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Abstract 
Background: DĞƐƉŝƚĞ Ă ƉƌŽůŝĨĞƌĂƚŝŽŶ ŽĨ ƌĞƐĞĂƌĐŚ ĞǀŝĚĞŶĐĞ͕ ƚŚĞƌĞ ƌĞŵĂŝŶƐ Ă ͚ŐĂƉ͛ ďĞƚǁĞĞŶ ǁŚĂƚ ƚŚŝƐ 
evidence suggests and what happens in clinical practice. One reason why physiotherapists might not 

implement research evidence is because the findings do not align with their current practice 

preferences.  

Objectives: While conducting a multi-centre RCT we aimed to explore possible implementation 

barriers and facilitators with regard to the intervention under evaluation; a self-managed loaded 

exercise programme for rotator cuff tendinopathy.  

Design: A qualitative study within the framework of a mixed methods design. Data was collected 

using individual semi-structured interviews and analysed using the framework method. 

Setting: Three NHS physiotherapy departments. 

Participants: Thirteen physiotherapists.  

Results: Six themes were generated: 1) the physiotherapists preferred therapeutic option; 2} the 

role of the physiotherapist; 3) attributes of the intervention; 4) attitude to symptom response; 5) 

response to therapy, and 6) continuing professional development.  Differences between the 

preferred therapeutic approach of the physiotherapists and the self-managed exercise intervention 

were apparent; particularly in relation to the type and number of exercises, the use of manual 

therapy and the extent of loading. The physiotherapists recognised their role as knowledge 

translators but certain attributes of the intervention appeared to serve as both a barrier and 

facilitator; particularly the simplicity. Opinion regarding the optimal symptom response during 

exercise prescription also differed.  

Conclusion: Some relevant and important physiotherapist related barriers and facilitators 

concerning implementation of research findings have been identified. The influence of these factors 

needs to be recognised and considered.  
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Introduction 1 

DĞƐƉŝƚĞ Ă ƉƌŽůŝĨĞƌĂƚŝŽŶ ŽĨ ƌĞƐĞĂƌĐŚ ĞǀŝĚĞŶĐĞ͕ ƚŚĞƌĞ ƌĞŵĂŝŶƐ Ă ͚ŐĂƉ͛ ďĞƚǁĞĞŶ ǁŚĂƚ ƚŚŝƐ ĞǀŝĚĞŶĐĞ 2 

suggests and what happens in clinical practice. It has been estimated that on average it takes 17 3 

years for research evidence to impact upon clinical practice [1]. Acknowledgement of this has 4 

stimulated the development of the discipline known as implementation science with the aim of 5 

developing and improving methods of translating research knowledge in to practice [2]. 6 

Among many, one reason why physiotherapists might not implement research evidence is because 7 

the findings do not align, or may even contradict, their current practice preferences. While 8 

conducting a multi-centre randomised controlled trial (RCT) evaluating a self-managed loaded 9 

exercise programme versus usual physiotherapy treatment for rotator cuff tendinopathy [3] we 10 

were aware of this potential barrier in relation to the self-managed exercise intervention. The single 11 

exercise intervention has been described extensively elsewhere [4]; it is an intervention that is 12 

frequently painful to perform and requires the patient to take responsibility for their management 13 

and hence such exercise prescription does not align with the clinical reasoning processes of many 14 

physiotherapists in the UK [5]. Hence, this lack of alignment highlights the potential for problems 15 

relating to implementation fidelity during the RCT and also raises potential problems in relation to 16 

future implementation of the intervention, if indicated, in to real-world clinical practice.  17 

With this in mind, we conducted a qualitative investigation alongside the RCT with the aim of 18 

exploring possible implementation barriers and facilitators with regard to the self-managed loaded 19 

exercise programme in the context of the UK NHS from the perspective of the physiotherapists 20 

delivering the intervention within the RCT. 21 

http://ees.elsevier.com/physt/viewRCResults.aspx?pdf=1&docID=2531&rev=1&fileID=84921&msid={5FB9E0C8-4A9B-4DB1-A0EB-D6B564983E99}
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Methods 22 

Design 23 

A qualitative study was undertaken within the framework of a mixed methods research design. A 24 

constructivist perspective, which aligns with the critical realist perspective adopted for the 25 

overarching mixed methods design, was adopted for this qualitative study to facilitate focus on 26 

individual practice discourse [6,7]. 27 

Setting 28 

Three NHS physiotherapy departments; one in northern England, one in the midlands and one in the 29 

south. 30 

Participants 31 

A convenience sample of physiotherapists, who had prescribed the self-managed exercise 32 

intervention within the SELF study, was recruited.  The physiotherapists were initially briefed about 33 

this qualitative study during the regular pre-study training sessions and were subsequently 34 

approached via group e-mail inviting them to participate. Interviews were scheduled to coincide 35 

with site visits by the chief investigator and mutually convenient appointments were arranged. 36 

Participants had the opportunity to review the participant information sheet and to discuss any 37 

concerns before the consent form was signed. Participants who were not available at the time of the 38 

site visits or had not prescribed the self-managed exercise intervention within the SELF study were 39 

excluded. 40 

Data collection 41 

One-to-one interviews were directed by semi-structured topic guides that were developed during 42 

the pilot phase of the study [8], recorded using a digital voice recorder and transcribed verbatim. All 43 

interviews were conducted by the chief investigator. The participants were aware that the chief 44 

investigator was a researcher undertaking the study and also a physiotherapist by background. 45 
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Data analysis 46 

