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Abstract 

Background Stroke significantly impacts individuals, leading to the need for long-lasting rehabilitation and adap-
tation to environmental demands. Rehabilitation after stroke is increasingly performed in patients’ homes, and it is 
argued that rehabilitation in this context is more person-centred and positively impacts client outcomes. However, 
the role of environmental factors in this process is largely unknown. The aim of this study was to explore how mul-
tidisciplinary healthcare practitioners working with rehabilitation in the home after stroke consider possibilities and 
challenges in the environment and how environmental factors are documented in patients’ records.

Methods Eight multidisciplinary healthcare practitioners working with home-based rehabilitation after stroke partici-
pated in two semistructured focus group sessions. Thematic analysis was used to analyse the transcripts of recorded 
focus group discussions. Data were also collected from patient history records (N = 14) to identify interventions to 
increase patients’ opportunities to participate in activities inside and outside the home. These records were analysed 
using life-space mobility as a conceptual framework.

Results The analysis generated four overarching themes concerning possibilities and challenges in the environment: 
(1) the image of rehabilitation conflicts with place, (2) the person in the home reveals individual needs and capabilities, (3) 
environmental characteristics influence the rehabilitation practice, and (4) the person is integrated within a social context. 
The patient record analysis showed that most patients were discharged from hospital to home within four days. 
Assessments at the hospital mainly focused on basic activities of daily living, such as the patient’s self-care and walk-
ing ability. Also at home, the assessments and actions primarily focused on basic activities with little focus on partici-
pation in meaningful activities performed in different life situations outside the home.

Conclusions Our research suggests that one way to improve practice is to include the environment in the rehabilita-
tion and consider the person´s life space. Interventions should focus on supporting out-of-home mobility and activi-
ties as part of person-centred stroke rehabilitation. This must be supported by clear documentation in the patient 
records to strengthen clinical practice as well as the communication between stakeholders.
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Background
Stroke is a common disabling condition [1] that affects 
not only a person’s physical, cognitive, and emotional 
functions but also their identity, roles, and participation 
[2–4] and social isolation is common [5, 6]. Many face 
challenges related to mobility [7] and studies have shown 
that life-space mobility, conceptualized as movement pat-
terns, is often restricted to the home or immediate sur-
roundings [8, 9]. This is determined not only by physical 
and cognitive functioning but also by environmental fac-
tors [10], making it essential for healthcare practitioners 
to consider both supportive and hindering environmental 
factors in their clinical practice.

One of the goals of poststroke rehabilitation is to sup-
port patients in engaging in personally meaningful activi-
ties, living independently, and participating in society 
[11]. However, six months poststroke, 50% of persons 
lack meaningful activity [12]. Resumes to valued activi-
ties depends on the degree of disability and the environ-
mental features in the home and close surroundings [13]. 
Nevertheless, it remains unclear how healthcare practi-
tioners working with home-based rehabilitation relate to 
and document opportunities and challenges in the envi-
ronment [14].

Home-based rehabilitation for people with stroke is an 
increasingly important way of responding to the popu-
lation’s need for integrated care [15]. Early supported 
discharge (ESD) is one service that aims to support the 
transfer of stroke care from the hospital to continued 
rehabilitation in the person’s familiar environment [16]. 
It is a multidisciplinary team intervention starting at the 
hospital and continues with stroke specific rehabilitation 
at home. The team consists of occupational therapists, 
physiotherapists, and often nurses and speech and lan-
guage therapists [17]. ESD facilitates the persons involve-
ment in the rehabilitation process and includes training 
activities at home but also outside the home, such as 
going shopping, doing laundry in a communal laundry 
room, or taking the bus [17]. ESD is recommended as 
standard care for persons with mild to moderate stroke as 
it reduces the number of in-hospital days and improves 
functional outcomes [18]. Nevertheless, the implemen-
tation process is slow [19], and the ways ESD teams are 
currently composed and practised vary widely [20]. In 
addition, even though stroke guidelines state that health-
care practitioners should focus on person-centred work 
and include the home environment as part of the reha-
bilitation process [21], persons with stroke have reported 
that the service is generic and that the environment is 
not sufficiently considered to support their recovery after 
stroke [22].

