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Abstract
Outcome of acquired brain injury (ABI) and the potential for neurorehabilitation are subject to distinct heterogeneity between 
patients. Limited knowledge of the complex constellation of determinants at play interferes with the possibility to deploy 
precision medicine in neurorehabilitation. Measurement Feedback Systems (MFS) structure clinical data collection and 
deliver the measurement results as feedback to clinicians, thereby facilitating progress monitoring, promoting balanced 
patient-centered discussion and shared decision making. Accumulation of clinical data in the MFS also enables data-driven 
precision rehabilitation medicine. This article describes the development and implementation of a MFS for neurorehabilita-
tion after ABI. The MFS consists of specialized measurement tracks which are developed together with representatives of 
each discipline in the multidisciplinary team. The MFS is built into a digital platform that automatically distributes meas-
urements among clinicians, at predetermined time points during the inpatient treatment, outpatient treatment and follow-up. 
The results of all measurements are visualized in individual patient dashboards that are accessible for all clinicians involved 
in treatment. Since step-wise implementation, 124 patients have been registered on the MFS platform so far, providing an 
average of more than 200 new measurements per week. Currently, more than 15,000 clinical measurements are captured in 
the MFS. The current overall completion rate of measurements is 86,4%. This study shows that structured clinical assessment 
and feedback is feasible in the context of neurorehabilitation after severe ABI. The future directions are discussed for MFS 
data in our Health Intelligence Program, which aims at periodic care evaluation and the transition of neurorehabilitation 
care towards precision medicine.
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Background

Worldwide, an estimated 85 million individuals suffer from 
cerebrovascular accidents and traumatic brain injury (TBI) 
annually, [1, 2] representing the most prevalent causes of 
acquired brain injury (ABI) [3]. ABI can cause prominent 
and persisting impairments in a range of function domains 
(e.g. physical, neurocognitive and behavioral functioning) 
[4] negatively impacting on participation [5] and quality 
of life [6]. Following acute treatment in the trauma center, 
multidisciplinary neurorehabilitation is typically indicated 
for patients with ABI and impairments in multiple function 
domains [7]. Neurorehabilitation treatment aims to promote 
recovery, limit the degree and impact of impairment and 
maximize participation and quality of life. However, out-
come of neurorehabilitation is subject to distinct heterogene-
ity between patients with ABI [8]. 
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The heterogeneity between patient outcomes is likely 
to be fueled by complex interaction between a wide range 
of determinants, such as premorbid patient characteristics 
[9], ABI etiology [10], acute manifestation of ABI [11], 
treatment characteristics [12] and environmental factors. 
[13]. The complexity of factors that determine outcome has 
impeded the ability to (1) determine the exact expected treat-
ment response (‘rehabilitation potential’ [14]); (2) provide a 
reliable prognosis of outcome; (3) personalize the treatment 
to optimize the treatment response at the individual level; 
and (4) determine the moment in time at which treatment 
should be halted as no further improvements in outcome can 
reasonably be expected. The current situation urges for better 
understanding of determinants of outcome in ABI [15, 16].

Precision medicine is an emerging approach that takes 
into account a multitude of determinants to customize health 
care towards the patient’s individual needs, ultimately aim-
ing to optimize outcome [17]. The concept of precision med-
icine is highly dependent on the availability of data that can 
be used to model the complex relations between determi-
nants and outcome [18]. Currently, decision-making in the 
field of neurorehabilitation still largely relies on subjective 
information [14, 19, 20]. Clinical data is often not collected 
systematically, and neurorehabilitation settings typically 
widely vary in the use of measurement instruments and tim-
ing of assessment, primarily based on the preference of the 
clinician. Moreover, clinical data is often not registered in an 
easily accessible and re-usable manner (e.g. in a database). 
These factors affect the value of clinical data, while also 
severely limiting its potential for use in precision medicine 
in neurorehabilitation. Structured clinical data collection and 
registration could make a significant contribution to the field 
of neurorehabilitation. According to qualitative research on 
interdisciplinary rehabilitation team meetings, the use of 
structured clinical data can promote a shared understanding 
of the patients' functioning and provide a common ground 
for balanced patient-centered discussion [21]. Structured 
clinical data can also help to improve the composition of 
individual treatment plans, monitoring of progress over time 
and determination of the treatment response [21]. Measure-
ment feedback systems (MFS) originate from mental health 
care and comprise structured measurements that track treat-
ment progress, including deliverance of the measurement 
results to clinicians as timely and clinically useful feedback 
[22]. Thereby, MFS is a compelling method for structuring 
clinical data in neurorehabilitation, while simultaneously 
accumulating a valuable database for the transition towards 
precision medicine. Nevertheless, implementation of struc-
tural measurements in clinical practice has proven to be 
challenging [23–25]. Known barriers can be attributed to a 
lack of agreement on the standardization of instruments, the 
availability of information technology systems, lack of time 
and resources, insufficient compliance of clinicians and/or 

patients, and lack of knowledge [26]. Therefore, successful 
implementation of MFS requires a coordinated effort at the 
individual, team and management levels of an organization 
[27].

This study describes the development and implementa-
tion of a MFS for neurorehabilitation. The MFS is con-
sidered to directly improve clinical care by: (1) collec-
tively designing a MFS that unifies the methodology and 
timing of clinical assessments based on multidisciplinary 
consensus; (2) improving individual progress monitoring 
and evaluation by providing easy access to data visualiza-
tions in individual discipline-specific patient dashboards; 
(3) facilitating interdisciplinary clinical decision making 
through easy cross-discipline access to patient dashboards; 
(4) improving patient education and shared decision mak-
ing through the availability of comprehensive progress 
monitoring data. Importantly, accumulation of clinical 
data in the MFS on the group level is considered to con-
tribute to continuous care evaluation and innovation and 
the shift towards precision medicine.

Methods

Setting

The Daan Theeuwes Center for Intensive Neurorehabilita-
tion in Woerden, The Netherlands, is a specialized neurore-
habilitation center for adolescents and young adults (16 to 
35 years) with severe acquired brain injury (i.e. TBI: 65%, 
stroke: 25%, other: 10%). The center offers intensive reha-
bilitation to admitted inpatients and outpatients. For admis-
sion, patients need to be medically stable and sufficiently 
conscious for the rehabilitation program (a Post-Acute 
Level of Consciousness Scale[28] score of 8). The program 
consists of a particularly intensive interdisciplinary treat-
ment (20–25 h per week) by a team consisting of a physical 
medicine and rehabilitation physician, case manager, neu-
ropsychologist, counselor, physical therapist, occupational 
therapist, speech therapist and social worker.

