with 

dementia. 

Pressures placed upon physiotherapists by national guidelines, commissioners 

and managers were a common source of frustration for our participants. The 

validity of guidelines such as early mobilisation was questioned by some of our 

participants, but the suggestion was that the guidelines were not achievable due 

to resource limitations and service pressures, rather than a patient’s physiological 

ability or deficient skills of the physiotherapist. This is supported by a recent 

qualitative study which ascertained that barriers for referral for rehabilitation were 

the availability of human and physical resources (Isbel and Jamieson 2016). 

Resource pressures, in conjunction with others’ lack of knowledge, limited the 

physical potential of a population in a study similar to ours, conducted in the 

neurological field (Mulligan, Fjellman-Wiklund et al. 2011).  “Rehabilitation 

potential” was a term mentioned by many of our participants and was deemed to 

be challenging to determine in people with dementia and hip fracture.  A literature 

review (New 2009) found only a small number of studies on this topic, reporting 

that the methodological quality of the papers was insufficient to undertake a 

formal systematic review, favouring a thematic synthesis, the results of which 

suggested that there was insufficient evidence as to how to determine a person’s 

rehabilitation potential. The lack of evidence in the literature surrounding this label 

is in contrast to the importance of this term when attempting to determine patient 

pathways. However, the importance of this label was inconsistent amongst our 

participants. 
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In support of previous research (Redfern, Mckevitt et al. 2006), an apparent 

challenge physiotherapists described was the need to employ person-centred 

approaches to their treatment, determined by an appreciation that standard 

treatment techniques were not effective if used without consideration for the 

effects of the dementia. However, this was a challenge working within a health 

paradigm which is biomedical in its background. An auto ethnographic study 

(Mudge, Stretton et al. 2014) explored the experiences of two physiotherapists 

working in neurological rehabilitation and the findings reported the importance of 

moving away from a biomedical approach that is commonplace for 

physiotherapists. The importance and challenges of “risk taking” was evident, but 

more experienced physiotherapists felt able to manage this element of the 

patient’s treatment. The avoidance of such risk is against the aim of ‘inclusion’ 

which is deemed to be what people with dementia and their families strive to 

achieve (Bailey, Clarke et al. 2013), 

Ensuring their practice was evidence based represented a challenge to some of 

our participants, due to the lack of published research into the management of 

this population in combination with resource pressures. Where there was little 

published research to inform practice, physiotherapists described using their 

clinical expertise and experience in order to treat this population. This is the 

fundamental basis of evidence based practice, whereby there is a required 

integration of scientific evidence, clinical experiences and patients’ values and 

experiences (Sackett, Rosenberg et al. 1996). The value of experience was 

highlighted by the majority of our participants in view of the lack of evidence 

available. 

This is the first qualitative study looking at in-depth experiences of 

physiotherapists treating people with dementia who fracture their hip. One 

previous study looked at the difficulties healthcare professionals faced treating 

this population, employing a questionnaire to determine what cognitive deficits 

health care professionals, including physiotherapists, found most difficult to 

manage (McGilton, Wells et al. 2007). Analogous to our study, they found that 

health care professionals perceive memory impairment, lack of insight and 

inability to carry out purposeful movement to be the main barriers to rehabilitation 
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for this population. Our participants described a variety of different techniques 

and methods aimed at trying to overcome these deficits, however, the lack of 

knowledge and service pressures were reported to significantly affect the ability 

to practice the techniques. This lead to wide variations in the physiotherapy 

offered to people.  

4.5.1 Methodological Rigour 

The fact that the primary researcher is a physiotherapist could be considered a 

strength of the study, or conversely a weakness. Controversy about the effect of 

“insider versus outsider” interviewers is significant. However, Hockey (1993) 

proposes that the advantage could be considered the “lack of culture shock or 

disorientation, the possibility of enhanced rapport and communication [and] the 

ability to gauge the honesty and accuracy of responses” (Hockey 1993), p 199). 

The relationship between the researcher and the participant was important to 

consider and it was reflected that they may have felt less comfortable sharing 

experiences if they felt they were portraying negative experiences of 

physiotherapy.  

In order to reduce any potential bias as much as was practicable the second 

reviewer who coded the transcripts was a health researcher, but not a 

physiotherapist, nor had any specific experience of working with physiotherapists. 

However, it was acknowledged that the primary researchers background may 

have affected the use of language and questions during the interviews (Berger 

2015), while also influencing the lens for filtering the information gathered from 

participants and the resultant analysis (Kacen and Chaitin 2006).  

Generalisability relates to the extent to which the results can be deemed 

applicable to other contexts and settings. The generalisability of the results was 

increased by the purposive sampling strategy which sought participants with a 

wide range of characteristics including location, experience, gender and place of 

work. 
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4.6 Summary 

For people who are referred for physiotherapy, this study provides some 

interesting insights into the experiences and difficulties that physiotherapists face 

treating people with dementia after hip fracture. It was commonly felt that the 

presence of dementia meant that people could not be treated using the same 

treatments and methods as people without. The traditional biomedical approach 

was not appropriate or effective for this population. Instead a person-centred care 

approach to treatment was required, however physiotherapists struggled to adopt 

this approach due to resource pressures and a lack of knowledge. 

It was suggested that guidelines should reflect the need to adopt a person-

centred care approach in order to reduce pressures on physiotherapists to 

accomplish targets which are unachievable in the presence of dementia. The 

results support concerns raised by the CSP and BOA and suggests an urgent 

requirement for the physiotherapy management of this population to be 

reconsidered. While this study was useful to explore the experiences of 

physiotherapists delivering treatment to people with dementia following hip 

fracture, in order to develop an appropriately targeted intervention, it was deemed 

important to further understand the experiences of people with dementia 

receiving physiotherapy. Accordingly, chapter 5 explores this using a qualitative 

approach. 
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Chapter 5.  Are physiotherapists employing person-

centred care for people with dementia? An exploratory 

qualitative study examining the experiences of people 

with dementia and their carers  

Hall, A.J., Burrows, L., Lang, I.A., Endacott, R. and Goodwin, V.A., 2018. Are 

physiotherapists employing person-centred care for people with dementia? An 

exploratory qualitative study examining the experiences of people with dementia 

and their carers. BMC Geriatrics, 18(1), p.63. 

ABSTRACT 
Background 

People with dementia may receive physiotherapy for a variety of reasons. Little 

research has focused on the experiences of people receiving such treatment.  

The aim of this study was to gain an in-depth understanding of people’s 

experiences of receiving physiotherapy and to explore these experiences in the 

context of the principles of person-centred care. 
 

Methods 

Semi-structured interviews were undertaken with people with dementia or their 

carers between September 2016 and January 2017. We also recruited carers to 

explore their involvement in the intervention. Thematic analysis was used to 

analyse the data. 
 

Results 

A total of eleven participants were recruited to the study. Three themes were 

identified. The first explores the factors that enable exercises to be undertaken 

successfully, the second deals with perceived resource pressures, and the final 

theme “the physiotherapy just vanished” explores the feeling of abandonment felt 

when goals and expectations of physiotherapy were not discussed.  
 

Conclusion 

Lack of a person-centred care approach was evident with the demonstration of 

ineffective communication, thus failing to develop a shared understanding of the 

role and aims of physiotherapy. 
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5.1 Introduction 

The scoping review (Chapter 3) highlighted the lack of evidence for physiotherapy 

for people with dementia and hip fracture and thus necessitated the generation 

of new theory. This chapter forms the second qualitative study designed to 

overcome this lack of theory and explores the experiences of people with 

dementia receiving physiotherapy. In Chapter 4, physiotherapists described 

trying to incorporate PCC approaches into their treatment of people with 

dementia, however, the extent to which this was experienced by those receiving 

it was not clear, thus forming the aims of this chapter. Physiotherapists described 

how they were trying to incorporate PCC into the management of people with 

dementia, but were often limited by lack of knowledge or resource limitations. 

Gait problems and reduced postural control (Cieślik, Jaworska et al. 2016) in 

combination with impairments in cognition lead to greater risk of falls and 

fractures for people with dementia (Friedman and Mendelson 2014). Despite the 

importance of incorporating PCC into treatment plans to provide effective 

treatment for people with dementia (Brooker and Latham 2015), the extent to 

which PCC is experienced by people receiving physiotherapy is not clear.  

Historically, research into dementia has neglected the subjective experiences of 

those people living with dementia, or comprised of carers’ opinions (Beard 2004). 

A review commissioned by the Australian Government highlighted the need for a 

greater understanding of the experiences and needs of people with dementia and 

their carers (Seeher, Withall et al. 2010) and was echoed by the 

recommendations of the James Lind Alliance dementia research priority setting 

review (Alzheimer's Society 2013). 

5.2 Aims and Objectives 

The aim of this study was to explore the experiences of people with dementia, 

and their carers, of the physiotherapy they received as part of a rehabilitation 

program. Furthermore, it aimed to explore what factors were important to improve 

adherence and ability to engage in physiotherapy, while also considering whether 

the principles of PCC are experienced during a physiotherapy programme. 
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5.3 Methods 

An inductive qualitative approach was used as the aim was to explore 

participants’ experiences and perspectives, while generating new theory. An 

inductive approach was adopted due to the absence of current theory. To gain 

an in-depth understanding of the experiences of people receiving physiotherapy 

we undertook semi-structured interviews with people with dementia, in the South 

West of England, between September 2016 and January 2017. We also 

interviewed carers of people with dementia to explore their experiences of being 

involved in the process of physiotherapy. 

Ethical approval was gained from the University of Exeter Research Ethics 

Committee on 1/6/2016 reference Jun16/B/094 (Appendix 5).  

5.3.1 Participants and recruitment 

A purposive sampling strategy was employed, with participant inclusion based on 

their experiences. We included participants who had received physiotherapy 

within the last six months, had a diagnosis of dementia and were able to give 

informed consent to participate in the study. We also recruited carers of people 

with dementia who had experience of their relative having received 

physiotherapy. Recruiting people who had experienced physiotherapy in a variety 

of different settings and for a variety of reasons was hypothesised to increase the 

generalisability of the findings. 

Recruitment utilised two strategies. Firstly, letters were sent to Memory Cafés in 

Devon and Cornwall. In addition, the project was registered on the “Join Dementia 

Research” (JDR) website (www.joindementiaresearch.nihr.ac.uk) where people 

with dementia can register their interest in being involved in research projects. All 

people registered with JDR, living in the South West of England were sent an 

email to determine their potential involvement in the project. A letter was sent to 

those who did not have an email address or as a follow-up to those who did not 

respond to the initial email. The potential participants were asked to contact the 

research team should they have received physiotherapy recently and were happy 

to discuss their experiences. A pragmatic decision to cease recruitment was 

made when sufficient data was gained to meet the aim of the research. 

http://www.joindementiaresearch.nihr.ac.uk/
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The severity of the person’s dementia did not determine their inclusion into the 

study. Instead, their capacity determined their inclusion, which may not be directly 

correlated to their perceived “severity” of dementia. The ability to consent to 

participate was guided by the Mental Capacity Act (2005) (MCA). This states that 

a person is unable to make a decision if they are unable to understand the 

information relevant to the decision, retain this information and communicate his 

or her decision (by any means). Therefore, the researcher assessed capacity to 

make the decision about participating in the study at the time the decision needed 

to be made. On agreeing to participate in the study, the participant’s ability to 

understand the information, retain it and then communicate their decision was 

checked by the researcher. This was also repeated immediately prior to 

commencing the interview. Upon completion of the interview, it was further 

checked that the participant understood the use of their data and whether they 

were happy for it to be used. 

The participants undertook a single interview (maximum 30 minutes) as part of 

the study, therefore it could be assumed that their capacity did not alter over this 

period of time, however, when organizing the time and location of the interview, 

the researcher was aware that a person’s capacity may fluctuate at different times 

during the day and week, therefore the time of the interview was organized at a 

time most appropriate to the participant. Should it have become apparent during 

the interview that the participant lacked capacity, despite initially being felt 

deemed to have capacity, the interview would have been stopped and the 

interview data excluded from analysis. At no point was this a concern with any of 

the participants recruited to take part in the study. 

A participant information sheet (Appendix 6) and consent form (Appendix 7) was 

provided to all participants. This was created with guidance from “Innovations in 

Dementia” who have undertaken work to make information accessible to people 

with dementia. They suggest, amongst other things, the use of large fonts, Arial 

or Helvetica type face, white backgrounds and the use of boxes to highlight 

important information (DEEP 2013). 
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5.3.2 Data collection 

Interviews were undertaken with participants in a place and at a time of their 

choosing and employed open-ended questions, which were broad in nature in 

order to elicit rich responses from participants. A topic guide was used to structure 

the interview (Appendix 8) so although the participants were asked the same 

initial questions, they were phrased in a way that would encourage them to 

describe their experiences in their own words. The aim of the questions was to 

determine how the physiotherapist approached their treatment, whether it was 

adapted to facilitate adherence with regards to their dementia and thus determine 

whether they were experiencing treatment which aligned with the principles of 

PCC.  

Although participants were not explicitly told that the interviewer was a 

physiotherapist, this was not concealed and in all interviews it was discussed and 

explained, allowing a deep discussion about the physiotherapy interventions. 

Interviews were conducted face-to-face (with the exception of one which was by 

telephone at the participant’s request) and lasted approximately 30 minutes. They 

were audio-recorded and transcribed verbatim immediately following completion 

of the interview. Memos were taken throughout the data collection and analysis 

phase and were used to guide discussion with the other authors while also 

refining the sampling strategy.  

Personal and demographic data about the participants remained confidential and 

held in accordance with the Data Protection Act 1998. Unique study identification 

numbers were allocated to each participant prior to the study commencing. All 

documents were stored separately so that the demographic data was kept 

separate from study data. Transcriptions of interview data were anonymised and 

identified only by the unique identification number. Once the study was 

completed, digital recordings were deleted. 

Specific quotes were anonymised with the use of pseudonyms preventing the 

participant being identified. No reference was made to specific Hospital Trusts or 

organisations in which the physiotherapy was received, or individuals who 

provided the physiotherapy. 
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5.4 Analysis 

The aim of this study was to generate theory and thus adopted inductive thematic 

analysis to make sense of the data. The process of thematic analysis was 

previously described in Chapter 4 (section 4.33) and similarly, this study was 

guided by the methods advocated by Braun and Clarke (2006). The 

trustworthiness of the emerging themes was improved by discussion amongst 

authors, using a process of peer debriefing (Lincoln and Guba 1985) and involved 

the authors discussing the development of thematic maps in order to reach 

consensus on the emerging themes. 

The interviews were transcribed by a professional transcriber employed by the 

University of Exeter and the small number of participants meant that it was 

feasible to proofread all of the transcripts and this further increased the 

familiarisation of the data. CAQDAS was used in order to help organise the data  

and analyst triangulation (Patton 1999) was undertaken at this stage, whereby 

transcripts were individually coded by two researchers and the findings were 

discussed in order to reduce the potential researcher biases (Patton 1999). 

Initial mind maps of potential themes and their interrelationship were created 

(Figure 14) and used during discussion with all authors. Extensive discussions 

about the derived thematic map ensued in order to further refine the emerging 

themes in a process of peer debriefing (Lincoln and Guba 1985). This led to the 

development of an agreed initial set of themes and subthemes. Reviewing of the 

themes and recoding of data was undertaken with themes rechecked to ensure 

a good fit of the data into the themes. A final thematic map was created following 

this reviewing of data (Figure 15). 
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Figure 14 – Experiences of people with dementia and their carers: example of initial mind map 

 

 

Figure 15 – Experiences of people with dementia and their carers: final thematic map 
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5.5 Findings 

We recruited eleven people to the study, six people with dementia and five carers 

(Table 3). Three major themes and a further eight subthemes were formulated. 

The first theme “physiotherapy is more than just a sheet of exercises” explores 

the importance people with dementia and their carers placed on physiotherapists 

not just providing exercises but on providing support to enable the exercises to 

be undertaken successfully. Many of the participants described how resource 

pressures were perceived to affect the amount and type of physiotherapy they 

received and this forms the second theme. The final theme “the physiotherapy 

just vanished” explores the importance of the person with dementia and their 

carer having a shared understanding with the physiotherapist about the aims and 

goals for physiotherapy; in some cases a lack of this understanding resulted in a 

feeling of abandonment by the physiotherapist.  

Table 3 - Participant characteristics of people with dementia and their carers 

 

Number of interviews (n=11) 

Participants taking part in 
interview 

Individual interview with person with 
dementia 

2 

 Person with dementia and carer 
interview together 

7 

 Carer interviewed without person 
with dementia 

2 

Location of received physiotherapy In-patient 6 

(some in multiple settings) Community 5 

 Out-patient 1 

Type of physiotherapy dementia NHS 8 

(some received multiple) Private 6 

   

Reason person received 
physiotherapy 

Hip fracture 6 

 Other fracture 2 

 Elective surgery 1 

 Falls 2 

Age of person with dementia  <65  0 

 65-75 2 

 76-85 6 

 86> 3 
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5.5.1 Physiotherapy is more than just a sheet of exercises 

Our participants described several factors that were important considerations for 

the physiotherapist to be able to help engage them and enable them to undertake 

appropriate exercises, going beyond simply handing out a set of exercises. 

Where adaptations were not made, adherence to exercises was poor. 

5.5.1.1 Understanding 

The need for the physiotherapist to get to know the person was discussed by 

many participants, alongside an appreciation and understanding that people with 

dementia could still be rehabilitated following injury or illness. Taking time to get 

to know the person was felt to be vital to allow the physiotherapist to develop 

individually tailored strategies to maximise engagement in their rehabilitation, but 

it was commonly felt that physiotherapists failed to look beyond the dementia. 

Reasons for this were reported to be a lack of understanding about dementia but 

also a lack of time and resources available.  

“I think a lot of the problem lies that people look at someone with dementia and 

that’s all they see.  They see someone with dementia.  I mean I don’t look at my 

mum and see someone with dementia you know I see her as funny, witty, 

entertaining that is my mother. ” (carer – PA11 ) 

Some participants felt that their physiotherapist lacked knowledge about treating 

older people and those with dementia, while wanting to be recognised as needing 

an approach to treatment different from that received by younger people or those 

without dementia. 

“Yeah I think you’ve got to [inform the physiotherapist] because people understand 

better then otherwise they treat you like you’re an idiot if you’re not careful and 

as soon as people know then they are a little bit more…… they’ve got a little bit 

more respect in how they treat you.” (person with dementia – PA6) 

However, other participants reported feeling as though the “stigma” of having a 

diagnosis of dementia could negatively affect their care and wanted to receive 

the same treatment as somebody without dementia. This fear of receiving less 

satisfactory care, or being treated differently, if they disclosed the diagnosis of 
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dementia led to several of our participants withholding their dementia diagnosis 

from their physiotherapist. 

“I didn’t tell him I had Alzheimer’s because you know as soon as you say you have 

Alzheimer’s ……. people instinctively think that you’re past it” (person with 

dementia, PA7) 

There was a fear that the physiotherapist may not understand how to treat them 

appropriately if the diagnosis was disclosed. There was also a reported 

embarrassment at having to disclose this information where the physiotherapist 

was not aware. 

“…..this young male physio that I go to wouldn’t understand a word if I said I had 

Alzheimer’s.  So I haven’t said it to him, so it’s partially my fault but ……..I suppose 

it’s a question of self-respect.” (person with dementia, PA7) 

5.5.1.2 Giving Confidence 

The difficulty disclosing a diagnosis of dementia was frequently put down to a 

lack of confidence to share such information. It was reported that being given a 

diagnosis of dementia had significantly affected a persons’ confidence, both in 

terms of their health and also in terms of managing everyday activities.  

“But the thing I’ve found now with Alzheimer’s is the lack of confidence of what you 

did used to do.“ (person with dementia, PA10) 

Participants described this lack of confidence affecting their ability to engage with 

the physiotherapist and therefore felt unable to tell them that exercises were too 

complicated. They also lacked confidence to ask their physiotherapist to check 

that they were undertaking them correctly. Our participants reported trying to 

overcome this lack of confidence by having somebody else, usually their spouse, 

present during physiotherapy sessions. However, it was often felt that the 

exercises were simply too complicated and therefore they were unable to 

undertake them. 
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Our participants reported feeling that the physiotherapist needed to appreciate 

that their lack of confidence might affect their ability to engage and adhere to the 

physiotherapy. They also felt that the role of the physiotherapist was to help 

develop a sense of improved confidence, which would allow them to undertake 

the physiotherapy correctly. 

5.5.1.3  Adapting Treatment 

The difficulties people with dementia and their carers reported with undertaking 

the physiotherapy meant that it needed to be adapted to make it possible for them 

to engage. However, different participants described varying adaptations that 

would help their ability to undertake the physiotherapy, highlighting the 

importance of individualizing treatment based on the exact needs of each person. 

None of our participants reported having an open discussion with their 

physiotherapist about how best to adapt their treatment to overcome any 

difficulties they experienced due to their dementia. 

However, in practical terms, participants talked about treatments needing to be 

short and regular in order to create a routine to help them remember the 

physiotherapy. 

“So I think it’s just perseverance really and I think also yes making it a habit rather 

than a memory.” (person with dementia, PA11) 

The use of written exercise sheets was talked about favourably but these were 

not always offered even when requested. They gave the person with dementia 

confidence to be able to repeat the exercises correctly, but in some cases were 

too complicated to follow.  

5.5.1.4 Getting the Right People Involved 

Involving the correct people in the treatment was reported to be something that 

was important but often poorly considered by the physiotherapist. Having a 

consistent physiotherapist providing input was reported by our participants to be 

invaluable but this was frequently impossible in acute settings. 
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“I mean he [relative] used to complain a lot at the hospital ……… always changing 

the physio that’s the other thing you know about different people coming……. he 

didn’t like it when it was all different people all the time” (carer, PA9) 

Relatives were keen for others to be involved in the physiotherapy, such as day-

care services or paid carers, but this was infrequently supported by the 

physiotherapists. 

“I was surprised they didn’t train the day care centre staff …….They do exercises with 

their clients in there anyway…..” (carer, PA4) 

The carers reported being happy to be involved in the physiotherapy if they were 

able, reporting that this was just “part of their job”. If they were not physically able 

to be involved in undertaking exercises, they wished to be involved in discussions 

and decision making. However, several carers found it difficult to assist with the 

exercises, or be involved in decision making, as their levels of carer burden were 

already too high. 

“I said look this hasn’t broken my [relative] but I can tell you it has nearly broken 

me.” (carer, PA11) 

5.5.2 Lack of resources affected the physiotherapy 

Resource limitations and pressures within the NHS were frequently cited and our 

participants felt that these often negatively affected their care. Various aspects of 

the persons care were reported to be affected by resources, including the ability 

to access physiotherapy as well as the amount and type of physiotherapy that 

was offered. 

5.5.2.1 Difficulty accessing physiotherapy 

Many of our participants described a difficulty accessing physiotherapy and when 

it was offered, it often took a long time to begin, which was perceived to negatively 

affect the ability to improve. 

“Well I think maybe you know by the time the physios got involved my [relative] has 

been lying in bed for a month.” (carer, PA11) 
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In order to resolve this difficulty, several participants sought private physiotherapy 

input until NHS physiotherapy started. However, this then excluded them from 

receiving NHS physiotherapy.  

“once the NHS found out that he had private physio that was it they said they don’t 

want to do anymore……he is able to pay for someone himself.” (carer, PA9) 

There was also a reported difference in what could be offered from a private 

physiotherapist to what was offered by the NHS. Physiotherapists working for the 

NHS appeared more cautious with regards to health and safety, whereas the 

private physiotherapists were more flexible in their approach. 

“they [NHS physiotherapists] were wrapped up in health and safety you know when 

someone else [private physiotherapist] was managing to get him walking with just 

one of them they insisted on having two ……….the house was absolutely 

overcrowded with equipment because you know they would insist that he need a 

rotunda machine to stand and then another machine and then this sort of 

wheelchair …….. it ended up that there was hardly anywhere for him to walk in his 

house because of all this equipment.” (carer, PA9) 

5.5.2.2 Not getting what they deserved 

Generally our participants had very low expectations of what physiotherapy they 

would receive and these low expectations were realized by many. These low 

expectations were grounded in an appreciation of a lack of resources available in 

healthcare as well as some previous negative experiences of physiotherapy 

interventions. 

“I suppose finances are difficult in there and the amount of people that need the 

service I’d say but that doesn’t sort of qualify her not having a service she’s entitled 

to.” (carer – PA3) 

However, while some participants were openly disappointed and felt that they did 

not get what they deserved, the majority accepted what was given – seemingly 

as they were unaware of what they were entitled to. 
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“But I don’t know how long a piece of string is I’m not sure I wouldn’t have a clue I 

suppose that’s another thing you know how along the line of expectations of how 

long we would have expected them to keep trying.”(carer, PA9) 

Dissatisfaction usually revolved around a low number of sessions, poor 

treatments, frequent cancellations, or poor communication. When physiotherapy 

was started, it was often difficult to get ongoing physiotherapy and it was felt that 

the physiotherapists were frequently too quick to try to discharge people. 

“I still feel she could do with some more physio but my concern about it was, was in 

fact that having got the physiotherapy people to come and see her they were soon 

very keen to get shot.” (carer, PA3) 

5.5.3 “The physiotherapy seemed to vanish” 

Difficulty getting physiotherapy initially, followed by a lack of ongoing input was 

reported in combination with a frequent lack of clarity about how and why the 

physiotherapy ceased. 

5.5.3.1 Poor communication 

There was a lack of communication reported between the person with dementia 

and carer (where involved) and the physiotherapist, leading to a sense of 

confusion and unclear expectations. There was a lack of clarity and 

understanding reported by participants about the process of physiotherapy, what 

it was going to involve and when it would be completed. The role of the 

physiotherapist was unclear to a lot of participants and the use of physiotherapy 

assistants alongside qualified staff was poorly, or not, explained. There was no 

clear understanding of whether the physiotherapist was going to review them 

again, or whether the assistant was going to complete the course of treatment. 

“She [physiotherapist] said I’m going to go away and draw up a schedule and I’ll 

come back with the auxiliary and we’ll go through what’s to be done but in the 

event the physio didn’t come back she just sent the auxiliary” (person with 

dementia, PA2) 

This lack of effective communication led to confusion about when the 

physiotherapy was completed, leading to a feeling of abandonment. Participants 
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described how the physiotherapist had just stopped attending, but there were no 

clear reasons for this. 

“she had a little bit and then it all sort of dropped off” (carer, PA1) 

5.5.3.2 Unclear goals 

The lack of goals and aims appeared to precipitate a feeling of the physiotherapist 

“vanishing”. None of the participants had set goals with the physiotherapist before 

or during treatment. This led to confusion about what the aims of the treatment 

were and therefore an unclear ending to the physiotherapy. Timescales were not 

discussed or used as part of goal setting, creating confusion about how much 

physiotherapy was expected to be delivered. 

“No, she didn’t say you know in three months’ time you will look like …… no there 

was nothing like that.  No she just said I’ll get some exercises for you that will 

improve your general wellbeing.  I don’t think there was anything that said you 

know you will be able to do a particular thing after six months or something was 

there?” (person with dementia, PA2) 

Participants described the mental challenge that having no goals to achieve 

created. Progress was frequently slow and this made it difficult to see any 

improvements they were making. 

“I think you need a few more goals as well........... you need the sort of praise for it 

but also perhaps you need a few more goals you know.  You know “really within 

another two months if should be back to”…” (person with dementia, PA7) 

5.6 Discussion 

The aim of this study was to explore the experiences of people with dementia 

receiving physiotherapy as well as the experiences of carers who were involved, 

in order to determine whether the principles of PCC were being applied to their 

treatment. Our participants described how they perceived resources to negatively 

affect the physiotherapy that was received, how physiotherapists needed to 

consider how to engage the person in physiotherapy rather than just providing 
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exercises and also how a lack of understanding of the process of physiotherapy 

led to a feeling of desertion.  

Participants experienced significant difficulty in obtaining physiotherapy and 

further trouble receiving ongoing input. Although we sought to recruit participants 

with a variety of conditions, the majority of our participants were receiving 

physiotherapy following hip fracture. This reflects a survey undertaken by the 

CSP in conjunction with BOA (2015) which reported that less than half of people 

with dementia and hip fracture get referred for community based follow-up. A 

recent retrospective cohort study suggested similar figures, reporting 40.1% of 

people with dementia did not receive any physiotherapy following hip fracture 

(Seitz, Gill et al. 2016). The difficulty in obtaining physiotherapy initially and then 

receiving ongoing input led to several participants seeking private physiotherapy.   

People reported difficulty undertaking the prescribed exercise which was viewed 

as poor adherence. However, participants described the lack of adaptation of 

treatments to meet their specific needs which made it impossible to adhere to 

treatments. Adherence to physiotherapy among people with dementia has not 

been explored, but research in populations without cognitive difficulties suggests 

factors that may affect levels of adherence to physiotherapy interventions. Poor 

self-efficacy was suggested to limit adherence to physiotherapy in outpatient 

settings (Jack, McLean et al. 2010) and is commonly experienced by people with 

dementia due to a reduction in executive function and initiative. Adherence has 

also been identified as being lower in people with high levels of depression (Oliver 

and Cronan 2002), anxiety (Minor and Brown 1993) and low self-motivation 

(Brewer, Van Raalte et al. 2000) which are all common problems faced by people 

with dementia. However, despite various factors affecting the adherence to 

treatment, it must be considered that failure to adapt the intervention to the 

individual needs of the patient may be the primary cause of lack of adherence. 

Goal setting is an essential component of rehabilitation (Wade 2009) and for 

people with dementia (Bogardus, Bradley et al. 1998), although there is a lack of 

high quality evidence supporting the effectiveness of goal setting in improving 

physical outcomes (Levack, Weatherall et al. 2015). However goal setting may 
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result in positive effects for psychosocial outcomes (Levack, Weatherall et al. 

2015). The lack of goal setting with our participants led to frustrations and 

confusion about the actual physiotherapy received and resulted in dissatisfaction 

with the input. It is suggested that the goals of people with dementia may be less 

clear and well defined than for people where curing a disease is possible 

(Bogardus, Bradley et al. 1998). However, an appreciation that although the 

dementia cannot be ‘cured’, the condition they are receiving treatment for can still 

be improved is vital for this population and goals should be carefully decided to 

consider this. However although participants were unaware of goals being set for 

their treatment, this could potentially be related to a lack of understanding about 

what constituted a goal. Lack of awareness of goals could be related to poor 

communication that was experienced between the physiotherapist and the 

patient. There was a common feeling that the physiotherapist was keen to 

discharge the person. This, in combination with a lack of understanding about 

what they were entitled to, often seems to have been the result of poor 

communication between those involved in their care, resulting in unclear 

expectations. The feeling of desertion some of our participants felt is comparable 

to other research for people who have needed long-term physiotherapy. The 

experience of people having had a stroke being discharged from physiotherapy 

has been reported similarly to often be one of “abandonment” (Pound, Bury et al. 

1994) and may reflect an inability within the NHS to provide ongoing care for 

people with long-term conditions.  

The decision about whether people will disclose a diagnosis of dementia has 

been explored in the literature (Beard 2004). People with ‘invisible conditions’ 

such as dementia may employ a strategy of preventative disclosure as described 

in literature relating to epilepsy (Tröster 1997). Several of our participants 

withheld their diagnosis from their physiotherapist due to a concern that 

disclosing the diagnosis may negatively affect the care they received, while 

others felt it necessary in order for the physiotherapist to treat them effectively. 

Whereas the perceived benefits of disclosing a diagnosis of dementia allowed 

compassion and understanding, the negative consequences of stigmatization 

were feared. This feeling of stigmatization or “social demotion” has previously 

been reported in people with a diagnosis of dementia and chronic illnesses 



C h a p t e r  5   

111 | P a g e  

(Charmaz 1991) and affects the relationship between clinician and patient. 

