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Background. Evidence-based practice promotes patient-centered care, yet the
majority of rehabilitative research fails to take patient perspectives into consider-
ation. Qualitative research provides a unique opportunity for patients to express
opinions and provide valuable insight on intervention processes.

Objective. The purpose of this study was to assess the feasibility of a novel,
intensive, task-specific intervention from the patient’s perspective.

Design. A phenomenological approach to qualitative inquiry was used.

Methods. Eight individuals with chronic stroke participated in an intensive inter-
vention, 3 hours per day for 10 consecutive days. Participants were interviewed twice
regarding their impressions of the therapy, and a focus group was conducted with
participants and family members. Data analysis included an analytical thematic
approach.

Results. Five major themes arose related to the feasibility of the intervention: (1)
a manageable amount of fatigue; (2) a difficult, yet doable, level of intensity; (3) a
disappointingly short therapy duration; (4) enjoyment of the intervention; and (5)
muscle soreness.

Conclusions. The findings suggest that participants perceived this novel and
intensive, task-specific intervention as a feasible therapeutic option for individuals
with chronic stroke. Despite the fatigue and muscle soreness associated with inten-
sive rehabilitation, participants frequently reported enjoying the therapy and stated
disappointment with the short duration (10 days). Future research should include a
feasibility trial of longer duration, as well as a qualitative analysis of the benefits
associated with the intervention.
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Current literature suggests that
task-specific practice and rep-
etition play a major role in cor-

tical reorganization and functional
recovery following stroke.1–6 These
basic motor learning principles have
been integrated into neurological
rehabilitation with success.1–6 Inten-
sive mobility training (IMT) is a novel
intervention based on concepts of
motor learning theory, repetition of
practice, and task-specific training,
using a massed practice schedule in
an effort to stimulate functional
recovery of gait, balance, and mobil-
ity in individuals with chronic
stroke.

Intensive mobility training applies
concepts of constraint-induced
movement therapy (CIMT), a ther-
apy shown to substantially reduce
the motor deficits of the more
affected upper extremity of certain
populations.7–10 Constraint-induced
movement therapy attempts to
reverse the reliance on the less
affected limb by pairing 2 therapeu-
tic components: restraint of the less
affected limb and participation
massed practice with the more
affected limb.4 Despite the success
of CIMT, these techniques are not
applicable to the lower extremities,
as it is not feasible to physically
restrain the lower extremity.

Research indicates the benefits of
CIMT may be from the massed prac-
tice component, not the restraint
portion of the therapy, and, there-
fore, the use of CIMT components in
the rehabilitation of the lower
extremities has been examined with-
out the need to physically restrain
the unaffected limb.11,12 The guide-
lines for such an intervention pro-
moted functional use of the affected
extremity while preventing or reduc-
ing compensatory strategies, includ-
ing limiting the use of assistive
devices or orthoses and focusing on
symmetrical movements during all
tasks. An example application might

include ascending stairs with a recip-
rocal pattern, as opposed to the com-
pensatory step-together pattern typ-
ically seen with lower-extremity
impairments. The implementation of
massed practice to the lower extrem-
ities using these guidelines has been
shown to significantly improve
lower-extremity function and
balance.5,6,12,13

Intensive mobility training uses the
concepts of repetition, task-specific
practice, and massed practice in an
effort to elicit changes specifically in
gait, balance, and mobility. In this
intensive protocol, individuals par-
ticipate in 3 hours of therapy a day
for 10 days; rest time during the
3-hour therapy period was limited to
a maximum of 30 minutes in this
study. Participants are expected to
spend a considerable amount of time
weight bearing, in task-specific prac-
tice, in an effort to elicit changes in
lower-extremity function. This pro-
tocol, as stated previously, is inten-
sive; therefore, participant tolerance
of the therapy should be taken into
account.

Although the feasibility of lower-
extremity massed practice has been
addressed quantitatively, there are
no studies assessing the feasibility of
participation directly from the indi-
viduals participating in the interven-
tions.5 Qualitatively assessing the
feasibility of such an intensive inter-
vention is necessary to gather opin-
ions and information on perceptions
of the intervention, as well as to pro-
vide valuable insight on how to mod-
ify an intervention. Most impor-
tantly, this method of gathering
information captures a component
of evidence-based practice—that is,
patient values and preferences—
directly from those participating.