Measurement feedback system development 
and implementation

The MFS was developed to systematically collect, store and 
visualize clinical information. The development and imple-
mentation of the MFS started in September 2018 and was 
completed in March 2021. The development of the MFS fol-
lowed a structured stepwise approach, involving the follow-
ing phases: (1) preparation, (2) development, (3) building, 
(4) implementation and (5) monitoring, see Fig. 1.
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Preparation phase

Low organizational priority and support for outcome meas-
urement are recognized challenges to the implementation 
of structured measurements in clinical practice [27]. There-
fore, the project leader started the project by gaining support 
from the management team, which prioritized development 
of the MFS as one of the core goals of the organization. This 
realized a project team consisting of a project leader (part-
time) and a project coordinator (full-time) under academic 
supervision by two principal investigators specializing in 
Quality Care Programs and Multidisciplinary Team Opti-
mization. Grassroots support was established in addition to 
organizational support by recruiting one delegate from each 
discipline to join the MFS development team.

Development phase

Clinicians are more positive about the use of measurement 
instruments when they have a choice over the set of outcome 
measurements they deem the most relevant to their practice 
[27]. Consequently, the initial selection of measurements in 
the MFS was performed by each discipline-specific team. 
The discipline delegates were instructed to compile a core 
set of measurements on behalf of their discipline-specific 
team. The literature indicates that a lack of perceived value 
of measurements contributes to a reduced chance of their 
use and sustained adoption [27]. Therefore, the delegates 
were informed that the core set should (1) provide clinically 
valuable information; (2) be administered to all patients; 
(3) cover the discipline's representative domains; and (4) fit 
in the a-priori defined measurement structure (see Fig. 2). 
Furthermore, measurements were preferably part of (inter)

Fig. 1   Sequence of steps towards the implementation of the Measure-
ment Feedback System

Fig. 2   Schematic visualisation of clinical workflow
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national guidelines and consensus statements. Measure-
ments with mere scientific relevance were excluded. The  
project team reviewed the proposed instruments for eligi-
bility, based on the available level of empirical support and 
their clinimetric properties. If alternative measurements 
with better clinimetric properties were identified, these were  
taken into consideration by the discipline delegates, ulti-
mately making a decision while balancing the clinical utility 
and clinimetric properties of the instrument. After several 
revisions, this resulted in concept versions of each core set, 
which were also presented to and agreed upon by the center's 
scientific advisory board. These core sets were translated  
into measurement tracks by combining them with the tem-
poral trajectory of neurorehabilitation. Some automated 
dependencies were built in to avoid illogical measurements 
being sent out. For example, in the physical therapy track, 
patients with inability to walk are automatically exempted 
from measurements requiring the ability to walk, based on 
their Functional Ambulation Category scale [29] score. The 
discipline groups were motivated to pilot the use of the core 
set during a period of three months in order to identify bar-
riers to successful implementation. After fine-tuning of the 
pilot versions, this led to the definitive core sets.

Identification of digital information system

Parallel to the MFS development phase, the electronic infra-
structure for MFS data registration and use was identified. 
A-priori, the following requirements were identified: (1) 
interface for developing customized registration forms; (2) 
functionality to orchestrate the timing of measurements; 
(3) possibility to assign different informants (clinicians, 
patients, relatives) to measurements; (4) notification function 
for measurements, with a reminder function; (5) interface for 
intuitive visualization of measurement results; (6) secured 
according to local regulations for patient data. The only 
system that met all requirements was Philips VitalHealth 
Questionnaire Manager (Vital Health, Ede, the Netherlands), 
which was therefore contracted to host the MFS.

Building phase

The measurements in the definitive core sets were built into 
the digital environment. First, a registration form was built 
for each instrument. Then the forms were combined into a 
measurement track for each discipline. Time points in the 
measurement tracks were tuned to the planning of multidis-
ciplinary meetings in a fixed 6-week schedule. This ensures 
that all clinical data is available in the MFS at the time of 
the multidisciplinary meeting to facilitate decision making. 
Every time point in a measurement track is initiated by over-
view of scheduled measurements. To account for exceptional 
circumstances that may arise in clinical practice, a by-pass 

was built-in. To by-pass a measurement, the clinician is 
required to provide a motivation, which is in turn moni-
tored by the project coordinator. The following measurement 
tracks were developed in overlapping sequential timelines: 
(1) physical therapy, (2) occupational therapy, (3) speech 
therapy, (4) neuropsychology, (5) counselling, (6) social 
work and (7) physical medicine and rehabilitation. Separate 
questionnaires comprehensively registering demographics 
characteristics and medical history have been developed and 
are distributed to the patient's relative within the first two 
weeks of admission. Furthermore, we have developed struc-
tured forms in which referral data, such as injury and acute 
care characteristics, are entered into the MFS in a structured 
manner by the project coordinator. The discipline-specific 
measurement tracks are displayed in Table 1.

Implementation phase

After completion of a measurement track in the digital envi-
ronment, standardization sessions were scheduled, together 
with the project team and all members of the involved disci-
pline. These sessions were intended to stimulate standardi-
zation of measurements across respondents and used avail-
able manualized instructions, if available. Accordingly, each 
measurement procedure was explained and demonstrated in 
a test procedure in front of the whole discipline group, after 
which perceived differences in the administration proce-
dure were discussed and harmonized in a meeting record 
and added to the instruction of the measurement form in 
the MFS. In the same session, clinicians were introduced 
and familiarized with the use of the electronic MFS hosting 
environment. Final adjustments to the measurement tracks 
were made in the two weeks following the standardization 
session, after which the measurement track went live. As 
limited time has been described as a significant factor influ-
encing successful implementation of outcome measure-
ments [27, 30], we constructed an overview of time needed 
to complete and analyze the measurements, which was sub-
sequently approved by the management team. As a result, 
clinicians can allocate the necessary time in their schedule 
for MFS activities, lowering the risk that MFS is omitted 
due to time pressure arising from other clinical activities.

