From the ABI Rehabilitation Research Office
November 2015

What kind of research goes on at ABI Rehabilitation?
· Testing new treatments, innovations, and approaches in rehabilitation
· Collaborating with university and industry partners on clinical trials
· Keeping up with current research literature and best evidence
· Using the outcomes in our clinical database to guide our practice
· Monitoring and benchmarking clinical trends over time
· Implementing quality improvement projects
· Communicating our findings at conferences and through publications
In coming months, we’ll go into further detail about these research areas.

Invitation to participate in research studies
From time to time, ABI Rehabilitation and/or their University partners conduct research about brain injury.  By participating in research, clients, family members, and members of the public can have the chance to contribute to the development of new treatment options.  This may help others.
Would you like ABI Rehabilitation to contact you if you may be eligible to participate in a brain injury research study?  If yes, please send an email with your name, phone number, and address to research@abi-rehab.co.nz.  We will contact you if and when a research study becomes available in your area.
By giving us your information, you are under no obligation to participate in any research.  You can stop receiving contact from us at any time.  We will not give out your information to anyone without your permission. 

Hot off the presses:  recently-completed studies at ABI Rehabilitation
 In the past month, the final results from two research studies that ABI Rehabilitation contributed to have been prepared.
1. 
Karol Czuba (http://www.aut.ac.nz/profiles/karol-czuba) completed a qualitative study as part of his Master’s degree work.  He was supervised by members of the Person-Centred Research Centre at AUT University (http://pcrc.aut.ac.nz/).  Karol was interested in the subjective experience of stress in the workplace for people who work as caregivers in a long-term care context.  A number of ABI Rehabilitation staff were interviewed for Karol’s study, along with participants from other long-term care providers.  To read a summary of Karol’s research, click here ().
2. 
 The Person-Centred Research Centre at AUT University (http://pcrc.aut.ac.nz/) recently completed an innovative research project about the value of pairing people who have recently had a brain injury with people who had a brain injury some years in the past.  The researchers, led by Paula Kersten (http://www.aut.ac.nz/profiles/paula-kersten) and Christine Cummins (http://www.aut.ac.nz/profiles/christine-cummins), tested the intervention with the help of six pairs of mentors/mentees who were clients of ABI Rehabilitation.  The participants’ experiences are described in this summary ().

ABI Rehabilitation’s Rehabilitation Director leads symposium at the American Congress of Rehabilitation Medicine
Jonathan Armstrong (http://abi.captiv8.co.nz/our-people/) was one of four international symposium presenters at the prestigious ACRM conference in Texas last month.  This presentation was one of three that formed a full symposium exploring international approaches to community re-integration after brain injury.  The symposium consisted of approaches from New Zealand, the USA and Israel.  Each presentation consisted of a description of the approaches taken, the reasons for these approaches based on international best practice and cultural context, and the outcomes for clients.  There was discussion with attendees at the end of the presentations in order to explore certain aspects in more depth.

To read more, click here ().
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Why we did this study 


People who come home following rehabilitation following a traumatic 


brain injury (TBI) sometimes have difficulties with taking part in 


activities that are important to them. We wanted to find out if 


support from a peer mentor, someone who also has had a TBI, helps 


those being discharged.  


We wanted to find out if this approach was acceptable and potentially 


of benefit.    


What we did  


We invited six people who were about to be discharged from inpatient 


rehabilitation to receive the mentoring (referred to here as the 


buddies). 


We paired these with people who had also experienced a TBI and been 


discharged from inpatient rehabilitation between one and five years 


previously. These were the mentors. They attended a two day training 


workshop and were employed by AUT university.   


The mentors and buddies were introduced to each other while the 


buddy was still in inpatient rehabilitation. They met together another 


five times over the next six months.  They met in the buddy’s home,  in 


local cafes, or went on outings together.  During these meetings they 


shared their experiences of recovery after TBI.  


Peer mentoring after traumatic brain injury  


 


 


 
 
 


 
 


Summary of 


findings 


Who we are:  


Dr Hinemoa Elder  


Professor Paula Kersten 


Christine Cummins 


Professor Kath McPherson  


Associate Professor Duncan Babbage  


THIS  STUDY  WAS  FUNDED  B Y :  
HEALTH  RESEA RCH  COUNCIL  OF  N EW  ZEALAND    


Professor Richard Siegert 


Associate Professor Nicola Kayes 







 


Peer mentoring is when someone 


who has lived through a specific 


experience supports a person who 


is new to that experience.  


