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”Rehabilitation aims to optimize 
people’s functioning associated with 
diseases, injuries and other health 

conditions in the context of an 
individual’s position in life and 

resources and in interaction with 
the physical, humanbuilt, attitudinal 

and social environment”
Stucki et al 2017



Do the national current care guidelines in 
Finland include rehabilitation ?

• 2012-14 
– 22/50 published current care guidelines include 

recommendations for rehabilitation



Special characteristics of 
implementation in rehabilitation

context
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Patient-centered care and 
rehabililtation
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Systematic review of knowledge 
translation (Scott et al 2012)

• Limited information to recommend one 
knowledge translation strategy over another 
across five allied health professions 
– dietetics, occupational therapists, pharmacisists, 

physiotherapists, speech and language therapists



Sarkies et al 2017: (systematic review): Conceptualisation of factors 
perceived to be associated with effective strategies and the inter-
relationship between these factors . Implementation Science 
2017;12:132



An example of complexity of 
implementing rehabilitation

• Current care guideline for ischemic stroke
• Early rehabilitation
• Multidisciplinary rehabilitation unit
• Different therapies and equipments
• Rehabilitation at home
• Longterm rehabilitation (Public care/private care)
• Multidisciplinary team in different levels
• Different organisations responsible
• Assistive devices



Development of an implementation strategy for 
physiotherapy guidelines on low back pain (Bekkering et 

al.2003)

• Passive implementation strategies usually not 
effective (Grimshaw et al 2001)

• Active strategy aimed to 
– Reduce perceived barriers related to

• Specific features of the guideline
• Features of the target group
• Featues of the social context or setting
• Features of the organisational context



Continued (Bekkering et al 2003)

• A model for improving professionals’ knowledge
and influencing the management of primary care
clinicians

• 4 steps
– Orientation
– Insight
– Acceptance
– Change

• For each step specific interventions can be
chosen to implement guidelines



Essential for effectiveness of 
implementation (Bekkering et al 2003)

• Information transfer
• Multiple interventions needed to achieve 

changes
• Reminders
• Multifaceted interventions
• Interactive educational meetings
• Strategies closely linked to the level of clinical 

decision making process



continues.. (Bekkering et al 2003)

• Questionnaire to physiotherapists
– 3 questions  about perceived discrepancies and 

barriers between recommendations in guidelines 
and the current management

– Additional comments and suggestions categorised 
into 5 groups

• Knowledge and skills
• Attitude
• Features of the social context
• Features of organisational context
• Other



Important discrepancies

• Most important discrepancy between current 
practice and recommendations of the 
guidelines
– Knowledge or skills of the physiotherapists
– Problems  in co-operation  with referring 

physicians



Implementation strategy

• 2 training sessions in small groups
– Education
– Role-playing (history taking, how to explain 

treatment goals)
– Sharing experiences, discuss potiential barriers
– Reminders



Multiple guidelines – how to do a 
synthesis for further purposes?

• Poltawski et al 2013
• Synthesis of recommendations from stroke 

practice guidelines to develop community-
based exercise programmes after stroke

• Intervention Mapping



Example: Proximal objectives and 
strategies for programme content

Proximal
objectives and 
recommended
strategies

Highest level
of evidence

Count 1 2 3 4 5 6 7 8 9

Increase
muscle
strength

10 x x x x x

a. Lower lim
strengthening

1 8 x x x x

b.Upper limb
strengtheninig

1 10 x x x x x x

etc



Example: Proximal objectives and 
strategies for programme delivery

Proximal objectives
and recommended
strategies

Highest level
of evidence

Count 1 2 3 4 5 6 7 8 9

Ensure dosage is 
sufficient to 
establish and 
maitain benefits

2 x x

a. At least 3 
days/week physical
exercise

1 1 x

b. 20-30 min daily 
moderate intensity
physical exercise

3 2 x x

etc



Theory-driven KT strategies for 
rehabilitation Jones et al 2015

• Passive methods
– Educational material
– Published literature regarded as reasonably ineffective KT 

strategy
• Active methods

– Audit
– Feedback
– Local opinion leaders

• Single or multicomponent interventions
– Multicomponent directed at specific barriers to implementation

effective in changing professional behavior
– Changing clinical behavior dependent on individual factors, and 

factors at macro (policy, funding) and meso (organization) levels.