Monitoring phase

On admission of a patient, all measurement tracks are manu-
ally linked to the assigned clinicians. E-mail notifications 
are sent to the clinicians automatically two weeks prior to 
the interdisciplinary team meetings, and reminder notifica-
tions are sent before the deadline. Clinicians can access the 
measurement forms via a link in the e-mail notification or 
through Questionnaire Manager’s main portal. An extract 
of the database is made weekly, for which we have built 
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an automatic processing pipeline that produces monitoring 
summaries including completeness of registrations on level 
of (i) the center as a whole; (ii) treatment disciplines; and 
(iii) individual clinicians.

Data collection and security

All data are collected using Philips VitalHealth Question-
naire Manager (Vital Health, Ede, the Netherlands). Ques-
tionnaire Manager is a secure web-based application for con-
ducting diagnostic, quality and effect measurements within 
healthcare. Data in Questionnaire Manager are protected at 
the level required for electronic patient records to ensure 
data safety, like monitoring of all activity on the platform 
and two-factor authentication for login. The system complies 
with the international standards ISO 27001, ISO 13485 and 
NEN 7510. Patients and families are asked for permission 
to use their pseudonymized data for scientific research at 
admission. Otherwise, patient records are solely used for 
healthcare purposes as described in the Dutch Medical 
Treatment Contracts Act (WGBO) [31].

Data collected

At time of writing, 124 patients have been registered on the 
MFS platform, providing an average of more than 200 new 
measurements per week. Currently, more than 15,000 clini-
cal measurements were captured in the MFS. The current 
overall completion rate of measurements is 86,4%. A sum-
mary of completeness per discipline is enclosed in the Sup-
plements (efigure 4).

Patient dashboards

The scores of all measurements are visualized in individ-
ual patient dashboards that are accessible for all clinicians 
involved in treatment. The user is able to toggle between the 
different measurement tracks and different time points. Fig-
ure 3 shows a screenshot of the digital platform and cutouts 
of various sections of the dashboard. Clinically significant 
change can also be indicated on the dashboard when the 
necessary information about the measurement instrument's 
reliability is known and registered in the system. The evolu-
tion of measurements over time is visualized in line graphs 
(for overall scores) or bar graphs (for subscale scores). If 
available, normative data is displayed as a reference in the 
graphs, facilitating better understanding and interpretation 
of measurements between disciplines. The platform makes 
it possible to generate automated PDF reports for patients. 
Also, we plan to launch a secure portal for patients and their 
families to see their individual progress over time for data 
that is disclosed by the clinician.

Discussion

In this study, we described the development and imple-
mentation of a MFS for neurorehabilitation after severe 
ABI. As noted, the MFS has contributed to structured 
clinical assessment based on multidisciplinary consensus, 
comprehensive progress monitoring for each discipline, 
multidisciplinary collaboration through cross-discipline 
access to patient dashboards and shared decision making 
based on a rich information source. Moreover, accumula-
tion of MFS data at the group level facilitates care evalua-
tion and innovation and may contribute to the shift towards  
precision medicine in neurorehabilitation.

Challenging and success factors

The MFS has been implemented successfully, as indicated 
by the relatively high completion rate as compared to other 
MFS implementations ranging between 47–70% [32]. Nev-
ertheless, we also encountered several challenges. We dis-
covered that the rationale for structured clinical assess-
ment as part of the MFS does not stay top of mind in daily 
clinical practice. The clinician’s view frequently shifted 
towards practicality and relevance of measurements for 
particular individual patients, while the overarching value 
of MFS regularly faded more into the background. There-
fore, additional briefings for the clinical staff proved to 
be needed more than initially anticipated, and we realize 
that this is probably an ongoing process. Moreover, better 
monitoring of pilot phase execution could have prevented 
the need for late amendments to measurement tracks that  
were discovered shortly after actual implementation.

The project team also detected key success factors 
in the development and implementation. According to 
Douglas et al., one of the key principles for sustainable 
adoption and implementation of a MFS is an emphasis  
on the integration with clinical values and workflow [33]. 
This requires high flexibility in the design of the elec-
tronic environment that is used to host the MFS. Bickman 
et al. report that the most prominent obstacle to adoption  
of their MFS was the occurrence of technical issues [32]. 
Indeed, we identified autonomy in the build of the MFS 
platform as a key success factor, allowing us to fit the MFS  
to our local work flow while also troubleshoot technical 
issues directly. We consider prioritization of this project 
on the organizational level as the most crucial facilitator 
in the process. This is consistent with literature indicating  
that organizational factors play an important role in the 
use of evidence based practice in general [34] and out-
come measurement practices in particular [35]. We expe-
rienced a constructive attitude among clinicians and a high  
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level of engagement in the development of the new work 
process. Employee turnover, on the other hand, can result 
in a future lack of knowledge and/or involvement. This 
emphasizes the importance of ongoing support, instruc-
tion, and never-ending "buy-in talks." Likewise, even after  
successful implementation, organizational priority will 
continue to be an important factor in MFS success. Since 
a rate of missing data of more than 15% is problematic for  
the application of various statistical techniques [36], we 
strive for a completion rate of at least 90% in the forth-
coming period. Regarding the clinimetric properties of the  
included measuring instruments, statistically combining 
the data (e.g., using principal component analysis) from 
multiple measurements, also with availability of repeated 
measurements over time, may increase the robustness of 
measurements from instruments with less favourable clini-
metric properties.

Future directions for MFS data: the Health 
Intelligence Program

With structured clinical assessment in place, accumulation 
of MFS data at the group level is considered to present a 
valuable source for additional higher goals, which have been 
formulated in the Health Intelligence Program of the Daan 
Theeuwes Center. The first goal is to execute continuous 
care evaluation and innovation. Therefore, our project team 
is currently working on a standardized processing pipeline 
for analysis and visualization of MFS data at the group level. 
The findings will be used as input for periodic care evalua-
tion sessions at various levels of the organization, with the 
goal of identifying innovations that can further improve care 
quality. We envision several clinical applications of MFS 
data analysis. For example, we aim to develop reference 
values for recovery trajectories in our center. This allows 

Fig. 3   Screenshot of the platform with (a) a possibility to toggle between different trajectories. (b) An overview of the change. (c) An example 
of bar graph, in light blue a cutoff score. (d) An example of line graph, with normative data in color
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individual bench-marking allowing identification of patients 
with relatively little recovery progress. For such patients, 
we hope to implement an internal second-opinion cycle, by 
presenting the treatment plan to a parallel interdisciplinary 
team.