However, the failure to disclose their diagnosis had the consequence of 

preventing the physiotherapist being able to adapt the treatment and personalise 

the intervention. 

Dementia can be considered a medical ‘problem’ but it is also a lived experience 

(Beard 2004). This is how our participants described it, with physiotherapy playing 

an important role in affecting this lived experience. It has previously been 

proposed that dementia’s historical biomedical background fails to appreciate the 

sociocultural aspects of the illness (Beard 2004). This is reflected in our study 

where participants wanted their physiotherapists to consider the greater context 

around which the exercises were prescribed but found that these were often 

neglected in favour of a biomedical approach. Our participants described factors 

that were important for the physiotherapist to consider including using personal 

experiences of life and relationships, involving family and carers in decision 

making and building relationships between patient and healthcare professionals, 

all of which are essential components of PCC (Van Der Steen, Soest‐Poortvliet 

et al. 2011, Sjögren, Lindkvist et al. 2012). However, none of our participants 

described their experience of physiotherapy as being one akin to PCC.  

5.6.1 Methodological Rigour 

In order to increase the internal validity of the results, a process of analyst 

triangulation (Patton 1999) was undertaken during the process of generating 

codes. It is believed that having two (or more) researchers individually analyse 

the same data set, then compare their findings reduces the potential researcher 

biases (Patton 1999), thus increasing reliability of the results.  

The primary researcher being a physiotherapist could be considered a strength 

of the study as it allowed a deep discussion and shared understanding of what 

was received by the participants. Alternatively it could be considered a weakness 

as participants may have been less willing to portray a negative experience of 

physiotherapists. However, the interview questions were worded in such a way 

as to ensure that negative experiences could be openly discussed and it was 
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made clear that hearing any negative experiences was as important as hearing 

positive experiences.  

Several interviews involved interviewing the carer and the relative together which 

added a challenging dimension to the interview, whereby the relative was often 

keen to answer for the person with dementia when they were struggling to think 

of an answer. However, during these interviews, the interviewer explained the 

importance of hearing the view of the person with dementia and they were asked 

to give them time to do so. Frequently the person with dementia sought 

reassurance from their relative when answering questions, perhaps further re-

enforcing the lack of confidence that they felt. 

Although participants were only recruited from the South West of England, the 

purposive sampling strategy recruited participants with a range of characteristics 

in order to increase the generalisability of the results. The experiences reported 

were common amongst participants suggesting the sample size was sufficient to 

gain a good understanding of the experiences of this population while also being 

sufficient to answer the aims of the study. 

5.7 Summary 

Our findings suggest that the principles of PCC were desired by participants, 

however, the incorporation of PCC principles into their individual management 

was rarely evident from the perspective of people with dementia or their carers, 

with physiotherapists often perceived as approaching the patient from a 

biomedical perspective with little emphasis placed on the biopsychosocial 

aspects of their situation. Greater incorporation of PCC into the physiotherapy 

treatment of people with dementia may be very valuable in order to improve 

adherence to treatment. 

Physiotherapists may need to develop other strategies to ensure that people with 

dementia get the input they need, such as improving the involvement of carers or 

incorporating exercises into more functional activities that can be undertaken with 

less supervision, while also promoting strategies that increase a person’s self-

efficacy. We found that communication was often reported to be poor, particularly 
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in relation to goal-setting and setting expectations of what physiotherapy could 

offer. A shared understanding of the role and aims of physiotherapy may help to 

avoid the frustration and feelings of dissatisfaction that our participants 

experienced.  This study highlighted the importance that people with dementia 

and their carers placed on their physiotherapy adopting a PCC approach. 
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Chapter 6.  Intervention development 

6.1 Introduction 

Generation of primary data in the two qualitative studies described in Chapters 4 

and 5 formed the basis for the next stage of the PhD, whereby a theoretical 

understanding of the likely processes enabled development of the intervention. 

The unknown complexity involved uncertainties around the social, environmental 

and contextual components which were important to the management of people 

with dementia when receiving physiotherapy following a hip fracture. Intervention 

development forms the modelling stage in the MRC framework and is discussed 

in this chapter. This chapter describes the components of the intervention, and 

how these were developed using existing evidence, empirical findings described 

in Chapters 4 and 5, as well as involvement of the clinical advisory team and PPI 

group. Data from these sources aided the creation of a logic model depicting the 

intervention (Figure 16). The feasibility and acceptability of the developed 

intervention will be explored in Chapter 7.  

6.2 Theoretical Development 

Findings reported in the empirical studies illustrated that the traditional biomedical 

approach to rehabilitation may be ineffective for people with dementia. The 

concepts of biomedical and biopsychosocial approaches were first introduced in 

Chapter 1, but they will now be explored in relation to people with dementia. 

Biomedical theories describe dementia as a ‘disease' and as the loss of 

‘normality' (Bond and Corner 2001). The ‘personal tragedy theory’ (Oliver 1990) 

has been suggested to best explain dementia from a biomedical perspective with 

people being labelled as ‘victims' or ’sufferers' (Bond and Corner 2001). The 

detrimental effects of people with dementia being labelled were described by 

physiotherapists in Chapter 4, where they reported that people with dementia 

were being given a label of “no rehabilitation potential”, which prevented them 

receiving physiotherapy. Similarly, people with dementia reported the damaging 

effects of being labelled as having dementia as they feared that this may 

negatively affect the physiotherapy they received (Chapter 5). 
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Figure 16 – Feasibility study: intervention logic model 
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The biomedical approach focuses on disability and impairment which results from 

a ‘disease’ or ‘illness’. It proposes that disease or injury are divergent from normal 

functioning (Lewis 2011), so the aims of interventions such as physiotherapy are 

to regain normal functioning and therefore lead to “cure”. Following hip fracture, 

such return to normal functioning could be considered feasible, however, with co-

existing long term conditions such as dementia, the inability to cure the disease 

suggests the biomedical approach may not be appropriate.  

In Chapters 4 and 5 physiotherapists, people with dementia and their carers 

described rehabilitation needing to be more akin to a biopsychosocial method 

whereby treatments focus on improving activity and participation. This was 

incorporated into the intervention by means of a functional assessment, goals 

and treatments, while ensuring the intervention was personalised to meet the 

needs of the person. This biopsychosocial approach merges biomedical and 

psychosocial aspects of health and encourages clinicians to consider the 

individual and societal contexts of their experiences (Engel 1977). 

Physiotherapists have become more aware of the ‘care and support’ philosophy 

rather than their traditional ‘cure’ philosophy (Richardson 1999) which aligns with 

the biopsychosocial approach, although the adoption of such approaches into 

clinical practice is unclear. Such a biopsychosocial approach targets the specific 

difficulties and challenges that the patient experiences while also refocuses the 

lens through which success or failure of treatment is measured. However, 

resource limitations, lack of knowledge and pressures from managers and 

commissioners were deemed detrimental in being able to deliver such an 

approach. The intervention reported in this chapter describes the development of 

a physiotherapy intervention based on the biopsychosocial approach, which 

aligns with the principle that the physiotherapy is not aiming for “cure”. Previously 

described in Chapter 1, person centred care is a biopsychosocial approach which 

places the person at the centre of the treatment. This is based on the four 

founding principles as depicted in Figure 17. 
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Figure 17 - Person centred care (Collins 2014) 

Thus, it is personalised to meet the needs of each individual, incorporates a 

functional approach to the physiotherapy and aims to enable the patient to 

achieve greater participation in social activities. These principles align with the 

components of the ICF (see section 1.7.1.4.2). 

6.3 Physiological considerations 

Two prospective studies have investigated the changes that occur in body 

composition after a hip fracture (Karlsson, Nilsson et al. 1996, Fox, Magaziner et 

al. 2000). They reported a mean five to six percent loss of total body lean mass 

and a four to eleven percent gain in fat mass at one year after fracture. The 

majority of loss in lean mass appeared to occur in the first four months after the 

fracture, potentially as a result of immobility. Periods of immobility, such as after 

hip fracture, have been shown to accelerate loss of skeletal muscle (Fried, 

Tangen et al. 2001, Kortebein, Ferrando et al. 2007) and sarcopenia is a core 

component of frailty (Cruz-Jentoft, Baeyens et al. 2010). More specifically, 
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following hip fracture there is reduction in fast-twitch muscle fibre size in the 

quadriceps (Aniansson, Zetterberg et al. 1984). The result is difficulty in 

generating maximal leg extensor power, which correlates closely with mobility in 

frail elderly subjects (Bassey, Fiatarone et al. 1992) and after hip fracture (Lamb, 

Morse et al. 1995), with greater post fracture muscle strength of the legs being 

associated with better functional recovery after a hip fracture (Barnes and 

Dunovan 1987, Lamb, Morse et al. 1995). Loss of muscle strength after a hip 

fracture is likely to lead to poorer mobility recovery twelve months after the 

fracture (Visser, Harris et al. 2000) and therefore strengthening must be a core 

component of physiotherapy following fracture.   

In conjunction with loss of muscle mass due to immobility, the fracture results in 

an inflammatory response which can lead to catabolism of muscle, which has a 

further effect on muscle loss and strength (Clegg, Young et al. 2013). 

Observational studies have reported an inverse dose-response relationship 

between physical activity and inflammation (Allen 2015), thus exercise can 

reduce the negative effects of inflammation following hip fracture. Balance is also 

likely to be affected following hip fracture. Postural sway is widely used as an 

inverse index of balance (Berg, Maki et al. 1992) and is closely correlated with 

mobility (Jarnlo and Thorngren 1991). Previous research has reported postural 

sway to be greater in younger hip fracture patients (50-64 years of age) up to 30 

months after hip fracture, compared to people without (Jarnlo and Thorngren 

1991), although there is no evidence guiding the effects on postural sway for older 

people following hip fracture, nor those with concurrent dementia. 

6.4 Potential barriers to adherence 

Adherence can be defined as the extent to which a patient completes the active 

element of treatment effectively after the therapist has given advice and 

instruction (Chen, Neufeld et al. 1999). There are many factors that may influence 

adherence to a physiotherapy intervention for a person with dementia, but it must 

be considered that a poorly designed intervention is less likely to meet the needs 

of the person with dementia and therefore they are less likely to engage with it. 

Understanding the potential barriers to a person being able to undertake the 

intervention, should allow tailoring to improve its suitability and therefore increase 
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the likelihood of it being adhered to. Therefore, the physiotherapy intervention 

was designed with consideration of key difficulties that people with dementia may 

experience. 

The majority of research into exercise for people with dementia focuses on the 

effects on cognition (Angevaren, Aufdemkampe et al. 2008, Erickson, Voss et al. 

2011), depression (Chen, Chen et al. 2009), the maintenance of cognitive 

function or delaying the risk of dementia in later life (Chang, Jonsson et al. 2010). 

In populations of older adults without dementia, barriers to undertaking exercise 

are low self-efficacy (Rhodes, Martin et al. 1999, Hill, Hoffmann et al. 2011), low 

confidence, low motivation and medical issues such as pain (Hill, Hoffmann et al. 

2011). There is currently a lack of research focused on identifying optimal 

exercise modalities in terms of frequency, intensity, and duration of exercise for 

people with dementia (Forbes, Thiessen et al. 2013).  

Potential support strategies were developed to overcome the difficulties that 

physiotherapists, people with dementia and their carers described in Chapters 4 

and 5, which formed part of a toolkit that the physiotherapist could employ to 

adapt their physiotherapy programme to meet the needs of the individual. Many 

of the core elements of the intervention were designed to overcome the difficulties 

that a person with dementia may face, however additional adaptations from this 

toolkit could be incorporated also if required depending on the presentation of the 

patient. The potential barriers that a person with dementia may face when 

undertaking a physiotherapy programme are now discussed. 

6.4.1 Memory difficulties 

Memory dysfunction is potentially the most significant and common feature of 

dementia, especially Alzheimer’s dementia (Draper 2013) and is a pre-requisite 

for clinical diagnosis of dementia (American Psychiatric Association 1994). 

Memory difficulties were discussed previously in section 1.5.2 and it was 

discussed that memory can be categorised as declarative and non-declarative. 

The severity of memory difficulties may vary between stages of dementia as well 

as the different types of dementia (LaVoie and Cobia 2007). Early symptoms may 

include word-finding difficulties, or misplacing items, whereas more advanced 
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dementia may result in difficulties navigating unfamiliar environments, recalling 

names or managing everyday functional activities (LaVoie and Cobia 2007). 

Memory difficulties were reported to be one of the most challenging aspects of 

getting a patient to engage in a physiotherapy programme by physiotherapists 

(section 4.4.2.1) and by patients themselves (section 5.5.1) 

6.4.2 Difficulty learning new skills 

In Chapter 1, it was discussed that damage within the hippocampus and medial 

temporal lobe results in decrease of explicit memory, which results in difficulties 

learning new skills. Thus, people with dementia are believed to heavily rely on 

implicit memory function (Kessels, Te Boekhorst et al. 2005, van Halteren-van 

Tilborg, Scherder et al. 2007, Klimkowicz-Mrowiec, Slowik et al. 2008). The 

intervention considered that the use of the implicit memory system may be of 

greater value and more successful than trying to teach new skills. While the 

intervention was designed to minimize the requirements to learn new skills, it was 

expected that some new skills may be required to be learnt, such as using new 

walking aids, therefore potential strategies were taught to the physiotherapist. 

There is evidence to suggest that some new learning is possible for people with 

dementia, especially in Alzheimer’s’ dementia (Burgess, Wearden et al. 1992), 

so strategies were incorporated into the intervention to facilitate this. The use of 

functional exercises is central to the design of the intervention, reducing the 

requirements of learning new skills and instead relying on implicit skills that 

remain relatively intact in dementia (van Halteren-van Tilborg, Scherder et al. 

2007). A critical review of literature (van Halteren-van Tilborg, Scherder et al. 

2007) explored 23 experimental studies on implicit motor-skill learning in people 

with Alzheimer’s disease, with all studies reporting intact implicit motor-learning 

capacities. Data from the qualitative interviews (Chapter 4 and 5) indicated that 

people were often given exercises which were too complicated and involved 

learning new skills rather than using their intact implicit skills. This reduced a 

person’s ability to adhere to the exercise and frequently they stopped attempting 

the exercises. 
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6.4.3 Reduced exercise tolerance/concentration 

Data from the qualitative studies demonstrated that people with dementia 

commonly experienced a significant reduction in exercise tolerance, although it 

was unclear whether this was due to increasing age, co-morbidities or due to the 

dementia itself. Reduced exercise tolerance is a feature of increasing age (van 

Mourik, Moons et al. 2012), although any links to dementia or cognitive decline 

are yet to be proven. Evidence is unclear about the reasons behind people 

reporting reduced exercise tolerance, with some studies suggesting that people 

with mild dementia have comparable levels of cardiorespiratory fitness as people 

without dementia (Burns, Cronk et al. 2008, Burns, Mayo et al. 2008). The role of 

concentration on the ability to exercise was not clear, with some suggestion that 

the mental concentration was fatiguing in itself. However, people with mild 

dementia are reported to have virtually normal attention and concentration in 

comparison to people without dementia (Knopman 1998). This may suggest that 

reduced exercise tolerance is more related to co-morbidities associated with the 

dementia or hip fracture rather than the dementia itself. Our participants talked 

about a significant reduction in their exercise tolerance, to such an extent that 

sometimes exercise could be too challenging in addition to undertaking normal 

everyday activities. Participants discussed the importance of short exercise 

sessions, spread out regularly throughout the day, being preferable to long 

treatment sessions, so this was integrated into the design of the intervention. 

6.4.4 Apathy 

Behavioural and psychological symptoms of dementia represent a group of non-

cognitive symptoms and behaviours frequently occurring in people with dementia 

(Cerejeira, Lagarto et al. 2012). Of these symptoms, apathy is a common and 

disabling symptom (Cerejeira, Lagarto et al. 2012). Apathy directly influences a 

person’s willingness or ability to undertake exercise and therefore strategies to 

overcome this must be considered as a vital component of any physiotherapy 

intervention for this population. The challenge of facilitating people to undertake 

physical activity or exercise has been examined in behaviour change literature, 

but there are no recommendations as to which behaviour change techniques 

(BCTs) are the most effective for people with dementia. However, the key active 

components should emphasise the importance of self-regulatory strategies such 
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as goal setting, self-efficacy and joint treatment planning (Conn, Valentine et al. 

2002, Michie, Abraham et al. 2009, Heath, Parra et al. 2012). BCTs formed a vital 

component of the intervention to try and improve adherence which will be 

discussed in greater depth later in this chapter. 

6.4.5 Reduced confidence 

A diagnosis of dementia has an undoubted impact in the confidence of a person, 

this may stem from diagnosis (Husband 1999), or as a result of restrictions in 

activities as a result of the diagnosis (Bamford, Lamont et al. 2004). Our 

participants (Chapter 5) described how this lack of confidence restricted their 

activities, but in some cases also prevented the person from informing the 

physiotherapist that they were unable to undertake the exercises that had been 

prescribed to them. Lack of awareness of such issues surrounding confidence 

would have a significant impact on the adherence to a physiotherapy programme 

and therefore must be considered. No evidence in the physiotherapy literature 

relates specifically to the effect of the patient’s confidence in the adherence to 

physiotherapy interventions, however, it can be assumed that a person’s 

confidence relates to their levels of self-efficacy, which have been shown to affect 

adherence (Bassett 2005), although the transferability to a population with 

dementia is questionable due to the likely impact the dementia will have on a 

person’s self-efficacy. 

6.4.6 Lack of carer involvement 

Involvement of carers was discussed in Chapters 4 and 5, with little consensus. 

While some carers wanted to be involved in the physiotherapy with their partner, 

others felt that their levels of carer burden were so significantly high that they 

were unable to be involved. It was also reported that often, both members of a 

couple could be frail, have complex health and social needs and therefore be 

unable to be involved (Gitlin, Winter et al. 2003, Kang 2016, Turner, King et al. 

2016, Ajay, Østbye et al. 2017). A recent scoping review sought to explore what 

is known about the frail older couple in the context of rehabilitation. It highlighted 

the complete absence of literature surrounding involving the carer in rehabilitation 

when the carer is also considered frail (Rogers, Hall et al. 2018). Chapter 4 

highlighted the importance that physiotherapists placed on having the carers 
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involved in the physiotherapy and indeed this was vital to ensure adherence and 

successful completion of the treatment. The literature relating to a healthy carer 

supporting a person with dementia to exercise suggests that involvement has the 

potential to decrease carer burden (Parker, Mills et al. 2008). In a pilot study, 26 

individuals with mild to moderate Alzheimer’s, a six-month cycling program was 

shown to decrease carer distress by 40% between baseline and the final 

assessment at six months (Yu, Thomas et al. 2015).  

6.5 Components of the Intervention 

The intervention was developed with emphasis on the barriers discussed in the 

previous section. While the core elements of the intervention were designed to 

overcome the majority of these difficulties, it was created to be flexible and 

adaptable so the physiotherapists could employ extra support strategies if the 

participant was struggling to adhere to the intervention. The elements of the 

intervention are depicted in the logic model (Figure 16) and the evidence for the 

elements is shown in Table 4. The logic model illustrates the inputs which 

included the physiotherapy assessment, the physiotherapy treatments and the 

education provided to the physiotherapists. It also illustrates the potential barriers 

to adherence and how these may be overcome by the incorporation of support 

strategies and BCTs. The components of the intervention will be explored in the 

remainder of this chapter.  
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Table 4 - Evidence supporting intervention components 
 

Element of the 
intervention 

Evidence References 

Resistance exercise Resistance training effectively increases maximal muscle strength, 
muscle mass, and muscle function 

Suetta, Magnusson et al 2004 

Functional exercises Functional exercises are more appropriate for older people 
following hip fracture than standard exercises 

Littbrand, Stenvall et al 2011, Smith, Hameed et al 2015, 
Telenius, Engedal et al 2015, Thingstad, Taraldsen et al 2015, 
Toots, Littbrand et al 2015, Hall, Burrows et al 2018 

Strengthening weight 
bearing exercises 

Progressive strengthening exercises are effective in improving 
strength and function 

Sherrington, Lord et al 2003, Salpakoski , Tormakangas et al 
2014, Mitchell, Stott et al 2001, Kronberg, Bandholm et al 2014 

Balance exercises Balance exercises improve physical function after hip arthroplasty  Jogi, Overend et al 2015, Uriz-Ontano et al 2015, Kumar, 
Delbaere et al 2016 

Low intensity exercise Low intensity exercise reduces indicators of frailty, improves 
balance and strength 

Brown and Holloszy 1991, Mills 1994, Taaffe, Pruitt et al 1996, 
Brown, Sinacore et al 2000 

Pedometer Pedometers are effective motivational tools to increase activity Snyder, Colvin et al 2011, Vidoni, Burns et al 2015 

Functional outcome 
measures 

Functional outcome measures are more appropriate for people with 
dementia 

Kiresuk and Sherman 1988, Mathias, Nayak et al 1986 

Goal setting Goal setting results in greater levels of patient participation in goal 
selection, greater emphasis on person-centeredness and greater 
emphasis on setting meaningful outcomes that patient 

Wade 1998, Scobbie, Wyke et al 2009, Wade 2009, Levack, 
Weatherall et al 2015 

Telephone contacts Telephone contacts reduce carer depression and burden and 
improve quality of life 

Bormanm, Warren et al 2009, Langford, Fleig et al 2015, 
Chenoweth, Stein-Parbury et al 2016 

Use of diary Use of diaries or exercise logs is useful for people with dementia  Logsdon, McCurry et al 2005 

Pictorial aids Pictorial aids useful to improve ability to undertake functional tasks 
or exercises 

Bagley, Kelly et al 1991, Azulay, Van Den Brand et al 1996, 
Morris, Iansek et al, 1996,Lancioni, Singh et al 2012, Wesson, 
Clemson et al 2013 

Errorless learning Errorless learning can aid learning new skills Clare, Wilson et al 2000, Avila, Bottino et al 2004, Donaghey, 
McMillan et al 20010, Dechamps, Fasotti et al 2011, White, 
Ford et al 2014, Creighton, Davison et al 2015, Bourgeois, 
Laye et al, 2016, Voigt-Radloff, de Ward et al 2017 

Spaced retrieval training Spaced retrieval training can improve ability to learn new skills White, Ford et al 2014, Creighton, Davison et al 2015 

Timed Get up and Go Timed Get up and Go valid and reliable measure of mobility Podsiadlo and Richardson 1991 
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6.5.1 Behaviour change techniques 

When considering the behaviour change needed to overcome difficulties 

associated with adherence, several behavioural and social theories were 

considered. However, there is a lack of guidance on how to select an appropriate 

theory for a particular purpose (Michie, 2008), indeed, to date there are no 

recommendations as to which BCTs are the most effective for people with 

dementia. There are, however, recommendations regarding generic BCTs to 

increase physical activity adherence in adults and for older people without 

dementia (French, Olander et al. 2014). Commonalities between BCTs involve 

the use of goal setting, self-monitoring and promoting self-efficacy. A scoping 

review (Davis, Campbell et al. 2015) sought to determine which theories were 

being cited in health related behaviour change literature and identified 82 

theories, however, just four theories accounted for 63% of articles: the 

Transtheoretical Model of Change (TTM; 33%), the Theory of Planned Behaviour 

(TPB; 13%), Social Cognitive Theory (SCT; 11%) and the Information-Motivation-

Behavioural-Skills Model (IMB; 7%). A further four theories accounted for an 

additional 32 (12%) of the included articles: the Health Belief Model (HBM; 3%), 

Self-determination Theory (SDT; 3%), Health Action Process Approach 

(HAPA3%) and Social Learning Theory (SLT; 2%). These theories were 

considered for their application to the behaviour change required to overcome 

potential adherence difficulties for people with dementia following hip fracture. 

TTM was developed by Prochaska and DiClemente (1982) and focuses on the 

decision-making of the individual. The TTM operates on the assumption that, 

change in behaviour, especially habitual, occurs continuously through a cyclical 

process. Despite being cited as one of the most commonly used theories of 

behaviour change, the TTM is not a theory but a model. Despite offering a useful 

model to consider stages of changes required in behaviours, the model fails to 

consider the social context in which change occurs. Similarly, the IMB which was 

proposed by Fisher and Fisher (2002) to explain HIV-related behaviours fails to 

consider the social constructs important in eliciting a behaviour change. Instead, 

it recognizes three constructs: information, motivation, and behavioural skills 

needed to engage in a given health behaviour. 
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The TPB (Figure 18) has been used extensively to explain a wide range of 

behaviours, including undertaking exercise (Blue 1995). The TPB suggests that 

predictors of behaviour are directly related to the intention to perform that 

behaviour, as well as the extent to which a person believes that the behaviour in 

question is under his or her control (perceived behavioural control) (Ajzen 1991). 

If a person does not feel in control of a situation the intention and willingness to 

act may be disturbed. The intention to act is, in turn, influenced by the attitude 

towards the behaviour, the subjective norm, and perceived behavioural control 

(Hardeman, Johnston et al. 2002). The TPB places greater emphasis on the 

social contexts that will influence a behaviour change as well as considering the 

personal characteristics of the person. The TPB is suited to predicting behaviour 

and retrospective analysis of behaviour and has been widely used in relation to 

health (Armitage and Conner 2001; Taylor et al. 2007). 

 

Figure 18 - Theory of Planned Behaviour (Ajzen 1991) 

Social Cognitive Theory (Bandura 1998) and Social Learning Theory (Rotter 

1982) suggest that individuals are active agents in shaping their experiences and 

their behaviour is affected by the characteristics of the person, the behaviour and 

the environment. The theory suggests that individuals are motivated to explore 

and manipulate their environments in such a way as to suit their goals, and these 

environments in turn further influence individual’s goals and emerging 

opportunities and experiences. Self-efficacy forms a component of Bandura’s 
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theory which proposes that a persons’ belief that they can achieve a goal 

(Bandura and Wessels 1997) which it is suggested can be motivating in 

itself (Shortridge-Baggett 2002). The majority of research relating to self-efficacy 

in people with dementia relates to the caregiver rather than the person with 

dementia themselves (Mackenzie and Peragine 2003). The HBM has been most-

often applied for health concerns that are prevention-related, such as stopping 

smoking. It was first developed in the 1950s by social psychologists Hochbaum, 

Rosenstock and Kegels (1952) and is based on the understanding that a person 

will make a change in their health behaviour if that person: 

- feels that a negative health condition can be avoided 

- has a positive expectation that by taking a recommended action, they 

will avoid a negative health condition 

- believes that they can successfully take a recommended health 

action  

Self-determination Theory (Deci and Ryan 2008) suggests that the maintenance 

of behaviours over time requires that people internalize values and skills for 

change, and experience self-determination (Ryan, Patrick et al. 2008).  SDT is 

particularly focused on the processes through which a person acquires the 

motivation for initiating new health-related behaviours and maintaining them over 

time. This relies upon a sense of autonomy and competence in order to maintain 

the behaviour. 

The Health Action Process Approach (HAPA) (Schwarzer and Luszczynska 

2008) is a model of health behaviour that suggests that health behaviour change 

is a two stage process. The motivational phase is the stage in which an individual 

forms an intention to either adopt a precautionary action or change risk 

behaviours in favour of others. The subsequent volitional phase relates to the 

processes of implementing intentions into actual behaviours (Schwarzer and 

Luszczynska 2008). 

Little consideration has been placed on behaviour change theories in populations 

of people with dementia undertaking physiotherapy. The various different 

theories include different components of behaviour change interventions. Michie 
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and colleagues (2013) created a ‘taxonomy’ of BCT components and created a 

hierarchical classification of clearly defined BCTs that could be used to accurately 

describe interventions. The TPB represents a theory of behaviour change that 

recognises the importance of social context and the influence of others in 

determining the intention to adopt a behaviour and has suggested to be a useful 

theory to explore functional limitations (Johnston 1996). Therefore TPB offers a 

potentially useful theoretical framework to understand the issues surrounding 

adherence to physiotherapy interventions for people with dementia following hip 

fracture and, therefore, was used to inform the design of the components of the 

intervention. The components were designed to be flexible and adaptable to meet 

the needs of each patient. This also ensured that it was best suited to their needs, 

while also affording the patient sufficient control over the intervention to increase 

their intention to carry out the behaviour. 

The way in which the TPB was applied to the intervention is illustrated in Figure 

19. 

 

Figure 19 - Adapted “Theory of Planned Behaviour 

 

6.5.1.1 Attitude towards behaviour 

Attitudes refer to people’s evaluation of their own behavior (Collins and Carey 

2007), this includes any previous experiences of physiotherapy or health 

interactions which may influence their current attitude towards the physiotherapy 
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programme. Data from the interviews with people with dementia and carers 

reported that frequently their experiences of physiotherapy was very poor, so it 

should be considered how such previous negative experiences may impact on 

the current intervention. Taking time to understand these should ensure that the 

intervention can be tailored to meet their needs and expectations. A qualitative 

study in musculoskeletal physiotherapy highlighted how previous negative 

experiences of physiotherapists resulted in the participants being unable to tell 

the physiotherapist that the exercises were not possible, as well as preventing 

them from returning for more treatment (Trede 2000). Data from chapter 5 

supports the findings from this study. Where significant negative experiences 

were reported around the poor (or sometimes lack of) communication to 

understand the intervention, often with people feeling uncomfortable to disclose 

information to their physiotherapist for fear of a negative response. Past 

behaviour and experience has been proposed to have a significant influence on 

current behaviour and can enhance the explanation of adjustment in both 

intention and behaviour (Sutton 1998). This supports the notion that a patient's 

positive and negative experiences should be assessed as early as possible so 

that any potential barriers can be identified and addressed (Glanz, Rimer et al. 

2008). 

A person’s attitude towards something will depend on their knowledge of that 

behaviour and how it will affect them (Ajzen 1991, Hardeman, Johnston et al. 

2002), therefore it is vital to ensure that the person fully understands the 

intervention and the positive or negative factors that could influence them. This 

highlights the value of patient education and taking time to ensure that the 

intervention is understood (Barron, Klaber Moffett et al. 2007). 

6.5.1.2 Subjective norms 

The subjective norm comprises of a person’s normative beliefs and social 

pressure toward the behaviour (Kortteisto, Kaila et al. 2010), that  is their 

perception of others’ attitudes towards them performing a behaviour (Ajzen 

1991). This can be divided into two components, the perception of the attitudes 

of others (normative beliefs), as well as the importance placed on this persons 

attitude. Thus, a person is more likely to perform a behaviour if somebody they 



I n t e r v e n t i o n  D e v e l o p m e n t  

130 | P a g e  

trust and value their opinion and believes is a good idea. This suggests the 

importance of the involvement of carers or next of kin in the intervention, as well 

as the effective relationship building between physiotherapist and patient. 

Involvement of carers formed part of the training package to physiotherapists 

delivering the intervention. Further to this, information sheets were designed 

specifically for carers or next of kin in order to educate them into the intervention.  

6.5.1.3 Perceived behavioural control 

The perceived behavioural control relates to a person’s belief about the ease (or 

difficulty) of undertaking a certain behaviour (Ajzen 1991). Thus, consideration of 

any difficulties that may represent barriers to the exercise taking place must be 

considered. Terry & O'Leary (1995) found that levels of perceived behavioural 

control had no effect on behavioural intentions, but emerged as a significant 

positive predictor of actual behaviour. Data from the qualitative interviews with 

people with dementia highlighted the importance of written information about the 

physiotherapy. People described wanting information about the exercises they 

were undertaking as well as having printed exercise sheets. However, they were 

often given extensive exercise booklets with multiple exercises causing 

confusion. A patient information sheet was created and provided prior to obtaining 

consent from the patient (Appendix 10). This was developed using the Dementia 

Engagement and Empowerment guidelines (DEEP 2013), then reviewed by an 

expert in PPI from the University of Exeter. The draft was then studied by the PPI 

group members who further refined the information sheet.  

