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Look up at the stars and not down at your feet. Try to make sense of what you 
see, and wonder about what makes the universe exist. Be curious. 

(Stephen Hawking) 
 

Knowledge is relative to time and place, never absolute across time and space 
(Patton, 2002) 

http://www.brainyquote.com/quotes/quotes/s/stephenhaw627123
http://www.brainyquote.com/quotes/quotes/s/stephenhaw627123
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ABSTRACT 

Research developments have led to increased opportunities for the use of im-
proved diagnostic and treatment methods in physiotherapy and other areas of 
health care. The emergence of the evidence-based practice (EBP) movement 
has led to higher expectations for a more research-informed health care prac-
tice that integrates the best available research evidence with clinical experience 
and patient priorities and values. Physiotherapy research has grown exponen-
tially, contributing to an increased interest in achieving a more evidence-based 
physiotherapy practice. However, implementation research has identified 
many individual and contextual barriers to research use. Strategies to achieve 
a more EBP tend to narrowly target individual practitioners to influence their 
knowledge, skills and attitudes concerning research use. However, there is an 
emerging recognition that contextual conditions such as leadership and cul-
ture are critical to successfully implementing EBP.  
 
Against this background, the overall aim of this thesis was to explore condi-
tions at different levels, from the individual level to the organizational level 
and beyond, for the use of research and implementation of an evidence-based 
physiotherapy practice. The thesis consists of four interrelated papers that ad-
dress various aspects of the aim. Individual and focus group interviews were 
conducted with physiotherapists and managers within physiotherapy in vari-
ous county councils in Sweden between 2011 and 2014. Data were analysed 
using qualitative content analysis, direct content analysis and hermeneutics. 
 
It was found that many different types of motivation underlie physiothera-
pists’ use of research in their clinical practice, from amotivation (i.e. a lack of 
intention to engage in research use) to intrinsic motivation (research use is 
perceived as interesting and satisfying in itself). Most physiotherapists tend to 
view research use in favourable terms. Physiotherapists’ participation in a re-
search project can yield many individual learning experiences that might con-
tribute to a more research-informed physiotherapy practice. However, organi-
zational learning was more limited. Numerous conditions at different levels 
(individual, workplace and extra-organizational levels) provide support for 
physiotherapists’ use of research in their clinical practice. However, physio-
therapy leaders appear to contribute to a modest degree to establishing a cul-
ture that is conducive to implementing EBP in physiotherapy practice. Instead, 
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EBP issues largely seem to depend on committed individual physiotherapists 
who keep to up to date with research in physiotherapy and inform colleagues 
about the latest research findings.  
 



List of papers 

 

LIST OF PAPERS 

Study I. Petra Dannapfel, Anneli Peolsson, Christian Ståhl, Birgitta Öberg, and 
Per Nilsen (2013): Applying Self-Determination Theory for improved under-
standing of physiotherapists’ rationale for using research in clinical practice: a 
qualitative study in Sweden. Physiotherapy Theory and Practice, 30, 20-28 
 
Study II. Petra Dannapfel, Anneli Peolsson, Per Nilsen (2013): What supports 
physiotherapists' use of research in clinical practice? A qualitative study in 
Sweden. Implementation Science, 8:31 
 
Study III. Petra Dannapfel, Anneli Peolsson, Per Nilsen (2014): A qualitative 
study of individual and organizational learning through physiotherapists’ par-
ticipation in a research project. International Journal of Clinical Medicine, 5, 514-
524 
 
Study IV. Petra Dannapfel, Per Nilsen (2015): Fostering a culture of evidence-
based physiotherapy practice: a qualitative analysis of the influence of health 
care leaders. Submitted. 



 



Introduction 

1 
 

1. INTRODUCTION 

The concept of evidence-based practice (EBP) has attracted wide attention over 
the past two decades. EBP is often viewed as a response to growing demands 
in many fields that professional practice should be based on the most up-to-
date, valid and reliable research. The concept of EBP is typically defined as the 
use of evidence (i.e. research) combined with professional expertise and pa-
tient preference (Aveyard and Sharp, 2013). Hence, this tripartite definition 
specifies that EBP is not just about evidence; research use alone is not sufficient 
to “practice” EBP, as this research must be supplemented with the judgement 
of the practitioner and the priorities and values conveyed by the patient. 
However, much research attention has been devoted to the “evidence” com-
ponent of EBP, i.e. issues concerning health care practitioners’ use of research 
in their routine practice. The reason for this research interest is the recognition 
that “getting evidence into practice” is challenging. Implementation science 
has emerged as a vital field with research into influences on practice change 
and approaches to promote the uptake of research findings (Mittman, 2012).  
 
This thesis concerns EBP in physiotherapy, a health care profession that has 
been strongly influenced by the evidence-based movement. Indeed, many in-
fluential physiotherapy representatives, including researchers, practitioners 
and policymakers, have argued that physiotherapists have a moral and pro-
fessional obligation to abandon the use of diagnostic and treatment methods 
(interventions, programmes, etc.) based on opinion, anecdotal evidence of suc-
cess or simply because they are experience-based habitual practice. The move 
towards a more evidence-based physiotherapy practice has been described as 
something of a “pressing issue” in physiotherapy (Iles and Davidson, 2006; 
page 94), which is “driven by the profession’s collective need to validate its 
position in health care” (Taylor and Copeland, 2006; page 105).  
 
The importance of attaining a more EBP in physiotherapy has been increasing-
ly emphasized, but research has documented many barriers to implementing 
EBP in physiotherapy. These barriers are broadly similar to those in many oth-
er areas and professions in health care. With regard to physiotherapy, the 
sheer volume and improved accessibility of clinical physiotherapy research 
has make it difficult for practitioners to keep pace with all the latest research 
advances, and to integrate new findings into their everyday practice. At the 



Introduction 

2 
 

same time, the practice of physiotherapy has become more complex due to 
changes in health care systems that have led to higher expectations for physio-
therapists to diagnose and treat patients under increasingly time-pressured 
circumstances.  
 
This thesis addresses issues concerning the implementation of EBP in physio-
therapy. The four studies explore various conditions, at various levels, from 
the individual to the extra-organizational level, for the use of research in eve-
ryday physiotherapy practice, to achieve a more EBP in physiotherapy. 
Awareness and knowledge about the factors that provide important condi-
tions for physiotherapists’ use of research in routine practice may facilitate 
better implementation strategies to attain the goals of EBP. 
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2. BACKGROUND 

This chapter provides background information on physiotherapy, describing 
the history and evolution of this profession. A theoretical framework concern-
ing the concept of EBP and implementation of EBP in health care is also pro-
vided. Previous research on implementation of EBP in physiotherapy is re-
viewed.  

2.1. Physiotherapy 

Physiotherapy is the third largest profession within health care in Sweden, 
after physicians and nurses (Broberg and Tyni-Lenné, 2009). The theoretical 
basis of the science of physiotherapy has its origin in different disciplines: the 
humanities, medical sciences, social sciences and behavioural sciences (Brob-
erg and Tyni-Lenné, 2009).  
 
Physiotherapy has been defined by the World Confederation of Physical Ther-
apy (WCPT, 2011) as a profession that is concerned with “identifying and 
maximizing quality of life and movement potential within the spheres of pro-
motion, prevention, treatment/intervention, habilitation and rehabilitation”. 
The Australian Physiotherapy Council (APC, 2013) defines it as a profession 
that “involves the holistic approach to the prevention, diagnosis and therapeu-
tic management of pain, disorders of movement or optimization of function to 
enhance the health and welfare of the community from an individual or popu-
lation perspective.”  
 
Although there are many definitions of physiotherapy from around the world, 
there is consensus that the “movement system” is the core expertise of physio-
therapy; the human movement system is a system of physiological organ sys-
tems that interact to produce and support movement of the body and its parts 
(Jull and Moore, 2013). Recognized physiotherapists advocate aligning the 
profession with a body system to gain recognition for its area of expertise, the 
“movement system” (Ludewig et al., 2013). The American Physical Therapy 
Association (APTA, 2013) highlights the need for a scientific definition of the 
movement system for physiotherapy to have a research area of expertise and 
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an identity. Furthermore, APTA states that a goal for clinical research in phys-
ical therapy is to “encourage dissemination and utilization of clinical research 
related to physical therapy” (APTA, 2013).  
 
Sweden has a strong tradition of physiotherapy. The origin of physiotherapy 
is the medical gymnastics developed at the beginning of the 19th century by 
Per Henrik Ling, who is also called the Father of Swedish Gymnastics (Broberg 
and Tyni-Lenné, 2009). In 1813, Ling established what is now called the Swe-
dish School of Sport and Health Sciences with King Karl XIII as a protector 
(GIH, 2015). Physiotherapists at that time could receive a professor’s title from 
the king without being physicians (Ottosson, 2013) although physiotherapy 
was not established as a licensed profession until the late 1800s. In 1887, phys-
iotherapy become officially recognized and different treatments were regis-
tered in (what is now) the National Board of Health and Welfare. Physiothera-
py was the second health care profession after physicians to be registered by 
the National Board of Health and Welfare (Ottosson, 2005).  
 
Although physiotherapy today is mostly associated with rehabilitation after 
injuries, sickness or operations, during the 1800s the physiotherapist diag-
nosed and treated a variety of dieses, e.g. gonorrhoea, cardiac weakness and 
scoliosis. Based on diagnoses made by the physiotherapist, he or she combined 
individually adjusted movements and manipulations on the patient. The pa-
tient could also receive these movements as a prescription to perform by 
themselves at home (somewhat similar to today’s physical activity on pre-
scription).  
 
In many ways, Sweden pioneered physiotherapy. The professional identity of 
physiotherapists and the knowledge base within physiotherapy were first es-
tablished in Sweden, before spreading to Europe and the United States. In the 
late 1800s and early 1900s, physiotherapy institutions were founded all over 
the world, e.g. Chartered Society of Physiotherapy in Great Britain in 1894, 
School of Physiotherapy at the University of Otago in New Zealand in 1913 
and Reed College in Portland, Oregon in 1914.  
 
The physiotherapy profession in Sweden has been engaged in some power 
struggles with physicians. From the outset, the profession was dominated by 
men with no female physiotherapists in the profession at all in the middle of 
1800s. An investigation by physicians into physiotherapy in 1930 proposed 
that men should be prohibited from becoming physiotherapists because they 
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were considered too autonomous and did not follow orders from physicians; 
female physiotherapists were believed to be more obedient (Ottosson, 2005). 
The 1930 investigation did not go through, but it led to a reorganization of 
physiotherapy education at the Swedish School of Sport and Health Sciences. 
The education lost its status and the methods was deemed unscientific, the 
admission requirements were lowered and the education was shortened. 
These changes had the effect that male physiotherapists almost disappeared 
and physiotherapy as a scientific field was weakened.   
 
In the 1800s, many physicians, particularly orthopaedics, worked as physio-
therapists because they desired the scientific and professional status that the 
physiotherapy profession had; the status of orthopaedics was lower than that 
of physiotherapists in the first half of the 1800s (Ottosson, 2005). In the 1900s, 
the physiotherapy profession lost some of its status in relation to physicians 
regarding authority and acknowledgement for their methods. More women 
became physiotherapists, but they did not have free access to higher educa-
tion. Male physiotherapists could enrol in higher education, which made it 
easier for them to achieve professional legitimacy and “compete” with physi-
cians. 
 
In 1977, physiotherapy became an academic education in Sweden. In 1993, this 
education was extended from two years to three years and physiotherapists 
were permitted to become PhD students; a Master’s degree (two years) in 
physiotherapy has been available since 2007. The first physiotherapist in Swe-
den to defend her dissertation thesis was in 1981. Today, approximately 350 
physiotherapists hold a PhD degree and there are more than 20 professors in 
physiotherapy in Sweden (LSR, 2013). There are approximately 21,500 author-
ized physiotherapists in Sweden (Socialstyrelsen, 2015). Physiotherapists are 
employed by county councils, the municipality (public sector) or they are self-
employed as entrepreneurs (private sector). 
 
Today, physiotherapy is an independent, autonomous profession with its own 
scientific research field (Broberg and Tyni-Lenné, 2009). Physiotherapists in 
Sweden have a great deal of autonomy and the status of the profession has 
been strengthened. Physiotherapists in Sweden can choose and pursue any 
diagnostic and treatment approach they believe is suitable for the individual 
patient. The patients do not need a referral from a physician to consult a phys-
iotherapist, which is the case in many countries. Patients can choose physio-
therapists both from the private and public sectors (with the charge usually 
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being the same although it depends on if the self-employed entrepreneurs are 
contracted to a county council or not).  
 

2.2. Evidence-based practice 

EBP has its roots in evidence-based medicine (EBM), which emerged in the 
1990s in response to criticisms that medical research was considered methodo-
logically weak. The rise and spread of the EBP movement has led to increased 
focus on the importance of wider uptake of research in health care and be-
yond. This section provides a brief background to EBP. The origins of EBP are 
described, followed by a definition of the concept of EBP and how it has been 
understood and interpreted.  

2.2.1. From evidence-based medicine to evidence-
based practice 

EBM was conceived at McMaster University in Toronto, Canada, as a new ap-
proach to teaching the practice of medicine. It was introduced in 1992 in the 
Journal of the American Medical Association with a proclamation by the Evidence 
Based Medicine Working Group, a group of medical researchers and practi-
tioners based at McMaster University (Evidence-Based Medicine Working 
Group, 1992; page 2420): 
 

A new paradigm for medical practice is emerging. Evidence-based 
medicine de-emphasizes intuition, unsystematic clinical experience, 
and pathophysiologic rationale as sufficient grounds for clinical deci-
sion making and stresses the examination of evidence from clinical re-
search. Evidence-based medicine requires new skills of the physician, 
including efficient literature searching and the application of formal 
rules of evidence evaluating the clinical literature. 

