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Abstract: Introduction: Rehabilitation practices that adopt a strengths-based perspective are known as
transdisciplinary evidence-based practices. However, little is known about whether and how such
a perspective is experienced by people living with a neurological condition during their rehabili-
tation. Objective: To explore how core components of a strengths-based rehabilitation perspective
(i.e., hope, self-determination, and mobilization of personal strengths) are envisioned and experi-
enced in outpatient-based rehabilitation by adults living with multiple sclerosis or spinal cord injury.
Methods: A descriptive exploratory study with mixed data collection was conducted with adults
living with spinal cord injury (n = 9) or multiple sclerosis (n = 11). Participants completed two semi-
structured interviews and the Recovery Promoting Relationship Scale (RPRS). The qualitative analysis
relied on a hybrid inductive and deductive approach. Results: Four themes depict a strengths-based
rehabilitation perspective: (1) The mobilization of personal strengths (e.g., what a strengths-based per-
spective could offer); (2) hope (e.g., what hinders hope in rehabilitation); (3) accessing information for
decision-making (e.g., navigating the system); and (4) exercising self-determination (e.g., influencing
the length or intensity of rehabilitation services). Conclusions: Hope, self-determination, and the mo-
bilization of personal strengths are of the utmost importance throughout the rehabilitation of adults
living with multiple sclerosis and or spinal cord injury. This paper raises awareness about elements
specific to the contexts in which services are offered or to the therapeutic relationships influencing
how these three strength-based constructs are envisioned and experienced in rehabilitation.

Keywords: hope; self-determination; strengths-based; outpatient rehabilitation

1. Introduction

Rehabilitation practices that adopt a strengths-based perspective (SBP) are known
as transdisciplinary evidence-based practices [1–6]. SBPs focus on mobilizing personal
strengths and community assets to build stronger support networks and facilitate com-
munity integration [1,2]. In a SBP, clinicians put an emphasis on cultivating hope and
self-determination as well as enhancing personal strengths to achieve rehabilitation goals
and enable community integration [2]. Hope [7–9], self-determination [10,11], and the
mobilization of personal strengths [12] are key elements of rehabilitation processes for
adults living with multiple sclerosis or spinal cord injury.

Hope can be defined as an individual’s perception of their ability to conceptualize per-
sonal objectives, develop specific strategies to achieve them, and initiate and maintain the
motivation to use these strategies [13,14]. Hope can lead to many positive outcomes when
dealing with a neurological disorder. Hope can protect individuals from depression [15]
and is significantly associated with a high degree of social support and self-esteem [16].
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Hope is also an important protective resource for coping with the condition and its con-
sequences; it also allows for positive psychological adjustment [17] and the expression of
positive emotions [8]. Self-determination refers to “a combination of skills, knowledge and
beliefs that allow an individual to engage independently in self-regulated behaviors that
achieve personal goals” [18]. For adults with a neurological disorder, self-determination is
significantly associated with subdomains of quality of life such as personal development
and personal fulfillment [10]. It can also affect the use of assistive technology devices [19],
enhance the experience of living [20], reduce stress [21] and foster community integra-
tion [22]. Personal strengths can take three forms: (1) Personal aspirations or a project
planned without coercive force (e.g., wanting to be a writer); (2) competencies (e.g., being
a good mother); and (3) self-confidence [1,2]. For several authors, the mobilization of
these strengths is the driving force for achieving rehabilitation goals and securing a more
satisfying life [1,2,23–25].

Despite the potential of strengths-based perspectives and the utmost importance of
hope, self-determination, and personal strengths, no study has yet focused on a strengths-
based rehabilitation perspective for adults living with multiple sclerosis or spinal cord injury.

1.1. The Strengths Model

Rapp and Goscha’s strengths model (SM) (2012) serves as the SBP of reference in this
study due to its scientific robustness and presence in several psychosocial rehabilitation
facilities in North America and elsewhere. The SM was created in response to the reality of
individuals living with severe mental illness often marked by the dynamics of exclusion
and oppression, social isolation, discrimination, and few opportunities for inclusion. In the
SM, clinicians document an individual’s strengths (both personal and environmental) and
accompany that individual—through supporting niches—toward achieving a personal,
self-determined project by building on these strengths. Several studies attest to the positive
impacts of SM on the daily lives of individuals with whom it is used [1–6]. This model
supports community integration, contributes to improved quality of life, strengthens social
support, and fosters hope in attaining a better future. Figure 1 shows the SM’s core variables
and their interactions.
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Figure 1. Strengths model’s core variables and their interactions, adapted from Rapp and Goscha,
2012 [2].