Phenomenology is a qualitative
method that has frequently been
used in the nursing field to address
research questions about nursing

practice and education.14,15 This
method may be used to gather infor-
mation on an individual’s perception
of an experience. An “experience”
may range from individual thoughts
about living with stroke or attending
the Super Bowl—either way, indi-
viduals are free to express their per-
ceptions of the experience. This
method has specific relevance to
rehabilitation and, more specifically,
to stroke rehabilitation.16 As Gold-
berg stated, “It can be argued that
rehabilitation practice is rooted in
patient experience and that experi-
ential aspects, including patient per-
ception and expectations are of
ultimate importance to rehabili-
tation.”16(p4) A phenomenological
approach offers opportunities to
describe and interpret personal
accounts of an experience, a vital
component to the growth and suc-
cess of evidence-based practice and
rehabilitation for individuals with
chronic stroke.

The physical therapy profession has
emphasized the importance of incor-
porating patient preferences and pri-
orities throughout the rehabilitation
process.17 Evidence-based practice,
by definition, includes patient values
and preferences. Using a phenome-
nological approach to the observa-
tion and detailed analysis of personal
perspectives of those who partici-
pate may give valuable insight on the
feasibility of rehabilitative tech-
niques, as well as highlight new
questions or problems that may be
addressed in future research. There-
fore, the purpose of this study was to
qualitatively assess the feasibility of
an intensive, task-specific interven-
tion from the perspective of those
participating.

Method
Research Design
A phenomenological approach to
qualitative inquiry was used to assess
the participants’ perspectives of the
feasibility of an intensive, task-
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specific intervention for individuals
with chronic stroke. Phenomenol-
ogy acts to explore an experience
(or phenomenon) from the perspec-
tive of those who participate.16,18–20

In this study, the phenomenon being
explored was the feasibility of an
intensive intervention, and in-depth,
semistructured interviews were used
to capture individual perceptions
and experiences.

Role of the Researcher
During qualitative inquiry, the
researcher is an integral part of the
research process. This study was no
different, as the primary researcher
was involved with participants on a
daily basis and responsible for data
collection and analysis. The
researcher had day-to-day interac-
tions with participants, including
daily greetings and assistance with
logistical matters, and in rare
instances provided the therapeutic
services to the participants. As for
data collection, the researcher
scheduled and conducted all inter-
views, as well as the focus group.
Data analysis was completed by both
the researcher and a nonaffiliated
individual in an effort to have multi-
ple perspectives and prevent
researcher bias. The nonaffiliated
individual was not familiar with the
therapy and had no interaction with
participants, therefore eliminating
potential bias during the data analy-
sis process. Researcher biases were
made apparent and monitored
through reflexivity journaling com-
pleted throughout the research pro-
cess, combined with occasional peer
debriefings. The process of reflexiv-
ity journaling is discussed in the
“Establishing Trustworthiness of the
Data” section.

Participants
Prior to participation, all individuals
and family members who agreed to
participate in the interview process
signed an informed consent docu-
ment approved by the University of

South Carolina Institutional Review
Board. Inclusion criteria for the IMT
study were: greater than 6 months
poststroke, the ability to stand for
minutes with or without an assistive
device, the ability to walk with or
without an assistive device for a min-
imum of 9.7 m (10 ft), and the ability
to transfer (ie, from a wheelchair to a
bed) with minimal assistance. Exclu-
sion criteria for the IMT study were:
the presence or diagnosis of other
neurological conditions, the pres-
ence of nonhealing ulcers, resting
blood pressure greater than 180/
100, and various medical conditions
that might place an individual at
increased risk or harm.

A total of 42 individuals with chronic
stroke were recruited for the larger
intervention trial. For this study, a
sequential sample of individuals
entering the larger intervention trial
was used to gather feelings and atti-
tudes about participation in the
larger trial. Participants were
recruited for this study by the
researcher as they began participa-
tion in the larger trial. If a participant
expressed moderate to severe apha-
sia, he or she was not included in
this study due to the nature of the
research (interview); individuals
with mild aphasia who were able to
articulate thoughts were included in
this study.

In phenomenological studies, sam-
ple sizes vary considerably, but typi-
cally are very small compared with
quantitative studies.15,21,22 More data
do not necessarily equate to more
information, as a single experience is
all that is necessary to be part of the
analysis framework. In addition,
qualitative research is highly labor
intensive, making it time consuming
and impractical to analyze large sam-
ples.23 Instead, data are collected
only to the point where continued
data collection does not identify new
information related to the topic of
interest.23 For this study, a predeter-

mined sample size was not estab-
lished prior to investigation, and data
were to collected until data satura-
tion (ie, the point at which new
themes were no longer being gener-
ated with successive data collection)
occurred. Following a pilot analysis
of 6 participants, a sample of 8 indi-
viduals was recruited and inter-
viewed for this study. Further
recruitment was deemed unneces-
sary secondary to data saturation.