Jones et al 2015

• Single KT interventions other than education
should be investigated
– Local opinion leaders, audit and feedback, reminders

• Implementation of multicomponent interventions
warrants practical considerations

• Active strategies more expensive to implement
• Economic evaluations needed



Are there patients groups who 
especially need implementation 

of rehabilitation?



Patient who have diseases that 
cause functional disability, 

subjective suffering, need a lot of 
resources, and cause costs to the 

society
• Examples:

– Stroke
– Old people with dementia
– Hip fractures
– Low back pain
– Heart and lung diseases



There is evidence that 
rehabilitation of patients with 

these diseases is effective



Implementation of rehabilitation 
could improve outcomes, decrease 

costs, and diminish burden and 
suffering of patients



Stroke



Health professionals’ views on the barriers and 
enablers to evidence-based practice for acute 

stroke care (Baatiema et al 2017)

• Systematic review of 10 studies
• Barriers or enablers:

– Poor organisational or institutional level support
– Health professionals’ limited skills to use particular

therapy
– Low level of awareness
– Confidence in the effectiveness of a particular

evidence-based therapy
– Limited medical facilities to support evidence uptake
– Inadequate peer support among health professionals



Caregivers role (Clarke et al 2013)

• Training caregivers after stroke in practical skills
for supporting patients (TRACS trial)

• London stroke carer training course
• Process evaluation objectives

– To describe how the training program was
implemented in different settings

– Provide insight into patients, caregivers, and 
multidisciplinary team members’ experience of the 
training process

– How change was introduced and implemented
– Normalization process theory as a conceptual lens



.. continues  (Clarke et al 2013)

• TRACs trial results
– No differences between groups on patients’ functional

outcomes or caregivers burden at 6 months or in 
secondary outcomes at 6 or 12 months

• Achievement of caregiver competencies not
linked with goal setting and discharge planning
more broadly
– Evidence of benefits given the resources expended

not visible to the staff
– Continuity of program engagement with caregivers

necessary to secure competencies through co-
ordination with different rehabilitation delivering sites



…continues  (Clarke et al 2013)

• Reasons why complex interventions become
embedded and work are diverse (Hoddinott et al
2010)

• Commonly involve barriers and facilitators at the 
human resource and team level

• In stable organizations, change is an accepted
part of service provision, evidence-based
interventions more likely to become embedded

• Facilitating a partnership between caregivers and 
staff in supporting stroke suvivor added another
layer of complexity to implementation



The way of using effective programs may 
change in practice

• The Graded Repetitive Arm Supplementary
Program (GRASP) designed to increase the 
intensity of exercise achieved in inpatient
stroke rehabilitation shown to be effective

• Rapid uptake into practice in Canada
• Twenty interviews conducted across 8 sites
• Was not always used in the way in which was

shown to be effective (McMahon et al 2014)



Implementation of a better assessment-
”simple is working” (Lynch et al 2016)

• Improving assessment of rehabilitation needed after stroke in Australia
• The Rehabilitation Assessment Tool
• Effectiveness of education only (1 onsite education session and 

distribution of ART) vs
• An multifaceted intervention

– 2 or more onsite education sessions
– distribution of ART, 
– audit, 
– feedback, 
– barrier identification, 
– site-specific strategy development, 
– promotion of interdisciplinary teamwork, 
– opinion leaders and reminders

• Multifaceted intervention was not more effective than education only



Hip fracture

• Hakala et al 2014
• Did the change in rehabilitation process of hip fracture

patients in Lahti in 2005-6 had effect on the outcome
compared to other muncipalities in Päijät-Häme and in 
Finland?

