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Abstract
Rationale, aims and objectives. To provide best available care the practitioners in primary
health care (PHC) must have adequate knowledge about effective interventions. The
implementation of such interventions is challenging. A structured implementation strategy
developed by researchers at Linköping University, Sweden, was used for the implementation
of an evidence based assessment and treatment programme for patients with subacromial pain
among physiotherapists in PHC. To further develop strategies for implementation of
evidence-based practices, it was deemed important to study the implementation from the
practitioners’ perspective. The aim of this study was to explore the practitioners’ experiences
from the implementation.
Methods. A qualitative design with focus group discussions was applied. The implementation
in terms of perceptions of process and outcome was evaluated by focus group discussions
with, in total, sixteen physiotherapists in the target group. Data were analysed using the
method qualitative content analysis.
Results. The components of the strategy were viewed positively, the applicability and
evidence base behind the programme were appreciated. The programme was perceived to be
adopted, and the practitioners described a changed behaviour and increased confidence in
handling patients with subacromial pain. Both patient- and provider related challenges to the
implementation were mentioned.
Conclusions. The practitioners’ experiences from the implementation were mainly positive.
A strategy with collaboration between academy and practice, and with education and
implementation teams as facilitators, resulted in changes in practice. Critical voices concerned
interprofessional collaboration and that the programme was focused explicitly on the
shoulder, not including other components of physical function.
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1. Introduction
In order to provide optimal care for patients presenting in primary health care (PHC),
the practitioners must have adequate knowledge about effective interventions. It is essential
that treatment methods used by physiotherapists and other health care professionals are
effective and based on research evidence. In physiotherapy the evidence base increases
rapidly as a result of extensive research, but there is a substantial research-practice gap and
the implementation of evidence based interventions is often challenging [1,2]. One example
is the recommendation to choose active treatment for patients on sick leave because of
musculoskeletal disorders [3,4]. According to recent studies, however, this happens in no
more than one third of cases [5,6]. It has also been reported that a number of methods, not
proven effective, are still considered to be relevant among physiotherapists [2]. Care processes
for musculoskeletal disorders, which are increasing conditions in the western world, are often
complex and typically involve numerous actors, which makes implementation of new
methods even more challenging [7,8].
It is known from implementation studies that the translation of new findings into
routine practice requires a structured implementation strategy [9-11]. Researchers at
Linköping University in collaboration with Region Östergötland, Sweden have developed an
implementation strategy based on research on implementation, in particular the three factors
collaboration between researchers and practitioners, education with interactive components,
and the role of facilitators [12]. Collaboration between researchers and practitioners is
operationalized in an implementation forum (researchers and delegates from the health care
provider), and is considered a core component of the strategy. In 2015 the strategy was used
to implement an intervention for patients with subacromial pain among physiotherapists in
PHC.
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Regarding subacromial pain there is consensus that specific exercise should be firstline treatment, and thus be offered before considering surgical interventions[13-15]. Despite
this, a high proportion of patients are referred to surgery without previous conservative
treatment. Ylinen et al. found that 49% of patients who had undergone surgery because of
subacromial pain syndrome had not been offered a muscle training programme before surgery
[16]. In a recent study, 91% of patients with subacromial pain had seen a physiotherapist
preoperatively, but less than half of these patients underwent evidence-based treatment [17].
Among patients with subacromial pain on the waiting list for surgical intervention, the
number who actually needed surgery decreased substantially after a 3-month period with
specific exercises supervised by a physiotherapist [15]. The intervention was developed
bearing in mind the importance of clinical reasoning when assessing and treating patients in
the clinic, it has been scientifically evaluated and is now available as an evidence-based
assessment and treatment programme [15,18]. The present study is part of an extensive
research project aiming at evaluating different aspects of the implementation of the
intervention, including the implementation strategy and the intervention itself.
The aim of the present study was to explore the practitioners’ experiences from a
structured implementation of an evidence based assessment and treatment programme for
patients with subacromial pain, focusing on the implementation process and outcome at
practitioner and patient levels.

