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Introduction   

This thesis deals with knowledge translation within occupational therapy. The overall purpose of 

this study is to provide knowledge concerning research utilization in occupational therapy by 

investigating aspects affecting the implementation of evidence-based knowledge in occupational 

therapy within stroke rehabilitation.  

Originally Sackett et al. defined evidence-based medicine as “the conscientious, 

explicit and judicious use of current best evidence in making decisions about the care of 

individual patients” (Sackett et al. 1996). Evidence-based medicine is still used as a concept but 

has developed and is today just as often characterized as an evidence-based practice including the 

health care service as a whole (Upshur et al. 2001). As the concept of evidence has become part 

of everyday life in Danish healthcare services evidence-based practice has gained local actuality. 

It is implemented for the purpose of creating a practice which integrates research-based evidence, 

clinical expertise, and patients’ preferences in the clinical decision-making - an aim the local 

management at the University Hospital has acceded to (OUH 2000). In 2000 a process of 

development towards becoming “An Evidence-based Hospital” was presented (OUH 2000, 2005, 

2009). In order to further qualify the implementation process the occupational therapists at the 

hospital jointly decided in 2005 that the implementation of an evidence-based occupational 

therapy was to be the subject of a local PhD study. I am an occupational therapist by profession 

and was head of the department where the study was initiated. In spring 2006 I changed position 

and became responsible for the PhD study. 

The findings of the study are expected to contribute to occupational therapy 

literature on knowledge translation in the form of occupational therapists gaining enhanced 
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reflective and critical use of an evidence-based practice and thereby improving quality of clinical 

practice.  

 

Structure of the thesis 

The thesis is divided into four main parts reflecting the phases of the study and included with 

different weighting. The introduction is followed by Part I which is a literature review undertaken 

to investigate and evaluate quality and applicability of scientific research in occupational therapy 

intervention related to the use of everyday life occupations and a client-centred practice within 

stroke rehabilitation in order to develop evidence-based clinical guidelines. Part II deals with the 

frames of theories and frameworks for the development of research on knowledge translation and 

implementation processes. In Part III methods, material and process of the study are set out. 

Initially in Part IV procedures for the data analyses of the study are stated, followed by findings 

which include articles II and III, discussion, conclusion and implications.  

References used in the three articles are presented in the articles, and references 

used in the thesis are listed in their entirety at the end of the thesis. 

 

Background 

Literature studies on evidence-based practice and my own clinical experience contributed to 

expectations of a gap between the national and local initiatives carried out in order to implement 

an evidence-based practice and the occupational therapists’ daily practice in the local settings 

which took part in the study. My own clinical experiences also gave rise to a preconceived 

understanding of professional knowledge development having a life of its own in clinical practice 

- a life where contexts, tacit knowledge and embodied experience intertwined with individual 
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occupational therapists’ personality and life story. These preconceptions affected the design of 

the study as well as the choices of theoretical and conceptual frameworks with regard to what is 

considered of importance when the implementation process took place.  

 

Implementation of evidence-based practice in occupational therapy  

The professionalisation of occupational therapy has developed over time and has been marked by 

role and identity change closely related to organizational and political developments and shaped 

by socially constructed expectations and values in terms of professional credibility (Clouston and 

Whitcombe 2008). In the latter half of the 20th century a radical development of the profession’s 

theoretical foundation and clinical practice has taken place in many occupational therapy settings. 

In the 1960’s and 1970’s the profession was generally deeply affected by the biomedical 

paradigm. Occupational interventions focused on means for restoring specific lost functions 

(Kielhofner 2001; Kristensen & Pedersen 2003) and as a consequence the occupational therapists 

toned down the previously high valued engagement of the patients in order to achieve measurable 

functional goals. In the 1980’s occupational therapy research and practice revived the core values 

of everyday life activities and within the1990’s new conceptual frameworks and models based on 

dynamic system theories and focusing on occupation were developed (Kristensen & Pedersen 

2003; Kielhofner 2004).  In continuation of this development a renewed interest in human 

occupation and participation arose, inspiring to research of the assumptions and methods forming 

the new conceptual foundations of the profession. At present occupational therapy belongs to the 

health care professions resting upon a holistic approach. The foundation of the profession’s 

knowledge is considered to comprise scientific knowledge as well as professional practice 

knowledge (Titchen & Ersser, 2001) based on biomedical, social and humanistic knowledge 

(Mattingly & Fleming 1994, Kielhofner, 1997, Townsend 2007). This development has 
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contributed to the fact that occupational therapists enter into international discussions on how to 

implement an evidence-based occupational therapy. Since the introduction of evidence-based 

practice in occupational therapy the implementation has been discussed (Sudsawad 2006). Even 

though the value of clinical expertise and patients’ preferences has been emphasized by Sackett et 

al. (Higgs 2008), it is discussed that there is a tendency in the present evidence-based practice to 

be dominated by a biomedical approach, relying mainly on scientific research produced in 

quantitative studies ranked in evidence hierarchies (Upshur et al. 2000; Rycroft-Malone 2004). 

There seems to be significant challenges for occupational therapists when their current role 

definitions, personal and professional values and attributes are ambivalently orientated towards 

research mainly based on a biomedical approach. Furthermore, Sackett et al.’s delimitation states 

the importance of adapting the evidence to the individual patient’s needs, but still a number of 

occupational therapists, e.g. Egan (1998) and Hammell (2001), are in recent literature discussing 

whether an evidence-based practice holds the respect for implementing patients’ preferences and 

rights in relation to health benefits in accordance with the professional values.  

Moreover, a shift from a framework where clinical practice is mainly based on 

experience to a framework where practice as much as possible is based on evidence has been 

likened to a paradigm shift (Cusick and McCluskey 2001). The original conception of evidence-

based practice is by some occupational therapists considered to reduce the legitimacy of 

professional expertise based on practice experience (Cusick & McCluskey 2000). They oppose an 

evidence-based practice claiming that practice-based experience is on equal footing with client- 

and research-based evidence and demand a higher recognition and integration of this concept. 

Noting the differences of clinical experience and clinical expertise (Tuntland 2008) it may be 

argued that professional expertise is an integrated part of every stage in determination and 
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application of research- and client-based evidence in clinical decision-making, causing it to be a 

particularly important factor in the implementation process (Rappolt 2003).  

Difficulties in transferring research into practice and managing the subsequent 

change process prevail. A positive attitude is necessary but not sufficient for implementing 

research in daily practice (Wallin 2003). Research has shown that while some therapists feel 

positive towards evidence-based practice, the lack of consensus as to what constitutes evidence, 

institutional barriers, lack of support to implement change, inability to create ownership, strain of 

clinical information overload and change fatigue have all been identified as contributory barriers 

to an implementation process. Moreover, research shows that the occupational therapists 

experiencing limited access to information, limited time, lack of skills, conflict with client-

centred values and perceptions of research as an exclusively academic activity are inhibited in 

moving towards an evidence-based practice (Welch 2002; Tickle-Degnen & Bedell, 2003, 

Forsyth, Summerfield-Mann, & Kielhofner 2005; Welch and Dawson, 2006). 

 

Knowledge translation in occupational therapy 

Consequently a number of issues exist for addressing knowledge translation in an evidence-based 

practice from an occupational therapy perspective. Providing research-based evidence for clinical 

practice in health services is necessary but not enough to provide services of high quality. The 

recognition of this issue has created interest in knowledge translation, regarded as a method for 

reducing the gaps between scientific knowledge and clinical practice (Straus et al 2009 a). Many 

professionals in health services experience changes in organisation and working practice due to 

increasing demands for documentation and evidence-based practice. These trends are seen as the 

results of social and economic changes which dictate demands for high quality combined with 

efficient use of resources (Bennett & Bennett, 2000). Nevertheless, lack of the use of evidence 
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from research to make informed decisions in health services is evident among all groups of 

decision-makers (Straus et al 2009 a).  

The science and practice of knowledge translation are important issues in the 

process of answering these challenges. The growing emphasis on knowledge translation and the 

recognition that knowledge about how to achieve knowledge translation is incomplete have led to 

the establishment of an interdisciplinary field of research. Knowledge translation research and 

enhanced capacity in this field are essential if we are to reap the benefits of health research 

(Straus et al 2009 b). An inconsistent use of concepts within the field of research with 

interchangeably use of knowledge translation, knowledge transfer, knowledge exchange, research 

utilization, implementation, dissemination, and diffusion seems to exist (Graham et al. 2006). 

Expressing the dynamics of the process and the interactive relation to the contexts involving 

knowledge translation the Canadian Institutes of Health Research define knowledge translation as 

“A dynamic and iterative process that includes the synthesis, dissemination, exchange and 

ethically sound application of knowledge to improve health, provide more effective health 

services and products and strengthen the healthcare system” (Straus 2009 a). This definition has 

been adapted by others, including the United States National Centre for Dissemination of 

Disability Research and the World Health Organisation (WHO). Although the term knowledge 

translation in itself is not limited to the translation of scientific knowledge (i.e. research), it is 

often implying scientific knowledge in particular, as it is the case in this thesis. Within health 

research, including Danish health research, the term implementation is more familiar. 

Implementation research aims to uncover how implementation of evidence-based practice 

influences health service practitioners’ attitudes and decision-making in order to identify 

combinations of methods which will achieve the required changes to improve use of scientific 

research in clinical practice (Estabrooks et al 2006).  
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As the implementation process in this thesis is inspired by action research methods 

the following definition of implementation is used: Implementation is the function of the relation 

between the nature of the evidence, the context in which the proposed change is to be 

implemented, and the mechanisms by which the change is facilitated. Instead of a hierarchy or 

linearity of cause and effect each of these dimensions has to be considered simultaneously” 

(Kitson 1998). This definition expresses the complexity and dynamics of the process which 

action research methods are well suited to relate to. 

The chosen definition of knowledge translation covers the development of research-

based evidence, implementation of evidence-based practice and includes research, policy-

making, management and clinical practice, whereas the definition of implementation in this thesis 

covers the implementation process in a local clinical context. The definitions complement each 

other and both definitions imply that the development of research-based evidence and 

implementation of evidence-based practice do not follow a prescribed, logical and linear path but 

that it is a complex process affected by various factors in local context (Rycroft-Malone at al 

2004 a).  

 

Starting point for a local implementation process 

In the local process of implementing an evidence-based occupational therapy it became vital to 

provide knowledge concerning research utilization in occupational therapy practice.  

In the department where the study was initiated the purpose of the occupational 

therapy offered was to enable occupation with special reference to independent participation in 

individually valued and meaningful activities and enhance health and well-being (Townsend, 

2002). Rehabilitation of stroke patients represents an important field in Danish occupational 

therapy. As stroke rehabilitation also constitutes an important part of the clinical practice in this 
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department, it was another reason for initiating a study implementing an evidence-based practice 

within this field.  

This study undertaken was initiated by a qualitative content analysis of documents 

related to local daily practice in stroke rehabilitation. The aim of this analysis was to examine to 

what extent clinical documents in the setting uncovered a use of an evidence-based practice. The 

document analysis was focused on data reflecting the occupational therapists’ view of “best 

practice” and the daily clinical practice. The occupational therapists’ descriptions of best practice 

in this field and indicators for what was considered high quality along with results from a local 

quality developmental project on occupational therapy for patients with stroke were available on 

the hospital’s internal network. Furthermore, using the following inclusion criteria 10 

occupational therapy records with daily clinical notes within the period December 2005 and May 

2006 were chronologically chosen for the content analysis. A deductive approach was used - the 

main focus being concepts related to evidence-based practice, client-centred and activity-based 

occupational therapy.  

 The findings of the analysis revealed that the occupational therapists did not have an 

evidence-based practice for stroke patients that explicitly linked research-based evidence and 

daily clinical practice. Experiences from the local quality development project, local descriptions 

of  ”best practice” and the findings from the content analysis were used in an internal audit and 

became the starting point for the implementation of an evidence-based practice. The group of 

occupational therapists who specialized in stroke rehabilitation were consulted concerning 

relevant clinical focus for a literature review. The considerations ended up in two main foci: 

• A systematic implementation of a client-centred practice which was in line with the 

political and public demand, research evidence and the profession’s ethical guidelines. A 

client-centred practice recommends the occupational therapists to focus on how the 
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person feels about the treatment and better understand the experience and meaning of the 

disability from an individual perspective. 

•  Occupational therapy based on everyday life occupations.  Occupational therapists have a 

fundamental understanding of everyday occupations’ important impact on human health 

and wellbeing (Townsend, 2002). The importance people attach to meaningful 

occupations in everyday life seems to be closely connected to and interwoven with their 

local culture and life situation. Activities have a fundamental role in creating, confirming 

and experiencing meaning in life (Townsend, 2002). 

 

Research needs within an evidence-based occupational therapy practice 

Three issues were of special relevance at the time of preparing the investigation of the study:  

The first subject for discussion was how to appraise and evaluate research of 

relevance for the profession. Occupational therapy’s foundation of the professional knowledge is 

considered to be based on biomedical, social and humanistic knowledge and the profession’s 

practice is supported by both qualitative studies and quantitative studies. Some occupational 

therapists are arguing that knowledge derived from qualitative research is crucial in a client-

centred practice (Egan et al. 1998; Hammell 2001; Rappolt 2003; Reagon et al. 2008). The 

demand for knowledge developed by means of qualitative methods opposes relying solely on the 

notion of high evidence according to the evidence hierarchies and gives rise to discussions of 

how to evaluate evidence (Hayes 2001; Tickle-Degnen & Bedell 2003; Tuntland 2008). The 

disagreements on how to appraise and rank research based on qualitative methods are 

complicating the implementation of an evidence-based practice within health services (Upshur et 

al 2001; Rappolt 2003; Tickle-Degnen & Bedell 2003; Noyes and Popay 2007; Tuntland 2008).  
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The second important issue was the focus for investigating daily clinical practice. 

Research-based evidence, patients’ preferences, local knowledge and clinical experience are all 

used in an evidence-based practice to inform and guide clinical reasoning and decision-making. 

Clinical reasoning is thus a primary target for change in a shift towards an evidence-based 

practice (Cusick and & McCluskey 2000).  

Finally, the third issue was to consider the research – practice relation in the 

planning of the study. The process of knowledge translation requires a multifaceted approach that 

involves prolonged interactions with the participants. In an evidence-based practice environment 

a bridge across the research - practice gap is considered critical (Cusick and McCluskey 2000, 

Finleyson 2005, Forsyth, Summerfield-Mann, & Kielhofner 2005). Occupational therapists are 

advocating for the involvement of practitioners in clinical research in order to secure that the 

findings have real-life relevance in clinical situations (Bowman and Llewellyn 2002, Kielhofner 

2005). The cooperation between research – practice within communities of practice in which they 

interact during a learning process may further a change process (Forsyth, Summerfield-Mann & 

Kielhofner 2005; Corcoran 2006). By using an action research approach in the investigation of 

knowledge translation in occupational therapy practice, important knowledge underlying the 

complex relationship between research and practice can be developed (Tickle-Degnen & Bedell, 

2003, Finleyson 2005). 

 

These issues provide the background for further research of knowledge translation within 

evidence-based occupational therapy. A call for investigations of occupational therapists’ 

decision-making while implementing research-based evidence in line with current conceptual 

framework of occupational therapy in daily practice remains.  
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Aim 
The overarching aim of this thesis is to investigate aspects affecting the implementation of 

an evidence-based knowledge in occupational therapy within stroke rehabilitation 

 

The specific research questions were: 

•  How do we procure scientific knowledge of relevance for occupational therapy within 

stroke rehabilitation? 
• How do occupational therapists reason when implementing an evidence-based 

occupational therapy within stroke rehabilitation?  

• What factors facilitate the implementation of an evidence-based knowledge in 

occupational therapy practice within stroke rehabilitation?  
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PART I – Literature review 

Part I present Paper I: Kristensen, H. K., Persson, D., Nygren, C., Boll, M. & Matzen, P. 2010, 

Evaluation of evidence within occupational therapy in stroke rehabilitation, accepted for 

publication in Scandinavian Journal of Occupational Therapy. 2010. The article is followed by a 

discussion of the results of the review and a discussion of the methods used. 

In order to investigate how we procured scientific knowledge of relevance the 

implementation process began with my investigation of the current use of evidence to determine 

what clinical guidelines were relevant to develop and integrate. The investigation was 

complemented by a literature review of national guidelines and research literature. The review 

was undertaken in order to investigate and evaluate the evidence within recent research literature 

concerning the use of a client-centred approach and everyday life occupations within 

occupational therapy in stroke rehabilitation. 

 

Paper I: Kristensen, H. K., Persson, D., Nygren, C., Boll, M. & Matzen, P. 2010, Evaluation 

of evidence within occupational therapy in stroke rehabilitation, Scandinavian Journal of 

Occupational Therapy. Early Online, 1–15  

 

Introduction 

The demand for high quality combined with efficient use of resources within health care has 

increased pressure on health care professionals, including occupational therapists, to ensure that 

clinical practice is based on scientific evidence [1], i.e. application of an evidence-based practice. 

This change [2] from a framework where practice was based on experience to a framework where 

practice should be based on evidence has been likened to a paradigm shift.  
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The concept of evidence-based practice (EBP) was developed in the 1980’s at the 

McMaster University in Hamilton, Canada, and in 1995 Evidence Based Medicine Group at the 

same university defined EBP as: “The collection, interpretation, and integration of valid, 

important and applicable patient-reported, clinician-observed, and research-driven evidence. The 

best available evidence moderated by patient circumstances and preferences, is applied to 

improve the quality of clinical judgements and facilitate cost-effective health care” [3]. EBP 

creates thereby a practice, which integrates three factors: patients’ preferences, research evidence, 

and clinical expertise in the clinical decision-making. The underlying assumption is that clinical 

effectiveness can only be achieved if evidence is carefully and consciously utilised by 

practitioners in clinical decision-making related to the individual client and accommodated to the 

local context. In order to make scientific evidence easily accessible to practitioners, systematic 

reviews are undertaken and recommendations in form of clinical guidelines are developed to be 

used by the practitioner on a day to day basis [4].  