The second goal of the Health Intelligence Program is 
to contribute to the shift towards precision medicine in 
neurorehabilitation. Recently it has been suggested that the 
field of ABI research should move away from underpowered, 
case–control designs that are limited by the heterogeneity 
of the ABI population [15]. Instead we should seek to use 
methods that can take into account the inherent heteroge-
neity, so that differences between patients can be used to 
better understand and predict outcomes and rehabilitation 
potential. Several promising approaches are emerging, such 
as using machine learning algorithms for clinical predic-
tion modelling [37]. We are already starting to see these 
approaches emerge in stroke rehabilitation research [38, 
39], implying the field might be on the brink of advancing 
toward data-driven precision rehabilitation medicine. We 
hope to use MFS data to improve the prediction of neu-
rorehabilitation outcome, utilizing the dimensionality of 
the data to provide a more personalized prognosis. First-tier 
analyses will concentrate on using the data with the highest 
availability (i.e. intake data), to better understand heteroge-
neity in patient functioning. We intend to use data-driven 
approaches to cluster measures of patient functioning into 
domains and cluster patients into subgroups with compara-
ble function profiles. This will allow for a more thorough 
and systematic understanding of patient differences across 
domains of functioning. As more data becomes available, 
the focus of our work will shift towards the development 
of personalized outcome prediction models aimed at treat-
ment outcomes that are most important to the patient and 
rehabilitation team (e.g. able to walk independently, able 
to return to work, etc.). One of the most ambitious goals 
of our current research agenda is to create a tool that can 
use all available MFS data from a given patient to model 
individual recovery trajectories. Such a tool could provide 
chance estimations for the occurrence of meaningful change 
in selected outcomes within a pre-defined timeframe (e.g. 
the upcoming treatment period). A decision support system 
of this type could provide the rehabilitation team with addi-
tional quantitative input for the decision whether or not to 
continue the rehabilitation treatment.

Conclusions

This study describes the process of successful develop-
ment and implementation of a MFS in an interdisciplinary 
neurorehabilitation setting. We have shown that structured 
clinical assessment and feedback is realistic and feasible in 

the context of neurorehabilitation after severe ABI, while 
considering key success factors. We consider the described 
approach transplantable to other settings that aim to improve 
the quality of care for complex patient populations.

Supplementary information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s10916-​022-​01809-z.

Funding  This work was supported by “Daan Theeuwes Fonds” en 
“Daan Theeuwes Centrum voor Intensieve Neurorevalidatie”.

Declarations 

Research involving human and animal participants  This article does 
not contain any studies with human participants performed by any of 
the authors.

Conflict of interest  All the authors declare that there is no conflict of 
interest.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 Mukherjee D, Patil CG. Epidemiology and the global burden of 
stroke. World Neurosurg 2011;76:S85–90. https://​doi.​org/​10.​
1016/j.​wneu.​2011.​07.​023.

	 2.	 Dewan MC, Rattani A, Gupta S, Baticulon RE, Hung YC, Punchak  
M, et  al. Estimating the global incidence of traumatic brain  
injury. J Neurosurg 2019;130:1080–97. https://​doi.​org/​10.​3171/​
2017.​10.​JNS17​352.

	 3.	 Feigin VL, Barker-Collo S, Krishnamurthi R, Theadom A, Starkey 
N. Epidemiology of ischaemic stroke and traumatic brain injury. 
Best Pract Res Clin Anaesthesiol 2010;24:485–94. https://​doi.​org/​
10.​1016/j.​bpa.​2010.​10.​006.

	 4.	 British Society of Rehabilitation Medicine. Rehabilitation fol-
lowing acquired brain injury National clinical guidelines 2003. 
https://​www.​bsrm.​org.​uk/​publi​catio​ns/​publi​catio​ns (accessed 
February 9, 2021).

	 5.	 van Velzen JM, van Bennekom CAM, Edelaar MJA, Sluiter 
JK, Frings-Dresen MHW. How many people return to work 
after acquired brain injury?: A systematic review. Brain Inj 
2009;23:473–88. https://​doi.​org/​10.​1080/​02699​05090​29707​37.

	 6.	 Verdugo MA, Aza A, Orgaz MB, Fernández M, Amor AM. Longi-
tudinal study of quality of life in acquired brain injury: A self- and 
proxy-report evaluation. Int J Clin Heal Psychol 2021;21:100219. 
https://​doi.​org/​10.​1016/j.​ijchp.​2020.​100219.

	 7.	 Turner-Stokes L, Wade D. Rehabilitation following acquired brain 
injury: Concise guidance. Clin Med (Northfield Il) 2004;4:61–5. 
https://​doi.​org/​10.​7861/​clinm​edici​ne.4-​1-​61.

https://doi.org/10.1007/s10916-022-01809-z
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.wneu.2011.07.023
https://doi.org/10.1016/j.wneu.2011.07.023
https://doi.org/10.3171/2017.10.JNS17352
https://doi.org/10.3171/2017.10.JNS17352
https://doi.org/10.1016/j.bpa.2010.10.006
https://doi.org/10.1016/j.bpa.2010.10.006
https://www.bsrm.org.uk/publications/publications
https://doi.org/10.1080/02699050902970737
https://doi.org/10.1016/j.ijchp.2020.100219
https://doi.org/10.7861/clinmedicine.4-1-61


	 Journal of Medical Systems (2022) 46:24

1 3

24  Page 18 of 19

	 8.	 Saatman KE, Duhaime AC, Bullock R, Maas AIR, Valadka A, 
Manley GT, et al. Classification of traumatic brain injury for tar-
geted therapies. J. Neurotrauma, vol. 25, Mary Ann Liebert, Inc.; 
2008, p. 719–38. https://​doi.​org/​10.​1089/​neu.​2008.​0586.

	 9.	 Haines KL, Nguyen BP, Vatsaas C, Alger A, Brooks K, Agarwal 
SK. Socioeconomic Status Affects Outcomes After Severity-
Stratified Traumatic Brain Injury. J Surg Res 2019;235:131–40. 
https://​doi.​org/​10.​1016/j.​jss.​2018.​09.​072.

	10.	 Anderson CA, Arciniegas DB. Cognitive sequelae of hypoxic-
ischemic brain injury: A review. NeuroRehabilitation 2010;26:47–
63. https://​doi.​org/​10.​3233/​NRE-​2010-​0535.