1.2. Objective

The present research project relies on the hypothesis that some individual core compo-
nents of the SM (e.g., hope, self-determination, and the mobilization of personal strengths)
are informally addressed in physical rehabilitation units. This hypothesis is based on an
increasing number of studies over the last decade, illustrating the relevancy of these compo-
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nents in rehabilitation [2,12,23–27]. Thus, the objective is to explore how those individual
core components are envisioned and experienced in outpatient-based rehabilitation depart-
ments. This article presents some of the results of a larger-scale project, depicting each core
component of a strengths-based rehabilitation perspective in an outpatient rehabilitation
setting. A future paper will address the core social components of an SBP (e.g., mobilization
of environmental strengths and community integration).

2. Materials and Methods
2.1. Study Design and Population

A descriptive exploratory study with mixed data collection (i.e., questionnaires and
semi-structured interviews) was conducted since this method allows complex phenomena
to be systematically and accurately portrayed [28,29]. Descriptive designs are most useful
for exploring phenomena or events about which little is known [28,29]. Thus, given that
this is the first study to explore a strengths-based rehabilitation perspective in physical
rehabilitation, a descriptive study design is certainly appropriate. The study was carried
out at a rehabilitation center located in an urban area in the province of Quebec, Canada,
and approved by the ethics committee of the Centre for Interdisciplinary Research in Reha-
bilitation and Social Integration (CIRRIS) under ethics approval number EMP-2015-438.

Adults living with spinal cord injury (SCI) or multiple sclerosis (MS) were selected
because of the contrasts that characterize them. Firstly, adults with SCI benefit from much
more intensive functional rehabilitation, but over a condensed period of time. Conversely,
those living with MS are followed over many years, but with much less intensity. Lastly,
the very nature of the pathologies (evolutive vs. non-evolutive) is likely to significantly
influence the rehabilitation experience. The research team believes that it is through these
two sub-populations that the contrasts will be the richest and most revealing, making it
possible to consider the heterogeneity of rehabilitation services delivery. Moreover, the
decision to recruit from outpatient-based services can be explained by the team’s desire
to document rehabilitation experiences where community integration was likely to be
addressed as it is the main outcome of an SBP. It was in these departments that practices
echoing SBP were most likely to be observed.

2.2. Sampling Strategy and Recruitment

Participants were recruited from three different outpatient rehabilitation programs
at the same rehabilitation centre: The social integration support program (SISP), the SCI
program (SCIP), and the MS rehabilitation clinic (MSRC) program. The SISP aims to protect
people with physical disabilities from social isolation, strengthen their social support, and
help people achieve personal goals related to social participation within their community.
The SCIP aims to improve the health status of individuals with a spinal cord injury (SCI),
optimize their autonomy, alleviate their impairments, and support their integration into
the community. The MSRC program aims to treat symptoms, prevent relapse, improve
functioning, and support the social integration of individuals living with MS. These three
programs use individual and group interventions offered by a range of healthcare profes-
sionals, including occupational or physical therapists, nurses, psychologists, kinesiologists,
and social workers. These programs strongly represent current rehabilitation services
available to adults living with MS or SCI. As such, recruitment into these programs ensures
a good cross-section of outpatient rehabilitation experiences.

The coordinators for all three programs asked participants for their permission to
be contacted by the research team. Inclusion criteria included (1) being between 25 and
65 years of age; (2) having received outpatient rehabilitation services for a minimum of
three months; and (3) currently living with MS or SCI. Exclusion criteria were not being
able to provide informed consent and not being able to communicate in French or English.
If the individuals agreed, they were referred to the first author. He contacted patients
by phone to explain the voluntary nature of the study. Informed consent was obtained
following a careful reading of the information and consent form with each participant.



Disabilities 2023, 3 355

Confidentiality was assured through the masking of information that could allow for
identifying participants and the use of secure data storage.

2.3. Qualitative Interviews

Each participant participated in two semi-structured interviews. The first one was
based on the individual core characteristics of the SM and allowed the mobilization of per-
sonal strengths, experiences of a therapeutic alliance, decision-making processes, attitudes,
and interventions that foster hope and self-determination during rehabilitation process
to be explored. There were seven open-ended questions, including can you tell me about
your relationship with your rehabilitation therapists? Can you express yourself about the
objectives being pursued? How did your therapists help you to maintain hope throughout
your rehabilitation?