Intervention
Intensive mobility training was per-
formed 3 hours per day for 10 con-
secutive weekdays, for a total of 30
hours. During each session, 1 hour
was dedicated to gait training. For
the purpose of the larger interven-
tion trial, participants were random-
ized to either body-weight–
supported treadmill training or
traditional overground gait training.
The remaining 2 hours of therapy
was dedicated to balance (1 hour)
and strength, range of motion
(ROM), and coordination (1 hour)
activities. Rest time was limited to a
maximum of 30 minutes during the 3
hours of therapy. Rest time was
given periodically throughout the 3
hours as performance on tasks
diminished or as requested by the
participant. All therapeutic activities
were directed toward the affected
lower-extremity limitations. Activi-
ties were marked as either balance or
strength/ROM/coordination by the
specific action of the affected lower
extremity, and the time in activity
was noted. For instance, a high-level
activity may have included riding a
push scooter. If the affected extrem-
ity acted as the stance limb, it would
be considered as a balance activity; if
the affected limb acted as the push-
ing limb, the activity would be con-
sidered in the strength/ROM/coordi-
nation category. This study did not
include a home component; there-
fore, participants were not advised
on specific activities to be com-
pleted after therapy.
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Although the duration of the inter-
vention and time spent in specific
activities was standardized, the
specific therapeutic activities were
individualized according to the par-
ticipant’s level of function, perfor-
mance, fatigue, frustration, and inter-
est. Activities were chosen to
provide a significant challenge for
each individual and included func-
tional tasks with an added level of
difficulty. Such activities included
overground gait training without an
assistive device on various surfaces
(eg, grass), sit-to-stand transfer on
pliable surfaces, stair climbing using
only the affected limb to ascend and
descend stairs (a step-to pattern con-
trolled by the affected limb), or bal-
ance activities on various surfaces
with the incorporation of cognitive
tasks. Because individual interests
were taken into consideration, inter-
ventions often included hobbies or
sports (ie, golf) that participants
enjoyed or tasks (eg, household
chores) that they expressed an inter-
est in completing. Task difficulty was
determined by allowing the partici-
pant to be successful, yet balance on
the verge of failure (require some
assistance) in an effort to keep the
task level at a high level of difficulty.
As participants improved in perfor-
mance, tasks were progressed with
increasing difficulty and complexity.
This task progression was accom-
plished by altering dimensions such
as increasing the time spent on a
specific task, increasing height or
distance at which the task was per-
formed, or increasing the pattern
complexity or speed. Participants
received intermittent verbal feed-
back to encourage proper move-
ment and mechanics and to acknowl-
edge improvements in task
performance.

Data Collection
Prior to data collection, a pilot study
was completed on 6 individuals par-
ticipating in the larger intervention
trial in order to assess the integrity of

the method and determine whether
the information gathered during the
interview process addressed the pur-
pose of the study. The pilot study
participants and the data collected in
the pilot process were not included
in the current analysis, as substantial
changes were made to the method
and interview questions.

Data collection methods involved 2
semistructured interviews and a
focus group. Semistructured inter-
views were held with each partici-
pant after the initial 5 days of partic-
ipation and following completion of
the 10 days of therapy. A series of
open-ended questions were asked
regarding their impressions and
physical tolerance of the therapy
(Appendix). Participants were
probed for additional information
based on their initial response to the
questions. For instance, if a partici-
pant stated that following therapy he
or she had a difficult time moving his
or her body, follow-up questions
were used to clarify exactly why the
individual had difficulty with body
movement. Interview duration var-
ied (10–30 minutes) according to
the quantity of information partici-
pants wanted to provide. All inter-
views were conducted in a private
setting by the primary researcher
and recorded using a digital voice
recorder.

Past and present participants of the
larger clinical trial, as well as their
caregivers or family members, were
invited to attend a focus group in an
effort to obtain collaborative
thoughts on the feasibility of the
therapy. This focus group included
both participants who completed
the semistructured interviews and
those who did not. Family members
were included to add quality descrip-
tive information about their family
member’s fatigue, emotional status,
and behavior throughout participa-
tion in the study. All family members
participating in the focus group

signed an informed consent state-
ment prior to entering the focus
group. Individuals with moderate to
severe aphasia were not included in
the focus group due to the nature of
the research (interview). Focus
groups act to contribute additional
information, as the dynamic interac-
tions among participants facilitate
the generation of new ideas, issues,
and perceptions related to the ther-
apy.24 Focus group questions were
pulled from the semistructured inter-
views and specifically addressed
identical concepts of individual per-
ceptions and physical tolerance of
the therapy. The duration of the
focus group was 30 minutes. The
focus group was conducted by the
primary researcher and recorded
using a digital voice recorder.