A thorough evaluation of the scientific value of the research is important in order to 

develop clinical guidelines based on evidence [5]. According to several authors [6, 7] the levels 

of evidence and grades of recommendations are central when defining and developing clinical 

guidelines for EBP. An often used tool is an evidence hierarchy [8] which was developed for 

evaluation of quantitative research in the late 70s [6]. The hierarchy was developed in an attempt 

to standardize and provide clinicians with rules to appraise published research, and further to 

determine its validity, and summarize its utility in clinical practice [7]. The principle behind the 

evidence hierarchy is that different research designs resulting in different publication types are 

assigned different scientific values. That is, the level of scientific evidence and confidence in the 

findings affect the strength of the recommendations given in the clinical guidelines. Since then 

several hierarchies have been developed [6]. The evidence hierarchy used in this study is the one 
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presented by Andersen and Matzen [8]. It is applied in the current Danish National Guidelines for 

Stroke published by the National Health Service in Denmark [9] and thereby familiar in Danish 

occupational therapy clinical practice (Fig. 1). All versions of an evidence hierarchy have the 

same guiding principle, i.e. the higher internal validity of the research design, the higher ranking 

(see Fig. 1). Thus, the ranking of research designs according to their internal validity not only 

grades the strength of the evidence, but also indicates the confidence the reader can have in the 

findings [6, 7].  

However, in recent years the evidence hierarchy has been challenged and criticized by 

different disciplines [6, 7, 10, 11, 12, 13]. It has been discussed that the evidence hierarchy does 

not consider different aspects of importance when applying research in different contexts, e.g. 

study conduct, the relevance of the findings [4, 7], external validity or context dependence [11, 

12, 13]. 

 

Figure 1. The evidence hierarchy as presented by Andersen and Matzen 2005  
 

Type of study Evidence levela  Strengthb 
Meta-analysis or systematic reviews of randomised controlled trials (RCT) 

Randomised controlled trial (RCT) 

Ia  

Ib 

A 

 

Controlled study without randomisation, cohort studies, quasi-experimental study 

Diagnostic tests (direct diagnostic method) 

IIa  

IIb 

B 

Case-control studies 

Diagnostic tests (indirect diagnostic method) 

Comparative studies, correlations studies 

Descriptive studies 

III C 

Expert committee reports or opinions 

Clinical experience of respected authorities 

IV D 

 

b Higher value means higher evidence level. 
c A indicates the highest strength and D the lowest. 
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Johnston [14] discusses the issue that multidisciplinary or multi-focal interventions 

characterize most rehabilitation in practice and are logically necessary when one is dealing with 

patients with multiple problems. In rehabilitation there is no single curative intervention or 

particular interventions that by themselves may be expected to have an effect but the combined 

interventions may have an effect on the patients’ functioning or quality of life [14]. Further, 

research on the personal perspective (e.g. patients’ or staffs’ perceptions and experiences) has 

increasingly been recognised for providing vital knowledge [15]. Upshur [16] has likewise 

argued that in order to achieve high quality EBP, research from a general as well as from a 

personal perspective has to be considered. Further, in order to enhance awareness of the types of 

research that exist within a field and to facilitate the use of different types of evidence when 

developing clinical guidelines Upshur developed the evidence taxonomy [16]. 

 

Figure 2. The Evidence Taxonomy by Upshur et al. 2001 
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As seen in Figure 2, the evidence taxonomy consists of four quadrates arranged around 

one vertical and one horizontal axis. The vertical axis depicts the range of methodologies used in 

health care research and shows that methodology is central to how observations are collected, 

aggregated, analyzed and interpreted. The horizontal axis represents the level of aggregation to 

which the evidence may be applied, from individual to population level. Thus, the methodology 

used decides the position of the research. The first quadrate, Q1, concerns qualitative and 

personal evidence that emerges from perceptions, beliefs and experiences of individuals. The 

theoretical frameworks related to this quadrant stem from the humanistic and social sciences. In 

Q2 the context of evidence shifts from personal to more aggregate levels, and here does e.g. 

cultural, social and gender dimensions of the evidence emerge more prominently. Q3, concerns 

quantitative research on personal beliefs and attributes, in health care e.g. quality of life research 

and quality of care research are the most common disciplinary manifestations [17]. The fourth 

and last quadrant, Q4, concerns study designs that strives to be objective and context free and 

uses quantitative methods. In conclusion, the evidence taxonomy provides a method to map out 

the type of knowledge existing research has provided and when the research is mapped out the 

model offers a “research universe” of a specific issue. However, there is no general consensus on 

methods for evaluation of evidence from research using qualitative methods [17, 18]. This review 

is based on literature [19, 20] recommending that evidence of qualitative research is evaluated 

with regard to credibility, applicability or transferability, dependability and confirmability. 

Furthermore, consideration of reflexivity and ethical issues is stressed.  

 In occupational therapy health and well-being are considered to be strongly 

influenced by having choice and control in everyday life occupations and by the ability to engage 

in everyday life occupations [21, 22]. Occupation includes everything that people do during the 
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course of everyday life, including the occupations through which people look after themselves, 

enjoy life, and contribute as members of society [23]. Everyday life occupations give meaning to 

and organize everyday life [24, 25]. When health is challenged, people may face barriers to living 

and need to discover new patterns of everyday life occupations [25]. Stroke can lead to various 

disabilities and result in problems of dependence in performing everyday life occupations and 

participating in social relations and contexts which are of value for the individual. The use of 

purposeful and meaningful occupations in occupational therapy intervention is considered to have 

valuable outcome, whether the purpose is remediating of functions or compensational. Thus, in 

order to deliver high quality occupational therapy, the occupational therapists have to be provided 

with evidence concerning a variety of issues including knowledge regarding the patients’ 

experiences, life worlds and expectations [26, 27].  

Rehabilitation is an important and developing field in Denmark, and the purpose of 

rehabilitation is that “citizens who have or are at risk of having limitations in his or her physical, 

mental and/or social abilities obtain an independent and meaningful life” [28]. Within 

rehabilitation the patients’ engagement in the rehabilitation process is considered to be important, 

and in the Danish context the engagement of relatives is stressed too. As such rehabilitation can 

be defined as “a goal-oriented and temporary cooperative process between a citizen, relatives and 

professionals” [28]. 

In occupational therapy patients’ rights to engagement in the rehabilitation process were 

considered in the development of a client-centred practice. The concept was in 1997 defined by 

the Canadian Association of Occupational Therapists (CAOT) as: “Client-centred practice refers 

to collaborative approaches aimed at enabling occupation with clients who may be individuals, 

groups, agencies, governments, corporations or others. Occupational therapists demonstrate 

respect for clients, involve clients in decision-making, advocate with and for clients in meeting 
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clients’ needs, and otherwise recognize clients’ experience and knowledge” [29]. Research has 

shown that client-centred practice improves satisfaction with services, increase adherence to 

therapy recommendations, and improve functional outcome in every day occupations [30, 31, 

32]. Sumsion and Law [33] stated already in 2006 that in general there is considerable research 

evidence to support the use of client-centred practice as one of the fundamental underpinnings in 

occupational therapy practice. During the last decade client-centred practice has been widely 

implemented and is today considered a core issue in the quality of occupational therapy 

intervention.  

In Denmark, no common definition of client-centred occupational therapy has been published. 

However, the Danish Association of Occupational Therapy has released a set of national ethical 

guidelines underlining a partnership between the client and the occupational therapist based on 

mutual respect, credibility and equality [34]. Although many Danish occupational therapists are 

implementing occupational therapy models and tools, which are based on client-centred approach 

and using everyday life occupations as a therapeutic tool, lack of information and awareness 

exists on the evidence of this practice within Danish stroke rehabilitation. The aim of this study 

was to investigate and evaluate quality and applicability of scientific research in occupational 

therapy intervention related to the use of everyday life occupations and a client-centred practice 

within stroke rehabilitation.    

 

Method 

A literature review was undertaken in order to investigate and evaluate the evidence within recent 

literature concerning the use of a client-centred approach and everyday life occupations within 

occupational therapy in stroke rehabilitation. The selection criteria for literature search were to 
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include studies published during 2000 – 2007 in peer reviewed journals and published in English. 

Systematic searches were undertaken in the following databases: PubMed, Cinahl, OT-seeker, 

PsykINFO, and Cochrane Library. In search for literature on client-centred practice the following 

key words were used: Client-centred, goal-setting, stroke, adults, goals, occupational therapy, 

rehabilitation, shared decision-making and Canadian Occupational Performance Measure 

(COPM).  The key words used for literature concerning everyday life occupations were: 

Occupational therapy, stroke, stroke rehabilitation, adults, occupation-based, task-specific 

training, activity-based and task-oriented approach.  

The literature search resulted in a total of 483 hits, and after removal of duplicates and 

title reading in order to remove articles due to incongruity with the aim of this study, 43 hits for a 

client-centred practice and 31 hits for the use of everyday life occupations remained (see Figure 

3). In the next step all abstracts were reviewed. Articles were included on the study only if they 

targeted adult participants with stroke, had outcome measures in terms of improved occupational 

performance and/or quality of life, and as such corresponded with the overarching aim of 

independence in performing everyday life occupations and participating in social relations and 

contexts [28, 33]. 

During the review of the 43 hits for a client-centred practice the articles were only included 

if the description of client-centred practice corresponded with the CAOT definition [22]. The 31 

hits for the use of everyday life occupations were reviewed according to the definition of 

everyday life occupation. Occupation, activity, everyday life activity and task are all concepts 

used within the International Classification of Function, Disability and Health (ICF) and in 

rehabilitation literature. The concepts are at times used as synonyms but do not correspond to the 

definitions used in occupational therapy literature. 
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Figure 3.  The search process 
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In this literature review only articles and Cochrane reviews in which the description of 

occupation corresponded with the following definitions of therapeutic or compensatory 

occupations according to Fisher [35] were included: 

•  “Therapeutic occupations. A critical characteristic of therapeutic occupation is that the 

client actively participates in occupation. They are activities the client identifies as 

purposeful and meaningful. And, to the greatest extent possible, the occupational 

performance is naturalistic and contextual. The client performs the activities using real 

objects in natural environments. The focus of therapeutic occupation remains on the 

remediation of impairments” [35, p. 513]. 

• “Adaptive or compensatory occupation. A critical characteristic is the client’s active 

participation in occupations that are chosen by the client. The activities are purposeful and 

meaningful to the client, and the occupational performance is naturalistic and contextual. 

The major distinction between adaptive occupation and therapeutic occupation is that 

adaptive occupation is focused on improved occupational performance and not on the 

remediation of impairments. When we use adaptive occupation, we provide assistive 

devices, teach alternative or compensatory strategies, or modify physical or social 

environments. No attempt is made to remediate the underlying impairments” [35, p. 513]. 

After reviewing the research literature according to the definitions above, 16 articles 

concerning client-centred practice and 21 articles and one Cochrane review concerning the use of 

everyday life occupations in occupational therapy remained. 

 The references were systematically searched for further finding of relevant 

literature. When references met the inclusion criteria and the definitions of a client-centred 

approach or occupations they were added to the list. This process added one further article 
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concerning a client-centred approach and one article on the use of occupations. In total, 17 

articles on a client-centred approach and 22 articles and one Cochrane review on the use of 

everyday life occupations in stroke rehabilitation were included in the literature review. Two 

studies were used in both reviews as they concerned both concepts and as such accounted twice.  

 

Appraisal of methodological quality and grading according to evidence hierarchies 

In order to achieve uniformity in the appraisal process, the Critical Appraisal Tools developed by 

the Critical Appraisal Skills Programme (CASP) [36] were used. The Critical Appraisal Tools 

were chosen, as they provide specific checklists adjusted for study designs (quantitative as well 

as qualitative) based on guides developed by Guyatt, Sackett and Cook [37, 38]. The tools take 

the reader through all relevant steps including consideration of the clinical importance and 

applicability of the study. Furthermore, the Appraisal Tool for evaluation of qualitative research 

from CASP is mentioned in the tool kits recommended by the Cochrane Qualitative Research 

Methods Group [39]. The appraisal was carried out by two individuals. The first author appraised 

all the included articles, and the co-authors or skilled teachers in occupational therapy appraised 5 

– 10 articles each. When differences between the two readers’ evaluations occurred, these were 

resolved through consensus. During the appraisal nine articles were rejected because the aims of 

the research did not agree with the inclusion criteria. Another five articles were rejected as they 

lacked thorough description of the methods and research-process used, and as such impeded an 

appraisal process.  

As one article was based on the Cochrane review used in the study, that article was also 

rejected, resulting in a total of 24 articles and one Cochrane review being included. 

When agreement was reached the quantitative research was graded according to the 

evidence hierarchy presented by Andersen and Matzen [8] (see Figure 1). The scientific rigour of 
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the qualitative research was evaluated by focusing on credibility, applicability, dependability and 

conformability in the appraisal process [19, 20]. In addition, reflexivity and ethical issues were 

considered. When differences between the two readers’ evaluations occurred these were resolved 

through consensus. 

The evidence taxonomy model (Figure 2) was used to provide an alternative evaluation of 

evidence including both qualitative and quantitative studies and in order to discuss the criticism 

raised against the evidence hierarchies [16]. The articles were mapped out by the first author and 

one of the co-authors according to the methodology used in the research.  

 

Results  

In total, 17 articles and the Cochrane review were possible to evaluate according to the 

evidence hierarchy. Of these, three articles on client-centred approach were ranked, and one 

article had the highest evidence strength (A). Of the 14 articles and one Cochrane review on use 

of everyday life occupations, seven articles had research with the highest evidence strength (A).  

According to the evidence hierarchy the results implied stronger evidence for the use of everyday 

life occupations in stroke rehabilitation than for the use of a client-centred practice. The research 

on client-centred practice produced relatively more qualitative literature than did the use of 

everyday life occupations (see Table 1).  

When the articles were mapped out according to the Evidence Taxonomy, it was revealed 

that the research mainly reflected personal and qualitative knowledge (Q1; 7 articles) and 

quantitative and general knowledge (Q4; 17 articles and one Cochrane review) (see Table 1). 

Thus, in relation to client-centred practice and use of everyday life occupations the research 

found in the included articles reflects both biomedical and phenomenological knowledge.  
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The research findings were then extracted within the separate studies and afterwards descriptively 

summarized in relation to the respective themes of the use of an evidence-based client-centred 

approach and everyday life occupations.  



Table 1. Appraised articles  

Research concerning use of client-centred approach 

Authors (ref) Aim of the study  

Research reflecting general and quantitative  knowledge Study Design No. of  

patients 

Out-come measure Evidence Rank 

and Strength 

Evidence 

Taxonomy 

Evaluation 

Wressle et al., 

2002 (40) 

To evaluate if a client-centred measurement 

improves patients’ active participation in the 

rehabilitation process 

RCT 210 Study specific 

questionnaire, 

COPM 

Ib, A Q4 

Gagné et al.,   

2003 (41) 

To investigate the effect of  collaborative goal-

focused occupational therapy on self-care skills 

Quasi-

experimental  

31 Gains of self-care 

activities 

IIa, B Q4  

Lavelle et al., 

2001(42).  

Occupational therapy goal achievement for persons 

with post-acute cerebrovascular accident in an on-

campus student clinic. 

Cohort  85 Progress towards 

rehabilitation goals 

IIa,B Q4 

Research reflecting personal and qualitative knowledge 

Conneeley, 

2004  (43) 

The aim was to explore the use of collaborative goal 

planning from the perspective of the patients, their 

relatives and staff 

Semistructured 

interviews  

18 

patients 

and their 

relatives, 

and staff   

Advantages of 

interdisciplinary 

collaborative goal 

planning 

- Q1 

Daniëls et al., 

2002 (43) 

Experiences of occupational therapists in stroke 

rehabilitation: Dilemmas of some occupational 

therapists in inpatient stroke rehabilitation 

Focus group 

interviews  

13 OTs Dilemmas of OTs 

in early stages of 

stroke 

- Q1 

Stephenson et Advantages and disadvantages of the home setting In-depth 15 Patient and - Q1 
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al. (45) for therapy of patients and therapists interviews patients 

and six 

therapists 

therapist views and 

perceptions of 

home-delivered 

therapy 

Wressle, et al. 

(46) 

Clinical utility of the Canadian Occupational 

Performance Measure  Swedish version 

Focus group 

interviews 

27 OTs The role of COPM 

in a goal-setting 

process and 

intervention 

planning 

- Q1 

Guidetti 

&Tham   (47) 

Therapeutic strategies used by occupational 

therapists in self-care training: a qualitative study  

Interviews 12 OTs Therapeutic 

strategies 

- Q1 

Research concerning the use of occupations 

Research reflecting general and quantitative  knowledge Study Design No. of  

patients 

Out-come measure Evidence Rank 

and Strength   

Evidence 

Taxonomy 

Evaluation  

Legg et al. 

(48) 

Occupational therapy for patients with problem in 

personal acitivities of daily living after stroke: 

systematic review of randomized trials.  

Systematic 

review and 

meta-analysis 

- - Ia, A Q4 

Logan et al. 

(49) 

A study of interventions and related outcome: a 

randomized controlled trial of occupational therapy 

and leisure therapy for community stroke patients. 

RCT 309 Specific ADL or 

leisure 

interventions 

Ib, A Q4 

Power M. 

(50) 

After a stroke, ability with daily tasks of living 

improves after therapy-based rehabilitation services.  

Systematic 

review with 

meta-analysis 

12 trials Ability with daily 

tasks of living 

Ia, A Q4 

Haslam & 

Beaulieu (51) 

 A comparison of the evidence of two interventions 

for self-care with stroke patients. 

Review - - IV, D Q4 
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Govender & 

Kalra (52) 

Benefits of occupational therapy in stroke 

rehabilitation 

Review - - IV, D Q4 

Steultjens et 

al. (53) 

Occupational therapy for stroke patients:  A 

systematic review  

Review - - IV, D Q4 

Trombly CA, 

MA H. (54) 

A synthesis of the effects of occupational therapy for 

persons with stroke Part I: Restoration of roles, 

tasks, and activities  

Review /meta-

analysis? 

895 Improved 

participation and 

activity 

IV, D Q4 

Horn et al. 

(55) 

Stroke rehabilitation patients, practice, and 

outcomes: Is earlier and more aggressive therapy 

better? 