 
This challenge to traditional medical education and practice may have seemed 
quite bold at the time, but two decades later the importance of EBM’s ideals 
cannot be overestimated. Under the generic title of EBP, key concepts and 
principles of EBM have influenced many other professions, fields and disci-
plines, far beyond EBM’s origins in medicine. Indeed, EBP now permeates 
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most health-related fields, including physiotherapy, nursing, dentistry and 
mental health. EBP has also spread to more “distant” fields of social work, 
probation, education and management.  
 
Definitions of EBP usually draw on a widely quoted definition of EBM by 
Sackett et al. (1996; page 71), who declared this to be: 
 

The conscientious, explicit and judicious use of current best evidence in 
making decisions about the care of individual patients. 

 
Although this definition was originally described in relation to EBM, it is often 
extended beyond the medical profession and has been adopted with slight 
modifications by many professions and in many practice settings, including 
physiotherapy.  
 
Most definitions of EBP describe the concept in terms of integrating three 
knowledge sources: research (i.e. research-based knowledge), professional 
expertise (the practitioner’s experience-based knowledge) and the patient’s 
values and priorities. This tripartite EBP model is typically depicted with three 
overlapping circles, where the intersection is represented by practicing or “do-
ing” EBP. This model has been expanded and today EBP is often described 
with the addition of a fourth component in the form of “resources” or “infor-
mation from the practice context” (e.g. Haynes et al., 2002). An example of a 
more holistic definition of EBP is the following from the Sicily statement 
(Dawes et al., 2005; page 7): 
 

Evidence-based practice (EBP) requires that decisions about health and 
social care are based on the best available, current, valid and relevant 
evidence. These decisions should be made by those receiving care, in-
formed by the tacit and explicit knowledge of those providing care, 
within the context of available resources. 

 
Many stakeholders are involved in the dissemination of the evidence-based 
model: government agencies (e.g. the Swedish Council on Health Technology 
Assessment (SBU), the National Board of Health and Welfare (Socialstyrelsen), 
Swedish Association of Local Authorities and Regions (SKL), international 
organizations (World Health Organization), networks of researchers and prac-
titioners (e.g. Cochrane Effective Practice and Organization of Care Group 
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(EPOC) and the Campbell Collaboration), professional organizations and 
many individual decision makers and opinion leaders.  
 
Many factors have contributed to the rise and spread of the evidence-based 
movement. Developments in information technology have been important, 
especially electronic databases and the Internet, which have enabled practi-
tioners to identify, collate, disseminate and access research on a global scale. 
However, the principles of EBP also tie in with many contemporary societal 
issues and concerns. EBP echoes the emergence of managerialism and the 
“audit society”, with increased emphasis on issues of effectiveness, quality, 
accountability and transparency. Furthermore, it has been suggested that sci-
ence promises a sense of security, rationality and reason in an “age of anxiety” 
where the influence of traditional authorities has decreased (Giddens, 1993; 
Dunnant and Porter, 1996; Trinder, 2000). Thus, EBP can be seen as a product 
of its time. 

2.2.2. Conceptualising evidence-based practice 

This thesis deals with research use and implementation of EBP in physiother-
apy. It is important to emphasize that EBP is a broader concept than merely 
research use because research is one of the three knowledge sources specified 
in the definitions of EBP. However, EBP cannot be achieved without practi-
tioners’ use of research in their regular practice. Hence, the broader term, “im-
plementation of EBP”, is assumed to encompass issues concerning "research 
use”.  
 
Physiotherapists (and other professions in health care) have always relied on 
their experience-based knowledge and accounted for the patient circumstances 
in one way or another, but the evidence-based movement has put the focus on 
the importance of using research in routine practice. Implementation science 
has emerged in the wake of EBP with ambitions to understand and explain the 
challenges involved in realizing EBP by means of increased research use. 
Over time, three different conceptualizations of EBP have emerged (Olsson, 
2007)  
 

• EBP as a critical appraisal procedure 
• EBP as clinical guidelines 
• EBP as specific practices with empirical research support 
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Originally, the term EBP was applied to define a set of actions concerned with 
how research is critically appraised by practitioners and incorporated into 
their decisions. According to this conceptualization, EBP is a decision-making 
process comprising five steps (Sackett et al., 2000):  
 

(1) Formulate an answerable question from the client’s problems;  
(2) Find the best relevant evidence;  
(3) Critically appraise its validity and usefulness;  
(4) Integrate this appraisal with clinical practice and clients values; and  
(5) Assess performance. 

 
The decision-making process approach to achieving an EBP focuses on the 
development of “research literacy” (also referred to as “EBP skills”), i.e. a skill 
set to consume, interpret and apply the research evidence within the context of 
practitioner experience and patient factors. A wealth of textbooks and continu-
ing education courses that teach these skills are available. However, research 
has documented numerous barriers, from the individual level to the organiza-
tional level, to implementing and realizing the decision-making process ap-
proach to EBP (Straus et al., 2009). This is also the case within physiotherapy 
(this is described in Section 2.5). 
 
Due to the many challenges in integrating a full decision-making procedure 
into routine health care practice, appraisal of evidence has increasingly been 
“outsourced” to specialists outside the practice setting, e.g. to groups such as 
the Cochrane Collaboration and Campbell Collaboration. Findings from re-
search studies are synthesized in meta-analyses and systematic reviews, which 
provide information for guidelines produced by authorities and professional 
bodies. This development has led to the use of guidelines (and other types of 
summarized research findings) becoming synonymous with EBP in some are-
as (Olsson, 2007). Guidelines have been promoted as a far more realistic way 
to attain a more EBP. 
 
Furthermore, EBP has come to be understood to involve specific practices, e.g. 
certain diagnostic or treatment interventions (methods, programmes, etc.), 
which have shown effectiveness in outcomes research, i.e. “evidence-based 
practices”. EBP in terms of empirically supported practices focuses on the 
“products” of various health services, rather than on individual practitioners’ 
process of decision making (Soydan and Palinkas, 2014).  
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2.3. Implementation theory 

Implementation science, a relatively young research field, seeks to address the 
challenges of using research to achieve an EBP in various practice settings. The 
journal Implementation Science was launched in 2006. Implementation science 
has been defined as the scientific study of methods to promote the systematic 
uptake of research and other evidence-based practices into routine practice to 
improve the quality and effectiveness of health services and care (Eccles and 
Mittman, 2006). This section describes the origins of implementation science 
and theories relevant to the studies on implementation of EBP in this thesis. 

2.3.1. Origins of and influences on implementation 
science 

Although implementation science is a relatively new concept (and research 
field), there are numerous terms that describe overlapping and interrelated 
research, for example knowledge translation, knowledge exchange, 
knowledge transfer, knowledge integration, research use (also referred to as 
research utilization). These concepts all refer to research on putting various 
forms of knowledge (including research) to use in practice settings (Nilsen, 
2015). It is also relevant to point out that implementation is closely associated 
with the concepts of diffusion and dissemination. Indeed, the field of imple-
mentation is sometimes referred to as “implementation and dissemination”. 
Diffusion, dissemination and implementation are usually described on a con-
tinuum: diffusion is the passive spread of new practices; dissemination is the 
active spread of new practices to a target audience using planned strategies; 
and implementation is the process of putting to use or integrating new prac-
tices within a setting (Greenhalgh et al., 2004; Brownson et al., 2012).  
 
Influences on implementation science have come from research in several 
fields and research traditions. Research on the diffusion of innovations, as de-
scribed as part of the Theory of Diffusion (popularized through Rogers’ 1962 
book Diffusion of Innovations), has been an important influence. For instance, 
the theory’s so-called innovation attributes, i.e. relative advantage, compatibil-
ity, complexity, trialability and observability, have been widely applied in im-
plementation science to assess the extent to which the characteristics of the 
implemented practice (e.g. a new treatment method or a clinical guideline) 
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affect implementation outcomes. Another feature of the Theory of Diffusion is 
its emphasis on the importance of intermediary actors (opinion leaders, 
change agents and gate-keepers) for successful implementation. Similar actors 
or roles are described in several frameworks and models that are used in im-
plementation science (Nilsen, 2015).  
 
Another obvious influence on implementation science is research on policy 
implementation, which was a prominent social science research field in the 
1970s during a period of growing concern about the effectiveness of public 
policy. Pressman and Wildavsky’s (1973) book entitled Implementation popu-
larized the concept of implementation. Research on policy implementation 
emerged from the insight that political intentions seldom resulted in the 
planned changes, which encouraged researchers to investigate what occurred 
in the process and how it affected the results (Nilsen et al., 2013).  
 
Still another important influence on implementation science is research on re-
search use (also referred to as research utilization). This field developed in the 
1980s out of the social science research field of knowledge utilization, which 
was established in the 1970s. Nursing researchers borrowed many concepts 
from the knowledge utilization field to investigate the extent to which nurses 
used research in routine practice and influences on their research use (Es-
tabrooks et al., 2006; Squires et al., 2011). It is customary to distinguish be-
tween three types of research use: instrumental use is research that is directly 
applied in decisions concerning care or treatment of patients; conceptual use is 
research used for purposes of general enlightenment, to provide new concepts, 
ideas and perspectives that might be useful in a more indirect way; and per-
suasive use is research use to persuade others, with the aim of influencing, for 
example, resource allocation or policies (Weiss, 1979; Estabrooks, 1999). 
 
Implementation researchers have developed numerous so-called determinant 
frameworks. These multi-level frameworks link theories to various types of 
determinants that affect the implementation outcomes. A determinant is made 
up of one or several barriers and/or facilitators (Nilsen, 2015). The frameworks 
differ with regard to many details, but they usually account for the same six 
types of determinants, as described in Table 1. 
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Table 1. Implementation determinants (adapted from Nilsen, 2015) 
 
Type of implementation determinant Explanation 
Implementation object The “object” that is implemented is usu-

ally an evidence-based practice, i.e. an 
intervention, method, routine, etc. that 
has research support. Characteristics of 
this object (e.g. perceived complexity, 
relative advantage and compatibility 
with existing practices) influence imple-
mentation outcomes 

Implementation strategies The effectiveness of the strategies (e.g. 
guidelines, continuing professional edu-
cation) used to facilitate the effect of im-
plementation on the outcomes 

Users of the implementation object Potential and actual users of the imple-
mentation object have various character-
istics (e.g. attitudes, motivation, educa-
tional level, years in the occupation) that 
affect implementation 

Implementation actors Implementation can be influenced by 
actors other than the health care practi-
tioners, such as patients and policy mak-
ers 

Inner context The characteristics of the organization or 
unit in which implementation occurs can 
affect the processes and outcomes of 
implementation 

Outer context Conditions at extra-organizational levels, 
such as society at large, can influence 
implementation, for instance by means 
of laws, regulations, societal norms and 
population demographics 

2.4. Theories used in the thesis 

Three of the four studies of this thesis (Studies I, III and IV) were explicitly 
guided by the use of several different theories to provide the best possible un-
derstanding and explanation of the challenges of implementing EBP ad-
dressed in the studies. The theories are briefly described here.  
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2.4.1. Individual-level behaviour change theories 

Study I of this thesis applied a social-cognitive theory called Self-
Determination Theory. This theory is one of many theories from psychology 
that are used in implementation science to study influences on “clinical behav-
iour” change. These theories are relevant because it is usually the individual 
practitioner who ultimately decides whether or not to use a new evidence-
based diagnostic or treatment method. In general, these theories focus on indi-
vidual cognitions or thoughts as processes, which intervene between observa-
ble stimuli and responses in specific real-world situations. Essentially, social 
cognition is concerned with how individuals make sense of social situations 
(Conner and Norman, 2005). Social-cognitive theories such as the Theory of 
Reasoned Action (Fishbein and Ajzen, 1975; Ajzen and Fishbein 1980) the So-
cial Cognitive Theory (Bandura, 1977, 1986), the Theory of Interpersonal Be-
haviour (Triandis, 1989) and the Theory of Planned Behaviour (Ajzen, 1991) 
have all been widely used in implementation science.  
 
Self-Determination Theory concerns motivation. It posits that all behaviours 
(for instance the use of research in clinical practice) lie along a continuum of 
relative autonomy, i.e. self-determination, reflecting the extent to which a per-
son endorses what he or she is doing (Deci and Ryan, 1985). At one end of the 
self-determination continuum is behaviour that is intrinsically motivated and 
performed for its inherent satisfaction, e.g. for the fun, interest or challenge it 
offers. At the other end is amotivation, which is a lack of intention to perform 
the behaviour. In between intrinsically motivated behaviours and amotivation 
lie extrinsically motivated behaviours, meaning that they are performed to 
obtain certain results in contrast to intrinsic behaviours, which are performed 
for their own sake. 

2.4.2. Individual and organizational learning theories 

Study III explored individual and organizational learning in relation to physi-
otherapists’ participation in a research project relevant to their professional 
development to achieve a more evidence-based physiotherapy. There is no 
generally accepted definition of learning, yet there is considerable consensus 
among learning theorists that learning implies some sort of lasting change and 
that the individual in some way is different from before the learning took 
place (Argyris and Schon, 1974; Ellström, 1992). 
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The concept of learning has been defined and understood differently by dif-
ferent learning theorists, with variation across time and traditions. Behaviour-
ism considers learning in terms of behaviour change, with learning being the 
result of the individual’s response to a stimulus (e.g. provision of information 
or demonstration of a skill). Cognitive theories consider behaviour as the de-
liberate outcome of perceptions, beliefs, motivation, memory and understand-
ing. Social cognitivism posits that much of what individuals learn is also influ-
enced by the observation of others. Constructivism assumes that learning oc-
curs when knowledge is constructed by the learner. Although constructivism 
is usually described as a variety of cognitivism (because it assumes that learn-
ing involves cognitive processes), these approaches to learning refute the idea 
that there is knowledge “out there”, independent of the person who has the 
knowledge. Instead, it is argued that learning is a personal construction of 
meaning out of our own experience (Jarvis et al., 2003; Phillips and Soltis, 
2009) and learning emerges in the interactions between people and in the dy-
namic interdependence between context and individual processes (John-
Steiner and Mahn, 1996). 
 
