	Therapeutic technique 
	Description 
	Example of how you could use it, it’s importance and benefits within your role.  
	Examples of the challenges or drawbacks to using this method within your role 

	Active listening
	Rogers and Farson(1987) introduced the concept of ‘Active Listening’ as a dramatic contrast to  the somewhat passive term that is often associated with concept of listening.

Active listening gives the listener an active responsibility to not just passively absorb what they hear, but to dynamically interact, paraphrase, seek clarification and provide feedback to prove they have engaged and thus are ready to help the speaker by making sense of what they are saying. 

Rogers and Farson (1987) cite research that suggests active listening is the “most effective agent for individual personality change and group development” and proposes that it encourages listening to become a “growth experience” (Rogers and Farson, 1987)
	In a hospital inpatient unit, like Stroke Rehabilitation Centre (SRC), it is important that patients feel listened to, so they build a trusting relationship with staff and feel heard. It is hoped that they will be more active in their rehabilitation if they feel listened to and thus, hopefully, benefit from it more. 
Active listening, as Gibbon et al (2012) pointed out reduces tension by allowing both parties to feel heard and validating the patients experience. This could be beneficial to an inpatient stroke rehabilitation setting whereby a lot of decisions, and thus control , feels taken away from the patient or already made for the patient, for example, what time they eat, have a wash, see therapists. And, therefore, by actively listening to patients’ therapists can clarify what they want/feel and thus be more person centred which is the goal in SRC. For example,  by using active listening with goal planning meetings, therapists can make sure they are really trying to understand what the patient is communicating despite possible communication or cognitive difficulties, what they want from their care and treatment and how they feel it is going. With someone with expressive aphasia, active listening could be ideal, where the patient could recognise if what the listener is saying does, or does not, match what they are voicing as opposed to receptive aphasia whereby this might pose a barrier as patients might not interpret what is being said correctly. Therapists, as listeners can also pick up on nonverbal communication cues which are essential especially for patients who have had a stroke and have reduced verbal communication abilities. Patients are often in SRC for a long time and have lots of challenges to overcome, so listening to them and building a rapport gives them respect and control and hopefully enables a more effective overall treatment. 	Comment by Donna Morgan: Shortening of words

	Environmental distraction presents a challenge as the ward can be noisy so it may be difficult for patients and staff to hear, especially if they require aids or have difficulties with divided attention, so, for 
example, the patient may end up simply agreeing that the listener is paraphrasing correctly because they 
can’t really hear what is being said as opposed to because it corresponds with their thoughts or becoming frustrated that the listener cannot hear what they are saying and thus creating a difficult hurdle in forming a therapeutic rapport. In order to successfully use active listening removing the patient from the ward setting and conducting the therapy in, for example, a separate therapeutic room would be ideal, the difficult with this on SRC is that rooms are limited and patients may not be able to move from the bedside or want to for personal reasons such as not having a rapport with therapist, being fatigued, not feeling safe to move. Active listening, therefore, would be ideal to use in a community setting with patients where there is possibly more control over these factors. 

Active listening is  a difficult skill to master and requires training which might not be readily available. If it is done incorrectly, patients may feel they are being mocked or judged for their suggestions for example the speaker may just agree with what the listener is saying even if it is not a correct interpretation of what the speaker intended to say or the listener may feel like they are just being copied in a disdainful way – both of which would not be conducive to building therapeutic rapport to aid rehabilitation. Because it is hard to master, listeners may think they are actively listening, but they are just nodding but not really absorbing information in a way that they can easily mirror it back. Also, for people in an advisory role usually, which therapy largely is, it is hard not to give opinions or suggest things during discussions which, wouldn’t be the aim of active listening . Because of this it needs training which can be expensive, time consuming and difficult to implement especially in a large team like SRC. It can also be highly fatiguing for the listener and this can add extra pressure to already demanding roles and could therefore pose a risk to staff mental wellbeing. 

Patients who have had a stroke may have communication difficulties such as expressive aphasia (communication disorder impairing understanding of language, speaking and writing) or dysarthria (motor  speech disorder causing difficulties in word production). Therefore, it may be frustrating for the patient to communicate if they have word finding difficulties and difficult for the listener to interpret what they are saying. They may also have inconsistent yes/no answers (so may say yes when they mean no) and thus active listening may not be appropriate. They may have cognitive difficulties making it difficult to understand or engage in conversations, this may result in attempts for active listening being a lengthy, frustrating and ineffective process for the patient and, in a large unit like SRC, there is not the time to spend on situations like this. However, Hersh et al (2018) argue that excluding people because of an assumption about their perceived ability to engage due to language impairments is ‘unsatisfactory’ and thus this implies therapists need to make more of an effort to make treatment approaches equal through adaptions and skills. 