TPB also suggests that an intention is more likely to be acted upon when there is 

a perceived degree of control over the behaviour required. If a person does not 

feel in control of a situation the intention and willingness to act may be interrupted. 

The incorporation of strategies to allow the patient to feel some control over the 

physiotherapy treatment was important. Such strategies centred on person-led 

goals whereby the patient was encouraged to specify their own goals. For people 

living with a diagnosis of dementia it can be difficult to remain involved in decision 

making (Fetherstonhaugh, Tarzia et al. 2013). While the literature suggests that 

even mild dementia has a detrimental effect on an individual's ability to make 

decisions (Lui, Lam et al. 2009) and that decision making ability decreases with 
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the severity of the dementia (Karlawish, Casarett et al. 2002), evidence also 

suggests that people with dementia may be capable of making choices about 

many aspects of their care (Fetherstonhaugh, Tarzia et al. 2013).   

6.5.2 Assessment 

As part of the intervention, a comprehensive physiotherapy assessment tool was 

created (Appendix 11). Chapter 4 described the challenge of using a biomedical 

assessment tool for this population, where assessment focused on disability and 

impairments, so a functional assessment was deemed to be more appropriate to 

determine difficulties relating to activity and participation. Nearly three decades 

ago, functional assessments of older people were reported to be vital to ensure 

optimal clinical management (Applegate, Blass et al. 1990), due to the presence 

of multifactorial problems which may encompass physical, cognitive, emotional, 

and social components. Despite functional limitations being strongly correlated to 

overall health (Marengoni, Agüero‐Torres et al. 2004) and admission to nursing 

home (Gill, Gahbauer et al. 2010), the results of our qualitative study (Chapter 4) 

suggest that physiotherapists are reluctant to move away from standard 

biomedical assessments, which are the foundation of physiotherapy’s history 

(Sim 1990), in order to consider such functional limitations.  

The developed assessment tool encouraged in-depth questioning regarding the 

functional difficulties the person with dementia has in relation to their activity and 

participation, alongside difficulties associated with their dementia. Functional 

assessment focused on their ability to undertake tasks such as standing, walking 

and transferring from one place to another. Emphasis was placed on 

understanding how limitations in functional tasks affected their ability to 

undertake activities that would have been possible prior to fracture, as well as 

how the functional limitations affected their roles in social and family contexts. 

Knowledge of these areas of difficulty would allow effective tailoring of the 

intervention to meet the needs of the patient. Assessment paperwork was 

developed with input from two physiotherapists who formed part of the clinical 

advisory group. 
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6.5.2.1 Outcome measures 

Physiotherapy literature describes using functional outcome measures 

(Applegate, Blass et al. 1990, Thonnard and Penta 2007) which relate to 

objectifying functional tasks such as walking and undertaking tasks such as 

ADLs. A literature review (Thonnard and Penta 2007) reported on four functional 

assessments used in physiotherapy for elderly people, while the remaining 

functional assessments relate to people following stroke. Two of these relate to 

objectifying walking ability – 6 minute walk test (King, Judge et al. 2000) and 

Functional Gait Assessment (Wrisley, Marchetti et al. 2004), while the other two 

relate to measuring functional ability to undertake ADLs - 8-item Physical 

Performance Test (Jack, McLean et al. 2010) and General Motor Function 

Assessment Scale (Åberg, Lindmark et al. 2003). They failed to report on the use 

of Timed Get up and Go, which is a further measure of functional mobility which 

has been shown to be a valid and reliable measure for older people (Podsiadlo 

and Richardson 1991, Rockwood, Stolee et al. 1993). However, they report the 

overall benefits of such functional measures of outcome. 

The results of the qualitative studies (Chapter 4 and 5) suggest that biomedical 

outcome measures are not important or appropriate for this population, with other 

authors also highlighting the importance of considering the social and 

psychological measures (Bond 1999, Riepe, Mittendorf et al. 2009). 

Physiotherapists reported feeling pressurised into using what they deemed to be 

traditional biomedical measures of outcome, such as muscle strength or range of 

movement, but recognised that for this population, they were frequently not 

appropriate. People discussed their aims and goals in terms of functional 

limitations and what they wanted to be able to achieve rather than measures of 

physical improvement. Therefore outcome measures for the intervention should 

be based on functional outcomes and social and psychological measures. 

Functional mobility would be assessed using  the ‘Timed get up and go’ (Mathias, 

Nayak et al. 1986) as this provided a quick assessment of gait. The Timed Get 

up and Go Test (TGUG) represents a simple, quick and practical method of 

assessing mobility. It was first introduced by Mathias and colleagues (1986) and 

they described a simple test whereby the subject is observed rising from a chair, 

walking three metres forwards, turning, then returning to the chair. The patient is 
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asked to use their normal footwear and walking aid and the time taken to 

complete the task is recorded in seconds. Its ease of reproduction makes it a 

popular test for many clinicians in community based settings. Validity and 

reliability is high (Podsiadlo and Richardson 1991) and it requires no specialist 

training or equipment to deliver, thus was deemed a practical and useful addition 

to the measures of outcome for this intervention. 

Unlike many outcome measures used in physiotherapy such as the Berg Balance 

Scale (Berg, Wood-Dauphinee et al. 1992) which comprise of a specific set of 

exercise rated according to pre-set scores, Goal Attainment Scale (GAS) uses a 

patient’s specific goal to use as an outcome measure. Therefore it can be 

considered part of goal setting as well as an outcome measure. GAS was 

included the primary outcome measures for the intervention as well as forming a 

structure to set goals. GAS was first introduced in the 1960s (Kiresuk and 

Sherman 1968). It was developed for use in mental health settings, where 

outcomes were often difficult to quantify or measure. It describes a method of 

setting sub-goals that facilitated development of an overall goal, but with the 

emphasis on the ability to evaluate smaller elements within that goal (Kiresuk and 

Sherman 1968). Since its development, there have been many more applications 

of GAS in fields such as education, rehabilitation, medicine and nursing (Kiresuk, 

Smith et al. 2014). In practical terms, GAS allows individualised goals to be 

measured on a five point scale ranging from -2 to 2, and allows quantification of 

the outcome in a single aggregated score. It also allows weighting of goals to 

reflect the opinion of the patient regarding the personal importance of the goal 

and the opinion of the therapist or team on the difficulty of achieving the goal. 

GAS was highly criticized following its conception due to the difficulty predicting 

levels of functioning. It was also suggested that assessing success against these 

predictions was conceptually different from specifying a goal or set of goals and 

measuring progress toward those (Seaberg and Gillespie 1977). However, in the 

late 1990s it was becoming increasingly recognized as a reliable, valid, and 

responsive approach to outcome measurement (Forbes 1998). Since then, its 

use in occupational therapy has become common place, with physiotherapy 

beginning to follow suit. Its preference amongst occupational therapists could be 

considered due to its perceived greater use for functional goals (Stolee, Zaza et 
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al. 1999), which is more akin to occupational therapy practice. The acceptability 

and feasibility of using GAS to determine physiotherapy goals for a population of 

people with dementia has yet to be explored, however, it has been used 

successfully in populations of frail older people (Rockwood, Stolee et al. 1993) 

where it was found to be a feasible and responsive method of measuring 

individualized client goals. 

Functional ability (or disability) affects quality of life (Hall, Burrows et al. 2018) 

and therefore a quality of life questionnaire was included in the intervention – the 

Dementia quality of life questionnaire (Brod, Stewart et al. 1999) (DEMQOL) was 

chosen to explore the effect of quality of life as it has been shown to demonstrate 

high reliability and moderate validity in people with mild to moderate dementia. 

This questionnaire was developed in the late 1990s and represented the first 

attempt to undertake an assessment of quality of life of persons with dementia 

(Smith, Lamping et al. 2007). This was deemed vital to explore as understanding 

the experiences of people with dementia had frequently been ignored due to 

logistical, conceptual and practical issues (Brod, Stewart et al. 1999).  

6.5.2.2 Pre-fracture physical status 

Pre-fracture physical ability is a key predictor for recovery after hip fracture. Koval 

and colleagues (1998) suggested that people who were at risk of delay or failure 

of recovering functional ability were age 85 years or older, lived alone before 

sustaining a fracture and had one or more comorbidity. Other factors such as the 

presence of delirium (Dolan, Hawkes et al. 2000, Marcantonio, Flacker et al. 

2000), nutritional status (Koval, Maurer et al. 1999), pre-fracture mobility and 

medical status all affect the recovery after hip fracture (Parker and Palmer 1995). 

No research has focused specifically on predictors of recovery after hip fracture 

for people with dementia, although several authors contest that the presence of 

dementia is a limiting factor for rehabilitation in itself (Huusko, Karppi et al. 2000, 

Magaziner, Hawkes et al. 2000). 

6.5.2.3 Difficulties associated with dementia 

The potential barriers to adherence were discussed in section 6.4 in relation to a 

person’s dementia. The severity and type of dementia will determine the 
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difficulties that might affect adherence to the physiotherapy programme. As 

discussed in Chapter 1, the symptoms of dementia may vary according to the 

type of dementia that a person has. Alzheimer’s dementia is characterised by 

damage within the medial temporal lobe and hippocampus, causing symptoms 

including progressive memory impairment, disorientation, confusion, reduced 

language skills, behavioural and intellectual changes and psychological 

symptoms such as depression (Draper 2013). In contrast, vascular dementia 

more commonly affects the cerebral cortex, resulting in symptoms such as 

aphasia (difficulty communicating), apraxia (difficulty co-ordinating movement), 

agnosia (difficulty processing sensory information), lack of initiative, memory loss 

and sensory abnormalities (Pantoni, Pescini et al. 2009), which would present 

different challenges to providing physiotherapy. Understanding the likely 

difficulties that a person may experience would allow appropriate tailoring of the 

physiotherapy programme and therefore formed an element of the assessment. 

6.5.2.4 Pain assessment 

Post-operative pain following hip fracture has been associated with increased 

hospital length of stay, reduced mobility and long-term functional impairment 

(Morrison, Magaziner et al. 2003). Pain was the main limiting factor to 

physiotherapy success according to the physiotherapists we interviewed as part 

of our qualitative study (Chapter 4) and therefore it was important that a 

comprehensive pain assessment was undertaken. It is suggested that a self-

reported pain scale is most appropriate to use for people with dementia 

(Hadjistavropoulos, Herr et al. 2007) and research has shown that people with 

mild to moderate dementia are able to interpret these tools correctly (Scherder 

and Bouma 2000, Pautex, Michon et al. 2006, Horgas, Elliott et al. 2009). Despite 

the “Visual Analogue Scale” being commonly used in physiotherapy practice, it is 

reported to have an error rate of approximately 20% among older adults and is 

therefore not recommended for this population (Hadjistavropoulos, Herr et al. 

2007). The Faces Pain Scale (Bieri, Reeve et al. 1990) Figure 20) was initially 

developed for use with children, but has been adapted for use with adults with 

cognitive impairments. It has been found to be accurate and reliable for such 

populations (Herr, Spratt et al. 2007, Zhou, Petpichetchian et al. 2011) and 
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consultation with members of our PPI group favoured this scale over other 

numerical scales. 

 

Figure 20 - The Faces Pain Scale (Bieri, Reeve et al. 1990) 

 

6.5.2.5 Goal Setting 

Goal setting has been described to be a vital component of rehabilitation (Wade 

1998, Scobbie, Wyke et al. 2009, Wade 2009), with the principles stemming from 

Locke’s (1994) work which focused on motivation for goal-driven behaviour. 

There are a variety of different definitions of a ‘goal’, Locke’s theory defines a 

goal as  ‘what an individual is trying to accomplish……the object or aim of an 

action’ (Locke and Latham 1994). There is also no standard use of terminology 

in relation to goal setting, with different authors referring to it as goal planning, 

care planning, setting aims/objectives and action planning (Scobbie, Wyke et al. 

2009). It has been proposed that goal setting is likely to be more successful when 

goals are person-centred and focus on 'activity' and 'participation' rather than 

addressing body function (Marsland and Bowman 2010). A recent Cochrane 

review (Levack, Weatherall et al. 2015) reported on the effectiveness of goal 

setting for adults with acquired disability. The authors reported very low quality 
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evidence that including any type of goal setting in rehabilitation practice was 

better than no goal setting in relation to patient-reported QOL, emotional status 

or self-efficacy. In dementia research, goals are vital as there is a requirement to 

adapt to the condition rather than cure the disease (Bogardus, Bradley et al. 

1998). The role and importance of goals is unclear where there is an acute 

condition (ie. hip fracture) and a chronic condition (ie. dementia), however, 

studies exploring the use of goal setting suggest greater levels of patient 

participation in goal selection, greater emphasis on person-centeredness and on 

setting meaningful outcomes to that patient where goals have been set result in 

better outcomes compared to treatments that do not include goal setting as 

standard (Levack, Weatherall et al. 2015). 

Goal setting was designed to be an integral and significant part of the 

intervention, with an emphasis placed on people developing their own functional 

goals. In order to increase adherence, the perceived behavioural control 

suggests that the behaviour must be feasible for them to undertake, while also 

having an element of control over the intervention. Patient involvement in setting 

goals was therefore vital to ensure that the goal was within their potential, while 

also being relevant and of interest to them. Unlike many standardized goal setting 

measures Goal Attainment Scaling (Kiresuk and Sherman 1968) (GAS) is 

designed to individually identify tasks that are relevant and appropriate to the 

patient, while also serving as an outcome measure. The levels of achievement 

are individually set around their current and expected levels of performance 

(Turner-Stokes 2009). The use of GAS was described in section 6.5.2.1 however, 

despite its use as an outcome measure in this intervention, it could equally be 

described as an approach to goal setting.  

6.5.3 Physiotherapy treatment 

The physical components of the intervention were designed incorporating 

strategies to address physical deficits expected following hip fracture, but with a 

significant emphasis on the difficulties that somebody with dementia may 

experience. These difficulties are highlighted in the red box in the logic model. 

The physiological considerations were discussed in section 6.3 and therefore, 

physical components of the intervention would include strengthening, balance 
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and gait re-education exercises – all adapted to be functional in their nature. 

Functional exercises are those similar to everyday movements, such as rising 

from a chair, stepping, reaching while standing, and walking (Toots, Littbrand et 

al. 2016). Functional exercises have been suggested to be more appropriate for 

older people following hip fracture than standard exercises (Smith, Hameed et al. 

2015, Thingstad, Taraldsen et al. 2015) and are also proposed to be effective for 

people with cognitive impairment (Littbrand, Stenvall et al. 2011). Standard 

exercise programmes incorporate strength, balance and endurance but these 

components are trained as separate elements (Sherrington and Henschke 2013), 

whereas functional exercise retrain these components together (Thingstad, 

Taraldsen et al. 2015). Indeed, functional exercises have been described by 

several authors as being effective to improve balance and functional ability in 

people with dementia (Telenius, Engedal et al. 2015, Toots, Littbrand et al. 2015, 

Toots, Littbrand et al. 2016), although they have yet to be tested in a population 

with dementia after hip fracture.  

People with dementia may experience difficulty learning new skills primarily due 

to damage in the hippocampus and medial temporal lobes of the brain. These 

regions are responsible for the explicit memory system which allows conscious 

knowledge acquisition and recollection of previous experiences (Cohen and 

Squire 1980). Functional exercises rely on the implicit memory system in which 

undertaking activities is done without awareness or intention (Bourgeois, Laye et 

al. 2016). People with dementia and their carers (Chapter 5) proposed that 

undertaking functional exercises would be easier to carry out rather than needing 

to learn new exercises with previous exercises they were given being too complex 

for them to undertake. 

6.5.3.1 Strengthening 

Early post-operative progressive strengthening exercises, in weight-bearing 

positions, have been demonstrated to be more effective in improving strength 

and function (Mitchell, Stott et al. 2001, Kronborg, Bandholm et al. 2014) and 

reducing disability (Mangione, Craik et al. 2010) for people following hip fracture, 

compared with non-weight bearing, non-task specific exercises (Sherrington, 

Lord et al. 2003). The programme incorporated strengthening exercises into 
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functional activities such as standing or sitting to standing. Progressive 

strengthening exercises have been identified as being vital to reduce disability 

following hip fracture (Salpakoski, Törmäkangas et al. 2014) and this was 

incorporated into the programme, so that once the participant was able to 

undertake eight to twelve repetitions of an exercise, without significant muscle 

fatigue, the exercise would be progressed. 

6.5.3.2 Balance exercises 

Balance exercises improve the physical function after hip and knee arthroplasty 

(Jogi, Overend et al. 2015) and have the potential to reduce fear of falling (Kumar, 

Delbaere et al. 2016) and falls (Sherrington, Whitney et al. 2008) in  community 

dwelling older people. While no studies have sought to determine the 

effectiveness of isolated balance exercises in the rehabilitation after hip fracture, 

several studies include balance re-education as part of their intervention 

alongside other components. These include balance alongside strengthening in 

cognitively intact populations (Hauer, Specht et al. 2002, Binder, Brown et al. 

2004, Sherrington, Lord et al. 2004, Tsauo, Leu et al. 2005) and similarly in 

cognitively impaired populations (Uriz-Otano, Uriz-Otano et al. 2015). Functional 

balance exercises were incorporated into the exercise programme. These were 

designed to be progressive in their nature and sufficiently challenging to the 

participant until they were considered highly challenging. Initially physical support 

would be used to undertake the exercise by means of holding onto a stable 

surface. As the participant was able to undertake the exercise with confidence, 

the difficulty was increased by decreasing base or amount of support (or stability 

of the support). 

6.5.3.3 Gait re-education 

Functional disability after hip fracture is significant with lower limb function and 

mobility often severely affected (Magaziner, Hawkes et al. 2000), so an important 

aim of physiotherapy is to restore mobility. The need to use walking aids remains 

at six months after hip fracture (Palombaro, Craik et al. 2006) and at twelve 

months after fracture approximately 50% of people cannot walk across a small 

room independently (Magaziner, Hawkes et al. 2000). Each physiotherapy 

session was designed to include gait practice and progression of the patient’s 
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walking aid where this was possible. Mobility was progressed by using less 

supportive walking aids such as elbow crutches or walking stick(s) when this was 

appropriate. 

 

The use of activity trackers has been shown to be feasible in people with 

dementia (Vidoni, Burns et al. 2015) and is a motivational tool to increase walking 

activity (Snyder, Colvin et al. 2011). The use of an activity tracker formed part of 

the intervention, with the aim to try and increase activity levels. Visual feedback 

of activity is a training strategy rather than a treatment in itself, but provides 

individuals with additional information about their levels of functioning with the 

purpose of creating changes in behavior that lead to better and enhanced 

performance. In this case, the visual feedback was used to demonstrate the 

amount of steps that a participant was undertaking with the aim to increase 

activity levels.  Initial targets could be set for each participant which could then 

be increased or decreased according to the progress towards meeting this goal. 

The PPI group and clinical advisory group were consulted about the use of such 

a device, with very positive feedback. Physiotherapists reported the benefits of 

being able to objectively determine levels of activity, while people and carers felt 

that it could act as a useful motivational tool to increase activity levels. The choice 

of device to use was challenging due to the diverse nature of such devices. 

Important factors included the ease of use, ability to set step goals and the device 

having sufficient storage for several days’ worth of data. A simple pedometer 

(CSX 361 3D - http://www.csxpro.com/product/csx-p361-3d-walking-pedometer/) 

was chosen which met the requirements of the study and was tested by a 

member of the PPI team. 

6.5.3.4 Intensity/frequency 

Recently, research has focused on high intensity exercise interventions for 

people with dementia (Boström, Conradsson et al. 2015, Conradsson, Gustafson 

et al. 2015, Olsen, Telenius et al. 2015, Telenius, Engedal et al. 2015, Telenius, 

Engedal et al. 2015, Toots, Littbrand et al. 2016) frequently citing improvements 

in physical outcome measures such as strength and walking ability. An HTA 

funded study (Lamb, Mistry et al. 2018) explored the effectiveness of a four month 

moderate- to high-intensity, structured exercise programme designed specifically 

for people with mild to moderate dementia. They reported that the exercise 
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programme did not produce any clinically meaningful benefit in function or 

HRQoL in people with dementia or on carer burden. However, it was noted that 

there was insufficient evidence to guide the intervention. 

The long-term effectiveness and adherence to high or low intensity exercise 

programmes has not been explored, nor have these programmes been 

undertaken with people with dementia following hip fracture. There is no evidence 

to compare the effectiveness of low-intensity with high-intensity exercise in this 

population, however, a Cochrane review (Regnaux, Lefevre‐Colau et al. 2015) 

compared exercise intensity in people with hip or knee osteoarthritis. The authors 

concluded that there was insufficient evidence to determine the effect of different 

levels of intensity of exercise programs (Regnaux, Lefevre‐Colau et al. 2015) but 

suggested that low intensity exercise could have benefits such as lower pain 

levels. Previous research proposed that low intensity exercise was effective in 

reducing indicators of frailty (Brown, Sinacore et al. 2000), balance (Mills 1994), 

strength and flexibility (Brown and Holloszy 1991, Taaffe, Pruitt et al. 1996, 

Brown, Sinacore et al. 2000). The intensity of the prescribed exercises in the 

intervention was determined by the effect that was being targeted. Thus, to 

increase power, low repetition, higher resistance exercise would be used 

(DeLorme 1945). This was further supported by data from the qualitative studies 

where people with dementia and their carers preferred the use of low repetitions 

of simple functional tasks to reduce time to undertake the exercise. 

There is inconclusive evidence to suggest the frequency and duration of exercise 

needed to achieve physiological improvements in this population. A meta-

regression suggested that exercise programmes that involve more than three 

hours/week of exercise have greater fall prevention effects in older adults 

(Sherrington, Whitney et al. 2008). There is evidence to suggest that healthy old 

people should train three or four times weekly to see functional benefits (Mayer, 

Scharhag-Rosenberger et al. 2011). In studies employing exercise to improve 

cognitive function, protocols suggest variable interventions, including exercise 

sessions of 45 to 60 minutes four times per week for six months (Baker, Frank et 

al. 2010), 45 minutes daily for four months (Vreugdenhil, Cannell et al. 2012), 

60 minutes, three times a week for twelve weeks (Cheng, Chow et al. 2014), and 
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60 minutes once weekly or twice weekly for a whole year (Liu-Ambrose, 

Nagamatsu et al. 2010). It is suggested that between six to twelve weeks of 

resistance exercise training are required to cause physiological changes such as 

muscle hypertrophy and increased vascularisation (Abe, DeHoyos et al. 2000, 

McArdle, Katch et al. 2010, Medicine 2013). A systematic review suggested that 

progressive resistance training can result in improvements to muscle strength 

and some aspects of functional limitation, such as gait speed, in older adults. 

However, the authors reported that the effects on physical disability remain 

unclear (Latham, Bennett et al. 2004). A Cochrane review (Howe, Rochester et 

al. 2011) reported weak evidence that some types of exercise (gait, balance, co‐

ordination and functional tasks; strengthening exercise; 3D exercise and multiple 

exercise types) have moderate effects immediately post intervention at improving 

balance for older people. There was a variety and lack of consensus as to the 

doses required. The interventions ranged from a minimum of four weeks to a 

maximum of 12 months, with the frequency of the individual sessions ranging 

from once every two weeks to every day and the duration of each session ranging 

from three minutes to 90 minutes. Therefore, as a pragmatic trial, it was decided 

to design the intervention to last 12 weeks at which point some physiological 

changes in strength would be evident (Abe, DeHoyos et al. 2000, Sherrington, 

Whitney et al. 2008). However, it is unclear how much is necessary to improve 

function. 

6.5.4 Support strategies  

Alongside the physiotherapy treatments, it was necessary to add support 

strategies into the intervention. These were elements designed to improve 

adherence, but could also act as a “toolkit” for the physiotherapist to employ if 

they were struggling to engage the participant. Several components formed core 

elements of the intervention, while others could be used when, or if, deemed 

necessary. 

6.5.4.1 Patient Contacts 

The programme was designed to last for twelve weeks, with face to face contacts 

interspersed with telephone contacts. The length of the intervention was guided 

by advice from the clinical advisory group to reflect a “standard” duration of 
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therapy that may be offered to such a population, while also being sufficient time 

to result in physiological changes. This time was sufficient in order to determine 

the person’s response to physiotherapy and determine whether they would be 

able to engage with such an intervention. The PPI group reported that this was a 

sufficient amount of time to determine whether somebody was likely to engage in 

physiotherapy and several reported that this was much more than people may 

normally receive.  

6.5.4.1.1 Face to face 

Six face to face contacts were included in the programme. The initial contact 

involved functional assessment as well as an initial treatment. This initial contact 

had to be undertaken by a qualified physiotherapist, whereas the follow-up 

treatments could be undertaken by a therapy assistant. This was at the discretion 

of the physiotherapist to ensure that the assistant was sufficiently experienced to 

be able to treat the participant. 

6.5.4.1.2 Telephone coaching 

A systematic review (Goode, Reeves et al. 2012) explored the effectiveness of 

telephone contacts on promotion of exercise and dietary change. The authors 

reported that telephone contacts can be effective in initiating the behaviour 

change needed to undertake exercise, as well as in the maintenance of behaviour 

change (Goode, Reeves et al. 2012). There is currently no evidence to 

understand the effectiveness of telephone contacts on adherence for people with 

dementia, although there are reported benefits for caregivers to reduce burden 

and anxiety (Connell and Janevic 2009). Six telephone contacts by the 

physiotherapist (or therapy assistant) were incorporated into the intervention. The 

purpose of telephone contacts within the intervention was multifaceted. Results 

of the qualitative studies suggested the use of regular contact would be beneficial 

and allow the patient (or carer) to ask any questions that had arisen, as well as 

giving them an increased motivation to continue with the exercises. Therefore, 

the telephone calls were used in order to provide verbal reminders to the person 

with dementia to undertake the exercise and prompt them to look at the patient 

manual and exercise sheets. Similar use of telephone-based coaching to improve 
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adherence to rehabilitation programmes has shown effectiveness in people 

following knee arthroplasty (Chen, Li et al. 2016). 

Informal caregiving constitutes a significant proportion of the care provided to 

people with dementia and involves care predominantly in the home (Thompson, 

Spilsbury et al. 2007). Generally such caregiving is carried out by family members 

and involves significant amounts of time and can be financially and emotionally 

challenging (Biegel, Sales et al. 1991). Data from the qualitative studies 

highlighted that carer support was vital to ensure effective physiotherapy delivery, 

therefore, this was the second purpose of the telephone calls within the 

intervention. Such telephone contacts have been shown to be feasible and 

effective for carers of people with dementia, but in non-hip fracture populations, 

in reducing carer depression (Langford, Fleig et al. 2015) and burden, while 

improving quality of life (Bormann, Warren et al. 2009, Chenoweth, Stein-Parbury 

et al. 2016).  

6.5.4.2 Visual  aids 

The use of visual aids have suggested to be useful in moderate Alzheimer’s 

dementia (Lancioni, Singh et al. 2012) and is supported by the results of the two 

qualitative studies (Chapter 4 and 5). Data from participants in the qualitative 

studies reported written exercises were useful to offer a reminder as to how to 

undertake the exercise correctly, with the use of pictures being a useful adjunct 

to written instructions. However, it was reported that these written descriptions 

were often too complex to follow and the pictures not clear. Carers found exercise 

sheets useful to ensure they were coaching their relative correctly. However, 

being given written exercises without holistic consideration of the person with 

dementia often was deemed to be detrimental in successful completion of the 

exercises (Chapter 5). Although written exercise sheets have been used as part 

of physiotherapy interventions for people with dementia (Wesson, Clemson et al. 

2013), the effectiveness of these has not been studied in isolation. 

Exercise sheets with simple written instructions and a photograph representing 

the exercise formed a vital part of the intervention for all participants. In order to 

prompt the person with dementia to remember to undertake the exercises, these 
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sheets were designed to be placed in locations around the house where they 

would be seen frequently. The exercise sheets were developed and refined with 

advice from members of the PPI team. 

6.5.4.3 Diary/manual 

Diaries have been used to measure adherence to exercise programmes 

(Schneiders, Zusman et al. 1998) and suggested to be of use to remind people 

with dementia to undertake specific exercise (Logsdon, McCurry et al. 2005). A 

simple diary detailing the twelve week intervention period was created as part of 

the patient manual. This participant information manual (Appendix 12) was 

developed with significant input from members of the PPI team and provided 

simple information about the study, safety information as well as an exercise diary 

and was developed using guidelines reported by DEEP – The dementia 

engagement and empowerment project (DEEP 2013) “Writing dementia-friendly 

information”. Their guidance advises on layouts, formats and content of 

information to make it as easy to understand as possible for people with 

dementia. Following initial drafts created using their advice, two PPI 

representatives with dementia were consulted.  

6.5.4.4 Errorless learning 

Physiotherapists in our qualitative study described using lots of verbal prompts 

with their patients to ensure exercises were undertaken correctly. They described 

a technique akin to ‘errorless learning’, although did not formally name it as this. 

Errorless learning is a technique which uses feed-forward instructions in order to 

prevent people from making mistakes during the learning process (Voigt-Radloff, 

de Werd et al. 2017). In cognitively intact populations learning is frequently 

unstructured and follows a method of “trial and error”, whereby skills are learnt 

by guessing the correct response and learning from errors made (Bourgeois, 

Laye et al. 2016). However, this method of learning is ineffective in people with 

dementia due to the reduced processing skills, thus the errorless learning method 

in which errors are avoided or minimised, allows participants the opportunity to 

experience success at every stage of the learning process (Clare, Wilson et al. 

2000), reinforcing successful completion of the action.  
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Various studies have suggested that participants with early stage Alzheimer’s 

dementia can demonstrate significant improvements in undertaking specific 

everyday tasks, including activities of daily living, following training based on 

errorless learning principles (Clare, Wilson et al. 2000, Avila, Bottino et al. 2004, 

Dechamps, Fasotti et al. 2011, Bourgeois, Laye et al. 2016, Voigt-Radloff, de 

Werd et al. 2017). Likewise, errorless learning can produce long-term 

improvements in performance of learned tasks (Voigt-Radloff, de Werd et al. 

2017). A small amount of physiotherapy literature focuses on the use of errorless 

learning, with some evidence of its effectiveness in learning how to use walking 

aids for people with dementia (Creighton, Davison et al. 2015), the improvements 

in ability to don a prosthesis for people with dementia following trans-tibial 

amputation (Donaghey, McMillan et al. 2010) and balance rehabilitation (White, 

Ford et al. 2014). 

6.5.4.5 Visual cues 

When learning new motor skills, it is believed that people with dementia rely on 

visual cues more than those without dementia (Dick, Andel et al. 2001) and older 

people rely on greater visual cues than younger people in simple functional tasks 

such as sit to stand (Mourey, Grishin et al. 2000). Further visual cues such as 

visualisation, mirroring and modelling were described by the physiotherapists in 

Chapter 4. The physiotherapists described the lack of evidence to support these 

interventions, instead determining that they had learnt these techniques from 

their own experience and transferring knowledge from other patient populations 

such as those with Parkinson’s disease. The use of visual cues is more advanced 

in Parkinson’s where it can offer useful improvements in gait pattern and stride 

length (Bagley, Kelly et al. 1991, Azulay, Van Den Brand et al. 1996, Morris, 

Iansek et al. 1996), however, the transferability of adopting such techniques to 

improve the rehabilitation of people with dementia has not been considered to 

date. 