The qualitative data were analysed independently by the chief investigator using the framework 47 

method of analysis [9]. The framework method has been developed specifically for applied research 48 

in which the objectives of the investigation are set a priori [10].  49 

Analysis began with data familiarisation with reference to the thematic framework that had been 50 

developed during the pilot study, but the framework was further developed iteratively during this 51 

study. The framework formed the basis upon which key issues and themes were developed and by 52 

which the data were examined. Subsequently the data were indexed according to the framework 53 

before a charting process took place; where the data were organised according to the defined 54 

thematic framework. Finally the charts were used to define concepts and find associations to 55 

provide explanations for the findings [9,10]. Respondent validation was not undertaken. The final 56 

themes are depicted in figure 1: 57 

Results 58 

A total of 31 physiotherapists were involved in the SELF study and thirteen across the three centres, 59 

who delivered the self-managed exercise intervention, were recruited to this qualitative study 60 

according to convenience sampling. Data saturation, where no new relevant data emerged, was 61 

achieved. Interviews lasted an average of 12 minutes (range 6 to 19 minutes). Seven of the 62 

physiotherapists (54%) were male. The number of years qualified ranged from one to 32 years 63 

(mean 9.4 years). Five out of the 13 reported post-graduate qualifications at the level of diploma or 64 

beyond (table 1). 65 

Preferred therapeutic option 66 

Initially, the physiotherapists were asked to reflect upon how the self-managed exercise approach 67 

differed from their usual or preferred approach for these patients. For all of the physiotherapists, 68 

exercise was a central tenet of the treatment they prescribed. However, in contrast to the single 69 
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exercise approach of the self-managed intervention, the vast majority of physiotherapists would 70 

prescribe a greater number and range of exercises for their patients. Typically this related to a 71 

greater number and range of strengthening exercises and/or exercises thought to address scapula 72 

dyskinesis in tandem with a less aggressive approach to initial loading: 73 

͚I ŵŝŐŚƚ ŐŝǀĞ ƚŚĞŵ ƚŚƌĞĞ Žƌ ĨŽƵƌ ƚŚŝŶŐƐ ƚŽ ĚŽ͙ƌĂƚŚĞƌ ƚŚĂŶ ŽŶĞ ŝƐŽůĂƚĞĚ ƚŚŝŶŐ͛͘͘͘ (P10) 74 

͚͙ƐĐĂƉƵůĂƌ ƐƚĂďŝůŝƚǇ ŵĂǇďĞ Ă ůŝƚƚůĞ ďŝƚ ŵŽƌĞ ƌĂƚŚĞƌ ƚŚĂŶ ũƵƐƚ ǁŽƌŬŝŶŐ ƚŽ Ă ĐĞƌƚĂŝŶ ĞǆĞƌĐŝƐĞ ǁŝƚŚŽƵƚ 75 

focusinŐ ƐŽ ŵƵĐŚ͙͛ (P4) 76 

͚͙ŵĂǇďĞ ůĞƐƐ ůŽĂĚ ŝŶŝƚŝĂůůǇ Ğƌŵ͘ I ǁŽƵůĚ ŵĂǇďĞ ŚĂǀĞ ŐŽŶĞ ŝŶ ŵŽƌĞ ŽĨ Ă ƉĂŝŶ ĨƌĞĞ ƌĂŶŐĞ ƚŽ ƐƚĂƌƚ ǁŝƚŚ 77 

ŬŶŽǁŝŶŐ ƚŚĂƚ I ŚĂĚ ƐŽƌƚ ŽĨ ĐŽŶƚƌŽů ŽĨ ƚŚĞ ƐǇŵƉƚŽŵƐ͛͘ (P9) 78 

It was apparent that electrotherapy was not a preferred therapeutic option in this context: 79 

͚͙I ŐĞŶĞƌĂůůǇ ĚŽŶ͛ƚ ƵƐĞ ĞůĞĐƚƌŽƚŚĞƌĂƉǇ ĨŽƌ ĂŶǇƚŚŝŶŐ I ĨĞĞů ŝƐ ƌŽƚĂƚŽƌ ĐƵĨĨ ƌĞůĂƚĞĚ Žƌ ŝŵƉŝŶŐĞŵĞŶƚ 80 

ƌĞůĂƚĞĚ͛͘ (P4) 81 

But, manual therapy was a preferred option for some of the physiotherapists. The use of manual 82 

therapy was rationalised with reference to dealing with movement restriction at the shoulder, neck 83 

or thoracic spine and/ or as a means of improving motor control:  84 

͚I ƚǇƉŝĐĂůůǇ ĂůǁĂǇƐ ŚĂǀĞ Ă ůŽŽŬ Ăƚ ŚĂŶĚƐ-ŽŶ ƐƚƵĨĨ ĨŝƌƐƚ Ğƌŵ ĂƐ ǁĞůů ƚŽ ƚƌǇ ĂŶĚ ŝŵƉƌŽǀĞ ƚŚĞ ŵŽǀĞŵĞŶƚ͛͘ 85 

(P6) 86 

 ͚I͛Ě ĐĞƌƚĂŝŶůǇ ďĞ ĂůƚĞƌŝŶŐ͕ ƚƌǇŝŶŐ ƚŽ ĚŽ ŚĂŶĚƐ-on stuff in terms of the neck or maybe scapular position; 87 

trying to recruit more scapular stabiliƐĂƚŝŽŶ ŵƵƐĐůĞƐ͕ ŵŽƌĞ ƐŽƌƚ ŽĨ ĨƵŶĐƚŝŽŶĂů ŵƵƐĐůĞ ƉĂƚƚĞƌŶŝŶŐ͙͛ 88 