Organizations are often assumed to learn analogously to individuals, with 
concepts used in various individual learning theories being extended to the 
organizational level (Easterby-Smith and Lyles, 2011). Definitions of organiza-
tional learning tend to emphasize that this learning implies some type of 
change, i.e. analogous to how individual learning is usually defined. These 
changes are typically understood broadly, in terms of changes in organiza-
tional capacity or changes in potential behaviours (Kim, 1993; Ellström, 2010). 
 
Most organizational learning theorists agree that individual learning is a nec-
essary, but not sufficient, condition for organizational learning (Ellström, 
2010). However, organizational learning is more complex than merely being a 
magnification of individual learning. An important issue in research on organ-
izational learning is how the links between individual and organizational 
learning look like and how individual learning can be transformed into organ-
ization learning (Kim, 1993). Several researchers (e.g. Dixon, 1997; Schein, 
1993; Oswick, 2000) have highlighted that organizational learning cannot oc-
cur without a dialogue between individuals, groups and the organization sys-
tem. Such a dialogue is the process of joint construction of meaning and un-
derstanding (Dixon, 1997; Schein, 1993; Oswick, 2000). 
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2.4.3. Organizational theories: culture and leadership 

Study IV explored how physiotherapy leaders influence the culture for the 
implementation of evidence-based physiotherapy practice. There is increasing 
recognition in implementation science of the relevance of the organizational 
context, including leadership and organizational culture influences, which are 
beyond the individual level (Nilsen et al., 2012; Dannapfel et al., 2013; Green-
halgh et al., 2004; Stetler et al., 2009; Davis, 2010; McCormack et al., 2009; 
Cummings et al., 2007; Latta, 2009; Aarons et al., 2014a; Nutley et al., 2007; 
Rycroft-Malone, 2008; Damschroder et al., 2009; Gurses et al., 2010). Many of 
the individual barriers to implementation of EBP, e.g. lack of time to search for 
and appraise research and insufficient support for this process, have been 
linked to leadership and cultural issues, suggesting the context is an important 
influence on implementing EBP (Sibbald et al., 2015; Williams et al., 2015; Nut-
ley et al., 2007).  
 
Although there is no universally agreed definition of leadership, many con-
ceptualizations reflect the assumption that leadership involves a process of 
exerting intentional influence by one person over another person or group in 
order to achieve a certain outcome in a group or organization (Yukl, 2006). 
There is a debate regarding whether the concepts of manager and leader can 
be used interchangeably or if they are two different concepts with two exclu-
sively different roles (Gifford and Davies, 2008). In leadership theory, there is 
no agreement on that question, however recent leadership theories argue that 
both management and leadership can be carried out by the same person and 
what is needed at the time depends on the situation and context (Reichenpfad-
er et al., 2015; Kotter, 1990). For successful change to happen, Pettigrew et al. 
(1992) suggested that inspiring leaders and a supportive context are facilita-
tors.  
 
Numerous leadership theories have been developed over the years. Perhaps 
the most widely applied theory in recent years is that of transformational 
leadership (Aarons et al., 2014a). This style of leadership has been described as 
being inspirational, motivational, people-oriented, accepting of differences 
and having an idealized influence on subordinates (Yukl, 2006). Transforma-
tional leadership is a process in which leaders and followers help each other to 
advance to a higher level of morale and motivation (Bass, 1985). Furthermore, 
these leaders, according to Bass, encourage people to be creative and critical 
and to challenge the status quo in order to find new ways of doing things. 
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Transformational leaders are often visionary and good at communicating their 
goals (Bass, 1985).  
 
A great deal of research has highlighted the importance of transformational 
leadership for organizational performance (Howell and Avolio, 1993; Yam-
marino et al., 1993; Yukl, 2006). For example, research has found a relationship 
between transformational leadership and organizational commitment (Avolio 
et al., 2004; Searle-Leach, 2005; Bycio et al., 1995); job satisfaction (Podsakoff et 
al., 1996; Walumbwa et al., 2005) and communicating planned organizational 
change (Battilana et al., 2010) influence attitudes towards EBP (Moser et al., 
2004; Aarons, 2006; Sandström et al., 2011) and commitment to change (Hill et 
al., 2012; Damanpour and Schneider, 2006; Jung et al., 2003; Gumusluoglu and 
Ilsev, 2009), research utilization (Kajermo et al., 2008) and implementation of 
guidelines (Marchionni and Ritchie, 2008). Research has also found that cul-
ture and climate for improvement are better with leadership support (Gins-
burg et al., 2005; Hallencruetz, 2012). 
 
Leadership and organizational culture have been described as two sides of the 
same coin. Leaders have a crucial role in shaping the culture of an organiza-
tion, yet the culture of an organization determines who can become a leader in 
the organization (Schein, 2004; Clarke et al., 2011; Schein, 2010). Organization-
al culture has been defined as the shared values (important and lasting ideals 
and preferences for certain behaviours) and norms (beliefs about acceptable 
behaviours) and assumptions (unspoken beliefs and expectations) among 
members of an organization or group (Bang, 2009). An organizational culture 
comprises multiple subcultures, typically of a professional, departmental or 
geographic kind (Gill, 2011). 
 
Schein (2010) emphasizes the importance of unconscious taken-for-granted 
assumptions. He describes organizational culture as a process of dynamic 
learning and defines it as “the pattern of basic assumptions which a given 
group has invented, discovered, or developed in learning to cope with its 
problem of external adaption and internal integration, which have worked 
well enough to be considered valid and, therefore, to be taught to new mem-
bers as the correct way to perceive, think and feel in relation to those prob-
lems” (Schein, 2004; page 17). Schein’s basic assumptions are similar to what 
Argyris (1976) identifies as theories-in-use, referring to assumptions that are 
tacit but that actually guide the group’s behaviour, how to think, feel about 
and perceive things. Schein (2004) describes culture as a dynamic learning 
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process, which implies that culture changes over time. However, that is not 
always the case. Two scenarios are described as response to change or problem 
solving: (1) positive problem solving, abandon the old way in response to a 
problem/change; (2) continue the same way solving the problem as usual to 
avoid anxiety, which is often the reason why responses that are no longer val-
id are repeated (Schein, 2004).   

2.5. Previous research on implementation of 
evidence-based practice in physiotherapy 

Research has documented that physiotherapists generally believe that EBP: 
 
• can improve the quality of patient care (Barnard and Wiles, 2001; Jette et 

al., 2003; Salbach et al., 2007; Akinbo et al., 2009; Nilsagård and Lohse, 
2010; Heiwe et al., 2011) 

• is helpful for making decisions about patient care (Jette et al., 2003; Sal-
bach et al., 2007; Akinbo et al., 2009; Heiwe et al., 2011) 

• can enhance the status of the physiotherapist profession (Barnard and 
Wiles, 2001; Hannes et al., 2009)  

• can facilitate an increased reimbursement rate if EBP is incorporated in-
to their clinical practice (Jette et al., 2003; Akinbo et al., 2009; Heiwe et 
al., 2011) 

• can yield improved relationships with other health professions as well 
as better working conditions (Barnard and Wiles, 2001)  

 
In general, physiotherapists hold favourable attitudes towards EBP and be-
lieve it is important that practice is based on the most up-to-date evidence 
available (Barnard and Wiles, 2001; Kamwendo, 2002; Stevenson et al., 2004; 
Iles and Davidson, 2006; Grimmer-Somers et al., 2007; Caldwell et al., 2007; 
Nilsagård and Lohse, 2010; Heiwe et al., 2011). However, these attitudes do 
not seem to be fully ”translated” into clinical practice, as many studies have 
shown that physiotherapists continue to make decisions based on knowledge 
obtained during their initial education and/or personal experience, rather than 
findings from research (Overmeer et al., 2004; Mikhail et al., 2005; Bridges et 
al., 2007; Heiwe et al., 2011; Filbay et al., 2012).  
 
 



Background 

18 
 

Studies have identified several barriers to physiotherapists’ use of research 
findings: 
 
• poor confidence in skills to identify and critically appraise research 

(Hannes et al., 2009; Salbach et al., 2007; Grimmer-Somers et al., 2007; 
Stevenson et al., 2004; Palfreyman et al., 2003) 

• insufficient time due to patient work commitments (Swinkels et al., 
2011; Fruth et al., 2010; Kamwedo et al., 2002) 

• insufficient support from colleagues (Salbach et al., 2007) 
• perceived isolation from peers (Grimmer-Somers et al., 2007) 
• inadequate support from managers and other health professionals (Bar-

nard and Wiles, 2001; Swinkels et al., 2011; Hannes et al., 2009; Bekker-
ing et al., 2003) 

• poor access to Web-based research resources and computer skills (Sal-
bach et al., 2007)  

 
It is noteworthy that the research findings concerning implementation of EBP 
in physiotherapy are quite similar to those pertaining to other professions in 
health care. Indeed, barriers to achieving a more EBP in health care have be-
come fairly well established in many studies since the late 1990s. They include 
factors such as time restrictions, limited access to research, poor confidence in 
skills to identify relevant research, poor confidence to critique research, diffi-
culties in interpreting guidelines and inadequate support from colleagues and 
managers/leaders (Rycroft-Malone and Bucknall, 2010; Mittman, 2012). 
 
With regard to implementation strategies (i.e. implementation interventions 
directed at health care practitioners) to facilitate implementation of EBP in 
physiotherapy, research has shown that educational interventions to achieve 
increased EBP tend to have modest impact on physiotherapists’ clinical prac-
tice (Stevenson et al., 2006; Fruth et al., 2010). Clinical guidelines represent an-
other strategy to facilitate the use of research findings in clinical practice. Two 
systematic reviews of interventions aimed at facilitating guideline implemen-
tation in physiotherapy (Van der Wees et al., 2008; Menon et al., 2009) have 
concluded that active, multifaceted strategies were superior to passive strate-
gies for improving knowledge and changing behaviour, but they had no sig-
nificant effect on patient health or costs of care. There is tentative evidence 
from two non-randomized trials that guideline adherence can improve patient 
health outcomes and reduce costs (Fritz et al., 2007; Rutten et al., 2010). 
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3. RATIONALE 

The thesis comprises four articles that explore issues related to the conditions 
for implementation of EBP in physiotherapy. The intention has been to pro-
vide an in-depth, holistic understanding of this complex phenomenon. The 
studies were specifically designed to address key knowledge gaps that could 
be identified in previous research on EBP in physiotherapy. Studies III and IV 
also sought to account for the findings that emerged in Studies I and II. 
 
Physiotherapy research has identified numerous social-cognitive variables, 
such as beliefs, attitudes and self-efficacy, which affect physiotherapists’ use of 
research and implementation of EBP. However, previous studies have not ex-
plored the different reasons or different types of motivations that practitioners 
may have for using research in their clinical practice. Motivation (or intention) 
is the most proximate determinant of behavioural enactment in many social-
cognitive theories, including the widely applied Social Cognitive Theory and 
the Theory of Reasoned Action. This suggests that motivation might be a bet-
ter predictor of behaviour than the more distal variables such as attitudes, be-
liefs and self-efficacy. Therefore, Study I was aimed at exploring different 
types of motivation behind physiotherapists’ use of research in their clinical 
practice. The Self-Determination Theory was applied to identify and distin-
guish between different types of motivation for the use of research. 
 
Previous research on implementation of EBP in physiotherapy has predomi-
nantly focused on survey-based “barrier studies”. However, it is not self-
evident that the removal or reduction of these barriers yields increased use of 
research in clinical practice. Therefore, it is also important to investigate the 
various circumstances that physiotherapists have found to actually support 
their use of research in routine practice. Based on this premise, Study II ex-
plored various conditions at different system levels that physiotherapists per-
ceived to be supportive of their research use in clinical practice. 
 
Existing research on implementation strategies to facilitate the implementation 
of EBP in physiotherapy has largely focused on educational interventions and 
clinical guidelines. However, research in other health fields has highlighted 
the potential of various forms of collaboration between health care practition-
ers and researchers to achieve increased EBP (Fixsen et al., 2005; Nutley et al., 
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2007; Kitson et al., 2013). Study I also pointed to the relevance of engaging 
more autonomously motivated physiotherapists as change agents to create 
favourable conditions for colleagues’ research use. Study II highlighted the 
potential that discussions and reflection with research colleagues can have to 
create a knowledgeable and research-oriented culture. Therefore, study III was 
designed to explore what physiotherapists might learn through participation 
in a research project and how and the extent to which this learning is trans-
ferred to colleagues for enhanced organizational learning. 
 
Determinants of implementation of EBP in physiotherapy have predominantly 
been sought at the individual physiotherapist level. However, there is an in-
creasing recognition within implementation science of the relevance of the 
organizational context, i.e. influences beyond the individual level (Cummings 
et al., 2007; Stetler et al., 2009). Studies I and II also indicated that many factors 
influencing research use can be found at levels “above” the individual physio-
therapist. Organizational culture has been identified as a potentially important 
influence on health care practitioners’ use of research in their everyday prac-
tice. Many of the individual barriers, such as lack of time to search for and ap-
praise research and insufficient support for this process; can be linked to cul-
tural issues. Hence, numerous researchers (e.g. Funk et al., 1995; Aarons et al., 
2014b; Nutley et al., 2007) have argued that the culture is in fact the primary 
inhibiting factor for implementing EBP in many practice settings. However, 
research is still relatively limited regarding the impact of culture and leader-
ship on the implementation of EBP in physiotherapy (and health care in gen-
eral). Against this backdrop, Study IV explored how leaders in physiotherapy 
can influence the culture for EBP implementation. 
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4. AIMS 

The overarching aim of this thesis was to explore conditions at different levels, 
from the individual level to the organizational level and beyond, for the use of 
research and implementation of an evidence-based physiotherapy practice. 
 