Earlier studies have shown that practitioners experi-
ence more flexibility and the ability to focus on people’s 

needs when rehabilitation occurs at home rather than in 
institutional care [23]. However, involvement in patients’ 
life situations can also be experienced as challenging con-
cerning finding a balance between professionalism and 
privacy [24]. In addition, practitioners have noted that 
the home’s design, such as small bedrooms and bath-
rooms, can hinder rehabilitation activities [25]. Thus, 
providing care and rehabilitation in the home is complex 
[21], even more so now that hospital stays are short and 
the new standard is continued rehabilitation in the home 
[15], even for those with severe conditions.

International Classification of Functioning, Disability 
and Health (ICF) framework [26] highlights the impact 
of the context, including personal, social and environ-
mental factors for health and well-being. ICF aligns well 
with the Ecological Theory of Aging (ETA) [27], which 
depicts that a person’s behaviour results from a dynamic 
relationship between their cognitive and physical com-
petence and the demands in the environment. Negative 
outcomes may occur when the demands in the environ-
ment are too high or too low relative to a person´s func-
tioning. For example, physical environment barriers such 
as stairs, uneven sidewalks can hinder a person’s ability 
to function at home and limit opportunities to partici-
pate in community activities [28, 29]. This underscores 
the importance of housing adaptations for people with 
stroke after discharge from the hospital [30] and incor-
porating environmental factors into rehabilitation since it 
may have significant consequences for meeting people’s 
rehabilitation needs. Documenting relevant factors and 
interventions in patient records is crucial for ensuring 
the continuity of care. Such documentation is an inte-
gral component of holistic patient care and rehabilita-
tion while facilitating a comprehensive understanding 
of the patient’s unique contextual factors. The patient 
record serves as a collaborative tool for the healthcare 
team, facilitating care coordination and rehabilitation. 
It ensures compliance with legal requirements by docu-
menting planned and completed interventions, while also 
enabling effective communication among team members. 
Insufficient information in the patient’s medical record 
can hinder communication between staff and the vari-
ous stakeholders providing care and thus influence the 
therapeutic process [31]. However, empirical data on how 
environmental factors are documented in stroke practice 
are currently lacking.

In this study, we explored how multidisciplinary 
healthcare practitioners working with home rehabilita-
tion after stroke reason about possibilities and challenges 
in the environment and how environmental factors are 
documented in patients’ medical records. The research 
questions and data triangulation can provide a compre-
hensive understanding of the environment’s importance 
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in rehabilitation at home [32]. Thus, the following 
research questions were addressed:

 I How is the environment used and considered by 
healthcare practitioners in rehabilitation at home?

 II What are the perceived challenges and opportuni-
ties?

 III How is the environment documented in patients’ 
records?

Methods
We used an explorative qualitative design using focus 
group (FG) methodology and patient record analysis. To 
answer research questions I and II, we recruited eight 
practitioners from three hospitals in southern Sweden 
working with home-based stroke rehabilitation to par-
ticipate in two FG. The three hospitals were chosen as 
the research team had contacts within the management 
in southern Sweden. None of the researchers knew the 
participants from before. One of the key strengths of the 
FG as a method is the synergy [33] created in a group 
context, which generates momentum and allows opin-
ions, beliefs, feelings, and attitudes to emerge in parallel 
with individual experiences [34]. The participants were 
recruited based on similarities (homogeneity criteria), 
which were dictated by the purpose of the study, and dif-
ferences (heterogeneity criteria) between them to explore 
different perspectives [34]. The participants were inter-
ested in discussing possibilities and challenges in the 
patients’ home environments (homogeneity criterion). 
Heterogeneity among the participants was achieved 
through diverse ages, types of professions (e.g., occu-
pational therapist, physiotherapist, nurse) and years of 
working with home rehabilitation.

The interview guide (see Table  1 for topics included) 
was developed based on findings from our previous 
research with stroke patients [22, 35], theories underpin-
ning the project, and relevant literature. Using the pre-
liminary results from the first session, we adapted the 

interview guide for the second session to explore the con-
structed themes.