Cohort study 830 Specific therapy 

acitivities and 

interventions that 

are associated with 

better outcomes 

IIa, B Q4 

Steultjens et 

al. (56) 

Evidence of the efficacy of occupational therapy in 

different conditions; an overview of systematic 

reviews.  

Review - - IV, D Q4 

Landi et al. 

(57) 

Effects of an occupational therapy program on 

functional outcomes in older stroke patients 

Controlled 

study  

50 Level of 

independence in 

activities of daily 

living 

Ib, A Q4 

Gilbertson et 

al. (58).  

.Domiciliary occupational therapy for patients with 

stroke discharged from hospital: randomized 

controlled trial.  

RCT 138 The functional 

outcome and 

satisfaction of 

stroke patients 

Ib, A Q4 

Björkdahl et 

al. (59) 

Does a short period of rehabilitation in the home 

setting facilitate functioning after stroke? A 

randomized controlled trial.  

RCT 58 Improvement on the 

activity and 

functional levels 

Ia, A Q4 
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Bayona et al. 

(60) 

 The role of task-specific training in rehabilitation 

therapies  

Review - - IV, D Q4 

Fisher & 

Sullivan (61) 

Activity-dependent factors affecting post-stroke 

functional outcomes.  

Review - - IV, D Q4 

Geusgens C, 

van Heugten 

C et al. (62) 

Transfer of training effects in stroke patients with 

apraxia: An exploratory study. 

RCT 113 Transfer of 

strategies 

Ib, A Q4 

Research reflecting general and quantitative  knowledge 

Unsworth & 

Cunningham 

(63) 

Examining the evidence base for occupational 

therapy with clients following stroke  

Standardized 

assessments 

and interviews 

43 

patients 

and 4 

OTs 

Improved 

performance of 

activities of daily 

living and quality 

of life 

- Q1 

Wottrich et al.  

(64) 

The meaning of rehabilitation in the home 

environment after acute stroke from the perspective 

of a multi-professional team. 

Interviews 13 Team 

members 

Contextual factors 

considered of 

importance 

- Q1 

 



 

Evidence for a client-centred practice within occupational therapy in stroke rehabilitation 

Eight articles in the results of the appraisal concerned evidence for a client-centred practice 

within occupational therapy in stroke rehabilitation. Wressle et al. [40] demonstrated very strong 

evidence (Ib, A) for use of client-centred practice, especially in combination with clients’ own 

assessment of problems in occupational performance, i.e. Canadian Occupational Performance 

Measure, (COPM) proved useful. Compared to the control group, the patients in the intervention 

group (who had used COPM) had stronger abilities and were able to manage more tasks after 

completion of the rehabilitation period. Further, the patients in the intervention group had better 

ability to recall goals, and they felt more involved in the goal-setting process. The majority of the 

patients in the intervention group remembered and identified distinct treatment goals for their 

rehabilitation. Over 50% of the patients indicated that they had participated in creating their 

treatment goals, in terms of agreeing to a certain treatment, working together with the staff and 

that nothing had been decided without their approval. Patients in the control group mentioned 

some activity goals, but usually talked about treatment interventions instead and expressed vague 

goals. In the control group, the patients’ comments indicated a lack of information, and passivity 

about willingness to participate in decisions. The use of COPM ensured that the client-centred 

approach was maintained, that the stroke patients received feedback on improvements over time 

and it facilitated the goal-setting process and intervention planning. Gagne et al. [41] (IIa, B) 

found that the patients’ performances in self-care activities improved when the occupational 

therapy included discussing treatment goals even though there may be barriers to using client-

centred practice with patients having low awareness, communication problems or other cognitive 

dysfunctions. A quantitative study of Lavelle [42] (IIa, B) showed that patients’ progress in post-

acute stroke rehabilitation was related to goal-setting. Conneeley concluded that patient 
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motivation, increased opportunities for involvement of relatives, clarification of goals and focus 

on treatment are advantages of employing interdisciplinary collaborative goal planning [43]. A 

qualitative study by Daniëls et al. [44] showed that occupational therapists in stroke rehabilitation 

struggle with the plateau in neurological recovery where the recovery flattens out and progress 

slows. The shift from a remedial approach to an adaptive approach following the neurological 

recovery process did not seem to run in parallel with the patient’s process of coping with the 

stroke. Thus identifying meaningful choices and setting meaningful goals seemed to be a problem 

for occupational therapists in inpatient stroke rehabilitation [44]. Daniëls et al. [44] proposed that 

an occupation-based approach to rehabilitation might facilitate a client-centred approach and give 

another perspective on the strict distinction between a remedial approach and an adaptive 

approach in the rehabilitation process. 

 

Evidence for the use of everyday life occupations within occupational therapy in stroke 

rehabilitation.  

Sixteen articles and one Cochrane review in the results of the appraisal concerned evidence 

for the use of everyday life occupations within occupational therapy in stroke rehabilitation.  

There is considerable evidence of occupational therapy interventions using everyday life 

occupations within a familiar out-patient context. Occupational therapy improves outcome for 

stroke patients in Personal ADL (P-ADL) Instrumental ADL (I-ADL) and in participation. The 

research methods used included several meta-analyses or systematic reviews based on RCTs by 

Legg  et al. [48] (Ia, A), Logan et al. [49] (Ib, A), Power [50] (Ia, A) and reviews Haslam et al. 

[51] (IV, D), Govender et al. [52] (IV, D), Steutjens et al. [53] (IV, D), Trombly et al. [54] (IV, 

D). In this aspect studies by Horn et al. [55] (IIa, B) and  Steutjens  et al. [56] (IV, D)].showed 

that  occupational therapists are important parts of stroke rehabilitation as members of a 
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multidisciplinary team. Evidence is also emerging for occupational therapy focused specifically 

on personal occupations of daily living in acute stroke rehabilitation. Landi et al. [57] (Ib, A) 

proved that patients with stroke who received occupational therapy in the early stages of 

rehabilitation in hospital had a greater level of independence in everyday life occupations 

compared to no occupational therapy intervention. A Cochrane review undertaken by Legg et al. 

assessed the effectiveness of occupational therapy interventions focused specifically on personal 

occupations of daily living for patients with problems with everyday life occupations after stroke 

[48]. The authors concluded that occupational therapy is an effective intervention to improve 

personal ability in everyday life occupations among patients who have had a stroke as such P- 

ADL becomes a major component of treatment. The Cochrane review [48] entails use of 

purposeful activity or interventions designed to achieve functional outcomes which promote 

health, prevent injury or disability, and which develop, improve, sustain or restore the highest 

possible level of independence. A review by Steultjens et al. [53] (IV, D) established that there is 

evidence for occupational therapy interventions aiming at improving P-ADL, I–ADL, and social 

participation. The available evidence included in this review, among others the study by 

Gilbertson [58] (Ib, A) suggested that occupational therapy interventions tailored to goals such as 

self care or domestic or leisure occupations can reduce the risk of deterioration in ability to 

perform everyday life occupations, and improved patients’ ability to perform P- ADL. The study 

by Björkdahl et al. [59] indicates that rehabilitation in a familiar context may accelerate the 

improvement (Ib,A). Trombly and Ma [54] (IV, D) synthesized research findings regarding the 

effects of using everyday life occupations on the restoration of role, task, and activity 

performance for persons who have had a stroke. They concluded that training in everyday life 

occupations effectively improved participation, P-ADL and I-ADL performance. Thus, their 

recommendations were that occupational therapists use structured instruction in specific, client-
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identified activities, appropriate adaptations to enable performance, practice within a familiar 

context, and feedback to improve client performance. 

Stroke rehabilitation is based on the concept of brain plasticity, which implies that it is 

possible to modulate or facilitate cerebral reorganization by external inputs [60, 61], and in this 

context task-oriented therapy using everyday life occupations has been proven important [60].  

Govender and Kalra [52] (IV, D) appreciate that the use of everyday life occupations in 

occupational therapy is specifically geared to promote this re-education process and encourage 

the development of lost skills while accommodating for specific physical, cognitive or affective 

impairments. They underline that occupational therapists make effective use of everyday life 

occupations and environments to create the optimum conditions for successful rehabilitation. In 

the reviews by Bayona [60] (IV, D) and Fisher [61] (IV, D) the benefits of meaningful task-

specific interventions in enriched environments and the need to practise these with intensity are 

viewed as important findings in the current research literature. Where remediation is not possible, 

occupational therapists implement compensatory strategies to promote independence which is 

supported by the study by Geusgens et al. [62] (Ib, A). It is suggested that the best way to relearn 

a given task is to train specifically for that task and where remediation is not possible 

occupational therapists should implement compensatory strategies to promote independence. 

 

Discussion  

 This literature review provides evidence in support for a client-centred approach 

entailing outcome related to better ability to recall goals. The success of a rehabilitation program 

depends on the patient’s motivation and motivation depends to a large extent on concurrence 

between a patient’s life goals and the goals set in the rehabilitation process [65]. There is also 
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considerable evidence that occupational therapy focused specifically on personal occupations of 

daily living is an important aspect of stroke rehabilitation [48]. Occupational therapy 

interventions improve outcome for stroke patients in everyday life occupations including ADL 

and social participation. Occupational therapy is therefore a recommended part of early 

rehabilitation in stroke units in the National Clinical Guidelines for Stroke from Denmark [9], 

England [66], Australia [67], USA [68], New Zealand [69] and Sweden [70].  Furthermore, 

people who have had a recent stroke are more likely to maintain their ability to perform personal 

activities of daily living and extended activities of daily living if they also receive therapy 

services at home within one year of stroke onset [71].  In the patients’ home settings the 

environment is multifaceted including both the physical world and the socio-cultural context and 

the environment provides important context for the individual occupational performance [72]. 

The influence which the contexts entail may cause reflections on the extent to which occupational 

therapists are able to transfer research evidence within different kinds of contexts, which to some 

extent is done in the National Guidelines mentioned above. The results of this review reveal that 

at present more research is available on the use of everyday life activities in occupational therapy 

than on the use of a client-centred practice. Further, the research on client-centred practice to a 

larger extent reflects personal and qualitative knowledge than the research on using everyday life 

occupations. This corresponds with the fact that research on client-centred approach is concerned 

with the interaction between professionals and patients and their experiences of common goal-

setting and decision-making. Whereas research concerning the use of everyday life occupations 

focus on action in context and cortical reorganization. However, independent of the evaluation 

tools used when evaluating research and the guidelines used, the task of occupational therapists 

using EBP is to reconceptualize the findings with respect to the individual client and setting [27]. 
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Health-related professions continue to report difficulties in adopting evidence-based 

practice and practitioners are concerned that results of population-based research may not be 

relevant for the individual patient [73]. The randomized trial and especially the systematic review 

of several randomized trials have according to Fernstein unfortunately by misconception become 

“gold standard” for research in general within health services. As known, research concerns much 

more than effect studies and thus other designs may be preferable for other kinds of research 

questions [74].  The evidence hierarchies are developed within the biomedical paradigm and as 

such research methods of value are selected and appraised in relation to research questions of 

importance especially for medical practice, but may not correspond with the complex clinical 

practice in rehabilitation. This may be of particular concern for occupational therapists who aim 

at providing individual and client-centered intervention but at the same time experience that a 

biomedical discourse has a powerful influence on occupational therapy practice especially in in-

patient rehabilitation [75]. Furthermore strong evidence of effect for an intervention does not 

necessarily translate into equally strong recommendations for its use [11].  Even thought the use 

of evidence should be performed in a conscientious, explicit and judicious fashion [12], it 

remains unclear how clinicians are to balance what may be conflicting warrants coming from the 

various elements of an evidence-based practice [76]. Identifying and evaluating evidence is only 

one part of a highly complex process in which professional knowledge, experience, reasoning and 

reflection are incorporated into decision-making in everyday practice. Furthermore, research 

evidence is socially and historically constructed and as such dynamic and constantly under 

development [10].  At present discussions of alternatives to evidence hierarchies and approaches 

to evaluation of evidence take place.  

 There are ongoing discussions on how it would be possible to rank research based 

on qualitative methods. In an article from 2007 Noyes and Popay [17] present an appraisal using 
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two frameworks for evaluation of research based on qualitative methods. Here they stress the 

importance of considering the theoretical dimension and thereby the extent to which the findings 

provide explanatory insights that are transferable to other settings [16]. They argue that an 

approach should be used both evaluating the methodological dimension using the same CASP-

tool, as we have done and the theoretical dimension by considering the quality of the description. 

This would be an important step in evaluation of research based on qualitative methods. The use 

of theory to build explanations and the presentations of subjective life worlds form the basis for 

more focus on the role of theory in research and provide better basis for generalization from high 

quality qualitative research. If this approach is developed into a model with guidelines for other 

researchers, it might become a valuable contribution to evaluation of qualitative research. In our 

appraisal of research based on qualitative methods such a model would have contributed to a 

more refined appraisal and qualified basis for inclusion of knowledge for development of clinical 

guidelines. 

According to Upshur et al. [15] knowledge derived from qualitative research has the 

potential to redefine best practice in rehabilitation. Qualitative research approaches are context 

specific which is important in assisting to address the “life world” of the people occupational 

therapists in rehabilitation work with and gaining an understanding of the individual meaning 

constructions [29]. As such, qualitative research may expand therapists’ understanding of the 

day-to-day lives of clients and guide therapists’ reasoning and questioning during the 

occupational therapy process and assist the therapists in creating services that enable people to 

achieve their goals for participation in personally meaningful everyday life occupations [26]. 

Even if outcome of research statistically shows marginal effects, rehabilitation can be of value for 

the patients. For the individual, it could be the difference between living in his/her own home and 

living in an institution [77]. Consequently, in research outcome measures of rehabilitation also 
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have to reflect the patient’s perspective [26]. This philosophy challenges the therapist to choose 

outcome measures that are capable of reflecting this individualized perspective. Hammel [26] and 

Egan [78] recommend use of the clients’ goals as the perspectives that must inform outcome 

measures.  

According to Mattingly and Fleming [79] occupational therapists work within a biomedical 

discourse focusing on disease process and a phenomenological discourse focusing on the 

experience of illness. This is reflected in this literature review that included both quantitative 

research concerning a wide range within biomedical knowledge and qualitative research among 

others concerning social and psychological knowledge of relevance for occupational therapy 

practice. In discussion of research results relevance in occupational therapy practice occupational 

therapists [80] are advocating for the involvement of practitioners in clinical research in order to 

secure that the findings have real-life relevance in clinical situations. Kielhofner [80] emphasises 

that collaboration between scholars and practitioners enhances new types of innovative ideas, 

clashes of values and perspectives and finds new common ground in the thought processes that 

typically separate them. The evidence-based approach in stroke rehabilitation must continuously 

be evaluated in clinical practice, also among occupational therapists. In this context it becomes 

interesting and important to discuss which clinical questions are relevant within occupational 

therapy [81], which tools should be used when research is appraised and evaluated [27] and how 

practitioners are to balance conflicting warrants from the various elements of an evidence-based 

practice while implementing evidence in our daily practice [2].  
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Limitations of the study  

 All literature reviews have their limitations and this study may be limited by the 

search strategy used. That is, we may have excluded relevant findings published before 2000, 

research published in other languages than English or research in other databases. We have tried 

to make allowance for these limitations by using the National Stroke Guidelines which were 

considered of the  highest quality in a study  by Hurdowar  et al. evaluating the quality of stroke 

rehabilitation clinical practice guidelines [82] and using Cochrane reviews and literature reviews 

which meet the inclusion criteria in the literature search.  

Further, the appraisal tool we used might have affected our result. There seems to be no 

gold standard within appraisal tools [5]. Scales with multiple items and complex scoring systems 

that take more time to complete than simple approaches have not been shown to provide more 

reliable assessments of validity [5]. 

 In evaluation of quantitative evidence, there is at present no consensus regarding 

use of a specific evidence hierarchy [13]. This has not been considered in the systematic reviews 

and national guidelines included in this study and this may decrease the validity of the 

recommendations given. 

 

Implications for practice 

Due to the coming implementation of the Danish Health Care Quality Assessment Programme 

the Danish occupational therapists are required to ensure that daily practice is guided by updated 

evidence-based clinical guidelines and recommendations. The research evaluated in this study is 

found to be of adequate quality and clinically applicable, and could thereby be included in the 

evidence basis for developing local clinical guidelines for occupational therapy in stroke 
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rehabilitation. The systematic implementation of a client-centred practice is in line with the 

political and public claim, research evidence and the professions’ ethical guidelines. The client-

centred practice value the occupational therapists to focus on how the person feels about the 

treatment and better understand the experience and meaning of the disability from the person’s 

perspective. This may be of particular concern for occupational therapists who experience that 

the biomedical discourse has a powerful influence on occupational therapy practice, especially in 

in-patient rehabilitation [75] when they at the same time are concerned about developing 

partnership with the patient. 

 

Implications for research  

Rehabilitation may be seen as a process of learning to live with a disability in the context of 

one’s own environment and occupational therapists need to enhance their understanding of the 

interplay between various impairments and the physical, social, cultural, economic, political, 

legal and historical contexts in which these are experienced [26]. The clients’ goals are the 

perspectives that must inform outcome measures and thereafter the evidence that informs 

practice.  

Furthermore research may be of importance in analyzing how and whether evidence-based 

practice is actually being implemented. Especially in USA, Canada, Australia, England and 

Sweden occupational therapists have been involved in implementing an evidence-based 

occupational therapy. While implementing an evidence-based practice in Danish occupational 

therapy it is obvious to seek inspiration and guidance in research from these countries. Several 

Scandinavian occupational therapists have expressed concern with implementation of results 

from research and theoretical models developed in other cultures [83, 84]. Borg [84] draws our 
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attention to the fact that there is a special need for analysis and reflection, when research from 

other cultures is implemented in one’s own practice. Rycroft-Malone [10] recommends 

investigations of how expert practitioners make decisions using research-based evidence in daily 

practice and claims that how evidence sources are melted together in clinical decision-making is 

still virtually unknown.  
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Discussion of the methods used in the literature review 

In this study the literature search and appraisal process resulted in17 articles and a Cochrane review 

which were possible to evaluate according to the evidence hierarchy. Of these, three articles on 

client-centred approach were ranked, and one article had the highest evidence strength (A). Of the 

14 articles and one Cochrane review on use of everyday life occupations, seven articles had 

research with the highest evidence strength (A).  According to the evidence hierarchy the results 

implied stronger evidence for the use of everyday life occupations in stroke rehabilitation than for 

the use of a client-centred practice. The research on client-centred practice produced relatively more 

qualitative literature than did the use of everyday life occupations.   