More specifically, the following research questions were addressed in the four 
studies: 
 
Study I: What types of motivation underlie physiotherapists’ research use in 
their clinical practice? 
 
Study II: What conditions at different system levels are supportive of physio-
therapists’ research use in clinical practice? 
 
Study III: What do physiotherapists learn through participation in a research 
project relevant to their professional development, and to what extent is this 
learning transferred to their colleagues and the wider organization? 
 
Study IV: How do physiotherapy leaders influence the culture for the imple-
mentation of evidence-based physiotherapy practice?  
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5. METHODS 

This chapter provides details about the methods used in the four studies of the 
dissertation. An overview of the methods is presented first, followed by a de-
scription of the study settings, study participants, data collection and data 
analysis. Finally, some ethical considerations are addressed.  

5.1. Overview of the methods 

A few different qualitative data collection and data analysis approaches were 
used in this dissertation to address the research questions. This variety was 
deemed necessary to approach the topic in a holistic manner and to account 
for different system levels to explore conditions for implementation of EBP in 
physiotherapy. The research has developed from considerations regarding 
purposeful methods for data collection and analysis in order to respond to the 
overall aim of the thesis and the specific aims of the four studies. Table 2 
summarizes the key characteristics of the four studies. 
 
The research project started with the aim of exploring motivations behind 
physiotherapists’ use of research in their clinical practice (Study I). Data were 
obtained from focus group interviews in various settings in Sweden. Data 
were analysed using conventional content analysis (Hsieh and Shannon, 2005) 
and the findings were compared with Self-Determination Theory using a de-
ductive approach (Ryan and Deci, 2000). 
 
Study II explored facilitation of EBP at different levels, from the individual 
level to the organizational level. This study was based on the same data as the 
first study. However, the data were analysed using an inductive approach, 
applying qualitative content analysis. This study provides an understanding 
of the conditions that foster physiotherapists’ use of research in clinical prac-
tice.  
 
Study III aimed to investigate physiotherapists’ experiences and learning from 
participating in a research project, which involved provision of a neck-specific 
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exercise intervention to patients. Qualitative in-depth interviews with an 
open-ended structure were chosen as the method of inquiry.  
 
Study IV was also a qualitative in-depth study that involved interviews with 
managers about EBP and research use, to explore the influence of leadership 
on the “EBP culture”. The interview questions were inspired by a framework 
developed by Schein (2010) that identifies a number mechanisms by which 
leaders can influence the culture of an organization and/or groups within an 
organization. Schein’s framework was also used to analyse the empirical data.  
 
Table 2: Overview of the four studies of the thesis 
 
Study Aim Study participants 

and settings 
Data collection Data analysis 

 
I  

 
Explore the 
motivation behind 
physiotherapists’ use 
of research in their 
clinical practice 
 

 
Physiotherapists in 
primary care, 
hospitals and 
private clinics 

 
Focus group 
interviews 

 
Deduction; 
qualitative 
content analysis 
(Kripendorff, 
2004) 

II Explore the 
conditions that 
physiotherapists 
perceived to be 
conducive to 
research use 
 

Physiotherapists in 
primary care, 
hospitals and 
private clinics 

Focus group 
interviews 

Induction; 
qualitative 
content analysis 
(Kripendorff, 
2004) 

III Explore individual 
and organizational 
learning through 
physiotherapists’ 
participation in a 
research project 
 

Physiotherapists in 
primary care and 
private clinics who 
were involved in an 
intervention study 

Individual 
interviews 

Induction; 
hermeneutic 
analysis 
(Gadamer, 
2004) 

IV Explore how 
physiotherapy 
leaders influence the 
culture for 
implementation of 
EBP in 
physiotherapy 
 

Physiotherapists in 
primary care and 
hospital settings 
holding a manager 
position  

Individual 
interviews 

Induction and 
deduction; 
direct content 
analysis (Hsieh 
and Shannon, 
2005) 
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5.2. Study setting characteristics  

All studies were set in Sweden. Health care in Sweden is publicly funded, i.e. 
residents are insured by the state, with equal access for the entire population 
and fees regulated by law. The provision of health care services is the respon-
sibility of the 21 county councils across Sweden. In November of 2013 approx-
imately 21 593 licenses had been issued, of these had 12 523 an occupation in 
health care (Socialstyrelsen, 2015) 
 
The local context differed between the studies. The data for Studies I and II 
were collected from five county councils in Sweden, from four clinics located 
in rural settings and seven in urban settings. There was also heterogeneity re-
garding the type of clinics: six were located in hospitals, three were primary 
care centres and two were private clinics. The data were obtained from 45 
physiotherapists included in 11 focus groups. 
 
Study III was conducted in southern Sweden where the neck-specific exercise 
intervention study was performed. The 20 physiotherapists involved in the 
neck-specific exercise intervention worked in different clinical settings includ-
ing primary care and private clinics.  
 
Study IV was also conducted with participants from different county councils 
in Sweden, from south to north. Data were collected by means of interviews 
with nine physiotherapists with managerial responsibility over different types 
of clinics, including primary care and hospital settings.  

5.3. Study participants and data collection 

Physiotherapists were the target population in all the studies. All participants 
except some of the physiotherapy managers in Study IV worked as physio-
therapists in various clinical settings. The aim in all four studies was to have a 
heterogeneous sample of physiotherapists, differing with regard to (1) geo-
graphic location; (2) clinical context (3); age; (4) sex; (5) number of years in 
practice; (6) educational level. All interviews were performed by the author of 
the thesis. Interview guides were developed by myself in close collaboration 
with the researchers (i.e. co-authors) involved in the different studies (further 
details provided below). 
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Studies I and II involved 45 physiotherapists who took part in 11 focus groups. 
The participants were recruited through managers and other key individuals 
in different clinical settings in Sweden via an e-mail that briefly described the 
study. The request was sent to a number of hospitals, primary care units and 
private clinics. All who answered positively were asked to invite physiothera-
pists in their clinic (department, unit, etc.) to participate in the study. They 
were encouraged to invite whole teams of physiotherapists to avoid bias due 
to selection of specific physiotherapists. Each focus group consisted of physio-
therapists from the same workplace, but they did not necessarily work as part 
of the same team although they shared the same management.  
 
Out of the 45 physiotherapists, 33 were female. The average age of the partici-
pants was 41 years (range 22–62 years; standard deviation (SD) 11.5 years) and 
the average length of work practice was 13 years (range 1–37 years; SD 9.2 
years). They had an average of 3 years of basic education (range 2–5 years; SD 
0.5 years) and two had a Master’s degree. All had taken part in courses beyond 
their basic training; 82% had participated in non-academic courses and 64% 
had been involved in academic courses. Of the participants, 36 worked full-
time and nine were employed part-time.  
 
The focus group interview guide for Studies I and II consisted of open-ended 
questions to facilitate flexibility during the interview. The guide developed by 
the authors of the two studies was scrutinized in a seminar with ten physio-
therapists most of whom combined research with physiotherapy practice. The 
guide had three overarching questions: (1) “Registered physiotherapists are 
supposed to work in accordance with ‘scientific evidence and trusted experi-
ence’ – how is this expressed in your daily practice?” (2) “What are your rea-
sons for using research in your clinical practice?” (3) “What conditions do you 
find supportive for the use of evidence based practice in your practice?” 
 
Participants for Study III were physiotherapists involved in a physiotherapy 
research project, which was a prospective, randomized controlled multi-centre 
intervention study. The aim of this research project was to investigate whether 
neck-specific exercise with or without a behavioural intervention (performed 
by a physiotherapist) could improve functioning compared with a prescription 
of general physical activity for individuals with chronic (more than 6 months 
but less than 3 years) whiplash-associated disorders. Interviews were conduct-
ed with physiotherapists who treated patients in the neck-specific exercise 
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group. Patients in this group performed neck-specific training (with the aim to 
improve muscle coordination pattern and neck muscle endurance), which was 
supervised by a physiotherapist twice a week for 3 months at the physiothera-
py clinic, with additional exercises being performed at home. The physiother-
apists participated in half a day of training on the theoretical and practical is-
sues led by experienced physiotherapists from the research team. Twenty 
physiotherapists were involved in the neck-specific exercise intervention in the 
whiplash study. They were approached via an e-mail to take part in our study.  
 
Eleven physiotherapists agreed to participate in Study III. Of the 11 physio-
therapists, seven were female. The mean age was 44 years (range 26–35 years; 
SD 13.0 years). The length of time in practice was 19 years (range 3–40 years; 
SD 11.7 years). The data were gathered at different times and took place at the 
physiotherapists’ workplace except one interview, which was held in the 
physiotherapist’s home. Qualitative in-depth interviews with an open-ended 
structure were used (Patton, 2002). The semi-structured interview guide (using 
topics not questions) was developed by the three authors of the study and had 
been scrutinized in a seminar with researchers from different backgrounds. 
The topics used in the interviews were experiences of participating in the re-
search project; learning from participating in the research project; and transfer 
of knowledge gained from participating in the research project. 
 
The participants in Study IV worked as managers in different physiotherapy 
settings. A purposeful selection approach was used to achieve a heterogene-
ous sample of physiotherapy managers that represented a broad spectrum of 
experiences and contexts. They were recruited through an e-mail that briefly 
described the study. The e-mail request was sent to 30 managers who were 
identified through different county council websites with contact information 
for departments that employed physiotherapists. The managers were asked if 
they knew other managers who would be interested in participating in the 
study. Two of the participants were recruited via such a recommendation from 
a participating manager.   
 
Of the nine managers in Study IV, six were female and three were male. Num-
ber of years as a manager in a health care organization varied between 11 
months to 15 years (range 32–64 years; average age 44 years) and seven man-
agers had a Bachelor’s degree and two had a Master’s degree. The number of 
employees in the departments in which the managers worked ranged from 12 
to 370. The interview guide was developed by the authors of the study and 
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was scrutinized by two other researchers. Topics were used to explore the in-
fluence of the managers on the culture for implementation of evidence-based 
physiotherapy practice. The questions concerned how they as managers influ-
enced and worked with EBP issues in their setting and how they perceived 
support and influence from their managers and the wider organization.  

5.4. Data analysis 

Data collected for Study I were analysed using conventional content analysis, 
which entails a structured analysis process to code and categorize data (Hsieh 
and Shannon, 2005). The first step involved all authors reading all transcripts 
to get a sense of the whole. Step two involved getting a sense of the data and 
the various key statements and thoughts in relation to the study aim. These 
statements were highlighted in the transcripts. During step three, codes were 
developed that reflected more than one key statement or thought. These codes 
were then aggregated into clusters based on similarity of the content and their 
relation to each other. After re-examination, the initial clusters were merged 
into categories. In the next step, the findings on the contents of the categories 
were compared and contrasted with Self-Determination Theory using a deduc-
tive approach. The categories were mapped onto the different types of motiva-
tion (i.e. pre-defined categories) specified in the theory. 
 
Data in study II were analysed using qualitative content analysis in accord-
ance with Krippendorff (2004). Several steps were undertaken in the analysis 
process. Initially, each author read all the transcripts to gain an understanding 
of the whole. The first author reviewed the transcripts and identified coding 
units in the text that captured key statements in relation to the study aim. All 
the researchers then scrutinized the coding units and they reviewed the text 
several times. The coding units were merged into context units by the three 
authors during this process. The context units included several coding units 
and reflected more than one key statement. Next, the the three authors com-
bined the context units into categories based on similarity of the content. These 
categories were based on conditions that the focus group participants men-
tioned as being supportive of research use. This analysis of the data yielded 
nine categories that the participants discussed in relation to conditions that 
supported or facilitated research use in their clinical practice. In the next step, 
the categories were merged under three overarching system levels based on 
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their characteristics: individual, workplace and extra-organizational levels. 
The analysis was inductive in all steps.  
 
The data in Study III were analysed using Gadamer’s (2004) hermeneutics. In a 
hermeneutic analysis, the researcher’s preconceptions are a part of the analy-
sis. One interpretation is dependent on the former interpretation, resulting in a 
new understanding created by the interpreter. Furthermore, understanding 
that the researcher has from earlier research is also included when interpreting 
the material. Understanding occurs when these horizons are fused with the 
researcher’s perspective.  
 
Four guiding principles were followed in the hermeneutic analysis in Study 
IV. The first principle involved reading the transcribed interviews several 
times to obtain a sense of the whole. The second principle involved re-reading 
the text and asking open questions: what is the understanding in the text; what 
does this stand for; what is the alternative interpretation; in what context is 
this being told. The analysis involved movement between the whole and its 
parts, participant by participant and dictum by dictum. Statements were 
found that created and elaborated meaning. The third principle required the 
text to be interpreted from the horizon of the interpreter with the addition of 
literature and facts. This step involved identification of clusters that provided 
a description and were representative of the overall text. The fourth principle 
involved fusion of the horizons from the participants and the interpreter. Once 
again, the verbatim transcription was reconsidered in relation to the horizons 
to validate and separate the horizons from each other. The focus was on find-
ing expressions that contributed to an understanding of the physiotherapists’ 
learning from participation in a research project. The data interpretation pro-
ceeded in a hermeneutic circle until consensus was reached.  
 