2. Method
2.1 Study design and setting
The study was performed using a qualitative design, and is part of a larger project as
described above, with physiotherapeutic treatment of subacromial pain as a pilot case. The
setting was physiotherapy departments in PHC in Östergötland County, Sweden, an area with
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about 450,000 inhabitants, found to be representative for the whole country in terms of
economic status, employment rates and gender distribution, and in how health care is
organised [19]. To perform a qualitative evaluation of the implementation, focus group
discussions were held with PHC physiotherapists recruited from the target group.

2.2 Implementation
The implementation forum initiated the process and physiotherapists representing the
different organisations in the setting were recruited to form an implementation team. To be
qualified for the implementation team, the physiotherapist had to have shoulder-specific
professional skills and be trusted and respected by colleagues. The team participated in the
development and local adaptation of the intervention and the educational session. The team
members’ role was also to facilitate the implementation by continuously answering questions
about the intervention from the practitioners.
The educational intervention included an 8-hour session with both theoretical and
practical components. The intervention was introduced as an “assessment and treatment
programme”, but in addition to the core components, it was also stressed that adaptation to
meet the needs of an individual patient was allowed. The information was consolidated
through an experiential learning process with problem based case studies. The case studies
present patient subjective and objective assessment findings, to be reflected on in the light of
the recommendations and clinical reasoning tools.
All the practicing physiotherapists in the county were invited to participate in the
education, and three local sessions were held in October 2015. Participation was supported by
the managers and all 140 eligible physiotherapists did take part in the educational session.
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In parallel with the implementation, a study with the aim to evaluate the programme
effectiveness on patient level was launched. All practitioners who participated in the
education, also received information about the effectiveness study and were encouraged to
contribute to patient inclusion. The members of the implementation team had an additional
task to support and coach the practitioners in the inclusion of patients for the effectiveness
study.

2.3 Data Collection
A purposeful sampling procedure was conducted for the focus group discussions.
Twelve months after initiating the implementation, four public physiotherapy practices and
one private practice were contacted with an invitation to take part in a focus group, to discuss
the handling of patients with subacromial pain, and their experiences of the implementation
process. To facilitate the discussions, physiotherapists at the same practice but with
heterogeneous backgrounds (eg, age, sex, and years as a physiotherapist) were included [20].
A semi-structured interview guide based on previous research and discussed among
all the authors, was prepared in advance. Patient cases, prepared by the informants in advance,
were used as a starting point for the discussion about how patients with subacromial pain are
handled. This approach was chosen to encourage a discussion that included clinical reasoning
decisions such as diagnosis, assessment/evaluation, treatment, and patient participation.
Perceptions of the implementation of the assessment and treatment programme were also
discussed.
Sixteen practitioners at the five practices participated, and five focus groups with 3–4
participants in each group took place. Most of the informants were women (n=12; mean age,
40 years; range, 22–58 years), and their experience as a practicing physiotherapist ranged
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from 1.5 to 28 years (mean, 14 years). The focus group discussions lasted between 1.38 and
1.46 hours.
The focus groups were carried out in October and November 2015 at the participants’
workplace during working hours and were moderated by the author E.N.S. who was not part
of the implementation forum or the team and had no previous relationship with any of the
participants. In order to gain deeper knowledge, questions were complemented with probes,
loops, and transitions. The participants were encouraged to speak freely and from their
experience. The discussions were free-flowing in a friendly atmosphere. The interviews were
audio recorded and transcribed verbatim.

2.4 Data Analysis
Data were analyzed using qualitative content analysis with an approach that is partly
deductive (directed) and partly inductive as described in the literature [21,22]. B.Ö., E.N.S.,
and S.C. took part in the analysis. The transcripts were read several times to provide a
comprehensive picture. The first transcript was analysed and coded independently by two
researchers (E.N.S. and S.C.), and discussed until agreement on a coding strategy was
established. In accordance with the aim, statements were divided into two themes, to
distinguish between perceptions of the implementation process, and perceptions of outcome
from the implementation. Codes based on statements that concerned the implementation
process were deductively sorted into three categories, using a directed analysis [21,22]. The
categories chosen; adopter characteristics, implementation object and the implementation
strategy, are often used in implementation research as determinants for success [22].
Subcategories within each category emerged from the data. Codes based on statements
concerning implementation outcome were analysed using an inductive method. Codes were
combined into sub-categories emerging from the data, and subcategories with similar meaning
7

were combined into main categories, striving to be internally homogeneous and externally
heterogeneous. Consensus discussions were held continuously during the analysis, and the
final version was discussed among the authors until consensus was reached. Quotes capturing
the essence of the focus group discussions were selected to illustrate the different subcategories [20]. The selected quotes from the transcripts were translated into English, then retranslated into Swedish, to ensure that their meaning was retained.