When the articles were mapped out according to the Evidence Taxonomy, it was revealed that 

the research mainly reflected personal and qualitative knowledge (Q1; 7 articles) and quantitative 

and general knowledge (Q4; 17 articles and one Cochrane review). Thus, in relation to client-

centred practice and use of everyday life occupations the research found in the included articles 

reflected both biomedical and phenomenological knowledge, thus reflecting the knowledge base of 

the profession.  

This study may be limited by the search strategy used. Systematic searches were undertaken 

in the following databases: PubMed, Cinahl, OT-seeker, PsykINFO, and Cochrane Library. The 

selection criteria for literature search were to include studies published during 2000 – 2007 in peer-

reviewed journals and published in English. That is, we may have excluded relevant findings 

published before 2000, research published in other languages than English or research in other 

databases. We have tried to make allowance for the limitations by using the National Stroke 

Guidelines which were considered of the highest quality in a study by Hurdowar et al. (2007), 

evaluating the quality of stroke rehabilitation clinical practice guidelines. When comparing with the 

work of the European Stroke Committee the databases of PubMed/Medline, Cinahl and Cochrane 
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were used in both studies. Even though the committee chose a longer time interval than this study 

the conclusions in both studies were mainly based on literature published after 2000 and based on 

some of the same large systematic reviews. Further, the appraisal tool we used might have affected 

our result. There seems to be no gold standard within appraisal tools (Nicholson 2007). Scales with 

multiple items and complex scoring systems that take more time to complete than simple 

approaches have not been shown to provide more reliable assessments of validity (Nicholson 2007). 

In evaluation of quantitative evidence, there is at present no consensus regarding use of a 

specific evidence hierarchy (Petticrew & Roberts 2003). This has not been considered in the 

systematic reviews and national guidelines included in this study and this may decrease the validity 

of the recommendations given.  Furthermore, there are ongoing discussions on how to rank research 

based on qualitative methods. An appraisal tool evaluating both the methodological and the 

theoretical dimension would have contributed to a more refined appraisal and qualified the 

development of clinical guidelines in this study but was not found at the time. 

  
 
Discussion of the results of the literature review 
 

The main function of evidence-based practice is to create and communicate research-based 

knowledge. The concept is becoming increasingly important within rehabilitation. A widely used 

Danish definition considers rehabilitation “as a goal-oriented, cooperative process involving a 

citizen, his/her relatives and professionals, over a defined period of time. The aim of this process is 

to ensure that the citizen who has significant limitations to his/her physical, mental and social 

functioning or is at risk of acquiring such limitations gains independence and a meaningful life” 

(www.marselisborgcentret.dk., 2007) The literature review undertaken corresponded with the goal-

oriented and cooperative process and the independence and meaningful life of the definition. 
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Sixteen articles and one Cochrane review in the results of the appraisal concerned 

evidence for the use of everyday life occupations within occupational therapy in stroke 

rehabilitation. Bearing in mind that focus especially was on ADL-activities. There was considerable 

evidence for occupational therapy interventions using ADL-activities mainly within familiar 

outpatient contexts. Occupational therapy improves outcome for stroke patients in Personal ADL 

(P-ADL) Instrumental ADL (I-ADL) and in participation.  

Eight articles in the results of the appraisal concerned evidence for a client-centred 

practice within occupational therapy in stroke rehabilitation. Wressle et al. (2002) demonstrated 

strong evidence for use of client-centred practice, especially in combination with clients’ own 

assessment of problems in occupational performance, i.e. Canadian Occupational Performance 

Measure, (COPM) proved useful. 

In 2008 the European Stroke Organisation organised a committee for the purpose of 

collating and appraising the evidence base for rehabilitation interventions. The results were 

published in 2009 (Quinn, 2009). In relation to occupational therapy intervention the overall results 

of the work of the committee was in agreement with the results of the literature review in this study. 

The committee evaluated a systematic review of 9 trials comparing occupational therapy-based 

ADL intervention and reported improved functional outcomes in the active intervention group 

(Legg et al. 2006). They concluded that this result corresponded with the results in an independent 

analysis of 32 trials comparing any occupational therapy intervention with controls, concluding that 

occupational therapy input resulted in modest but statistically significant improvements in ADL 

activities (Steultjens 2003). As occupational therapy aims to promote optimal independence within 

the patient’s home environment, several studies have been performed in the community. Meta-

analysis of these trials, using individual data on 1143 patients, concluded that community-based OT 

can improve performance on ADL measures. A randomized controlled cross-over study found that a 
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problem-solving approach in ADL intervention administered by an occupational therapist improved 

functional outcome and had lasting benefits after treatment was withdrawn (Walker 1996). 

Similarly, a randomized controlled trial found that targeted occupational therapy interventions were 

more successful than passive information provision in improving outdoor mobility (Logan 2004). 

While there is evidence to support occupational therapy intervention after stroke, less is known 

about the specific element of the therapeutic interventions.  Neither the results in the study or the 

European Stroke Organisation are able to conclude, if some specific interventions may be more 

effective than others.  

The committee, furthermore, addressed the optimal setting, timing, intensity and 

duration of the rehabilitation offered. These issues are of utmost importance for the final results of 

the interdisciplinary and cross-sectional rehabilitation service, but are not included in the literature 

review of this study. 

The client-centred perspective of rehabilitation was not discussed by the European 

Stroke Organisation in this paper but a recent study by Pripps and Richardson (2007) including 117 

patients with stroke and 38 patients with traumatic brain injury reinforced present knowledge 

concerning client-centred occupational therapy in stroke rehabilitation. Their study demonstrated 

significant improvements in client perceptions of performance and satisfaction after an outpatient 

occupational therapy program that used a client-centered and occupation-based approach with an 

ethnically diverse sample in a large, urban rehabilitation facility. The use of Canadian Occupational 

Performance Measure (COPM) effectively assisted the patients with neurological impairments in 

identifying meaningful occupational performance goals. Wohlin Wottrich et al. (2007) suggest that 

home environments support the therapists and patients in creating interaction which enables the 

patients to assume responsibility for their own rehabilitation process.  
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PART II – Frames for development of knowledge 

Part II consists of four sections. In the first section the frames of theories of science used in this study 

are presented. This frame can with starting point in phenomenological hermeneutic contribute to 

insight in aspects of importance for the implementation processes of evidence-based occupational 

therapy for stroke patients in this study. Considerations of interpretation methods are presented with 

inspiration from the part of Ricoeur’s body of work that concerns interpretation of texts and which 

provides the background for development of a method for analysis and interpretation of the 

empirical materiel in the study.  

The following section sets out the theoretical frame for knowledge translation and the 

PARIHS framework, which are used in the analysis and discussion of how development and use of 

knowledge takes place in occupational therapy practice in the study. Occupational science and 

understandings of clinical reasoning in occupational therapy are presented as relevant frames of 

occupational therapy theory in section three in order to interpret the implementation process and 

thereby also used in the data analysis and discussion of the findings of the study. Subsequently in 

section four action research as a methodological frame inspires the development of knowledge in 

the study.  

 

Frame of theory of science - Phenomenological hermeneutical frame 

In order to further knowledge translation within evidence-based occupational therapy this study 

investigated aspects which influence implementation of evidence-based occupational therapy in 

stroke rehabilitation. Qualitative research approaches were appropriate when the purpose of the 

study was to understand and interpret meaningful phenomena in context and useful to investigate 

experiences, attitudes and knowledge (Green & Thorogood 2004, Öhman 2005, Thornquist 2006). 

According to Popay & Williams (1998) qualitative research is concerned with relationship between 
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knowledge, experience, the action and the contexts that shape these processes. With the aim of 

obtaining a deeper understanding of the issues of concern a phenomenological-hermeneutic 

approach was used.  

This phenomenological- hermeneutic approach was inspired by the French 

philosopher Ricoeur’s (1913 – 2005) theory of interpretation. Especially within nursing research 

Ricoeur’s theory of interpretation has previously been used (Geanellos 2000; Hounsgaard 2004; 

Linseth & Norberg 2004; Hounsgaard et al. 2007; Dreyer & Pedersen 2009) and recently also 

within occupational therapy research (Petersen 2009). In Ricoeur’s thinking the use of 

phenomenological hermeneutics is like an argumentative discipline: a text never has only one 

meaning and there is not just one probable interpretation, but one interpretation can be more 

suitable than another and the argument gives credibility and validity to the interpretation (Ricoeur 

1979). Ricoeur acknowledged the presence of the interpreter’s prejudice due to tradition and 

stressed the importance of self-understanding (Geanellos 2000; Rendtorff 2000). In this 

interpretation method, dialectical movement between explanation and comprehension is crucial 

(Ricoeur 1979; Thornquist 2003; Dreyer & Pedersen 2009).  

Ricoeur objectified the text instead of subjectifying it. A way to achieve this 

objectification of the text is through distanciation in the interpretation. Methodologically, 

distanciation objectifies the text by releasing it from the author’s or research subject’s intentions or 

meanings, from the situation and the original context and give it a life of its own (Ricoeur 1983; 

Geanellos 2000; Thornquist 2003). Ricoeur directed the attention to what the text talks about and 

not who the author was. The text communicate a cause (Thornquist 2003) Thus the distanciation 

made it possible to leave the individual level and to investigate and highlight aspect of importance 

for the implementation process at a group level which is analytic level of this study.  

56  



In this study texts were created from transcriptions of empiric data generated in field 

observations, individual interviews and focus group interviews. Using an analytic method inspired 

by Ricoeur’s theory of text interpretation a comprehensive understanding of the meaning of the text 

was obtained. In the literature, the method is described with small differences in the way of using 

each level, but in all cases the analysis becomes an in-depth analysis (Hounsgaard 2007; Dreyer & 

Petersen 2009). The method conprises several levels of interpretation: a naïve reading, a structural 

analysis and a critical interpretation and discussion (Thornquist 2003; Hounsgaaard et al. 2007, 

Dreyer and Pedersen 2009, Petersen 2009). According to Ricoeur (1979) the naive reading requires 

that the text to be read non-judgemental using a phenomenological approach. Naive reading helps to 

obtain a holistic understanding of meaning content.  At the second level the structural analysis aims 

to clarify any dialectics between the holistic understanding of the naive readings and explanation of 

what the texts mean prior to deeper critical interpretation. Structural analysis is a shift from what 

the text says to what it actually means. The analysis moves from describing units of meaning (what 

was said), then by identifying and formulating units of significance (what the text talks about) and 

finally to develop themes for critical interpretation. The themes identified by the structural analysis 

are interpreted and discussed during critical interpretation at the final level. In this process 

interpretation of the themes reverts to the text in a hermeneutic spiral that reflects a dialectic process 

between explanation and comprehension (Hounsgaard et al. 2007). The interpretation takes place in 

front of the text as a dialog between the text and the reader (Hounsgaard 2004). During the critical 

interpretation and discussion, it is possible to explore the themes deeper and to facilitate the 

development of a new understanding and new knowledge, in a shift from a surface to a more in-

depth interpretation (Hounsgaard et al. 2007). When following the test beyond the situation and the 

intentions of the author and beyond the reader’s situation, the text discloses possible ways of being 
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in the world (Geanellos 2000). The use of these analytic levels in this study is presented in data 

analysis as well as in study 2 and study 3 at pp. 45- 47. 

 

Theoretical frame - Knowledge Translation 

The knowledge obtained in the research of knowledge translation is important in the process of 

answering the challenges occupational therapy faces when implementing research-based evidence 

in daily clinical practice. 

Despite the resources used in health sciences research, findings show that the transfer 

of research findings into clinical practice is often a slow process (Graham et al. 2006). This means 

that patients have to do without treatment of proven benefit either because the implementation 

process is lacking all together, is too uncertain or because the time it takes for research to be 

implemented in practice is unacceptably long. This situation results in inefficient use of limited 

health service resources and the current emphasis on evidence-based, cost–effective and 

accountable health care has increased the interest in knowledge translation research (Graham et al. 

2006). 

Knowledge translation research draws on a wide theoretical and empirical base and 

currently there is no satisfactory overarching knowledge translation theory (Estabrooks et al. 2006). 

Nine diffusion research traditions have been identified within the domain of innovation diffusion, as 

it is a research tradition well documented. They are: anthropology, early sociology, rural sociology 

(dominant until the 1960's), education, public health/medical sociology, communication, marketing, 

geography, general sociology (Estabrooks et al. 2008). In this study the following definition of 

knowledge translation is used: “A dynamic and iterative process that includes the synthesis, 

dissemination, exchange and ethically sound application of knowledge to improve health, provide 
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more effective health services and products and strengthen the healthcare system (Straus et al. 2009 

a, p. 1- 2) providing clarification of the extent and dynamic characteristic of the concept. 

Implementation is a commonly used term within health research. Health researchers 

frequently use the term implementation research when referring to research aiming to investigate 

the influences on health care practitioners’ beliefs, choices, and decision-making in order to identify 

the combination of methods which would achieve the behavioral shifts required to improve clinical 

practice (Estabrooks et al. 2006). When used in this thesis “implementation is defined as a function 

of the relation between the nature of the evidence, the context in which the proposed change is to be 

implemented, and the mechanisms by which the change is facilitated. Instead of a hierarchy or 

linearity of cause and effect each of these dimensions has to be considered simultaneously” (Kitson 

1998 p. 150) both definitions capturing the dynamic relations of the evidence, the process and the 

contexts involved. 

A range of models and theoretical perspectives focused on narrower and related areas 

have been available for some time (Estabrooks et al. 2006). Furthermore an inconsistent use of 

concepts within the field of research seems to exist with interchangeably use of concepts as 

knowledge translation, knowledge transfer, knowledge exchange, research utilization, 

implementation, dissemination, and diffusion. Despite growing international interest in the research 

field meaningful and consistent definitions of central concepts are also still under development 

(Graham et al. 2006). Estabrooks et al. (2006) argue that multiple theoretical perspectives are more 

powerful than an overarching theory for guiding knowledge translation processes. A range of 

theories is necessary to guide implementation in order to develop testable and useful interventions. 

The process of implementing an evidence-based practice is essentially the same for 

occupational therapy as for other health professions. There is, however, limited evidence 

concerning transferring research utilisation models within professional practices as the professions 
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differ in philosophical approach, practice models and operational structures (Caldwell et al. 2008). 

The framework Promoting Action on Research Implementation in Health Services (PARIHS) 

relates to the concept of evidence-based practice trying to represent the complexity of the change 

processes involved in implementing research-based practice. It has proved to be a useful practical 

and conceptual heuristic in framing research or knowledge translation and has the potential to be 

used as a practical and pragmatic tool at a local level (Kitson 2008). The framework will be used in 

this study as an analytic frame in order provide perspectives and structures for discussing the 

investigation of implementation of research-based evidence in occupational therapy and is 

presented in the following section.  

 

PARIHS-framework 

The Promoting Action on Research in Health Services (PARIHS) is a conceptual framework which 

was developed inductively by a research and development team in the Royal College of Nursing 

(RCN) Institute in the late 1990’s (Rycroft-Malone & Bucknall 2010). The framework was 

generated in response to a growing dissatisfaction with what was believed to be mistaken reliance 

on rational decision-making and linear processes and as a lack of accounting for important 

influences of context (Kitson 1998; Estabrooks et al. 2006, Rycroft-Malone & Bucknall 2010).The 

PARIHS framework is a conceptual framework presenting successful integration of research in 

clinical practice as a function of the relationships among evidence, context, and facilitation (Figure 

I). 
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Figure I. PARISH Framework. 

PARiSH framework Evidens
Research, Clinical experience, 
Patient experience, Local 
data/information

Weak ----------------Strong

Context
Culture, Leadership 
and Evaluation

Weak -------------Strong

Facilitation
Purpose, Role, Skills

and Attitudes

Weak ---------Strong

 

 

 The framework stresses the complexities of the integration process and considers the 

three elements to have a dynamic and simultaneous relationship. The assumption is that for 

implementation to be successful, there needs to be clarity about the nature of the evidence being 

used, the quality of context, and the types of facilitation needed to ensure a successful change 

process (Rycroft-Malone 2004).It also proposes that because current research is inconclusive as to 

which of these elements is most important in successful implementation they should all have equal 

standing (Kitson et al. 1998). The main features and assumptions of the framework are: 

• Evidence including research evidence, clinical experience including professional craft 

knowledge, patients’ preferences and experiences, and local information. 

• Integrating evidence in practice involves developing a shared understanding of the effects. It 

is considered a dialectical process that requires careful management and common effort 

within the group of practitioners. 
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• For an integration process to become successful local culture, leadership and evaluation 

need to be considered. Local context benefits from transformational leaders, features of 

learning organisations, appropriate monitoring, evaluative and feedback mechanisms. 

• A successful integration needs appropriate facilitation. Facilitation requires flexibility and 

ability to combine a range of different techniques in which the facilitator need to carry out 

the role with appropriate skills, personal attributes and knowledge. The purpose of 

facilitation varies from providing help and support to achieve specific goals to enabling 

individuals and teams to analyse, reflect and change attitudes, behaviours and daily routines 

(Harvey et al. 2002; Rycroft-Malone 2008; Kitson et al. 2008). 

 

The three elements evidence, context, and facilitation are each positioned on a high to low 

continuum. Each sub-element positioned under the elements can be assessed to be towards high. A 

successful implementation is more likely when all the sub-elements and thereby elements are 

evaluated towards high. Evidence needs to be appraised and evaluated strong, match local clinical 

experience and patient preferences and, furthermore, include relevant local data (high evidence). 

Local context is more receptive to change when there are sympathetic cultures, strong leadership 

and appropriate evaluative systems (high context). Moreover the implementation needs to be 

supported by well qualified facilitation (high facilitation) (Rycroft-Malone 2004). 