The second semi-structured interview focused on the core social components and
expected effects of the SM (e.g., community integration, mobilization of community re-
sources). There were 14 open-ended questions, such as what are the things that prevent you
from doing things outside your home? How is this addressed by your therapists? How do
you think it should have been addressed by your therapist? What would have been a good
way to address this issue? What are the roles of your loved ones in your rehabilitation?

The semi-structured interviews were developed based on classic strengths-based
texts [1,2] and on findings from a scoping review on the practice of rehabilitation profes-
sionals in supporting community integration of adult populations living with a neurological
condition [30].

2.4. Quantitative Measures

The sociodemographic questionnaire included 12 nominal, ordinal, or dichotomic
variables such as age, sex, education and income level, ethnicity, or marital status. The
Recovery-Promoting Relationship Scale (RPRS) is a 24-item questionnaire. It employs
a four-point Likert ordinal scale that measures the recovery-promoting competencies of
healthcare providers, which echoes a strengths-based perspective. Since it is based on the
service user’s perception, it informs on the perceived quality and nature of the therapeutic
relationship [31,32]. The RPRS documents two generic components: Core interpersonal
skills (8 items) and skills in utilizing recovery-promoting strategies (16 items). In addition,
Hope (8 items), Empowerment (5 items), and Self-acceptance (4 items) subscales are acces-
sible through the completion of the RPRS. Total and subscale scores can be reported out
of 100 to facilitate interpretation, and prescriptive norms are available for each score. [31]
However, these norms were established for people living with psychiatric disabilities, there-
fore inferences must be made with care. Substantial evidence supports the psychometric
properties of the RPRS [31–33]. Namely, this tool has a very high level of internal consis-
tency, acceptable test–retest reliability, and good convergent validity [31]. Although the
RPRS assesses the attitudes and skills of mental health workers, in the absence of a similar
tool in physical health, the RPRS remains the best choice. Upon completion of the RPRS,
participants were asked to provide an overall opinion of the rehabilitation professionals
they met.

2.5. Procedures

Each participant had two meetings with the first author. A semi-structured interview
was conducted during the first meeting. Following this meeting, participants completed a
sociodemographic questionnaire and the Recovery-Promoting Relationship Scale (RPRS).
A second semi-structured interview was also conducted during the second meeting and
two other questionnaires were completed (Community Integration Measure [34] and Social
Provision Scale [35]). The data collected from these two questionnaires, however, are the
subject of another publication.

The two meetings occurred approximately one month apart to allow for preliminary
analysis and synthesis of the data from the first interview. The length of the meetings varied
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between 60 min and 90 min. Due to fatigue, data collection for three participants living with
MS was spread over three meetings. The interviews were audiotaped. Most interviews
were carried out at the participants’ homes, but three participants were interviewed at the
research center, at their own request.

2.6. Data Analysis

Descriptive statistics were run for sociodemographic data and RPRS scores such as
totals, means, ranges, and frequencies. The digital audio files of the interviews were
transcribed verbatim into separate MS Word files. The first author checked all interview
transcripts against the original audio files for accuracy. The qualitative analysis relied
on a hybrid process of inductive and deductive approaches [36]. Firstly, the deductive
approach was based on the strengths model theory [1,2]. Secondly, given the exploratory
nature of the study, an inductive approach was also used. Inductive codes that emerged
from the participants’ speeches were most useful in finding nuance or illustrating data
from theory-driven themes. Since the objective of the study was structured around the
core components of an SBP as defined by the SM, subthemes were then grouped into
overarching theory-driven themes [36] (see Table 1). The software program Qualitative
Data Analysis (QDA) Miner 5 (Provalis Research, Montreal, QC, Canada) was used to
manage data.

Table 1. Theory-driven themes and subthemes.

Theory-Driven Themes Subthemes

Mobilization of
personal strength

Place for personal plans or aspirations
Personal strengths or skills mobilized
in rehabilitation
What a strengths-based perspective could offer

Hope Things supporting hope during rehabilitation
Things hindering hope during rehabilitation

Accessing information for decision-making

Information needed
Navigating the system
Perceptions/understanding of therapists’ roles
Representation of rehabilitation mandate

Exercising
self-determination

Goals, personal priorities, and
rehabilitation objectives
Preferences in interventions
What can help exercising self-determination
Influencing the length or intensity of
rehabilitation services

3. Results
3.1. Sociodemographic Characteristics

Tables 2 and 3 show the sociodemographic characteristics of the participants. Those
living with MS were older (average age: 54.4 years) than those living with SCI (average
age: 42.6 years). More women were recruited (n = 13/20). Participants living with SCI
were diagnosed an average of 14.9 years ago and those living with MS, 9.3 years ago. Eight
out of twenty participants were single or divorced and living alone. Ninety percent of the
participants considered that they were dealing with a moderate or severe disability. Twelve
participants had achieved a post-secondary level of education (technical school, undergrad-
uate or graduate school degrees). Participants were distributed in the rehabilitation centre’s
programs as follows: Social integration support program (n = 7 participants), SCI program
(n = 7 participants), and MS rehabilitation clinic (n = 6 participants).
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Table 2. Sociodemographic characteristics of the participants.