Two moderators led each group: one led the discus-
sions, and the other observed group interactions and 
listened to the discussions. To accommodate the practi-
tioners’ work schedules, sessions were held online, and 
audio recorded. Sessions lasted approximately 1.5 h. The 
observing moderator took field notes on group dynamics 
and posed clarifying questions.

To answer research question III, copies of electronic 
patient records (N = 14) were obtained from the different 
care contexts after each patient’s rehabilitation period. 
The patient records were entirely anonymized before 
the analysis. This process entailed removing or replacing 
the names of patients and healthcare practitioners, dates 
of birth, and addresses with a number. The data were 
securely stored according to data protection regulations 
at Dalarna University.

Analysis
In line with Braun and Clarke, the data analysis for the 
FG discussions was inspired by reflexive thematic analy-
sis underpinned by a combination of critical theory and 
realism [36]. Such approach acknowledges that social 
reality is shaped by both objective structures and subjec-
tive interpretations [37]. Hence, seeking to explore how 
multidisciplinary healthcare practitioners’ reason about 
possibilities and challenges in the environment we did 
not only set out to identify and describe (fundamen-
tal to simple realism) but also to critically examine the 
social context and underlying processes that contribute 
to the construction and interpretation of themes [37]. We 
used NVivo software to document the analytical process 
[38] which was conducted in several iterative phases as 
described below. Acknowledging that each individual 
researcher´s previous experiences and preconceptions 
may influence the way data is interpreted peer-debriefing 
meetings were held throughout the analysis process to 
discuss codes and potential own biases.

Table 1 Focus group topics

Opening question: Tell us your name, what you work with and what is most fun about your work

What is important to consider in the environment when it comes to rehabilitation at home?
• How/in what way do you use the environment in the home/local area for rehabilitation purposes?
• How is the environment considered in planning/follow-up of rehabilitative interventions?
• How is the environment used in the implementation of rehabilitation?
• What difficulties/opportunities do you experience with rehabilitation at home?

What is the basis for how you plan rehabilitation at home?
• How is the patient included in the planning?

How is the patient involved in the actual implementation of the rehabilitation?
• What is important regarding participation in rehabilitation at home?
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First, we (co-authors DR and MK) familiarized our-
selves with the data by reading and rereading the tran-
scripts. Second, text that was relevant to the research aim 
was highlighted and segments of data was coded. Third 
the research team (all co-authors) reviewed, compared, 
and discussed the codes. Codes were grouped based on 
similarities and differences and merged into subcatego-
ries and themes. Alternative explanations were constantly 
sought for, and a reflexive journal was kept in NVivo to 
document thoughts, interpretations, and decisions. In a 
last phase, the subcategories and themes were discussed 
again among the authors until a consensus was reached.

To analyse the patient records and identify if and how 
interventions to increase patients’ opportunities to par-
ticipate in activities inside and outside the home were 
documented, we used life-space mobility (LSM) as a 
conceptual framework. LSM is structured into spatial 
zones and reveals the frequency and independence (i.e., 
need for assistance from another person/mobility aids) 
of a person’s movements across life-space zones over 
a given period [39]. The five life-space zones include 0) 
bedrooms, followed by activities performed in 1) the rest 
of the house, 2) the very immediate surroundings (e.g., 
garden), 3) the local community or neighbourhood, 4) 
the town, and 5) unlimited areas. Based on this, we cre-
ated a coding scheme, and two of the authors (MK and 
DR) extracted all documented information regarding 
the environment as information either in a patient his-
tory format (circle) or as an assessment, intervention, or 

follow-up (cross). This information was later plotted in a 
diagram with life-space zones on the y-axis and time on 
the x-axis (Fig.  1). Interventions aiming to visit a rehab 
centre, or some other type of healthcare environment 
were excluded from the figure.

Results
Eight practitioners (all women) from three hospitals in 
southern Sweden participated in the two FG sessions. 
The practitioners (four occupational therapists, three 
physiotherapists, and one nurse) had experience work-
ing with home rehabilitation after stroke ranging from 
10 months to 7 years. The analysis generated four over-
arching themes: (1) the image of rehabilitation conflicts 
with place, (2) the person in the home reveals individual 
needs and capabilities, (3) environmental characteristics 
influence the rehabilitation practice, and (4) the person is 
integrated within a social context (Table 2). 