(P8) 89 

For some of the physiotherapists, prescription of the self-managed loaded exercise programme was 90 

a challenge in terms of what might be regarded as the simplistic and restricted nature of the 91 

intervention: 92 
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͚͙ŝĨ ŝƚ ǁĂƐ ƐĞůĨ-management I always wanted to do extra things that I could identify there and then 93 

ĂŶĚ ƚŚĂƚ ǁĂƐ ƋƵŝƚĞ ŚĂƌĚ ĨŽƌ ŵĞ ƚŽ ƚĂŬĞ Ă ƐƚĞƉ ďĂĐŬ͙͛ (P8) 94 

TŚĞ ƉŚǇƐŝŽƚŚĞƌĂƉŝƐƚ͛Ɛ ƉƌŝŽƌ ĞĚƵĐĂƚŝŽŶ͕ ĞǆƉĞƌŝĞŶĐĞ ĂŶĚ ďĞůŝĞĨƐ ƌĞŐĂƌĚŝŶŐ ƚŚĞ ŵŽƐƚ ĂƉƉƌŽƉƌŝĂƚĞ 95 

management for rotator cuff tendinopathy shaped their opinion. This reflection offered a basis upon 96 

which the physiotherapists considered how their current clinical reasoning processes aligned with 97 

that proposed within the self-managed exercise programme. For some of those with less experience, 98 

these beliefs were less developed: 99 

͚I ĚŝĚŶ͛ƚ ŚĂǀĞ ĂƐ ŵƵĐŚ ĞǆƉĞƌŝĞŶĐĞ͕ ƉƌŽďĂďůǇ͕ ĂƐ ŽƚŚĞƌ ƉĞŽƉůĞ ŝŶ ƚŚĞ ƐƚƵĚǇ I ǁĂƐŶ͛ƚ ŽŶĞ ŽĨ ƚŚĞƐĞ 100 

ƉƌĂĐƚŝƚŝŽŶĞƌƐ ǁŚŽ ŚĂĚ Ă ĚĞĨŝŶŝƚŝǀĞ ƉůĂŶ͙͛ (P3) 101 

For others with greater experience it was apparent that their existing belief system served to 102 

facilitate for some, but challenge for most, the rationale underpinning the self-managed loaded 103 

exercise programme: 104 

͚ ͙ŝŶ ƚĞƌŵƐ ŽĨ ƚŚĞ ƚƌĂŝŶŝŶŐ ŝƚ ǁĂƐ ĂůǁĂǇƐ ƐĂǇŝŶŐ͕ ƚĂƵŐŚƚ ƚŚĂƚ ǇŽƵ ĚŽŶ͛ƚ ǁĂŶƚ ƚŽ ƉƵƐŚ ŝŶ ƚŽ ƉĂŝŶ͙͛ (P7) 105 

͚͙ƚŽ ŐŝǀĞ ŽŶĞ ĞǆĞƌĐŝƐĞ͙ŝƚ ǁĂƐ ŵŽƌĞ I ŚĂĚ Ă ďŝƚ ŽĨ ĂŶ ŝƐƐƵĞ ǁŝƚŚ ƚŚĂƚ more than the patient did to start 106 

ǁŝƚŚ͛͘ (P11) 107 

͚͙ǇŽƵ͛ƌĞ ĨĞĂƌŝŶŐ ĚŽŝŶŐ ƐŽŵĞŽŶĞ ĚĂŵĂŐĞ ďĞĐĂƵƐĞ ŝƚ͛Ɛ ŐŽŝŶŐ ĂŐĂŝŶƐƚ ĐůŝŶŝĐĂů ƌĞĂƐŽŶŝŶŐ͛͘ (P12) 108 

Role of the physiotherapist 109 

The physiotherapists recognised their role in terms of helping the patient understand the nature of 110 

their disorder and the role of the intervention in assisting them to achieve a positive outcome. They 111 

also recognised their role as a means of on-going support. So, the physiotherapists recognised the 112 

importance of knowledge translation and the ŶĞĞĚ ƚŽ ͚ƐĞůů͛ ƚŚĞ ƐĞůĨ-managed exercise intervention; 113 

both of which were underpinned by the need to develop a therapeutic relationship: 114 

͚Iƚ͛Ɛ ƚŚĂƚ ƚƌƵƐƚ ƚŚŝŶŐ͙ŝĨ ǇŽƵ ŐŝǀĞ ŝƚ ĐŽŶĨŝĚĞŶƚůǇ ĞŶŽƵŐŚ ƚŚĞǇ ďĞůŝĞǀĞ ǇŽƵ͛͘ (P1) 115 
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͚WŝƚŚ Ă ŐŽŽĚ ĞǆƉůĂŶĂƚŝŽŶ I ƚŚŝŶŬ ƉĞŽƉůĞ ƐĞĞŵ ƚŽ ĨƵůůǇ ĂĐĐĞƉƚ ŝƚ͛͘͘͘ (P4) 116 