	11.	 Lingsma H, Andriessen TMJC, Haitsema I, Horn J, van der Naalt 
J, Franschman G, et al. Prognosis in moderate and severe trau-
matic brain injury. J Trauma Acute Care Surg 2013;74:639–46. 
https://​doi.​org/​10.​1097/​TA.​0b013​e3182​7d602e.

	12.	 Königs M, Beurskens EA, Snoep L, Scherder EJ, Oosterlaan 
J. Effects of Timing and Intensity of Neurorehabilitation on 
Functional Outcome After Traumatic Brain Injury: A Sys-
tematic Review and Meta-Analysis. Arch Phys Med Rehabil 
2018;99:1149-1159.e1. https://​doi.​org/​10.​1016/j.​apmr.​2018.​01.​
013.

	13.	 Wong AWK, Ng S, Dashner J, Baum MC, Hammel J, Magasi  
S, et al. Relationships between environmental factors and par-
ticipation in adults with traumatic brain injury, stroke, and spinal  
cord injury: a cross-sectional multi-center study. Qual Life Res 
2017;26:2633–45. https://​doi.​org/​10.​1007/​s11136-​017-​1586-5.

	14.	 Enderby P, Pandyan A, Bowen A, Hearnden D, Ashburn A,  
Conroy P, et al. Accessing rehabilitation after stroke – a guessing  
game? Disabil Rehabil 2017;39:709–13. https://​doi.​org/​10.​3109/​
09638​288.​2016.​11604​48.

	15.	 Covington N V., Duff MC. Heterogeneity Is a Hallmark of Trau-
matic Brain Injury, Not a Limitation: A New Perspective on Study 
Design in Rehabilitation Research. Am J Speech-Language Pathol 
2021:1–12. https://​doi.​org/​10.​1044/​2020_​AJSLP-​20-​00081.

	16.	 Hammond FM, Katta-Charles S, Russell MB, Zafonte RD, Claassen  
J, Wagner AK, et al. Research Needs for Prognostic Modeling  
and Trajectory Analysis in Patients with Disorders of Conscious-
ness. Neurocritical Care 2021 351 2021;35:55–67. https://​doi.​org/​
10.​1007/​S12028-​021-​01289-Y.

	17.	 Collins FS, Varmus H. A New Initiative on Precision Medicine.  
N Engl J Med 2015;372:793–5. https://​doi.​org/​10.​1056/​ 
nejmp​15005​23.

	18.	 Kosorok MR, Laber EB. Precision Medicine. Annu Rev Stat 
Its Appl 2019;6:263–86. https://​doi.​org/​10.​1146/​annur​ev-​
stati​stics-​030718-​105251.

	19.	 Greenhalgh J, Flynn R, Long AF, Tyson S. Tacit and encoded 
knowledge in the use of standardised outcome measures in mul-
tidisciplinary team decision making: A case study of in-patient  
neurorehabilitation. Soc Sci Med 2008;67:183–94. https://​doi.​org/​ 
10.​1016/j.​socsc​imed.​2008.​03.​006.

	20.	 Longley V, Peters S, Swarbrick C, Bowen A. What influences  
decisions about ongoing stroke rehabilitation for patients with pre-
existing dementia or cognitive impairment: a qualitative study?  
Clin Rehabil 2018;32:1133–44. https://​doi.​org/​10.​1177/​ 
02692​15518​766406.

	21.	 Tyson SF, Greenhalgh J, Long AF, Flynn R. The influence of 
objective measurement tools on communication and clinical 
decision making in neurological rehabilitation. J Eval Clin Pract 
2012;18:216–24. https://​doi.​org/​10.​1111/j.​1365-​2753.​2010.​
01555.x.

	22.	 Bickman L. A measurement feedback system (MFS) is necessary 
to improve mental health outcomes. J Am Acad Child Adolesc  
Psychiatry 2008;47:1114–9. https://​doi.​org/​10.​1097/​CHI.​ 
0b013​e3181​825af8.

	23.	 Heiwe S, Kajermo KN, Raija Tyni-Lenné, Guidetti S, Samuelsson  
M, Andersson IL, et  al. Evidence-based practice: Attitudes, 

knowledge and behaviour among allied health care profession-
als. Int J Qual Heal Care 2011;23:198–209. https://​doi.​org/​10.​ 
1093/​intqhc/​mzq083.

	24.	 Burton LJ, Tyson S, McGovern A. Staff perceptions of using 
outcome measures in stroke rehabilitation. Disabil Rehabil 
2013;35:828–34. https://​doi.​org/​10.​3109/​09638​288.​2012.​
709305.

	25.	 Dougas H, Swanson C, Gee T, Bellamy N. Outcome measure-
ment in Australian rehabilitation environments. J Rehabil Med 
2005;37:325–9. https://​doi.​org/​10.​1080/​16501​97051​00350​89.

	26.	 Selles RW, Wouters RM, Poelstra R, van der Oest MJW, Porsius 
JT, Hovius SER, et al. Routine Health Outcome Measurement: 
Development, Design, and Implementation of the Hand and Wrist 
Cohort. Plast Reconstr Surg 2020;146:343–54. https://​doi.​org/​10.​
1097/​PRS.​00000​00000​007008.

	27.	 Duncan EAS, Murray J. The barriers and facilitators to routine 
outcome measurement by allied health professionals in practice: 
A systematic review. BMC Health Serv Res 2012;12:96. https://​
doi.​org/​10.​1186/​1472-​6963-​12-​96.

	28.	 Eilander HJ, Van De Wiel M, Wijers M, Van Heugten CM, Buljevac  
D, Lavrijsen JCM, et  al. The reliability and validity of the 
PALOC-s: A Post-Acute Level of Consciousness scale for assess-
ment of young patients with prolonged disturbed consciousness 
after brain injury. Neuropsychol Rehabil 2009;19:1–27. https://​
doi.​org/​10.​1080/​09602​01070​16948​22.

	29.	 Holden M, Gill K, Magliozzi M, Nathan J, Piehl-Baker L. Clinical 
gait assessment in the neurologically impaired. Reliability and 
meaningfulness. Phys Ther 1984;64:35–40. https://​doi.​org/​10.​
1093/​ptj/​64.1.​35.

	30.	 Boswell JF, Kraus DR, Miller SD, Lambert MJ. Implementing 
routine outcome monitoring in clinical practice: Benefits, chal-
lenges, and solutions. Psychother Res 2015;25:6–19. https://​doi.​
org/​10.​1080/​10503​307.​2013.​817696.