The mentors were someone to talk things through with 


and share experiences with.  


They were not there to give specialist advice but could 


only talk from their own experience.  


The buddies recognised their mentor as someone who 


’got it’ - who understood what they were going through 


a bit more than others did.  


They appreciated the tips for coping with persistent 


problems like fatigue and memory. 


What is a peer mentor and what do they do?  


He enjoyed talking about some of the stuff 


to someone who kind of got it a little better 


than other people. [mentor] 


SHARED EXPERIENCE  


They actually understand where 


you are at because they have 


been through it themselves and 


that part is really helpful […] 


and talking and just getting 


helpful tips about the injury and 


talking about our injuries and 


things like that. [buddy] 


He knew, he’d been 


there …  he had been 


through it […] he had 


lived it and physically 


trained in that field 


by being run over on 


his bike. I am just 


new at this. […] he 


was like a brain 


injury guru. [buddy] A SPECIAL KIND OF ‘EXPERT’ KNOWLEDGE 


[It] allowed me to have someone who’s a 


friendly expert, who had been through a 


brain injury to connect with. [buddy] 


He wasn't telling me to do it he 


was just— “what do you think 


about that?”  […] just specific lines 


of “write things down in your 


diary”, which I did, I’ve got it in 


my room, you know- “write down 


your  days”  [and I thought] “you 


said that—maybe I will try 


that” [buddy]  
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Mentoring helped both the person 


doing the mentoring and the person being 


mentored. Sharing stories, finding people that 


you could relate to and feeling good about being 


able to share and support someone else. 


The buddies appreciated the practical advice 


their mentors offered them.  They valued their 


expertise as some one who had ‘been there and 


done that’. They felt a sense of hope when 


meeting with their mentors. 


Just to take that break, get some 


helpful advice, just sit there and talk 


in general about what’s going on in 


your world and why, why is this 


happening. […] Because like I said 


family and even your friends they are 


just too close. They are too protective 


of you and actually don’t step back 


and understand. [buddy] 


How did peer mentoring help?  


Yeah it was great. It was really good for me. 


I didn’t expect this to be helpful for me and 


it was. It always surprises you doesn’t it? 


[mentor] 


GIVES ME HOPE  


Just talking to 


someone about what 


I have gone through 


instead of having it 


bottled up inside of 


me. [mentor] 


It helps you feel like you are 


understood and you are not 


the only person going through 


this trouble, but there have 


been other people who have 


gone through similar things 


who are able to show you a 


glimpse of hope that life gets 


better. [buddy] 


Just how where he’s come from, from 


his accident until now. How he’s 


accomplished the things that he needs 


to do […] What it helped me is he’s 


back to work. And that’s where I want 


to be. [buddy] 


ENCOURAGEMENT 







In conclusion:  What did we learn? 


Thank you: Our warmest thanks to those who helped with getting this project underway, our 


mentors and their buddies. This study was funded by Health Research Council of New Zealand and was 


supported by ABI rehabilitation.  


 Peer mentoring was an acceptable form of support for people after a traumatic brain injury. 


 Both the  person doing the mentoring and the person receiving the mentoring found it beneficial. 


 The programme needs to be flexible to accommodate the  specific circumstances of those 


involved.  


 Those who attended the workshop appreciated the opportunity to talk about their experiences 


and meet others who had similar experiences putting their lives back together. 


 The mentors need support in their roles.  


We have presented our findings at conferences and discussed this at workshops attended by 


rehabilitation professionals.  We have made some  changes to our processes following this study and 


are applying for funding to try this approach to peer mentoring on a larger scale.  


 If you have any comments or questions about these findings please contact the 


researchers:  


Professor Paula Kersten:  paula.kersten@aut.ac.nz  


Christine Cummins: christine.cummins@aut.ac.nz  : (09) 921 9999 ext 7712 


Where to from here? 