6.5.4.6 Spaced retrieval training 

In order to overcome difficulties with memory, one further strategy was proposed 

by physiotherapists (Chapter 4). Spaced retrieval training (SRT) trains the 

learning and retention of target information by recalling it over increasingly long 
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intervals of time (Camp 1989). SRT can improve prospective memory (Ozgis, 

Rendell et al. 2009) and the capacity to learn face–name associations (Jean, 

Simard et al. 2010) in people with mild cognitive impairment. It can also improve 

semantic memory as well as reducing behavioural difficulties in people with 

dementia (Oren, Willerton et al. 2014). Little research has focused on the use of 

SRT in physiotherapy. A paper reported on two case studies (Creighton, Davison 

et al. 2015) of people learning to use a walking aid with the principles of SRT with 

variable results. One participant improved significantly and maintained the 

improvements at follow-up, whereas the other failed to maintain the improvement 

for a prolonged period. A further case series (White, Ford et al. 2014) reported 

the use of SRT (alongside other interventions) to improve the mobility of three 

women aged 89 to 95 years with moderate Alzheimer’s disease. Improvements 

in performance of objective measures of balance were observed in all patients, 

although only one patient's balance score exceeded the minimum detectable 

change. No significant clinical change was observed in any patients on the Timed 

Up and Go Test or self-selected gait speed. Physiotherapists (Chapter 4) 

reported trialling this technique when teaching somebody to use walking aids, 

often to good effect, so was included as part of the toolkit that physiotherapists 

could employ if they needed. 

6.5.5 Therapist Education 

Ensuring that the therapists delivering the intervention had a good knowledge of 

dementia, how to treat somebody with dementia and a clear idea of how to deliver 

the intervention, it was deemed vital that a large component of the intervention 

was an education programme for all of those involved in delivering it. The content 

and delivery of the training programme was reviewed by the stakeholder group 

which allowed refinement of the training prior to delivering it to the clinical teams 

undertaking the intervention. The advisors who reviewed the training were 

physiotherapists and they were asked to comment on the content, breadth and 

clarity of the training. This feedback from the clinical advisory group enabled the 

training to be refined. 

A training programme was developed alongside a training manual for therapists. 

Training sessions were developed in order to teach the physiotherapists and 
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therapy assistants in the intervention delivery and comprised a PowerPoint 

presentation of approximately two hours in duration. The training covered 

background to the intervention, the methods of delivery as well as introducing the 

assessment and therapy record. There was also provision of a training manual to 

each person involved in the intervention delivery. Data from the qualitative study 

with physiotherapists (Chapter 4) highlighted the lack of education and 

knowledge that physiotherapists had regarding dementia, so an introductory 

session discussing dementia preceded the training regarding the intervention.  

The training manual (an example of pages are included in appendix 15) 

comprised information about the study, background to the population of interest 

and information about how to deliver the intervention. It was developed with input 

from two physiotherapists from the clinical advisory group. It was also reviewed 

by two further physiotherapists who had no prior knowledge of the intervention. 

This was deemed important to ensure that the manual was comprehensive and 

sufficiently informative to people who had no prior background information about 

the study. 

6.6 Summary 

The intervention was developed using a combination of data sources including 

the qualitative findings, existing evidence, biomedical knowledge as well as 

involvement of the PPI team and clinical advisory group. The developed 

intervention consisted of a home-based, functional physiotherapy programme 

with physical components combined with the novel use of support strategies 

aimed at overcoming difficulties associated with dementia. The use of 

behavioural change strategies including goal setting, feedback on behaviour 

(pedometer) and social support also helped mould the intervention in order to 

increase the likelihood of the person adhering to the intervention. The following 

chapter describes a feasibility study designed to test the feasibility and 

acceptability of the intervention developed.
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Chapter 7.  Rehabilitation of community dwelling people 

with dementia who fracture their hip. A feasibility study 

Hall, A.J., Fullam, J., Lang, I.A., Endacott, R. and Goodwin, V.A., 2017. 

Rehabilitation of community dwelling people with dementia who fracture their hip. 

A feasibility study.  

ABSTRACT 

BACKGROUND: Physiotherapy is a core component of rehabilitation following a 

hip fracture. Approximately 40% of people sustaining a hip fracture will have 

dementia, but there is little evidence to guide physiotherapy interventions in this 

population.  

OBJECTIVE: The aim of this study was to determine the feasibility and 

acceptability of delivering a physiotherapy intervention following hip fracture for 

community-residing people with dementia. 

METHODS: We undertook a multi-site, single-arm, multiple methods feasibility 

study. We aimed to recruit twelve participants with hip fracture and dementia from 

four step-down or community-rehabilitation services in the South West of 

England. Community-based physiotherapists and assistants were trained in 

delivering the intervention, which comprised functional exercises and behaviour 

change strategies. Quantitative data collection explored recruitment while the 

qualitative data sought to explain recruitment, the feasibility and acceptability of 

delivering the intervention, and its acceptability to people with dementia. 

RESULTS: 21 people were screened but only one person was recruited, and they 

subsequently withdrew due to hospital readmission. Focus groups with 

physiotherapists showed that the intervention would be feasible to deliver and 

acceptable to clinicians but our inability to recruit meant we could not explore 

acceptability to the person with dementia or their carers. 

DISCUSSION: Recruitment to the study was challenging due to the lack of people 

being referred for physiotherapy following discharge from the acute setting after 

hip fracture. Reasons for this were reported to be resource pressures and lack of 
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knowledge about treating people with dementia, alongside a pressure to focus on 

physical impairments rather than a person-centred approach. Physiotherapists 

described historically using this impairment-based approach to rehabilitate this 

population. 

CONCLUSION: Our findings suggest that while it is acceptable to clinicians to 

deliver a home based physiotherapy programme for people with dementia 

following hip fracture, it is unclear how feasible this would be. We found signs of 

therapeutic nihilism, whereby it is assumed that people with dementia cannot be 

rehabilitated, so they are not given the opportunity.  

 

7.1 Introduction 

Functional exercise is effective in treating people with hip fracture (Smith, 

Hameed et al. 2015, Thingstad, Taraldsen et al. 2015) however, to date, there 

have been no studies exploring the use of such functional treatments for people 

with dementia following hip fracture. There is a recommendation that the use of 

functional exercises for people with dementia is effective (Littbrand, Stenvall et 

al. 2011) with one study reporting the beneficial use of functional exercises in 

care home residents with dementia (Rolland, Pillard et al. 2007). However, there 

is no evidence to support the use for people with dementia following hip fracture.  

The rehabilitation of people with hip fracture is often complex and challenging 

due to issues such as pain, co-morbidities (Morrison, Magaziner et al. 2003, 

Roche, Wenn et al. 2005) and loss of confidence resulting from the injury, 

however, the addition of dementia or cognitive problems is likely to increase the 

challenge to provide effective and appropriate physiotherapy. The complexity of 

providing a physiotherapy intervention to this population was previously 

discussed in chapter 2 (Section 2.1) which highlighted the numerous 

considerations when delivering a physiotherapy treatment to this population. 

People with dementia and hip fracture are reported to have a higher mortality rate 

and are more likely to be admitted to long-term care  than people without 

dementia (Seitz, Gill et al. 2014). The scoping review (Chapter 3) highlighted that 

existing evidence lacked detail regarding the physiotherapy intervention, often 
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describing it just as “physiotherapy”, assuming that this is a treatment in itself 

rather than an umbrella term for multiple potential treatment techniques. This is 

further supported by a recent systematic review who defined this ambiguity as 

the “black box of physiotherapy” (Chu, Paquin et al. 2016).  

The overall aim of this thesis was to design a physiotherapy intervention tailored 

specifically for people with dementia who fracture their hip. An intervention was 

developed and discussed in chapter 6 drawing on existing theory and 

physiological evidence, as well as the new theory developed as a result of the 

empirical work undertaken. This chapter describes the feasibility study which 

represents the second stage of the MRC framework whereby the feasibility of an 

intervention is tested (MRC 2008). 

7.2 Research Question 

Is it feasible and acceptable to deliver a dementia specific, progressive, home-

based functional physiotherapy programme for community-dwelling people with 

dementia who fracture their hip?  

7.3 Aims and Objectives 

The specific objectives of this feasibility study were to establish: 

a) Is it feasible to recruit participants? 

b) What are the likely eligibility, recruitment and retention rates? 

c) Is it feasible to deliver the intervention? 

d) Is the intervention acceptable to; 

 Patients /carers 

 Physiotherapists and assistants 

In addition, the study sought to refine the intervention for a future RCT. The aims 

of the full trial would be to compare the effectiveness of this intervention in relation 
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to improving activity and participation of this population, in comparison to 

receiving ‘usual’ care. 

7.4 Study Design  

A multi-site, single arm, multiple methods feasibility study was undertaken 

following the methodological framework stipulated in the MRC’s guidelines for 

development and evaluation of complex interventions (Medical Research Council 

2000). The MRC suggest that a feasibility study is an important step that offers 

excellent value for money before embarking on an expensive RCT. The MRC 

guidance suggests a ‘multiple-methods’ approach is essential to identify potential 

barriers and facilitators to delivering the intervention. Consequently qualitative 

components were an important aspect of this feasibility study and formed an 

embedded qualitative process evaluation.  

A multi-site design was chosen for pragmatic reasons relating to recruitment of 

participants, whereby multiple sites recruiting would reduce the burden on 

individual sites to deliver the intervention. Furthermore, as a feasibility study, one 

of the aims was to further refine the intervention, so it was deemed to be of value 

to have more than one site. This would increase the exposure of the intervention 

to multiple physiotherapists, all with varying amounts of experience and 

expertise, which was believed to aid development of the intervention. It was also 

hypothesised that the multi-site design would increase the generalisability of 

findings with regards to recruitment difficulties or issues surrounding the 

feasibility of delivering the intervention. 

7.5 Study Intervention 

The intervention comprised a dementia-specific physiotherapy programme 

consisting of strengthening, balance and gait re-education exercises. The 

process of intervention development was discussed in Chapter 6, which explored 

the reasoning for the components being included in the intervention. Two 

functional balance and two functional strengthening exercises were advised to be 

provided to the participant, although more could be provided if deemed suitable. 

There were different levels of difficulty for each exercise to allow for progression 
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as the patient improved. Alongside the balance and strengthening exercises, the 

patient was encouraged to practice their mobility and meet a personalised step 

target. The prescribed exercises were given to the patient on a laminated sheet 

of paper and asked to be located in a place that was easily visible to the patient, 

while also offering a safe place to undertake the exercise. 

The exercises were delivered and taught by qualified physiotherapists and 

experienced assistants by means of face to face contacts at set periods, 

supported with telephone contacts and provision of exercise manuals. Alongside 

the actual physiotherapy exercises, support strategies were introduced in order 

to overcome any difficulties that the person with dementia may have undertaking 

the exercise. These additional components could be added to the programme at 

the discretion of the individual physiotherapist and depended on their findings 

when assessing the patient.  

7.5.1 Intervention Delivery Sites 

There were four rehabilitation teams who expressed an interest in being involved 

in the study and were recruited to take part. Three of the sites were part of the 

same healthcare organisation – Livewell South West (Tavistock, Kingsbridge and 

Ivybridge Rehabilitation Teams) so approval to undertake the study in these sites 

was sought from the organisation’s Research Governance department. Further 

approval was sought from the Cornwall Partnership Foundation NHS Trust 

Research Governance Department to cover delivering the intervention at the St 

Austell site.  

As the study sought to recruit patients from NHS sites and involved the treatment 

of patients, full NHS ethical approval was required. Furthermore, as it involved 

the participation of people who were deemed “vulnerable” due to their dementia, 

the application had to be reviewed by a specialist research ethics committee. 

Following their review, small alterations in the wording on the information sheets 

were made and following these, full ethical approval was gained on 14th June 

2017 – reference 17/SC/0243 (Appendix 13). 
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7.5.2 Training 

To enhance fidelity of the intervention, training was provided to each 

physiotherapist and assistant who may deliver it. This training was undertaken by 

the researcher who is an experienced physiotherapist. The training was delivered 

in interactive workshops discussing background information about dementia and 

hip fracture as well as the delivery of the exercise intervention. The sessions were 

delivered to each team separately for practical reasons and lasted for 

approximately two hours. Each team delivering the intervention received a 

training session, with a total of seventeen people being trained, twelve of whom 

were physiotherapists and five were assistants. 

7.5.3 Physiotherapy Assessment 

The assessment occurred in the patient’s own home following discharge, ideally 

within the first week although it was anticipated that some of the sites would be 

unable to meet this timeline. The ability to undertake the assessment within the 

first week would form an important aspect of the feasibility of delivering the 

intervention and was discussed as part of the focus groups. The sites were 

advised to commence the intervention as soon as their service was able to do so 

and prioritise the referral according to their usual criteria. The assessment was 

undertaken by the physiotherapist in the community who was delivering the 

intervention, allowing the physiotherapist to tailor their treatment to ensure that it 

was appropriate for each patient. The development of the physiotherapy 

assessment was previously discussed in chapter 6 (section 6.5.2). 

7.5.4 Delivery of intervention 

The intervention was designed to run over a period of twelve weeks, during which 

there were six face to face contacts (the first assessment included a treatment 

also) with a further six telephone contacts (Table 5).  
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Table 5 – Schedule of intervention for the feasibility study 

 Home visit Telephone 
contact 

Week 1 - Initial assessment 
and 1st treatment 

√  

Week 2 √ √ 

Week 3  √ 

Week 4 √  

Week 5  √ 

Week 6 √  

Week 7  √ 

Week 8 √  

Week 9  √ 

Week 10  √ 

Week 11   

Week 12 √  

 

A physiotherapy assistant could be used to deliver the face to face or telephone 

contacts where this was deemed appropriate by the physiotherapist. Participants 

were asked to complete their exercise intervention for approximately 30 minutes 

each day but they could be spread over the day and did not need to be completed 

together. Telephone contacts interspersed the face to face contacts at set 

intervals, aiming to check that the participant was managing their exercises, while 

also offering support and encouragement to continue with the programme. 

The intervention was developed to commence on discharge to the participants’ 

home either from the community hospital or directly from the acute setting. There 

is little evidence to suggest how soon after discharge home that a rehabilitation 

program for people with dementia and hip fracture should commence. However, 
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data from both qualitative studies (Chapter 4 and 5) highlighted the importance 

of physiotherapy commencing as soon as possible following discharge. A manual 

was provided to each participant receiving the intervention (Appendix 12). This 

contained information about the physiotherapy they would be receiving, a diary 

for them to complete to keep a record of activity they had undertaken and a copy 

of their goal-setting document. 

7.5.5 Other rehabilitation interventions 

As a single-armed study, there was no “usual care” group as we were not seeking 

to compare the effectiveness of the intervention against normal care, but it was 

anticipated that the intervention participants would be undertaking other 

rehabilitation interventions concurrently which constituted part of their “usual 

care”. Usual care is defined as ‘the wide range of care that is provided in a 

community whether it is adequate or not, without a normative judgment’ (Smelt, 

van der Weele et al. 2010). This reflects clinical practice and as a pragmatic 

study, the participants’ usual care was not affected by the involvement in the 

study. 

7.5.6 Equipment needed 

The intervention was designed to require very little equipment as this replicates 

what is available in patient’s homes. The only equipment required was a 

pedometer, which was provided by the research team. The chosen device was 

waterproof and had a long battery life so did not require charging during the 

course of the study.  The use of such pedometers was discussed with members 

of our PPI Group who found the idea of a set target to work towards to be 

advantageous. The participant was encouraged to record their daily steps, but 

the physiotherapist was able to access this data on the device if necessary. 

7.5.7 Involvement of carers 

Results of the qualitative studies (Chapters 4 and 5) provided varied responses 

as to whether carers would be able to be involved in the intervention. The 

involvement of carers was recorded and was planned to be discussed as part of 

the post intervention focus group and interviews. Where participants had a carer 
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who was able to undertake the exercises with them, the physiotherapist would 

teach the carer how to perform the exercise so it could be replicated accurately. 

Unfortunately, no carers were recruited to take part in the study, which will be 

discussed in greater depth later in this chapter. 

7.6 Sample  

As a feasibility study, a formal sample size calculation was not required, instead 

it is suggested that the sample size should be adequate to estimate the outcome 

of interest – in this case, the feasibility and acceptability of recruiting and 

delivering the intervention (Arain, Campbell et al. 2010). Although there is 

currently no guidance as to appropriate sample sizes for feasibility studies, twelve 

to fifteen participants would be considered appropriate in a pilot study (Julious 

2005) and therefore this was used to guide this feasibility study. As four separate 

rehabilitation teams were recruited to deliver the intervention, each site aimed to 

recruit three to four participants in total. Although a full scale trial would be 

randomised, it is not necessary for a feasibility study (Arain, Campbell et al. 

2010). The decision not to randomise was made in relation to the study aims 

which were to assess feasibility and acceptability of the intervention rather than 

evaluating its effectiveness.  

7.7 Consent 

All participants received written information sheets about the purpose of the study 

and potential risks and benefits of taking part. These was made according to 

guidelines produced by DEEP, who have produced guidance regarding making 

literature suitable for people with dementia (DEEP 2013). The resultant 

information sheet was reviewed by members of the PPI team who requested less 

information to be included to avoid overloading the participant.  

Participants were informed that they could withdraw from the intervention at any 

point without question and would return to the normal community rehabilitation 

pathway. Written consent was obtained to take part in the study and further 

written consent was planned to be obtained from all participants prior to the 

interview taking place (Appendix 14). As well as the researcher being an 
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experienced clinician used to obtaining consent for clinical activities for people 

with dementia, it was decided to undertake Good Clinical Practice (GCP) training, 

which included how to obtain consent from vulnerable people. It was deemed 

unnecessary for those delivering the intervention (physiotherapists and 

assistants) to undertake GCP training as they were not undertaking any research 

activities, in accordance with the guidance from the Health Research Authority 

(2017) who  suggest:   

“If an activity is part of a person’s normal clinical role and all other protocol activities 

are undertaken by a member of the research team, then no GCP training may be 

required; however this should be reviewed as part of the risk assessment for a 

trial.” 

Those delivering the programme were required to be up to date with their 

mandatory training including Safeguarding of Vulnerable Adults which addresses 

the issue of obtaining consent from vulnerable groups. The ability to consent to 

participation was guided by the principles of the MCA (2005). The MCA states 

that a person is capable of making a decision if they are able to understand the 

information relevant to the decision, retain this information and communicate his 

or her decision (by any means) (Department of Health 2005). Should it have been 

unclear as to whether the participant had capacity to consent, the MCA suggests 

consultation with other medical professionals, such as the participants’ General 

Practitioner.  

Participants were asked to nominate a consultee who would act on their behalf, 

should their ability to give informed consent change during the course of the 

study. Generally this person would be nominated by the participant themselves, 

or by a medical professional who knew them if they were unable to name 

someone. The consultee was given an information sheet (Appendix 9) about the 

project and was therefore able to advise on what the participant’s wishes and 

feelings would be about taking part. The advice of the consultee would be 

respected at all times during the study. 
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7.8 Participant Eligibility and Identification 

Participants were sought who were referred for ongoing rehabilitation in the 

community following hip fracture (or directly from the acute setting). The South 

West Region has the second highest incidence of hip fracture in the UK (second 

only to the North West Region) with an estimated 7303 fractures in 2015 (Royal 

College of Physicians 2015). The local Clinical Research Network (CRN) advised 

to seek participants who were discharged to community hospitals from three of 

the acute hospitals within the region. These have three of the highest annual 

incidences of hip fracture in 2015; Plymouth Hospitals NHS Trust (484 hip 

fractures), Torbay District General Hospital (471 hip fractures) and The Royal 

Cornwall Hospital, Treliske (606 hip fractures) (Royal College of Physicians 

2015). Data from the National Hip Fracture Database (Table 6) demonstrated that 

21.6% of people with dementia would be discharged home following hip fracture 

and 22.3% of people were referred to rehabilitation units. Therefore, it was 

anticipated that the recruitment strategy would be effective in identifying 

appropriate participants. 

Table 6 - Discharge destinations of people with dementia following hip fracture - South West UK (Data from 
the National Hip Fracture Database, 2015) 

Discharged to 
n % 

Acute hospital 19 0.7% 

Dead 309 11.7% 

Nursing care 572 21.7% 

Other 12 0.5% 

Own home/sheltered housing 569 21.6% 

Rehabilitation unit - hospital bed in another 
Trust 

587 22.3% 

Rehabilitation unit - NHS funded care home 
bed 

51 1.9% 

Residential care 518 19.6% 

 

The recruitment process is detailed in Figure 21. 
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Figure 21 - Recruitment process 

 

Eligible GP 
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Potential participants were screened in three Participant Identification Centres by 

the primary researcher (Tavistock Hospital, South Hams Hospital and St Austell 

Community Hospital), using a pre-determined eligibility checklist (Appendix 16). 

Reasons for ineligibility were recorded. Community waiting lists were also 

screened to determine whether anybody had bypassed the community hospitals 

and returned directly home.  

7.8.1 Inclusion criteria 

People were deemed eligible if they met the following inclusion criteria; 

- Traumatic hip fracture within the last 3 months 

- Surgical management of fracture 

- Diagnosis of (or suspected) dementia 

- Mobile prior to fracture 

- 65 years of age or over 

- Able to consent 

- Able to mobilise at least 5m with/without walking aid/assistance prior 

to discharge 

Although it was anticipated that the severity of a person’s dementia would affect 

their ability to undertake the intervention, this was not used to inform inclusion or 

exclusion. It was anticipated that to be able to give informed consent, the person 

would likely have mild to moderate dementia – CDR ≤2 (section 1.5.4). The type 

of hip fracture would be recorded (if known) but both intracapsular and 

extracapsular fractures would be eligible for inclusion. 

7.8.2 Exclusion criteria 

The following reasons would exclude a patient from being eligible to take part: 

- Temporary/permanent resident in nursing/residential home 

- Cardiovascular/medical instability on discharge 

- Pathological fracture 

- Fracture due to major trauma (2 or more fractures) 

- Significant co-morbidities preventing a person from exercising 
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- Unsafe environment to exercise at home 

- Bed bound prior to fracture 

7.8.3 Screening 

Screening took place every week at each community hospital and community 

rehabilitation team, it involved the collection of data about those potentially 

eligible and those who were not eligible. In the community hospitals, the 

screening process was split into two different stages (Figure 22), the first 

identifying potential participants based on the presence of dementia and surgical 

fixation of a hip fracture. Nursing handovers were utilised on the wards to screen 

for the first stage of eligibility and then the full medical notes were consulted to 

screen for other eligibility criteria. Final eligibility was then checked prior to 

discharge as their progress determined eligibility. Screening from the community 

rehabilitation team’s waiting lists involved screening for all eligibility criteria 

simultaneously as these people had already been discharged from hospital. 

Rehabilitation teams used electronic notes systems, however received written 

referrals, so these referral forms or letters were initially screened. In conjunction 

with medical histories provided by the patient’s General Practitioner (GP), these 

provided sufficient detail to determine whether they were eligible. 
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Figure 22 – Feasibility study: screening process in community hospitals 
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7.9 Data collection and analysis 

Quantitative data sought to explore the recruitment to the study as well as getting 

preliminary data on the effectiveness of the intervention, whereas the qualitative 

process evaluation sought to better understand the complex processes involved 

in recruiting to the study and the experiences of those delivering and receiving 

the intervention. These data were anticipated to help refine the intervention both 

in terms of recruitment strategy as well as the actual intervention that was 

delivered. 

7.9.1 Quantitative 

7.9.1.1 Baseline data 

The baseline assessment was aimed to take place within one week of discharge 

home and be undertaken by the primary researcher. The time taken for the 

assessment and intervention to commence was recorded. During baseline data 

collection, a pedometer was provided and its use demonstrated. This allowed a 

baseline activity level to be determined, so the physiotherapist could set an 

appropriate activity goal when they completed their assessment of the patient.  

At baseline, demographic data was collected such as participant characteristics 

(age, type of fracture, date of fracture, type of dementia etc). Functional measures 

were assessed using the Goal Attainment Scale (Kiresuk and Sherman 1968) 

and Timed Get up and Go (Mathias, Nayak et al. 1986). Goal Attainment Scale 

allowed goals to be set to meet the biopsychosocial needs of the participant, while 

also informing the goal setting process. The Timed get up and go was used as a 

quick assessment of gait. Functional ability (or disability) was suggested by 

physiotherapists and patients (Chapter 4 and 5) to significantly affect quality of 

life and therefore a quality of life questionnaire was included in the intervention – 

The Dementia Quality of Life Questionnaire (DemQOL) (Brod, Stewart et al. 

1999). Where appropriate, the care-giver strain would have been assessed using 

the Caregiver Burden Inventory (Novak and Guest 1989).  
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7.9.1.2 Recruitment data 

Data regarding numbers of people screened for eligibility and reasons for 

ineligibility were collected and analysed using simple descriptive statistics. 

Reasons for ineligibility were categorised as; 

A1 No hip fracture 

A2 No dementia 

A3 Out of area 

A4 Refused 

A5 Unwell 

A6 Residential home / Nursing Home Resident 

A7  Not mobile 

A8 Conservative management 

 

7.9.1.3 Intervention Data 

Intervention data was collected by the therapists delivering the intervention by 

means of the physiotherapy record (Appendix 11). These records included details 

regarding the content of each session, duration of the session, average daily step 

counts and any progressions with the exercises. The use of a self-reported 

exercise diary in which the exercises undertaken could be recorded by the 

participant or their carer was used alongside the use of the fitness tracker to 

monitor activity. The involvement of carers was determined by the physiotherapist 

assessing the patient. This was also discussed as part of the focus group 

following completion of the intervention 

7.9.1.4 Quantitative Data Analysis 

The analysis plan for the quantitative data was constrained to descriptive 

statistics. Descriptive statistics is the term given to the analysis of data that helps 

“describe, show or summarize data in a meaningful way” (Cohen, Manion et al. 

2002). The purpose is to help understand patterns that may exist in the data, but 

such statistics do not allow conclusions to be drawn regarding any prior 
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hypotheses (Liu, Parelius et al. 1999). Descriptive statistics were used to describe 

recruitment patterns and would have been used to describe the changes in 

outcome measures if it had been possible to recruit participants to the study. As 

a feasibility study, the sample size was not powered to explore effectiveness of 

the intervention, so it was not deemed appropriate to undertake statistical 

analysis of pre-post intervention outcome measures. 

7.9.2 Process Evaluation 

The feasibility study had an embedded qualitative process evaluation as a core 

component, guided by the MRC’s guidance for process evaluation of complex 

interventions (Moore, Audrey et al. 2015). Process evaluation was discussed in 

chapter 2 (section 2.2.2.1.1) and the purpose within this element of the study was 

to explore the complexities surrounding the feasibility of recruiting to the study, 

feasibility of delivering the intervention and undertaking the intervention, as well 

as the acceptability of it to all of those involved. Focus groups, interviews and 

observations were all planned as part of this process evaluation.   

7.9.2.1 Qualitative data collection 

Qualitative data collection involved data obtained during focus groups or 

interviews as well as observations of therapist contacts with participants. 

7.9.2.1.1 Clinician focus group/interviews 

Following completion of the intervention, focus groups were undertaken with 

clinicians involved in delivering the programme to explore the anticipated or 

actual feasibility of delivery. In these, the participants were encouraged to discuss 

the intervention and help guide it’s adaptation for a possible future trial. A focus 

group was undertaken with a team who were unable to recruit to the study, but 

had received the training and were able to offer valuable insights into the difficulty 

recruiting to the study. All participants gave written consent to take part in these 

discussions, the sessions were audio recorded, transcribed verbatim following 

completion and the data was anonymised so that individual participants could not 

be identified. Each discussion followed a pre-determined, semi-structured topic 

guide (Appendix 18).  
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7.9.2.1.2 Observations 

Various definitions of ‘fidelity’ of interventions are proposed in the literature. 

Generally, they encompass elements of engagement, translation of intervention 

into everyday life and whether the delivery of the intervention occurred as it was 

intended (Moncher and Prinz 1991, Bellg, Borrelli et al. 2004, Resnick, Inguito et 

al. 2005). To improve fidelity of the intervention, the primary researcher aimed to 

observe at least one of the physiotherapy sessions for each physiotherapist 

delivering the intervention.  

7.9.2.2 Qualitative data analysis 

Framework analysis was used to make sense of the data, adopting a deductive 

approach, whereby data was compared to the theory generated (Pope, Ziebland 

et al. 2000), in this case from the two qualitative studies. Although the framework 

approach may generate theories, analysis utilises a deductive approach 

developed to meet pre-set aims, objectives and test initial themes (Pope, 

Ziebland et al. 2000). Data from the qualitative studies guided the development 

of initial theories surrounding factors that would affect the acceptability and 

feasibility of the intervention, with framework analysis aiding the exploration of 

these theories.  

Framework analysis was introduced by social science researchers, Ritchie and 

Spencer, from the Qualitative Research Unit at the National Centre for Social 

Research in the United Kingdom in the 1980s (Ritchie 1999) with the aim to 

influence healthcare policy (Ritchie, Spencer et al. 2003). It reflects a pragmatic 

approach to the analysis of qualitative data which directly influences healthcare 

policy and research. The method sits within the broad family of analysis termed 

thematic or qualitative content analysis. The primary aim of these approaches are 

to identify commonalities and differences in qualitative data, seeking to draw 

descriptive and explanatory conclusions related to these themes (Gale, Heath et 

al. 2013). The use of a framework enables the researcher to ensure rigour of the 

analytical process, while maintaining a transparent audit trail (Ritchie 1999, 

Ritchie, Spencer et al. 2003, Spencer, Ritchie et al. 2003). 
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While framework analysis can be termed a form of thematic analysis, its unique 

feature is the matrix output in which the rows signify cases (in this case individual 

participants) while the columns signify the codes. The resultant “cells” in the 

matrix provide a summary of the data for that case and code, which allows 

systematic reduction in the data in order to guide analysis of the whole data set 

(Gale, Heath et al. 2013). Since its introduction in the 1980s, framework analysis 

has become commonplace in health research. In physiotherapy literature, it has 

been used to explore the experiences of patients, typically with chronic or long 

term conditions, such as low back pain (Cooper, Campion et al. 1992, May 2007, 

Cooper, Smith et al. 2008) or cystic fibrosis (Williams, Mukhopadhyay et al. 

2007).  

The use of framework analysis in this study was guided by Gale and colleagues 

(2013) who outlined the process in a detailed worked example in nursing 

literature. The process of framework analysis used in making sense of the data 

followed five key stages (Krueger and Casey 2000) as described below:  

Stage  

1 Familiarisation 
2 Identifying a thematic framework 
3 Indexing 
4 Charting 
5 Mapping and interpretation 

 

7.9.2.2.1 Familiarisation 

The first stage involved the immersion in the raw data generated by the focus 

group and interviews. This stage of increasing familiarity is a vital step to begin 

the interpretation (Gale, Heath et al. 2013) and was achieved by listening to 

recordings, reading transcripts and reviewing field notes. Initial thoughts and 

ideas about the data were noted in order to begin the process of analysis. The 

audio recordings were transcribed by the researcher and this allowed further 

immersion in the data while also ensuring accuracy of transcription. The careful 

and repeated listening of audio files is an important stage of the analysis and 

allows nuances of data to be further understood while also facilitating the first 

stages of analysis (Pope, Ziebland et al. 2000). CAQDAS using NVivo 11 (QSR 
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International) was used to organise data and increase the transparency of data 

analysis (Morison and Moir 1998) and at this stage annotations were added to 

the transcripts with initial thoughts. 

7.9.2.2.2 Identifying a thematic framework 

The deductive nature of framework analysis allows ‘a priori’ issues to be set. 