Population
Age (Year) Gender (n) Time Since

Diagnosis (Year) Marital Status (n) Annual Family Income (CAD)

Mean [Range] Women:Men Mean [Range] Single or
Divorced

Married or
Civil Union <50 k between 50

k and 100 k >100 k

SCI (n = 9) 42.6 [28–65] 4:5 9.3 [1–40] 3 6 3 4 2
MS (n = 11) 54.4 [38–65] 9:2 14.9 [1–28] 5 6 6 5 0

Total (n = 20) 48.5 [28–65] 13:7 12.1 [1–40] 8 12 9 9 2

Table 3. Rehabilitation programs from which participants were recruited.

Rehabilitation Programs Participant ID

Social integration support program (SISP) 12, 14, 15, 16, 17, 18, 19
Spinal cord injury program (SCIP) 1, 2, 5, 6, 7, 8, 13
MS rehabilitation clinic (MSRC) 3, 4, 9, 10, 11, 20

3.2. Recovery Promoting Relationship Scale (RPRS)

According to the participants, practitioners demonstrated a high level of skills based
on each subscale and index. The participants perceived the therapeutic alliance as one
that fostered hope (74.4/100), empowerment (79.4/100), and self-acceptance (83.7/100)
during rehabilitation. The participants considered that clinicians established positive
and solid relationships as shown by the core relationship index (94.3/100) and put for-
ward recovery-promoting strategies during rehabilitation (recovery-promoting strategies
index = 74.4/100). As observed in Table 4, ranges are greater among MS participants for
the hope and self-acceptance scales, while the range of the empowerment scale is greater
for SCI participants.

Table 4. Recovery-Promoting Relationship Scale (RPRS) scores (n = 20).

Population
Total Score

(/100)

Indexes & Subscales (/100)

Core
Relationship

Index

Recovery-
Promoting

Strategies Index
Hope Subscale Empowerment

Subscale
Self-Acceptance

Subscale

Means [Ranges]

SCI (n = 9) 75.4 [61–89] 91.2 [68–100] 75.1 [61–88] 81.9 [67–100] 80.3 [38–100] 81.9 [57–100]
MS (n = 11) 75 [52–100] 96.8 [65–100] 73.7 [44–100] 85.7 [43–100] 78.25 [41–100] 85.1 [42–100]
Total (n = 20) 75.2 94.3 74.4 84 79.4 83.7

3.3. Mobilization of Personal Strengths

A focus on personal aspirations is one of the facets of personal strengths in an SBP. Five
participants (two living with MS and three living with SCI) mentioned that their aspirations
were not fostered throughout the rehabilitation process. Individual qualities and skills are
other facets of personal strengths in an SBP. However, within a sea of potential individual
qualities, according to the narratives obtained, only perseverance and resilience appear to
have been used by therapists to attain rehabilitation goals, as suggested hereafter:

“Beyond the fact that I am hard working and that I like to train, to my knowledge, they
did not use any of my other strengths or talents during my rehabilitation.” (Participant
11; 52-year-old woman living with MS for 28 years)

“For me, resilience is being able to ask for help and assuming that you cannot do it all
alone. Resilience . . . I would say that I have plenty of it and that they put it to good use.”
(Participant 14; 54-year-old man living with MS for 20 years).

As for skills, those perceived as put forward by therapists are limited to physical
abilities (e.g., being active, being performed manually) and intellectual cognitive or social
skills are put aside. Little to no attention is devoted to supporting existing competencies
and talents as suggested below:
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“They put the emphasis on everything that was physical, like . . . ‘You have strong arms.
Use them!’ But... as for the rest, anything related to intellect, for example, no, we did not
use that.” (Participant 1; 40-year-old man living with SCI for one year)

“My active side, in physio... They adapted to my interest in sports. In OT, as I told you,
we used Wii Sport and ping-pong because of that as well.” (Participant 13; 37-year-old
man living with SCI for two years)

In addition, these individual strengths (e.g., individual qualities, personal skills, inter-
ests) are often left out of the rehabilitation equation according to the narratives obtained.
In some cases, this results in frustration, incomprehension, discouragement, or anxiety.
One woman living with MS even quit her community reintegration rehabilitation program
because she felt it did not reflect her level of skills or aptitudes as is suggested in the
following narrative:

“I am still a nurse! I was in school long enough not to want to organize small metal
pieces as a job! I want to leave home and be motivated to go to rehabilitation, not get
frustrated.” (Participant 19; 38-year-old woman living with MS for 17 years).

