
British clinical practice. Relevant national service frame-
work milestones include protocols on managing
depression, access to psychological therapies, and asser-
tive outreach programmes. If the approach of targeting
patients with multiple admissions reduces numbers of
future suicides as well as readmissions, the costs for such
programmes may be marginal, or even negative.

We await randomised trials of prophylactic
interventions aimed at reducing future admission
among depressed inpatients identified on discharge as
at high risk of readmission. In the meantime there are
potential gains in enhancing the long term care of

depressed patients with histories of multiple admis-
sions, electroconvulsive therapy, or family histories of
severe depression.
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Environmental factors in stroke rehabilitation
Being in hospital itself demotivates patients

Rehabilitation after stroke has been described as
a process in which the patient and the
healthcare system, through interaction and

negotiation, try to reach agreement about activities to
be emphasised and goals to be pursued.1 Involvement
and empowerment of the patient are implicit in, and
integral to, this process. Participation in setting goals
seems to have a positive impact on patients’
motivation, and there is now consensus among profes-
sionals in stroke rehabilitation that the patient’s degree
of motivation will influence the outcome of an
intervention. Consequently, an important element of
any proposed intervention should be an assessment of
what the patient is motivated to achieve as well as the
promotion of a high level of motivation.

The World Health Organization’s International
Classification of Functioning and Disability defines
motivation as a global mental function—a conscious or
unconscious drive—that produces the incentive to act.2

Essential components of the classification are those
contextual conditions, such as personal and environ-
mental factors, that interact with body function, activity,
and participation. Thus, motivation may be influenced
by both personal factors (such as age, gender, personal-
ity, educational and social background, experience, cop-
ing capacity, health status, and lifestyle) and environ-
mental factors, which together shape the physical,
social, and attitudinal context for rehabilitation.

Clinically it is often assumed that “low motivation”
in patients with stroke is a symptom of depression. Can
low motivation be attributed to organic damage result-
ing from the destruction of brain tissue, to reactions to
a changed life situation after a stroke, to personality
traits, or to environmental demands and expectations?
There are no straightforward, indisputable answers to
these questions. Nevertheless, most of the emotional

disturbance in patients with stroke is probably not the
result of specific brain damage. Recently, researchers
have begun to ask what characteristics enable patients
to play an active part in managing their illness and
recovery. Antonovsky has called this process “salu-
togenic orientation.”3

The impact of environmental factors—for example,
the effect of being in hospital—on the behaviour of
patients with stroke, including their initiative and
autonomy, is not well understood. Yet the low level of
activity initiated by stroke patients when they are in
hospital,4–6 and the disempowering nature of their role
as patients,7 suggest that we should pay close attention
to environmental factors in rehabilitation.

In our study of the influence of the environment in
recovery we observed clear differences in both patients’
and therapists’ behaviour when rehabilitation sessions
in patients’ homes were compared with those in hospi-
tal.8 Patients undergoing rehabilitation at home took
the initiative and expressed their goals more often than
those undergoing hospital rehabilitation. Rehabilita-
tion at home thus seemed to empower patients.

In a recent study in the BMJ Maclean et al explored
the attitudes and beliefs of patients with stroke
identified by professionals as having high or low moti-
vation for rehabilitation.9 The patients reported how
their attitude towards rehabilitation was influenced by
a range of environmental factors, such as the manner
in which healthcare professionals communicated
information; overprotection by family members and
nurses; comparisons with other patients’ performance;
and the unstimulating hospital milieu. Patients with
high and low motivation placed different emphases on
how environmental factors influenced their attitude
towards rehabilitation—a finding that highlights the
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need for further research into the way in which
personal and environmental factors affect motivation.

A Swedish study of rehabilitation after a stroke
reported that patients on geriatric wards did not
participate in setting the goals of their rehabilitation.10

In our own randomised controlled study of care after
stroke, which compared early supported discharge and
continued rehabilitation at home with routine hospital
based rehabilitation, significantly more patients in the
home rehabilitation group reported that they were
actively involved in planning their rehabilitation
programme.11 Being at home enabled them to assume
responsibility for, and exert their influence on, their
own rehabilitation, which they carried out in
partnership with their therapists.12 In contrast, the hos-
pital environment, with its enforcement of the role of
“patient,” probably does not promote this type of
initiative in people who have had a stroke.

The challenge therefore is to develop strategies
that encourage patients to adopt the same autonomy
and control as they do at home in other settings where
rehabilitation services are provided. Healthcare pro-
viders need to find the best ways of supporting stroke
patients so that they identify their own problems and
express their goals. Furthermore, patients should be
given the opportunity to take part in both the planning
and evaluation of their rehabilitation. Contextual
barriers to patient involvement, often inherent in the
design of the rehabilitation process and in decisions
concerning it—in particular in the hospital environ-
ment—need to be identified and removed. Otherwise
we are faced with the uncomfortable knowledge that

the setting for rehabilitation might itself be undermin-
ing the effectiveness of that rehabilitation.
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Commission for Health Improvement invents itself
It needs to decide whether it is the quality police or a midwife of change

In April the Commission for Health Improvement
(CHI) celebrated its first birthday. The first year was
largely spent on inventing itself as an institution: in

building up the commission’s own almost 200 strong
staff, recruiting and training the part time teams who
will carry out the reviews of trusts, and developing the
methods for its rolling programme of clinical
governance reviews. Few in the NHS have therefore
experienced its intervention: in the first year only four
pilot reviews of acute trusts1–4 and two special investiga-
tions have been published.5 6 More are in the pipeline,
and the trickle should turn into a flood as the commis-
sion fulfils its plan for carrying out 500 reviews over the
next three years.7 The challenges facing the commis-
sion in developing its style of operation are already
clear. The way in which it deals with these challenges
will, in turn, affect the way in which it is perceived in the
NHS and its effectiveness in achieving the goals set for
it: assuring, monitoring, and helping to improve the
quality of patient care.

The first challenge is political. Firstly, ministers are
piling ever more tasks on the commission, threatening
it with overload. So, for example, the national plan
charges the commission with inspecting “red light”
trusts—those whose performance indicators suggest
poor performance—every two years, instead of the

usual four. Secondly, and more fundamentally, a
tension exists between ministers’ expectations and the
commission’s own view of its task. Ministers see the
commission as a quality police—identifying and
reporting laggards—whereas the commission sees itself
as a developmental agency, promoting “the ethos and
practice of continuous improvement” rather than
apportioning blame. The commission has invested
much effort in allaying anxieties in the NHS by
emphasising this developmental role, but it remains to
be seen whether this will satisfy ministers.

The second challenge is methodological. The com-
mission has to balance two ways of assessing quality: as
defined by such statistical indicators as postoperative
mortality, readmission rates, or waiting times as against
the perceptions and experiences of patients. Both sides
of the equation are problematic. Thus each review
report places the trust in question on the spectrum of
clinical indicators. However, it is clear that such indica-
tors are tin openers, not dials8—that is, as the reports all
acknowledge, the indicators raise as many questions as
they answer and are a prompt for further inquiry. This
suggests that the traffic light system of classifying trusts
(green for those who rank highly on the indicators to
red for those at the bottom of the rankings) may run
into trouble. Indeed, the commission’s reports under-
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