These were formed during the qualitative studies and the use of framework 

analysis allowed testing of this theory. The pre-determined codes are depicted in 

Table 7, although, it was anticipated that this framework would alter during data 

analysis. Data were then gathered around this framework, with the iterative 

nature of qualitative research allowing adaption of the theory during the process 

of analysis (Ritchie 1999).  
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Table 7 - Initial thematic framework developed during data analysis 

INITIAL THEMES INITIAL CODES (Used as codes in original annotation of scripts) 

Feasibility 

R
E

C
R

U
IT

M
E

N
T

 Beliefs 

 Historical practices  

 Understanding of risk 

 Attitude toward dementia 

Pathways of care 

 Acute interventions 

 “Rehabilitation potential” 

 Understanding of community services 

 Risk 

Resources 
 Pressure to discharge 

 Perceived pressures on community services 

D
E

L
IV

E
R

IN
G

 

IN
T

E
R

V
E

N
T

IO
N

 

 

 Training  

 Patient contacts [timing, frequency, type] 

 Waiting list prioritisation 

 Use of assistants 

 Historical practices 

 Knowledge of dementia 

 Theoretical approach 

P
A

T
IE

N
T

 

U
N

D
E

R
T

A
K

IN
G

 

IN
T

E
R

V
E

N
T

IO
N

 

Difficulties associated 
with dementia 

 Adherence 

 Following instructions 

 Confidence to undertake 

 Anxiety 

 Memory disturbances 

 Co-morbidities 

Practical 
considerations 

 Using equipment  

 Lack of support 

 Manual 

Acceptability 

T
O

 P
A

T
IE

N
T

S
 

Beliefs 

 

 Attitude towards exercise 

 Previous experience 

 Ageing/frailty 

Actual intervention 

 

 Functional approach  

 Co-morbidities 

 Involving carers 

T
O

 C
L

IN
IC

IA
N

S
 

Biopsychosocial 
approach 

 

 Goal setting 

 Assessment 

 Support strategies 

 Exercises 

 Outcome measures 

 Professional boundaries 

Attitude towards 
dementia 

 Therapeutic nihilism 

 Advocacy 
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Codes were grouped into wider categories and then categories were grouped 

under appropriate themes. Open coding of the transcripts was undertaken to 

ensure that the framework covered the important aspects of data that were 

required to be collected and refine the framework (Table 8). This stage also 

involved discussion with the second researcher who was undertaking coding in 

order to ensure that both sets of coding were consistent. As the main themes 

were determined a priori, adaptation of the framework was required, however, 

changes to the codes within the themes ensured that the data fitted most 

appropriately within each major theme.  

The two areas of enquiry involved exploring acceptability and the feasibility of 

various aspects of the intervention. The feasibility of the study concerned both 

recruitment and actual delivery of the intervention. Issues surrounding 

recruitment focused on beliefs and attitudes of health care professionals to the 

treatment of people with dementia and hip fracture as well as any pre-existing 

pathways of care. These were hypothesised to affect the potential to recruit 

participants into the study. Feasibility of actually delivering the intervention 

focused on any barriers that would make delivery difficult as well as any potential 

enabling factors that may improve the feasibility of delivering the intervention. The 

second stage of the framework focused on the acceptability of the intervention 

which was the second aim of the study. The acceptability was considered from 

the perspective of both a person with dementia and clinicians.   
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Table 8 - Example of the coding matrix used as part of identification of themes 

Interview Transcript: Physiotherapist 1 Predetermined and in-

vivo codes applied to 

text 

Initial 

Categories 

I think I assessed that on the bed because I was 

trying to identify what exercises were going to 

be best. It found out her abductors were very 

weak, so I needed it.... because we only were 

told to give her a few exercises, I thought it we 

were going to stand any chance of getting 

somewhere I needed to pick the best ones, 

that’s why I checked muscle strength. I think a 

combination of functional assessment and 

physical assessment... because when she 

walked there was an obvious Trendelenburg.... 

I guess it's as ingrained in us as physio's isn't it, 

you must assess muscle strength.... 

 Historical 
practice 

 Biomedical 
approach 

 Assessment 

 

Acceptability / 

Biopsychosocial 

approach 

No, as there isn't the evidence.... I would’ve 

been able to fight using outcome measures... 

what we were saying about function... I think 

we could've gone "we need to keep her at 

home, that is her wish and she needs to be able 

to do x y and z to be able to do that" so that's 

the only way I see of achieving x y and z if we 

can go in regularly and then I think they would 

probably say do that for 3 weeks and if you're 

not getting anywhere you have to pull out...I 

think we would be able to fight our corner for 

a short period of time... 

 Resources 

 Patient contacts 

 Theoretical 
approach 

 

Feasibility / 

Delivering 

intervention 

I think we were all fairly shocked about really... 

we didn't really realise…..as to why they are 

not coming through.... maybe when someone 

with dementia gets hip fracture... it's just about 

can we get them home and get them safe and 

not really the rehab element is totally lost.... 

and forgotten... there's that horrible phrase 

"they've got no rehab potential".... and I think 

I've seen that written so many times in notes, 

so they are not referred to community teams 

 “Rehab 
potential” 

 Risk 

 Attitude towards 
dementia 

Feasibility / 

Recruitment  
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7.9.2.2.3 Indexing 

The aim of this stage was to generate a detailed index of the data, which 

categorised the data into more manageable chunks for subsequent exploration. 

The final working analytical framework was applied by indexing the transcripts 

with the defined categories and codes using Nvivo. Systematically, both 

researchers went through each transcript, identifying meaningful text and 

selecting and attaching an appropriate code from the analytical framework 

(Figure 23). Discussion about the indexing of the transcripts allowed disputes to 

be resolved. Should any disputes around the indexing have been unresolvable, 

a third independent researcher would have been consulted, however, this proved 

unnecessary. 

 

Figure 23 – Feasibility study: qualitative analysis - example of indexing 

 

7.9.2.2.4 Charting 

The penultimate stage in the method of framework analysis involved rearranging 

the data and forming charts. Data were organized in Nvivo to allow the creation 



F e a s i b i l i t y  S t u d y  

174 | P a g e  

of charts whereby the rows represented participants and the column represented 

the theme. Thus, the cells of the table were used to document a written summary, 

allowing the researcher to reduce material into understandable but brief 

summaries of what was said by participants (Ritchie, Spencer et al. 2003). A chart 

was created for each topic of consideration, such as factors affecting the 

acceptability of undertaking the intervention for clinicians (Table 9). 

Table 9 - Example of summary chart developed during qualitative analysis 

Theme – Acceptability to clinicians 

Sub theme Biopsychosocial Approach Attitude towards dementia 

PA1 “Ingrained” biomedical approach 

Functional approach appropriate 

Use of person centered goals 

appropriate 

GAS good outcome measure 

Lack of education 

Take longer to rehabilitate  

People don’t understand dementia 

People with dementia not given a chance 

PA2 More like OTs approach 

Function most important to patient 

Crossover between OT and 

physiotherapy 

Pressure to prove biomedical outcomes 

Learnt from experience about how to 

manage people with dementia 

Need more input 

Physio’s need to look more holistically 

 

 PA3 Functional treatments appropriate 

Function is important to people  

Pressures from managers to use 

biomedical approach 

Advocate for people with dementia 

People “written off” 

PA4 Physiotherapy undertaken during OT 

tasks 

Functional treatments more effective 

Need to support people with dementia 

People don’t think people with dementia 

can be rehabilitated 

PA5  People with dementia may not be given a 

chance to be rehabilitated. 

PA6 Pressures from commissioners to prove 

biomedical outcomes 

Uncomfortable not using biomedical 

assessments 

Approach works better 

Lack of education around approach 

“Fear” of dementia 

Lack of training 

Worried about doing things wrong 

PA7 Treatments need to be individualized 

Everyone with dementia is different 

Need to understand the person with 

dementia 

Managers not interested in quality 

Trial and error treatment 

Lack of education 

Can be daunting to treat 

Can be easier to treat – they are less 

anxious about their situation 
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Table 10 - Final thematic framework 

A Priori Issues/Initial Themes Final codes  Refined Categories/Sub Themes Final Themes 

FEASIBILITY 

Recruitment 

 Historical practices  

 Attitude toward dementia 

 Acute interventions 

 “Rehabilitation potential” 

 Understanding of community services 

 Safety 

 Pressure to discharge 

 Perceived pressures on community 
services 

Beliefs 

 

Pathways of Care 

 

Resources 

 

Understanding barriers to recruitment 

FEASIBILITY 

Delivering the intervention 

 Training  

 Patient contacts [timing, frequency, type] 

 Waiting list prioritisation 

 Use of assistants 

 Historical practices 

 Theoretical approach 
 

Practical considerations to delivering 
intervention                                                  

 

Service level factors affecting delivering 
the intervention 

 

 

Considerations for delivering intervention 

FEASIBILITY 

Patient undertaking the 
intervention 

 

 Adherence 

 Following instructions 

 Confidence to undertake / anxiety 

 Memory disturbances 

 Co-morbidities 

 Using equipment  

 Lack of support Knowledge of dementia 
Involving carers 

Difficulties associated with dementia 

Approach of the physiotherapist 

 

Factors affecting adherence  

ACCEPTABILITY 

To clinicians 

 Goal setting 

 Assessment 

 Support strategies 

 Outcome measures 

 Professional boundaries 

 Therapeutic nihilism 

Functional approach 

Structure of intervention 

 

Attitude towards dementia 

 

Acceptability to clinicians 
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7.9.2.2.5 Mapping and interpretation 

This stage involved comparison of themes and sub‐themes while also checking 

against original transcripts, field notes, and audio recordings to ensure the 

framework fitted with the transcripts. The charts were reviewed further and 

compared to the original data. No changes were required to be made at this stage 

and the framework was finalized (Table 10). The final stage of the analysis 

involved using the derived charts in order to provide explanation and meaning 

about the findings. The stage was significantly influenced by the original research 

objectives, but also explored the unexpected finding of being unable to recruit to 

the study.   

7.10 Project management 

The feasibility study was funded by a research grant that was awarded from 

AGILE (Chartered Physiotherapist’s Working with Older People) totalling £4952 

(Appendix 19). This covered the cost of purchasing equipment, data collection, 

consumables and dissemination.  

The PPI team helped to develop the participant information sheet (Appendix 10), 

reviewed other paperwork such as the consent form and reviewed the exercise 

sheets that were given to people. A physiotherapist with an interest in people with 

dementia also reviewed the intervention manual to determine whether it was 

understandable to physiotherapists. 

The study was initially not eligible for support from the NIHR CRN. However, the 

receipt of the AGILE grant allowed application to be adopted onto the CRN 

Portfolio. Benefits of this included expert advice about how to ensure that the 

intervention could be delivered in an NHS environment, including revision to the 

protocol to ensure recruitment was practical. The initial recruitment strategy was 

seeking to recruit participants from the acute hospitals and follow people through 

from acute to community hospitals, however, advice from the CRN suggested 

that this would add a layer of complexity to the recruitment strategy and increase 

the time demands for the person undertaking the recruitment. Therefore it was 

decided that recruitment would take place in the community hospitals prior to 
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discharge or from community waiting lists if the person had already been 

discharged. 

7.11 Results 

Screening for potential participants took place over a four month period from 

September 2017-January 2018. A population of over 700 potential participants in 

community hospitals and on community rehabilitation team waiting lists were 

considered and only 21 people were screened as they had sustained a hip 

fracture (Table 11).  

Table 11 - Numbers of people screened for eligibility during feasibility study 

 Potential 
population 

Screened Eligible 

Community Hospitals 199 20 1 

Rehabilitation Teams 564 1 0 

Total 763 1 1 

Only one person met the eligibility criteria and was recruited to the study. 

However, approximately four weeks into the intervention period she was re-

admitted to hospital for an unrelated medical reason and was not able to return 

home. For this reason, she was no longer eligible for the study and returned to 

standard care from the rehabilitation team in her locality. Unfortunately she was 

too unwell to participate in an interview to explore the acceptability of the 

intervention. 

A pragmatic decision was undertaken to cease screening for the study in January 

2018 as it was becoming evident that people with dementia were not being 

referred to the community hospitals or to community rehabilitation teams. At this 

stage, the emphasis was placed on exploring the reasons as to why participants 

were not able to be recruited, as this highlighted an unexpected deviation in the 

expected ‘normal’ patient pathway for a person with hip fracture. The findings will 

be discussed in relation to the overall aims of the study, thus to explore the 

reasons for being unable to recruit to the study and then the acceptability of 
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delivering the intervention for those who had the opportunity to deliver it, as well 

as the perceived potential acceptability of the other therapists who did not get the 

opportunity to trial it. 

7.11.1 Feasibility 

The main uncertainties around feasibility of the study involved the likelihood of 

recruiting participants as well as the feasibility of the intervention actually being 

delivered. During the planning stage of the study, several stakeholders were 

approached to determine whether they could highlight any potential difficulties 

recruiting to the study. These stakeholders included ward managers, therapy 

leads and ward based rehabilitation staff. Unanimously they felt that they 

frequently treated people with dementia who fractured their hip and therefore 

recruiting small numbers of people to the study would be relatively 

straightforward. This was also the opinion of the CRN who advised that recruiting 

people in community settings would be the ideal strategy. Despite beliefs that this 

was likely to be the best recruitment approach, it became apparent that recruiting 

to the study, from any setting, was not feasible. 

The reasons for screened people not being eligible for the study were recorded 

(Table 12), with the majority of people not having a diagnosis (or suspected) 

dementia. 

Table 12 - Reasons for exclusion during screening for feasibility study 

Reason for exclusion Number (n) 

Hip fracture but no dementia 15 

Hip fracture and dementia, but not returning 
home 

4 

Hip fracture and dementia, but no surgery 2 

Out of area 0 

Refused 0 

Unwell 0 

Not mobile 0 

Only 0.008% (n=6) had both hip fracture and dementia, however, these people 

either were not able to return home or had conservative treatment rather than 

surgical intervention (usually as they were too unwell to withstand surgery). 
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Reasons for difficulty recruiting to the study were explored with clinicians as part 

of the post intervention focus groups. The focus group for the team who delivered 

the intervention was undertaken as two separate interviews for practical reasons 

of the two clinicians being unable to meet on the same day. A further focus group 

was undertaken with seven further participants from sites who were not able to 

recruit to the study. Unanimously all clinicians reported astonishment at the lack 

of people with dementia and hip fracture who were being referred to community 

rehabilitation settings.  

“I think we were all fairly shocked about [that] really... we didn't really realise” (PA1) 

7.11.1.1 Understanding barriers to recruitment 

The reasons for recruitment failure were explored with consideration of issues 

relating to the beliefs of physiotherapists, existing pathways of care and also the 

impact of resource pressures. 

7.11.1.1.1 Beliefs 

The beliefs of the healthcare professions appeared to affect the likelihood of a 

person with dementia being referred for physiotherapy after hip fracture, thus 

influencing recruitment to the study. There was the suggestion that the lack of 

referral for such people may have been due, in part, to historical beliefs that 

people with dementia could not be rehabilitated. 

“There's an attitude that we can't help them because they have dementia. I don't 

agree with that - I'm just saying.” (PA3) 

It was reported that the aim of physiotherapy for such people was about ensuring 

their safety on return home, rather than actively trying to provide rehabilitation for 

them. Thus, people were often referred for occupational therapy rather than 

physiotherapy. 

“a hospital discharge and fractured NOF, living on their own with dementia we would 

have got out to her……she would've been prioritised quickly to OT. Although that 

would have been primarily to check safety” (PA1)  
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Indeed, the participant who received the intervention was referred only for a 

“safety check” with a therapy assistant. This was reasoned to be due to the 

complexity of the patient which led to a concern about her ability to safely remain 

at home following discharge from the hospital setting. On further questioning, it 

was felt that the patient would “most likely” have received physiotherapy following 

this safety check, but there were no clear guidelines as to whether this would 

have occurred or not.  

Concerns were also raised that providing physiotherapy for a person with 

dementia could actually increase the risk to that patient. Thus, physiotherapy was 

often aimed at preventing risk and not progressing people. This “fear” of 

increasing risk by providing physiotherapy could suggest why some people were 

not being referred for physiotherapy initially. 

“Instead of a standing programme, you might give them a sitting programme. Which 

means that you are not doing what, actually, what they need. They're…. they're 

being rehabbed at a lower level than they should be.” (PA6) 

The physiotherapist’s attitude towards dementia was believed to affect the 

likelihood of them being referred for physiotherapy. There was a commonly 

reported lack of knowledge around dementia, exacerbated by a lack of training 

around the subject. Most relied on internet based e-learning that their Trusts’ 

provided, but had received no formal education regarding how to treat people 

with dementia. This lack of education and knowledge led to a “fear” of dementia, 

whereby physiotherapists described being afraid of doing harm or making things 

worse. It was reported that this fear of dementia was widespread amongst the 

profession and could have been a reason why people with dementia were not 

receiving referral for physiotherapy. 

7.11.1.1.2 Pathways of care 

It was reported that there were no standard pathways of care for people with 

dementia and this led to inconsistent referrals of people to physiotherapy. The 

typical pathway that somebody with dementia would follow has altered in recent 

years and thus people are frequently not getting onward referral. 
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“The rehab pathway has shifted forwards. So it used to be that they would have 

spent a week or 2 weeks in hospital, an acute hospital, then they might have come, 

if they needed to at that point, they might have come here for another up to 5-6 

weeks and then they would’ve gone to the community. But now if they are in there 

4-5 days they are lucky. They are allowed to be here for 3 weeks at the most.” 

(PA5) 

Examples were given of young people without dementia who had not received 

the physiotherapy they needed as they were expected to manage without. Only 

if they were having difficulties would they be offered physiotherapy. This was 

related to a change in the practice for people following major orthopaedic surgery, 

not just those with dementia. 

“Routine total hip replacements aren't getting referred at all... cos even the knees 

used to all be referred and we still get a lot of knees, but the hips aren't. Patients 

can never understand that either - why... I guess it's because it's seen as erm, well 

it's routine, it's classed as major, but it's fairly routine surgery, you're fully weight 

bearing straight away and a lot of people just get up and go.“ (PA1) 

Lack of progress during the acute stage of rehabilitation was suggested to lead 

people to be deemed to have “no rehabilitation potential”. This label would then 

prevent them from being referred for ongoing physiotherapy in the community. 

“... maybe when someone with dementia gets hip fracture... it's just about can we 

get them home and get them safe and not really the rehab element is totally lost.... 

and forgotten... there's that horrible phrase – ‘they've got no rehab potential’" 

(PA1) 

For people with dementia, who may take longer to progress with rehabilitation, 

this excluded them from being given a fair opportunity to improve physically. The 

lack of opportunity to undertake physiotherapy led to them being given the 

permanent label of having “no rehabilitation potential” and thus restricting the 

future services and interventions that were available to them. Where people were 

deemed to have no rehabilitation potential in the acute setting, they were reported 

to not be referred for ongoing therapy and therefore were discharged directly 

home or to nursing or residential home placements. If they were referred to 
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community rehabilitation teams, this was to check they were coping at home and 

was generally for occupational therapy input rather than physiotherapy. 

“….they’re not even given a chance... whether it’s because the acute setting know 

that the resources aren't there in the community to provide the level of rehab that 

the patient would need... or whether it’s because they genuinely don't think that 

they are going to get any better, I don’t know…..” (PA1) 

The term was viewed negatively by the majority of our participants as it was felt 

that it “wrote them off”. 

“The phrase is used too frequently, too often, too quickly. ….. but "no rehab 

potential" is a phrase that we hear quite a lot and yet you find that there is 

potential, it depends on what that individual wants or what their circumstances 

are, but I think it's a very poor phrase and I think it should never be used to be 

truthful” (PA7) 

It was evident that the use of this term was common and suggested the reasons 

why people with dementia were not being referred for physiotherapy post fracture. 

Lack of knowledge about the services available in the community was raised as 

another potential reason that people with dementia were not being referred for 

ongoing therapy. Whereby physiotherapists working in the acute setting were 

suggested to lack knowledge of what the community services could offer such 

people. However, comparisons were made to people without dementia being 

referred appropriately from the acute setting.  

“I don't know if it's a lack of knowledge, because nearly all of the referrals that we 

get from the acute setting for other things are all appropriate....I think most 

physios and OT's would have good knowledge of what the community could 

offer...” (PA2) 

7.11.1.1.3 Resources 

Lack of resources were cited by several participants to be a reason why people 

with dementia may not be referred for physiotherapy following a hip fracture. It 

was believed that people with dementia would need to have a significant 

investment of time and therefore resources in order to provide rehabilitation, but 
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this was not feasible due to pressures they faced with long waiting lists and 

targets set by managers and commissioners. 

“But of course we can't do that [treat 3-4 times a week] for everybody... we wouldn't 

have done unless she was part of this study. We wanted to get a result. In reality, 

we couldn't provide that level of input for somebody with dementia” (PA1) 

Lack of evidence to support the benefits of providing physiotherapy to people with 

dementia were further cited as being a barrier to be able to persuade managers 

to invest time and resources into their rehabilitation. Thus, this highlighted why 

people with dementia may not be referred for physiotherapy following hip fracture 

at all. 

“even if the evidence was there…..even if it was saying that people with dementia 

and hip fracture have to have 3-4 face to face visits a week, I still think that 

managers would say ‘that's all well and good, but we don't have the resources’... 

it comes back to resources....” (PA4) 

There was a fear that if everybody with dementia was referred for physiotherapy 

following hip fracture, services would not be able to cope with the demand. There 

was relief that the acute setting was not referring all patients, there was a concern 

that this would see significant rises in referral rates later on in the patient’s life, 

thus creating an impossible demand. 

“There's going to be a big backlash in 5 years’ time or 10 years’ time all those 

patients are going to be the ones falling and are needing care at home, because 

their mobility is going to be really bad and it's just because if you don't get to them 

at the early stages, they just don’t'... they may be functional now, but they are 

going to be functionally 10 years older than they are.” (PA6) 

There was a unanimous feeling that there was a pressure to discharge people 

rapidly, both from the acute setting, but also from community caseloads. The 

belief was that the acute hospital targets were to get people home safely, but with 

little consideration of rehabilitation. Indeed, once people were medically stable, 

the emphasis was on discharge. 
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“Our colleagues on the ward, they have patients who are discharged home and they 

wouldn't, they hadn’t finished working with them. Even our OT colleagues, 

sometimes they would go in and they hadn't even managed to do the 

environmental, they have been sent home and they have to dash out...” (PA7) 

While the pressure from the acute setting was to discharge people, this pressure 

was also felt in community settings. Physiotherapists and assistants described 

how people with dementia would take longer to rehabilitate and with the 

pressures that they had to manage their waiting lists, this caused an internal 

conflict regarding whether to provide therapy for this population, whereas other 

people may see more benefit. There was suggestion that the acute setting 

perceived the community services to be pressured significantly and lacking 

capacity to treat people within a timely manner. This was hypothesised to prevent 

physiotherapists in the acute setting referring people for community based 

rehabilitation, or at least being very cautious with referrals and only referring 

people who they believed had a high chance of improving.  

“That's the driving factors, is somebody safe, put them in the community, but then 

there isn't the resources in the community to deal with all those patients who in 

the old scheme would have had still been in this hospital on the ward rehab-ing, 

having physio from the staff here.” (PA6) 

7.11.1.2 Considerations for delivering the intervention 

The feasibility of the physiotherapists and assistants being able to deliver the 

intervention was discussed in the focus group and interviews. The team who 

delivered the intervention to the participant were able to discuss the reality of 

delivering the intervention, while the other clinicians discussed their perceived 

experiences of delivering such an intervention and the difficulties that may arise. 

Factors explored around the feasibility of delivering the intervention included 

aspects such as the appropriateness of the training that was provided, type and 

frequency of contacts as well as data regarding the effect of service level factors. 

7.11.1.2.1 Practical considerations to delivering the intervention 
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7.11.1.2.1.1 Training 

The training delivered to the clinical teams was felt to be sufficient and 

appropriate to be able to effectively deliver the intervention. It was reportedly 

delivered in a relaxed and informal manner that promoted interest and discussion 

amongst the groups. The training being delivered by a physiotherapist was felt to 

be of significant value as it ensured the clinical relevance and understanding to 

the audience. The use of support strategies to enable the physiotherapy to be 

undertaken was of great interest during the training sessions. Physiotherapists 

reported frequently struggling to engage people with dementia and often used 

their own trial and error approaches to engage the patient with the physiotherapy.  

“I don't think she was remembering to do the exercises, although there were 

prompts around. And I'd made erm, extra little prompt cards as well, just to sort 

of put around so if she was sat in the lounge there would be a prompt card to say 

exercises.” (PA2) 

While physiotherapists and assistants valued the use of support strategies to 

promote engagement, it was clear that when they were struggling to get the 

patient to undertake the intervention, these were not easily employed.  

7.11.1.2.1.2 Patient contacts 

Clinicians reported that the intervention was deliverable within the planned 

schedule, but relied heavily on the use of support workers. It was felt that in view 

of the current lack of supporting evidence, investing a lot of time and resources 

into people with dementia and hip fracture was difficult to justify, but all valued 

studies to help prove that such investment would be worthwhile. The face to face 

contacts were felt to be of most value, but the six face to face contacts over a 

twelve week period was unanimously deemed to be insufficient for this 

population. It was felt that much more intense input was needed initially to provide 

consistency and routine, after which the frequency could decrease. 

“we had all said that we weren't getting anywhere here and we would have had to 

do was to get to do exercises each visit 3-4 times a week...” (PA2) 
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The telephone contacts were feasible to undertake and represented a good 

opportunity to save travelling to the a participants’ home, however they were 

deemed to be of much less value than the face to face contacts, especially where 

there was no carer present. It was reported that the telephone contacts were 

confusing for a person with dementia, potentially increasing their anxiety rather 

than being of any benefit. 

“….ringing her and introducing myself and she wouldn't have had a clue who I was 

……..[that would] get her really distressed if we get her on the phone and then we 

start saying there are exercises on her kitchen cupboard, she would think "what 

on earth?"... (PA1) 

It was felt that it would be difficult to justify continuing input if after a certain period 

if the patient was not making any obvious progress, therefore a trial period of 

physiotherapy would inform further input. Flexibility in the delivery schedule was 

deemed to be an important factor, both for the patient’s needs, but also to allow 

the intervention to work within the caseload that clinicians were responsible for. 

However, the benefits of having a structured programme with a set number of 

face to face contacts was of significance as this gave the physiotherapist the 

acceptability from managers to provide a greater number of contacts than may 

be standard. 

7.11.1.2.1.3 Use of assistants 

The use of assistants was advocated as a way to make providing physiotherapy 

to this population more cost effective, however this was viewed with caution. 

While some support workers had experience treating people with dementia, it 

was recognised that ideally a qualified physiotherapist may have been better 

placed to treat the patient. However, resources meant that a physiotherapist may 

only ever do the initial assessment, then the patient was transferred to the 

assistant to continue their treatment. This was considered standard practice 

within the community, but notable comparisons were drawn to the lack of use of 

assistants in outpatient physiotherapy settings where “re-assessment was 

required continuously”. One participant reflected that this was no different to the 

constant re-assessment required in community settings, but potentially was just 
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a historical approach that assistants had always been used, or a perceived 

greater importance of treating people in out-patient settings. 

“ we don't have support workers in outpatients... I think that is because there are 

very few decisions that could be made by a support worker, because it's constant 

re-assessment... you know someone with back pain goes back in and says it's 

worse, it needs to be a physio that says I'll see that....” (PA1) 

7.11.1.2.2 Service level factors affecting delivering the intervention 

Resource pressures in the acute setting were reported to jeopardise the likelihood 

of a person receiving rehabilitation for a prolonged period of time, with the 

emphasis being placed on discharging the patient rather than rehabilitating them. 

“the drive is to get people out of hospital, but they haven't put the resources in the 

community” (PA6) 

Several physiotherapists worked in private settings as well as NHS services and 

they described the disparity between what people would receive in each setting. 

In the private setting, people with elective hip replacements, or hip fracture, would 

receive physiotherapy as standard after discharge to ensure that they were 

progressing physically, whereas no follow up was made in NHS settings.  

“So the hospital that I work in……. I think they are very good, they do more than the 

NHS does, so what they do is somebody is discharged home, they have a 6 week 

appointment with the consultant, but they are brought back 2 weeks post 

discharge to check they are doing their exercises properly. They used to leave it to 

the 6 weeks, but now they don't do that as they felt the 6 weeks was too long, the 

NHS doesn't do that....” (PA6) 

The time from discharge home to first contact with a physiotherapist was eight 

days. It took a total of four days for the referral to be sent, received by the team 

and triaged before being allocated to a specific physiotherapist. This would 

suggest that the intervention was feasible to fit alongside other community 

referrals. The patient was prioritised as a high priority to check whether they were 

coping at home due to being a recent discharge, having dementia and living 

alone. However, as standard this would be undertaken by a support worker and 
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physiotherapy would follow at a later date “if deemed appropriate”. The support 

worker would determine the need for ongoing physiotherapy input and request 

an assessment if required. However, the involvement of this patient in the 

research study caused this patient to receive immediate physiotherapy input, 

although it was acknowledged this would not be the standard approach within the 

team.  

When the participant was referred to the rehabilitation team, prior to the 

intervention beginning, the referral was triaged by the team, such as is standard 

practice for all referrals into a rehabilitation team. At this point the patient was not 

referred for physiotherapy, but the referral was triaged to be seen by a technical 

instructor. The aim of this referral was to check safety, provide any simple 

equipment that was needed and ensure the care needs were being met. Upon 

questioning, it was felt that the main priority for this patient was their initial safety 

and the requirement for physiotherapy would be assessed at a later date. Should 

the patient not have been included in the feasibility study, it was reportedly 

possible that they would not have received physiotherapy at all. This was due to 

the presence of dementia and the perceived likelihood that they would not be able 

to engage with physiotherapy.  

7.11.1.3 Factors affecting adherence to the intervention 

The final consideration when exploring the feasibility of the intervention involved 

their adherence to the programme. This aspect of the study focussed on whether 

the difficulties that the person faced due to their dementia would influence their 

ability to undertake the intervention as well as the practical aspects that may 

make it feasible or unfeasible to be carried out. 

7.11.1.3.1 Difficulties associated with dementia 

The major difficulty described by therapists was surrounding the adherence to the 

exercise programme. This was frequently cited to be due to the person’s memory 

disturbances rather than their unwillingness to take part. The use of visual cues 

was reported to be of benefit, however the person still needed verbal prompting 

to look at the exercise sheets, further emphasising the importance of having a 

carer or relative to assist with the exercise programme. 
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“She was doing them because I was talking her through it every single step of the 

way. We had them up in the kitchen on the cupboards, but she still couldn’t work 

out that what we were doing was on the cupboards. I said to her "look at the 

image, what can you see that person doing?" but it wasn't really helping, but was 

she wasn't able to translate that herself, so she could look at it, but she struggled 

to relay it.” (PA2) 

The use of functional exercises were reported to be valuable and represented a 

technique that physiotherapists often tried to incorporate into their practice. 

Physiotherapists described how exercises that were too complex were simply not 

undertaken by people, therefore simple functional exercises represented a good 

way of achieving greater adherence.  

“Maybe as they don't understand "I want you to do sit to stand", I want you to do 

this, if you said "oh, shall we just straighten your dress or...straighten your jumper" 

or whatever, they are quite happy to sort of work with you and they may say "ooh" 

and you say "oh, well shall we just see if we can do a few steps or whatever" and 

be more functional than specific "I would like you to do these, you know, set of 

exercises" I think you have to make it more functional.” (PA4) 

Individual goal setting was reported to be invaluable to improve adherence as this 

allowed the tailoring of the goals to meet the specific requirements and aims of 

the patient as well as being able to stimulate and engage them. If the goals were 

more specific and relevant to the person, they were more likely to undertake the 

exercise. Such goals frequently involved activities that the patient enjoyed, such 

as being able to go out into the garden or go to the library. The level of anxiety 

experienced by people with dementia following hip fracture was reported to be 

significant, which affected their ability to undertake the physiotherapy 

programme. Often these anxieties were related to their level of disability after the 

hip fracture or awareness of cognitive decline and how these factors might 

influence their ability to function independently or remain socially active. 