Data Analysis
All interviews were transcribed ver-
batim into text format by the pri-
mary researcher. For confidentiality
purposes, all transcriptions were
labeled with numerical identifiers,
pseudonyms were used for every
participant, and all information was
kept in a password-protected file.

The data were analyzed with an
interpretive thematic analytical
approach using qualitative analysis
software (NVivo 8, QSR International
Inc, Cambridge, Massachusetts).25

This method of data analysis is
derived from grounded theory and
phenomenological approach and is a
foundational approach to qualitative
analysis.25 The process includes data
reduction, data display, conclusion
drawing, and verification.

Reduction of the data involved
repeatedly reviewing the data in an
effort to organize, manage, and
extrapolate the most meaningful sec-
tions of the data.25 Sections of data
that provided insight on the feasibil-
ity of the therapy were highlighted.
The extrapolated information was
coded or indexed with shorthand
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labels that indicated common
themes (eg, improved endurance).
Because data analysis is a dynamic
process that occurs throughout the
data collection period, if a new
theme arose during a successive
interview, all previously coded tran-
scripts were reviewed and assessed
for the presence of that theme. Data
reduction was conducted by the pri-
mary researcher; data coding was
conducted by the primary researcher
and a non–health care professional
(unaffiliated with the research) to
provide an alternate perspective on
the transcriptions. The non–health
care individual was educated on the
intervention provided and trained on
the coding process.

Concept maps and diagrams were
used for data display to determine
overlap and linkages among themes.
This method allows for the conden-
sation of codes into major themes as
trends or patterns are identified in
participant statements.25 For exam-
ple, text initially may have been
coded as “home fatigue” or as “ther-
apy fatigue.” During data display, the
aforementioned coded text may be
lumped together to create a major
theme “fatigue.” The themes are
used to capture the essence of the
experience and group text into
meaningful statements.25

The final stage consisted of conclu-
sion drawing and verification. Here
the coded text and emerging themes
from the data must be assessed for
their credibility through the solicita-
tion of a peer review to ensure that
participant’s perceptions are fully
and accurately represented.25 A third
analyst, a researcher in the larger
clinical trial, was trained on the cod-
ing labels and themes and randomly
reviewed 4 coded transcriptions to
check for coding and thematic
appropriateness.

Following the pilot study and the ini-
tial 3 participant interviews, no new

themes or information arose with
the 5 successive interviews. That is,
when coding successive interviews,
all information could be applied to
existing themes. This occurrence is
known as “data saturation”; there-
fore, further recruitment was
deemed unnecessary.23,26

Establishing Trustworthiness of
the Data
Multiple measures were taken to
enhance the scientific rigor of this
study, including the use of an audit
trail, peer review, member checking,
and maintenance of a reflexivity jour-
nal.25 An audit trail was used to doc-
ument all changes to or variations in
qualitative study protocol and the
purpose for those changes. For
instance, if a follow-up interview
was conducted early due to partici-
pant availability, this information
was documented, along with the rea-
soning, in the audit log. No major
changes occurred during the study.
The audit log was maintained by the
researcher and reviewed by 4 indi-
viduals: 2 researchers and 2 indepen-
dent individuals with knowledge of
the study design. This method is
used to secure the dependability of
all procedures implemented
throughout the research study.24

Peer review is a procedure in which
colleagues review procedures and
logistics in an effort to assess the
dependability of the approach.24 The
process of peer review was com-
pleted by a third analyst who
reviewed the data for appropriate-
ness of the coded content. Member
checking, also known as “member
validation,” acts to solicit feedback
from participants and meet the crite-
ria for confirmability.24 To complete
the member checking process, tran-
scriptions were mailed to all partici-
pants to allow participants to verify
context of interviews and ensure
accuracy of extrapolations. Lastly, a
reflexivity journal is an important
method to help monitor researcher
bias, as the researcher is an integral

part of the research process. The
journal was used for the primary
researcher to monitor personal judg-
ments, perceptions, and interests
that may affect the research topic, as
well as state efforts to reduce or elim-
inate biases. The reflexivity journal
was given to all other researchers
involved in the study for review and
comment.

Role of the Funding Source
Financial support for this study was
provided by a grant from the Ameri-
can Heart Association (Scientist
Development Grant, AHA Award
#0835160N).

Results
A total of 8 individuals who partici-
pated in the intensive, task-specific
therapy served as the main inter-
viewees for this study (Table). All 8
participants participated in 2 semi-
structured interviews. A total of 7
individuals attended the focus
group: 4 participants from the larger
trial and 3 family members. Of the 4
participants from the large trial, only
2 had participated in the semistruc-
tured interviews.