The interview data from Study IV were analysed using direct content analysis 
in accordance with Hsieh and Shannon (2005). Content analysis is a technique 
for analysing texts based on empirical data with an explorative and descriptive 
character. A directed approach in content analysis is guided by a structured 
deductive process with the point of departure for coding being an existing 
theory or previous research. The data in Study IV were analysed and inter-
preted using a framework by Schein (2010), which describes a number of so-
called embedding mechanisms that explain how leaders can influence the cul-
ture of an organization. The first step involved both authors reading all tran-
scripts to obtain an understanding of the whole. The authors separately coded 
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the transcripts, using the directed content analysis approach and Schein’s em-
bedding mechanisms as a framework to structure, code and categorize the 
data. The framework was used to determine the initial coding and relation-
ships between the codes. Data that could not be coded or identified in relation 
to Schein’s framework were analysed later to determine if the data represented 
a new category or a subcategory of an existing category (Hsieh and Shannon, 
2005).  

5.5. Ethical considerations 

The four studies were based on statements and narratives from respondents 
through individual interviews and focus group interviews. The moral integri-
ty of the researcher is a critically important aspect of ensuring that the research 
process and a researcher’s findings are trustworthy and valid. All four studies 
of this dissertation recognized the ethical principles for research. The basic 
principles for protecting participants were adhered to: i.e. information about 
the study was provided, informed consent was obtained, the purpose of the 
research was explained and assurance of confidentiality was given (Patton, 
2002). Studies I and II were approved by the Regional Ethical Review Board in 
Linköping. No ethical approval was sought for Studies III and IV because 
these studies did not collect sensitive information and are thus not covered by 
the law on ethical reviews.  
 
All participants in the four studies were informed about the aim of the study. 
The participants were also informed about the method (individual and focus 
group interviews), the research project, the name of the supervisors and were 
introduced to the author of this thesis. The participants were asked about be-
ing recorded and were informed about the data being transcribed for use in 
research, with the aim of publishing in a scientific journal. The participants 
were assured that all characteristics that could potentially reveal their identity 
would be decoded. All participants gave their informed consent. All questions 
asked were in regard to their working life and their knowledge of being a pro-
fessional in their field.  
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6. FINDINGS FROM THE STUDIES 

This chapter contains the results in abbreviated form from the four empirical 
studies. The aim and main findings are presented for each study. The com-
plete results for all studies are presented in the papers appended in the last 
section of the thesis. 

6.1. Study I 

This study investigated motivations behind physiotherapists’ use of research 
in clinical practice. It addressed this research question:  
 

• What types of motivation underlie physiotherapists’ research use in 
their clinical practice?  

 
The study identified ten different types of reasons for research use by the 
physiotherapists, which could be mapped onto the six categories of motivation 
described in the Self-Determination Theory: intrinsic motivation; integrated 
motivation; identified motivation; introjected motivation; externally regulated 
motivation; and amotivation. Intrinsic, integrated and identified types of mo-
tivation are labelled autonomous motivation, whereas introjected and exter-
nally regulation motivation are referred to as controlled motivation. Amotiva-
tion is a lack of motivation. 
 
Some physiotherapists provided statements that showed that their research 
use was intrinsically motivated, driven by a genuine curiosity and willingness 
to learn. They described using research in their clinical practice for its own 
sake because they felt it was interesting and satisfying in itself. For them, re-
search use was an opportunity rather than an obligation. Other physiothera-
pists depicted their use of research in terms that suggested that it was regulat-
ed by integration, meaning that they perceived research use as important be-
cause it was connected to other important values and needs. They believed 
that research use ensured that patients received the best possible care. Re-
search use also facilitated their personal growth and professional develop-
ment. For some physiotherapists, the use of research in their clinical practice 
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was based on identified motivation. They identified the personal value of re-
search use and considered it to be beneficial to achieve desired goals, such as 
facilitating an improved status of the physiotherapy profession, career ad-
vancement and collaboration with other health professionals. 
 
Research use was characterized by introjected regulation for other physiother-
apists who used research because they felt it was expected by patients. These 
physiotherapists put pressure on themselves to use research, partly to avoid 
negative feelings such as inadequacy or worry. There were also physiothera-
pists who used research somewhat reluctantly because they felt it was re-
quired or even demanded by leaders and authorities; research use for them 
was externally regulated. They felt they were under pressure to validate their 
work by using research, but they did so primarily to satisfy external demands 
from “above” (i.e. managers, county councils and health authorities). One 
physiotherapist expressed amotivation in relation to research use, as this per-
son did not believe that the effort of keeping up to date with research would 
yield a desired outcome. The person was simply uninterested and considered 
research to be “boring”. 
 

6.2. Study II 

Study II explored conditions that are supportive of physiotherapists’ use of 
research use in their clinical practice. The following research question was ad-
dressed: 
 

• What conditions at different system levels are supportive of physio-
therapists’ research use in clinical practice?   

 
The study identified nine types of favourable conditions for physiotherapists’ 
research use in clinical practice. These conditions existed at three system lev-
els: the individual (two types of conditions), workplace (four conditions) and 
extra-organizational levels (three conditions).  
 
The study identified two favourable individual-level conditions. Having posi-
tive attitudes to research and a strong motivation to use research in clinical 
practice were believed to be conducive to research use. The physiotherapists 
also thought various research-related knowledge and skills were helpful to 
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apply research in clinical practice. Critical or analytical thinking facilitated 
critical appraisal of research studies to determine, for instance, the strength of 
evidence and whether findings were feasible in routine practice. 
 
Four types of workplace-level conditions were found to be favourable to re-
search use. Leadership played an important role in enabling research use. 
Many physiotherapists emphasized the importance of active encouragement 
from their managers. However, the degree to which managers actually sup-
ported research use seemed to vary a great deal. As well as informal encour-
agement or support, the physiotherapists also pointed to the importance of 
formal and explicit management decisions on the desirability of using research 
in clinical practice. They believed that an organizational culture that supports 
learning and competence in development activities provides favourable cir-
cumstances for research use. The physiotherapists mentioned several types of 
resources that facilitated research use, including access to research, financial 
and personnel resources to provide opportunities to participate in research-
informed courses and conferences and to conduct research and development 
projects. Further, they identified time as an important resource that affected 
their ability to apply research findings in clinical practice. The physiothera-
pists described several forms of knowledge exchange that they believed sup-
ported their research use. Knowledge exchange with clinicians from other pro-
fessions was also mentioned as an enabling factor for research use, as was 
knowledge exchange that occurred with patients who might have complex 
problems or are inquisitive.  
 
Three favourable conditions at the extra-organizational level were identified. 
Evidence-based guidelines that can be used to assist decisions about appropri-
ate treatment were considered helpful for research use. The physiotherapists 
believed guidelines provide a benchmark from which to start when consider-
ing different treatment options. Most of the physiotherapists attended external 
meetings and/or took part in research-related networks and conferences. This 
exchange of knowledge and experience with other physiotherapists was con-
sidered to be very important for development of competence and commitment 
to using research. Involvement in academic research and education was also 
conducive to research use. Several physiotherapists collaborated with re-
searchers and teachers from nearby universities. Some of the physiotherapists 
were also engaged in teaching activities and participated in developing curric-
ula for physiotherapy courses. They thought this sort of interaction and in-
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volvement contributed positively to their interest in keeping up to date on re-
search and using research as part of their daily practice.  

6.3. Study III 

Study III explored the individual and organizational learning that occurs 
when physiotherapists participate in a research project. The study addressed 
this research question: 
 

• What do physiotherapists learn through participation in a research 
project relevant to their professional development and to what ex-
tent is this learning transferred to their colleagues and the wider or-
ganization? 

 
The physiotherapists mentioned that several of the treatment techniques ap-
plied in the research project was exercises that they had actually learned as 
part of their physiotherapy education, but had since forgotten about. Partici-
pation in the project thus contributed to improved understanding of how to 
apply knowledge they already had. The physiotherapists experienced in-
volvement in the research project as an opportunity to learn more and become 
more skilful concerning whiplash disorders (i.e. the specific problem being 
investigated in the study). They felt their participation broadened their treat-
ment technique skills and believed their learning benefited not only the pa-
tients involved in the intervention study but also other patients who did not 
take part in the study.  
 
The physiotherapists also described learning in terms of obtaining a better un-
derstanding of neck problems generally and whiplash disorders specifically. 
Some physiotherapists believed their participation enabled them to question 
some of their current practices. They mentioned that participation in the pro-
ject also increased their motivation for their job and improved self-confidence 
and self-efficacy in their professional role. They believed their participation in 
the research project contributed to making their practice more research-
informed. Participation triggered interest in and positive attitudes to research 
and fostered improved understanding of the research process and the chal-
lenges involved in conducting research. 
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Many physiotherapists stated that they discussed and shared learning experi-
ences from their participation in the research project with colleagues who were 
not involved in the study. Some mentioned that sharing knowledge was well 
integrated in their everyday work at their clinic. The physiotherapists typically 
attended meetings devoted to knowledge and experience exchange, but many 
complained that they had not been able to transfer learning from the research 
project at such meetings. They also brought up time pressures, which restrict-
ed their opportunity to transfer knowledge to colleagues and the wider organ-
ization. Regardless, some physiotherapists believed participation in the re-
search project contributed to creating a more research-informed culture in 
their clinic by means of their discussions and reflection with colleagues. 

6.4. Study IV 

This study explored how physiotherapy leaders can contribute to developing a 
culture that is conducive to implementation of EBP in physiotherapy by com-
municating their values, norms and assumptions to followers. The study ad-
dressed this research question: 
 

• How do physiotherapy leaders influence the culture for the imple-
mentation of evidence-based physiotherapy practice?  

 
The leaders’ descriptions of the extent to which EBP-related activities and is-
sues are given attention, measured and controlled suggested that this embed-
ding mechanism contributes towards creating a more EBP-informed culture. 
The leaders observed that there are increasing demands for physiotherapy and 
health care in general to be underpinned by research and for decisions to be 
based on evidence of their effectiveness, which means that EBP issues cannot 
be ignored. The leaders highlighted the importance of discussing and planning 
EBP-related activities with physiotherapists in the clinics. They commented 
that a great deal of emphasis was put on using guidelines produced by the 
National Board of Health and Welfare.  
 
Deliberate role modelling, teaching and coaching were also applied as mecha-
nisms to achieve a more EBP-informed culture. Many of the leaders took their 
role as EBP leaders seriously and were anxious to support various EBP-related 
activities despite resource constraints. They stressed that they as leaders need 
to be knowledgeable on EBP issues to be able to supervise and support their 
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subordinates in their efforts. EBP-related knowledge and expertise differed 
among the leaders, influencing their ability to function as EBP leaders.  
 
Concerning allocation of rewards and status, the leaders described various 
means by which EBP expertise was valued. Most leaders created a special sta-
tus for physiotherapists with more extensive education, training or continuing 
professional education. Some reported that they take EBP competencies and 
involvement in EBP-related issues into account in their staff appraisals. They 
mentioned that clinics that conduct research and pursue EBP-related activities 
were recognized by the higher management levels.  
 
The leaders believed that allocation of resources earmarked for EBP-related 
activities were insufficient. They remarked that financial and budgetary issues 
were prioritized by managers at the higher levels in the county councils. Re-
sources were also described in terms of EBP-relevant competencies, i.e. more 
intangible resources. Training on improving EBP skills and time set aside for 
knowledge exchange on research matters in the clinics were two ways of 
providing resources to benefit a more EBP-informed culture. 
 
With regard to recruitment, selection, promotion and communication, the 
leaders described the importance of building capacity for EBP by appointing 
some physiotherapists to a special role with responsibility for EBP issues in the 
clinic. They were often highly motivated to keep up to date on physiotherapy 
research and support implementation of EBP in the clinic. The leaders also 
emphasized the importance of recruiting new young physiotherapists because 
they are often competent in EBP issues.  
 
The embedding mechanism of reaction to incidents and crises largely lacked 
relevance with regard to fostering a more EBP-informed culture. The leaders 
recognized challenges in obtaining support for EBP-related activities from 
higher management levels in times of organizational stress in the clinics or in 
the county council as a whole.  
 
Few of the secondary embedding mechanisms had much relevance with re-
gard to influencing or reinforcing an EBP-informed culture. The organizational 
design, structure, systems and procedures did not appear to be particularly 
conducive to EBP and the leaders did not mention any specific rites or rituals 
in their organizations that were relevant to EBP issues. Furthermore, there 
were no obvious links between EBP issues and the design of the physical 
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space, facades and buildings. Also, the leaders did not relate any stories about 
important events and people that seemed to be related to EBP-related activi-
ties. The leaders could, however, provide a few examples of formal statements 
concerning EBP issues. The county councils reported on various EBP-related 
activities in their annual reports but the extent to which this was done varied 
greatly. Scientific publications and the number of staff with PhD degrees or 
professor titles were often reported but less focus was placed on what im-
provements were achieved or the extent to which research was integrated into 
routine practice to improve the work of the clinics.  
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7. DISCUSSION 

This chapter discusses the results and implications from the four studies of 
this thesis. Key research findings and implications of the findings are present-
ed first. The premise behind the multi-level approach to the study of imple-
mentation of EBP in physiotherapy is described. The different levels explored 
in the four studies are discussed, before the levels are put together for a dis-
cussion of their interdependence and “relative” importance. After some con-
cluding remarks on EBP, methodological considerations are addressed. The 
chapter finishes with the conclusions and some thoughts concerning future 
research.  

7.1. Key research findings 

The four studies of this thesis sought to explore conditions at different levels, 
from the individual level to the organizational level and beyond, for the use of 
research and implementation of an evidence-based physiotherapy practice.  
 
Study I investigated the motivations behind physiotherapists’ use of research 
in clinical practice. The study identified a broad range of motivations underly-
ing their research use. Most physiotherapists expressed autonomous forms of 
motivation for research use, but there were also physiotherapists who exhibit-
ed controlled motivation or completely lacked interest in research (i.e. amoti-
vation).  
 
The findings of Study I suggest that educational programs for EBP may benefit 
from being tailored to account for differences in motivation among the partici-
pants. The study findings also point to the possibility of using autonomously 
motivated physiotherapists as change agents to create favourable conditions 
that encourage autonomous motivation by way of feelings of competence, au-
tonomy and a sense of relatedness. 
 