The image of rehabilitation conflicts with place
Confronting the view of the institution as the best place 
for rehabilitation
The practitioners stated that they often had challenging 
discussions with patients about the best place to reha-
bilitate before discharge from the hospital. Some patients 
easily agreed with the plan for continued rehabilitation 
at home, while others had different preferences (e.g., 
rehabilitation unit/home) and rehabilitation content. 

Fig. 1 Information about the environment and a person’s life-space zones (0 bedroom, 1 the rest of the house, 2 the very immediate surroundings, 
3 the local community or neighbourhood, 4 the town, and 5 unlimited areas) throughout the care chain. Circles represent medical history taking, 
and crosses involve assessment, interventions, and follow-up. Each colour represents one case (N = 14)
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Conflicts could occur when the place for rehabilitation 
was the opposite of the patient’s expressed preferences.

“Yes, I thought about this with what the patient 
wants and how to sort of get over it because it can 
be that you give them different options for the type 
of rehabilitation after discharge and then... maybe 
they still say yes, but I want to go to XXX (rehab ser-
vice centre for inpatients). Even though we may not 
always agree, they must still be allowed to…. express 
their wish.” (Occupational therapist 1, ESD 14 moths 
of experience, hospital 1)1

Such a situation could lead to negotiations with a 
patient with the aim of getting the patient to accept con-
tinuing rehabilitation at home after inpatient care. Some-
times patients did not want help from the practitioners, 
which was a challenge because, from their professional 
experience, they could see that many needed continued 
support.

“I can practice myself; I do not need it (rehabilita-
tion at home), they say. And sometimes it can be the 
case that we disagree with that view, but we can-
not force ourselves on them; we can just give differ-
ent suggestions.” (Occupational therapist 2, ESD 14 
moths of experience, hospital 1)

Even though rehabilitation at home was perceived as 
very positive for both the patient and the practitioner, it 
also entailed the challenge of making the patient under-
stand the home as a place for rehabilitation.

“Many ask about….training and then….something 
that we talk a lot about with our patients is focused 
activity training. It (the question) comes from all 
ages. Many people think about what we are going to 
do with them at home…it is probably 95% who ask 

that question before we have explained the impor-
tance of everyday activities and that we use every-
thing that is around them, things they usually have 
done before…so the focus is quite strong on that par-
ticular aspect.” (Occupational therapist, ESD 3 years 
of experience, hospital 2)

Specifically, the practitioners noted that it was difficult 
to make the patients understand how objects and envi-
ronmental features in their home and close surroundings 
could facilitate training of different body functions, such 
as fine motor skills and cognition. The practitioners often 
needed to give direct feedback after a specific activity to 
achieve a shared understanding. By telling patients, for 
example, that they had trained their fine motor skills and 
balance, the patients understood the value of these every-
day activities for their recovery.

Meeting relatives’ needs and uncertainties
Sometimes relatives influenced the patient’s wish to be 
rehabilitated at home by not accepting home-based reha-
bilitation. Instead, they wanted to move the patient into a 
rehabilitation facility. As explained by the practitioners, 
one reason for this was that the relatives felt too much 
responsibility.

“Many times, I think, you have to have that discus-
sion with the relatives because…they insist and 
want the patient to go (to the rehabilitation facility) 
because they feel that it is too big of a responsibil-
ity forced on them.” (Physiotherapist, ESD 7 years of 
experience, hospital 2)

Relatives often believed that the rehabilitation facil-
ity would create "miracles.” At the same time, the 
practitioners emphasized that relatives were often 
shocked by the whole situation and needed support. 
To make relatives understand the rehabilitation pro-
cess, they carefully explained the patients’ limitations 
or challenges.

Table 2 Summary of key themes and subcategories identified in the FG discussions

The image of rehabilitation conflicts with 
place

The person in the home reveals individual 
needs and capabilities

Environmental characteristics 
influence the rehabilitation 
practice

The person 
is integrated 
within a social 
context

Confronting the view of the institution as the 
best place for rehabilitation

The person in the home makes it easier to set 
meaningful goals

One home is never the same as another Additional actors 
and a shift in 
power and roles

Meeting relative’s needs and uncertainties The safe home as a point of departure boosts 
the rehabilitation

Too fast or too slow – the importance of bal-
ance

1 Two of the occupational therapists at hospital 1 started at the same time 
and are thus labeled 1 or 2.
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“You must explain (to the relatives) both before and 
after what limitations or challenges the individual 
has and what they have done before (activity level).” 
(Occupational therapist, ESD 3 years’ experience, 
hospital 2).