Descriptive Data
The mean age of the interviewees
was 62 years (SD�10.05), with a
mean time since stroke of 21 months
(SD�18.8). The majority of the par-
ticipants were male, with only 1
female interviewee, as well as 1
female past participant and 2 female
family members attending the focus
group. Three of the 8 participants
were primary wheelchair users,
requiring the use of wheelchair for
community mobility; 1 participant
required the wheelchair for both
home and community mobility. Only
2 of the 8 interviewees did not use
an assistive device prior to participat-
ing in the therapy.

Themes on Feasibility
The data analysis revealed 5 major
themes related to the feasibility of
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participating in intensive therapy
(Figure): (1) a manageable amount of
fatigue; (2) a difficult, but doable,
level of intensity; (3) an opinion that
the therapy (total days of therapy)
was too short; (4) enjoyment of the
therapy; and (5) mild muscle sore-
ness. The feasibility model (Figure)
displays the derived themes placed
in order from greatest to least num-
ber of references.

Fatigue. Fatigue was the theme
most discussed by participants. Ref-
erences related to fatigue included
experiences such as the fatigue
experienced during the therapy, as

well as fatigue carried over to the
home environment. Some partici-
pants were surprised by the level of
fatigue experienced during the ther-
apy. Bob stated, “I got pretty tired,
more tired than I thought I would.”
He continued by stating, “On my
right side [affected side] the muscles
were tired.” The majority of com-
ments revolved around a high, yet
tolerable, level of fatigue. Charlie
commented on his level of fatigue:

I’m tired—that is to be expected, but
not to the point that I can’t func-
tion. . . . I get to the point where 21⁄2

hours in, I’m pretty well shot, but I
get 2 to 21⁄2 hours of real good work.

A common perception was that
some days of therapy were very dif-
ficult and others were not. Partici-
pants discussed going home and hav-
ing to nap or rest on some days, and
other days being able to go about
their daily routine. A number of
statements were made regarding the
amount of fatigue occurred early in
the therapy, during the first 5 days.
Frank commented:

Some of the days I was just wiped out.
Other days I was able to stay up and
watch TV or maybe go out to the
grocery store or whatever. As my
body got used to it, I wasn’t as wiped
out when I got home. I mean, the first
2 days I was totally wiped out.

Harold’s wife, Lana stated:

Around day 3 or 4, he was just like
“this is incredibly challenging.” I
don’t think he was going to drop out,
but he was just like “I am really tired,
this is a lot.” And they [trainers] told
him that this was around the time
when most people start to question
“Am I going to make it through?” I
think he had 2 trains of thought going
on here. One was “I want to do it, and
I’m going to do it,” but the other one
was “I’m so tired, this is really more
than I have done in a long time.”

Although majority of comments on
fatigue revolved around a high, yet
tolerable, level of fatigue, one indi-
vidual commented with frustration
on his fatigue due to the limited rest
time. George stated, “I got very tired,
and then they [trainers] tell me that I
can’t sit down too much because I’m
using all my sitting time.”

Intensity. Participants made vari-
ous statements regarding the inten-
sity of the therapy and how they felt
their bodies handled the intense
nature of the intervention. The
majority of comments revolved
around the therapy being difficult,

Table.
Demographic and Descriptive Characteristics for the 8 Interviewees and Focus Group
Attendeesa

Pseudonym Sex
Affected

Side Age (y)

Time Since
Stroke
(mo) Assistive Device

Semistructured interview participants

Alice F L 64 38 Rolling walker for home, wheelchair
for community

Bob M R 66 60 Rollator

Charlie M R 56 15 Straight cane

Dan* M R 81 8 None

Ed M R 56 8 None

Frank M L 60 9 Quad cane

George M L 67 22 Quad cane for home, wheelchair
for community

Harold* M L 47 9 Wheelchair

X (SD) NA NA 62 (10.05) 21 (18.8) 5 primary ambulators
3 primary wheelchair users

Focus group participants

Dan* M R 81 8 None

Harold* M L 47 9 Wheelchair

Ian M R 59 60 None

Jen F L 73 12 None

Ken � M NA 78 NA NA

Lana � F NA 47 NA NA

Mary � F NA 70 NA NA

X (SD) NA NA 65 (12.42) 36 (33.94) 3 primary ambulators
1 primary wheelchair user