	31.	 Dutch Medical Treatment Contracts Act. n.d.
	32.	 Bickman L, Douglas SR, De Andrade ARV, Tomlinson M, 

Gleacher A, Olin S, et al. Implementing a Measurement Feed-
back System: A Tale of Two Sites. Adm Policy Ment Heal 
Ment Heal Serv Res 2016;43:410–25. https://​doi.​org/​10.​1007/​
s10488-​015-​0647-8.

	33.	 Douglas S, Button S, Casey SE. Implementing for Sustainability: 
Promoting Use of a Measurement Feedback System for Innovation 
and Quality Improvement. Adm Policy Ment Heal Ment Heal Serv 
Res 2016;43:286–91. https://​doi.​org/​10.​1007/​s10488-​014-​0607-8.

	34.	 Brownson RC, Colditz GA, Proctor EK. Dissemination and Imple-
mentation Research in Health: Translating Science to Practice. 
Oxford University Press; 2012. https://​doi.​org/​10.​1093/​acprof:​
oso/​97801​99751​877.​001.​0001.

	35.	 Jensen-Doss A, Haimes EMB, Smith AM, Lyon AR, Lewis CC, 
Stanick CF, et al. Monitoring Treatment Progress and Providing 
Feedback is Viewed Favorably but Rarely Used in Practice. Adm 
Policy Ment Heal Ment Heal Serv Res 2018;45:48–61. https://​doi.​
org/​10.​1007/​s10488-​016-​0763-0.

	36.	 Acuna E, Rodriguez C. The treatment of missing values and 
its effect on classifier accuracy. Classif. Clust. data Min. Appl., 
Springer; 2004, p. 639–47.

	37.	 Gravesteijn BY, Nieboer D, Ercole A, Lingsma HF, Nelson D, 
van Calster B, et al. Machine learning algorithms performed no 
better than regression models for prognostication in traumatic 
brain injury. J Clin Epidemiol 2020;122:95–107. https://​doi.​org/​
10.​1016/j.​jclin​epi.​2020.​03.​005.

	38.	 Selles RW, Andrinopoulou ER, Nijland RH, Van Der Vliet R,  
Slaman J, van Wegen EE, Rizopoulos D, Ribbers GM, Meskers CG,  
Kwakkel G (2021) Computerised patient-specific prediction of the 
recovery profile of upper limb capacity within stroke services: The 
next step. J Neurol Neurosurg Psychiatry 1–8. https://​doi.​org/​10.​
1136/​jnnp-​2020-​324637

https://doi.org/10.1089/neu.2008.0586
https://doi.org/10.1016/j.jss.2018.09.072
https://doi.org/10.3233/NRE-2010-0535
https://doi.org/10.1097/TA.0b013e31827d602e
https://doi.org/10.1016/j.apmr.2018.01.013
https://doi.org/10.1016/j.apmr.2018.01.013
https://doi.org/10.1007/s11136-017-1586-5
https://doi.org/10.3109/09638288.2016.1160448
https://doi.org/10.3109/09638288.2016.1160448
https://doi.org/10.1044/2020_AJSLP-20-00081
https://doi.org/10.1007/S12028-021-01289-Y
https://doi.org/10.1007/S12028-021-01289-Y
https://doi.org/10.1056/nejmp1500523
https://doi.org/10.1056/nejmp1500523
https://doi.org/10.1146/annurev-statistics-030718-105251
https://doi.org/10.1146/annurev-statistics-030718-105251
https://doi.org/10.1016/j.socscimed.2008.03.006
https://doi.org/10.1016/j.socscimed.2008.03.006
https://doi.org/10.1177/0269215518766406
https://doi.org/10.1177/0269215518766406
https://doi.org/10.1111/j.1365-2753.2010.01555.x
https://doi.org/10.1111/j.1365-2753.2010.01555.x
https://doi.org/10.1097/CHI.0b013e3181825af8
https://doi.org/10.1097/CHI.0b013e3181825af8
https://doi.org/10.1093/intqhc/mzq083
https://doi.org/10.1093/intqhc/mzq083
https://doi.org/10.3109/09638288.2012.709305
https://doi.org/10.3109/09638288.2012.709305
https://doi.org/10.1080/16501970510035089
https://doi.org/10.1097/PRS.0000000000007008
https://doi.org/10.1097/PRS.0000000000007008
https://doi.org/10.1186/1472-6963-12-96
https://doi.org/10.1186/1472-6963-12-96
https://doi.org/10.1080/09602010701694822
https://doi.org/10.1080/09602010701694822
https://doi.org/10.1093/ptj/64.1.35
https://doi.org/10.1093/ptj/64.1.35
https://doi.org/10.1080/10503307.2013.817696
https://doi.org/10.1080/10503307.2013.817696
https://doi.org/10.1007/s10488-015-0647-8
https://doi.org/10.1007/s10488-015-0647-8
https://doi.org/10.1007/s10488-014-0607-8
https://doi.org/10.1093/acprof:oso/9780199751877.001.0001
https://doi.org/10.1093/acprof:oso/9780199751877.001.0001
https://doi.org/10.1007/s10488-016-0763-0
https://doi.org/10.1007/s10488-016-0763-0
https://doi.org/10.1016/j.jclinepi.2020.03.005
https://doi.org/10.1016/j.jclinepi.2020.03.005
https://doi.org/10.1136/jnnp-2020-324637
https://doi.org/10.1136/jnnp-2020-324637


Journal of Medical Systems (2022) 46:24	

1 3

Page 19 of 19  24

	39.	 Harari Y, Harari Y, O’Brien MK, O’Brien MK, Lieber RL, Lieber 
RL, et al. Inpatient stroke rehabilitation: Prediction of clinical 
outcomes using a machine-learning approach. J Neuroeng Rehabil 
2020;17. https://​doi.​org/​10.​1186/​s12984-​020-​00704-3.

	40.	 Netherlands Society of Rehabilitation Medicine (NSRM). [Indi-
cator set Rehabilitation 2021] 2021. https://​www.​zorgi​nzicht.​
nl/​binar​ies/​conte​nt/​assets/​zorgi​nzicht/​kwali​teits​instr​ument​en/​
indic​atore​nset-​inzic​ht-​in-​reval​idatie-​versl​agjaar-​2021.​pdf.