͚I ƚŚŝŶŬ I ƐŽůĚ ŝƚ ƋƵŝƚĞ ǁĞůů ƚŽ ŚĞƌ͙͛ (P13) 117 

However, as previously identified, the self-managed exercise programme did not align with usual 118 

practice for most of the physiotherapists and challenged existing clinical beliefs around what 119 

constitutes the most appropriate treatment for rotator cuff tendinopathy. For some of the 120 

ƉŚǇƐŝŽƚŚĞƌĂƉŝƐƚƐ͕ ĂůƚŚŽƵŐŚ ƚŚĞǇ Ɛƚŝůů ƌĞĐŽŐŶŝƐĞĚ ƚŚĞ ŶĞĞĚ ƚŽ ͚ƐĞůů͛ ƚŚĞ ŝŶƚĞƌǀĞŶƚŝŽŶ͕ ƚŚĞǇ ĨŽƵŶĚ ŝƚ 121 

difficult: 122 

͚I ǁŽƌƌŝĞĚ ƚŚĞǇ ǁŽƵůĚŶ͛ƚ ŐĞƚ ŽŶ ďŽĂƌĚ Ănd stuff so I find it very hard to really embrace it.͛ ;PϮͿ 123 

͚͙ŝŶŝƚŝĂůůǇ ŵǇ ĐŽŶĐĞƌŶ ǁĂƐ ƐĞůůŝŶŐ ŝƚ͙͛ (P5) 124 

In a self-management paradigm the need for on-going monitoring and support appears to be a key 125 

determining factor in attaining a successful outcome for most people. The physiotherapists 126 

recognised this, particularly when the patients were faced with limited progress and or apparent 127 

worsening status: 128 

͚I ĐĂŶ ĚĞĨŝŶŝƚĞůǇ ƌĞŵĞŵďĞƌ ŽŶĞ ŐƵǇ ĐŽŵŝŶŐ ďĂĐŬ ĂĨƚĞƌ ƚŚĞ ĨŝƌƐƚ ůŽƚ ƐĂǇŝŶŐ ŚĞ ǁĂƐ ŶŽ ďĞƚƚĞƌ ĂŶĚ ďƵƚ I 129 

just had to kind of erm, you know, re-ŝƚĞƌĂƚĞ ƚŽ Śŝŵ ƚŚĂƚ I ǁŽƵůĚŶ͛ƚ ĞǆƉĞĐƚ Śŝŵ ƚŽ ďĞ ďĞƚƚĞƌ Ăƚ ƚŚŝƐ 130 

stage, it normally takes a time period of at least four to six weeks before they even start to be able to 131 

see any change in their symptom and it can be longer and the whole period of this is usually 12 week 132 

ŵŝŶŝŵƵŵ͖ ĂŐĂŝŶ ĐĂŶ ďĞ ůŽŶŐĞƌ͕ ĐĂŶ ďĞ ĨŽƵƌ ŵŽŶƚŚƐ͛͘ (P11) 133 

͚I ĂůǁĂǇƐ ŐĂǀĞ ƚŚĞ ƉĂƚŝĞŶƚƐ Ă ǁŝŶĚŽǁ͖ I ĂůǁĂǇƐ ƐĂŝĚ ŝĨ ǇŽƵ͛ƌĞ ƐƚƌƵŐŐůŝŶŐ ũƵƐƚ ƉŚŽŶĞ ƵƉ͛͘͘͘ (P1) 134 

Attributes of the intervention 135 

The simplicity of the self-managed exercise programme, in terms of a single exercise approach, was 136 

reflected in both a positive and negative light. Most of the physiotherapists appreciated the 137 
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simplicity, particularly from the perspective of the patient, in terms of improving communication and 138 

exercise adherence: 139 

͚I ƚŚŝŶŬ ƉĞŽƉůĞ ƐĞĞŵĞĚ ƋƵŝƚĞ ĐůĞĂƌ͕ ƉĞŽƉůĞ ƐĞĞŵĞĚ ƋƵŝƚĞ ŚĂƉƉǇ ƚŚĂƚ ƚŚĞǇ ĚŝĚŶ͛ƚ ŚĂǀĞ ƚŽ ĚŽ Ă ŐƌĞĂƚ 140 

ĚĞĂů͛͘ (P4) 141 

͚͙ŝƚ͛Ɛ ďĞĞŶ Ă ůŽƚ ƐŝŵƉůĞƌ ƚƌĞĂƚŝŶŐ ƚŚĞ ƐĞůĨ-management group; keeping the exercise regime simpler, 142 

the patients have understood it more, erm the conversation between therapist and patient has been 143 

ĐůĞĂƌĞƌ͛ (P11) 144 

͚I ƚŚŝŶŬ͕ ƚŚĞ ŵŽƌĞ ƐŝŵƉůĞ ǇŽƵ ŬĞĞƉ ƚŚŝŶŐƐ ĨŽr people, the better the response and the easier it is as a 145 

ĐůŝŶŝĐŝĂŶ ĂŶĚ ĂƐ Ă ƉĂƚŝĞŶƚ͛͘ (P13) 146 

But, this simplicity was not appreciated by all and the physiotherapists considered this from their 147 

own perspective and that of the patient: 148 

͚FŽƌ ŵǇ ƉĂƚŝĞŶƚƐ͕ ƚŚey certainly found it slightly different, especially those that had experienced 149 

private physio before, erm they said oh, is that it? They were, well are you not doing anything else? Is 150 