“She said to me that if she admits it, she wouldn't be able to be staying in her own 

home. That first time she met me she told me that she really worried that she'd 

have to leave here. ….and she didn't want to have to admit defeat.” (PA2) 
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7.11.1.3.2 Approach of the physiotherapist 

Physiotherapists described a lack of knowledge and education surrounding 

dementia and how to alter their practice to accommodate the cognitive problems 

that a patient may have. While all the therapists had attended the training 

provided by the researcher and this was deemed sufficient to deliver the 

intervention, it was clear that there was a deeper lack of knowledge surrounding 

dementia. The training, although providing a brief overview of dementia, would 

have benefitted from providing a greater depth to enable the intervention to be 

delivered with more confidence from the therapists. 

“ We know that we should be working with these patients, just because they have 

dementia doesn't mean we shouldn't work with them, but actually, practically how 

do you do it? You know, there is such a range in dementia. It's kind of like, 

somebody at this end of the spectrum is going to be completely different to 

somebody at that end of the spectrum. And so, it is almost like a specialism, you 

know, to be able to kind of cover that whole spectrum really.” (PA7) 

The main difficulty reported by the therapists was getting the patient to engage in 

the intervention in the absence of a full time carer living with the patient. Despite 

the patient having a relative who stayed with her for periods during the 

intervention, this was not consistent and it was felt that this lack of consistency 

was a major barrier to getting the patient to engage. The physiotherapist and 

assistant attempted to get the carers from the care agency to undertake the 

exercises with the patient, but the carers priorities were ensuring safety of the 

patient such as checking medication and ensuring her nutritional needs had been 

met. Therefore, undertaking exercise was seen as a lower priority and was rarely 

undertaken by the carers. Having a carer living with the patient full time was 

deemed vital in order for the patient to be able to undertake the intervention 

successfully. 

“I just feel that something else was needed.... you know someone else there in the 

property, prompting every day the exercises.” (PA1) 

Where carers were present, there was a concern that involving them in the 

intervention may increase levels of carer burden. Where the carer may not 
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understand dementia well themselves, there was a concern that they may not be 

able to effectively engage their relative in the intervention. 

“You can ask a carer to do exercises with somebody, but you don't know how much 

pressure that is going to put on that carer. You know, there can be difficult 

relationships going on between people, you know when one of them has dementia. 

The carers don't always understand dementia themselves and you know, if you are 

then asking them to get somebody with dementia to do something that they don't 

quite understand what they're doing, it can really create problems in the 

relationship.” (PA7) 

7.11.2 Acceptability 

The acceptability of the intervention was planned to be explored from the patient’s 

perspective as well as the physiotherapists delivering it. However, difficulty 

recruiting to the intervention meant that acceptability was not able to be fully 

explored. Unfortunately as the single participant became too unwell to continue 

with the study, they were also too unwell to be able to undertake this interview, 

therefore it was not possible to explore the acceptability from the patient’s 

perspective. Similarly, the carer of the participant was deemed unsuitable to be 

interviewed due to the circumstances of their relative’s medical condition. An 

observation of a treatment session was planned to take place to ensure that the 

intervention was being delivered as planned, but the participant was admitted to 

hospital prior to this observation being able to take place. However, the 

physiotherapy records were reviewed to ensure the intervention was being 

delivered appropriately, which indicated a good adherence to the treatment 

protocol. The physiotherapist and assistant delivering the intervention also had 

regular contact with the researcher to answer any questions or resolve any 

difficulties they may have experienced. No difficulties delivering the intervention 

were reported during these contacts. 

Clinicians who delivered the intervention reported that the patient was able to 

undertake the exercises and enjoyed doing so when they were present. The main 

difficulty was engaging the patient and enabling them to undertake the exercises 

when alone. Despite a relative staying with the patient following discharge, this 

was not consistent and was not sufficient to enable the exercise to be undertaken 
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regularly. The use of the pedometer was talked about favourably by the clinicians 

who treated the patient. It was reportedly a source of enjoyment, challenge and 

interest to the patient who was keen to use it to track their activity levels.   

“she loved it because she would always try to beat it [step target].... so her 

awareness of having that and getting the steps and building it up was really good 

and became quite competitive in wanting to beat those steps.” (PA2) 

7.11.2.1 Acceptability to clinicians 

The acceptability of the intervention to the physiotherapists and assistants was 

explored in the post intervention focus groups. Where the physiotherapists were 

able to deliver the intervention they could recount their experiences of its delivery, 

where they had not delivered the intervention, the potential issues were explored 

and discussed with reference to their previous experiences of treating similar 

people. 

7.11.2.1.1 Functional approach 

The assessment was created to be functional in its approach, with biomedical 

measures concerning physical impairments such as range of movement and 

strength deliberately excluded. While physiotherapists initially reported 

satisfaction with the assessment, they felt challenged not to resort to adding 

measures of physical impairment into their assessment of the patient. During 

training sessions, the absence of these measures was questioned and this was 

further re-enforced by the physiotherapist who delivered the intervention, 

subconsciously resorting to measuring muscle strength and range of movement. 

Although the functional assessment enabled them to determine what exercises 

should be prescribed, there was a reluctance to prescribe the exercises without 

additional support of biomedical measures relating to physical impairment such 

as muscle strength and range of movement.  

“I thought it we were going to stand any chance of getting somewhere I needed to 

pick the best ones, that’s why I checked muscle strength” (PA1) 

There was a feeling that not undertaking a full physical assessment was against 

the principles that had been taught to them and it was necessary to be able to 
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effectively treat the patient. However, during discussion, there was a realisation 

that a functional assessment could be sufficient without the need for biomedical 

measures of assessment, however, it was a habitual practice that they found 

difficult to move away from. 

“…..because when she walked there was an obvious Trendelenburg.... I guess it's as 

ingrained in us as physio's isn't it, you must assess muscle strength....” (PA1) 

The functional approach to assessing a patient was likened to the approach used 

by occupational therapists and caused a sense of discomfort around the blurring 

of roles. However, it was appreciated that when physiotherapists first started 

working in the community, this blurring of roles was necessary in order to be able 

to effectively treat the types of people who were referred to the teams. 

“If you get new people who come into the community rehab team, erm, and they've 

only been used to doing physio, or OT, then they have to come in and work with 

the team and then realise that actually, I'm going in to do an assessment of 

everything and it does change so a lot of your OT's and physio's are working across 

the boundaries” (PA2) 

Goal setting was reported to be a vital component of their treatment, indeed the 

effective setting of goals was important to ensure that people were seen for timely 

periods. Where goals were not set effectively, people could become unclear 

about the aim of physiotherapy. 

“... because sometimes you get so involved with a patient and family and what’s 

going on that you……sort of stop seeing the wood for the trees and you forget why 

you are actually there as you get embroiled with everything and patients can 

remain on your caseload for months and months and months.” (PA3) 

The use of GAS in the intervention was praised by all physiotherapists. Some of 

the clinicians had heard of it, but very few had used it in practice. It was felt to be 

a good way of incorporating functional goals into an outcome measure which 

could be objectified. The importance of obtaining an objective measure of 

success or failure was unanimously felt to be of importance, essentially to prove 

to managers and commissioners that the physiotherapy input was of benefit. 
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There was a common feeling amongst physiotherapists that they had to prove 

their effectiveness. 

“…they show what is working.... GAS actually gives you a score... I’ve never heard of 

it before and I think that’s a really good thing for these sort of patients.... its' useful. 

Yeah it gives you something to show people.” (PA1) 

However, despite the favourable opinion of GAS, there was still a feeling that they 

would need to justify their input with the use of measures of physical impairment. 

Functional outcome measures were reported to be invaluable to prove that a 

patient was improving, however these were often seen as less valuable to 

commissioners. It was unanimously felt that commissioners and managers were 

more interested in biomedical outcome measures which showed an objective 

improvement, although physiotherapists appreciated that there were not of 

interest or value to people.  

“I thought it [GAS] was really really good because there is a big push at the moment 

about us writing our goals and treatment plans...so we are really liking GAS” (PA5) 

It was noted that people related much better to functional goals, such as being 

able to undertake social activities. Achieving a functional goal acted as an end 

point to the physiotherapy intervention such that once the goal was achieved, the 

patient could be discharged from active treatment. Such community patients were 

described to often have a plethora of physical difficulties resulting from a variety 

of co-morbidities and therefore physiotherapy treatment was often perceived to 

be “never ending”. Focusing on a functional goal gave a clear aim of treatment, 

which once achieved signalled the conclusion of that episode of treatment. 

The content of the intervention was unanimously felt to be appropriate for the 

chosen population and provided a structured intervention to a population that was 

felt difficult to treat. The support strategies were reported to be of particular 

interest as these offered the physiotherapist and assistant some techniques that 

could be trialled if they were struggling to get the patient to engage with 

physiotherapy. Interestingly, techniques such as errorless learning were often 
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described as methods that they would implicitly employ, but were unaware that 

these were recognised techniques. 

7.11.2.1.2 Structure of the intervention 

Face to face contacts were reported to be vital when providing physiotherapy, 

although the required number and frequency of these contacts was reported 

variably. The telephone contacts were felt likely to be of benefit when there was 

a carer living with the patient, to ensure the carer was coping and to re-inforce 

the exercises, however, where there was no carer present and the patient’s 

engagement with the intervention was poor, these telephone contacts actually 

added more confusion and increased the anxiety of the patient. However, they 

did form a useful way of checking the patient was safe and reassured the 

therapists that the patient was coping with being at home.  

“ [participant] would always answer the phone but she just liked to have a general 

chit chat and she wouldn't have been able to tell me if she had done the exercises 

or not and then of course, she would sort of... the anxiety, you could hear it building 

it, and she would get herself into a bit of a pickle... so the telephone was worth 

nothing really, other than just checking she was ok.” (PA2) 

Such telephone contacts were reported to be used infrequently in physiotherapy 

practice, but potentially more commonly in occupational therapy, where 

telephone contacts could be used to check for safety and highlight any difficulties 

that the patient may have. It was reported to be difficult to use telephone contacts 

to check on physiotherapy progress as there were no visual cues to ensure that 

the patient was undertaking the exercise correctly. Furthermore, it was believed 

to be inappropriate to progress the exercise over the telephone without fully 

assessing the patient in a face to face contact.  

The main area in which it was felt the intervention was not acceptable was the 

amount of input that was offered to people. The number of face to face contacts 

were questioned and felt to be insufficient. There was also a belief that an initial 

phase of intense physiotherapy input – potentially every day for a week – would 

be of greater value and more likely to achieve adherence and engagement in the 

physiotherapy. The required level of intensity was described as being unfeasible 
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within the standard community rehabilitation teams, but would be better suited to 

the remit of the Intermediate Care Team which would allow intense input for a 

short period of time – typically up to six weeks.  

“…. she was following what I was doing and that was absolutely fine, so I think the 

big thing was her being able to maintain that independently was just not 

happening. So I feel that she needed that extra, she could have done with maybe, 

every day.” (PA1) 

It was recognised that providing more intense input to this population was a “gold 

standard” of care that they aspired to achieve, however, it was accepted that such 

a standard was not achievable within the resource limitations that they 

experienced. There was a feeling that generally people with dementia were given 

“token physiotherapy” which was expected to fail, but there was an expectation 

that they needed to provide something to demonstrate that they had made an 

attempt to treat the patient.  

The intervention manual that was provided to the clinicians was reported to be of 

significant value, with them using this document as a resource if it was needed, 

while also providing support to ensure they were delivering the intervention 

correctly. The manual had advice and extra information for each exercise to 

ensure that they were being undertaken correctly, however, these were not 

reported to be very useful for the physiotherapists, although they were more 

useful for the assistants. It was proposed that instead of advice about how to 

perform each exercise, it would have been useful to have further details about 

how to use the support strategies, potentially with worked examples. 

The diaries and information leaflets given to the participant were described as 

being a good idea to try and get the patient to engage and give them control of 

undertaking the exercise. However, the participant failed to use it to any benefit, 

often not remembering that it existed, so participants queried the value of this. 

“I did sit down with her one day and sort of talk through it, but erm, it took us a while 

to find it as she had just put it away. I don't know how much she actually retained 

of it...” (PA2) 
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The format and the presentation of the exercises were viewed favourably and 

described as being clear and concise with the images being easy to understand. 

The use of the text was questioned by our participants and it was potentially of 

more value to the carers to ensure the exercise was undertaken correctly. 

The intervention was designed to require little extra equipment to deliver, as such 

community physiotherapists would often have very little equipment available to 

them. The only equipment deemed necessary was the pedometer. This was 

unanimously deemed the most valuable aspect of the intervention. The 

pedometer was a useful tool to assist the clinician in gauging the amount of 

exercise that the patient was doing, but it also functioned as a valuable 

motivational tool for the patient providing them with biofeedback about the 

amount of exercise they were achieving.  

“Yeah, I thought that was really good and when she did wear it, she loved it because 

she would always try to beat.... so her awareness of having that and getting the 

steps and building it up was really good and became quite competitive in wanting 

to beat those steps” (PA2) 

The term “pedometer” was reported to be inappropriate as this was not 

understandable to the patient, with the use of “stepper” or “step counter” used 

more favourably. The only difficulty associated with the pedometer was ensuring 

the patient remembered to put it on in the morning. Where formal (or informal) 

carers were present, they would do this for the patient, but where there were no 

carers present, this was forgotten. The step target offered a valuable incentive to 

encourage the patient to be more active each day and encouraged a competitive 

and enjoyable aspect to their rehabilitation that was simple yet effective. 

Clinicians were very keen to employ the use of such pedometers for more people 

and seemed to believe that these could offer an excellent method of getting older 

people more active.  

“….so I think they can be really useful and we should be advocating using these for 

our patients and with her I think it was more useful for us to see what she was 

doing rather than her aiming for a certain number of steps.” (PA1) 
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The pedometer was chosen due to its simplicity, however, it was still reported to 

be too complicated for the patient to use themselves. 

7.11.3 Exploratory analysis of quantitative data 

It was planned to undertake an exploration of completion of the therapy record, 

data collection as well as the use of the patient diaries. However, due to the 

participant not being able to complete the intervention, the outcome measures 

were unable to be repeated and thus any initial analysis of effectiveness was 

unable to be undertaken. While exploring the effectiveness of the intervention 

was not an aim or objective of the study, it would have been useful to help inform 

aspects of the study such as the appropriateness of outcome measures.  

7.12 Discussion 

This feasibility study sought to determine the feasibility of recruiting and delivering 

the physiotherapy intervention, as well as seeking to explore the acceptability to 

people receiving and delivering it. It was not feasible to recruit to the study, which 

highlighted significant concerns around the rehabilitation pathways for people 

with dementia following hip fracture. Data from the NHFD demonstrated that 

around 40% of people with dementia would return to their own home or to a 

community hospital (Table 6). Our data proposes that there were a variety of 

reasons why recruitment to this study was not possible, largely relating to the 

beliefs around the rehabilitation of people with dementia, underpinned by 

pressures felt by clinicians to provide rehabilitation with a lack of knowledge and 

resources to support their interventions.  

“Rehabilitation potential” was a term that was central to the likelihood of a person 

receiving ongoing physiotherapy input. The use of the term is little understood 

and currently under researched, with no formal definition or method of 

assessment. However, the adoption of this term appears critical in determining 

the pathway of the patient. One review (New 2009) found no standard, accepted 

or validated definition by what was meant by ‘rehabilitation potential’, finding great 

variability of accepted interpretation. It has been used as a prognostic indicator 

of the likelihood of a person being able to remain in their own home for a one year 
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period (Zhu, Chen et al. 2007) as well as an indicator of likely functional recovery 

of activities of daily living (Rentz 1991). Several other authors support our findings 

that it is often used to determine whether further rehabilitation should take place 

(Cunningham, Horgan et al. 2000, Poulos and Eagar 2007). However, despite 

suggesting its use to determine the future rehabilitation pathway, the reliability of 

the clinical judgement of different members of the multidisciplinary team in 

determining the rehabilitation potential of people has been questioned (Poulos 

and Eagar 2007), with the suggestion that, in the case of older people, the 

reliability of the clinical judgement was in general quite poor. This highlights the 

necessity for a more reliable means of determining ‘rehabilitation potential’ to be 

developed (Cunningham, Horgan et al. 2000). The feasibility study demonstrated 

that where there was deemed to be no rehabilitation potential, the patient was 

excluded from receiving further physiotherapy. This supports data from our 

qualitative work (Chapter 4) whereby such potential was often prejudged, with an 

assumption that people with dementia could not be rehabilitated, therefore not 

even attempting to engage them in physiotherapy. 

The judgement of “rehabilitation potential” could be considered akin to 

therapeutic nihilism, whereby people with dementia were assumed to be unable 

to improve, therefore they were not offered further input. Therapeutic nihilism was 

first noted by Dunkelman and Dressel (1994) who proposed that it was a form of 

ageism, whereby it is assumed that older people will get dementia as they age. 

Alongside this there is an expectation that the person will physically decline, 

therefore providing physiotherapy could be considered ineffective and 

unnecessary. Furthermore, it is assumed that there is a greater amount of effort 

required to work with this population, and therefore the valuable investment of 

time necessary to provide interventions may be wasteful (Kane 2006), especially 

considering resource pressures that clinicians report working within. While there 

has been little research specifically looking at physiotherapist’s attitudes towards 

people with dementia, negative attitudes or behaviours have been found in 

doctors and other health care providers (Gatz and Pearson 1988, Ellingson 

2003). The only study that looked at the attitudes of physiotherapists towards 

people with dementia, sampled physiotherapists in America who worked in 

nursing home settings (Staples and Killian 2012). Physiotherapists became 
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increasingly more negative and pessimistic in the later stages of dementia. It was 

reported that therapists may have felt that worsening dementia negatively 

impacts functional recovery; as a result, they have fewer expectations for a 

positive outcome and believe treatments should be limited (Staples and Killian 

2012).  

The intervention was unanimously believed to be feasible to deliver, however, the 

inability to recruit to the study meant that this could not be explored fully. There 

were also certain historical practices that were noted when physiotherapists were 

delivering it, or were planning to deliver it, which may have affected the feasibility 

of delivering it. There was reliance on the biomedical approach, where physical 

impairments are seen as paramount. The approach typically underpins 

physiotherapy practice, in which the body is seen as a “machine” (Nicholls and 

Gibson 2010). Reliance on this biomedical paradigm, aiming to treat body 

structure and disability, limits physiotherapists ability to manage aspects of 

person-centred practice, such as valuing patient preferences, fostering hope, 

managing expectation and building a positive therapeutic relationship (Mudge, 

Stretton et al. 2014).  

There was a feeling that the biopsychosocial approach was more akin to the work 

of occupational therapists who approach people from a more functional 

perspective. For many years, the professions of occupational therapy and 

physiotherapy have been noted to possess similar attributes. Both professions 

have been reported to share many core skills and there has been long-standing 

discussion about professional boundaries and overlap of roles (Golledge 1998, 

Brown and Greenwood 1999). It is reported that physiotherapists have become 

more aware of the ‘care and support’ philosophy rather than their traditional ‘cure’ 

philosophy (Richardson 1999, Richardson 1999) which further aligns with the 

biopsychosocial approach. Our data further supports this theory, although a 

noted discomfort is evident with physiotherapists adopting an approach more 

similar to that of their occupational therapy colleagues. 
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7.12.1 Methodological Rigour 

It must first be noted that this feasibility study was undertaken in the South West 

of England and we have no conclusive evidence to suggest whether it is 

generalisable to the rest of the UK. The data generated from the focus groups is 

comparable to the qualitative work undertaken exploring the experiences of 

physiotherapists treating this population (Chapter 4) which was undertaken with 

physiotherapists working in various locations throughout the UK, which suggests 

some generalisability. However, as with qualitative research, the aim is not to 

create generalisable findings, but to represent the experiences of a small sample, 

thus highlighting potential issues across the continuum.  

7.13 Implications for further research 

The intervention was suggested to be feasible to deliver and acceptable to 

clinicians. The focus groups with clinicians highlighted several areas in which the 

intervention could be improved and better targeted to the population. The main 

area involved the invaluable contribution that a carer could have in engaging the 

participant. The absence of a full time carer living with the patient made it much 

more difficult to deliver and increased the amount of input that was required. The 

number of contacts were believed to be insufficient, therefore a greater intensity 

of contacts would be advised initially when commencing the intervention. The 

value of the telephone contacts was questioned and this would warrant further 

investigation, especially around the support of the carer in undertaking the 

intervention. Therefore, further research would be beneficial to determine 

whether these adaptations would enable the intervention to be undertaken more 

successfully. 

Therefore, prior to any exploration of effectiveness, research needs to first be 

undertaken to better understand the patient journey through the acute setting and 

how, and why, decisions are made regarding “rehabilitation potential”. Any 

experimental studies may need to recruit from the acute setting rather than the 

community. The suggestion from our data is that these beliefs relate to lack of 

knowledge, a biomedical basis of practice focusing on physical impairment and 

an element of therapeutic nihilism towards older people with dementia. 
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7.14 Summary 

The aims of this study were to determine whether it was feasible and acceptable 

to deliver a dementia specific physiotherapy intervention to people with dementia 

following hip fracture. This could not be fully explored due to inability to recruit 

participants and while the initial data suggests that it would be feasible to deliver 

and acceptable to all those involved, we were unable to gain sufficient data to 

corroborate this. The inability to recruit participants to the study was an 

unexpected finding and directly opposed the data generated from the NHFD, as 

well as the beliefs from clinicians that people with dementia and hip fracture are 

referred for physiotherapy. Data from the NHFD was collected in 2015, so it is 

possible that these data are no longer accurate. This is an important and valuable 

finding in itself as it highlights a greater concern, that people with dementia are 

not currently being given an opportunity to receive physiotherapy following hip 

fracture. The outcomes for people are poor, which is unsurprising in view of the 

lack of opportunity they receive to undertake structured physiotherapy following 

their fracture. 

This chapter reported the final piece of empirical work undertaken for this thesis. 

Chapter 8 seeks to summarise the results of all the empirical work undertaken in 

relation to the aims and objectives of the PhD.  
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Chapter 8.  Conclusions and Recommendations 

8.1 Introduction 

In this chapter the aims and objectives of the thesis are revisited before 

reconsidering each piece of empirical work. The empirical work is discussed in 

relation to existing literature and the theoretical contributions of this thesis will be 

explored. Finally, this chapter will draw conclusions about the physiotherapy 

treatment of people with dementia following hip fracture and suggest future 

directions for research and recommendations for clinical practice and education. 

8.2 Review of aim/objectives 

The overall aim of this thesis was to; 

Determine the evidence surrounding the physiotherapy 

treatment for people with dementia following hip fracture and 

explore the experiences of those involved, thus leading to the 

development of an intervention which could be tested for 

feasibility. .  

In order to achieve this overarching aim, several objectives were set: 

- To determine the current state of the evidence surrounding the 

physiotherapy treatment of people with dementia who fracture their hip 

- Identify evidence gaps which will limit the development of the intervention 

- Undertake relevant primary research in order to gain a deeper 

understanding of the needs of people with dementia following hip fracture 

- Involve service users in all stages of the research process 

- Test the feasibility and acceptability of the developed physiotherapy 

treatment to people with dementia who fracture their hip, carers and 

physiotherapists 

- Explore the theoretical basis supporting physiotherapy interventions for 

this population. 
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8.3 Results of empirical work 

The MRC’s guidance suggests that the initial phase of development of complex 

interventions requires the identification of relevant, existing evidence base (MRC 

2000). Chapter 3 presented a scoping review seeking to summarise the current 

available evidence for physiotherapy interventions for people with dementia who 

fracture their hip, as well as identifying gaps in the literature. A systematic search 

of thirteen databases was undertaken, with articles being included if they 

described an intervention which was considered within the scope of a 

physiotherapist and targeted those with a hip fracture and dementia. A narrative 

summary was then undertaken to describe the current state of the literature. The 

findings of the scoping review demonstrated that there was limited evidence to 

guide physiotherapists in the management of people with dementia who fracture 

their hip. No evidence was found about perceptions or experiences of service 

users or of the physiotherapists involved in their care. It was concluded that 

further empirical research was needed to develop and evaluate physiotherapy 

interventions for this population. 

The scoping review highlighted the lack of understanding around complex factors 

such as social, environmental and contextual components. Therefore qualitative 

methodologies were adopted in order to allow the creation of new primary data. 

Chapter 4 described a qualitative study undertaken with physiotherapists 

exploring the experiences of treating people with dementia who fracture their hip. 

Semi-structured interviews were undertaken in order to gain an in-depth 

understanding of how they manage this population. A purposive sampling 

strategy was employed to recruit physiotherapists throughout the UK with a 

variety of different experiences. The findings suggested that physiotherapists felt 

significant pressures and challenges regarding many aspects of the management 

of this population. It was concluded that interventions for the management of 

people with dementia and hip fracture need to consider that a traditional 

biomedical physiotherapy approach, which focuses on physical impairments, 

may not be the most appropriate approach to use. 

Chapter 5 described a second qualitative study exploring the experiences of 

people with dementia (and their carers) of receiving physiotherapy, with the aim 
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to determine whether people were receiving a PCC approach. Semi-structured 

interviews were undertaken with eleven people with dementia or their carers 

between September 2016 and January 2017. Carers were also recruited to 

explore their involvement in the intervention and thematic analysis was used to 

analyse the data. People experienced a biomedical approach from 

physiotherapists, whereby assessments and treatments were based around 

reducing physical impairment, with the lack of a PCC approach being evident. 

The data from the two qualitative studies was used in order to develop a 

physiotherapy intervention designed to treat this population. The process of 

development of this intervention was discussed and explored in Chapter 6. 

Chapter 7 described the final piece of empirical work undertaken for this thesis 

and detailed the feasibility study that was undertaken in order to trial the 

intervention that was developed. The feasibility study aimed initially to determine 

whether it would be possible to recruit people with dementia following hip fracture. 

The findings demonstrated that recruitment was not feasible due to the pathways 

that people with dementia were following. Very few people with dementia and hip 

fracture were being referred for onward physiotherapy following discharge from 

the acute setting, data supported by the NHFD which suggests that the majority 

of this population will be discharged to nursing homes or would not survive the 

episode. Exploration of the reasons for people not being referred for onwards 

therapy involved lack of resources leading to pressures to discharge people 

quickly, but also the lack of opportunity to receive rehabilitation in community 

settings. The theoretical beliefs and attitudes of the physiotherapist played a vital 

role in determining how they approached the person with dementia. The standard 

approach focused on treating physical impairments which is akin to a biomedical 

approach, but with a desire to provide what was considered “gold standard” care 

of a more person centred approach. The person centred approach of the 

feasibility study led to the physiotherapists questioning whether they needed to 

alter their biomedical beliefs and approaches and focus more on improving 

activity and participation rather than focusing on impairments. There was 

evidence of therapeutic nihilism whereby physiotherapists believed that people 

with dementia could not be successfully rehabilitated, therefore they did not offer 

them the opportunity to try. 



C o n c l u s i o n s  a n d  R e c o m m e n d a t i o n s  

 

206 | P a g e  

8.4 Discussion of main findings 

The main findings of this thesis are now discussed in relation to existing literature 

and theory. The main findings relate to the importance of the theoretical approach 

that the physiotherapist used in order to treat this population of patients and how, 

when this approach did not relate to the approach required by the population 

receiving it, the patient outcomes were likely to be poor. The two different 

approaches that were illustrated throughout the empirical work will be discussed 

with the emphasis on how these approaches influence the journey of the patient 

through a physiotherapy pathway following hip fracture. The importance of 

resources and resource pressures were described at all stages of the empirical 

work undertaken, suggesting that such pressures had a significant influence of 

the physiotherapy that was delivered, and therefore this will be explored in detail. 

Finally, the role of therapeutic nihilism towards people with dementia will be 

discussed to determine whether this plays an integral role in the management of 

people with dementia following hip fracture.  

8.4.1 Theoretical approach to treatment 

In chapter 1, the concepts of “health, illness and disability” were introduced. The 

findings of this research could be considered to relate to an individual’s 

understanding of what “health” is. In order to understand disability and 

impairments, such as those following hip fracture, the understanding of what 

constitutes health should be considered. It is also important to consider that the 

concept of what constitutes health may vary between cultures (Jorgensen 2000), 

professions and individuals. Where the body is seen as a “machine” (Nicholls and 

Gibson 2010) the primary goal of physiotherapy could be considered to make this 

‘machine’ work correctly. Where physiotherapists were seeking to improve 

physical “health”, they adopted a biomedical approach, with biomedical 

assessment, treatments and outcome measures all focusing on trying to reduce 

physical impairments, but with a failure to address the psychosocial needs of the 

person. Failure of the person with dementia to adhere or improve with this 

approach was commonplace and led to the description that the person had “no 

rehabilitation potential”, that is their physical impairments were deemed not able 

to improve. Where “health” was considered from a wider perspective, that of 
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social and psychological well-being, in conjunction with biomedical approaches, 

treatments could be tailored to meet these objectives and people could improve. 

The theoretical perspective not only affected the physiotherapy they delivered, 

but also the attitudes towards treating a person with dementia. Several 

physiotherapists described the difficulty they had moving away from a biomedical 

approach, perhaps reflecting the biomedical history of physiotherapy and a 

challenge on integrating the biomedical approach with psychosocial components. 

8.4.1.1  “Traditional” Biomedical Approach 

Chapter 1 described the historical basis of the physiotherapy profession 

originating from a biomedical tradition, which occurred due to its alignment with 

the medical profession in order to increase its respectability and trustworthiness 

as a new profession (Wicksteed 1948). Such a traditional biomedical approach 

to rehabilitating people after hip fracture may comprise of gait re-education, 

strengthening, balance and range of motion exercises (Crotty, Whitehead et al. 

2002, Binder, Brown et al. 2004, Handoll, Sherrington et al. 2007, Handoll, 

Sherrington et al. 2011), with the aims to reduce physical impairments and 

improve objective measures related to these factors.  

The results of the empirical studies suggest that the standard biomedical 

approach used for people following hip fracture may not be directly transferable 

to those with dementia. Indeed, for people with dementia this impairment based 

approach was unsuccessful and led to poor adherence of physiotherapy and low 

levels of satisfaction with the physiotherapy received. This was appreciated by 

physiotherapists, however, it was felt that resource limitations prevented them 

from delivering a model of physiotherapy more akin to a person centred 

approach, whereby social and psychological factors were considered of equal 

importance. Physiotherapists frequently described how they felt that pressures 

on their time and resources meant that they were only able to address the 

biological factors. Participants reported the importance of psychological and 

social factors being addressed, but understood the pressures that the 

physiotherapists were under, therefore accepted they were not receiving the input 

that they needed, often with resultant poor outcomes. 
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For a population of people with dementia who fracture their hip, a biomedical 

approach is ineffective (Chapter 5). Thus, following hip fracture, this biomedical 

approach may result in ongoing dependence and lack of improvement in function. 

People with dementia simply did not conform to this biomedical approach. Using 

biomedical assessments with biomedical outcome measures failed to 

demonstrate improvement in other aspects of the patient’s recovery, further 

exacerbating the belief that people with dementia cannot be rehabilitated. 