	Motivational interviewing 	Comment by Donna Morgan: Perhaps widen your column here in order for words to be displayed in their entirety. 

	Motivational Interviewing (MI) is often recommended as an evidence-based approach to behaviour change. It is seen as a method of communication drawing on multiple approaches not a solo intervention.
Miller and Rollnick (2013) explained that MI is “a collaborative, goal-oriented style of communication with particular attention to the language of change. It is designed to strengthen personal motivation for and commitment to a specific goal by eliciting and exploring the person’s own reasons for change within an atmosphere of acceptance and compassion.”  (Miller & Rollnick, 2013)
Key qualities of MI s include such factors as ‘being a middle ground’ between advising and listening. Seeing the person as an expert in their own life and encouraging people to change by drawing out their own meaning, importance and capacity for change with the support of an ’expert’ MI interviewer (clinician) for support.  MI involves facilitating the natural process of change and honouring client autonomy.
The clinician engages with the patient as an equal partner and refrains from unsolicited advice, confronting, instructing, directing, or warning. They are nonjudgmental and respects a person’s right to make informed choices despite their own opinions. MI involves using evocative open questions to draw out and explore the person’s experiences, perspectives, and ideas and guide the client to reflect on  how change may be meaningful or possible. 
Using affirmation of strengths, efforts, and past successes help to build the person’s hope and confidence in their ability to change. In MI reflections are based on careful listening and trying to understand what the person is saying, by repeating, rephrasing or offering a deeper speculation about what the person is trying to communicate. As a method, summarizing ensures shared understanding and reinforces key points made by the client.
MI focuses on the language of change and aims to encourage more ‘change talk’. It helps identifies what is being said against change (sustain talk) and in favour of change (change talk). 
Exchange of information respects that both the clinician and client have expertise. Sharing information is considered a two way street and needs to be responsive to what the client is saying.
	MI is helpful with the patients on SRC because it works well with people who are ambivalent about change, or low in confidence about their ability to change or the benefits of change especially when certainty of change is not always assured. 
MI is also helpful as it puts the patient in control and helps give them the autonomy so care can be person centred which is a main NHS trust value.
For example, with the patients who have had a stroke, there is no guarantee of how they will progress or change because of the unpredictability of the human state. Medical status can change, engagement fluctuates naturally and availability of resources (such as staff, barrier free areas to do therapy, time) can vary. These can all influence change but equally sometimes the changes even clinicians expect to happen, do not. For example, with someone who has lost movement in their upper limb may be ambivalent about therapy because therapists cannot guarantee, even with therapy, that movement will return. This is understandably very difficult for patients, and they may feel lack of motivation ‘what’s the point?’ or tense with staff who cannot give them the amount of therapy they feel they need/deserve to get the movement back. MI can help in this situation by staff talking with patients in a non-judgemental way about why return of movement could help and how therapy  could give them a chance to action this change. Alongside this MI could help therapists look at how the patient’s personal qualities have helped them deal with difficulties in the past and encouraging compassion for what the future may look like with, or without, upper limb activity. MI could empower patients to be autonomous, and this could be a skill which could empower them throughout the journey they are on with their recovery from stroke. 



	MI takes time, practice and requires self-awareness and discipline from the clinician – wards like SRC do not always have sufficient staffing levels to allow people to undergo training such as to learn motivational interviewing skills. Some peoples personality traits make it hard for them to take on an active listening role that MI requires as opposed to being an ‘educator’ who instructs and offers promises to ‘fix’ them. 
MI relies on a certain level of cognitive ability from the patient’s and some stroke patients higher executive functioning has been affected by the stroke, they may be unable to process what is being discussed or have the capacity to internalise the techniques required for change to be made. For example, consistent repetition of a rehabilitation technique is usually needed and a patient may not be able to access the ability to recall/implement this effectively. 
Patients may experience fatigue or mental distress as part of the stroke which potentially  would be limiting in terms of engagement with therapy. 
Communication difficulties – Hersh, Newitt & Barnett (2018) identify that people with aphasia are sometimes excluded from studies using MI because of their language impairments which is “unsatisfactory and denies people them the same opportunities to make the lifestyle adjustments offered to people without aphasia”. None the less, on SRC communication difficulties do pose a difficulty because of limited training/research on these issues. 