 

Frames of occupational therapy theory    

Knowledge of the frames of occupational therapy theory is essential in order to develop evidence-

based clinical guidelines of relevance for occupational therapists. Occupational therapists around 

the world share a fundamental understanding of everyday activities’ important influence on human 

health and wellbeing (Townsend 2002). From an occupational therapy perspective Wilcock (1998) 
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offers her definition on health as ”the absence of illness but not necessarily of disease; a balance of 

physical, mental, and social wellbeing, attained through socially valued and individually meaningful 

occupation, enhancement of capacities and opportunity to strive for individual potential; community 

cohesion and opportunity; social integration, support, and justice, all within and as part of a 

sustainable ecology” (Wilcock 1998, p. 110). New patterns of everyday life activities are required, 

when health is challenged. Occupational therapists specialize in assisting people through personal 

and environmental change in times of transition. The aim is to enable people to choose meaningful 

activities by assisting in the discovery and creation of new patterns of everyday life activities and 

development of new environments. In this context health and well-being are influenced by having 

choice and control and the ability to engage in everyday life activities (Law et al.1998). Restoration 

of the individual’s ability to function independently, experience coherence and exercise choice and 

control in his/her everyday life activities increases productivity and life satisfaction (Hýden 1997). 

A systematic implementation of an evidence-based client-centred and activity-based practice is in 

line with the profession’s theoretical foundation and ethical guidelines.  

 

Occupational science 

A change towards an evidence-based practice had to accommodate local professional conceptual 

framework and contexts in order to be implemented. As occupational science is an important 

knowledge source for occupational therapy research and occupational therapy practice, it becomes a 

valuable knowledge source in this study.  

Occupational science is conceived as a basic science focusing on the study of the 

human as an occupational being including the need for and capacity to engage in and orchestrate 

daily occupations in the environment over the lifespan (Yerxa et al. 1990). Occupational science 

originated as a basic social science but has more recently been described as a science that is both 
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basic and applied focusing on the form, function and meaning of human occupation in all contexts, 

including the therapeutic context (Zemke & Clark 1996). Occupational science is a science founded 

by occupational therapists established out of a need for scientific knowledge that focused on the 

multifaceted nature of engagement in occupations and its use in therapy (Blanche & Henny-Kohler 

2000; Bendixen et al. 2005). Occupational science has contributed to occupational therapy by 

providing knowledge and evidence on how human occupation develops and on the form, function 

and meaning it provides. In the recent decade discussions within occupational science present an 

increasing attention to cultural and social aspects’ influence on central concepts as occupation. In 

2000 Hocking called attention to the fact that the view of occupation was characterised as being 

quite individualistic and largely health focused (2000). The same issue is discussed by Dickie et al. 

(2006) who state that occupational science would benefit from further investigation and 

interpretation of how occupations are integrated with social relationships, cultural contexts and 

community actions. Later Leclair follows up and discusses the lack of consensus on a universal 

definition of occupation within the occupational therapy profession in the light of different areas of 

practice. Leclair points out that occupations can be shared among individuals, groups and 

communities, and stresses that this is a fact which is not widely recognized or developed in the 

literature (Leclair 2010). Rudman and Dennhardt (2008) discuss yet another issue related to the 

concept of occupation. They argue that occupation as defined within contemporary occupational 

therapy models is a basic need for all people regardless of culture. Rudman and Dennhardt claim 

that even though culture is increasingly being recognised as having a profound influence on 

occupation there has been little critical reflection on the cultural underpinnings of central 

occupational concepts. An important view Hammell also argues in one of her contributions to the 

debate stressing that scientific and professional integrity require a sceptical approach and a sound 

evidence base. Hammell calls attention to the fact that most influential occupational therapy 
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theories have been developed in urban areas of the English-speaking nations of the Western world, 

and as such reflects minority viewpoints in a global perspective (Hammell 2009). In line with this 

view Pollard et al. advocate for occupational science to be the theoretical basis of evidence of 

practice changes as they take a critical standpoint focusing on social changes and occupational 

justice (Pollard et al. 2010).   

Occupational therapists in Scandinavia have welcomed the development of an 

occupational science (Bendixen et al. 2005). The Scandinavian occupational therapists also 

recognise that local cultural, economic and political issues influence the theoretical development of 

occupational therapy reflected in different values and perspectives. I 2000 Björklund stressed the 

importance of a critical approach to cross-cultural occupational therapy research and theory 

development which is not deeply rooted in ones own society, as the unfamiliar culture represented 

in the theory affects the implementation in clinical practice (Björklund 2000). Persson et al. (2001) 

point out that occupational theories from America and England have been adopted, and a 

Scandinavia perspective is taking shape. An important line in this development is the increased 

interest in narratives, clinical reasoning and phenomenology. These approaches focus on meaning 

and life course development within the lives of occupational therapy clients. Furthermore, the 

presentation of human occupation in a scientific context has provided health political interest and 

interest from other scientific disciplines (Bendixen et al. 2005). 

 

Clinical reasoning within occupational therapy  

Within both occupational science (Bendixen et al. 2005) and occupational therapy it is recognized 

that dynamic system theories create basis for knowledge of the complexity in human activity 

(Persson 2001). Occupational therapy in Scandinavia is deeply influenced by the American 

conceptual framework developed by Kielhofner (Kielhofner 1997) which reflects the human 
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beings’ occupational nature, the occupational dysfunction as a problem focus and occupation and 

the dynamics of therapy. The conceptual framework is concerned with a holistic and dynamic 

understanding of the complex relations between the person and the environment, of everyday life 

activities and of the occupational therapy process. Moreover, the Canadian publications of 

occupational therapy theory, models and guidelines for a client-centred practice have influenced 

Danish occupational therapy (Townsend 2002, Townsend & Polatajko 2007). In this conceptual 

framework occupational therapists regard the individual importance people put on meaningful 

activities to be closely connected to their life situation and own local culture (Townsend 2007).  

In relation to the individual patient Persson et al. underline ”the discovery of meaning is one of the 

key features of occupation, in which lies the potential for transforming ourselves and society” 

(Persson et al. 2001, p. 2). Consequently, therapeutic use of everyday life activities is considered to 

play a fundamental role in creating and experiencing meaning and needs to be flexible and 

individually timed and organized.  

The possibilities of clarifying the professional dialogues concerning the development of an 

evidence-based practice are increased by including the knowledge and clinical experience created in 

practice (Kielhofner 2001). As “clinical reasoning is recognized as the core of occupational therapy 

practice” (Chapparo & Ranka 2008 p. 269) the theoretical frame for occupational therapy theory 

focused on clinical reasoning. Thus three essential but not comprehensive ways of clinical 

reasoning identified in an American study (Mattingly & Fleming 1994; Mattingly et al. 1997) were 

chosen. The reasoning tracks were empirically based and correspond well with the content of the 

five clinical guidelines which were to be implemented as the guidelines focus on core values in 

occupational therapy practice: 
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• Procedural reasoning, which was dominated by a hypothetically deductive and logical 

reasoning closely related to scientific knowledge within biomedicine – focus: problem 

definition and problem solving  

• Interactive reasoning, where narrative reasoning was found originated from a 

phenomenological paradigm and concerned with the patients illness experiences and about 

developing partnership with the patient - focus: to know how the person feels about the 

treatment, to better understand the experience and meaning of the disability from the 

person’s perspective, to know the person as a person, to communicate a sense of acceptance, 

trust and hope.  

• Conditional reasoning, where procedural and interactive reasoning were integrated and 

where the therapist aims to understand the patient within his or her life-world including 

context and time dimensions – focus: this reasoning style moves beyond specific concerns 

about the person and the physical problems and places them in broader social and temporal 

contexts, imagining how the condition  could change  -  the patient must participate not only 

in the therapeutic activities but also in the construction of the image of the possible outcome.   

 

In order to articulate tacit dimensions of occupational therapy practice Mattingly and Fleming 

developed a language choosing terms both within the informal language the therapists themselves 

used and terms borrowed from other disciplines. These terms fast became familiar in the 

occupational therapy communities (Mattingly et al. 1997) and inspiring to other occupational 

therapists in their research. Moreover, the terms are now common in occupational therapy 

textbooks. Their study also showed that the occupational therapists experienced difficulties in 

prioritizing between the biomedical and the phenomenological approaches to the clinical problems 

they encountered in daily practice ”We also sensed a deeper dilemma, a conflict between some 
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essential occupational therapy values, such as the importance of the individual and the role of 

choice-making in constructing a sense of self, and essential medical model values such as scientific 

objectivism and the need for control” (Mattingly & Flemming 1994, p. 295). A Danish study 

showed that these dilemmas are familiar in Danish occupational therapy practice (Tjørnov 1997).  

The occupational therapy frameworks provide valuable knowledge on conceptual 

foundation and clinical reasoning and thereby offer useful theoretical background for investigation 

of occupational therapists’ decision-making in daily practice. 

 

Methodological frame – Action research 

The study is inspired by an action research approach, as the collaborative and learning aspects of 

the implementation process and the practical outcomes in the local contexts were of importance 

(Grundy 1982; Kemmis & McTaggart 2000; Atwal 2002; Taylor et al. 2006; Wagner 2006).  

 

Figure II. The action research process in the study  

Acute hospital
•Workshops on
EPB
•Group 
discussions of 
results in the 
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implementation
process
•Implementation
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Rehabilitation hospital
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•Discussion on implementation
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•Implementation EBP
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tation process
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practice?
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Action research inspired implementation process

Kristensen 2010
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Action research is often used if the aim of the research is to investigate and facilitate 

change in a social setting (Kemmis & McTaggart 2000; Kelly & Simpson, 2001). While also 

advocating for a collaborative approach to research utilisation Finleyson et al. (2005) call for more 

documentation in occupational therapy literature in the form of the occupational therapists gaining 

increased understanding and use of an evidence-based practice, enhanced reflective clinical 

reasoning and improved quality of clinical practice.  

Action research was by Carr and Kemmis (1986 p. 162) defined as “A form of self-reflective 

enquiry undertaken by participants in social situations in order to improve the rationality and 

justice of their own practices, their understanding of these practices, and the situations in which 

these practices are carried out”. Given this definition action research is contextual to the practice 

being studied in order to be meaningful and relevant (Taylor et al. 2006). For that reason the 

methods used in action research should also be specific to the needs of the study (Spalding 2009). A 

combination of research methods such as observations, interviews and investigation of relevant 

documents is generally used (Spalding 2009) as is also the case in this study. The participatory 

action research methods were mainly carried out within an overarching action planning model 

including workshops, planning meetings, discussions, audits and evaluations The collaboration 

included the six steps described below (Taylor et al. 2004, Taylor et al. 2006): 

 

• Step 1. Clarifying the problem through critical reflection and analysis. An initial step of 

action research involves careful reflection on and documentation of the concrete and specific 

ways the participants view a problem in the local practice context 

• Step 2. Analysis and Planning. Selecting the research questions or hypotheses that will be 

answered or tested in the process  
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• Step 3. Developing Service Strategies. This next step involves participants analysing and 

choosing potential service strategies that can be implemented to understand and address the 

problem 

• Step 4. Design, Data Collection and Analysis Methods. After the strategies have been 

chosen the participants and the researcher engage in choosing the research design, approach 

to data collection and analysis 

• Step 5. Implementing Action. Action can take on many shapes and meanings. The 

participants will benefit most from the research if they can be fully engaged in the action.  

• Step 6. Reflection and Utilization. In the final step participants and researchers reflect in 

common on the action process and the results they have achieved  

 

While engaging in action the research process is usually represented as cyclic processes of 

learning, planning, implementing and evaluating as illustrated in Figure II (Grundy 1982; Spalding 

2009) - each cycle undertaken with the purpose of deepening knowledge and developing practice as 

the process encourages reflection and change undertaken collectively in a supportive environment 

(Wilding & Whiteford 2008). However, the criterion of success is not whether the participants have 

followed the steps faithfully but rather if they have a strong sense of development in their practices 

and their understanding of their practices and the situations in which they practice (Kemmis & 

McTaggart 2005).  

 

Figure III. The action research cycle 

Evaluation

Implementation

Learning

Planning

Kristensen 2010

 

70  



 

Action research implies recognition of the experience and knowledge of the 

occupational therapists in clinical practice (Taylor et al. 2006) and encourages them to engage and 

take responsibility for the change process, as such an action research approach is based on a 

democratic process (Wagner 2006). In the light of the busy, ever changing contexts of the study and 

the study being a learning process for all involved the action research methods used are 

predominantly within line of the practical-deliberative action research (Grundy 1982). Thus, this 

action research approach is based on hermeneutic interpretation (Atwal 2002, Borg et al. 2007).   

My insider knowledge was used as I was in charge of planning and organizing the 

action research approach. The collaboration was mainly carried out using an overarching action 

planning model of learning, planning, implementing and evaluating in interactive workshops, 

planning meetings, discussions, audits and evaluations.  

Furthermore, I functioned as an external facilitator in all three settings (see p. 37) 

being responsible for the implementation process. In both settings A and B gatekeepers had 

appointed internal roles as responsible for development of the professional practice and took part as 

internal facilitators. The internal facilitators and I worked closely together during the entire 

implementation process.  

Theory generated or enriched through action research builds on knowledge developing 

while the participants work together to improve their understanding of particular practices (Taylor 

et al. 2006). The action research approach aims to express and develop both theory and practice in 

relation to the each other through critical reasoning, emphasizing their dynamic interaction and 

consequences (Kemmis & McTaggart 2000). 
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PART III – Methods, material and process    

Part III sets out the methods, material and process used to investigate how occupational therapists 

reason and what factors facilitate implementation of an evidence-based knowledge in occupational 

therapy within stroke rehabilitation. The implementation process in collaboration with three 

occupational therapy settings including 25 occupational therapists is presented. Next data collection 

consisting of 41 field observations, 14 individual interviews and 6 focus group interviews is 

presented. In the last part of the section ethics and preconceptions are accounted for. 

Based on the results of the literature review in study 1 two clinical guidelines were 

developed. In Paper I the two evidence-based clinical guidelines concerning client-centred and 

activity-based practice are presented. Further three clinical guidelines regarding standardized 

assessment tools based on client-centred practice and activity-based intervention were developed in 

cooperation with the occupational therapists. Literature reviews following the same procedures as 

described above were undertaken. All five evidence-based clinical guidelines were implemented in 

studies 2 and 3 (Appendix 1 – 5) using multi-faceted strategies of implementation (Grimshaw 2004, 

Grimshaw 2006, Kitson 2009b).  Aims and standards of the five guidelines are presented in Table I.   

Study 2 aimed at uncovering how occupational therapists reason when implementing an evidence-

based occupational therapy in stroke rehabilitation. Study 3 aimed at uncovering factors that 

facilitate the implementation of an evidence-based occupational therapy in stroke rehabilitation.  
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Table I. Central points in the five evidence-based clinical guidelines 

 
Clinical 
guideline 
 

Activity-based 
intervention  
 

Client-centred 
practice  

Assessment of 
Motor and Process 
Skills (AMPS) 

Arnadottir 
OTADL 
Neurobehavioral 
Evaluation (A-
ONE) 
 

Canadian 
Occupational 
Performance 
Measure 
(COPM) 

Aim To use 
activities that 
the patient 
considers 
meaningful 
both as means 
and goals in OT 
practice. The 
purpose is to 
use activities 
and 
environments 
actively in 
order to assist 
the patient in 
enabling 
meaningful 
occupational 
performance in 
everyday life 

To use client-
centred OT 
practice in order 
to improve 
satisfaction with 
OT intervention, 
increase 
adherence to 
therapy 
recommendations, 
and improve 
outcome in 
everyday life 
occupations  
 

To use AMPS as 
part of the 
assessment process 
and basis for 
common goal-
setting in order to 
use standardised and 
valid assessment 
tool in the 
assessment process 
of the patients 
occupational 
performance and 
prognosis. 
 

To use A-ONE as 
part of the 
assessment process 
and basis for 
common goal-
setting in order to 
use standardised and 
valid assessment 
tools in the 
assessment process 
of the patients 
occupational 
performance 
 

To use COPM as 
a standardised 
assessment in OT 
practice in order 
to clarify the 
patients’ 
subjective 
experience of 
problems in their 
occupational 
performance in 
everyday life and 
to create basis for 
at client-centred 
and goal-directed 
rehabilitation 

Standard 
 

At least 80% of 
the intervention 
given to the 
patients is 
activity-based  

At least 60%  - 
30% of the 
admitted patients 
collaborate with 
the OT in 
common goal-
setting within  
8./14 days of 
admission 
 
At least 80%  of 
the outpatients 
collaborate with 
the OT in 
common goal-
setting using 
COPM 

At least 40% of the 
admitted patients are 
tested by the use of  
AMPS within 8 days 
of admission 

At least 40% of the 
admitted patients are 
tested by the use of  
A-ONE within 8 
days of admission  
 

At least 30% of 
the admitted 
patients 
collaborate with 
the OT in 
common goal-
setting using 
COPM within 14 
days of admission 
 
At least 80%  of 
the outpatients 
collaborate with 
the OT in 
common goal-
setting using 
COPM 
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Settings  

In order to aim at a differentiated and thorough investigation of aspects which influence 

implementation of evidence-based occupational therapy in stroke rehabilitation, data were 

generated in three settings covering Danish healthcare’ general service to adult stroke patients.  

• Setting A was located in an acute hospital. The 15 occupational therapists taking part 

in the study were all working within neurology. In this setting the patients were mainly in the acute 

phase of their rehabilitation.  

• Setting B was located in a rehabilitation hospital exclusively for patients with 

neurological diseases. The 7 occupational therapists participating in the study were all working 

within neurorehabilitation. This setting solely represented sub-acute rehabilitation. 

• Setting C was set in the municipality. The 3 occupational therapists who took part in 

the study were working as generalists. This setting represented sub-acute and home rehabilitation. 