Study II explored conditions that are supportive of physiotherapists’ research 
use in their clinical practice. The study identified nine factors at three interde-
pendent system levels that physiotherapists in Sweden perceived to support 
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their use of research: the individual level, the workplace level and extra-
organizational level. Research use in physiotherapy appears to be an interac-
tive and interpretative social process that involves considerable interaction 
with various people, both internal and external to the workplace.  
 
The findings of Study II underscore that interventions to achieve more EBP in 
physiotherapy through increased use of research in clinical practice must ac-
count for a complex interplay between interdependent multiple-level factors. 
Interventions directed at individual physiotherapists’ skills, knowledge, atti-
tudes and motivation concerning research use should be considered in a wider 
context of influences on clinical behaviour. Individually oriented initiatives for 
increased research use could benefit from being supported by facilitating or-
ganizational structures and processes because there is a dynamic interplay 
between the individual level and the workplace level. 
 
Study III explored the individual and organizational learning that occurred 
when physiotherapists participate in a research project. It was found that the 
physiotherapists’ participation yielded many individual learning experiences. 
Participation fostered positive attitudes to research and was conducive to 
achieving a more research-informed physiotherapy practice. Participation was 
associated with a deeper understanding of the challenges involved in conduct-
ing research. However, the study also showed that organizational learning 
due to the research project was limited because individual learning was hardly 
transferred to the wider organization. There was a paucity of formal learning 
opportunities at which knowledge could be shared, which meant that learning 
tended to be informal. 
 
The findings of Study III point to collaboration between practitioners and re-
searchers as being potentially beneficial for both practitioners and researchers. 
The study also highlights the need for more formal forums where practitioners 
can share learning experiences gained in research project participation to al-
low for organizational learning. These forums should be further supported by 
facilitating organizational structures and processes for the uptake of individu-
al learning at group and organizational learning levels. 
 
Study IV explored how physiotherapy leaders can contribute to developing a 
culture that is conducive to implementation of an evidence-based physiother-
apy practice by communicating their values, norms and assumptions to fol-
lowers. The study suggested that most of the embedding mechanisms de-
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scribed in the applied framework by Schein (2010) for influencing or reinforc-
ing an EBP-informed culture had limited relevance. The mechanisms of giving 
attention to, measuring and controlling on a regular basis as well as deliberate 
role modelling, teaching and coaching did have some relevance. However, 
EBP issues seemed to depend on committed individuals, often younger physi-
otherapists, who were interested in research. 
 
The findings of Study IV indicate that leaders represent an unfulfilled poten-
tial in influencing the culture for achieving a more evidence-based physiother-
apy practice. Given these potential, educational strategies in topics such as 
change management and implementation used in conjunction with interven-
tions aimed to implement EBP, i.e. a specific treatment method, guideline or 
new routines, might be beneficial, but changing the culture for EBP is not easi-
ly accomplished. 
 

7.2. A multi-level approach 

The four studies of the thesis have addressed conditions for research use and 
implementation of EBP in physiotherapy at multiple levels. Table 3 shows the 
focus of each of the four studies of the thesis. It should be noted that it is a 
simplification to describe just these three levels; many more could be identi-
fied. The different “levels” should be seen as a continuum rather than distinct 
analytical units. 
 
 
Table 3: The different levels addressed in the four studies of the thesis. 
 

 
Study 

 
Individual-level 

conditions 

Workplace/ 
organizational 

conditions 

Extra-
organizational 

conditions 
I X   
II X X X 
III X X  
IV  X  

 
 
An important departure point for this thesis was that it is not sufficient to fo-
cus solely on individual conditions or organizational conditions or extra-
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organizational conditions in order to provide a holistic understanding of the 
complex phenomenon of implementation. Rather, all levels must be ad-
dressed, even if that means increased complexity in terms of the research con-
ducted. For example, an organization is not simply the sum of its individuals. 
Indeed, “aggregating” the findings measured or studied at the individual level 
to the collective level represents a sort of ecological fallacy, i.e. drawing con-
clusions about groups or collectives based only on the analysis of individual 
data. Therefore, each level cannot be investigated on its own, in isolation, if the 
ambition is to obtain a full picture. A system can be understood only as an 
integrated whole, and it is not only composed of the sum of its components. A 
system also concerns the relationships among those components (Strati, 2000).  
 
Factors influencing the implementation of EBP in health care are often as-
sessed individually in implementation studies (implicitly) assuming a linear 
relationship between the determinants and the outcomes and ignoring that 
individual barriers and enablers may interact in various ways that can be diffi-
cult to predict. For instance, there could be synergistic effects such that two 
seemingly minor barriers constitute an important obstacle to successful out-
comes if they interact. Another issue is whether all relevant barriers and ena-
blers are examined in these studies, which are often based on survey ques-
tionnaires (Nilsen, 2015). 
 
It has become more widely recognized that a systems perspective encompass-
ing conditions and influences at different levels, from the individual practi-
tioner to society as a whole, is required to provide understanding and explana-
tion of implementation processes and outcomes (Holmes et al., 2012). Early 
research on implementation of EBP in various health care contexts tended to 
focus on individual practitioners. After all, it is usually the individual physio-
therapist who ultimately decides whether or not to perform a specific clinical 
practice such as a treatment method, yet they do not exist in a vacuum and 
their decisions are influenced by colleagues, managers and many other factors, 
which are considered part of the context in implementation science. Indeed, 
practitioners’ favourable beliefs, attitudes and motivation concerning research 
use might be difficult to “convert” into regular practice if colleagues, leaders 
and various resources do not provide facilitating contextual conditions. 
 
The systems perspective, with different levels of implementation influences, 
suggests that different types of theories might be needed to understand and 
explain implementation processes and outcomes. This was an important prem-
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ise for the studies of this thesis, in which different theories were applied. The-
ories concerning individuals’ behaviours are not the same as those that might 
contribute to an understanding of the influences at group or organizational 
level on implementation. Implementation science borrows and applies theories 
from many different disciplines. There is no single “grand implementation 
theory” because implementation is widely considered to be too multifaceted 
and complex as a phenomenon to allow for universal explanations (Nilsen, 
2015). Rather, many different theories are relevant for understanding and ex-
plaining the many aspects of implementation of EBP. 

7.3. Individual-level conditions 

Study I showed that research use for some physiotherapists was intrinsically 
motivated, i.e. these individuals were driven by a genuine curiosity and will-
ingness to learn. This suggests the relevance of a “user-pull” approach to re-
search use, i.e. a process driven by health care professionals’ own motivation 
to learn and develop (Nutley et al., 2007). Implementation is more often de-
scribed in “producer-push” or top-down terms, with research-based 
knowledge such as guidelines being disseminated by authorities. However, 
external expectations or pressure for practitioners to use research and adhere 
to clinical guidelines are likely to yield more externally regulated motivation. 
Herscovitch and Meyer (2002) found that commitment to implement organiza-
tional change based on “want to” motives reflected the highest level of com-
mitment.  
 
The most motivated physiotherapists can be assumed to be early adopters in 
Rogers’ classic taxonomy of different innovation adopters as part of his Theory 
of Diffusion (Rogers, 2005). Early adopters often have the status and authority 
to act as change agents in their organization; the intrinsically motivated physi-
otherapists in Study I might be used as change agents. Furthermore, local 
opinion leaders are seen to have a great influence over their peers in social 
networks and influence theories; this has also been confirmed in earlier re-
search (Grimshaw et al., 2006; Stross, 1996). However, strategies to implement 
EBP that focus on the individual’s influence on change or changing one’s be-
haviour might not be effective unless there is contextual support from leaders, 
resources, strategies and structures.  
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The physiotherapists in Study II believed that positive attitudes to research 
provided favourable conditions for research use in clinical practice. However, 
a cognitive understanding and positive attitudes towards the use of research 
do not necessarily generate positive or intrinsic motivation. Although attitude 
is generally considered to be an important predictor of behaviour (or behav-
iour change), research in many fields has documented that the progression 
from positive attitudes to desired behaviours tends to be complex Verplanken 
et al., 1998) Difficulties in translating positive attitudes to using research in 
clinical practice have been noted among health care professions (Squires et al., 
2011). 
 
Study III showed that involvement in a research project increased the physio-
therapists’ self-confidence, positively influenced their attitudes to research and 
yielded many individual learning experiences that might be beneficial to 
achieve a more evidence-based practice. Increased feelings of competence and 
confidence are assumed to foster more autonomous forms of motivation (Deci 
and Ryan, 1985; Ryan and Deci, 2000). Furthermore, low confidence in one’s 
capabilities to perform a behaviour that is unfamiliar can impair the motiva-
tion to perform the behaviour (Bandura, 1997). 
 
Leaders in Study IV often relied on physiotherapists who kept up to date with 
and informed colleagues about the latest physiotherapy research findings. 
These physiotherapists usually took a personal interest in research and devel-
opment issues, which means they were highly motivated. However, delegat-
ing much of the responsibility for implementation of EBP to individual physio-
therapists means that EBP issues become less of a collective or leadership re-
sponsibility. These dedicated individuals effectively functioned as champions 
for EBP as they were expected to facilitate and promote EBP in the clinics.  
 
Rogers’ Theory of Diffusion (Rogers, 2005) highlights the importance of inter-
mediary actors such as opinion leaders and change agents for successful adop-
tion and implementation of innovations. Similar roles are described in numer-
ous implementation science frameworks and models. Having champions of 
EBP has been shown to be important for implementation of EBP in various 
settings (Greenhalgh et al., 2005; Rycroft-Malone, 2010; Stetler, 2010; Stevens, 
2013), however it can also be disadvantageous to become too dependent on 
individuals because sustainability of EBP may be compromised if these indi-
viduals tire or take up other job opportunities (Titler et al., 1995; Rubin et al., 
2005; Brownson et al., 2012). 
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7.4. Contextual conditions (workplace, organi-
zational and extra-organizational levels) 

The context of implementation of EBP represents the levels “above” the indi-
vidual level, i.e. the workplace, organizational and extra-organizational levels, 
which were addressed in Studies II, III and IV. The context concept lacks a 
unifying definition in implementation science (and other fields such as organi-
zational behaviour). However, the context is generally understood as the con-
ditions or surroundings in which something exists or occurs, typically refer-
ring to an analytical unit that is higher than the phenomena directly under 
investigation (Johns, 2013; Nilsen, 2015). The context may also have relevance 
in Study I because it is likely that the motivation among the physiotherapists 
was influenced by the context. 
 
The context has been described as “an important but poorly understood medi-
ator of change and innovation in health care organizations” (Dopson et al., 
2005; Ashton et al., 2007; Mohr et al., 2008; Scott et al., 2008). In implementa-
tion science, contextual features are typically described as determinants for 
implementation of EBP alongside others such as the characteristics of the im-
plementation object (e.g. a new treatment method) and the effectiveness of the 
implementation strategies that are used to facilitate implementation (e.g. a 
course or clinical guidelines). The inner context and outer context are often 
described as distinct concepts; the former includes the features of the work-
place or organization in which implementation takes place, whereas the latter 
relates to the extra-organizational, wider environment within which health 
care organizations reside (Nilsen et al., 2013). The context is an integral part of 
many frameworks and models used in implementation science such as Pro-
moting Action on Research Implementation in Health Services (PARIHS) (Kit-
son et al., 1998; Rycroft-Malone, 2010), the Conceptual Model (Greenhalgh et 
al., 2005) and the Ottawa model (Logan and Graham, 1998). 
 
There is increasing interest among implementation researchers in using theo-
ries concerning the context of implementation because this concept is becom-
ing more widely acknowledged as having an important influence on imple-
mentation outcomes (Nilsen, 2015). Physiotherapists work in the context of 
health care, which includes different professional categories and numerous 
subspecialties within medicine that often work in teams. Pettigrew et al. (1992) 
argue that teams represent a potential lever for change and are to be seen as 
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building blocks of a microsystem (Ferlie and Shortell, 2001). A microsystem 
contains human, financial and technological resources to perform its work 
(Quinn, 1992). There is research that point towards the positive relationship 
between functioning teams/microsystems and higher quality of care (Aiken et 
al., 1997; Mitchell et al., 1996). 
 
Studies II, III and IV all demonstrated the importance of the organizational 
culture. The importance of the culture within organizations for learning is well 
known and has been the focus of research in many fields, but has increasingly 
been recognized in implementation science (Nilsen, 2015). To some extent, the 
studies drew on a simplified concept of culture because they did not differen-
tiate between different types of culture, i.e. subcultures, within physiotherapy 
or health care. It is well known that health care organizations consist of multi-
ple cultures rather than just one due to the variety of professionals, teams and 
divisions that operate in the organization (Ferlie and Shortell, 2001). A subcul-
ture has its own specific perceptions of reality and sets norms and values. Pro-
fessional subcultures tend to be strong as described in the introduction on the 
history of physiotherapy. For example, physiotherapists operate in a clinical 
culture making decisions based on medical knowledge. The relationship with 
the patient is based on a direct cause–effect within quiet short time-frames. As 
a contrast, managerial culture has its knowledge base in behavioural science, 
the cause–effect relationship is not obvious, the time horizon is longer due to 
planning and the focus is the clinic, team and patient groups (Ferlie and 
Shortell, 2001). Furthermore, this cultural divide also exists exists between and 
within medical and health professions (Ferlie and Shortell, 2001). 
 