ŝƚ ũƵƐƚ ŽŶĞ ĞǆĞƌĐŝƐĞ͍ IƐ ƚŚĂƚ ŝƚ͍͛ (P8) 151 

Additionally, where the physiotherapists identified factors that they felt relevant to the presenting 152 

condition but did not feel that it would necessarily be addressed by the single self-managed exercise 153 

programme, they expressed disquiet: 154 

͚I ŚĂĚ Ă ĨĞĞůŝŶŐ ŽŶĞ ŽĨ ƚŚĞŵ ǁĂƐ Ă ůĂĚǇ ǁŚŽ I Ŷeeded to do serratus stuff and scapular control with 155 

ĂŶĚ ƐŽ ƌĂƚŚĞƌ ƚŚĂŶ ũƵƐƚ ĨůŽŐŐŝŶŐ ƚŚĞ ƉƵƐŚŝŶŐ ŝŶƚŽ ƚŚĞ ƚĞŶĚŽŶ ůŽĂĚŝŶŐ ƐŝĚĞ͛͘͘͘ (P2) 156 

Other aspects of the intervention, for example infrequent follow-up, goal setting using the patient 157 

specific functional scale and monitoring of exercise adherence using the exercise diary were only 158 

sparingly mentioned. As highlighted here, the main focus of the narratives related to the single 159 

exercise approach and its simplicity.  160 
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Attitude to symptom response 161 

One guiding principle of the self-managed exercise programme was that exercise should be 162 

prescribed that produced pain. It is feasible that if the physiotherapists had doubt about the value of 163 

prescribing painful exercise then the likelihood of them facilitating behaviour change towards 164 

undertaking a regular programme were likely to be compromised. Discussion around this factor 165 

generated a broad range of responses from those who were very comfortable with the notion, those 166 

who were very uncomfortable and those who might be regarded as taking more of a middle ground: 167 

͚I ŬŝŶĚĂ ŐŽƚ ƚŽ ƚŚĞ ƐƚĂŐĞ ǁŚĞƌĞ I ǁĂƐ ŐĞƚƚŝŶŐ ƉĞŽƉůĞ ƚŽ ĚŽ ĞǆĞƌĐŝƐĞƐ ƚŚƌŽƵŐŚ ƉĂŝŶ ĂŶǇǁĂǇ͛͘ (P1) 168 

͚Iƚ ǁĂƐ ŽŶůǇ Ă ĐŽŶĐĞƌŶ ĨŽƌ ŵĞ ŝĨ ƐŚĞ ǁĂƐ ŐŽŝŶŐ ĂǁĂǇ ĂŶĚ ŝƚ ǁĂƐ ŵĂŬŝŶŐ ŚĞƌ ƉĂŝŶ ǁŽƌƐĞ ůĂƚĞƌ ŝŶ ƚŚĂƚ 169 

evening or laƚĞƌ ƚŚĂƚ ĚĂǇ͘ IĨ ŝƚ ǁĂƐ ƉĂŝŶĨƵů Ăƚ ƚŚĞ ƚŝŵĞ ĂŶĚ ŝƚ ƐƚŽƉƉĞĚ I ǁĂƐŶ͛ƚ ĐŽŶĐĞƌŶĞĚ Ăƚ Ăůů͛͘ (P13) 170 

͚͙ĨŽƌ ŵĞ I͛ŵ ƐŽ ƵƐĞĚ ƚŽ ĚŽŝŶŐ ƚŚĞ ƚǇƉĞ ŽĨ ĞǆĞƌĐŝƐĞ I ĚŽ ŝŶ ƚŚĞ ƐĞŶƐĞ ŽĨ ŶŽƚ ƉƵƐŚŝŶŐ ƚŚƌŽƵŐŚ ƉĂŝŶ͙͛ 171 

(P2) 172 

͚I ǁŽƵůĚŶ͛ƚ ĂǀŽŝĚ ƉĂŝŶ ƉƌĞǀŝŽƵƐůǇ͕ I ǁŽƵůĚ ĂǀŽŝĚ ĐĞƌƚĂŝŶ ůĞǀĞůƐ ŽĨ ƉĂŝŶ ďƵƚ I ǁŽƵůĚŶ͛ƚ ĂǀŽŝĚ ǁŽƌŬŝŶŐ 173 

ŝŶƚŽ ŝƚ ƉĂƌƚŝĐƵůĂƌůǇ ƉƌŽǀŝĚŝŶŐ ŝƚ ǁŽƵůĚ ƐƚŽƉ ĂĨƚĞƌ ĞǆĞƌĐŝƐĞ͛͘ (P4) 174 

͚TŚŽƐĞ ǁŚŽ ĂƌĞ ĂďŽǀĞ ĂŶĚ ďĞǇŽŶĚ ƚŚĞ ŵŽĚĞƌĂƚĞ ƉĂŝŶ I ǁŽƵůĚ ƉƌŽďĂďůǇ ĐŚŽŽƐĞ Ă ĚŝĨĨĞƌĞŶƚ ĞǆĞƌĐŝƐĞ ƚŽ 175 

ůŽĂĚ ƚŚĞŵ ǁŝƚŚ͛͘ (P11) 176 

For some, discussion around this generated reflection: 177 

͚͙ŝŶ ƚĞƌŵƐ ŽĨ ƚŚĞ ƚƌĂŝŶŝŶŐ ŝƚ ǁĂƐ ĂůǁĂǇƐ ƐĂǇŝŶŐ͕ ƚĂƵŐŚƚ ƚŚĂƚ ǇŽƵ ĚŽŶ͛ƚ ǁĂŶƚ ƚŽ ƉƵƐŚ ŝŶ ƚŽ ƉĂŝŶ ƚŚĂƚ 178 