Interestingly, when physiotherapists were deliberately asked to avoid this 

biomedical approach in the feasibility study, it was very challenging for them to 

do so. During training sessions, there was significant discomfort felt by the 

therapists in not undertaking assessments of physical function such as muscle 

strength and range of movement. Despite the assessment deliberately not 

containing these parameters, the physiotherapist who delivered the intervention 

actually undertook these assessments reporting that it was “ingrained” in them to 

do so. This biomedical approach to assessment and measuring outcome 

frequently led physiotherapists to conclude that a person with dementia had “no 

rehabilitation potential”. 

8.4.1.1.1 Rehabilitation Potential 

The use of the term “rehabilitation potential” was reported frequently when 

discussing this population. No research has focused on the use of this term when 

rehabilitating people with dementia specifically, although it has been suggested 

to be a useful term to determine where and when rehabilitation should take place 

(Cunningham, Horgan et al. 2000, Poulos and Eagar 2007). It is proposed that at 

an individual patient level, judgements about a person’s “potential” will determine 

their pathway, including when rehabilitation begins, the intensity and frequency 

of the intervention and the point at which rehabilitation intervention would fail to 

deliver significant outcomes for people (Burton, Horne et al. 2015) and therefore 

ceases.  

Physiotherapists working in acute settings viewed the term favourably suggesting 

that it was useful to guide the patient’s journey through the acute setting, indeed 

the term has been used to determine the medical stability of a patient and thus 

the ability to move them out of acute settings (Harding, Taylor et al. 2010). The 



C h a p t e r  8  

 

209 | P a g e  

potentially damaging nature of the term was highlighted throughout this project, 

as it was often used incorrectly and without clear justification. It has been used 

as a prognostic indicator to determine how rehabilitation may improve functional 

ability (Rentz 1991), however, its use assumed that this was an ongoing label 

and the patient would not have potential to improve, thus it was preventing people 

ever being given the opportunity to receive physiotherapy. Resource pressures 

were often cited as limiting the amount of physiotherapy that was offered, with 

such resource pressures masking rehabilitation potential (Burton, Horne et al. 

2015).The use of the term was considered from a very biomedical basis, with the 

assumption that “rehabilitation” meant the recovery of physical function. As 

previously discussed in chapter 1, although early definitions focused mainly on 

the reduction in physical disability, there was a suggestion of the importance of 

considering mental wellbeing as well as physical function (Jefferson 1941). The 

WHO emphasise the importance of considering rehabilitation in terms of social 

and personal wellbeing (World Health Organization 2011). A person centred 

approach proposes that “rehabilitation” encompasses more than just the physical 

aspects of recovery and should facilitate the return to activity and participation in 

social roles. Thus, it must be considered that the term “rehabilitation potential” is 

strongly related to the terms of which it is assessed. If the patient is approached 

from a biomedical perspective were treatment focuses on improving physical 

function, they may not be deemed to have potential to improve outcomes, but a 

person centred approach may allow them to have potential to improve when 

activity and participation is considered. Burton and colleagues (2015) highlight 

the importance of giving a patient every opportunity to engage, where there is an 

absence of strong prognostic measures, such as in the rehabilitation following hip 

fracture. They suggest where the trajectory of recovery is unclear early decisions 

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

rehabilitation (Burton, Horne et al. 2015). Our data suggests that this was not the 

case and decisions were being made in the acute setting which prevented people 

from receiving ongoing physiotherapy in the community without further 

opportunity. 
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8.4.1.2 Person Centred Approach to Rehabilitation 

Where physiotherapists recognised that a biomedical approach was unsuitable 

for this population, a person centred approach was described. This approach was 

desired by people and their carers and although physiotherapists appreciated this 

and recognised it as the ideal approach, they often used resource pressures as 

a reason not to be able to deliver it. Such an approach to physiotherapy was 

effective in allowing a person with dementia to improve their level of 

independence following hip fracture. This level of independence may have been 

considered from a physical perspective, from an activity level or from the ability 

to participate in everyday activities. This relates back to the ICF which shifts the 

focus of rehabilitation from impairment to participation (World Health 

Organization 2001). 

A biopsychosocial approach was more time intensive and resource dependant 

and was often seen as the gold standard of care to aspire to rather than an 

expected level. Frequently time and resource limitations were cited as reasons 

for being unable to apply this approach, however, when it was applied, the 

benefits were noted. The feasibility study (Chapter 7) considered the 

rehabilitation of the person with dementia following hip fracture from all aspects 

and included significant emphasis on the psychological and social aspects that 

would affect the provision of physiotherapy to the patient. This was reported to 

be more akin to the approach of occupational therapists and led to some 

discomfort around overlap of roles in relation to the therapeutic relationship 

between physiotherapists and occupational therapists. The boundaries between 

different disciplines have become under more pressure due to staff shortages 

across the health professions, including allied health professionals (Department 

of Health 2000). Additionally, managerial principles placing greater emphasis on 

consumerism have resulted in a redistribution of resources on the basis of ability 

to undertake interventions rather than historical workforce hierarchies and roles 

(Borthwick 2000). 

For many years, the professions of occupational therapy and physiotherapy have 

been noted to possess similar attributes. Both professions have been reported to 

share many core skills and there has been long-standing discussion about 
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professional boundaries and overlap of roles (Golledge 1998, Brown and 

Greenwood 1999). Furthermore, it is reported that physiotherapists have become 

more aware of the ‘care and support’ approach rather than their traditional ‘cure’ 

philosophy (Richardson 1999) which further aligns with the biopsychosocial 

approach. Our data supports this theory, although a noted discomfort is evident 

with physiotherapists adopting an approach more similar to that of their 

occupational therapy colleagues. Role overlap between physiotherapy and 

occupational therapy has not been explored in dementia care. However, in other 

areas, such as stroke rehabilitation, authors suggest that acceptance of role 

overlap depends upon the extent to which it occurs. In one qualitative study 

(Booth and Hewison 2002), role overlap was explored and while there was an 

acceptance that it was inevitable in achieving effective collaborative care, generic 

therapy was seen as undesirable as it failed to recognize professional uniqueness 

and skills that each profession possessed.  

McCormack and McCance (2006) emphasised that for PCC to occur in practice, 

changes in service delivery are required to be addressed at both individual and 

organizational levels. This is supported by our data where physiotherapists 

reported being keen to adopt a person centred approach, but the service they 

worked within lack resources to enable them to achieve this. The adoption of 

person centred care approaches is now explored from the service level approach 

as well as from an individual clinician’s perspective. 

8.4.1.2.1 Service Level Approach 

To facilitate clinicians incorporating the principles of PCC into practice, 

endorsement of its principles must exist at the organizational level in order to 

allow implementation (Kramer, Schmalenberg et al. 2009). Indeed, the 

implementation of new models and frameworks in healthcare requires the 

involvement of management as well as the employees (Alharbi, Ekman et al. 

2012). However, little research has focused on the organizational approach to 

incorporating PCC into the structure, with the majority of research focusing on the 

individual clinician’s adoption of its principles. A study in Sweden sought to 

determine the characteristics of an organisation that were important to facilitate 

the incorporation of principles such as PCC (Alharbi, Ekman et al. 2012), findings 
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suggested that a culture of stability can better sustain implementation of new care 

models such as PCC, however it failed to offer practical suggestions about how 

to implement such models. 

The VIPs Framework (Brooker and Latham 2015) was described by participants 

to be commonly used within stroke care and represents a service level approach 

to altering the management of a specific population. Several of our participants 

described this approach favorably and those who had used it were able to 

translate it’s principles into other areas such as care of people with dementia. 

Brooker (2015) developed the VIPS framework in order to summarise Kitwood’s 

philosophy of PCC in people with dementia, however, it’s use in dementia care in 

clinical practice remains sporadic with none of our participants reporting their 

service adopting it as a standard approach. Brooker proposed that  PCC is the 

sum of four essential elements: valuing people with dementia (V), individualized 

care (I), understanding the world from the patient's perspective (P) and providing 

a social environment that supports the needs of the patient (S), i.e. PCC = V + I 

+ P + S (Brooker and Latham 2015). While the framework covers important 

aspects commonly associated with PCC, there is little empirical evidence to 

determine how it was designed (Rokstad, Røsvik et al. 2013), or how it is 

incorporated into clinical practice. No research to date has focused on the use of 

VIPS within physiotherapy, although authors suggest its potential value in the 

management of people with dementia (Ajzen 1991, Brooker and Latham 2015). 

One qualitative study looked at its use within nursing homes and suggested that 

the model was effective in incorporating the principles of PCC into every day care, 

while having been deliverable within normal resources (Røsvik, Kirkevold et al. 

2011), however the transferability to physiotherapy is uncertain. 

While it can be considered a system level approach to adopt such PCC into a 

clinical setting, it is also the responsibility of each individual practitioner to ensure 

that its principles are followed and respected (Røsvik, Kirkevold et al. 2011). A 

service employing PCC will not succeed if each individual within that service does 

not conform to the same approach. Similarly, a clinician cannot provide PCC 

unless the service they work within supports them to do so. Our research 

suggests the desire and willingness of individual clinicians to adopt this approach, 
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but they are unable to do so while working with systems that are historically 

biomedical in their basis. 

 

8.4.1.2.2 Individual Clinician Approach 

Where organizations are supportive of the adoption of principles of PCC, the 

attitude of the individual clinician becomes paramount to determine whether PCC 

will be incorporated into practice. However, there are many factors which will 

influence the individual’s incorporation of such practices. A component of the 

physiotherapy programme included the use of BCT’s for the patient to improve 

adherence to the intervention. However, it became apparent that these strategies 

may have been better targeted at the physiotherapists delivering the intervention. 

The patients were not failing to adhere to physiotherapy out of choice, but they 

were not adhering as they were unable to as it was unsuitable for their needs. 

The biomedical approach to physiotherapy that was offered was often too 

complicated or not individualised to meet their requirements. Where 

physiotherapists were asked to adopt a more PCC approach, they found that it 

was difficult to change their treatments away from their biomedical principles. 

Therefore, the research actually highlighted that the use of BCT’s may be 

valuable to understand how physiotherapists may need to change practice and 

beliefs about treating people with dementia. Indeed, there is evidence to suggest 

the utility of the TPB for healthcare professionals to facilitate changes in 

behaviour (Godin, Bélanger-Gravel et al. 2008), such as those needed when 

trying to change practice in relation to people with dementia being referred for 

ongoing rehabilitation following discharge from the acute sector. The Theory of 

Planned Behaviour (Figure 18) was previously discussed in relation to the 

development of the intervention (section 6.5.11.1.1), however, it is now 

considered from the perspective of the physiotherapist delivering the intervention. 

8.4.1.2.2.1   Perceived behavioural control 

Previously the emphasis that the TPB places of the extent to which a person 

believes that the behaviour in question is under his or her control (perceived 

behavioural control) (Ajzen 1991) was discussed. If a person does not feel in 

control of a situation the intention and willingness to act may be disturbed. 
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Physiotherapists reported feeling the need to adhere to the standard 

physiotherapy assessments and outcomes that were central to their 

physiotherapy education and practice. These were historical practices that had 

developed from undergraduate level and progressed into clinical practice and 

their use led to a sense of security and justification regarding their practice. 

Where the physiotherapists were asked to move away from these biomedical 

practices, there was noted discomfort and anxiety.  

A lack of control regarding using a PCC approach was reported by some 

physiotherapists. There was a belief that managers and commissioners ultimately 

supported the use of biomedical approaches and these were the measures that 

they were being judged upon. This led to a feeling of loss of control of being able 

to deliver a PCC approach as conforming to the needs and requirements of the 

commissioners was a high priority. TPB would suggest that this lack of control 

about being able to adopt PCC principles reduced their willingness to act and 

thus was less likely to result in a change in practice. Where several 

physiotherapists described being unconcerned about the pressures from 

commissioners or managers to meet targets, they described acting as advocates 

for their patients and felt that they did have control over what they delivered, 

allowing them clinical freedom to deliver what they felt was most appropriate. 

These therapists felt that they would be able to adopt PCC into their practice, but 

still needed evidence to support its beneficial effects. 

8.4.1.2.2.2   Attitude towards behaviour 

A person’s attitude refers to the evaluation of their own behavior (Collins and 

Carey 2007) and the attitude towards something will depend of their knowledge 

of that behaviour. Physiotherapists described their undergraduate education 

aligning with the biomedical basis of physiotherapy focusing on physical 

impairments, frequently lacking consideration of psychological and social 

aspects. Their practice therefore was biomedical in its basis. Clinical 

assessments and outcomes were based around biomedical beliefs and therefore 

when people were treated using this biomedical approach, they frequently failed 

to improve. Lack of biomedical improvement led physiotherapists to believe that 

rehabilitation may not be feasible in the presence of dementia – rather than 
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questioning the theoretical basis of their interventions by considering a 

biopsychosocial approach. This led to an attitude of therapeutic nihilism being 

reported by several of our participants, such that it was believed that rehabilitation 

was not going to work, therefore it was not attempted. A biopsychosocial 

approach was likened to the functional approach that other therapists such as 

occupational therapists adopted for their interventions, yet there was discomfort 

at the blurring of boundaries between the two professions with a sense that 

physiotherapists feared this blurring would jeopardize their professional 

recognition. 

The previous experience of the physiotherapist also has the potential to affect 

their approach to treating a person with dementia. Different specialties of 

physiotherapy rely more heavily on a biomedical approach, such as outpatient 

musculoskeletal services, whereas specialties such as neurology require more of 

a holistic approach, considering more than just the biomedical factors. The 

amount of experience that the physiotherapist presented with also increased their 

confidence to adopt different approaches. Whereas newly qualified 

physiotherapists would adhere to their biomedical training and education, more 

experienced therapists had greater confidence to be able to adopt or trial new 

approaches. In order for a new behaviour to be adopted, such as the use of a 

PCC approach, the physiotherapist needs to be willing to adopt the approach. 

Thus, their background and beliefs will be key to determining whether they are 

willing to adopt the new approach into practice. 

8.4.1.2.2.3   Subjective norms 

The subjective norm includes the perception and attitudes of others (normative 

beliefs) as well as the importance placed on the person displaying the behaviour 

(Ajzen 1991). Thus, a person is more likely to perform a behaviour if somebody 

they trust and value their opinion of believes it is a good idea. Physiotherapists 

working in mental health or community settings frequently cited examples of other 

clinician’s practice which had been effective and thus they would replicate these 

techniques. They also acted as advocates for people with dementia and used 

their successes with these people to prove effectiveness of intervention to 

clinicians who did not believe that people with dementia could be successfully 



C o n c l u s i o n s  a n d  R e c o m m e n d a t i o n s  

 

216 | P a g e  

rehabilitated. In the acute setting, the attitudes and behaviours were focused on 

discharging the patient rather than providing specific rehabilitation. This belief 

about role led physiotherapists to target their rehabilitation interventions directly 

at achieving discharge rather than any person centered goals. 

The role of senior physiotherapists and managers could be deemed vital to 

ensuring behaviour change. If the senior staff, who are respected and held in high 

esteem by the rest of their team, are willing to adopt an approach, it could be 

considered to be more likely that the rest of the team will be willing to adopt the 

approach too. Conversely, if respected senior staff do not value the intervention, 

it is less likely that the new behaviour will occur. Involving and engaging senior 

staff could be considered vital in order to engage a whole team with a new 

behavior. Adopting new approaches within physiotherapy is multifaceted and 

involves both a service level adoption of new approaches as well as changes by 

the individual clinician. The willingness – or ability – of the clinician and service 

to change their approach is fundamental to the success of adopting a new 

approach. 

8.4.2 Resource pressures 

The empirical work in this study highlighted how resource pressures and 

limitations were frequently felt to be an important consideration when treating 

people with hip fracture and dementia. Physiotherapists explained how they were 

unable to provide the treatment they felt was necessary in many cases, due to 

pressures placed upon them to discharge patients and to effectively manage 

caseloads. However, it was felt that is was difficult to argue the case to provide 

more input where there was a lack of understanding about exactly what this 

population did require and a lack of supporting evidence. There was a general 

consensus that people with dementia would take longer to progress with 

physiotherapy than people without, however, the understanding of what 

constituted ‘progress’ was often described to be a biomedical measure of 

outcome involving physical outcome measures. Patients and carers described 

how resource pressures that they felt the physiotherapists were under affected 

their care. Often they did not receive what they felt they needed and were left 

frustrated at this, however, they rarely complained, explaining that they 



C h a p t e r  8  

 

217 | P a g e  

appreciated the resource pressures and therefore thought that physiotherapists 

were simply “doing their best”. However, this could lead to an element of 

physiotherapists providing “token input” - that is a small amount of input to prove 

they had delivered something, but to such an extent that they were aware was 

insufficient, but offered them satisfaction that they had provided some treatment. 

Over the last decade, there has been a notable decrease in funding in the NHS, 

which when combined with an ageing population, who are living longer with long-

term conditions and the rising costs of paying for that care, there is an 

understandable increase in pressure on already stretched NHS services (Lewis, 

Rosen et al. 2010). The NHS Next Stage Review (2008) introduced the concept 

of integrated care, and integrated care organisations (ICOs) as a means to 

achieve better care for people while accommodating the requirement to reduce 

healthcare costs. The driver to reduce pressure on acute services has led to 

greater pressure on community based services, however it is still unclear whether 

the resources have been sufficiently diverted to allow this. Such pressure to 

provide more services in the community was evident throughout the studies in 

this thesis, with a general feeling that the community based services had not been 

supported sufficiently to allow this increase in reliance on the community. Our 

data (Chapter 4 and 5) corroborates this theory, whereby physiotherapists, 

people with dementia and their carers felt that care was substandard and limited 

by resources. Where services provided by the NHS were deemed to be 

insufficient, private physiotherapists were often sought. Not bound by the time 

constraints and pressures that their NHS colleagues experienced, they were able 

to offer more frequent physiotherapy over a longer period of time, often with 

positive results. However, not everybody was able to access private 

physiotherapy, leading to inequitable care for this population based on financial 

factors. Long waiting lists were reported in community rehabilitation teams, 

whereas acute physiotherapists described a pressure to discharge people 

rapidly, with less emphasis on successfully rehabilitating people.  

The feasibility study highlighted two important and unexpected findings, firstly 

that people with dementia were not being referred for physiotherapy after hip 

fracture, but also that very few cognitively intact people were receiving 
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physiotherapy either – although it must be considered that some people may 

have been referred for outpatient physiotherapy which was not part of the 

screening. This suggests a changing nature of physiotherapy following major 

fracture. The reasons for this have not been explored further, but it could be 

related to improvements in surgical technique and therefore improved outcomes 

without physiotherapy, or conversely, it could be due to increasing resource 

pressures preventing people being referred for physiotherapy.  

Working within stretched services, there was an attitude that the limited resources 

that were available were better utilised on people who they deemed to be able to 

progress more and to a higher level – those without dementia. Thus, lack of 

resources proved an opportune excuse for physiotherapists to prioritise people 

without dementia. Such attitude and belief could be considered akin to 

‘therapeutic nihilism’. 

8.4.3 Therapeutic nihilism 

Authors have previously reported that the provision of high quality care for people 

with dementia is not due to a lack of resources that is often cited, but due to 

therapeutic nihilism (Clark 1995, Camp 2005).  

“This refers to the belief that because persons have dementia, they are incapable of 

learning new things, incapable of showing anything but decline, and that the best 

caregivers can do is be patient and deliver palliative care as the inevitable 

deterioration of dementia unfolds.” (Malone and Camp 2007) 

Throughout the empirical work of this study, there was an underlying suggestion 

of therapeutic nihilism relating to the person with dementia. This communicates 

the belief that the person will not improve, in this case due to their dementia, 

therefore they are not offered a therapeutic intervention. Physiotherapists 

described having experienced this amongst other professionals, whereby the 

people were assumed not to be able to engage in physiotherapy and were 

therefore “written off” without offering treatment. Carers reported the same feeling 

that the “token physiotherapy” was offered so that the physiotherapist could not 

be blamed for refusing input, but it was clear that what was offered was not 
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expected to work, nor was it adapted to make it effective, so it unsurprisingly 

failed. It was most evident from the feasibility study, which un-expectantly 

uncovered that people with dementia were simply not being referred for 

physiotherapy following hip fracture. 

One of the largest contestants of therapeutic nihilism was Kitwood (1997), who 

described how negative attitudes towards people with dementia could create self-

fulfilling prophecies. This is clear from our research, where such attitudes 

prevented a person with dementia from being given the appropriate 

physiotherapy and therefore it failed, further reinforcing the negative stereotype 

that people with dementia cannot benefit from physiotherapy. Kitwood (1997) 

emphasised the importance of changing the philosophy of care provision for 

persons with dementia by replacing the biomedical model with the use of a 

biopsychosocial model.  

8.4.3.1 Stigmatisation 

The Alzheimer’s Society suggest that stigmatisation is of one of the most 

prominent characteristics of dementia. It is suggested to have a significant impact 

in the experience of living with the condition (Alzheimer's Society 2008) and is 

“widespread and its consequences far reaching” (Graham, Lindesay et al. 2003). 

Our data suggests that people were often given a “label” of having dementia 

which had a significant detrimental effect on their confidence and their willingness 

to share information about their medical and physical situation. People described 

how they feared being stigmatised if they disclosed their diagnosis, therefore 

frequently felt unable to. They feared that the diagnosis would subsume all their 

other attributes into a single identity, one of having dementia. The significant 

disabling effects of the condition, in conjunction with the negative attitudes (either 

perceived or actual) that people described towards their diagnosis had the 

potential to significantly undermine quality of life. Indeed, loss of independence, 

roles and feelings of low self-esteem are common for people with dementia 

(Husband 1999). Thus, the reported lack of confidence that a diagnosis imparts 

upon a person, in conjunction with this feeling of stigmatisation should be 

considered when providing physiotherapy, or other rehabilitation interventions, 

for this population. 
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8.5 Development of a conceptual model 

The results of the empirical work in this project led to the development of a 

conceptual model (Figure 24), demonstrating how the differences in 

physiotherapy approach could potentially affect outcome after hip fracture. The 

outcome of interest could be considered functional ability, such as the ability to 

be independently mobile or independently able to meet their care needs, or the 

outcome could be considered from the level of a person’s activity and 

participation. For a person suffering a hip fracture with normal cognition, there is 

a sudden and rapid decline in physical function resulting in a loss of 

independence and activity and participation (green line/line 1 on conceptual 

model). However, this is short-lived and gradually the person will re-gain 

independence, improved physical function and be able to actively participate in 

social situations. Although there is likely to be an improvement in physical 

function, it must be considered that a large proportion of people will not fully 

regain their pre-fracture level of function (Fransen, Woodward et al. 2002). 

Our results suggest that for a person with dementia, a hip fracture results in a 

significant loss of function, but the ability to regain physical independence is less 

certain and more dependent on the effectiveness of rehabilitative interventions 

and the approach offered. Two distinctive approaches were discussed by our 

participants. The traditional “biomedical approach” that physiotherapists 

depended on and were often educated to use was felt to be ineffective, yet it was 

frequently the only method offered. Where a biomedical approach was 

implemented (red line/line 3 on the conceptual map), the physiotherapist 

employed biomedical assessment techniques and treatment techniques. Thus, 

the adherence and engagement in physiotherapy was poor and frequently the 

patient was discharged from physiotherapy without any obvious improvements. 

Little attention was paid to improving the person’s ability to participate in everyday 

activities and judgements on success of the physiotherapy were based solely on 

biomedical measures of functional outcome. This approach to treating the patient 

could further increase the belief that people with dementia cannot be 

rehabilitated. 
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However, where a biopsychosocial approach was adopted (blue line/line 2 on the 

conceptual model), treatments were adapted to meet the needs of the patient and 

outcomes and goals were set to achieve improvements in activity or participation. 

Improvements in activity and participation were the likely consequences of this. 

Furthermore, implementation of this approach was reported to enable the person 

to regain a level of functional independence. Thus, a person centred 

biopsychosocial approach was suggested to be more appropriate for this 

population, but was often not deliverable within existing resources and existing 

levels of knowledge, indeed this approach was seen as a “gold standard” to aim 

for but was not felt to be achievable within existing resources. It unclear as to 

whether a person with dementia who receives this approach will improve to the 

extent as a person without dementia, however this is currently unclear and 

warrants further investigation with the trajectory of recovery being uncertain at 

present. 
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Figure 24 - Conceptual model depicting different physiotherapy approaches 
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8.6 Practical contributions and implications 

The results of the study have several implications, both in terms of the importance 

of a specific pathway that people with dementia should follow after hip fracture, 

as well as the importance of education for physiotherapists who treat this 

population. It was highlighted repeatedly throughout the research that there is 

little education regarding dementia at undergraduate level and this affects 

physiotherapist’s attitudes, clinical abilities and approaches as a post-graduate. 

8.6.1 Patient pathways 

Outcomes for people with hip fracture are poor with approximately 33% of people 

returning to their prior level of function and only 24% of people being 

independently mobile by six months after hip fracture (Magaziner, Hawkes et al. 

2000). The presence of dementia further worsens outcomes with a significantly 

increased risk of nursing home admission or death (Seitz, Gill et al. 2014). With 

outcomes significantly worse for people with dementia, the approach taken to 

manage their cognitive difficulties must be questioned. Reasons for poor 

outcomes have been explored recently in a large audit undertaken in the UK with 

the NHFD and the CSP collaborating in undertaking the ‘Hip Sprint’ audit in 2018 

(Royal College of Physicians 2018). The audit sought to better understand the 

physiotherapy offered to people following hip fracture but failed to focus on people 

with dementia specifically, despite reporting that 34% of people had cognitive 

impairment/dementia diagnosed prior to fracture. Moreover, it failed to explore 

the actual interventions that were delivered to people with a hip fracture. 

The results of this thesis suggests that people with dementia should follow a 

different pathway to those without. While biomedical assessments may be useful 

to determine the potential of some people, it must be considered that people with 

dementia may not be able to conform to this biomedical approach and 

assessments could lead to incorrect prognosis of the potential the person has to 

improve. The results of the feasibility study highlighted a lack of rehabilitation 

opportunities for people with dementia following hip fracture. The reasons for this 

lack of opportunity were reported to be their “potential” being determined while in 

an acute hospital. The inability to conform to the biomedical approach of the acute 
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hospital setting led to the detrimental label being applied to the patient of having 

“no rehabilitation potential”, preventing them receiving physiotherapy upon 

discharge. 

The results of our qualitative work suggests that the potential for a person to 

improve is time and context dependent, so they may have significantly more 

potential to improve when they are in a familiar environment surrounded by 

people they know, such as being in their own home. People with dementia 

following hip fracture need to be assessed from a biopsychosocial perspective 

whereby factors other than their physical impairments are considered, the 

location of which is patient dependant.  

8.6.2 Knowledge and education 

Our data suggests that undergraduate education lacks sufficient emphasis being 

placed on dementia and cognitive problems with regards to how physiotherapy 

should be adapted. Participants described their education being biomedical in its 

basis and lacked the understanding of the psychological and social factors that 

influenced their physiotherapy treatments. This lack of knowledge and education 

led them to practice from a biomedical perspective and felt significant discomfort 

when not using this approach. The pressure to conform to this approach was 

exacerbated by the belief that this was what commissioners demanded as proof 

of their effectiveness. 

Knowledge was generally “self-taught” or “trial and error” and this represents a 

significant risk to those treating people with dementia, as well as exacerbating 

the fear that physiotherapists described about treating people with cognitive 

difficulties. As post-graduates, many of our participants actively sought out 

education around the physiotherapy adaptations needed for a person with 

dementia, but reported a real paucity in educational opportunities. Any education 

often involved online training packages that were for all staff and not specific to 

physiotherapists. Therefore, it can be recommended that higher education 

institutions need to consider the impact of approaching education from a 

biopsychosocial perspective and how this may affect their ability to treat a person 

with dementia. 
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8.7 Strengths and weaknesses of the research 

The strengths and weaknesses of the individual studies are reported in greater 

detail in each corresponding chapter, therefore the individual strengths and 

weaknesses for each chapter will not be repeated. Instead, this section will aim 

to explore the overall strengths and weaknesses for the whole thesis. 

The research was framed using the MRC’s guidance for developing and 

evaluating complex interventions (MRC 2000). Providing a physiotherapy 

intervention for people with dementia and hip fracture is ‘complex’ due to multiple 

components that could influence the intervention. This thesis explored aspects 

that would influence the delivery of the intervention to this population including 

the physiological consequences of the hip fracture and the effect of the dementia 

on the person’s ability to engage and undertake physiotherapy. The influence of 

the carer(s), the social and environmental context, as well as the influence of the 

physiotherapist further affected the intervention and were all explored as part of 

the qualitative work.  

At all stages of the research the stakeholder group and PPI group were consulted 

and added valuable contributions to the individual components of the study. While 

it proved unfeasible to meet with the PPI group as an entirety, different members 

were consulted at various points to ensure appropriateness of the research 

design and delivery. The stakeholder group involved experienced and practicing 

clinicians to support the researcher in ensuring that the research was clinically 

appropriate. 

The searches for the published scoping review were undertaken in July 2015, 

since which there has been little new empirical research that would have been 

included in the review. Indeed, several systematic reviews have been undertaken 

which include no further studies than we included in our review and report similar 

results – that there is currently insufficient high quality evidence to support the 

use of physiotherapy or rehabilitation for this population. A retrospective cohort 

study undertaken in Canada (Seitz, Gill et al. 2016) reported that post fracture 

rehabilitation for older adults with dementia is associated with lower risk of 

nursing or residential home placement and mortality, further highlighting the lack 
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of access of people to physiotherapy. However, although they reported 

physiotherapy being a part of the rehabilitation, they fail to describe the 

intervention. 

A more recent systematic review has been published which sought to explore the 

rehabilitation interventions for people with cognitive impairment following hip 

fracture (Resnick, Beaupre et al. 2016). They found seven papers to include in 

their review and analogous to our study, they reported that there continues to be 

limited evidence available to guide the development of interventions for 

individuals with cognitive impairment who have experienced a hip fracture. They 

failed to explore the types of rehabilitation that was offered and was not specific 

to physiotherapy. A further systematic review undertaken in 2016 (Chu, Paquin 

et al. 2016) on the same topic failed to explore physiotherapy in isolation, but 

despite using only three articles of medium quality, they drew the conclusion that 

community-based rehabilitation post hospital discharge interventions show 

promising results towards improving various functional outcomes, mobility, and 

activities of daily living for older adults with cognitive impairment following a hip 

fracture. 

Another recent systematic review has sought to explore enhanced rehabilitation 

and care models for adults with dementia following hip fracture surgery (Smith, 

Hameed et al. 2015), of which physiotherapy is part, finding that there is currently 

insufficient evidence to draw conclusions about how effective the models of 

enhanced rehabilitation and care after hip fracture. They reported that there are 

few trials and the trials that have been undertaken are of poor quality. 

Therefore, although the searches for the scoping review were undertaken in 

2015, close monitoring of new evidence has found that there is no new evidence 

that would have altered the results of the study. The repetition of similar 

systematic reviews, all with no conclusive or unique results suggest that there is 

an element of “research waste”, whereby repeated research produces the same 

results. Chalmers and Glasziou are proponents of the phenomenon of research 

waste and highlight that waste could be avoided if all research was preceded by 

a systematic assessment of existing evidence (Chalmers, Bracken et al. 2014). 
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The inability to recruit to the feasibility study was a disappointment, however, the 

results highlighted a significant and important finding – that people with dementia 

were not being given an opportunity to receive physiotherapy. This inability to 

recruit to the feasibility study meant that the intervention was not able to be 

tested, however the aim of the feasibility study was to determine, amongst other 

things, the feasibility of recruitment, which was successfully addressed and 

therefore should not be considered a failing.  