 

 

Participants 

 The 25 occupational therapists participating in the study were all female and had an average age of 

38 years (covering from 27 to 57 years) and on average 8 years of experience in stroke 

rehabilitation (covering from 2 to 28 years). The age, professional experience and participation of 

the occupational therapists are presented in Table II. 
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Table II. Occupational therapists – age, professional experience, participation 
 
Occupational 
therapist 

Year of 
graduation 

Age Experience within 
stroke 
rehabilitation 

Field 
observation 

Individual 
interview 

Focus group 
interview 

Setting A       
Tp A 1987 44  5  x   
Tp B  2002 31  5  x x x 
Tp C  2002 30  5  x   
Tp D  1987 48  14  x x x 
Tp E  2005 46  2  x   
Tp F  2000 41  6    x 
Tp G  2006 27  2   x 
Tp H  1979 57  28    x 
Tp I  2001 32  5½  x x x 
Tp J  1988 49  19    x 
Tp K  2004 29  2    x 
Tp L  2002 31  5    x 
Tp M  2005 29  3½    x 
Tp O  2000 34  3   x  
Tp P  2000 32  6½   x x 
Setting B       
Tp 1  2002 32  6½ x x  
TP 2  1997 36  2   x  
Tp 3 1996 36  11 x x x 
Tp 4  2006 28  2 x  x 
Tp 5  1999 38  8  x x x 
Tp 6  2003 30  2   x  
Tp 7  1987 45  16    x 
Setting C       
Tp I     x x x 
Tp II     x x x 
Tp III  2002 30  4  x x x 
Summary    13  13  18  
 

 

Methods 

Data generation 

As qualitative research allowed for flexibility throughout the research process, the continuous 

generation and analysis of data affected the extent, focus and use of methods in the generating 

process (Green &Thorogood 2004, Denzin & Lincoln 2005, Öhman 2005).  

Through occupational therapists who became gatekeepers in the settings the study was 

presented for local leaderships, occupational therapists and interdisciplinary team members who 

expressed interest. Together with local leaders confirmation of participation stating ethics, time use 

and collaboration were agreed (Appendix 6). All occupational therapists in the settings were further 
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introduced to participation in the study (Appendix 7). Participation was throughout the 

implementation process voluntary and occupational therapists who were or became interested were 

able to take part in the process. 

The generating process took place over a period of 20 months (May 2006 – December 

2008) and comprised field observations, focus group discussions and individual interviews 

conducted in all three settings. The data generating is presented in Figure IV.    

 

Figure IV. Data generating process 

2006 200920082007

Analysis
4 Focus group

interviews

13 Case reports

3 Final  
interviews

41 Field 
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Literature
studies
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Implementation 
EBP

Knowledge Translation

Boll & Kristensen 2009

 

 

 

The trustworthiness of this study of a complex integration process was enhanced by combining 

research methods that had different approaches to producing knowledge of the process.   

.    
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Participatory field observations  

I chose to initiate the study where interaction in clinical practice took place (Wadel 1991) as  

a community of practice is a rich form for researchers who study practice-related questions 

(Corcoran 2006). The generation of data was initiated with field observations in all three settings. 

The majority of the 41 participatory field observations of occupational therapists’ clinical practice 

took place in the summer and autumn of 2007 (Figure IV).  During this time I took part in daily 

practice on prearranged appointments. The patients had been informed of my study and were asked 

by the occupational therapists, if I was allowed to be present during their occupational therapy 

interventions. If accepted, the interventions were put on booking schedules by the occupational 

therapists, which I later used as my daily planner.  

The participatory field observations took place in all three settings over a period of 10 

months by the researcher being present in the settings and amounted to a total of 41 recorded 

observations dispersed in numbers of 16 - 13 – 12 respectively. The observations lasted in general 

between ½ - 1½ hours focusing on occupational therapists’ interaction with stroke patients in 

hospital, in their own homes or in the local community. All stroke patients and relatives were 

informed in advance by the occupational therapists and had approved the researcher’s presence.  

The structure of the participatory field observations was based on Spradley’s nine 

major dimensions of every social situation (Spradley 1980) here focusing on the space, the actors, 

the activity, the feelings expressed and the time in order to generate detailed and differentiated data 

which included the persons present, the actions and communication they engaged in and the context 

in which the sessions took place. Observations open up for gathering data through firsthand 

experiences, which Fangen believes enhances the researcher’s understanding and interpretation of 

the field (Fangen 2004).  In the beginning the researcher aimed at being open when choosing the 

sessions to be recorded. Later in the process of generating data the sessions were strategically 

78  



weighted in order to ensure variation. During the assessments and interventions the occupational 

therapists’ and the patients’ actions and conversations were noted. After the sessions short and 

informal interviews with the occupational therapists took place. Data from these interviews were 

also noted. The continuous reflections on the observations included the use of a checklist based on 

the three tracks of reasoning developed by Mattingly and Fleming and the five clinical guidelines 

which were to be integrated in daily practice (Mattingly and Fleming 1994).  

Field notes of complementary observations from the settings and researcher’s 

reflections were produced (Lincoln and Guba 1985). At the same time emerging ideas, preliminary 

analysis and interpretations were noted and formed material for the interview guides and the next 

step in the generating of data (Emerson et al. 1995, Fangen 2004, Green & Thorogood 2004).  

 

Focus group interviews    

When a study to a great extent is based on field observations researchers may use focus group 

interviews to inform their analytical interpretations with the participants’ own interpretations 

(Halkier 2005). 

Data from the first five months of observations were used to design an interview guide 

applied in four focus group interviews with the occupational therapists who took part in the study. 

In the autumn 2007 (September – October) 4 focus group interviews were undertaken within the 

same three occupational therapy settings. – two interviews in the larger setting and one interview in 

each of the smaller settings (Figure IV). A total of 17 occupational therapists participated in the 

interviews. This first line of focus group interviews were kept within the separate settings.  

A systematic presentation of the preliminary results from the observations was 

together with questions based on the researcher’s reflections and literature studies used to design an 

interview guide. The guide was then applied in focus group interviews with the occupational 
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therapists who took part in the study. In the focus group interview a strategical group of participants 

are guided to discuss and reflect on key subjects in order to throw light on experiences, reflections 

and positions and based on mutual inspiration opening up for tacit knowledge (Kitzinger 1994, 

Boylén og Lunde 1995, Halkier 2005, Ivanoff & Hultberg 2006). The combination of group 

interaction and the researcher deciding the themes for discussion is one of the strengths of the focus 

group interviews (Halkier 2005). The dynamic quality of group interaction allows the participants to 

react to and build upon the responses of other group members. This often leads to more elaborated 

accounts than those generated in individual interviews (Wilkinson 2004). A total of 17 occupational 

therapists took part in these interviews. Due to local work schedules and the number of participants, 

two focus group interviews were held in one setting and one in each of the other settings. These 

four focus group interviews were kept separate within the three individual settings in order to be 

able to analyse data related to the local contexts. The focus group interviews lasted between1½ - 2 

hours.  

Each interview was opened with a resume of the study’s aim, information concerning 

the interview, the development of the interview guide, the analysis process and ethical issues. 

During the focus group interviews the preliminary results were discussed by relating them to the 

participants’ experiences and reflections on daily practice, their reflections on contextual issues, 

own attitudes and personal values. Each participant noted a few key words for later analysis 

together with the transcription of the interview, when a discussion of a key subject was closing. The 

interviews were all audio-taped and subsequently transcribed. All interviews were closed by 

resuming the ethics and the onwards process.   
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Individual interviews 

In the field observations it became evident that the occupational therapist attached importance to 

timing and course of the patient’s rehabilitation process. In order to investigate how the 

occupational therapists’ use of clinical guidelines were influenced by the individual patient’s 

rehabilitation process a number of interviews were conducted with the occupational therapists.  

 The qualitative research interview attempts to understand the world from the 

interviewee’s point of view (Kvale 2000, Kvale & Brinkmann 2009). Based on the structure in a 

case report 13 individual semi-structured interviews were carried out in the spring of 2008 

(February – June) (Figure IV). The structure of the interview guide was based on a descriptive case 

report design (Albert et al. 2005) as ”case reports are highly sensitive in picking up novelty in a 

qualitative way” (Vanderbroucke 1999). Furthermore, Kvale (2000) underlined that essential 

aspects of the therapeutic knowledge are best communicated through examples, stories, metaphors 

and cases. The case report design was presented in an introductory note, which the occupational 

therapists received before the interview and used for preparation (Figure V).  

 

Figure V. Case report design 

 

Background and introduction 

• The purpose of the interview 

• Reasons for choosing a case report design 

Introduction and assessments 

• Introduction of the patient 

• Detailed descriptions of assessments 

• Clinical reflections on the introduction of the patient and the 

assessments 
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All interviews were opened with a resume of the aim of the study, information 

concerning the interview, the analysis process and ethical issues (Kvale 2000).The occupational 

therapist was asked to initiate the interview with a presentation of a phase in a patient’s 

rehabilitation process, in which the occupational therapist had taken part - preferably the course had 

ended recently in order for the occupational therapist to be able to remember details vividly. Some 

courses of rehabilitation were still ongoing. In most cases the occupational therapist described both 

assessments and interventions based on everyday life activities and were asked to reflect upon these 

inspired by the semi-structured interview guide. The interviews were closed by resuming the ethics 

and the process ahead. The interviews all lasting within ½ - 1 hour were audio-taped and 

subsequently transcribed (Kvale 2000). In one interview the recording failed and was replaced by 

field notes.  

 

Final focus-group interviews   

Using elements of action research methods the participants took part in the planning, coordination 

and evaluation of the implementation process in their own local setting. As such both the 

implementation process and the results from the various data collections were discussed in two 

evaluating focus group interviews (Figure IV).  

These final focus group interviews were conducted in the autumn 2008 (October) in 

the major setting.  Occupational therapists from all three settings were invited to take part. Data 

from these interviews will be analyzed and form part of the results in study of the implementation 

process.  

The gathering of data was concluded in two focus group interviews in which the 

participants were supposed to attend across settings in order to widen the basis for discussion. As 

the occupational therapists from one setting were unable to join the interviews, the focus group 
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interviews were supplemented with a semi-structured interview with the facilitator from the missing 

setting.  

The aims of these interviews were to evaluate the action research process and to 

discuss the final results analyzed in the first naïve reading. As such the interview guide took form of 

written statements including statements on both the integration process and the final results from the 

various gatherings. Eight occupational therapists took part in these interviews. The focus group 

interviews lasted between1½ - 2 hours.  

Each interview was opened with a resume of the study’s aim, information concerning 

the interview, the development of the interview guide, the analysis process and ethical issues. In the 

focus group interviews the statements were presented in writing to all participants. They were asked 

to prioritize and discuss the statements by relating them to their own experiences and reflections on 

daily practice, their reflections on contextual issues, own attitudes and personal values. The 

interviews were all audio-taped and afterwards transcribed. All interviews were closed by resuming 

the ethics and the process ahead.   

    The semi-structured interview with the facilitator was undertaken with the same 

interview guide and had the same structure as the focus group interviews.  

 

 

Local audits  

In addition to knowledge that comes from research, clinical and patient experience, the context 

contains sources of important information (Rycroft-Malone 2004). Audit and feedback continue to 

be widely used as a strategy to improve professional practice (Jamtved 2006, Straus et al. 2009 c). 

The audit method is considered suitable to evaluate the quality of the health professional 

intervention and creates opportunity to identify best practice with special reference to deduce 
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learning and clinical experience for future implementation (Blomhøj et al. 2000, 2001, Mainz et al. 

2002).  In the course of improving the occupational therapy practice audit data were collected 

systematically in settings A and B in order to inform and further the implementation process 

(Rycroft-Malone 2004) (Figure III).  

Each setting adapted the clinical guidelines to local context and developed a local 

implementation process. Setting A situated in an acute hospital and the originator of the project 

started out by implementing all five evidence-based guidelines from the beginning of the 

implementation process. Setting B which was located in a rehabilitation hospital was smaller and 

throughout the period marked by having turnover of staff. At setting B the guidelines were 

implemented consecutively. Setting C was set in the municipality. In this setting the therapists who 

took part in the implementation process were not formally qualified to use AMPS and A-ONE 

during this period, thus the implementation process was focused on the three other guidelines. 

In the hospital settings (A and B) daily practice is recorded which was not the case in 

setting C. In settings A and B the individual therapist registers time use and nationally developed 

classification codes (Codes developed by Sygehusvæsenets Klassifications System (SKS)) to 

document the content of the service given to the individual patient in a locally developed IT-system. 

The documentation of the occupational therapists’ daily practice related to the clinical guidelines in 

settings A and B was gathered during the implementation period and used in local audits. The 

facilitators extracted the occupational therapists’ documentation from the local IT systems and 

added up the data.  In Setting A the data gathering was related to the five guidelines respectively. In 

Setting B the audits were held related to the implementation process of the clinical guidelines. The 

audits were held locally in cooperation with the occupational therapists in the settings. The 

facilitators were responsible for the conducting and evaluation of the audit. Time and content were 
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arranged with the participants. In the audits the facilitator presented the data which were 

subsequently discussed and included in the basis for changes of daily practice in the group.  

 

Ethics  

The study was presented to the leaderships in all three setting and confirmations of participation 

stating ethics, time use and collaboration were signed (Appendix 6).  

All occupational therapists were introduced to the study and it was stressed that the 

participation was voluntary. The occupational therapists who agreed to participate received a 

summary of the introduction in writing (Appendix 7).  

Every patient taking part in an observation was informed in advance of the study and 

had consented to the presence of a researcher.  

Patients, settings and occupational therapists participating in the study were promised 

anonymity in the presentation of the study’s results. The study was approved by the Danish Data 

Protection Agency and received j. no. 2007-41-0836.  
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PART IV. Findings, discussion, implications and perspectives 

Part IV introduces the process of data analysis composed of transcriptions, naïve reading, structural 

and critical analysis which is described and illustrated. The findings of the study are presented at all 

three levels of interpretation and further elaborated in Paper II. “How occupational therapists reason 

when integrating research-based evidence in stroke rehabilitation” and Paper III “Facilitation of 

research-based evidence within occupational therapy in stroke rehabilitation“. Finally, the 

registrations of daily practice in Setting A and Setting B are set out. 

In the discussion the methodological considerations, among others the criteria for 

scientific trustworthiness, are presented. Accordingly the findings are discussed using additional 

theories and research. The thesis is concluded with proposing implications for clinical practice and 

new research. 

 

Data analysis 

A phenomenological-hermeneutic interpretation methodology inspired by Ricoeur’s textual 

interpretation of distanciation was used. The interpretation moved between three levels: naïve 

reading, structural analysis and comprehensive interpretation (Ricoeur 1973, Ricoeur1979, Dreyer 

& Pedersen 2009, Tan et al. 2009). This method of interpretation has been used and further 

developed by Nordic researchers (Linseth & Norberg 2004, Hounsgaard 2004, Ericson-Lidman et 

al. 2007, Dreyer & Pedersen 2009).  

In this study the text used in the data analysis is composed of the transcriptions of the 

field observations, individual and focus group interviews and field notes.  

 

 

87  



The naive reading 

The naive reading was a non-judgemental and open-minded reading with the aim of grasping the 

meaning in the text as a whole and regarded as the analysis’ first conjecture to initiate the approach 

for structural analysis. All text in the transcriptions was read several times in order to grasp its 

meaning as a whole and resulted in an initial impression of what the text was about. The impression 

was written down in short sentences capturing the essentials. The analysis then moved from the 

naive reading to the structural analysis. 

 

The structural analysis 

The structural analysis was conducted in order to explain the text and continued seeking to identify 

and formulate themes. This analysis took the form of a movement from units of meaning in the text 

to units of significance. All transcriptions were reread and analyzed separately. In each transcription 

the text was studied in order to interpret what the text says across data. The text was then divided 

into meaning units presenting statements of importance for the investigation. The meaning units 

were read and reflected upon using the naive reading and then condensed into everyday words as 

concisely as possible.  

The condensed meaning units were then reread and reflected upon regarding 

similarities and differences. They were sorted several times considering the relation to the study 

aim. The meaning units that seemed central to the aim were abstracted into sub-themes and 

assembled into main themes, which again were considered, sorted and evaluated in relation to the 

aim in a dialectic process. At this point the analysis of transcriptions was also put together in order 

to be able to analyze and interpret not only in relation to the integration process in the each setting 

but also across process and setting.  
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The critical interpretation 

Pre-understandings, theoretical frames and the aim of the investigation together with the naive 

reading and findings from the structural analysis formed the basis for the critical reflection and a 

comprehensive understanding (Ricoeur 1973, Ricoeur1979). In the critical interpretation the 

dialectic movement between explanation and comprehension in the interpretation continued. 

Moreover, literature that seemed appropriate in the process to revise, widen and deepen the 

understanding of the text was considered (Hounsgaard 2004, Linseth & Norberg 2004, Hounsgaard 

et al. 2007, Dreyer & Pedersen 2009). 

 

 

Findings 

The findings are presented in two sections. The first section consists of the results of the naive 

reading, the structural analysis and the critical interpretation which form parts of Paper II and Paper 

III. The second section presents the analysis of the registrations of daily practice and audits 

undertaken in settings A and B. 
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Paper II Kristensen, H.K., Borg, T. & Hounsgaard, L. How occupational therapists reason 

when integrating research-based evidence in stroke rehabilitation, Accepted for 

publication in Scandinavian Journal of Occupational Therapy. 2010 

 

In order to provide knowledge about research utilization in occupational therapy the aim of this 

study was to investigate aspects affecting occupational therapists’ reasoning when implementing 

research-based evidence on the use of everyday life occupations and client-centred practice within 

stroke rehabilitation. 

 

Background 

Rehabilitation of people with stroke represents an important field in occupational therapy. Acute 

stroke is one of the main factors for morbidity and mortality worldwide. Stroke is the most 

important cause of morbidity and long-term disability in Europe and imposes an enormous 

economic burden (1). In Denmark it is estimated that approximately 40,000 people live with 

disabilities following stroke and every year 15,000 – 16,000 people will suffer a stroke. Stroke often 

causes problems in performing and participating in everyday life activities. Everyday life activities 

are a central concept in occupational therapy practice and considered to give meaning to and 

organize everyday life (2). In this framework health and well-being are influenced by having 

choice, control and ability to engage in everyday life activities. Occupational therapists’ assistance 

in developing new patterns of everyday life activities is required, when health is challenged.  

 

Evidence-based practice 

Evidence-based practice initially developed in the area of medicine has current interest for every 

health profession (3). Evidence-based medicine was defined by Sackett as “the conscientious, 
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explicit and judicious use of current best evidence in making decisions about the care of individual 

patients” (4) and has expanded into evidence-based practice in which the practitioner aims at 

creating a practice, which integrates knowledge from patients’ experiences and preferences, 

research-based evidence and clinical expertise in the clinical decision-making in local context (5). 