The person in the home reveals individual needs 
and capabilities
The person in the home makes it easier to set meaningful 
goals
In the home, seeing how the person interacts with the 
environment facilitates a better understanding of the per-
son’s abilities, limitations, and individual needs. In the 
standardized hospital environment, it is difficult to dis-
cover where in the recovery process a person is.

“It becomes more real when you are in the home 
environment, and it is better.... easier to communi-
cate, [… ] they see the same thing as I see, because I 
do not see what they described when they were in the 
hospital ward.” (Physiotherapist, ESD 3 years’ expe-
rience, hospital 3)

Being at home made it easier to provide person-centred 
rehabilitation as they could focus more on matters that 
were truly important to the patient and use those activi-
ties as an opportunity for training. This improved com-
munication as they (healthcare practitioner and patient) 
focused on the same thing.

“It is much easier, as we have said before, getting 
yourself focused on what is most important for the 
particular patient.” (Occupational therapist 2, ESD 
14 moths of experience, hospital 1)

Goals for rehabilitation were formed with the patient 
based on the activities performed. For example, by 
engaging in valued activities in the garden related to the 
patients´ goals, motor functions cold be trained. Some 
practitioners used established goal-setting instruments 
to guide their rehabilitation planning. They focused on 
what motivated the patient, which was vital for a success-
ful rehabilitation process.

“We usually start and set goals fairly immediately, 
and then it is the patient’s motivation that directs 
what he or she wants to do, and you can use this 
instrument fairly clearly.” (Occupational therapist, 
ESD 10 moths of experience, hospital 3)

The practitioners also described how they had to be 
flexible, adapt and perform rehabilitation activities differ-
ently depending on the unique characteristics of the per-
son’s home environment. Given the large variety of home 
environments, they could not follow a standardized 

rehabilitation procedure but rather tailored the interven-
tions to fit each patient’s environment.

The safe home as a point of departure boosts 
the rehabilitation
The home as a safe place emerged as a central topic. 
The practitioners mentioned that the patient’s emo-
tional bonds and feelings of belonging to home facili-
tated rehabilitation and supported the patient’s recovery 
after stroke. Thus, the home rehabilitation format was 
described as holistic, and practitioners could support the 
patient in ways that were impossible in the hospital.

“And then it’s not just physiotherapy and occupa-
tional therapy, but it’s like… it’s a little more than 
that for us…if you should need and cannot come to 
the pharmacy and buy, for example, incontinence 
protection, then I can call or bring it with me the 
next time I come. So, it becomes… it’s the whole.” 
(Nurse, ESD 3,5 years of experience, hospital 3)

“It is almost only positive that I can come home to 
them, and they (the patient) can feel safe in this and 
get support in this. It is…it is usually just positive.” 
(Occupational therapist, ESD 10 moths of experi-
ence, hospital 3) 

Too fast or too slow – the importance of balance
The practitioners emphasized that they often had to 
advise the patients not to hurry with their rehabilitation 
and overwork themselves. They wanted to protect the 
patients as they knew that stress could result in more 
severe brain fatigue or interfere with social relationships.

“Many persons are...in such a hurry… and we try to 
make them understand that brain fatigue can have 
an impact on the first stage of their rehabilitation.” 
(Occupational therapist, ESD 3 years of experience, 
hospital 2)

In contrast, some patients had a low activity level 
because of their physical or cognitive limitations or 
because they were afraid to fall and hurt themselves when 
doing tasks at home independently. This was described as 
challenging by the practitioners, who tried to encourage 
patients to achieve further goals. Sometimes it could also 
be challenging to get patients active in their homes as 
they focused on obstacles.