It is also noted that we only considered the physiotherapy in the rehabilitation of 

a person following hip fracture. This was a pragmatic decision reflecting the scope 

of a PhD project, however it is important to state that the rehabilitation of a person 

with dementia following hip fracture will rarely only involve physiotherapy and the 

role of other professions such as occupational therapy, nursing and other 

therapies could be considered vital in the successful rehabilitation of the person. 

The generalisability of the study could be considered to be limited. The majority 

of the research was undertaken with participants in the South West of the UK, 

which may not make the results generalisable to the rest of the UK. This was a 

pragmatic decision that recognises the scope of a PhD project and was unable 

to sample a wider population. However, in order to increase the generalisability 

of the research, the qualitative study involving physiotherapists was undertaken 

with physiotherapists throughout the UK in order to ensure that the practice within 

the South West was largely similar to the rest of the UK. The themes that were 

obtained from this study were comparable to the other data collected throughout 

the empirical work, increasing the likelihood of the data being generalisable. 

Furthermore, the results of the data are supported by national statistics such as 

those from the NHFD and more recently the “Hip Sprint” Audit undertaken by the 

CSP (Royal College of Physicians 2018). 

There is a risk that my background as a physiotherapist could have influenced 

my interpretation of findings throughout all of this work. In order to ensure this did 

not introduce significant bias into the research, it was ensured that a variety of 

different professionals with varying professional backgrounds were involved in 

various aspects of the research. This included having a second person who was 
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not a physiotherapist double code interview data, discuss interpretations of data 

and ensure neutrality during data collection such as during the focus groups. As 

previously discussed in chapter 4, controversy about the effect of “insider versus 

outsider” in research is significant. However, as suggested by Hockey (1993), the 

advantage could be considered the “lack of culture shock or disorientation, the 

possibility of enhanced rapport and communication [and] the ability to gauge the 

honesty and accuracy of responses” (Hockey 1993). This was evident during 

much of the data collection, whereby there was a shared understanding and 

language that ensured the participants were comfortable to discuss and disclose 

information. All participants were aware of the background of researcher and this 

posed no concern to any of those involved.  

8.7.1 Use of BCTs 

Initially it was considered that the TPB would be of value to improve engagement 

with the intervention. However, it became evident that this may have limitations 

with this population. The use of BCTs has been little considered in populations of 

people with dementia, although it has been suggested that components should 

emphasise the importance of self-regulatory strategies such as goal setting, self-

efficacy and joint treatment planning (Conn, Valentine et al. 2002, Michie, 

Abraham et al. 2009, Heath, Parra et al. 2012). The appropriateness of such 

BCTs for people with dementia remains questionable where there may be 

difficulty with planning and self-regulation. Although the TPB appeared to best 

suit the intervention, it could be suggested that no theories can be effectively 

applied to this population and indeed a combination of theories and techniques 

may be more appropriate. Authors have suggested that the TPB fails to provide 

an appropriate model of behaviour change with the suggestion it should be 

“retired” (Sniehotta, Presseau et al. 2014). The original author of the TPB 

acknowledges that research has made considerable progress since the TPB was 

introduced, but fails to suggest adaptations to the theory (Ajzen 2011). 
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8.8 Future research directions  

The developed intervention was suggested to be feasible to deliver and 

acceptable to clinicians, however, it’s acceptability to people with dementia and 

their carers was not able to be explored. The planned next step following 

completion of this thesis was to undertake a test of effectiveness whereby the 

intervention would be tested as part of an RCT to explore the outcomes for people 

receiving usual care compared to those receiving the intervention. However, prior 

to this being undertaken, it would be necessary to determine whether participants 

could be recruited to directly from the acute hospital setting. This was initially 

advised against being the best recruitment strategy by the CRN, however, if the 

acute setting represents the end of the patient journey, this would appear to be 

the most appropriate location to recruit participants. However, although this may 

help to determine reasons why decisions around discharge locations were made, 

it would be unlikely to alter these decisions and therefore it may still not be 

possible to recruit participants. Further concern would be the increased demand 

placed on community services if participants were recruited from the acute setting 

and referred onwards for community based physiotherapy where previously they 

would not have been referred. 

Some preliminary work would be of value in order to substantiate the data from 

the NHFD about discharge locations, mapping the proposed discharge locations 

to the actual locations that people were discharged to. Data from the NHFD 

demonstrated that in the South West of the UK, 21.6% of people with dementia 

were being discharged home following hip fracture, it transpired that these people 

were not being referred for physiotherapy. Therefore a better understanding of 

whether this data from 2015 are still accurate are necessary. 

The TPB was planned to be used to help inform aspects of the BCTs needed to 

improve adherence with the intervention, however it became apparent that the 

TPB was more suited to target professionals and facilitating a change in attitude 

towards referring people with dementia for onward rehabilitation. Therefore, 

further consideration of appropriate BCTs would be needed to develop the 

intervention further.  
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8.9 Overall summary 

People with dementia are not receiving the physiotherapy they require following 

hip fracture. There is a lack of knowledge and education surrounding dementia 

as well as specifically for physiotherapists knowing how to treat people with 

dementia. This lack of knowledge and understanding leads to a negative attitude 

towards those with dementia and thus the physiotherapy that is provided reflects 

this. Frequently this attitude and belief towards the rehabilitation of people with 

dementia leads to a feeling of helplessness when treating them, exacerbating the 

belief that people with dementia cannot be rehabilitated. The overriding reason 

for these attitudes is the reliance that the physiotherapy profession has on using 

the biomedical model to assess and treat people with dementia, where physical 

impairment is considered paramount. Physiotherapy evolved from a biomedical 

foundation and while there has been attempts to move away from this, this is not 

evident when treating people with dementia. While there is a drive to increase the 

use of biopsychosocial models of care within physiotherapy, the historical beliefs, 

attitudes, practices and organisational structures prevent this model from being 

fully adopted. Until such a model is fully embraced, people with dementia will 

continue to receive inappropriate care and their outcomes will continue to be 

poor. 
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Appendix 2 - Experiences of physiotherapists: participant information sheet  

 

 

 
The experiences of physiotherapists treating people with dementia who fracture 

their hip 
 

INFORMATION SHEET FOR PARTICIPANTS 
VERSION NUMBER [ 1.1]: DATE [22/2/16] 

 
Thank you for showing an interest in this project.  Please read this information sheet 
carefully before deciding whether or not to participate.  If you decide to participate we 
thank you.  If you decide not to take part we thank you for considering our request.   
 
What is the aim of the project? 
The aim of this project is to gain an understanding of the experiences of physiotherapists 
who treat people with dementia who fracture their hip. The aim is to understand any 
difficulties that arise and how these difficulties may be overcome with specific strategies 
or techniques. This study forms a part of a PhD aimed at developing physiotherapy 
interventions or guidance to assist the management of people with dementia who 
fracture their hip. 
 
Who we are looking for 
We are seeking qualified HCPC registered physiotherapists who have experience 
rehabilitating people after a hip fracture and who have dementia. You can be treating 
these patients in any location or rehabilitation setting. 
 
What will I be asked to do? 
Should you agree to take part in this project, you will be asked to participate in an 
individual interview with the researcher - Abi Hall, a physiotherapist with an interest in 
rehabilitation of older people. The interview can take place at a location and time that 
suits you. Should this be more convenient, the interview can take place by telephone. 
 
This project involves an open-questioning technique where the precise nature of the 
questions asked have not been determined in advance, but will depend on the way in 
which the interview develops.  
 

In the event that the line of questioning does develop in such a way that you feel hesitant 
or uncomfortable, you are reminded of your right to decline to answer any particular 
question(s) and also that you may withdraw from the project at any stage without any 
disadvantage to yourself of any kind. 
 
The interviews will be audio recorded, but you will be able to request that anything you 
don’t want included in the study can be deleted. These recordings will be deleted 
following completion of the study. 
 
In the unlikely event that the interview highlights immediate concerns to patient safety, 
such as practice that puts patients at significant risk, or should examples be given where 
harm has occurred, this may need to be highlighted to safeguarding teams. 
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How much time will it take?  
The interview will last for a maximum of 1 hour - in a time and place suitable to you. 
There may be some initial time required to organise a suitable time for the interview and 
complete a participant consent form, but this is expected to be minimal. 
 
Can I change my mind? 
Yes - you may withdraw from participation in the project at any time without any 
disadvantage to yourself of any kind. 
 
What information will be collected and what use will be made of it? 
Interviews will be recorded and the content analysed to determine what techniques 
physiotherapists find are effective to treat patients with dementia who fracture their hip. 
It is anticipated that this data may help to produce guidelines or recommendations about 
effective treatments or strategies to improve patient outcomes. 
 
The results of this project may be published but any data included will not be individually 
identifiable.   
 
Participants in this project will be provided with a copy of the final report. 
 
The data collected will be securely stored in such a way that only those mentioned above 
will be able to gain access to it.  
 
What if participants have any questions? 
If you have any questions about our project, either now or in the future, please feel free 
to contact either:- 
 
Abigail Hall    Dr Vicki Goodwin 
PhD Researcher   Senior Research Fellow / Director of Studies 
01392 727409 / ah577@exeter.ac.uk  01392722745/v.goodwin@exeter.ac.uk 

 
Thank you for taking the time to consider being involved in this project 

 
Complaints 
Although the School Research Ethics Committee is aware of the general areas to be 
explored in the interview, the Committee has not been able to review the precise 
questions to be used. 
 

If you have any complaints about the way in which this study has been carried out please 
contact the Chair of the University of Exeter Medical School Research Ethics 
Committee:- 
 
Ruth Garside, PhD / Rob Anderson, PhD 
Co-chairs of the UEMS Research Ethics Committee 
Email uemsethics@exeter.ac.uk 

 

This project has been reviewed and approved by the 

University of Exeter Medical School Research Ethics Committee 

UEMS REC REFERENCE NUMBER: Mar16/B/086 

 

 

mailto:ah577@exeter.ac.uk
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Appendix 3 - Experiences of physiotherapists: consent form  

 

 

The experiences of physiotherapists 
treating people with dementia who fracture their hip 

CONSENT FORM  FOR  PARTICIPANTS 

VERSION NUMBER [  1.1  ]: DATE [  22/2/16 ] 

I have read the Information Sheet Version Number [   1.1   ] Dated [22/2/16] 
concerning this project and understand what it is about.  All my questions have 
been answered to my satisfaction.  I understand that I am free to request further 
information at any stage. 

I know that: 

1. my participation in the project is entirely voluntary;    Y/N 

2. I am free to withdraw from the project at any time without any disadvantage;     Y/N 

3. The audiotape recordings will be retained in secure storage;    Y/N 

4. I will be asked some questions during the interview which may not be pre-
determined, however I understand that I can refuse to answer at any stage 

   Y/N 

5. Confidentiality will be guaranteed unless I disclose any information which 
raises safeguarding concerns regarding patients 

   Y/N 

6. I understand that in the unlikely event of compromises to patient safety being 
highlighted, such as practice that puts patients at significant risk, or should 
examples be given where harm has occurred, this may need to be highlighted 
to safeguarding teams. 

 

   Y/N 

7. I will receive no payment for taking part in this study    Y/N 

8. The results of the project may be published but my anonymity will be 
preserved. 

   Y/N 

I agree to take part in this project. 

.................................................  ………………………..  ........... 

(Printed name of participant)      (Signature of participant)  (Date) 

.................................................  ………………………..  ........... 

(Printed name of researcher)      (Signature of researcher)  (Date) 

This project has been reviewed and approved by the University of Exeter Medical School 
Research Ethics Committee 

UEMS REC REFERENCE NUMBER:  Mar16/B/086 
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Appendix 4 - Experiences of physiotherapists: interview topic guide 

INTERVIEW TOPIC GUIDE 

“The experiences of physiotherapists treating people with dementia who fracture their hip” 

[Version 1.1] 

1, Gain Background 

“Can you describe your experiences of treating people with dementia who fracture their hip?” 

Explore; 

- Recent examples 
- Attitudes to rehabilitation 
- Positive/negative 

2, Techniques/strategies used 

“Can you explain how you treat people with hip dementia who fracture their hip?” 

Explore; 

- Functional techniques 
- Psychological approaches 
- Motivation 
- Support strategies 
- Use of verbal/visual prompts 
- Variation from people without dementia 
- Examples of techniques which have/haven’t worked 
- Specific training undertaken 
- Tacit knowledge 

3, Rehabilitation potential 

“What influences your decision about whether you offer these people rehabilitation? 

Explore; 

- Rehab v’s no rehab 
- Length of programme 
- Frequency 
- Cognitive level of person 
- Compliance 

- Pre-morbid functional ability 

4, Others involved in the rehabilitation 

“What do you feel are the benefits and challenges of getting carers and support workers involved 
in the rehabilitation?” 

Explore; 

- Role of carers 
- Do people work well with their carers 
- Are carers keen to be involved 
- Role of support workers 
- Training of support workers 

5, Outcomes 
“How do you measure success in these people?” 

Explore; 
- Outcome measures 
- Functional Physical 
- Participation 
- Quality of life Carer burden 
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Appendix 5 - Experiences of patients and carer: ethical approval 
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Physiotherapy for people with dementia - 

experiences of patients and carers 
INFORMATION SHEET FOR PARTICIPANTS 
VERSION NUMBER [ 1.1 ]: DATE [20/4/16] 

 

Thank you for showing an interest in this project.  Please read this information 
sheet carefully. 
 

What is the aim of the project? 
We are interested in the experiences of people with dementia who have received 
physiotherapy after illness or injury. We are also interested in the experiences of 
their carers. 
 

What will happen? 
- You will be asked to talk to the researcher – Abi Hall – about your 

experiences.  
- You can have someone with you for the discussion if you would like to. 
- You will be asked questions, but you are encouraged to give your own 

experiences. You don’t have to answer all of the questions if you prefer 
not to.  

- We will record the discussion so that Abi can remember what was said. 
These recordings will be deleted as soon as possible. Anything you say 
will not be repeated to anybody else. 

How much time will it take?  
The discussion will take around 30 to 45 minutes, but we will come to your house 
or somewhere that is convenient for you. 
 

Can I change my mind? 
Yes - you may change your mind at any time without any problems. We don’t 
think it will be upsetting to talk about your experiences, but if you find it distressing 
we are happy to stop the interview at any time. 
 

What is the purpose? 
We are talking to people similar to yourself to work out how we can improve 
physiotherapy for people with dementia. We may publish the results, but your 
name will not be included. We are happy to send you a copy if you would like it 
 

What if you have a question? 
Please feel free to contact either:- 

Abi Hall     Dr Vicki Goodwin 
PhD Researcher    Senior Research Fellow / 01392 
727409 / ah577@exeter.ac.uk  01392722745 v.goodwin@exeter.ac.uk 
 
 
 
 
 
 

Appendix 6 - Experiences of patients and carer: participant information sheet 
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Or if you require support or advice, please contact; 
Age UK - 0800 169 2081 
The Alzheimer’s Society - 0300 222 11 22   
 

Thank you for taking the time to consider being involved in this project 
 

Complaints 
Although the School Research Ethics Committee is aware of the general areas 
to be explored in the interview, the Committee has not been able to review the 
precise questions to be used.  
 
If you have any complaints about the way in which this study has been carried 
out please contact the Chair of the University of Exeter Medical School Research 
Ethics Committee:- 
 
Ruth Garside, PhD / Rob Anderson, PhD 
Co-chairs of the UEMS Research Ethics Committee 
Email uemsethics@exeter.ac.uk 
 

This project has been reviewed and approved by the University of Exeter 
Medical School Research Ethics Committee 

UEMS REC REFERENCE NUMBER:  Jun16/B/094 
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Appendix 7 - Experiences of patients and carer: consent form  

 

 

Physiotherapy for people with dementia - experiences of 
patients and carers 

CONSENT FORM  FOR  PARTICIPANTS 
VERSION NUMBER [  1 .1 ]: DATE [ 20/4/16] 

I have read the Information Sheet Version Number [   1.1   ] Dated [17/4/16] 
concerning this project and understand what it is about.  All my questions have 
been answered to my satisfaction.  I understand that I am free to request further 
information at any stage. 
I know that: 

1. My participation in the project is entirely voluntary;    Y/N 
   
2. I am free to withdraw from the project at any time without any 

disadvantage;  
   Y/N 

   
3. The audio recordings will be retained in secure storage and 

deleted once the study is completed; 
   Y/N 

   
4. I will be asked some questions during the interview which may 

not be pre-determined, however I understand that I can refuse 
to answer at any stage 

   Y/N 

   
5. Confidentiality will be guaranteed    Y/N 
   
6. I will receive no payment for taking part in this study    Y/N 
   
7. The results of the project may be published but my name will 

not be used. 
 

   Y/N 

I agree to take part in this project. 
 
.................................................  ……………………….. 

 ........... 
(Printed name of participant)      (Signature of participant) 

 (Date) 
.................................................  ……………………….. 

 ........... 
(Printed name of researcher)      (Signature of researcher) 

 (Date) 
 

This project has been reviewed and approved by the University of Exeter 
Medical School Research Ethics Committee 

UEMS REC REFERENCE NUMBER:  Jun16/B/094 

 



Appendices 

 

279 | P a g e  

Appendix 8 - Experiences of patients and carer: interview topic guide 

Physiotherapy for people with dementia - experiences of patients 
and carers 

 [Version 1.1] PATIENTS  WITH DEMENTIA 
 
1, Determine experiences of participants 
 
"Could you tell me about physiotherapy you have had in the past” 
 
Explore; 

- purposes 
- setting receiving physiotherapy 
- positive/negative 
- outcomes 

 
2, Techniques used 
 
“Can you tell me about how the physiotherapist helped you do the exercises?” 
 
Explore; 

- method of delivery 
- adaptation to account for cognitive problems 
- Cognition affect the outcomes? 

 
3, Involvement of carers/support workers 
 
“Did the physiotherapist ask anybody to help do the exercises with you?” 
 
Explore; 

- Carer involvement 
- Happy to have carers involved 
- Support workers 
 

 
4, how could treatments be improved? 
“Could anything have been done differently to make the physiotherapy better for 
you?” 
 
Explore; 

- Frequency 
- Location 
- Timings 
- Different format ie. Video/paper based 
- Group exercises? 
- Adherence? 

o Until ‘better’?  Got bored? Why did they stop? When did they 
stop? etc 
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Physiotherapy for people with dementia - experiences of patients and carers 
 [Version 1.1]  NEXT OF KIN/CARERS 

 
1, Determine experiences of participants 
 
“Do you know why your relative/loved one required physiotherapy? Can you 
explain?” 
 
2, Techniques used 
 
“What did the physiotherapy involve?” 
 
Explore; 

- Adaptation for dementia 
- Examples of intervention 

3, Carer involvement 
 
“Were you involved in their physiotherapy at all? What role did you play?” 
 
Explore; 

- referral 
- Assessment 
- Treatment 
- Goal setting 
- Support – emotional 
- examples 

 
4, Could treatments be improved? 
“Could anything have been done differently to make the physiotherapy better for 
you or them?” 
 
Explore; 

- Timing 
- Frequency 
- Location 
- Different methods? 

- Continuity of physiotherapists 
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Appendix 9 - Feasibility study: carer information sheet  

 

 

 
Physiotherapy for people with dementia who fracture their hip 

 
INFORMATION SHEET FOR CARERS/RELATIVES 

Version 1.0 14/5/17 
 
Your relative has expressed an interest in taking part in a research study. This 
information sheet provides further details about what this will involve for them.  
Please take time to read the following information carefully.  Ask us if there is 
anything that is not clear, or if you would like more information. 
 
 
1. What is the purpose of the study?  
Hip fracture is a common injury in the elderly and is usually caused by a fall. 
Typically surgery is required to repair the fracture often using implants including 
a combination of metal screws and plates attached to the thigh bone (femur). It 
is a significant operation and people frequently have other medical conditions 
making it a long and often difficult rehabilitation process. The aim of the 
rehabilitation is to try and enable the person to walk and live as independently as 
possible, however, they will regularly face ongoing difficulties. Hip fracture is more 
common in people with dementia and commonly their recovery is more difficult. 
This may be due to difficulty following instructions, or problems expressing their 
feelings. 
 
Many healthcare professionals are involved in the rehabilitation of people with 
dementia who fracture their hip. Physiotherapists often have a significant role in 
the rehabilitation process, with the aim to try and improve the ability to walk again 
and participate in activities of everyday life. The rehabilitation process starts 
immediately after surgery and will continue often for many months in their own 
home or care home. However, despite this, there is little evidence to help support 
physiotherapists in the most effective ways to treat these people.  
 
This project is aiming to explore the current evidence for physiotherapy 
interventions and determine the experiences of those involved, with the aim to 
develop an intervention to help improve the physiotherapy care of people with 
dementia who fracture their hip. 
 
 
2. Why have they been chosen?   
The participant has been chosen because they have dementia and have recently 
fractured their hip. 
 
3. What will happen to them if they decide to take part?   
The study involves receiving physiotherapy in their own home. The research team 
will visit the person following discharge home and also at the end of the study. 
The physiotherapy will be delivered by means of at least 6 face to face treatments 
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in the person’s home with several telephone contacts to check how they are 
progressing. The treatment lasts for 12 weeks. The physiotherapist (or an 
assistant physiotherapist working under the physiotherapist’s guidance) will 
undertake a series of exercises with the participant aiming to improve their 
strength, balance and walking ability. 
 
They will also be given an information folder and a diary to complete for when 
they undertake the exercises without the physiotherapist. We are hoping that 
relatives and carers may help them to do the exercises, but this may not always 
be necessary. 
 
They will also be given a fitness tracker to use. This will give them an exercise 
goal to try and achieve each day and will be monitored by the physiotherapist and 
the research team.  
 
At the end of the treatment, we will talk to the participant in an interview to 
determine how they felt about receiving the treatment and how it could potentially 
be improved. We would really like you to be involved in this interview too so that 
we can hear your experiences about the physiotherapy. 
 
4. What will happen to them if they do not continue to take part?   
They are free to withdraw from the study at any stage and the standard of care 
they receive will not be affected.  
 
5. What do I have to do?   
You do not need to be formally related to the person, nor do you need to have 
any formal power of attorney, but may be a friend or relative of the person. We 
will not require or keep any personal or medical information about you, beyond 
your contact details. If you are able to help them with the exercises, this would be 
really useful, but if you feel unable, that is also fine. We would ask that you 
undertake an interview with them at the end of the physiotherapy so we can hear 
your views. This should only take around 30 minutes and can be in your own 
home, or wherever is easiest for you. You are able to change your mind at any 
time, without giving a reason. 
 
6. What are the possible disadvantages and risks of taking part?   
It is expected that there will be some hip pain following repair of a hip fracture. 
The exercises may cause discomfort in their hip, but if this is too bad the 
physiotherapist will adapt the exercises to reduce this. 
 
7. What are the possible benefits of taking part?   
All patients taking part in the study will receive programme of physiotherapy 
aimed at improving their mobility and physical function following their hip fracture. 
It is also hoped that it well help the treatment of people in the future who have 
dementia and fracture their hip. 
 
8. Will taking part in this study be kept confidential?   
Information relevant to the patient’s medical condition will be collected as part of 
the study. This information will be stored at the University Of Exeter Medical 
School.  All information regarding the patient’s medical records will be treated as 
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strictly confidential and will only be used for medical research. The data may be 
used for future research but confidentiality will be strictly maintained.  
 
9. What will the data be used for? 
We are aiming to test whether this physiotherapy treatment is possible to deliver 
and how acceptable this is to patients and those around them. We will analyse 
the results of the data to help us determine his. We hope that this data will help 
us develop a larger trial which will help determine whether this intervention could 
help other people in the future. 
 
10. Who is organising and funding the study?   
This study is part of a PhD project funded by the National Institute for Health 
Research. The researcher is based at the University of Exeter. 
 
11. What if participants have any questions? 
If you have any questions about our project, either now or in the future, please 
feel free to contact either:- 
 
Abi Hall     Dr Vicki Goodwin 
PhD Researcher    Director of Studies 
01392 727409 / ah577@exeter.ac.uk 01392 722745 / 
v.goodwin@exeter.ac.uk  
 

Thank you for taking the time to read this information leaflet 
 
Complaints 
 

All research in the NHS is looked at by an independent group of people, called a 
Research Ethics Committee, to protect your interests. This study has been reviewed 
and given favourable opinion by HRA Research Ethics Committee – reference 
17/SC/0243 
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Appendix 10 - Feasibility study: participant information sheet  

 

 

Physiotherapy for people with dementia who fracture their hip 
INFORMATION SHEET FOR PARTICIPANTS 
VERSION NUMBER [1.1]: DATE [30/5//2017] 

We would like to invite you to take part in our research study. Before you decide 
whether to take part we would like you to understand why the research is being 
done and what it would involve for you. One of our team will go through the 
information sheet with you and answer any questions you have.  
 
What is the purpose of the study?  
The purpose of the study is to look at how we deliver physiotherapy to someone 
who has dementia and fractures their hip. With the help of patients, we have 
designed a new way of delivering physiotherapy. We want to see if this works 
and if people like it.  
 
Why have I been invited to take part?  
You have been invited to take part in this study because you have recently 
fractured your hip and are living with dementia. 
 
Do I have to take part?  
It is up to you to decide to join the study. If you agree to take part, we will ask you 
to sign a consent form. We will also ask you to nominate somebody to speak for 
you who would be consulted if for any reason you are unable at any future time 
to communicate your wishes about continuing or not continuing in the study. 
 
You are free to withdraw from the research at any time, without giving a reason. 
If you do not wish to take part, your normal care will not be affected. 
 
What will happen to me if I decide to take part?  
If you decide to take part, your physiotherapist will initially undertake a full 
assessment, in your own home, to see what difficulties you may have and start 
getting to know you better. This will probably take around 45 minutes.  
 
You will see your physiotherapist 6 times over a period of 12 weeks and will be 
given exercises to do at home in between these visits. The physiotherapy 
involves simple exercises and we will give you written information about how to 
do the exercises. We will loan you a fitness tracker so you can see how much 
walking you are doing and we will ask you to keep a diary of what you’re doing. 
It would be good to get a relative or carer to help you do the exercises too. As 
you start getting better, your physiotherapist may make the exercises more 
challenging.  
 
A support worker may also help you undertake the exercises. We will call you 
every so often to check you are managing the exercises ok. 
 
 



Appendices 

 

285 | P a g e  

 
Once you have completed the 12 weeks of treatment, the physiotherapist will 
assess you again to check your progress. The researchers will ask you and your 
carer or relative to undertake an interview together talk about how you got on with 
the physiotherapy, this will be recorded to help us remember what was talked 
about. It should only take around 30 minutes and can be in your own home, or 
wherever is easiest for you. 
 
We will let your GP know that you are taking part in the study 
 
What are the benefits of taking part? 
We hope that the exercises will be easy for you to do and help you get better after 
you fractured your hip. We also want to help get you back to doing activities that 
you enjoy and are important to you. Finally, we hope that this research will help 
other people like you in the future. 
 
Are there any side effects of the treatment? 
It is expected that there will be some hip pain following repair of a hip fracture. 
The exercises may cause discomfort in your hip, but if this is too bad the 
physiotherapist will adapt your exercises to reduce this. 
 
What happens when the research study stops? 
When you finish the physiotherapy, you will be re-assessed you to see whether 
you need any further treatment. It is planned to publish the results of the study 
for physiotherapists and other health professionals involved in treating people 
with dementia who fracture their hip. 
 
Will my data be confidential?  
All the information collected about you will be completely confidential and any 
published data will be anonymised. The results may be used by other 
organisations, but nobody will know it was your data. If you tell us anything which 
suggests you are at risk of harm, the researcher will have to pass on the 
information to the relevant people. 
 
What if I have any questions? 
If you have any questions about our project, either now or in the future, please 
feel free to contact either:- 
 
Abi Hall     Dr Vicki Goodwin 
PhD Researcher    Research Supervisor 
01392 727409 / ah577@exeter.ac.uk 01392722745 v.goodwin@exeter.ac.uk  
 

Thank you for taking the time to consider being involved in this project 
 
Complaints 
All research in the NHS is looked at by an independent group of people, called 
a Research Ethics Committee, to protect your interests. This study has been 
reviewed and given favourable opinion by Berkshire - South Central Health 
Research Authority Ethics Committee (reference 17/SC/0243). 

 

mailto:ah577@exeter.ac.uk
mailto:v.goodwin@exeter.ac.uk
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Appendix 11 - Feasibility study: therapy record 
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Appendix 12 - Feasibility study: patient manual 
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Appendix 13 - Feasibility study: HRA approval 
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Appendix 14 - Feasibility study: consent form  

Informed Consent Form for Participants – Interviews 
 
Study: Functional physiotherapy exercise for the rehabilitation of community 
dwelling people with dementia who fracture their hip – a feasibility study 
Researcher: Abi Hall 
Organisation: The University of Exeter 
Version: 1.1 (14/05//2017) 
Participant Identification Number:    ID no.             

            Please initial box 
1.    I have had the opportunity to consider the information, ask 

any                questions and if so, have had these answered 
satisfactorily. 

 
________________________ ________________
 ________________ 
Name of Participant Date Signature 
 
________________________ ________________
 ________________ 
Researcher Date Signature           

 

 

 

2. My participation in the project is entirely voluntary; 
  
3. I am free to withdraw from the project at any time without any  

disadvantage 
  
4. The audio recordings will be retained in secure storage and deleted  

once the study is completed; 
  
5. I will be asked some questions during the interview which may 

not be pre-determined, however I understand that I can refuse to  
answer at any stage 

6.  I understand that direct quotes that are anonymous and unidentifiable may be  
used in any reports, articles or presentations. 

 
7. Confidentiality will be guaranteed 
  
8. I will receive no payment for taking part in this study 
  
9. The results of the project may be published but my name will not  

be used. 
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Appendix 15 - Feasibility study:  physiotherapist training manual (example page) 
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Appendix 16 - Recruitment checklist 
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Appendix 17 - Feasibility study: participant information sheet 
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PHYSIOTHERAPIST FOCUS GROUP – TOPIC GUIDE [Version 1.0 3/3/17] 
 

 
Facilitator’s welcome, introduction and instructions to participants  
Welcome and thank you for volunteering to take part in this focus group. You have been 
asked to participate as your point of view is important to help refine the physiotherapy 
intervention. I realize you are busy and I appreciate your time. 
Introduction: This focus group discussion is designed to assess your current thoughts 
and feelings about the physiotherapy intervention that you have been using. Is everyone 
happy that we audio record the discussion? 
 
Warm up 

 First, I’d like everyone to introduce themselves. Can you tell us your name and your 
role? 

 
Introductory question 
I am just going to give you a couple of minutes to think about your experience of providing 
the physiotherapy exercise to people with dementia and hip fracture. Is anyone happy to 
share his or her experience? 
 
Guiding questions 

 How did patients get on with the exercises? 

 Were you able to follow the delivery schedule? (including commencement of the 
intervention) 

 How useful was the intervention manual? 

 How useful do you think your patients’ information book/diary was?  

 What are your thoughts about using the activity tracker? 

 Were the telephone contacts useful? 

 Were there any difficulties involving the carers in the exercise? 

 What are the main issues around actually using the intervention here? 

 Did you receive sufficient training in order to undertake the exercise? What could 
be improved? 

 How would you make it easier to use/implement? 

 How would you change the intervention to make it better? 
 
Concluding question 

 Of all the things we’ve discussed today, what would you say are the most important 
issues you would like to express about this intervention? 

 
Conclusion 

 Thank you for participating. This has been a very successful discussion 

 Your opinions will be a valuable asset to the study 

 We hope you have found the discussion interesting 

 If there is anything you are unhappy with or wish to complain about, please speak 
to me later 

 I would like to remind you that any comments featuring in this report will be 
anonymous 

 Before you leave, please hand in your completed personal details questionnaire 
 

 

Appendix 18 - Feasibility study: focus group topic guide 
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