Combined X (SD) for interview
and focus group participants

63 (10.63) 24 (21.03) 7 primary ambulators
3 primary wheelchair users

a Asterisk denotes an interviewee who also attended the focus group, � denotes a spouse of a
participant. F�female, M�male, NA�not applicable.
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yet doable. Alice described the ther-
apy intensity as “medium or average”
in difficulty. Frequently, participants
made comments regarding their per-
ception of the intensity after initia-
tion of the therapy and how their
perception changed by the end. Har-
old commented, “At first, I thought
the length was too long, 3 hours . . .
but by the end, I thought it was fine.”
Dan made a similar statement,
“Going into it, I said ‘uh oh’ after the
first day. How am I going to get
through 10 days of this? Never again
did I think that.” Other participants
discussed how they questioned their
physical ability to complete the ther-
apy, but were surprised by what they
were able to accomplish. Frank
stated:

I had turned into a couch potato
(laugh), and I physically didn’t feel
like I was able to do it, but it fooled
me and the way [you all] do things if
your body gets tired . . . you take a
pause or a break, and that helps.

Frank continued by stating:

I mean it’s . . . rough, but it’s enjoy-
able. It’s not too tough that you can’t
put up with it. . . . It’s tiring, yes. You
hurt. The muscles you haven’t used in
a while start achin’, . . . you want to
quit [exerting the effort], but you
can’t.

Although the majority of comments
experienced the therapy as difficult,
but doable, one participant did sug-
gest the therapy time be reduced.
George stated:

It is very hard. . . . What else can I say,
it’s just hard. . . . If there would be
any way of getting what you want
accomplished in less time, I would do
that. Three hours up on your feet
after being off my feet for over 2 years
is a handful.

Short therapy duration. A com-
mon theme among participants was
that the therapy duration (10 days)
was too short. Participants fre-

quently commented on how the
therapy ended just as their body
adjusted to the intensity. The short
duration also seemed to lead to per-
sonal frustration that something that
was helping them was taken away.
Charlie commented:

It [the therapy] really needs to be 2
weeks, 4 weeks, 6 weeks longer to
really get the most benefits out of it
[be]cause right now I’m at the point
where I have the endurance. I built
up the endurance, and now I’m there.
I’m there, let’s take it to the next
level, and now I [have to] go
home. . . . It’s hard work, but it’s well
worth it, and it’s not long enough. . . .
You’re feeling really good by the end
of the second week, and you can get
through the 3 hours, and then, poof,
it’s gone.

Lana, Harold’s wife, commented on
how the therapy had changed their
lives:

So for us [Harold and herself], those
10 days opened up an entirely new
world, it was a rebirth, and so after 10
days, it’s [kind of] like “Wow, I wish it

were longer.” What could we have
accomplished if we could have kept
going?

Enjoyment of therapy. Despite
the intensity and the associated
fatigue of the therapy, participants
frequently commented on their level
of satisfaction and enjoyment of the
therapeutic experience. Jen com-
mented, “You made it fun—work-
ing, but you made it fun. Most of it.”
Frank also commented on his enjoy-
ment of the implementation of the
therapy:

I fall into a trap where if I do the same
thing over and over and over, I get
tired of it, and I don’t want to do it
anymore. And this, because it’s been
so many different people with so
many different ideas . . . , you never
get bored—I mean, there is always
something to keep you interested.

Many participants commented on
how this therapy has been different
from what they have experienced in
the past. Frank reported a conversa-
tion he had with a past therapist:

Manageable Amount of
Fatigue

Difficult, But Doable, Intensity

Therapy Too Short

Enjoyment of Intervention

Muscle Soreness
FE

A
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Figure.
Themes related to the feasibility of participating in the intensive intervention and the
number of associated references.
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But . . . Mark, I talked to him the other
night. . . . He was my therapist . . .
and he was asking me . . . if I thought
I got anything out of therapy, and I
said, “Mark, I like you, but let me tell
you, you all don’t have anything
(laugh).” I said, “If you want to see a
program, you need to go and . . . just
observe what they do.”

Despite the multitude of positive
experiences related to enjoyment,
one individual had quite the oppo-
site experience secondary to fear.
George stated:

It has been . . . very difficult and scary
[be]cause I’m off balance and asked
to do something that makes me more
off balance. I know that I have people
[trainers] all around me, hanging on
to me, but still I am terrified. . . . It
scares the hell out of me.

George went on to say:

It is the longest 3 hours I have ever
spent in my life. . . . I could not wait
for the day to be over. . . . I’m just
tired of being scared to death.

Muscle soreness. Participants
commented on using muscles they
have not used in a long time and
reaching a point of muscle soreness.
No statements were made regarding
an intolerable level of muscle sore-
ness or severe discomfort. Ed
summed up his experience regard-
ing muscle soreness by stating, “I
mean, my legs were sore, and they
were tired. But it wasn’t that I was
physically exhausted, just the mus-
cles around the knees and every-
thing, that it just caught up with
me.”