Environmental characteristics influence the rehabilitation 
practice
One home is never the same as another
Even if the practitioners asked the patient at the hospi-
tal about his or her environment at home, it was when 
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they first met the person in the home that they became 
aware of, for example, environmental obstacles such as 
thresholds, stairs, or limited spaces. This was common 
and could lead to interventions involving the removal of 
furniture or starting a housing adaptation process.

In some dwellings, it was easier to refurnish objects 
such as chairs, bookshelves, beds, or equipment in 
the kitchen. However, permanent housing adaptations 
were more difficult. On the other hand, obstacles in the 
home could be used as part of the rehabilitation and as 
a goal for a patient to achieve instead of adapting to the 
environment.

“The environment can both facilitate and cause 
problems; for example, we had a man who could not 
get up to where he had his bed. It was almost impos-
sible to get up there, so he had to sleep at a different 
place just because he could not go up the stairs. So 
that became an obvious goal for him: to manage the 
stairs. So yes, there are both advantages and disad-
vantages.” (Occupational therapist 2, ESD 14 moths 
of experience, hospital 1)

The home also facilitated creativity and offered many 
more opportunities and rehabilitation tools than at the 
hospital.

“It (the home) is a whole smorgasbord with all the 
things that person usually does, so that …it makes 
it easier to focus on those activities that are most 
important for the individual patient.” (Physiothera-
pist, ESD 3 years’ experience, hospital 3)

The person is integrated within a social context
Additional actors and a shift in power and roles
The practitioners said they needed to consider the 
patient’s integration in a social context. For example, 
gender roles assign women the role of carers, which was 
experienced as a considerable challenge.

“But I have to say, aspects such as cultural, social, 
relatives…this part makes home rehabilitation a lit-
tle more complicated. Here in XXX (name of the city), 
we have a grand mix of clients, which makes a big 
difference, and it is a huge challenge.” (Occupational 
therapist, ESD 3 years of experience, hospital 2)

After a stroke, family roles are often changed, requir-
ing special attention from practitioners. For example, 
performing daily chores such as doing laundry or cook-
ing food may be complex, meaning that someone in the 
family needs to take over and be responsible for such 
activities.

The practitioners also noted the power shift that occurs 
when they enter a patient’s home. At the hospital, they 

had a straightforward routine to follow, and the condi-
tions and atmosphere gave them specific power to act. At 
home, the patient was described as more empowered and 
had a stronger voice than in the hospital, which the prac-
titioners needed to respect and consider.

The practitioners also needed to consider the patient’s 
needs regarding other family members’ wishes. Patients 
and their family members did not always agree with the 
practitioners’ suggestions, which could be challenging.

“Then you are inside… another person’s home and 
the family, so… of course you have to be a little care-
ful when you start, before you know who it is you 
have to deal with, so to speak.” (Physiotherapist, ESD 
3 years’ experience, hospital 3)

Results from the patient record analysis
The patient record analysis (N = 14 patients) revealed that 
the hospital stay after a stroke was short. Most patients 
were discharged home within four days. At the hospi-
tal, patient history taking included asking whether the 
patient lived alone or with someone, the type of housing, 
and the possibilities for entering and exiting (LSM 0–2). 
Assessments and actions at the hospital mainly focused 
on basic ADL activities, such as the patient’s ability for 
self-care and walking indoors (LSM 0–1). After dis-
charge, interventions were limited both with the num-
ber of contacts and durations. At home, the assessments, 
actions and follow-ups primarily focused on the same 
basic ADL activities as in the hospital. As seen in Fig. 1, 
few interventions aimed to help the patient be active in 
society.

The lack of interventions promoting out-of-home 
mobility can be exemplified by the following record 
(duration 6  weeks). It was noted in the medical history 
taking that (due to mobility limitations and no support 
from family) “the patient is completely cut off from all 
activities outside the home” (yellow circle in the higher 
degree of life-space in Fig. 1).

The same patient record noted that the person lived in 
a socially deprived area with “no lock on the front door,” 
and the environment in and around the apartment was 
described as “dirty.” However, the interventions to sup-
port this patient were related to personal hygiene, 
namely, prescribing technical aids to assist with showers 
and getting up from the toilet (yellow cross representing 
the intervention and follow-up on the x-axis in Fig. 1).