At other times, these individual strengths were proposed in the choice of therapeutic
activities, which allowed some participants to experience rehabilitation that was more in
sync with their own identity. In summary, reducing deficits and impairments predominates
over the willingness to expose and use one’s strengths.

“With the social worker, we went to see for the Farmers’ Circle because I really like
everything that is manual. And I am good at it. We explored participation opportunities
there.” (Participant 17; 46-year-old woman living with SCI for 12 years)

Meanwhile, many participants alluded to having perceived effects of a strengths-
based perspective. More precisely, the narratives revealed that SBP would allow adults
living with MS or SCI to have more motivation, boost self-esteem, and stay better hooked
on rehabilitation.

“Working from someone’s strengths is rewarding; it’s encouraging. It’s interesting! It
can help with self-esteem. It encourages me to progress, to improve myself. It allows me
to become aware of my skills, but also to develop them.” (Participant 12; 31-year-old
man living with SCI for 17 years)

In addition, while some suggested that a focus on strengths would generate better
rehab functional outcomes, others revealed that it would positively influence their well-
being and encourage their personal integrity and sense of independence. Lastly, it would
also allow some people to discover or rediscover their own values.

“A focus on strengths brings a whole new dimension to rehabilitation. That’s where one
can get people’s interest, it’s going to get them motivated.” You stick to rehabilitation;
it’s going to make you go further and have better results.” (Participant 13; 37-year-old
man living with SCI for two years)

However, it is quite likely that these quotes are more reflective of unmet needs than
of outcomes associated with a strengths-based perspective since these are only perceived
effects and SBP is more or less present throughout participants’ rehabilitation experiences.

3.4. Hope

All participants mentioned that experiencing success in therapy and being aware
of their own abilities during treatment helped them to maintain hope, especially during
the early rehabilitation phases. Actions or words from therapists can often reflect these
successes or abilities as outlined in the following narratives:
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“My physiotherapist told me, ‘You get up and walk.’ I did it. And then you realize what
you are capable of. I came out of there stunned, especially during the first treatments,
every little detail you see that you can do . . . it’s really inspiring.” (Participant 8;
28-year-old woman living with SCI for one year)

Recognizing progress in achieving function or ability is a driving force for hope during
rehabilitation. This is one aspect that all participants can agree with. Seeing progress
sustains hope as proposed below:

“I was able to see progress every week. Progress in my rehabilitation, my abilities. Seeing
that I was able to do more and always better. It was a source of motivation and hope.”
(Participant 13; 37-year-old man living with SCI for two years)

In addition, practitioners who encourage their clients to believe in their abilities also
create better expectations for the future. Working toward meaningful aspiration also
appears to be a hope-inducing practice:

“Hope is complex and very personal, you know. I think the team is doing all they can . . .
the PTs, the OTs. The fact that they encourage us, that they tell us that we will reach our
personal goals... that we are moving forward. It helps.” (Participant 15; 58-year-old
woman living with MS for four years)

“The rehabilitation team was talking to me about the results we got working on together
toward my objectives. They supported my motivation. They showed me that there had
been improvements regarding my personal goals.” (Participant 11; 52-year-old woman
living with MS for 28 years)

However, although participants living with SCI could work toward such goals during
rehabilitation, those living with MS did not share stories that suggested they had this
opportunity. Five participants mentioned having the feeling that their aspirations or
personal goals (e.g., driving a car, being able to walk again someday, traveling around
the world in a wheelchair, resuming a nursing career) were being questioned by the
rehabilitation team, which greatly shattered hope.