	Goal setting 
	Goal setting can be defined as a behavioural target which is central to rehabilitation and enables patients to set meaningful goals which are challenging but have personal value.  
The goal setting process could be done as an individual, or with a team, ideally involving a period of time (long term goals, midterm goals and short term goals ) in order to have a ‘target’ to work towards and something to ‘reflect back on’ to show progression. 
Whereas traditionally goals were therapy led and involving the SMART principles (setting goals which are specific, measurable, achievable, realistic and timely) recently a move towards self-management and self-efficacy has been promoted as a more person-centred approach to goal setting (National Clinical Guidelines for stroke, 2023)

	Goal setting can be useful with patients with a stroke because therapists are actively encouraging them, and supporting them to, rehabilitate. It can be helpful to break down the ‘task’ of recovery so it doesn’t seem so overwhelming and equally it gives them manageable targets to work towards and ability to reflect on what they have achieved which, at times, may seem like ‘nothing’ to them. It also gives therapists, chance to see what is important to patients and sometimes offers an insight into their cognition, for example, awareness/insight can be seen by the goals the patients set. 

For example, if a patient comes in with a goal to ‘get better and go home’, goal setting can be a helpful way of therapists breaking down, with the patient, what ‘better’ looks like and what is important to the patient to achieve. This is very person centred and allows a tailored approach to rehabilitation, for example if  a patient has a goal to go home walking with a stick, and is currently a full sling hoist transfer, the patient may need support from  the wider team to work through the steps in between the goal and current state or to come to terms with the reality of a reduced ability to do this physically. Collaboratively, the team and patient can break it down and set goals like sitting on the edge of the bed for 10 minutes daily with support of 2 staff to obtain sitting balance and strengthen core, sitting in a chair daily for 1 hour, standing in the steady once a day. These goals can be worked towards, reviewed and adapted accordingly. 
Goal Setting Meetings happen 6 weekly on rehabilitation units and aim to serve as a timely, collaborative review of the patients progress and goals. This can be helpful to have a goal to work towards and to check in on regularly to see progress or adaptations which might be needed to further therapy. 

	Goal setting in SRC can be difficult due to patients’ cognitive ability to have insight into what goals need attaining and their current situation, for example, they may lack awareness of having a stroke or being in hospital at all so may not be able to set goals in line with  rehabilitating at all. 
Patients may not be able to recall goals due to memory and cognition once they have set them so actively working towards them, as needed, may be difficult. Often goals around rehabilitation rely on repetition and thus the patient would need to remember to attend to the goals regularly even outside of the staff facilitating reminders/sessions.
If goals are to be set as a group patients may compare themselves on the grounds of their abilities or progress, and this might be unhelpful to their treatment/progress/confidence. 
It can be difficult if the patient doesn’t achieve the goals they set, either because they are unrealistic, for example, “I want to walk out of here in a week” when they are medically unstable or because they are unable to physically achieve goals at that time.  
Goal setting can be a hard process to undertake as, in order to set goals , patients must first gain awareness of where they are physically and psychologically, and this can be very difficult emotionally for some people especially if they have a history of depression or therapy experiences or low mood through the stroke .  
Goal setting meetings sometimes have to go ahead without patients, for example, because they are unwell but the team cannot rearrange a convenient time due to workload. In these circumstances, others might have to make decisions in their best interest which can be challenging and not necessarily an accurate reflection of a patients wishes. 

	Compassion focused approaches
	This is a powerful evidence based approach that helps people develop a kinder relationship with themselves through a combination of approaches such as DBT/CBT (Dialectical behavioural therapy and cognitive behavioural therapy) . It draws on evolutionary psychology and neuroscience and aims to rebalance the minds emotional systems and establish strength and self-compassion, tapping into a patients ‘flight and fight’ reaction whilst trying to help patients realise it’s not their fault. It draws on the ‘3 systems model’ which Paul Gilbert identified as being emotional regulation systems, specifically focusing on a threat, drive and soothing system. Gilbert (2014) proposed that if these are out of balance, a sense of disequilibrium and compromised psychological wellbeing can occur. CFT aims to create a balance of these systems and thus a better state of mind and wellbeing. 