Discussion
Our study focused on how multidisciplinary healthcare 
practitioners work with home rehabilitation after stroke 
and how they perceive possibilities and challenges in 
the environment, and how environmental factors are 
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documented in patients’ records. The key contribution 
is the unique focus on how the environment is used in 
rehabilitation, underpinned by the robustness of trian-
gulated data [32]. The findings illustrate a complex situ-
ation involving many actors and environments requiring 
specific competencies among practitioners. While the FG 
participants expressed how physical and social environ-
mental aspects significantly impacted the whole context 
and opportunities for home rehabilitation, this was not 
evident in the analysis of patient records. For example, 
we found that few interventions to support out-of-home 
activities were documented. Most entailed help to visit 
a rehab centre or some other type of healthcare setting. 
This finding deserves attention as the home and neigh-
bourhood can provide a central starting point for iden-
tifying prioritized activities and setting person-centred 
goals, as shown in a Norwegian reablement context [40]. 
Constrained life-space coexists with a loss of meaning-
ful activities (e.g., participating in out-of-home activi-
ties, recreational activities) and participation restrictions 
in terms of the inability to access community resources 
and services [41–43], which in turn increases the risk for 
depressive symptoms [44]. With such knowledge, health-
care practitioners should support patients in maintain-
ing their life-space and engaging in meaningful activities 
both at home and outside the home.

The findings from the patient records are important 
and worth sharing for further research. However, inves-
tigating how the environment was documented was a 
challenging task. Due to different IT systems across the 
care pathway, the patient records took time to identify. 
This was especially true for patients with several health-
care providers simultaneously. In addition, finding the 
information necessary to answer the research questions 
was sometimes challenging. Thus, the current IT-system 
design used in Swedish healthcare may provide limited 
opportunities to document environmental factors and 
follow the documentation between different healthcare 
providers.

The findings from the FG showed that the practition-
ers appreciated working with home-based rehabilitation 
as it was flexible and facilitated person-centred care and 
goal setting. This was also reported in another qualitative 
study showing that practitioners used the home environ-
ment in their poststroke interventions to support the 
patient in returning to everyday life [45]. However, based 
on our findings, we cannot say to what extent the rehabil-
itation was structured as a person-centred intervention. 
While the practitioners said that the home environment 
contributed to a shared understanding of abilities, limi-
tations, and individual needs that facilitated goal setting, 
they also stated that the patients had difficulties under-
standing when they were training body functions. This 

could mean that practitioners do not sufficiently include 
the patient in rehabilitation goal setting. This is an area 
for improvement since previous research has found that 
using a structured process for goal identification may be 
effective and improve health outcomes [46].

In addition, the practitioners in our study revealed that 
the patient’s image of where the rehabilitation should 
occur sometimes did not correspond with the home. 
The difficulty of communicating about goals and what 
the environment can contribute to the rehabilitation was 
discussed in another study focusing on stroke patients’ 
experiences of home rehabilitation [22]. This underlines 
the importance of communication to obtain a shared 
understanding of the goal of rehabilitation and suggests 
that it can be conducted with good results in a natural 
environment such as the home.

In line with other studies [47, 48], the practitioners 
acknowledged that the home is closely related to identity 
and that being at home supported the patients’ recov-
ery. Dimensions of the home include emotional, cogni-
tive (e.g., conveying "identity"), behavioural, social, and 
physical dimensions [49], which people may experience 
differently after a stroke [47]. Currently, when care and 
rehabilitation increasingly occur at home, practitioners 
must consider all these dimensions and involve the per-
son in the rehabilitation planning process, particularly 
for persons with long-term conditions.

The finding that addressing relatives’ needs and uncer-
tainties is part of rehabilitation at home is confirmed by 
other studies. For example, Hjelle and colleagues [50] 
found that relatives often wish to contribute, but at the 
same time, they do not want to engage too much as the 
caring and supporting tasks becomes burdensome. The 
social participation of relatives after a stroke has been 
characterized by expanded obligations and a reduction 
in social relationships and leisure activities [51], which 
is essential to consider. The practitioners in our study 
emphasized that relatives were often shocked by the situ-
ation and felt a need to support them. This is a complex 
situation and focusing on out-of-home activities may 
promote health and wellbeing for patients and their rela-
tives [52]. Future research should focus on developing 
approaches to support practitioners in involving rela-
tives as part of rehabilitation at home and helping them 
in their situation.