Studies II and IV identified a number of workplace and organizational condi-
tions that influence the use of research in daily practice, including the support 
of leaders, communication, resources, access to knowledge, structure, organi-
zational culture and values about the outcomes of EBP. All conditions can be 
interpreted in different ways depending on by whom and in what situation 
the conditions are described and used. For example, almost all physiothera-
pists in Study II mentioned leadership as a condition that might facilitate EBP. 
However, what aspect of leadership or leadership style that is highlighted as a 
facilitator for EBP depends on the situation and context. Thus, it is important 
to note that the conditions found in the studies are not fully generalizable be-
cause they might differ and are determined by the situation. Thus, the condi-
tions found in this thesis are to be regarded on a conceptual level.  
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The leadership for implementation of EBP was in focus in Study IV. Leaders in 
this study who worked more strategically towards creating an EBP-informed 
culture exhibited qualities that are characteristic of a transformational leader-
ship style (Yukl, 2006). Transformational leaders stimulate followers to trans-
cend their own immediate self-interest for the greater good of a group or or-
ganization. Earlier research has demonstrated the importance of transforma-
tional leadership for organizational performance (Howell and Avolio, 1993; 
Yammarino et al., 1993; Bass, 1985; Bass and Avolio, 1997; Yukl, 2006) and a 
climate of organizational innovation (Sarros et al., 2008). Furthermore, 
Damanpour and Schneider (2006) have emphasized the importance of a vi-
sionary leader to create a culture of change that assists adoption of innova-
tions.  
 
Although the results from Study IV showed that the leaders had a modest im-
pact on the EBP culture, there are other studies that support a link between 
leadership and culture that is adaptive to change (Ostroff et al., 2003; Denison, 
1990), and the relationship between transformational leadership and innova-
tion (Ogbonna and Harris, 2000; Xenikou and Simosi, 2006; Jassawalla and 
Sashittal, 2002; Prather and Thurell, 2002). Practitioners in health care often 
become managers as a means of career development. However, due to their 
professional background (e.g. being trained in medicine), their skills and ca-
pabilities in issues such as change management and implementation are lim-
ited, as noted in Study IV. Capacity building in terms of education and train-
ing for managers in implementation and change management to allow them to 
become confident in supporting their teams during changes would be im-
portant for health care organizations who strive to become more research in-
formed. 
 
Studies II and III found that discussions and reflection with colleagues facili-
tate and contribute to a more EBP-informed culture. This microsystem level 
comes between the individual level and the workplace or organization level. 
Sharing experience and knowledge is important for team learning and the use 
of EBP, but it should not be taken for granted that all practitioners are willing 
to share their knowledge. Some studies have concluded that specific personali-
ty traits are associated with more positive attitudes to knowledge sharing 
(Cabrera and Cabrera, 2005; Mooradian et al., 2006). Personalities that are 
characterized by an “openness to change” have a positive attitude to sharing 
knowledge (Cabera and Cabrera, 2005). The physiotherapists in Study III im-
plied that knowledge sharing that is integrated into their workplace culture 
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provides a favourable condition for organizational learning. Similar senti-
ments were expressed by the leaders in Study IV. 
 
The extra-organizational level is affected by societal decisions and changes 
that might affect the visions, goals and content of the health care system. The 
studies explored the importance of this level only to a small degree, although 
Study II found that guidelines could assist decisions about appropriate treat-
ment and are supportive of research use. 

7.5. Putting the levels together  

Taken together, the four studies of this thesis emphasize the utmost relevance 
of contextual conditions (i.e. the levels “above” the individual) for research use 
and implementation of EBP in physiotherapy. The studies also indicate that 
the levels are dynamically interrelated, meaning that changes at one level will 
likely affect the status at other levels. Researchers such as Cappelli and Sherer 
(1991) and Mowday and Sutton (1993) have stressed that context operates 
across different levels and the analysis of variables at one level affects varia-
bles at another level. Thompson (1970; page 60) explained this interdepend-
ence in the following way: “The whole is created by a ‘set of interdependent 
parts and each contributes something and receives something from the whole, 
which in turn is interdependent with some larger environment.” 
 
The system levels are responsive to one another and can challenge each other 
and/or search for consensus and ways to understand and develop together. 
Furthermore, changes can occur within the existing context, e.g. a given set of 
norms and values, adding to the prevalent knowledge. The new method or 
way to do things may not be antagonistic towards the traditional ones; it can 
simply be different. Gagliardi (1986) argues that change is more likely to be 
accepted and realized if the basic values are not disowned by the change; then 
it can rather be accepted as broadening the organizations options (Gagliardi, 
1986). Alternatively, the change can challenge prevalent assumptions and rep-
resent a break with existing truths, which is more revolutionary and harder to 
accept. This can be referred to as “second-order change” (Watzlawick et al., 
1974) or “double-loop learning” (Argyris, 1976).  
 
What level or levels exert the strongest influence on implementation of EBP in 
physiotherapy? This question cannot be answered on the basis of this thesis, 
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for several reasons. The studies were not designed to be intervention studies 
to influence the “degree” of EBP implementation or research use. There was 
no attempt to capture causal mechanisms or measure the “strength” of the 
influences of the various levels on EBP implementation. However, this ques-
tion can be addressed with reference to the concept of situational strength. So-
called strong situations constrain options and provide clear signals about what 
is expected of individuals. An example might be a pervasive team or organiza-
tional culture, with shared norms, values, assumptions and perceptions 
strongly influencing the behaviours among the individuals in this particular 
team or organization. Strong situations “lead everyone to construe particular 
events the same way, induce uniform expectancies regarding the most appro-
priate response pattern, provide adequate incentives for the performance of 
that response pattern and require skills that everyone has to the same extent” 
(Mischel, 1977, page 347). Strong organizational cultures tend to act as a form 
of social control that increases behavioural consistency. Conversely, weak sit-
uations do not generate uniform expectancies concerning desired behaviours 
(Cooper and Withey, 2009). The findings of Study I, with physiotherapists ex-
pressing a wide range of reasons for using research in their clinical practice, 
and the results from Study IV suggest that the culture for implementation of 
EBP in physiotherapy is still rather weak, meaning that implementation of 
EBP in physiotherapy represents a weak situation, with a large degree of indi-
vidual “freedom” to use research. 
 

7.6. Some reflections on evidence-based prac-
tice in physiotherapy 

The concept of EBP has assumed a central position in physiotherapy and other 
professions in health care and beyond. There is increasing emphasis on practi-
tioners in physiotherapy and other areas of professional practice to acquire 
EBP skills and become research literate, so that they can apply, read and even 
conduct research themselves. The argument that scientific evidence should be 
used to guide clinical decisions has an instant intuitive appeal and the under-
lying rationale is difficult to question. Few of us want to be seen as “anti-
scientific”. Hence, we implicitly assume that EBP is something important to 
strive for. 
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The paradigm of EBM and EBP presumes that practitioners always act in a 
rational manner to balance the advantages, disadvantages and are fully in-
formed of alternatives when making a decision. This assumption has its origin 
in cognitive theories but is challenged by more descriptive theories that as-
sume a cognitive-psychological perspective. This perspective has its origin in 
education and suggests that decisions may not always be rational, instead be-
ing made up of the practitioner’s previous experiences (stored knowledge 
from earlier patient cases) and contextual influences such as colleagues’ opin-
ions or time available (Grol et al., 2004). Furthermore, social network and so-
cial influence theories focus on the ties, relations and influences from values 
and norms in the social network of professionals when making a decision.  
 
The concept of EBP is interpretive and can be understood in different ways by 
different actors in an organization, e.g. physiotherapists, other professions and 
managers. Furthermore, these actors may emphasize different aspects of the 
tripartite definition of the EBP concept (i.e. clinical experience, patient prefer-
ences and research evidence) that they find to be most important or attractive. 
This implies that EBP will be applied differently among actors and among and 
within organizations. This adds complexity to the concept of EBP. Although 
definitions exist regarding the meaning or content of EBP, these may not be 
widely known or “adhered” to among different actors. Perhaps the concept of 
EBP should first and foremost be seen as an ideal to strive for like other nor-
mative ideals, such as ethics or a “learning organization.” There will always 
exist some contradictions and/or tensions concerning the relationship between 
best practice (standardization) and best fit (situational). 

7.7. Methodological considerations  

In social science, finding one truth is seldom the main purpose and not even 
considered possible. Knowledge is not objective because it is always coloured 
by interest, values, time and space. Knowledge is dynamic and changed or 
modified over time. If all knowledge were static, there would be no need to 
work with continuous improvement or be concerned about updating our 
methods, and my thesis’ research questions would not need answers. The 
studies in this thesis involve material from focus group and individual inter-
views with physiotherapists and managers within physiotherapy. Together 
the studies allow for an in-depth analysis of conditions concerning the use of 
research in physiotherapy practice. 
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Being strictly objective in social science research is very challenging. Still, it is 
the researcher’s task to separate scientific knowledge from common sense 
knowledge through accurate research methods and self-reflexive communica-
tion. We all have some presuppositions about the world around us; we con-
tinuously construct meaning in objects and in people’s actions. Furthermore, 
to not construct or create meaning is also a way to value and relate to things in 
the world (Patton, 2002). 
 
Concepts that are used to assess research quality, i.e. validity, reliability and 
generalization, might be inappropriate in a more interpretivist research con-
text (Johnson and Duberley, 2000). These concepts have their origin in the pos-
itivistic research tradition. However, quality assessment is equally important 
regardless of the research paradigm or if the research results are based on 
quantitative or qualitative methods. Qualitative research often applies the con-
cept of trustworthiness to consider what valid knowledge is. Trustworthiness 
encompasses four criteria that also have their equivalents in quantitative re-
search: credibility (internal validity); transferability (external validity); de-
pendability (reliability); and confirmability (objectivity) (Lincoln and Guba, 
1985; Bryman, 2001). 
 
Transferability concerns the generalization of the results to other contexts and 
settings and whether physiotherapists other than those included in the studies 
might share the same experiences. Qualitative research typically entails the 
study of small groups sharing their experiences of the phenomenon under in-
vestigation and focuses on depth rather than breadth. However, the studies all 
have respondents from different settings, geographic locations, age, sex and 
experience to include a breadth of views and experiences. Whether these find-
ings hold in some other context or in the same context at some other time is an 
empirical issue. However, there is no reason to assume that the experiences of 
the respondents in these studies are unique and not transferable to other Swe-
dish physiotherapists and contexts. Furthermore, to contrast my results to sim-
ilar studies in the research field might also strengthen the transferability. 
However, one needs to be careful not to neglect the accuracy of the findings 
even if they do not correspond with other research results. If conflicting find-
ings or anomalies are never regarded, there would never be any paradigm 
shifts in the sense of Kuhn. Confirmability refers to the degree to which the 
results are supported by the gathered data and that the researcher has been 
reflective regarding his or her own values in the interpretations. Here, all the 
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results from the studies were discussed with physiotherapists in seminars 
and/or with co-authors to elucidate the confirmability of the findings.  
 
Dependability concerns the quality of the whole research process and the use 
of appropriate research methods. Lincoln and Guba (1985) argue for the re-
searcher to have an auditing approach alongside all the steps in the study. Fur-
thermore, credibility concerns whether the research findings represent a credi-
ble analysis of the material but also that the research is carried out in good 
practice. These two criteria are strengthened if all planning and methodologi-
cal considerations in all studies have been discussed and scrutinized in semi-
nars with researchers from different disciplines. Furthermore, the authors of 
the papers have continuously discussed and audited the research process to 
ensure transparency and quality.  
 
The studies in this thesis all have shortcomings that must be considered when 
interpreting the specific and overall findings. The studies were set in Sweden 
and the transferability of the findings beyond the context of the Swedish 
health care system might be limited. Physiotherapists in Sweden are highly 
autonomous, which is not the case in all countries. The focus group and indi-
vidual interviews may not have been fully representative of the different types 
of physiotherapists or settings in Sweden although heterogeneous purposeful 
samples were always sought. The leaders interviewed were managers at the 
middle level of county councils and managers are not necessarily leaders, alt-
hough the roles of leaders and managers overlap. 

7.8. Conclusions 

The findings from the studies support a number of conclusions with regard to 
the four research questions posed. From Study I, it can be concluded that 
many different types of motivation underlie physiotherapists’ use of research 
in their clinical practice. The type of motivation ranges from so-called amotiva-
tion, i.e. a lack of intention to engage in research use, to intrinsic motivation, 
which means that research use is perceived to be interesting and satisfying in 
itself. Most physiotherapists tend to express autonomous forms of motivation 
for research use, generally viewing research use in favourable terms. 
 
Conclusions drawn from Study II are that there are numerous conditions at 
different levels that can provide support for physiotherapists’ use of research 
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in their clinical practice. Favourable individual-level conditions include posi-
tive attitudes and motivation concerning research use and research-related 
knowledge and skills. Workplace-level conditions that are conducive to re-
search use include formal and informal leadership support, an organizational 
culture that fosters learning and competence development, research-related 
resources such as access to research and time, and knowledge exchange with 
other clinicians and patients. Conditions at the extra-organizational level that 
are conducive to research use include EBP guidelines, involvement in external 
meetings, networks and conferences as well as involvement in research and 
education. 
 
Study III arrived at the conclusion that physiotherapists’ participation in a re-
search project can yield many individual learning experiences, including fos-
tering improved understanding of the research process and the challenges in-
volved in conducting research. Research participation can also trigger interest 
in and foster positive attitudes to research, something that might contribute to 
achieving a more research-informed physiotherapy practice. However, the 
study also concludes that organizational learning is limited because individual 
learning is not sufficiently transferred to the wider organization. A paucity of 
formal learning opportunities at which knowledge can be shared suggests that 
learning tends to be informal. 
 
Study IV concludes that physiotherapy leaders in Sweden appear to contribute 
to a modest degree to establishing a culture that is conducive to implementing 
EBP in physiotherapy practice. Instead, EBP issues largely seem to depend on 
committed individual physiotherapists who keep to up to date with research 
in physiotherapy and inform colleagues about the latest research findings. 
However, delegating much of the responsibility for implementation of EBP to 
individual physiotherapists suggests that EBP issues become less of a collec-
tive or leadership responsibility in physiotherapy. 