2.5 Ethical Considerations
The study was approved by the Research Ethics Committee of the Faculty of Health
Sciences of Linköping University, Sweden (Dnr 2014/343-31). The participants provided
informed consent after receiving both written and oral information about the study, including
the aspects of voluntary participation, the possibility of withdrawing at any time without
explaining why, and that the responses to questions would be handled confidentially and
presented in a way that does not allow the identification of individuals.

3. Results
The results are presented according to the two areas of interest already defined in the
aim, the implementation process and implementation outcome. Categories and sub-categories
pertaining to each area are illustrated in Table 1. The categories are summarized in text and
are followed by descriptions of the sub-categories which are supported by quotes from the
informants. Words in brackets within the quotes are explanations made by the authors, and
(…) means that some words have been left out. The focus group participants are presented by
group and number.
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Table 1. Overview of the categories and subcategories presented in the Results section,
according to the two areas under study

Area
Categories
Subcategories

Implementation process
Implementation
strategy
- Collaboration
academy clinic
- Team
- Education

Implementation
object
- Reliability
- Applicability
- Criticism

Implementation outcome

Adopter
characteristics
- Competence
- Ambiguity

Adoption

Challenges

- Programme
adoption
- Experienced
changes

- Patientrelated
- Providerrelated

Fidelity vs
adaptation
- Modification
- Complementary
treatment

Programme
effects
- Patient
recovery
- Lack of
observed
effect

3.1 Perceptions of the implementation process
The statements regarding the implementation process were deductively divided into
the three categories: Implementation strategy, Implementation object and Adopter
characteristics.
3.1.1. The implementation strategy
The strategy used for the implementation consisted of three components, collaboration
between academy and clinic, an implementation team and an educational session, and the
perceptions reported by the informants are described accordingly.
The informants appreciated the collaboration between clinic and academy, interpreted
as leader support and a determined intention that the programme was to be implemented in
practice. They also appreciated the fact that all units were involved. The members of the
implementation team were perceived as reliable and competent and their services were
appreciated. Regarding the educational session, the informants appreciated the combination of
theory and practical training, perceived that the knowledge provided was new and based on
evidence, and described the teachers, also including researchers who had taken part in
generating the evidence, as competent.
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It is new of its kind, a very nice collaboration between university and clinic, and you
can see… I think it is great (1:4)
We are all allowed to participate on paid working hours, because it is like a sanction
from the county council, it is not about money, but something that is to be implemented (5:2)
She is really skilled when it comes to shoulder treatment, so if she can spend some
time we are really grateful to have someone who sees with new eyes, put other questions,
makes you see clearer, from outside (4:2)
And also to be shown how to perform the exercises, and how to test this and not only
that, I mean, you can always read a study about shoulder exercise and treatment, but then to
apply it in practice… (2:3)
3.1.2 The implementation object
The implementation object in the present study is the programme for diagnosis and
treatment of subacromial pain. As described in the methods section a study was launched in
parallel with the implementation of the programme and part of the discussions in the focus
groups concerned the study. Only statements concerning the programme are included in this
category, comprising reliability, applicability and criticism.
The informants appreciated the programme being evidence based, and found it highly
reliable. Tests for assessment, exercises for treatment and evaluation instruments were found
applicable. There was however, also criticism, in terms of the programme being too narrow,
lacking factors important for the patients it is intended for, and not applying a holistic view on
physical function.
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There seems to be a solid work behind it [the programme]it seems thoroughly
elaborated (2:3)
When we treat a shoulder we should also consider core stability, but I can’t see that
we do that here, we do not consider the whole body, only focus on the shoulder (1:4)
3.1.3 Adopter characteristics
This category is based on statements made by the informants, mostly concerning
assessment and treatment of patients, where their own competence is reflected. Two subcategories could be identified; competence and ambiguity. Regarding competence the
informants expressed a high level of competence in the area of treating patients with
subacromial pain, they had confidence and experience and showed a high level of clinical
reasoning. However, they also stated that diagnosing the condition is often difficult and
challenging.
Often you get a clear picture about what it is, and you think this must be subacromial
pain, it is there, in your mind before starting the examination, and then those tests, (…) I was
familiar with them before (1:1)
And there is often a lot of other things too, not only subacromial pain, so even if those
tests are positive there may be so much more (2:2)
The informants also judged their own performance, labelled here as ambiguity, and
stated that sometimes they do not act according to their own best knowledge. They also
expressed a need for continuing education and opportunities for reflection.
After some years at work you get your routines, you choose the tests that you are
comfortable with (1:4)
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It is good to have some repetition, to see how others do and listen to them (…) when it
comes to techniques and skills and so on, talk about it, see how to do it, that goes for
everything in physical therapy (3:2)