ǇŽƵ ĚŽŶ͛ƚ͕ ǇŽƵ ŵŝŐŚƚ ŐĞƚ ĂƐƐŽĐŝĂƚĞĚ ŝŶŚŝďŝƚŝŽŶ ĂŶĚ ƐŽƌƚ ŽĨ͕ ŽĨ ƚŚĞ ŵƵƐĐůĞƐ ĂůŽŶŐƐŝĚĞ ŝƚ ƐŽ͕ ƐŽ ĚŝĨĨĞƌĞŶƚ 179 

from that point of view. But then, like you said, if you have a look at it from the eccentric loading 180 

ƉĞƌƐƉĞĐƚŝǀĞ ƚŚĞŶ ǁĞ ĚŽ ĂƐŬ ƉĞŽƉůĞ ƚŽ͕ ƚŽ ŐŽ ŝŶ ƚŽ ƉĂŝŶ ǁŚĞŶ ƚŚĞǇ͛ƌĞ ĞǆĞƌĐŝƐŝŶŐ ƐŽ Ğƌŵ I ĐŽƵůĚ ƐĞĞ ŚŽǁ 181 

ŝƚ ŵŝŐŚƚ Ĩŝƚ͙͛ (P7) 182 
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Response to therapy 183 

The physiotherapists were asked to consider how the patients had responded to therapy and 184 

whether they had encountered any problems during the follow-up period. For reasons relating to 185 

the narrative above, there appeared to be a general pre-trial sense that the physiotherapists 186 

doubted the potential value of the self-managed loaded exercise programme. The doubt seemed to 187 

originate in relation to the self-managed nature of the intervention and the painful loading aspect 188 

using just one exercise. However, it seems that these prior beliefs were challenged through exposure 189 

and experience: 190 

͚I ǁĂƐ ƉůĞĂƐĂŶƚůǇ ƐƵƌƉƌŝƐĞĚ ƚŚĂƚ ĂĐƚƵĂůůǇ I͛ǀĞ ŚĂĚ Ă ĨĞǁ ƉĂƚŝĞŶƚƐ ǁŚŽ ĚŝĚ ƌĞĂůůǇ ĂŶĚ ĂĐƚƵĂůůǇ ƐŽŵĞ ŽĨ 191 

ƚŚĞ ŽůĚĞƌ ƉĂƚŝĞŶƚƐ ĚŝĚ ǀĞƌǇ ǁĞůů ǀĞƌǇ ƋƵŝĐŬůǇ͕ ƉŽƚĞŶƚŝĂůůǇ ƚŚŽƐĞ ǁŚŽ ĚŽŶ͛ƚ ŶŽƌŵĂůůǇ ůŽĂĚ ƚŚĞŝƌ ƚĞŶĚŽŶƐ 192 

mƵĐŚ Ăƚ Ăůů͛͘ (P11) 193 

͚I ǁĂƐ ũƵƐƚ ƐƵƌƉƌŝƐĞĚ ĂĐƚƵĂůůǇ ŚŽǁ ĞĨĨĞĐƚŝǀĞ ŝƚ͛Ɛ ďĞĞŶ͙͛ (P3) 194 

͚I ĚŽŶ͛ƚ ƚŚŝŶŬ ƚŚĞǇ ƌĞƉŽƌƚĞĚ ĂŶǇ ƉƌŽďůĞŵƐ͛͘ (P2) 195 

The only concern that was consistently expressed with reference to response to therapy was time. 196 

The physiotherapists felt that most of the patients took longer to achieve a worthwhile clinical 197 

outcome than might be expected using other means of treatment: 198 

͚TŚĞ ŽŶůǇ ƐůŝŐŚƚ ďĂƌƌŝĞƌ ǁĂƐ ŵŽƌĞ ŽĨ ƚŚĞ ƐůŝŐŚƚůǇ ƐůŽǁ ƉƌŽŐƌĞƐƐ͛ (P13) 199 

However, this was a concern that the physiotherapists appeared to deal with effectively as described 200 

above in relation to the role of the physiotherapist. 201 

Professional development 202 

Many of the physiotherapists reflected upon their involvement in the SELF study from the 203 

perspective of professional development. Although this was not specifically questioned during the 204 

interviews it is something that the physiotherapists offered when they were invited to make any 205 
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further comments. It was apparent that reflection had taken place in terms of challenging their 206 

current practice and the reasons underpinning their current approaches but also, for some, practice 207 

had changed during the course of the trial. 208 

͚OŶĞ ƉĂƚŝĞŶƚ͕ ǁŚĞŶ I ŝŶŝƚŝĂůůǇ ƐƚĂƌƚĞĚ ŽŶ ƐĞůĨ-ŵĂŶĂŐĞĚ ĞǆĞƌĐŝƐĞ͕ I ĚŝĚ ĨĞĞů ƚŚĂƚ ƉĞƌŚĂƉƐ ŝĨ I͛Ě ĂƐƐĞƐƐĞd 209 

them not for that I would have done some cervical mobilisations because they were stiff in rotation. 210 

Err, but actually through the course of the treatment, the shoulder improved and the patient was 211 

very pleased with the outcome at the end. So, in some respects that challenges what I think about 212 