7.9. Future research 

The results of the studies in this thesis have provided new insights on the im-
plementation of EBP in physiotherapy. The studies suggest several important 
areas for future investigation concerning EBP and research use in physiother-
apy as well as in health care in general. A few issues and areas of research that 
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I believe would benefit from further exploration and investigation include the 
following. 
 
One of the studies concerned leadership in relation to implementation of EBP 
in physiotherapy. I believe the importance and role of leadership for success-
ful implementation of EBP and research use warrants further research because 
there are many unanswered questions. Implementation science has merely 
scratched the surface of this crucial topic. There are many questions that need 
to be addressed. How can managers and leaders be supported and support 
health care organizations and units through routines, processes and behav-
iours pertaining to research use? Many health care managers and leaders have 
their professional origin in health-related disciplines such as medicine, nurs-
ing, physiotherapy, etc., which means that they might lack relevant knowledge 
regarding issues such as implementation, change management and organiza-
tional development. What competencies are required to facilitate implementa-
tion? Another question is to what extent health care managers are also leaders 
(because managers might not necessarily be leaders) with regard to implemen-
tation issues? It would be of interest to conduct educational interventions with 
the aim of teaching and developing the competencies necessary to support 
implementation of EBP. To what extent could such interventions improve im-
plementation and facilitate the change required? Intervention studies involv-
ing leaders/managers are rare in comparison with studies that focus on “front-
line” health care practitioners. 
 
Culture is another area that I believe deserves more attention in implementa-
tion science. Leadership and culture are interrelated because leaders are in a 
position to influence the members of an organization, unit, profession (or oth-
er collectives of individuals), while the culture simultaneously influences who 
become leaders. Ultimately, attaining a more evidence-based health care re-
quires an “EBP culture” such that the shared norms, values, expectations and 
assumptions make it natural and instinctive to seek out, critique and integrate 
research into everyday clinical practice (i.e. applying the steps of the EBP deci-
sion-making process) as well as to learn and apply new interventions, meth-
ods, programmes, etc., that have sufficient empirical support (i.e. use evi-
dence-based practices). Clearly, research use is an interactive and interpreta-
tive social process that involves a great deal of interaction among various peo-
ple, groups, organizations and society at large; it is not merely an individual 
process. Much implementation research thus far has focused on individuals, 
but there is a need for research conducted at the collective or organizational 
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levels of health care. My impression is that implementation “in practice” often 
is concerned with a specific intervention such as a diagnostic or treatment 
method that health care practitioners are expected to apply or EBP is seen as a 
time-limited “project” that is carried out for a certain time (and then laid to 
rest when other projects are initiated). However, I think implementation of 
EBP should be viewed in terms of striving for a culture that permeates the en-
tire organization and its members. Many questions could be addressed in or-
der to understand if and how such a culture can be influenced and established. 
For example, to what extent is it possible to create knowledge management 
systems that facilitate a learning organization with regard to EBP issues? 
Building on one of the studies in this thesis, it would be interesting to investi-
gate further to what extent leaders can influence the culture for EBP in differ-
ent settings. What characterizes cultures that are more conducive to EBP? Cul-
tural studies of EBP implementation are still rare, but I believe this is an area 
where more work is needed. 
 
A third area where I see the need for further research is collaboration and in-
teraction between researchers and health care practitioners. Interactive ap-
proaches to implementation of EBP would be one way to strengthen the links 
between the research and practice communities; this could have a positive im-
pact on research use in physiotherapy and other areas of health care. One of 
the studies touched on this, but I have not come across many studies that have 
addressed this issue. I think collaboration could encourage a two-way flow of 
information and influence: practitioners can gain a better understanding and 
insights into research-relevant issues, while researchers are better able to ori-
ent their studies to the needs and interests of practitioners. This approach to 
facilitating a more EBP in physiotherapy has not received much research atten-
tion, but I think researcher/practitioner partnerships and collaborations are 
important to explore further. 
 
Thus far, issues concerning leadership, organization and potential learning 
through collaboration have not attracted much interest from the implementa-
tion science community. A likely reason for this is the fact that research on 
EBP implementation emerged from health-related research, in the wake of the 
spread of the evidence-based model. However, I believe more of a social sci-
ence perspective on implementation of EBP is required because research use, 
regardless of the practice setting, is clearly a highly complex multi-level social 
process. Hopefully, the type of research I envision will be funded and expand-
ed in the future, for I believe it is important for a broader and deeper under-
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standing of the challenges involved in implementing EBP in physiotherapy 
and other areas of health care. 
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POSTFACE 

Science is not only a disciple of reason but, also, one of romance and passion.  
– Stephen Hawking 
  
In 2010 I had the privilege to be accepted as a PhD candidate and start the 
journey to write a doctoral thesis. Conducting the studies and assembling the 
thesis have been great fun, but also hard work. I do like the research process 
though! To conduct research requires creativity, curiosity and questioning, but 
one must also relate and adhere to rules. I guess that most people who know 
me, including my supervisors, would say that creativity is more “me” than 
following rules. However, Einstein said that “the true sign of intelligence is 
not knowledge but imagination”.  
  
First and foremost I want to thank my supervisor Per Nilsen. You have sup-
ported me 100% and have never tried to inhibit my ideas but given me free-
dom and space. You have always responded quickly to all my questions, 
showing no signs of frustration. We share an interest in challenging the taken-
for-granted and exploring new ground. This has made our collaboration very 
creative. Your commitment to my research project and your competence in 
implementation science is deeply impressive.  
  
And I also want to thank Anneli Peolsson, my co-supervisor for always being 
positive and guiding me in the world of physiotherapy, which was completely 
foreign territory when I embarked on this journey, five years ago. You have 
shared knowledge that has been very important.  
  
Sincere Thanks to all my participants in my studies for taking your time to 
share your experience and knowledge with me. Without you there would be 
no thesis. 
  
I would also like to thank all my colleagues in the Implementation and Learn-
ing research platform at Linköping University for many interesting discus-
sions on the topic of implementation. I am grateful for the many learning op-
portunities that this platform has provided. Linköping University provides 
creative and learning environment if you are serious about conducting re-

http://www.brainyquote.com/quotes/quotes/s/stephenhaw447565.html
http://www.brainyquote.com/quotes/quotes/a/alberteins148802.html
http://www.brainyquote.com/quotes/quotes/a/alberteins148802.html
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search on implementation issues. And a special thanks to Carina Berterö for 
valuable courses in qualitative method. 
  
“Learn from yesterday, live for today, hope for tomorrow. The important thing is to 
not stop questioning”. – Albert Einstein 
  
From my first day at the department, Kajsa Bendtsen has been taking care of 
me. Thank you for always helping me out! Kajsa also put me in the room with 
my doctoral colleagues Kristin Thomas and Janna Skagerström and am I 
thankful for that! Kristin and Janna you are a source of comfort and laughter 
and I am so grateful that you have become my close friends.  
  
After a year on my doctoral journey I was recruited as a manager for the re-
search and development unit in the County Council of Östergötland. I truly 
had little idea what I was supposed to do in that position but Tommy Skau 
and Nina Nelson believed that I was suitable. And who am I to question them! 
Thank you for believing in me, this position with all the challenges it brings, 
has really made me grow as a person and extended my knowledge. I am really 
passionate about the task to improve health care through implementation of 
new knowledge and figure out how we best can structure the organization so 
we can provide the best health care for our citizens. Nina, thank you for shar-
ing your knowledge with me and your guidance into the world of health care; 
it has been challenging but most of all fun. Thank you too for all the laughter 
and your friendship. I will always carry our time at Harvard as a special 
memory. 
  
We cannot solve our problems with the same thinking we used when we created them. 
– Albert Einstein 
  
All I knew about being a manager was what I had read in the literature.  Luck-
ily, all my colleagues in the unit for research and development are patient and 
they have taught me both how to become a leader but also about research and 
development in our County Council. Sorry for using the term colleagues, we 
are more than that! We are a team – actually the best team ever! Also thank 
you for your understanding and support, so that I have been able to balance 
both my occupations all these years. Thank you, Lena Lindgren, Yvonne Jons-
son (thank you for reference work), Ebba Berglund, Anna-Lena Nylander, Ve-
ronica Fäldt, Ulf Dahlqvist (for all IT support, among other things), and Göran 
Atterfors. And my current manager Jan Marcusson, your support especially in 

http://www.brainyquote.com/quotes/quotes/a/alberteins121993.html
http://www.brainyquote.com/quotes/quotes/a/alberteins121993.html
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this last phase of writing the thesis has been so valuable. You have given me 
all the time I needed to focus on my research, never doubting that I would not 
be able to perform in my manager position at the same time; thank you for 
your trust. To Åsa Källstrand Thor, thank you for making fantastic posters to 
present on conferences and the beautiful design of my thesis cover, you are the 
best! The work environment in the County Council of Östergötland has been 
perfect for combining both my positions. I have had the great pleasure to get 
funding for two research visits that have increased my knowledge in several 
ways and hopefully I have passed that knowledge on in the organization. 
  
ALL MY FRIENDS! Who am I without you? You are a constant source of love 
and joy and I cannot with words express my gratitude and love that I feel for 
you! To my close crew thank you (you are mentioned in no special order) San-
dra Berglund, Anna Rosengren, Sara Wilhelmsson, Maggan Green, Issa 
Barrling, Sara Nielsen, Sandra Månsson, Anna Axelsson. You are always by 
my side; with that friendship around me I am never afraid of failure because I 
know you always be there no matter what. To Jimpa for your caring all these 
years we have known each other; you have always been there supporting me 
and I hope I have been there for you as well. Further, for uncountable training 
sessions and for introducing me to swim-run this year. We rocked at X-terra! 
  
To my family, from the bottom of my heart thank you! My mother and Janne, I 
can always count on you for better and for worse. Mother, throughout my life 
you have always believed in me. And no matter what crazy idea I have had or 
fulfilled, you have always been proud of me. I hope you are proud of me now 
as a person and over my accomplishments. Topsi (Matias), I know that some 
people find it strange I still 17 years after break-up have such a close relation-
ship with my daughter’s father, I find this natural. Since I was 16 years old you 
have been watching my back, comforting me when needed, encouraging me, 
and telling me when I doubted that everything will be ok, thank you. Jonas, 
when we first met I had been studying at the University for a year; you told 
me that “you should become a PhD student;” apparently you liked my mind. 
At that time I didn´t even know what that was.  You were right; here I am, a 
Medicine Doctor to be. I hope you know how thankful I am for your encour-
agement and love throughout the years. 
  
And above all, to my love and driving force, my daughter Saga, thank you. I 
was 17 when you came into my young world. And I promised you and myself 
that even if I, at that time, had nothing, not even a high school education, our 
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life should include anything we needed. Today, you are studying Sociology at 
the University and you truly are my pride and joy. 
  
I understand that all that is written above creates a picture of living in a dream 
or at least a very loveable environment; this is, however, true. I am this fortu-
nate. 
  
Linköping 2015-09-29 
  
Petra Dannapfel 
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SVENSK SAMMANFATTNING 

Forskningens framsteg skapar gynnsamma förutsättningar för förbättrad dia-
gnostisk och behandling inom fysioterapi och andra områden inom hälso- och 
sjukvården. Framväxten av evidensbaserad praktik (EBP) har lett till ökade 
förväntningar på en vetenskaplig kunskapsbas i många verksamheter. EBP 
innebär en integration av bästa tillgängliga forskningsresultat med klinisk er-
farenhet och patientens värderingar och prioriteringar. Samtidigt har imple-
menteringsforskning identifierat många individuella och kontextuella hinder 
för att nyttiggöra forskning inom fysioterapi och andra områden inom hälso- 
och sjukvården. Strategier för att underlätta en mer EBP har ofta fokuserat på 
individer, för att påverka deras kunskap, förmågor och attityder beträffande 
forskningsanvändning. Det finns dock en växande insikt om betydelsen av 
kontextuella förhållanden som t.ex. ledarskap och kultur för att åstadkomma 
en ökad användning av forskningsbaserad kunskap i klinisk praxis. 
 
Denna avhandling har genomförts mot bakgrund av ett ökat intresse för EBP 
inom fysioterapi. Syftet har varit att utforska vilka förutsättningar som före-
ligger på olika nivåer, individ och kontext (arbetsplats, organisation och sam-
hällsnivå), för fysioterapeuters forskningsanvändning i klinisk praxis och im-
plementering av EBP inom fysioterapi. Avhandlingen baseras på fyra studier 
som har genomförts i flera olika fysioterapeutiska verksamheter i olika lands-
ting/regioner i Sverige. Data insamlades under perioden 2011-2014 genom in-
dividuella och fokusgruppintervjuer. Data har analyserats med flera olika kva-
litativa analysansatser. 
 
Resultaten visar att fysioterapeuter skiftar med avseende på sin motivation att 
använda forskning i klinisk praxis, från ointresse för forskningsanvändning till 
hög grad av motivation. De flesta fysioterapeuter beskriver forskningsan-
vändning i positiva termer och är motiverade att använda forskning i sitt var-
dagliga arbete. Fysioterapeuters medverkan i ett forskningsprojekt ledde till 
ett individuellt lärande kring forskning som kan bidra till en mer forskningsin-
fluerad praktik inom fysioterapi. Det organisatoriska lärandet var däremot 
begränsat. Flera faktorer på olika nivåer (individ, arbetsplats och samhälls-
nivå) stödjer fysioterapeuters användning av forskning i sin kliniska praxis. 
Samtidigt framkommer att chefer inom fysioterapi i mer begränsad utsträck-
ning bidrar till att skapa en kultur som främjar implementering av EBP inom 
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fysioterapi. Istället tycks forskningsrelaterade frågor till stor del vara beroende 
av engagerade enskilda fysioterapeuter som håller sig à jour med aktuell 
forskning och informerar sina kollegor om de senaste forskningsrönen. 
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