3.2 Perceived outcome from the implementation
The area implementation outcome resulted in four categories inductively emerging
from the data, the categories Adoption, Implementation challenges, Fidelity/Adaptation, and
Programme effects.
3.2.1 Adoption
According to the informants, the programme was perceived to be adopted by the practitioners.
They described how they used the assessment methods, the recommended exercises for
treatment and to some extent the follow-up instruments, and they did it with higher precision
than they used to. For some of the practitioners this represented a change, while others
claimed that they already did handle their patients according to the programme. They also
described changes due to the implementation, in terms of increased confidence and
competence in handling the patients, but also in increased collaboration and shared views
among professionals (general practitioners (GPs), surgeons, physiotherapists). An increase in
expecting the patients to take responsibility for their recovery was mentioned as well.
You try to see them again a bit sooner (…) and check their [exercise] performance
more thoroughly than you used to do (3:2)
You may have been too cautious, recommended easy exercises like retraction or
circulation (…) and when you started to add more of strengthening exercise they discover
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how to stabilize, and they see results, so, yes I introduce strengthening exercise earlier now
(4:3)
But I have more confidence in these tests, they are the right ones to do, since they are
based on research and they are recommended in this way (2:2)
They [the patients]were recommended these exercises in PHC but they did not recover
completely, then they see an orthopaedic surgeon who recommends the same exercises, the
ones they already did (…) then I think it results in better adherence to the recommended
exercises, I think that is part of the success too (4:1)
But you have to be clear when talking to the patient, that I am here to guide and help
you, but you are the one who must do the work, because if they are not willing to do that it
will be difficult (5:1)
3.2.2 Implementation challenges
A number of challenges for the implementation of the new programme were
mentioned, and could be divided into patient-related and provider-related challenges. Among
patients, motivation was considered a challenge, and the practitioners have to use pedagogic
skills to motivate patients. Pain or fear were other problems that the practitioners had to deal
with in order to apply the programme. On provider level, professional collaboration was
mentioned, as there are still GPs who do not consider the opportunity to refer the patient to a
physiotherapist, or are not willing to wait for exercise treatment effects before they suggest
surgery. Some practitioners had witnessed colleagues who were reluctant to adopting the
program, but the informants did not know the reason for that. Organizational factors like time
constraints were mentioned, as it is not always possible to allocate the time needed for each
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patient. Long term concerns were that it is important that new staff members are trained
regarding the programme, or that repeated education is provided.
[If a patient says] ”I’m ready to engage in this, I will do what it takes to be cured”
then it’s easy, but those who say ”Just give me some stretching, and I will be OK”, then
maybe we shouldn’t even initiate the treatment (4:1)
But it must be acknowledged that this is the way we do it [handle this patient
category] because we know that it works, but then everyone must stick to that, if the doctors
are not ”in” it is of no use, they will walk their own path anyway (1:1)
I find that it [the programme] has helped my patients, and me in my profession, but
when I look at those [colleagues] who did not use it, is it because they are too lazy or is it that
they do not like it? (1:4)
3.2.3 Fidelity versus adaptation
The practitioners mentioned how they modify the programme in terms of number of
exercises, number of repetitions, level of resistance and so on, depending on the patient’s
problems. This could be considered adaptation, but is to a certain degree built in to the
programme which is meant to be flexible and adaptable to suit the clinical variety present
inpatients with subacromial pain. The practitioners also described that they add
complementary methods such as pain treatment, taping or exercises to increase range of
motion in order to create a condition where the programme can be fully applied.
Based on what I know from my patients, if you do too much you have a bad result, so
why not start with just doing one thing (3:2)
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Just to obtain pain relief, nothing else, in order to be able to do the exercises, since
that is the treatment I aim for (1:1)
In particular with older patients. I had one old lady where you couldn't even start
[with the programme], you had to begin with just movement exercise, and then add some
static strength exercise (2:2)
3.2.4 Programme effects