The experience of mentoring  


When we were getting together everybody felt a 


bit of a pressure, a responsibility to the person 


because we kind of get what it was like to go 


through what they went through and so you don’t 


want to fail the person. [mentor] 


You process your own head injury issues when 


you are mentoring someone […] I was sort of 


rethinking my own head injury and my own 


thing to try and be useful to him. [mentor] 


The workshops we had before we went, 


listening to what everybody else was saying 


sort of gave me a great confidence in that I 


wasn't the only one. [mentor] 


 


The first day […] that was awesome […] 


sharing with that group of people […] 


everyone got to go ‘blah this is what 


happened to me’ - it was kind of incredible. 


[mentor] 
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A New Zealand Model of Community Integration 


Jonathan Armstrong, MHSc(Hons), BSc(Hons)OT 


Director of Rehabilitation 


ACRM October 2015 







Outline 


• Funding for rehabilitation services in NZ 


• ABI Rehabilitation NZ 


• The history of the Community Re-integration Program 
(CR-IP) 


• Components of CR-IP 


• What the data shows 


• Where to now…? 
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Funding for rehabilitation services 


• Accident Compensation Cooperation (ACC) 


• Provides comprehensive, no-fault personal injury cover 
for all residents and visitors to New Zealand. 


• One national contract for funding rehabilitation services 
for moderate-severe brain injuries – TBIRR 


• Three national providers of rehabilitation services 


ACRM October 2015 







ABI Rehabilitation: 
 
• Two sites – Auckland & Wellington 
• Covering the North Island and the 


top of the South Island 
• Covering 16 of the 20 District Health 


Boards 
• Approx. 80% of the NZ population 


ACRM October 2015 
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Community (re-)integration – NZ Perspective 


• In New Zealand community (re-)integration begins in the sub-acute 
in-patient rehabilitation setting 


• Goals are set with the client and family that relate to leisure, 
community access, domestic and social life 


• Clients’ rehab activities in relation to these goals are graduated from 
the structured rehab environment back into the “real world” 


• Rehab may take place in the local shop, the local neighbourhood, 
shopping malls, supermarkets, DIY store, café etc… 


• Rehabilitation funding allows for overnight leave periods at home, 
therefore “home trials” can be arranged prior to discharge 


ACRM October 2015 







Why we started looking at CR-IP 


• Rehabilitation “streams” (2012) 


• To create a document that supported our practice with 
relevant evidence 


• To have information regarding this area of ABI Rehabilitation all 
written down and in one place 


• To be able to create documents for funders, clients and families 
in the future 


• A tool for clinical reflection 


• A tool for review and ongoing service development 


ACRM October 2015 







PowerPoint Title 


Medical & Nursing 
Community  Re-integration


Emerging 
Consciousness


as needed


Neuro-behavioural
as needed


High needs, in PTA
Independent, 
out of PTA


Client awareness 
and function


Impairment ParticipationICF focus for team Activity


Admission
Discharge to 
community


Client rehabilitation
milestone


Inpatient 
rehabilitation 
programme or 
‘stream’


ACRM October 2015 







How we got started 
• A group of 5 people representing each of the main professions, plus our Research 


Director 


• Brainstorm - OT style!  


• What are we doing? 


• Why are we doing it? 


• Themes established 


• Decisions re the main aims of community re-integration 


• Similar interventions grouped together under the main aims 


• Draft sent for review by management team and external reviewers 


• Adjustments made to create the first document 


• Two reviews since 2012 
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Entry criteria to CR-IP 


• No longer in a minimally conscious state or requiring close 
medical/nursing supervision 


• Continues to require intensive rehabilitation input 


• Emerged from PTA or has been deemed by the interdisciplinary 
team to have long-term residual deficits in memory 


• Based on behaviour and safety considerations, the client is 
likely to function adequately well in the less structured, more 
open environment of a ‘transition’ house. 


• More explicit discharge planning is needed, up to and including 
working toward a specific planned discharge date. 
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The aims of a CR-IP 


1. Increasing client independence and therefore reducing 
burden of care.   


2. Integrating a client back into their home and community 
environment. 


3. Ensuring adequate supports are in place prior to 
discharge. 


4. Considering the culture and family-whānau 
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The interventions 
• Increasing client independence and therefore reducing burden 


of care.   