Frank commented on the muscle
soreness that occurs at home after a
day at therapy, “Well, you get home,
and you . . . sit around, or you sit and
eat, and the muscles get tense and
start aching. Muscle rub—I should
have bought stock in that. It’s just
muscle I hadn’t used in a while.”

Discussion
Numerous investigators studying
task-specific practice in a massed
practice setting reported their inter-
vention as being a feasible option for
an individual with chronic
stroke.5,27–30 These studies, along
with majority of current literature,
used quantitative analyses to inform
readers, reporting number of drop-
outs, lack of adverse events, or per-
centage of individuals completing
the therapy in order to define the
feasibility of an intervention. The
quantitative reporting of results is
appropriate when thinking of the
operative definition of feasibility.
However, when promoting
evidence-based practice and patient-
centered care, the opinions of partic-
ipants should be taken into
consideration.

Currently, no literature exists assess-
ing the feasibility of repetitive, task-
specific interventions from the par-
ticipants’ perspective in individuals
with chronic stroke. There is an
overall paucity of research investigat-
ing feasibility from the perspective
of those who participate in an inter-
vention. Researchers should rou-
tinely explore how individuals per-
ceive their experiences during
interventions, particularly novel
therapies, in an effort to guide
patient-centered interventions. Par-
ticipant perception is of particular
importance with intensive interven-
tions, as individuals with stroke are
rarely exposed to this type of ther-
apy throughout inpatient and outpa-
tient physical therapy.

Traditionally, in inpatient rehabilita-
tion and outpatient physical therapy,
patient rest time is excessive due to
therapist time constraints, schedul-
ing, and job demands. A recent case
report observing the intensity of
inpatient rehabilitation stated that a
majority of rehabilitation is delivered
at a low intensity, with an emphasis
on seated activities.31 When observ-

ing outpatient therapeutic services,
treatment time averaged only 36
minutes, with lower-extremity repe-
titions averaging 33 for active-
exercise movements, 6 for passive
exercise movements, 8 for purpose-
ful movements, 11 for transfers, and
292 for gait.32 These findings on the
intensity of services provided in
inpatient and outpatient settings are
consistent with those of other
studies.33–35

As individuals move from generally
low-intensity physical therapy expe-
rienced in inpatient or outpatient
rehabilitation or no therapy follow-
ing discharge from therapy to an
intensive schedule, as seen in this
study, the feasibility of the interven-
tion is of concern. The novel, inten-
sive, task-specific therapy applied in
this study provides a comprehensive
approach to treating people with
stroke-related deficits in gait, bal-
ance, and mobility, providing a high
level of activity. A massed practice
approach is used, which incorpo-
rates greater time spent in activity,
with little rest time—a level of inten-
sity that the majority of individuals
have not endured during prior ther-
apeutic experiences.

In order to assess the feasibility of
this study and allow participants to
voice their experience, a qualitative
approach was used. Due to the inten-
sive nature of this therapy, one
might expect the intensity and asso-
ciated fatigue to be an issue. Partici-
pants did comment on their con-
cerns about the intensity when
initiating the therapy. Some partici-
pants questioned their ability to
complete the therapy despite partic-
ipation in outpatient physical ther-
apy in the months prior to participa-
tion; family members noted the
desire of their loved ones to partici-
pate, but observed hesitation due to
high levels of fatigue. Although par-
ticipants made multiple references
to their experiences on the intensity
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of the rehabilitation and their feel-
ings of fatigue, they frequently
reported surprise in their ability to
complete the therapy after initial
feelings of concern.

Participants also stated disappoint-
ment in the short duration of the
therapy (10 days), expressing their
bodies had finally adjusted to the
intensity. One participant was disap-
pointed to be sent home (at the end
of the intervention) when his body
had just built the endurance he felt
could take him to the next level. Par-
ticipants and family members were
left wondering what they could have
accomplished if exposed to the
intense therapy for a longer dura-
tion. These sentiments imply that
although the therapy was difficult,
they were eager to continue
participation.

Muscle soreness was the last of the
themes identified in this study. As
mentioned in the intervention proto-
col, the therapy in this study was
focused toward the affected lower
extremity. The increase in activity
for a hemiparetic lower extremity
may lead to excessive muscle sore-
ness or pain. Participants com-
mented on how their muscles were
sore, stiff, and tired; however, no
comments were made reporting an
intolerable level of soreness or pain.
Some participants expressed plea-
sure with the muscle soreness,
reporting they were feeling muscles
they have not felt since the stroke.
These types of comments lend to the
idea that participants are excited
that muscles are potentially “waking
up” after being silent since the
stroke.