Our participants described how goals for rehabilita-
tion were formed together with the patient and based 
on activities performed in the patient’s home. However, 
while insight into each person’s goals and preferences 
in rehabilitation is crucial to tailor each intervention 
individually, the focus on activities performed inside of 
the home might be limiting for some persons. From a 
patient perspective, a study found that patients prioritize 
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functional mobility indoors and outdoors for reha-
bilitation [40]. Nevertheless, persons with stroke have 
described that few interventions focus on outdoor activi-
ties and their desire to be part of society [22]. Therefore, 
while the in-home environment is vital for many per-
sons after a stroke, it is also essential to include out-of-
home environments as a potential focus for rehabilitation 
activities.

In their study on older adults receiving home-based 
services, Vik and Eide [53] found that indoor mobil-
ity, personal ADL, and leisure activities were consid-
ered essential among older adults receiving home-based 
services. In contrast, participation in leisure and social 
activities were areas of life with which they were least 
satisfied. A Swedish survey study investigating occupa-
tional therapy and physiotherapy interventions revealed 
a strong focus on indoor mobility and personal ADL. In 
contrast, outdoor mobility and social participation were 
scarcely addressed [54]. These findings are hardly surpris-
ing. Rehabilitation has traditionally focused on improv-
ing people’s bodily functions [5] rather than supporting 
people in participating in society. However, according to 
stroke guidelines [55], the goal of rehabilitation should 
be to improve the person’s activity and participation in 
society. Such an approach to rehabilitation would be well 
supported by previous research on what persons with 
stroke consider essential (e.g., [22, 56, 57]).

Additionally, we found that follow-up was not a usual 
practice, which might explain some of the findings. When 
a person comes home from the hospital, interventions 
naturally need to focus on indoor activities and basic 
ADL. However, this is only an initial part of rehabilitation, 
which should also focus on long-term goals such as par-
ticipation in society. As suggested in another study [58], 
subsequent goals focusing on social participation and out-
of-home activities should be established at follow-up.

Limitations
All participants were women and were recruited from 
healthcare organizations in southern Sweden, which was 
a limitation in terms of heterogeneity. However, women 
are overrepresented in allied healthcare professions, and 
no men were working in the ESD teams from which we 
recruited participants. We received high-quality data 
from the practitioners. Yet, since home-based rehabili-
tation is increasing in all areas of healthcare, more stud-
ies are needed to understand different experiences and 
how they may differ depending on the healthcare con-
text. The FG discussions were conducted online, which 
was limiting as it is easier to moderate a discussion when 
all participants are in person. Nevertheless, we found 
the approach beneficial as it was easier to arrange, less 
expensive, and less time consuming. With regard to the 

patient medical records, the patients included were not 
the same patients who had met the practitioners we 
interviewed, which was a limitation. However, they had 
been through the same care organization, meaning that 
the findings somewhat mirrored the current practice.

Conclusion
Improving home-based healthcare for persons with com-
plex health conditions is a primary policy objective. Our 
research suggests that one way to improve practice is to 
include the environment in rehabilitation and consider 
the person´s life space. Reduced mobility is a well-known 
impact of stroke, so is muscle weakness, falls and unmet 
needs related to ADL. This means that the demands in 
the environment are often too high and practitioners 
need to focus their interventions supporting patients 
in this respect. Importantly, follow-up should be rou-
tine practice, and when all goals are fulfilled, new goals 
focusing primarily on the out-of-home context should be 
established. To the best of our knowledge, our study is 
the first to use life-space mobility as a conceptual frame-
work when analysing patient records. By doing so, we can 
identify contradictions between the practitioners’ narra-
tives and what was documented. That is, the documen-
tation lacks important components, which is a serious 
issue if the inadequate documentation mirrors the actual 
rehabilitation. Whether there is a need for improved IT 
systems or knowledge among practitioners is an issue for 
future research. Nevertheless, there is a need to develop 
interventions to address out-of-home mobility and activi-
ties as part of person-centred stroke rehabilitation.
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