“At the beginning of the meetings with the PT, you set your objectives and you talk a
lot. I mean, she never said to me that my goals were impossible or that I would never get
there . . . but I still kind of perceived it [crying].” (Participant 15; 58-year-old woman
living with MS for four years)

Moreover, having little control over the rehabilitation process (e.g., accessibility issues
for specialized programs, and limited duration of services) also inhibited hope. Those who
had difficulty making their voice heard regarding their personal goals also had their hope
crushed, especially among adults living with SCI:

“You feel there is a wait. We wait for the six weeks to end, and we wait for the intervention
plan before doing any action or making any change. We’re waiting for the 6-week program
to finish. We’re going to do the same things instead of giving you hope and trying things.”
(Participant 2; 35-year-old man living with SCI for one year)

Lastly, some therapists did not stray from the structure of the program (e.g., the role of
intervention plans, and mandatory assessments) and this had a negative influence on hope:

“Everything is sequential. For example, my therapist told me that the driving program
came after the physical program, which greatly lengthens the time you spend there. You
get discouraged with the time it takes to get to the next step.” (Participant 7; 54-year-old
man living with SCI for two years)

3.5. Accessing Information for Decision-Making

To express self-determination, a combination of elements must come together (e.g., skills,
key information, beliefs). This section focuses on access to information that may enable
participants to exercise self-determination in making decisions that affect them. First, treat-
ment planning sessions are designed for participants to meet with their multidisciplinary
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rehabilitation team to establish a rehabilitation plan. In this regard, eight participants living
with SCI reported a lack of preparation with respect to the treatment planning sessions,
especially the first one. At times, this prevents participants from sharing their vision and
needs. It was suggested that better preparation (e.g., receiving questions in advance, and
having time to think about rehabilitation goals) would make these sessions more useful
and relevant, and would enable participants (and their families) to adopt a stronger role
during these meetings. Some narratives revealed that some participants living with SCI
had limited knowledge about the purpose of such sessions.

“First, you have to know... You have to understand the purpose of the sessions. At first,
you do not know! You go in there and you do not know what the purpose is.” (Participant
2; 35-year-old man living with SCI for one year)

“It could have been in the social worker’s mandate to explain what was going to happen in
these sessions . . . or what questions I would have to answer in order to be better prepared.
If you are not prepared, your whole rehabilitation will be impacted.” (Participant 13;
37-year-old man living with SCI for two years).

An interesting yet concerning point is that no participant living with MS mentioned
having participated in any treatment planning session during their rehabilitation, which
might reflect the less intensive nature of the services received.

Moreover, participants often do not know how to navigate the healthcare system. This
was a reality shared by both populations, but more so by the participants living with MS. Not
knowing where to go or on which door to knock to obtain services (e.g., public programs or
psychological support) was associated with a problem regarding self-determination.

“I would have liked information on how to get psychological help [...]. I found myself in a
twilight zone in this regard I would have liked to have sessions that told me which doors
to knock on to get this type of help... psychological help.” (Participant 7; 54-year-old
man living with SCI for two years)

“If I knew what the crucial information was to make good decisions for my rehabilitation,
I would probably still be doing rehabilitation right now. I imagine that you have to know
your deficits and from there, know on which doors to knock in order to overcome them.”
(Participant 19; 38-year-old woman living with MS for 17 years).

Almost every participant wished that the professionals’ roles and what the profession-
als could provide would have been more detailed so that the participants could have better
navigated the system.

“It’s important to know the role of the different therapists and it’s complex; it always
has been. You know, a PT, an OT... It’s difficult to navigate and we do not always know
who to ask our questions to or who to address our requests to. Do I need an OT or PT?”
(Participant 15; 58-year-old woman living with MS for four years)

In addition, participants had limited knowledge of what rehabilitation could provide.
For example, some participants did not share their social isolation issues with their practi-
tioners, believing that it was not the practitioners’ job to address such concerns. Even two
participants with previous rehabilitation experience said things that strongly suggest a lack
of knowledge about what rehabilitation can provide.

“I only spoke in neuropsychology about my social relations. [ . . . ] I wasn’t talking about
this with my OT, for example . . . She will not help me at that level. It’s not her role.”
(Participant 12; 31-year-old man living with SCI for 17 years).

“Nothing was done about my plan to walk outside a bit more . . . I do not know what
exists or what they can offer me [...] The how and the who . . . I have no idea! I do not even
know if there is any help for that. Is it offered at the rehabilitation centre?” (Participant
19; 38-year-old woman living with MS for 17 years)
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3.6. Exercising Self-Determination

In terms of expressing their personal priorities for rehabilitation, participants’ voices
were not always heard. While adults living with SCI had much to say about their per-
sonal aspirations and objectives, most participants living with MS did not as the citations
below suggest:

“The goals that I set for myself every month. That’s what we do during the treatment
planning sessions. Having goals and challenges, but also having a team that accompa-
nies me helps. I am the master of my treatment planning sessions, the master of my
rehabilitation.” (Participant 7; 54-year-old man living with SCI for two years)

“I did not have a word to say in the choice of goals... I did not even know which goals I
needed or even reached throughout rehabilitation. [...] What they expected from me . . . I
was not told.” (Participant 10; 56-year-old woman living with MS for one year)

Many participants did not feel the need to share their aspirations or personal goals
with the rehabilitation team, either because they felt they could achieve them on their own
or because they believed that the rehabilitation team would not consider them. This is
evident in the following quote:

“My goal . . . It’s almost my secret garden because of what I have heard from them about
what we can achieve . . . I do not talk to them much and I dream, I dream.” (Participant
1; 40-year-old man living with SCI for one year)

As for their preferences in interventions, they were also variably considered in both
populations. At times, participants felt like practitioners were open to suggestions and
ideas from the participants.