The concept of evidence in evidence-based practice is a subject of ongoing discussion and defined 

based on the paradigm used. This emphasises the fact that evidence-based practice is considered to 

be socially and historically constructed and as such constantly developmental, contextual and 

dynamic (5).  

  

Evidence-based practice and occupational therapy 

The shift to evidence-based practice is critical for the continued development of occupational 

therapy (6). The process of implementing an evidence-based practice is essentially the same for 

occupational therapy as for other health professions. There is, however, limited evidence with 

regard to transferring research utilisation models within professional practices as the professions 

differ in philosophical approach, practice models and operational structures (7). The Promoting 

Action on Research Implementation in Health Services (PARIHS) relates to the concept of 

evidence-based practice and was developed within nursing research in an attempt to represent the 

complexity of the change processes involved in implementing research-based practice. The 

framework has proved to be a useful practical and conceptual heuristic in framing research or 

knowledge translation and has the potential to be used as a practical and pragmatic tool at local 

level (8).  

 Various health professions, among others nurses and occupational therapists, rest upon a 

holistic approach and health models integrating knowledge generated within the biomedical 

paradigm as well as interpretive and critical paradigms to underpin daily clinical practice (9). Thus, 
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evidence of relevance for occupational therapy needs to consist of knowledge derived from a 

variety of sources, even though the present evidence-based practice is dominated by a biomedical 

approach (5).  

A complex interplay of personal characteristics, professional culture and context influences 

whether occupational therapists take up the challenge of thoroughly examining their clinical 

interventions (10). A development into an evidence-based practice will involve high levels of 

personal change as it requires reflection, planning and action in a local context over long periods of 

time (11) Despite a growing awareness that implementation of evidence in practice is a complex, 

multi-faceted process, a lack of knowledge remains as to what methods and approaches are 

effective, with whom and in what contexts (8). There is imperfect evidence to support decisions 

about what guideline dissemination and implementation strategies are likely to be effective (12,13). 

In most cases multifaceted strategies tailoring the guidelines to local contexts are needed (14) and 

they are more likely to be integrated, if they reflect common standards, include concrete 

descriptions of the expected interventions and depend on few organizational changes or new skills 

(15). 

 

Clinical reasoning 

There has been very little empirical research examining the strategies and sequence of activities that 

are involved in the occupational therapists’ implementation of research in practice (16,17). In these 

investigations clinical reasoning is of significant importance. Clinical reasoning has been defined as 

a context-dependent way of thinking and decision-making in professional practice to guide practice 

actions utilising core dimensions of practice knowledge, reflexivity, reasoning and metacognition 

(18). In order to assist the implementation of an evidence-based practice, research on clinical 
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reasoning which is in line with the current conceptual framework in occupational therapy is 

required.  

In this study the aim is to investigate aspects affecting occupational therapists’ reasoning 

when implementing research-based evidence on the use of everyday life occupations and a client-

centred practice within stroke rehabilitation.  

 

Materials and methods 

As the study’s main concern was to investigate occupational therapists’ reasoning in order to gain a 

deeper understanding, a phenomenological hermeneutical approach was chosen (19). Moreover, the 

study was inspired by participatory action research methods as participation in research contributes 

to reducing the research-practice gap (6) which is considered critical in an evidence-based practice 

environment. The participatory action research methods were mainly applied within an overarching 

action planning model including education courses, planning meetings, discussions, audits and 

evaluations (6,20,21). Findings from a literature review concerning the use of client-centred 

practice and everyday life activities were incorporated into five clinical guidelines, as the use of 

evidence-based clinical practice guidelines has the potential to improve outcomes for patients, 

practitioners as well as organizations (22) Three guidelines concerned the use of standardised 

assessments and two guidelines defined occupational therapy intervention and provided consensus- 

and evidence-based instructions with regard to when, how and with whom the chosen assessment 

tools and interventions were to take place. Central elements in the five guidelines are presented in 

Table I. The implementation was then investigated. 
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Table 1. Central elements in the five evidence-based clinical guidelines 
 
Clinical 
guideline 
 

Activity-based 
intervention  
 

Client-centred 
practice  

Assessment of 
Motor and Process 
Skills (AMPS) 

Arnadottir 
OTADL 
Neurobehavioral 
Evaluation (A-
ONE) 
 

Canadian 
Occupational 
Performance 
Measure 
(COPM) 

Aim To use 
activities that 
the patient 
considers 
meaningful 
both as means 
and goals in OT 
practice. The 
purpose is to 
use activities 
and 
environments 
actively in 
order to assist 
the patient in 
enabling 
meaningful 
occupational 
performance in 
everyday life 

To use client-
centred OT 
practice in order 
to improves 
satisfaction with 
OT intervention, 
increase 
adherence to 
therapy 
recommendations, 
and improve 
outcome in 
 everyday life 
occupations  
 

To use AMPS as 
part of the 
assessment process 
and basis for 
common goal-
setting in order to 
use a standardised 
and valid 
assessment tool in 
the assessment of 
the patients’ 
occupational 
performance and 
prognosis. 
 

To use A-ONE as 
part of the 
assessment process 
and basis for 
common goal-
setting in order to 
use a standardised 
and valid 
assessment tool in 
the assessment of 
the patients’ 
occupational 
performance 
 

To use COPM as 
a standardised 
assessment in OT 
practice in order 
to clarify the 
patient’s 
subjective 
experience of 
problems in their 
occupational 
performance in 
everyday life and 
to create a basis 
for a client-
centred and goal-
directed 
rehabilitation 

Standard 
 

At least 80% of 
the intervention 
given to the 
patients is 
activity-based  

At least 60%/30% 
of the admitted 
patients 
collaborate with 
the OT in 
common goal-
setting within  
8/14 days of 
admission 
 
At least 80%  of 
the outpatients 
collaborate with 
the OT in 
common goal-
setting using 
COPM 

At least 40% of the 
admitted patients are 
tested by the use of  
AMPS within 8 days 
of admission 

At least 40% of the 
admitted patients are 
tested by the use of  
A-ONE within 8 
days of admission  
 

At least 30% of 
the admitted 
patients 
collaborate with 
the OT in 
common goal-
setting using 
COPM within 14 
days of admission 
 
At least 80%  of 
the outpatients 
collaborate with 
the OT in 
common goal-
setting using 
COPM 
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Theoretical frames 

The theoretical frames comprise three tracks of clinical reasoning within occupational therapy and 

the Promoting Action on Research Implementation in Health Services (PARIHS) framework.  

 

Theoretical frame for clinical reasoning within occupational therapy 

In order to articulate tacit dimensions of occupational therapy practice Mattingly and Fleming 

developed a language, choosing terms both within the informal language the therapists themselves 

used and terms borrowed from other disciplines. These terms soon became familiar in the 

occupational therapy community and are now common terms in occupational therapy textbooks. 

 

• Procedural reasoning, which was dominated by a hypothetically deductive and logical 

reasoning closely related to scientific knowledge within biomedicine.  

• Interactive reasoning, where narrative reasoning was found, originated from an interpretive 

paradigm and was concerned with the patient’s illness experiences and about developing 

partnership with the patient. 

• Conditional reasoning, where procedural and interactive reasoning was integrated and where 

the therapist aims to understand the patient within his or her life-world including context and 

time dimensions (23). 

 

The Promoting Action on Research Implementation in Health Services framework  
  

The PARIHS framework presents successful research implementation as a function of the 

relationships between evidence, context, and facilitation (Fig. 1). The framework considers these 
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elements to have a dynamic, simultaneous relationship. Each of the elements is made up of sub-

elements. Evidence is characterized by research, clinical experience, patient experience and local 

data/information; context by culture, leadership and evaluation; facilitation by purpose, role, skills 

and attributes. Every element is on a continuum of low to high. The researchers who developed 

PARIHS framework suggest that each sub-element has to be assessed to be high in order for an 

implementation to be successful (5). 

 

Figure I. PARISH Framework. 

 

Evidens
Research, Clinical 
experience, Patient 
experience, Local 
data/information
Weak ----------------Strong

Context
Culture, Leadership 
and Evaluation
Weak -------------Strong

Facilitation
Purpose, Role, Skills

and Attitudes
Weak -------------Strong

Boll & Kristensen 2009

 
 

 

Participants 

Data were generated in three settings covering the Danish healthcare services’ general service to 

adult stroke patients in order to aim at a differentiated and thorough description of the occupational 

therapists’ clinical reasoning. The settings are presented in Table II. 
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Table II. Settings  
 
Setting Location Occupational 

therapists 
Phase in the patients’ 
rehabilitation 

Setting A At an acute hospital The 15 occupational 
therapists taking part in 
the study were all 
working within 
neurology 

In this setting the 
patients were mainly in 
the acute phase of their 
rehabilitation.  
 

Setting B At a rehabilitation 
hospital exclusively for 
patients with 
neurological diseases. 

The 7 occupational 
therapists participating 
in the study were all 
working within neuro-
rehabilitation 

This setting solely 
represented sub-acute 
rehabilitation. 
 

Setting C In the municipality The 3 occupational 
therapists participating 
in the study were 
working as generalists 

This setting represented 
sub-acute and home 
rehabilitation 

 

 

The 25 occupational therapists participating in the study were all female and had an average 

age of 38 years (covering from 27 to 57 years) and on average 8 years of experience in stroke 

rehabilitation (covering from 2 to 28 years) (Table III). 
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Table III. Occupational therapists – age, professional experience, participation 
 
Occupational 
therapists 

Year of 
graduation 

Age Experience 
within stroke 
rehab 

Field 
observation 

Individual 
interview 

Focus 
group 
interview 

Setting A       
Tp A 1987 44  5  x   
Tp B  2002 31  5  x x x 
Tp C  2002 30  5  x   
Tp D  1987 48  14  x x x 
Tp E  2005 46  2  x   
Tp F  2000 41  6    x 
Tp G  2006 27  2   x 
Tp H  1979 57  28    x 
Tp I  2001 32  5½  x x x 
Tp J  1988 49  19    x 
Tp K  2004 29  2    x 
Tp L  2002 31  5    x 
Tp M  2005 29  3½    x 
Tp O  2000 34  3   x  
Tp P  2000 32  6½   x x 
Setting B       
Tp 1  2002 32  6½ x x  
TP 2  1997 36  2   x  
Tp 3 1996 36  11 x x x 
Tp 4  2006 28  2 x  x 
Tp 5  1999 38  8  x x x 
Tp 6  2003 30  2   x  
Tp 7  1987 45  16    x 
Setting C       
Tp I  1982 48 8 x x x 
Tp II  1985 48 22 x x x 
Tp III  2002 30  4  x x x 
Summary  38 8 13  13  18  
 
 
 

The only inclusion criterion was that the participants had more than two years of experience 

in stroke rehabilitation based on research by Benner (24). Clinical experience affects clinical 

reasoning processes, and Benner suggested that as a practitioner passes through stages of 

proficiency, there are changes in three aspects of skilled performance. There is a shift in reliance on 

abstract principles to past experiences, a change in perception of the situation, i.e. a shift from 
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perceiving all parts of the picture equally to viewing the whole situation in which only parts are 

relevant, and a change from detached observer to involved performer.  

Moreover, experts appear to possess a better knowledge base than novices. Experts also use 

less irrelevant information when making decisions and solve clinical problems faster than novices 

(25). 

 

Data generation  

As presented in Fig. 2 the data generating process was carried out by the first author and took place 

over a period of 20 months (May 2006 – December 2008)  

 

Figure II. Data generating process 

2006 200920082007

Analysis
4 Focus group

interviews

13 Case reports

3 Final  
interviews

41 Field 
observations
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The data generating process comprised participant observations, focus group 

discussions and individual interviews conducted in all three settings. A summary of the data 

generating methods, purpose and sample size is presented in Table IV. 
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Table IV. A summary of the data generating methods, purpose and sample size 

Data generating methods Purpose Sample size 

Participatory observations  
In the observations the occupational 
therapists’ and the patients’ actions and 
conversations were noted.  
 
 
 
 
 
In continuation of the observations short 
informal interviews with the occupational 
therapists took place.  
 
 
 
 
 
Field notes of complementary 
observations from the settings and 
researcher’s reflections were produced 
 
 
 
 
Individual interviews 
In continuation of the observations semi-
structured individual interviews (Kvale & 
Brinkmann 2009) across settings were 
held.  
 
 
 
 
 
 
 
 
 
 
 
Focus-group interviews   
Preliminary results from the observations, 
the researcher’s reflections and literature 
studies were used to design the interview 
guide. The combination of group 
interaction and the researcher deciding the 
themes for discussion is the strength of 
the focus group interview (Halkier, 2005; 
Silverman, 2006).  
 
 

The structure of the participatory 
observations was focusing on the space, 
the actors, the activity, the feelings 
expressed and the time in order to 
generate detailed and differentiated data 
in the contexts in which the sessions took 
place (Spradley, 1980).  
 
 
At first the researcher aimed at being open 
in choosing the sessions which were 
recorded. Later observations were 
strategically weighted in order to ensure 
variation and aim at saturation.  
 
 
Reflections, preliminary analysis and 
interpretations on the implementation 
process were noted and included in the 
background for interview guides as the 
next step of generating data (Emerson, 
Fretz & Shaw, 1995). 
 
 
The individual interviews were held in 
order to generate data concerning the 
occupational therapists’ use of clinical 
guidelines related to the individual 
patients’ rehabilitation process   
In order to provide a thorough and 
systematic description of clinical 
reasoning in daily practice the structure of 
the interview guide was based on a 
descriptive case (Hovmand, 2001) as case 
reports are sensitive in picking up novelty 
in a qualitative way and furthermore 
suitable for investigation of clinical 
reasoning 
 
 
In accordance with Kitzinger (1994) and 
Halkier (2005) these discussions were 
related to the participants’ experiences 
and reflections on daily practice, their 
reflections on contextual issues, own 
attitudes and personal values. 
 
 

Participatory observations in all three 
settings were generated over a period of 
10 months and amounted to 41 recorded  
observations which lasted between ½ - 1½ 
hours. 
 
 
 
 
Data from the informal interviews were 
also noted. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thirteen semi-structured individual 
interviews across settings. Each interview 
lasted about 45 min., was audio-recorded 
and transcribed. 
 
 
 
 
 
 
 
 
 
 
 
Four focus-group interviews with 17 
occupational therapists were carried 
out.Due to local work schedules and the 
number of participants two focus-group 
interviews were held in Setting A and one 
in Setting B and Setting C, respectively. 
These four focus-group interviews were 
kept separate within the settings in order 
to be able to analyse data related to local 
context. Each focus-group interview 
lasted between1½ - 2 hours. 

Ethics 

Patients’ participation in the sessions observed, interdisciplinary team members’ and occupational 

therapists’ participation were voluntary. All were promised anonymity in the presentation of the 
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study’s results. The study was approved by the Danish Data Protection Agency and received j. no. 

2007-41-0836.  

 

Data analysis 

The data analysis was conducted by the three authors. A phenomenological hermeneutical 

interpretation methodology inspired by the philosophy of Ricoeur was used (33, 34). Ricoeur’ 

textual interpretation of distanciation objectifies the text by releasing it from the research subjects’ 

intentions and meanings and gives it a life of its own (33,34). Ricoeur describes interpretation of a 

text as the hinge between language and lived experience. The focus in this process is on what the 

text is saying (its meaning) and what it talks about (its reference). In this interpretation method 

dialectical movements between explanation and comprehension are crucial (35).  The interpretation 

moved between three levels: naïve reading, structural analysis and comprehensive interpretation 

(33,34,35, 36). This method of interpretation has been used and further developed by Nordic 

researchers (36,37, 38, 39,40) 

In this study the text used in the data analysis is composed of the transcriptions of the field 

observations, individual – and focus group interviews and field notes.  

The naive reading was undertaken by the first author in a non-judgemental and open-minded 

reading. This reading was done in order to grasp the meaning in the text as a whole and regarded as 

the analysis’ first conjecture to initiate the approach to structural analysis. All text in the 

transcriptions was read several times in order to grasp its meaning as a whole and resulted in an 

initial impression of what the text was about. The impression was written down in short sentences 

capturing the essentials. The analysis then moved from the naive reading to the structural analysis. 

The structural analysis was conducted by all three authors in group settings in order to 

explain the text and continue seeking to identify and formulate themes. As shown in Table III this 

101  



analysis took on the form of a movement from units of meaning in the text to units of significance. 

All transcriptions were reread and analyzed separately. In each transcription the text was studied in 

order to interpret what the text says across data. The text was then divided into meaning units 

presenting statements of importance for the investigation. The meaning units were read and 

reflected upon using the naive reading and then condensed into everyday words as concisely as 

possible.  

The condensed meaning units were then reread and reflected upon regarding similarities and 

differences. They were sorted several times in relation to the study aim. The meaning units that 

seemed central to the aim were abstracted into sub-themes and assembled into main themes, which 

again were considered, sorted and evaluated in relation to the aim in a dialectic process. At this 

point the analysis of transcriptions was also put together in order to be able to analyze and interpret 

not only in relation to the integration process in each setting but also across process and setting.  

Our pre-understandings, theoretical frames and the aim of the investigation together with the 

naive reading and findings from the structural analysis formed the basis for the critical reflection 

and a comprehensive understanding. In the critical interpretation undertaken by the first author and 

discussed with the other authors the dialectic movement between explanation and comprehension in 

the interpretation continued. Moreover, literature that seemed appropriate in the process of revising, 

widening and deepening the understanding of the text was considered. 

 

 

Results 

The PARIHS framework stresses the complexities of the implementation process. The assumption 

is that for the implementation to be successful, clarity is needed about the nature of the evidence 

being used, the quality of context, and the types of facilitation needed to ensure a successful change 
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process (5). In this article findings concerning the occupational therapists’ reasoning related to the 

PARIHS framework’s element context and the sub-elements of culture and leadership are 

investigated.  

In the structural analysis two main themes and five sub-themes arose from the analysis. 

