BEST PRACTICE

Changes demand
a new view of things
More and more people are reliant on rehabilitation.
Therapists need to redefine their tasks at the conflict area
of science, efficiency and client focus. The courage
to embrace change is called for.

Text Jakob Tiebel
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According to the demographic projections by the
Federal Statistics Office, the population structure
is steadily changing, with the proportion of older
people growing. There is every prospect of this trend
continuing over the coming decades [19].
Due to the structural changes of an ageing
society, the increase in chronic diseases and
rapidly-developing medical and technological
progress, key tasks are emerging for physical
medicine and rehabilitation [18]. The focus is on
people with a wide range of illnesses. The one
thing they all have in common is the aim of full
rehabilitation of function, improvement in quality
of life and reintegration into daily life wherever
possible [7].
The shift in the morbidity spectrum towards
chronic diseases means that neurological diseases
and syndromes, in particular, are on the increase.
Neurology departments across Germany treat
around a million people a year. The most common
treatments are for age-related diseases such as stroke
and widespread diseases such as polyneuropathy,
neurodegenerative diseases including Parkinson’s
disease and autoimmune diseases such as multiple
10
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sclerosis [2] [23] [20]. Stroke in particular is one
of the most significant medical conditions in
western industrialised nations, after cardiovascular
diseases and tumours, and ranks amongst the most
common causes for permanent restrictions on
independence [17][10].
In Germany every year, there are around
196,000 first-time strokes and 66,000 recurrent
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strokes [10]. As a result, most patients suffer from
considerable restrictions of the motor system,
leading to major deficits in their daily lives. For
example, three months after a stroke 60% of all
patients still have a significantly impaired ability to
walk [8].
The epidemiological data on strokes and other
neurological diseases forms an important basis
for planning future care needs and potential
opportunities for optimisation.
The costs for treatment, rehabilitation and care
are a massive burden on the health care system [23]
[10][21]. Taking into account the costs incurred
from the loss of productivity, stroke is the disease
with the highest burden on the health care system
[5]. These trends are similarly reflected in other
comparable industrialised countries [1].
Against this background this background,
questions relating to effectiveness and efficiency
– particularly in rehabilitation – are becoming
increasingly important in order to alleviate the
consequences of neurological and geriatric diseases
and to achieve the best possible reintegration
into daily life, employment and society, whilst
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keeping costs at a reasonable level [23]. Experts
overwhelmingly agree that this requires “thorough
optimisation in terms of effectiveness, transparency
and financial viability” [1] in order to guarantee
high quality care, despite the tough financial
conditions. A vital condition for achieving this
objective is to carry out evidence-based quality
assurance measures [1].

What does this mean for therapy?
Neurological rehabilitation, in particular, has
undergone significant change in the past 25 years,
in the course of new scientific findings on neuronal
reorganisation and plasticity of the nerve system, and
on the proof of effectiveness of various interventions.
More than ever, the focus is on implementing an
evidence-based and guideline-supported clinical
approach. There has similarly been a paradigm shift in
relation to motor therapy [11]. Traditional treatment
methods are increasingly receding [12]. They are
being replaced by evidence-based approaches to
treatment that are scientifically investigated, heavily
geared to models of learning theory and are far more
effective [11][22].
The treatment spectrum has also expanded
through the targeted use of device-based therapy and
modern technologies [4]. Device-based standing and
walking therapy is documented by sound evidence
[13] [15] and has already developed into a core
component in neurological rehabilitation. Despite
being highly effective and despite sound evidence,
however, the possibilities are not yet fully exhausted.
In many cases, the devices are not used optimally,
even where they are available. Firstly, there is often
a lack of meaningful and targeted integration into
day-to-day clinical care, and secondly – in terms of
limited resources in therapy – all too often individual
treatments are more valued as a form of therapy and
are therefore preferred [9].

What is the role of the therapist?
The paradigm shift that is currently happening in
neurorehabilitation and the new findings emerging
in basic and intervention research are leading to a
changed understanding of the role of therapists [4].
For many therapists, the structural changes in clinical
practice are triggering a search for orientation.
Familiar, learned approaches in treatment, which
were considered correct, are now being called into
question due to new findings, and concerns that the
modern treatment robots might take over entirely
12
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in future and make therapeutic skills and expertic
often lead to “rejection out of self-preservation” [3]
[16].
Individualised treatment continues to be a key
component in the therapy strategy. In future, this
approach is set to be supplemented and reinforced
through the use and targeted application of
device-based therapies and the latest technologies.
Evidence-based concepts and, particularly, therapy
equipment are, in the overall context, simply
two – but highly important – complementary
components.
We are seeing that the patient, with the support
of the therapist, needs to move away from the
role of the “treated person” and take personal
responsibility for themselves and the rehabilitation
process as early as possible [6]. Ultimately, goaloriented rehabilitation should not only bring about
the maximum achievable degree of independence,
but should also teach the strategy for maintaining
the abilities that have been regained following
rehabilitation. “Neurological rehabilitation is on
the one hand always a circumscribed, goal-oriented
and thus finalised measure, but on the other hand
it must not neglect the need to secure and develop
for the long term the improvements in function
achieved for patients through rehabilitation [4]”. In
an ideal scenario, two experts are working together:
the patient, as the expert for their own goals, and the
therapist, as the process expert [6].

What goals do patients have?
One vital factor for long-term success is patient
motivation to work on the defined objectives,
including working independently, well beyond the
designated rehabilitation process [4]. Here, too,
device-based therapy offers possible solutions, too.
With the continuous development of the devices
and the use of modern computer technology,
patients can always be offered differentiated therapy
adapted to their individual needs. Self-training
increases therapy frequency as well as patient selfconfidence in their own motor skills. This increases
confidence in being able to improve one’s own
condition through active practice and exercise.
The patients develop a strong sense of self-efficiancy.
The use of therapy equipment combined
with forms of therapy such as individual and
group therapy will increase the effectiveness of
rehabilitation. The greatest possible success can be
achieved by cleverly combining these aspects.
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