The practitioners gave a number of examples of patients who had recovered,
completely or partly, from their condition after completing the programme. Some had the
experience that those with a typical subacromial pain with an impingement phenomenon were
the ones who recovered, while others had tried the programme also for other shoulder
conditions, and found it effective. There were also statements that there are other programmes
with similar effectiveness, and experiences of patients who did not benefit from application of
the programme.
It took like, three to four weeks before she felt better, noticeably better, with less pain
in extreme positions, she could sleep on her left side, felt a bit stronger (3:2)
Since she had no pain, I mean, no painful arc, it was hard to differentiate [from other
diagnosis], but she did recover, and that is what’s important (3:3)
I used to work according to another programme, and that was effective too, I don´t
think they recover faster with this programme, so, it’s about the same (4:1)
Gave her instructions to continue with the exercises, but less intensive, depending on
her pain… and she came back after two weeks, no improvement, rather worse, with severe
pain in some movements (2:2)
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4. Discussion
The main findings from this study were that, regarding the implementation process,
the practitioners had positive experiences from the different components of the strategy, and
they appreciated the applicability and the evidence base behind the programme. Regarding
implementation outcome, the programme was adopted, and the practitioners described a
change in their behaviour and increased confidence. The programme seems to be applied
according to the protocol, but complementary treatment is common, and challenges are both
patient- and provider related. In general the practitioners found the programme effective on a
patient level.
While adopting the programme, the practitioners described how they adapted it based
on their clinical reasoning, according to the perceived needs of each patient, but not always
evidence-based. It could be discussed whether or not this is a threat against fidelity, as the
programme does allow for adaptation, and clinical reasoning is encouraged. Adapting an
evidence-based method may be necessary, but it must be considered that there is a limit when
it is no longer based on evidence. Chambers and colleagues argue that sustainability is
dynamic, and that a certain degree of adaptation is inevitable [23]. Our informants also used
the programme for patients that were not diagnosed with subacromial pain, but had other
shoulder pain conditions. This is also to a certain degree an adaptation, and is hard to impede.
It is, however, also an indication of confidence in the programme to be effective in other
circumstances.
When guidelines or new programmes for treatment are introduced in different areas of
health care, there is sometimes a reluctance among the practitioners, who may experience a
threat to their current performance [24,25]. Among our informants there were very few
statements in that direction, which might be caused by a selection bias – only those who are
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positive to guidelines and evidence-based programmes chose to participate in the interviews.
There were, however, statements about colleagues being reluctant, but without further
elaboration regarding this opinion.
The fact that the programme applied a mainly biomedical approach, not including
psychological or social aspects may have been positive for the implementation outcome, as it
is known that physiotherapists are best prepared to handle biomedical problems [26,27].
Criticism against the programme concerned that it was not perceived to be holistic in a
biomedical perspective, as it targets only shoulder function. This should be considered in
future development of treatment guidelines. The general view was that the informants had
found the programme to have positive effect on patients, which strengthened their confidence
in the programme. In terms of innovation characteristics according to Rogers this could be
referred to as observability – observed effects increase implementation outcome [28]. The
programme was also found to encourage patient responsibility, as the practitioners seem to
have been strengthened in their efforts to encourage self-care in that sense. An evaluation of
the programme on patient level also indicates increased patient responsibility for their own
treatment [29].
Challenges for the implementation mentioned by the practitioners concerned both
patients and professionals. The collaboration between GPs, orthopaedic surgeons and
physiotherapists was very much appreciated, but when the collaboration did not work this
caused a high level of frustration. An example of this could be if a patient is referred to
surgery without completing the recommended programme, as it gives conflicting messages to
the patients. The present study did not include a team approach except for the mentioned