ŚŽǁ I ƐŚŽƵůĚ ƚƌĞĂƚ ƉĂƚŝĞŶƚƐ͛͘ (P5) 213 

͚WĞ ĚŽ ƚŚĞ ƐĂŵĞ ƚŚŝŶŐ ǁŝƚŚ ĞĐĐĞŶƚƌŝĐ ůŽĂĚŝŶŐ ĨŽƌ ƚŚĞ AĐŚŝůůĞƐ ĂŶĚ ĨŽƌ ƚŚĞ ƉĂƚĞůůĂƌ ƚĞŶĚŽŶ ƐŽ ǁŚǇ ŶŽƚ 214 

ĨŽƌ ƚŚĞ ƐŚŽƵůĚĞƌ͍͛ (P11) 215 

͚I ĚŝĚŶ͛ƚ ƌĞĂůŝƐĞ I ŐƵĞƐƐ ŚŽǁ ŵƵĐŚ ŵĂŶƵĂů ƚŚĞƌĂƉǇ I ĚŝĚ͕ I ƚŚŝŶŬ ŝƚ͛Ɛ ƉƌŽďĂďůǇ ŵĂĚĞ ŵĞ Ă ďŝƚ ŵŽƌĞ 216 

ĂǁĂƌĞ ŽĨ ƚŚĂƚ͙͛ (P7) 217 

͚͙ŝŶ ĨĂĐƚ I͛ǀĞ ƐƚĂƌƚĞĚ ƚŽ ƚƌŝĂů ŝƚ ŝŶ ƐŽŵĞ ŽĨ ŵǇ ŽƚŚĞƌ ƉĂƚŝĞŶƚƐ ƚŚĂƚ I͛ŵ ƐĞĞŝŶŐ͖ ũƵƐƚ ƚƌǇŝŶŐ ƚŽ ƉƵƐŚ ƚŚĞŵ Ă 218 

ůŝƚƚůĞ ďŝƚ ŚĂƌĚĞƌ ǁŝƚŚ ƚŚĞŝƌ ĞǆĞƌĐŝƐĞƐ͙͛ (P7) 219 

Rather than been seen as a threat, this reflection and challenge was reflected upon positively: 220 

͚͙ŝƚ͛Ɛ ƉƌŽďĂďůǇ ĐŚĂůůĞŶŐĞĚ ŵǇ ǁĂǇ ŽĨ ƚŚŝŶŬŝŶŐ ǁŚŝĐŚ ŚĂƐ ďĞĞŶ ŶŝĐĞ͛͘ (P12) 221 

Discussion 222 

This qualitative study has identified some of the physiotherapist related barriers and enablers 223 

concerning implementation of the self-managed exercise intervention in the SELF study. For most of 224 

the physiotherapists there were clear differences between their preferred therapeutic approach and 225 

the self-managed exercise intervention. This mainly related to the type and number of exercises, the 226 

use of manual therapy and the amount of loading introduced through exercises. The 227 

physiotherapists recognised their role as one of knowledge translator in relation to understanding 228 
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ƚŚĞ ŶĂƚƵƌĞ ŽĨ ƚŚĞ ĚŝƐŽƌĚĞƌ ĂŶĚ ͚ƐĂůĞƐ ƉĞƌƐŽŶ͛ ŝŶ relation to persuading the patient about the 229 

potential value of the intervention. The simplistic nature of the single-exercise intervention was 230 

viewed in both a positive and a negative light; positive in terms of communication of what is 231 

required and exercise adherence but negative in terms of restricting the physiotherapists in relation 232 

to the range of interventions that they prefer to offer in this context. The importance of on-going 233 

monitoring and the physiotherapist as a source of self-management support were recognised. 234 

Attitudes towards pain provocation during exercise varied within the sample but it was apparent 235 

that where the physiotherapists felt that pain provocation was not the most effective management 236 

strategy this contributed to implementation difficulties. There appeared to be an underlying 237 

uncertainty regarding the potential value of the self-managed exercise programme prior to 238 

commencement of the trial; a view-point that, for most, was challenged while the study was on-239 

going and the physiotherapists experienced the intervention and response to the therapy. However, 240 

in relation to the response to therapy, there was a feeling from many of the physiotherapists that 241 

response time was slower for the patients undertaking the self-managed exercise intervention in 242 

comparison to what might be expected with other approaches to treatment. Finally, the 243 

physiotherapists reflected upon their experience in the trial in a mostly positive way in terms of how 244 

involvement had challenged their current thinking and in some instances stimulated a change in 245 

practice. 246 

From an implementation science perspective these findings highlight an interesting point for 247 

discussion and further consideration. There is emerging evidence to support the value of loaded 248 

exercise for rotator cuff tendinopathy although there is much uncertainty around the prescription 249 

parameters [4,11]. This uncertainty is present across the spectrum of interventions currently offered 250 

for rotator cuff tendinopathy, but the clinical effectiveness of manual therapy, in this context, has 251 

been challenged [10], based upon systematic review evidence with questions raised about the value 252 

of specific exercise to address scapula dyskinesia. Hence uncertainty is a key summary descriptor in 253 

relation to the effectiveness of interventions for rotator cuff tendinopathy. Despite this, the absence 254 
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of manual therapy and scapula stabilisation exercise from the self-managed exercise intervention 255 

appeared to be a challenge for many of the physiotherapists who perceived their omission as a 256 

weakness of the intervention. Among other things, this might suggest that research evidence is not a 257 

central or strong driver of physiotherapy practice in this context. Instead other factors, for example 258 

beliefs influenced by prior teaching and experience, as reflected in the narratives, are more 259 

dominant [12]. This has been reflected in other areas where early training, experience and 260 

interactions with colleagues and opinion leaders informed practice rather than appraised research 261 

evidence [13].  262 

It has been estimated that on average it takes 17 years for research evidence to impact upon clinical 263 

practice [1]. Although this figure might initially seem excessive, its validity can be appreciated when 264 

it is realised that appraised research evidence is not the prime driver of change in clinical practice. 265 