• Registers give possibilities to follow up quality of care
or rehabilitation, e.g. after hip fractures or stroke

• Benchmarking controlled trials for  
– assessing comparative effectiveness of clinical pathways
– to obtain evidence of real world effectiveness
– Performace of health care providers (Malmivaara 2017)
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201011 Bencmarking-symposiumi

Hip fracture –
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201011 Bencmarking-symposiumi

Hip fracture – Institutional care (Adjusted %-
proportion)
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Hip-fracture adjusted costs of institutional care
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Low back pain



Effects of two guideline implementation strategies on patient
outcomes in primary care: a cluster randomized controlled

trial, Becker ym. 2008

• German LBP guideline for GP’s
• Multifaceted guideline implementation (GI)
• Guideline implementation + training of 

practice nurses motivational counseling (MC)
• Postal dissemination of the guideline 

(controls, C)
• Data collection: questionnaires and patient 

interviews 6 and 12 months later



Becker ym Spine 2008; 33(5):473-80 

• Functional capacity higher in intervention 
groups GI and MC groups

• Cluster adjusted mean differece
– 3,65 (95% CI 0.32-6.98 between MC and C
– 2.65, (95% CI -0.70 to 6.01) between GI and C. 

• Average reduction of days in pain per year
compared with controls
– 16 (GI) and 17 (MC) after 6 months, 
– 12 (GI) and 9 (MC) days after 12 months



Implementation methods (Becker et al 
2012)

• Guideline consists of 4 modules: 
– a detailed version 
– a pocket card
– a prescription-like short form information
– a more detailed information flyer for patients

• 3 interactive seminars for GPs



Cost-effectiveness of 2 LBP guideline
implementation strategies (Becker et al 2012)

• Primary care
• Physician education
• Physician education in combination with motivational

counseling by practice nurse
• 1322 patients from 126 general practices
• Lower indirect and direct costs , and better patient

outcomes among both interventions
• Intervention superiority with respect to functional capacity, 

days in pain, and follow-up costs
• Effects attenuated when adjusting for differences of health

care utilization prior to patient recruitment and for 
clustering of data.



Influence of physical therapy guideline adherence on 
healthcare utilization and costs among patients with 

LBP. A systematic review. (Hanney WJ et al 2016)

• Preliminary evidence suggests that adherence 
to established clinical practice guidelines may 
assist with decreasing healthcare utilization 
and costs



Multifaceted implementation strategy versus passive 
implementation of LBP guidelines in general practice (Riis et al 

2016)

• A cluster randomised controlled trial
• Multifaceted implementation:

– outreach visits
– quality reports,
– STarT BackTool for subgrouping patients

• Both groups
– usual dissemination of guidelines,
– guideline-concordant structuring of the medical

record, 
– new referral opportunity for patients with psycho-

social problems



continues,…(Riis et al 2016)

• Primary outome: 
– referral to secondary health care within 12 weeks

• Secondary outcomes: 
– employment status
– sick leave
– satisfaction with the treatment
– satisfaction with the treatment outcome

• Cost-effective analysis
• Multifacted implementation

– changed the referral behavior to secondary healthcare, 
– was cost effective without decreasing the quality of care
– patients’ preferences may not necessarily support that



Cardiac rehabilitation



Implementation of cardiac 
rehabilitation, van Engel-Verheul et al 2012

• Effectiveness known, insufficiently implemented
in clinical practice

• NICE guidelines manual for conducting guideline
revisions was followed

• Information on the use of the algorithm in 
practice was collected from electronical medical
records and by semi-structured interviews

• Expert advisory group identified the problems
• Multidisciplinary guideline group wrote revised

algorithm



continues.. van Engel-Verheul et al 2012

• A source of variation was assessment based 
on clinical judgement

• Assessment instruments for anxiety and 
depression, cv risk factors, stress, attitude of 
partner, and lifestyle parameters were added



How to improve rehabilitation program 
utilization? (Grace et al.  2012)

• Cardiac rehabilitation highly underutilized (only
20-30 %)

• Two inpatient and one outpatient strategy
1. Allied health care provider completion of referral
2. Cardiac rehabilitation booked before hospital
discharge
3. Early outpatient education provided at the cardiac
rehabilitation program shortly after inpatient discharge
- Greater referral and enrollment with strategy 1, and 
greater enrollment with strategy 3



Future

• The effectiveness of implementation in 
rehabilitation context
– Several study protocols were found, for example

• Whiplash injury
• Osteoarthritis
• Home hazards removal program



Future 2

• Rehabilitation should be emphasized in current
care guidelines in every hospital district

• Rehabilitation should work as a pathway from
acute care to longterm rehabilitation (if needed)

• Implementation needs engagement of 
professionals and leaders in every level/phase on 
the pathway, even during the big change of the 
health care system
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