	In stroke care this could be particularly  useful as patients may feel self-critical about having developed a stroke, for example feelings it’s their fault. Patients often berate themselves for the stage of recovery they are in or the changes the stroke has brought about for themselves and their loved ones, for example, loss of meaningful occupation, loss of independence, change of appearance. The Stroke Foundation (2020) use the term ‘survivors’ guilt’ to explain the emotional rollercoaster of guilt, denial, self-blame etc that patients are on.  Being critical can affect levels of engagement and motivation. This fits in with the CFT ‘3 systems model’ (Gilbert, 2014) as the challenges that rehabilitation creates is a ‘threat’ to the patient and thus therapists need to help the patient activate their ‘drive’ to motivate recovery alongside being compassionate about where they are (soothing) and the true logic behind their stroke. 
	In order to engage in developing compassion, or any attitude change, a patient would need to be cognitively able to engage with the therapy which might be difficult is they have cognitive impairments. 
Recovery is not linear, and it is challenging by nature, so setbacks are natural but may be a barrier to people developing self-compassion. 
Some people are not naturally self-compassionate; people’s personality type may influence how able they are to engage with such therapy. 
Past experiences of similar therapies or the perceived stigma/negative schema of such therapies may be a barrier to people wanting to join in, for example people don’t want to be labelled as ‘crazy’.
Emotional lability,  which is common in people with neurological conditions, may mean that they are not able to be ‘fully Intune’ with their emotions at times and thus trying to alter them to be compassionate may pose difficulties. 

	Emotional intelligence

	Emotional intelligence (EQ) therapy techniques focus on improving self-awareness, self-regulation, empathy, and relationship management through practical exercises. Key methods include mindfulness, journaling, cognitive reframing, and active listening to better identify, understand, and manage emotions. These techniques help individuals process feelings effectively and improve interpersonal communication. 
	For staff managing difficult situations/events such as deaths, stressful situations, distressed patients on the ward – having strong emotional intelligence could help them manage emotions and allow them to continue with work role professionally. Equally, everyone has their own life challenges outside of work and high EQ may help manage this so as to not allow if to affect work performance. 
Conflicts or clashes of personality is natural when you have a team, not everyone will get on all of the time so having strong EQ can help manage relationships and deal with conflict in a professional way for the benefit of all.  

Patients can benefit from lifelong skills to help them, not only manage the challenge of being an inpatient in recovery from a stroke, but longer term with what the future might look like. For example, they may find engaging in mindfulness may help when undergoing a stressful situation at home. Journalling may help patients deal with the difficult situations they face when they don’t have 24/7 support of ward.  

	This technique does not work for everyone, and it may be frustrating for people trying to attune to these methods for example trying to engage with mindfulness or keep a journal takes time and patience.

Patients who have had a stroke, particularly one affecting the frontal lobe, may struggle with executive function deficits and emotional dysregulation, and thus EQ techniques may not be effective as it may not be possible for them to regulate their emotions through techniques reliant on mental processing. For example, mindfulness is a skill which people acquire through practicing being present in the moment without reacting whereas emotional lability is characterized by uncontrolled involuntary shifts in emotions and thus these two are incompatible.  


	Shared engagement


	Shared engagement refers to the collaborative, social, and interpersonal processes involving patients, their caregivers, and healthcare professionals. It aims to empower people to make the optimal decisions about the best treatment and care for them. It emphasises shared decision making and autonomy of decision making. 
	The stroke rehabilitation centre aims to be person centred and collaborative for every patient. When they hold goal planning meetings (GPM), patients are encouraged to attend and interact with the MDT about the decisions ahead with care/treatment. This is important as it puts the patients first and they will hopefully engage better because of this. 
By involving everyone in decision making, hopefully everyone is working towards the same goals for the benefit of the patient and thus maximising every opportunity. On a busy ward there isn’t a lot of time for every patient to get therapy so making the most of every opportunity is essential. 
Also, collaborative working assists the MDT to constantly review and adapt working methods and structures so, in this sense, the team is constantly learning and developing through this too. This is apparent when service development meetings happen where representatives from patients, staff and relatives attend. 
	Sometimes being involved in decision making can be too much emotionally for patients and it is their decision to step back from this. Equally sometimes they do not have the cognitive capacity to engage in decision making processes or to make decisions in their best interests so a DOLS act may need considering (deprivation of liberties) to allow others to make the decision for them. 

Shared engagement can be timely as everyone needs to have their input, and this can be time consuming especially if not everyone agrees or has conflicting views which need working through. Sadly time is often something which is lacking in healthcare and thus timely processes may not be possible.  Some people  may have strong opinions  which can, depending on others interpersonal skills, dominate a conversation. 
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