Although the currently available data does not provide a strong argument for all physiotherapists to 266 

change their current practice in relation to rotator cuff tendinopathy, these qualitative narratives do 267 

raise an important point, also recognised in other areas, in relation to the challenges of 268 

implementing future research evidence. Namely that, irrespective of the research findings, it was 269 

apparent that for some physiotherapists the intervention differed sufficiently from their preferred 270 

approach to the point where implementation in to clinical practice would be challenging. 271 

Further to this, what is apparent from this study is that physiotherapists do seem to engage more 272 

with research if they are directly involved with it. Many of the physiotherapists involved in this study 273 

did reflect and question their current practice and some even began implementing change aligned 274 

with the philosophy of the self-managed exercise programme while participating in the study. 275 

Interestingly though, this implementation took place prior to knowledge of the final results which in 276 

many ways compounds the idea that clinical practice is largely driven by beliefs based upon 277 

experience and interaction with colleagues and opinion leaders; in this situation the research team 278 

might be viewed as the opinion leader(s).  279 
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There are also further considerations with regard to implementation and evaluation of effectiveness 280 

that these qualitative findings raise in relation to the SELF study. Implementation fidelity refers to 281 

whether an intervention was delivered as intended [14]. Measurement of implementation fidelity 282 

essentially amounts to the measurement of how far those responsible for delivering the intervention 283 

actually adhered to the intervention as described [14]. But, it has been suggested that the beliefs of 284 

healthcare professionals influence the advice they offer to patients which might in turn influence the 285 

beliefs of their patients [12,15].  Where beliefs about what constitute an effective intervention differ 286 

from the actual intervention offered, this might negatively influence the delivery of the self-287 

managed exercise intervention; such a narrative has previously been reported from the patient 288 

perspective where initial disquiet about the intervention was expressed [8].  In turn it is feasible that 289 

this might influence adherence, engagement and/or clinical outcome. The potential influence of 290 

these therapist effects has been previously recognised [16] and these qualitative narratives from the 291 

physiotherapists affirm their relevance in clinical trials of this nature.  292 

Limitations 293 

This study was conducted with thirteen participants recruited via their involvement in a RCT and the 294 

data were collected and analysed by one researcher. In this context the potential for investigator 295 

bias should be recognised, although this is countered through the use of a transparent method of 296 

data analysis. Furthermore, due to the numbers of participants involved, it should be recognised that 297 

the views presented might not be representative of all physiotherapists in the RCT.  298 

Conclusion 299 

This qualitative study has identified some of the physiotherapist related barriers and facilitators 300 

concerning implementation of the self-managed exercise intervention in the SELF study. For most of 301 

the physiotherapists there were clear differences between their preferred therapeutic approach and 302 

the self-managed exercise intervention particularly in relation to the type and number of exercises, 303 

the use of manual therapy and the extent of loading introduced through exercises. From an 304 
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implementation perspective in relation to clinical practice and future research, these findings should 305 

be regarded as relevant and important because, irrespective of the research findings, it was 306 

apparent that for some physiotherapists the intervention differed sufficiently from their preferred 307 

approach to the point where implementation in to clinical practice would be challenging. 308 
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 370 

371 
Figure 1 Inter-linking qualitative themes for physiotherapists delivering the self-managed 372 

exercise programme 373 

  374 

Preferred 
therapeutic option 

Role of the 
physiotherapist 

Attributes of the 
intervention 

Attitude to symptom 
response 

Response to 
therapy 

Continuing 
professional 
development 



Page 20 of 21

Acc
ep

te
d 

M
an

us
cr

ip
t

18 

 

ID Gender Years qualified Post-graduate 

qualifications 

P1 Male 5 No 

P2 Female 15 No 

P3 Male 4 No 

P4 Male 4 No 

P5 Female 32 No 

P6 Female 1 No 

P7 Female 13 MSc 

P8 Male 6 No 

P9 Male 8 MSc 

P10 Female 9 MSc 

P11 Female 10 MSc 

P12 Male 9 PG Diploma 

P13 Male 6 No 

Table1 Demographic data for the physiotherapists included in the study 375 
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Appendix 1 377 

Physiotherapist Topic Guide 378 

Thank you for agreeing to take part in this study and thank you for agreeing to discuss your 379 

experience. 380 

Will you begin by briefly describing your background and experience in relation to shoulder 381 

disorders? 382 

As part of the study, you were asked to deliver treatment as usual and treatment according to the 383 

research protocol. Did you find that the 2 approaches were significantly different from one another? 384 

Did you encounter any problems delivering the loaded exercise intervention? For example, any 385 

concerns about prescribing exercises that were uncomfortable or any concerns about relying on the 386 

patient to self-manage their condition? 387 

Did the patients report any concerns to you? 388 

Is there anything further you would like to mention or discuss? 389 

Thank you for taking the time to discuss your experience. 390 

 391 