“In occupational therapy, I had seen some type of special clothespins and I wanted them
at home so that I could work on my dexterity. They ordered them for me directly from
the catalog. They really helped me find the means to address my needs.” (Participant 13;
37-year-old man living with SCI for two years)

Other times, practitioners were not receptive to participants’ preferences for interven-
tions. One participant even reported one of her therapists having a condescending attitude
when she asked to try other exercises.

“I wanted to do workshops, some manual work as therapy during my rehabilitation. My
OT told me that she did not like it; that she had another approach. During vacation
replacement, the same thing happened. I wanted to do some workshops, but she wanted to
do Wii.” (Participant 5; 47-year-old woman living with SCI for eight years)

People with SCI (n = 2) who had past or current experience in leadership (e.g., company
administrator, leader of a sports team) did not share any issues regarding self-determination
during rehabilitation. On the other hand, participants living with MS or SCI had hardly
any influence on the intensity or length of services that focused on social participation or
community integration.

“I did not make the decision to end my rehabilitation. It was the PT who told me we had
finished. She had brought me where she wanted to take me, so it was the end. Personally, I
would have liked to continue. She told me that I could call back if I needed other exercises.”
(Participant 9; 55-year-old man living with MS for eight years)

However, even though there was often an open-door policy for physical issues, partic-
ipants felt that emotional, psychosocial, and social participation struggles were perceived
as secondary issues by rehabilitation teams as the quote below suggests:

“I was in the social integration program and for this, the question of exploring opportuni-
ties for participation, they clearly told me that it was over. No more services. I had no
power over this. As for the physical aspect, there was an opening though.” (Participant
17; 46-year-old woman living with SCI for 12 years)
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Lastly, five participants living with SCI felt pressure to end their rehabilitation to make
room for other people on the waiting list, even if they had asked for more rehabilitation
and expressed their needs and wishes. However, participants living with MS reported
this situation.

“What I realized was that at the center you are surrounded a lot, but when you get there,
they already see the exit and they tell you about it.” (Participant 5; 47-year-old woman
living with SCI for eight years)

“Currently, I sometimes feel that I should leave and make room for someone else when
I’m not progressing.” (Participant 1; 40-year-old man living with SCI for one year)

4. Discussion

This paper has achieved its objective of exploring how individual core components
of a strengths-based rehabilitation perspective (i.e., hope, self-determination, and the
mobilization of personal strengths) are envisioned and experienced by adults living with
MS or SCI using outpatient-based services. The results point out that few elements of
the participants’ rehabilitation experiences reflect a strengths-based perspective. In fact,
only a few personal strengths were encouraged and fostered by therapists (e.g., resilience),
and personal plans were not always considered. In addition, elements specific to the
context in which services are offered (e.g., silos, waiting lists, a system that is difficult to
navigate) were perceived by participants as limiting their hope and self-determination,
especially for adults living with MS. This situation is problematic considering that several
scientific writings (from professional associations and academic settings) attest to the
importance of rehabilitation professionals adopting an SBP in their practice [23–25,27,37].
What impediments could there be to adopting or implementing such perspectives?

Strengths-based practices are client-centred practices. The latter has been defined as
collaborative interventions that demonstrate respect for clients, involve them in decisions,
advocate with and for them, and recognize clients’ experiences, skills, and strengths [7].
There are several elements in the scientific literature that explain why adopting client-
centred practices is a real challenge again today [9,38]. These might help clinicians under-
stand why SBPs are not experienced or implemented in outpatient-based rehabilitation
centres for adults living with neurological conditions. Challenges related to the implemen-
tation of client-centred practices may exist at the systematic or client level [9].