collaboration when referring patients. A more comprehensive approach with a broader
strategy including all organizational levels and professional groups has been suggested as a
new model of care to support the implementation of new practices in health care [30]. At
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patient level a challenge is a lack of motivation, sometimes because the patients believe that
surgery is an easier way out. Engaging the patient in terms of shared decision making could
be a way to overcome this [31].
The opportunity in this study to build on researcher/provider collaboration is
considered a success factor. The practitioners mentioned a sensation of support from top level
management. An implication from this is that the concept of an implementation forum needs
to be further developed and evaluated, also in other settings.
The allocation of an implementation team seems to have been successful, and is a
strategy that has been advocated in implementation research [9]. The team members were
handpicked for having specific skills but also to be trusted by their colleagues drawing on the
theory of social influence [32]. Confidence in the team members was illustrated by the
practitioners who described how they could ask a team member for a second opinion when
they had doubts about the diagnosis. The recruitment of these individuals, sometimes called
opinion leaders or champions, has been shown to be crucial in an implementation process
[33].
The educational session, although not innovative as a concept, also proved effective
and was appreciated by the practitioners. A very important factor regarding the educational
sessions was that researchers who had contributed to current evidence in the area, and who
had developed the intervention, also took part in the educational sessions. The pedagogic
approach with case based studies and the explicit focus on clinical reasoning might have
contributed to the positive evaluation. [1,34,35].
In a recent review, Dziedzic et al. state that there is a paucity of evidence on which
approaches work to increase the uptake of best practice in health care, also suggesting that
implementation and its impact should be evaluated in real-world applications [36]. To a
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certain degree, the present study contributes to the expansion of knowledge in this area,
because it was performed in a real-world clinical setting. To our knowledge the strategy of
combining an implementation forum (or similar) and implementation team with selected
individuals and an education with a case based approach has not been described in the
literature. It may not always be possible to have a local forum for collaboration between
academy and health care practice, but where it is feasible opportunities for collaboration can
be developed.
Further studies are needed to evaluate the implementation strategy used in this study
in other settings, with both qualitative and quantitative designs and also considering cost
effectiveness. Patient reported outcomes may also be of interest.
There are limitations that should be kept in mind when interpreting the results from
this study because of the study design and the nature of the research. All the authors are
physiotherapists, which could be considered a strength, or a limitation, because the
perspective of another profession could have enabled a different interpretation. Consensus
discussions between the authors were held throughout the analysis process to enhance
credibility, and representative quotations capturing the essence of what was said were selected
to illustrate the different categories. The focus group discussions were performed by one
researcher (E.N.S.), who had no previous relationship with any of the participants or had not
been previously involved in the research project.
Qualitative designs produce context-specific results37 and, considering that the study
was conducted in PHC in one county council in Sweden, although highly representative for
the country, the transferability of the findings might be limited [37]. However, the exhaustive
descriptions of the context, informants, and process of analysis help the reader to decide
whether the results are applicable in another context. Credibility is strengthened by the
19

purposeful sampling of physiotherapists who had participated in the educational session.
These physiotherapists differed in gender, age, and experience, which contributed to a rich
description of the phenomena under study, i.e. the implementation of evidence-based
physiotherapy practice for patients with subacromial pain.
We conclude that the practitioners’ experiences from the implementation were mainly
positive. A strategy with collaboration between academy and practice, and with education and
implementation teams as facilitators, resulted in changed behaviour and improved confidence
in handling subacromial pain in primary care. The critical voices that appeared concerned
interprofessional collaboration and the programme being too much focused on the shoulder,
not including other components of physical function.
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