Despite references to intensity,
fatigue, and muscle soreness, partic-
ipants expressed their enjoyment of
the therapy and even labeled the
intervention as fun. This was not the
case, however, for one individual
who experienced a great deal of fear

secondary to the challenging nature
of therapeutic tasks. Although fear
during participation was not a com-
mon thread, the results of this study
indicate that intensive therapy may
be a bit much for some patients to
handle.

The results of this study indicated
that 7 of the 8 participants perceived
the intensive approach to therapy as
a feasible and enjoyable option. This
finding is significant in that patients
may be able to tolerate and even
enjoy an intensive approach to reha-
bilitation. On the contrary, the
results also highlight that intensive
therapy is not for everyone. One
individual expressed fear of falling
with activities and commented with
frustration on his limited ability to
rest. Modified versions may be more
palatable to some individuals.

The findings of this study, as well as
the implementation of patient per-
spective through qualitative analysis,
have implications for both clinical
application and future research. Clin-
ically, therapists may use this infor-
mation to support the implementa-
tion of a more intensive approach to
therapy. Currently, therapists might
be hesitant to implement such a
stringent and intensive approach to
therapy, fearing harm or overexer-
tion to patients, when in fact
patients are able to tolerate
increased intensity as their body
adjusts to the physical demands and
still enjoy the process.

Future research should be con-
ducted to qualitatively assess the fea-
sibility of other novel intervention
studies, including those studying
other neurologic populations. The
addition of qualitative inquiry
through the pilot process of an inter-
vention will assist in assessing the
feasibility directly from those partic-
ipating, will assist in highlighting
necessary modifications to existing
protocols, and possibly direct future

research. Most importantly, incorpo-
rating patient perspectives contrib-
utes to evidence-based practice and
advocates patient-centered care.

This study presents some limitations;
therefore, the application of findings
to similar situations and populations
should occur with some consider-
ation. As with all qualitative
research, the results of this study
have limited generalizability.
Instead, sampling methods were
incorporated to achieve representa-
tiveness with the aim of increasing
the transferability or applicability of
the findings to similar populations,
situations, and questions.25 Although
the number of participants was small
(standard for a phenomenological
approach), data saturation was
found, and further recruitment of
participants was not necessary. As
with most qualitative research, there
was the potential for researcher bias,
as the researcher is the one conduct-
ing the interviews and analyzing the
data. In this study, multiple steps
were taken to ensure the trustwor-
thiness of the data and limit
researcher bias. Lastly, there remains
the possibility that participants were
not comfortable reporting negative
comments to the researcher (inter-
viewer) due to the researcher’s
involvement in intervention
implementation.

In conclusion, participants per-
ceived a novel, intensive, task-
specific intervention as a feasible
therapeutic option. They reported a
“difficult, but doable” level of inten-
sity that their bodies adjusted to over
the course of 10 days. Despite the
level of intensity and associated
fatigue and muscle soreness, the
majority of the participants found
the therapy enjoyable and expressed
disappointment with the short dura-
tion (10 days). Clinically, this infor-
mation may be used to support more
intensive approaches to rehabilita-
tion efforts. Further research should
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qualitatively explore the feasibility
and efficacy of such interventions in
other neurologic populations.
Although quantitative analyses are
pertinent to advancing the field of
physical therapy, qualitative inquiry
should play an increasing role in
future research in an effort to pro-
mote evidence-based practice and
patient-centered care.
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Appendix.
Semistructured Interview Questions Used With Participantsa

Initial Interview

What are your overall impressions of the therapy?

Talk to me about how you feel your body is tolerating this therapy.

Talk to me about the physical demands of this therapy (too much, too little).

Talk to me about the fatigue experienced during the therapy.

Tell me about the fatigue experienced after therapy, when you are at home.

Post-Therapy Interview

What are your overall impressions of the therapy?

Is there anything you would change about this therapy?

What did you like about this therapy?

What did you dislike about this therapy?

What are some of the similarities and differences between this therapy and therapy you have had in the past?

Talk to me about how your body tolerated the therapy.

Talk to me about the physical demands of this therapy.

Talk to me about the fatigue experienced during this therapy.

Focus Group

What were your impressions of the therapy? (Length? Time? Intensity?)

How did your body physically tolerate the intensive nature of this therapy from the beginning to the end of the 10 days?

a The questions were copied from the original semistructured interview guide. Other questions related to stroke impact and the benefits and drawbacks
associated with the therapy also were asked of the interviewees.
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