• Health and welfare 


• Increasing physical tolerance/strength/endurance 


• Increasing communication effectiveness and efficiency 


• Cognitive re-training/rehabilitation 


• Emerging awareness 
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The interventions 


• Integrating a client back into their home and community 
environment. 


• Client centred goal setting 


• Interdisciplinary working 


• Increased social/leisure participation 


• Increased client productivity 


• Increased community access 
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The interventions 


• Ensuring adequate supports are in place prior to 
discharge. 


• Education for client and family-whanau 


• Skills training for families-whanau 


• Graduated transition home 


• Identifying suitable discharge destinations 


• Identifying suitable supports in the community 
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The interventions 


 


• Cultural and family-whanau considerations   


• Supporting Families 


• The family’s role at the community re-integration stage 
of rehabilitation 


• Maori 
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What are the results? 
Time for some numbers…… 
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Relationship of inpatient stays with PTA duration 


17.9 days 42.8 days 


30.7 days 


Injury 


Time in Acute 
Care 


Time in 
Inpatient Rehab 


Time in PTA 


Re-Integration 
to community 


30 days between end of 
PTA and discharge  
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Discharge destination March 2008 – May 2015 
(n = 1143) 


Home (with or 
without support) 


Longer-term care Other or missing 
data 


877 (77%) 76 (7%) 190 (16%) 
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Australasian Rehabilitation Outcomes 
Centre (AROC) Data 


Population Date of report Discharge 
destination 


Target ABI Akl ABI Well 


Traumatic brain 
dysfunction 


June 2014 A private 
residence 


90% 100% 100% 


Brain 
dysfunction 


June 2013 Same or greater 
independence 


80% 87% 86% 


Brain 
dysfunction 


Dec 2012 Same or greater 
independence 


80% 86% 96% 
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What were the FIM results? 
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What now? 


• CR-IP is used for orientation of new staff 


• Reflections on our clinical work 


• Review of the evidence we use 


• A “living document” – for regular review 


• A training tool 
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jonathan.armstrong@abi-rehab.co.nz 
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Caregivers’ work stress 
 


Current demand for long-term care exceeds the available resources. Review of the literature 


suggests work stress is a common experience for non-health professionals in paid caregiving 


roles (formal caregivers), and the experience differs depending on the context. However, no 


New Zealand (NZ)-based studies were identified in the literature review, and as such, it is 


unclear which factors contribute to work stress for formal caregivers in the unique NZ 


context. Furthermore, very few studies explicitly set out to explore the experience of work 


stress for this population. To meet the increasing demand for long-term care, it is important to 


enhance understanding of, and address the work stress that formal caregivers’ experience. 


The aim of this study was to explore the experiences of work stress of formal caregivers in 


the Auckland region. 


This study used an Interpretive Descriptive Methodology. Data from n=10 formal caregivers 


was collected using semi-structured in-depth face-to-face interviews. Data was analysed 


using thematic analysis to identify key categories and themes that captured participant reports 


of their experiences. 


Findings suggested that formal caregivers experienced high levels of work stress, possibly 


leading to negative outcomes for the caregivers themselves, and their patients. Key themes 


were: having too much work to do, having no control over the work, feeling undervalued and 


under constant pressure, and not having sufficient resources to provide quality care for 


patients. Analysis and interpretation proposed: these roles to be a complex and fluid 


experience as a result of an inherent, dynamic tension between the reasons to be a caregiver 


and the burden of caregiving. However, the impact that stress had on caregivers and their 


work appeared to depend on a range of factors that are potentially modifiable.  These related 


to the person’s context, their work environment, and their coping strategies. 


Despite there being a significant body of work identifying stress as a component of 


caregiving roles, this appears to be the first NZ study explicitly setting out to explore work 


stress experiences of formal caregivers working at long-term care facilities. The findings 


contribute to the current knowledge about formal caregivers’ work stress by identifying the 


challenges relating to the lack of recognition of formal caregivers’, the unintended 







consequences of person-centred care and particular difficulties experienced by migrant 


formal caregivers.  


This study has increased understanding of how formal caregivers experience work stress and 


demonstrated the complexity of that experience. The findings of this study could be used to 


guide the development of interventions aiming to improve both the work environment and 


caregivers’ ability to cope with stress.   


 