At the systemic level, the fact that some participants felt pressure to end their re-
habilitation, could not have access to more services, or had to be put on waiting lists
to access social participation programs are indicators of a lack of resources and time. A
lack of resources can be sufficient on its own to impede the adoption of client-centred
practices [9,26,38]. Moreover, this paucity of resources may play a role in explaining
why exercising self-determination was difficult during rehabilitation. Some participants
mentioned their difficulty in influencing services, echoing a certain rigidity in the pro-
grams they participated in. In this regard, program rigidity may be caused by a lack of
resources that sometimes leaves practitioners with little latitude to meet the expectations
and wishes of their clients in terms of service intensity [39]. On the other hand, the rigidity
and fragmentation of programs offered in rehabilitation centres are recognized as a factor
limiting self-determination [26,39]. Thus, what participants said about their poor ability to
influence—and sometimes access—programs is a good illustration of this idea. A lack of
resources can also make it more difficult to implement practical instructional workshops.
This type of workshop could be recommended in order to compensate for participants’ lack
of resource knowledge and awareness regarding rehabilitation services [40]. These work-
shops could make it easier for participants to navigate the health system, and having access
to key information could enable them to actively participate in decision-making processes.

At the client level, people receiving services can be seen as a limitation to adopting
or implementing client-centred practices [9]. Although this was not the case with the par-
ticipants interviewed, someone could have wanted to receive rehabilitation services more
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passively, limiting the possibility of creating a highly collaborative environment where the
client is at the centre of decisions, and exercises self-determination to guide rehabilitation.

Nonetheless, hope is a core component of an SBP. The scientific literature supports the
development or implementation of hope-inducing practice interventions throughout the
physical rehabilitation process for adults living with MS [17,41] or SCI [42–45]. Such inter-
ventions can lead to better longer-term adjustment [43], improved mental health [8], well-
being [45], and the use of successful and positive adaptative strategies [17,45]. The authors
of those studies are largely advocating for what many of the participants had asked for dur-
ing the interviews: A better place for psychosocial considerations in physical rehabilitation.

Lastly, when looking at the RPRS scores, there was some incoherence between the
qualitative and quantitative results in relation to hope and self-determination. If the mean
scores of the hope and empowerment subscales are high, the narratives might sometimes
look like they are suggesting otherwise. However, it should be noted that the RPRS
merely documented the therapeutic relationships and that the semi-structured interviews
were intended to document participants’ perspectives on their rehabilitation process. The
intersection of quantitative and qualitative results in fact reveals that a positive therapeutic
relationship supporting hope and self-determination is not enough to actually allow for
a hope-filled rehabilitation experience where participants’ voices are central and fully
heard. A good therapeutic relationship is just not sufficient to achieve self-determined
goals or a fully satisfying rehabilitation experience. Overall, while therapists’ interpersonal
skills were helpful, rehabilitation processes and contexts were less helpful to many of
the participants.

4.1. Strengths and Limitations

This study provides a credible perspective of a complex phenomenon studied in
accordance with classic strengths-based research [1,2]. Interview techniques maintained
the true value (e.g., iterative questioning, encouragement to speak sincerely, reminders
about confidentiality, or participants’ right to withdraw at any time) [46]. The satura-
tion of qualitative data was obtained with 16 participants (out of 20). Moreover, if the
literature on the strengths model thoroughly guided the deductive thematic analyses, the
combination of deductive and inductive approaches fostered a rich interpretation of the
data. The definition of the codes and the coding of the data collected from the first four
participants were performed in peer debriefing. All the interviews were conducted and
analyzed in French. There was no back-and-forth translation, but preserving the original
meaning of the narratives was an ultimate priority. Other stakeholders could have been
interviewed (e.g., program coordinator, clinician, or family caregiver) as they may have
provided different perspectives and ideas concerning strengths-based services.

4.2. Futures Research

To our knowledge, this study is the first to document the actual place of a strengths-
based perspective in the rehabilitation of adults living with MS or SCI. Hence, more
studies are needed to better understand the perspective of program coordinators, clinicians,
or family caregivers. Future research is needed to better understand how therapeutic
relationships and clinical savoir-faire can efficiently contribute to a care experience that
fosters hope and self-determination, where the role of personal goals is salient, and where
issues of identity, affiliation, and social participation are the object of direct interventions.

5. Conclusions

Practices echoing a strengths-based rehabilitation perspective are recommended in the
professional and scientific literature [2,12,23–27]. However, despite the presence of positive
therapeutic relationships (as evidenced by RPRS scores), few elements of the participants’
rehabilitation experiences reflect a strengths-based perspective. A focus on strengths rather
than on impairments could improve the overall rehabilitation experience of adults living
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with MS or SCI. This exploratory work highlights the efforts still needed to gradually shift
from a deficit-based to a strength-based rehabilitation perspective.
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