	41.	 Post MW, Port IG van de, Kap B, Berlekom SHB van. Develop-
ment and validation of the Utrecht Scale for Evaluation of Clinical 
Rehabilitation (USER): 2009;23:909–17. https://​doi.​org/​10.​1177/​
02692​15509​341524.

	42.	 Boake C. Supervision rating scale: a measure of functional out-
come from brain injury. Arch Phys Med Rehabil 1996;77:765–72. 
https://​doi.​org/​10.​1016/​S0003-​9993(96)​90254-3.

	43.	 Netherlands Society of Rehabilitation Medicine (NSRM). 
[Treatment framework Traumatic Brain Injury March 2013] n.d. 
https://​reval​idati​egene​eskun​de.​nl/​sites/​defau​lt/​files/​attac​hments/​ 
Kwali​teit/​Behan​delka​ders/​behan​delka​der_​traum​atisch_​ 
herse​nlets​el_​2013.​pdf.

	44.	 McCulloch KL, De Joya AL, Hays K, Donnelly E, Johnson 
TK, Nirider CD, et al. Outcome measures for persons with 
moderate to severe traumatic brain injury: Recommendations 
from the American Physical Therapy Association Academy of 
Neurologic Physical Therapy TBI EDGE Task Force. J Neu-
rol Phys Ther 2016;40:269–80. https://​doi.​org/​10.​1097/​NPT.​
00000​00000​000145.

	45.	 Otterman N, Veerbeek J, Schiemanck S, van der Wees P, Nollet F, 
Kwakkel G. Selecting relevant and feasible measurement instru-
ments for the revised Dutch clinical practice guideline for physical 
therapy in patients after stroke. Disabil Rehabil 2017;39:1449–57. 
https://​doi.​org/​10.​1080/​09638​288.​2016.​11963​99.

	46.	 Moore JL, Potter K, Blankshain K, Kaplan SL, O’Dwyer LC, 
Sullivan JE. A core set of outcome measures for adults with 
neurologic conditions undergoing rehabilitation. J Neurol 
Phys Ther 2018;42:174–220. https://​doi.​org/​10.​1097/​NPT.​
00000​00000​000229.

	47.	 Steultjens, E.M.J., Cup, E.H.C., Zajec, J., Van Hees S. [Ergot-
herapierichtlijn CVA]. Hogesch van Arnhem En Nijmegen/Ergo-
therapie Ned 2013. https://​info.​ergot​herap​ie.​nl/​file/​downl​oad/ 
​defau ​l t / ​3C1B1​7A844​0A382​1FBAC​E09F1​77749​7E/​ 
ET-​richt​lijn-​cva-​herzi​en.​pdf (accessed June 8, 2021).

	48.	 Seel RT, Corrigan JD, Dijkers MP, Barrett RS, Bogner J, Smout 
RJ, et al. Patient Effort in Traumatic Brain Injury Inpatient Reha-
bilitation: Course and Associations With Age, Brain Injury Sever-
ity, and Time Postinjury. Arch Phys Med Rehabil 2015;96:S235–
44. https://​doi.​org/​10.​1016/j.​apmr.​2014.​10.​027.

	49.	 Domensino AF, Winkens I, Van Haastregt JCM, Van Bennekom 
CAM, Van Heugten CM. Defining the content of a minimal data-
set for acquired brain injury using a Delphi procedure. Health 
Qual Life Outcomes 2020;18:1–10. https://​doi.​org/​10.​1186/​
s12955-​020-​01286-3.

	50.	 NVLF. [Dutch Logopedic Guideline for the Diagnosis and Treat-
ment of Aphasia] 2016. https://​www.​nvlf.​nl/​weten​schap/​de-​
logop​edisc​he-​richt​lijn-​diagn​ostiek-​en-​behan​deling-​van-​afasie/ 
(accessed June 8, 2021).

	51.	 NVKNO. [Multidisciplinary guideline of oropharyngeal dys-
phagia (Dutch)] 2017. https://​richt​lijne​ndata​base.​nl/​richt​lijn/​
orofa​rynge​ale_​dysfa​gie/​start​pagin​a_-_​orofa​rynge​ale_​dysfa​gie.​
html (accessed June 7, 2021).

	52.	 Dutch Association of Aphasia Therapists (NAT). [Aphasia Inter-
vention Scheme] 2015. https://​www.​afasi​enet.​com/​wp-​conte​nt/​
uploa​ds/​NAIS_​maart​2015.​pdf.

	53.	 Kalf, H. De Swart BJM. [Radboud oral examination handbook] 
2007. https://​www.​dysfa​gie.​info/​images/​Handl​eiding_​Radbo​ud_​
Oraal_​onder​zoek_​2007.​pdf.

	54.	 Dutch Association of Psychologists (NIP). [Dutch guideline 
for neuropsychological assessment in Traumatic brain injury] 
2016. https://​www.​psynip.​nl/​wp-​conte​nt/​uploa​ds/​2016/​10/​
Richt​lijnt​rauma​tisch​herse​nlets​eldef-2-​jms-2.​pdf.

	55.	 Honan CA, McDonald S, Tate R, Ownsworth T, Togher L, Fleming  
J, et  al. Outcome instruments in moderate-to-severe adult  
traumatic brain injury: recommendations for use in psychosocial 
research. 2017;29:896–916. https://​doi.​org/​10.​1080/​09602​011.​
2017.​13396​16.

	56.	 Lezak MD, Howieson DB, Loring DW, Hannay JH, Fischer JS. 
Neuropsychological Assessment. Oxford University Press. New 
York 2004.

	57.	 van Heugten C, Rasquin S, Winkens I, Beusmans G, Verhey F. 
Checklist for cognitive and emotional consequences following 
stroke (CLCE-24): development, usability and quality of the self-
report version. Clin Neurol Neurosurg 2007;109:257–62. https://​
doi.​org/​10.​1016/J.​CLINE​URO.​2006.​10.​002.

	58.	 Brands IMH, Köhler S, Stapert SZ, Wade DT, van Heugten CM. 
Psychometric properties of the Coping Inventory for Stressful 
Situations (CISS) in patients with acquired brain injury. Psychol 
Assess 2014;26:848–56. https://​doi.​org/​10.​1037/​a0036​275.

	59.	 Worm-Smeitink M, Gielissen M, Bloot L, van Laarhoven HWM, 
van Engelen BGM, van Riel P, et al. The assessment of fatigue: 
Psychometric qualities and norms for the Checklist individual 
strength. J Psychosom Res 2017;98:40–6. https://​doi.​org/​10.​
1016/J.​JPSYC​HORES.​2017.​05.​007.

	60.	 Netherlands Society of Rehabilitation Medicine (NSRM). 
[Dutch Guideline Neuropsychiatric consequences after 
NAH in adults] 2017. https://​richt​lijne​ndata​base.​nl/​richt​lijn/​ 
neuro​psych​iatri​sche_​gevol​gen_​na_​nah_​bij_​volwa​ssenen/​ 
zorgk​aders_​neuro​psych​iatri​sche_​gevol​gen_​nah.​html.

	61.	 Bosscher RJ, Smit JH. Confirmatory factor analysis of the general 
self-efficacy scale. Behav Res Ther 1998;36. https://​doi.​org/​10.​
1016/​S0005-​7967(98)​00025-4.

	62.	 Gierveld JDJ, Van Tilburg T. A 6-item scale for overall, emo-
tional, and social loneliness: Confirmatory tests on survey 
data. Res Aging 2006;28:582–98. https://​doi.​org/​10.​1177/​
01640​27506​289723.

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1186/s12984-020-00704-3
https://www.zorginzicht.nl/binaries/content/assets/zorginzicht/kwaliteitsinstrumenten/indicatorenset-inzicht-in-revalidatie-verslagjaar-2021.pdf
https://www.zorginzicht.nl/binaries/content/assets/zorginzicht/kwaliteitsinstrumenten/indicatorenset-inzicht-in-revalidatie-verslagjaar-2021.pdf
https://www.zorginzicht.nl/binaries/content/assets/zorginzicht/kwaliteitsinstrumenten/indicatorenset-inzicht-in-revalidatie-verslagjaar-2021.pdf
https://doi.org/10.1177/0269215509341524
https://doi.org/10.1177/0269215509341524
https://doi.org/10.1016/S0003-9993(96)90254-3
https://revalidatiegeneeskunde.nl/sites/default/files/attachments/Kwaliteit/Behandelkaders/behandelkader_traumatisch_hersenletsel_2013.pdf
https://revalidatiegeneeskunde.nl/sites/default/files/attachments/Kwaliteit/Behandelkaders/behandelkader_traumatisch_hersenletsel_2013.pdf
https://revalidatiegeneeskunde.nl/sites/default/files/attachments/Kwaliteit/Behandelkaders/behandelkader_traumatisch_hersenletsel_2013.pdf
https://doi.org/10.1097/NPT.0000000000000145
https://doi.org/10.1097/NPT.0000000000000145
https://doi.org/10.1080/09638288.2016.1196399
https://doi.org/10.1097/NPT.0000000000000229
https://doi.org/10.1097/NPT.0000000000000229
https://info.ergotherapie.nl/file/download/default/3C1B17A8440A3821FBACE09F1777497E/ET-richtlijn-cva-herzien.pdf
https://info.ergotherapie.nl/file/download/default/3C1B17A8440A3821FBACE09F1777497E/ET-richtlijn-cva-herzien.pdf
https://info.ergotherapie.nl/file/download/default/3C1B17A8440A3821FBACE09F1777497E/ET-richtlijn-cva-herzien.pdf
https://doi.org/10.1016/j.apmr.2014.10.027
https://doi.org/10.1186/s12955-020-01286-3
https://doi.org/10.1186/s12955-020-01286-3
https://www.nvlf.nl/wetenschap/de-logopedische-richtlijn-diagnostiek-en-behandeling-van-afasie/
https://www.nvlf.nl/wetenschap/de-logopedische-richtlijn-diagnostiek-en-behandeling-van-afasie/
https://richtlijnendatabase.nl/richtlijn/orofaryngeale_dysfagie/startpagina_-_orofaryngeale_dysfagie.html
https://richtlijnendatabase.nl/richtlijn/orofaryngeale_dysfagie/startpagina_-_orofaryngeale_dysfagie.html
https://richtlijnendatabase.nl/richtlijn/orofaryngeale_dysfagie/startpagina_-_orofaryngeale_dysfagie.html
https://www.afasienet.com/wp-content/uploads/NAIS_maart2015.pdf
https://www.afasienet.com/wp-content/uploads/NAIS_maart2015.pdf
https://www.dysfagie.info/images/Handleiding_Radboud_Oraal_onderzoek_2007.pdf
https://www.dysfagie.info/images/Handleiding_Radboud_Oraal_onderzoek_2007.pdf
https://www.psynip.nl/wp-content/uploads/2016/10/Richtlijntraumatischhersenletseldef-2-jms-2.pdf
https://www.psynip.nl/wp-content/uploads/2016/10/Richtlijntraumatischhersenletseldef-2-jms-2.pdf
https://doi.org/10.1080/09602011.2017.1339616
https://doi.org/10.1080/09602011.2017.1339616
https://doi.org/10.1016/J.CLINEURO.2006.10.002
https://doi.org/10.1016/J.CLINEURO.2006.10.002
https://doi.org/10.1037/a0036275
https://doi.org/10.1016/J.JPSYCHORES.2017.05.007
https://doi.org/10.1016/J.JPSYCHORES.2017.05.007
https://richtlijnendatabase.nl/richtlijn/neuropsychiatrische_gevolgen_na_nah_bij_volwassenen/zorgkaders_neuropsychiatrische_gevolgen_nah.html
https://richtlijnendatabase.nl/richtlijn/neuropsychiatrische_gevolgen_na_nah_bij_volwassenen/zorgkaders_neuropsychiatrische_gevolgen_nah.html
https://richtlijnendatabase.nl/richtlijn/neuropsychiatrische_gevolgen_na_nah_bij_volwassenen/zorgkaders_neuropsychiatrische_gevolgen_nah.html
https://doi.org/10.1016/S0005-7967(98)00025-4
https://doi.org/10.1016/S0005-7967(98)00025-4
https://doi.org/10.1177/0164027506289723
https://doi.org/10.1177/0164027506289723

	Measurement Feedback System for Intensive Neurorehabilitation after Severe Acquired Brain Injury
	Abstract
	Background
	Methods
	Setting
	Measurement feedback system development and implementation
	Preparation phase
	Development phase
	Identification of digital information system
	Building phase
	Implementation phase
	Monitoring phase
	Data collection and security
	Data collected
	Patient dashboards


	Discussion
	Challenging and success factors
	Future directions for MFS data: the Health Intelligence Program

	Conclusions
	References