Findings showed that local professional cultures and leaderships manifested themselves 

fundamentally through values, beliefs and assumptions embedded in daily practice and were 

reflected in clinical reasoning. The analysis was inductively conducted. Furthermore, the 

occupational therapists in settings A, B and C can be interpreted using the three reasoning tracks of 

procedural, interactive and conditional reasoning presented in the theoretical frame concurrently 

and used as the structure for presenting the findings (Table V).  

 

Table V. Findings in the structural analysis 

 

 
 
Quotations 

 
 
Condensation 

Theme Local 
contexts 

But it is my impression that the doctors - they really 
like it. It gives a reliable professional impression. It 
is not something at random, this is a standardized 
test (Tp.D) 
 
Tp I experiences the colleagues taking a great 
interest in each others work and having a close co-
operation – they know each other well which creates 
openness. She has not heard of any clients or 
relatives who have been critical or asked for 
documentation of effect. 
 
I most definitely think that I experience expectations 
to the occupational therapists in this setting.  And I 
don’t know .. maybe it is because we have close 
interdisciplinary co-operations. It is probably 
because the other professions are familiar with what 
occupational therapists do and I also think that it has 
something to do with the fact that people stay 

The doctors’ reactions  
 
 
 
Interdisciplinary co-
operation and 
expectations from 
clients and relatives 
 
 
 
Interdisciplinary 
recognition 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
Sub theme 
Professional 
culture 
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working in this setting. It is because of the 
recognition. (Tp.7.)  
 
I thing we use consulting each other a lot and it is 
perfectly legitimate. And we have our occupational 
therapy meetings where we have a permanent item 
on the agenda where you can discuss clinical issues 
(Tp. D) 

 
 
 
Consulting colleagues 
 

 
 
 
 
 
 
 

There are some fixed meetings in which people 
expect you to take part … conferences and our 
morning meetings. Apart from these I plan my time 
myself. (Tp.6). 
 
But it is very important.. well, I think of those that 
we use in our setting. We have been instructed to use 
them….this is why we get them done (Tp.II).  
 
It is highlighted (quality – eds.) .. at any rate, it is 
very seldom that we get complaints that hardly ever 
happens. but it is something which is noticed (Tp.II). 
 
Tp. O experiences doubts as to how the management 
prioritizes. She gets contradictive requirements of 
effectiveness and evidence-based practice, in which 
some of the standardised assessments are more time-
consuming than non-standardized tool. 

Organizing work 
schedule  
 
 
 
Instructions from 
management 
 
 
Management attentive 
to complaints 
 
 
 
Managements 
contradictive 
requirements  
 

 
 
 
 
 
 
 
Sub theme 
Local leaderships 
 
 
 
 
 
 
 
 

  Theme:  
Occupational 
therapists’ 
reasoning       

“But I also think that the diagnosis often influences 
how you see the patient “.  

The diagnosis affects 
the intervention  

Subtheme 
Procedural track 

“What’s needed here? Where in the process is the 
patient and how do you present the right challenges 
in this activity?”  
 
”It is definitely the patient who decides where to 
go?” 

The patient’s process of 
change  
 
 
The patient as decision-
maker 

 
 
Subtheme 
Interactive track 

“The activity has the effect that she can see it 
transferred to her own life. It provides meaning and 
confidence in that when she comes home she will 
also be able to do it”. 
 
“ I often think about what they are going home to 
and what the future will be. I think it’s included in 
every evaluation”. 

Meaningful activities  
 
 
 
 
Including the patient’s 
environment and future 

 
 
Subtheme 
Conditional track 
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Theme 1: Local contexts  

The main theme “local contexts” was constructed from the two sub-themes: professional cultures 

and local leaderships. 

 

Professional cultures 

The implementation process was in all settings considered a group process. Collegial consultation 

and learning were brought out “But I have always the possibility of consulting my colleagues” 

(Tp3). The occupational therapists expressed that recognition within the interdisciplinary teams was 

considered important and affected the implementation as the occupational therapists valued the 

team members’ accept of change towards an evidence-based practice (Tp.7). Especially in the 

hospital settings, however, the differences in the professional cultures could lead to conflicting 

values and goal-setting and became barriers for the implementation process “It can be difficult to 

get the entire staff on a ward to remember not to make this patient’s bed when it’s a goal that he 

does it himself” (Tp6). Furthermore, the occupational therapists meet expectations of prioritizing 

rehabilitation of patients’ independence in order to relieve the workload on the ward (TpO and 

TpM) which worked against a client-centred practice. 

The doctors’ authority in the interdisciplinary teams, particularly in the acute setting, was 

significant and affected the use of the standardised assessments tools “If the doctor said “it’s very 

important that I get the result of the A-ONE  this afternoon” then it would have been easier to say 

“you have to do it” (Tp.B). In the acute setting the doctors also affected the timing and time use “A 

couple of days means the next day. Then they demand an answer. But the doctors are also under 

pressure.” (TpD).   
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Local leaderships   

In all settings the occupational therapists organized the work schedule themselves and usually 

worked on their own. This was considered a possible barrier to this implementation process “We 

work a lot on our own so we easily stray from the standardised practice if we are not brought up to 

date and keep each other on track” (TpIII). As a result the occupational therapists in all settings 

stress the feeling of fellowship in the implementation process “It is not done by developing a 

clinical guideline and just putting it there. It takes a lot of group dynamics to positively adopting it” 

(Tp7). In the short run some of the standardised assessment tools in the research-based clinical 

guidelines were time-consuming and came up against the structure in daily practice and 

management claims. “It (AMPS. Eds.) takes longer than the usual time frame for intervention which 

means that another patient is affected (Tp.7). The requirements from the management in the three 

settings were perceived differently. In one setting the occupational therapists discussed views of 

managements’ contradictive requirements concerning quality and effectiveness. In another setting 

in clinical practice quality equalled few complaints from patients and relatives. 

 

Theme 2: Occupational therapists’ reasoning  

The main theme “occupational therapists’ reasoning” was constructed from the three sub-themes: 

procedural, interactive and conditional reasoning. 

 

 

Procedural reasoning 

The occupational therapists used the procedural reasoning track when they reflected on the patient’s 

medical diagnosis, prognosis and symptoms. ”A big heavy man with a paralyzed left arm and a 

paretic leg and he has dysphasia – dysarthria – bilateral hemianopsia. He has very strong left-
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sided neglect and a facial paresis too” (Tp6). This knowledge strengthened the clinical decision-

making, e.g. when evaluating whether the patient would benefit from the use of one of the 

standardised assessments in the clinical guidelines “If I were to use one of the assessments it would 

have to be A-ONE. But she would have scored very low. She has no initiative"(TpD).  

The clinical guideline concerning activity-based practice was considered in relation to 

analysing the individual patients’ present ability to perform everyday life activities they individually 

valued, and strategies for learning were afterwards assessed in order strengthen the  construct of an 

intervention well suited ”I experienced that he responded to going through what it is, he is doing 

and writing it down. It tells me that there is a potential if you build on his intellect and work with 

some of the things he has done a lot of during his life” (TpI).  

The evidence of all five clinical guidelines were acknowledged but challenged the clinical 

experience and competence of the occupational therapists when they observed, evaluated and acted 

in continuous processes “Knowledge one has stored and the total picture of the situation where you 

grasp and mix things that have to be challenged. There are so many variations and changes in the 

intervention if it isn’t to become rigid and challenges to be able to adapt to all the time” (Tp1).  

 

Interactive reasoning 

The occupational therapists “used their intuition and felt their way “ (TpIII) when they interacted 

with the patients. “To me it has to do with the way you communicate with people. .. It is just so 

important that you are on the same level.. it has to do with dignity and respect…it is not something 

that I reflect upon when I am working ..it comes naturally” (TpB).  

The therapists found it important to include the patients’ experiences in their decision-

making in order to create ownership of the rehabilitation process (Obs. 2.08.05.2007) and 

considered patients’ perspectives, values and life worlds as key factors, for example when using the 
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clinical guidelines concerning a client-centred practice .”With starting point in what is most 

important for him we also have this goal that he is going to play the piano again” (Tp1). Using the 

clinical guidelines concerning COPM supported the patient’s active participation. “The 

occupational therapist considered that the use of COPM had resulted in the patient partaking in the 

analysis and reasoning, and in him being more observant of strategies and goal-setting” (obs. 

2.11.06.07).  

The occupational therapists valued the possibility of reflecting and acting on cues in the 

clinical situation “That’s the occupational therapists’ way of thinking. They will always evaluate 

the individual situation – that’s an evaluation of the specific situation in favour of the use of 

standards”. (Tp7)  The standardisation of the assessment tools was at times considered rigid and 

could give cause for ethical dilemmas and rejection ”I often experience a dilemma. When we start 

up, we both want to use the standardised assessment tools and at the same time strive to establish a 

good contact which makes the patients have confidence in us. And there – if you are too rigid.” 

(TpB).  

 

Conditional reasoning  

Using the conditional reasoning in activity-based and client-centred practice the occupational 

therapists made efforts to create meaningful and safe situations in which the patients were able to 

act and feel engaged and in control of the situation. “They continued to dig holes and plant bulbs 

and the tools were discussed. He would rather use a shovel – in his opinion it was more useful. He 

switched tools and they agreed it worked better. The occupational therapist asked him to keep an 

eye on the right hand. He was very concentrated while working. A little later he commented on 

someone else cutting the hedge “It’s well under way”(Obs 2.24.05.07).   
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The time dimension in the patient rehabilitation process was considered important and 

affected the occupational therapist’s decision-making in the conduct of a client-centred practice. 

“It is so important to move your focus. It is exactly there, where you question yourself: ”This is 

what he is able to do now. How can he make the most of it (the intervention. eds.) and get some 

quality into his everyday life” (Tp1).  

The physical contexts created barriers to the implementation of the clinical guidelines 

concerning a client-centred practice when the contexts affected the patients’ activity performance. 

“But we cannot meet the needs of people like K. who so easily feels pressure in a hospital ward. 

You owe it to him to see him in a more relaxed environment. It’s the surroundings in here that does 

it. The environment has a huge effect on the activity performance.” TpB). 

 

Discussion 

Critical interpretation   

According to Ricoeur a comprehensive understanding of at text is a possible way of experiencing 

the world (33,34). In the critical interpretation the main themes of local contexts and occupational 

therapists’ reasoning are discussed across the implementation process and across settings. Results 

from current research and preconceptions were used to discuss and argue suitable interpretations of 

the occupational therapists’ reasoning in the implementation process.  

 

 

Local cultures 

It is argued that the culture of a practice context needs to be understood if meaningful and lasting 

change is to be achieved (41). It is consistent with the relation between research utilization and 

professional values and was seen to be a key factor in this study (42). The occupational therapists’ 
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reasoning tracks in all three settings reflected professional values (43). Across the settings it was of 

common concern for the occupational therapists to create opportunities for the patients to take 

active part in their own rehabilitation and build a shared image of the patients’ future selves. The 

occupational therapists in all three settings regarded the individual importance people attached to 

meaningful activities to be closely connected to their life situation and own local culture (2). The 

use of everyday life activities was considered to play a fundamental role in creating meaning and 

needed to be flexible and individually timed and organized. The values attached to situated 

reasoning and actions were profound and limited the implementation when the standardisation 

within the five clinical guidelines was regarded rigid, whether related to timing or content (44). 

Findings showed that change towards an evidence-based practice had to accommodate these 

professional values and cultures in order to be implemented among the occupational therapists in 

these three settings.  

The interaction within and relative importance of the various phenomena in the reasoning 

tracks presented in the theoretical frames were seen to vary. In the two hospital settings the 

occupational therapists were specialized in stroke rehabilitation and drew relatively more on 

biomedical knowledge in their clinical reasoning. The daily practice was focusing on remediation. 

As a consequence the clinical guidelines needed to include research-based procedural knowledge 

within occupational therapy and biomedical knowledge to create background for evaluations of the 

dialectic relations between health and everyday life activities. In home rehabilitation the 

occupational therapists’ reasoning was relatively more engaged in assisting to create new patterns 

of everyday life activities within the patients’ own contexts. The daily practice had a general and 

adaptive approach. In this context the occupational therapists mainly used alternative or 

compensatory strategies including assistive devices and modification of the environments. 
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Consequently, in this setting the clinical guidelines needed to include evidence-based 

phenomenological knowledge.   

The clinical experience influenced the competence with which the occupational therapists 

balanced the various elements of the intervention. The more experienced they were, the more 

flexibly they were able to handle both interaction and intervention while implementing the research-

based knowledge (9,24,25).  

Across all settings the interdisciplinary and management culture affected implementation. In 

the hospital settings the concept and use of research–based evidence were more familiar among the 

interdisciplinary teams than in home rehabilitation but also in the municipality interest in new 

research-based knowledge was expressed. Even though evidence was valued in the hospital settings, 

the occupational therapists were left with dilemmas in their decision-making when members of the 

interdisciplinary teams did not share common professional values and goals. This was mainly the 

case in the acute setting when demands for high activity and short hospitalization affected the 

interdisciplinary teams and recognition were questioned.  

The evidence-based assessment tools and definitions of interventions framed the use of 

everyday life activities and goal-setting, requiring the occupational performance to be naturalistic 

and contextual, and challenged the organization in all settings. It was seen that the organisational 

contexts, especially logistics, time use and physical limits, affected occupational therapists’ 

decision-making (39) and thus impeded the implementation process.  

 

 

Leadership 

McCormack argues that one of the greatest challenges to the development of healthcare practice is 

the contradiction between a market-driven healthcare context and the values of client-centred 
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practice (41). These challenges were seen in all three settings but the requirements from the 

managements were perceived differently and called for shared understandings of priorities and 

knowledge bases for daily practice. 

In all three settings as well as in the clinical guidelines the value of the patient’s perspective 

and active involvement was considered important. The implementation of the standardized 

assessment tool COPM supporting common goal-setting became a success in the occupational 

therapy intervention and later within the interdisciplinary teams in one setting. It appeared that 

policies and structures, discourses of other professionals, time constraints and lack of resources 

constituted substantial challenges to integration of a client-centred practice (45,46). Nevertheless, 

implementation of this particular clinical guideline became a high priority as it corresponded well 

with local policy.  

In all settings the occupational therapists organized the working schedules themselves and 

usually worked on their own, but emphasized the importance of fellowship in daily practice as well 

as in the implementation process. Even though autonomy in daily planning and decision-making 

was valued, management involvement in change processes as a result of the implementation was 

considered to be essential for a successful implementation.  

Discussion of methods and frameworks used 

The scientific trustworthiness of the study was evaluated using the concepts of credibility, 

dependability, confirmability and applicability (19,47,48). The transparency in writing up the 

study’s process and results allows the reader to follow the process. The prolonged data gathering 

period, method triangulation used to enrich the investigation and focus group discussions of the 

results contributed to the credibility of the study. 
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The action research approach with collaboration between the researcher and the participants 

called for flexibility. Throughout the research process the continuous generating and analysis of 

data affected the extent, focus and use of methods in the generating process.  

In relation to the study’s dependability field diary, reflective field notes and thorough 

transcriptions were used to document the data gathering process.  Furthermore, the thorough and 

systematic analysis using Ricoeur’s textual interpretation of distanciation and the detailed 

description of the analysis increased the study’s confirmability.  

Findings from qualitative studies are not regarded as facts that are applicable to the 

population at large. As qualitative samples are small and the research deals with detailed, in-depth 

analyses rather than large-scale population-based studies, it is not possible to generalize the findings 

using statistical inferences (19). Rather the findings in the form of descriptions, notions, or theories 

are applicable within specified contexts (49). The qualitative researcher aims at obtaining analytical 

generalization and the developed theory should fit and be applicable beyond the study population 

from a theoretical point of view (19). 

The aim of this study was to investigate aspects affecting occupational therapists’ reasoning 

when implementing research-based evidence on the use of everyday life occupations and client-

centred practice within stroke rehabilitation. 

The study indicates new knowledge concerning the substantial influence of professional 

values in the occupational therapists’ local cultures. The study also reinforced current knowledge of 

the importance of local cultures and leadership in implementation of research-based evidence in 

clinical practice. Furthermore, personal values and clinical experiences were seen to influence 

clinical reasoning. In the implementation process it is of importance that the therapists as a group 

are given opportunity to explicit and critically appraise values and knowledge use in order to 

develop their practice knowledge and new skills. The major knowledge sources and dynamics in the 
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occupational therapists’ reasoning are illustrated in Fig. 3.  Furthermore, the PARIHS framework 

provided a new useful structure for investigation of implementation of the research-based clinical 

guidelines in the occupational therapy settings. 

 
Figure III. Evidence-based occupational therapy  
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Key Messages  
 

• Local professional values in the occupational therapists’ clinical practice should be 

considered in implementation of evidence-based occupational therapy 

• Local leadership’s engagement in implementation processes is a key factor in 

implementation processes 

• The unique composition of  local groups of occupational therapists as to personal values and 

clinical experiences needs consideration in the implementation of evidence-based practice 
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Paper III Kristensen, H. K., Borg, T. & Hounsgaard, L. Facilitation of research-based 

evidence within occupational therapy in stroke rehabilitation, Accepted for 

publication in British Journal of Occupational Therapy. 2010. 

 

Introduction 

In order to provide knowledge concerning research utilization in occupational therapy  

the aim of this study was to investigate aspects that facilitate occupational therapists’ reasoning 

when implementing research-based evidence on the use of everyday life occupations and client-

centred practice within stroke rehabilitation. 

 

Occupational therapy in stroke rehabilitation 

 Rehabilitation of people with stroke represents an important field in occupational 

therapy. Acute stroke is one of the leading factors of morbidity and mortality worldwide. Stroke is 

the most important cause of morbidity and long-term disability in Europe and imposes an enormous 

economic burden (eso-stroke.org. 2009). In Denmark it is estimated that approximately 40,000 

people are living with disabilities following stroke and every year 15,000 – 16,000 people suffer a 

new stroke. Stroke often causes problems in performing everyday life activities and participation. 

Everyday life activities are a central concept in occupational therapy practice and considered to give 

meaning to and organize everyday life (Townsend 2000). In this framework health and well-being 

are influenced by having choice, control and ability to engage in everyday life activities. New 

patterns of everyday life activities are required, when health is challenged.  
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Evidence-based practice  

 Evidence-based practice initially developed in the area of medicine has current 

interest for every health profession (Law 2002). Evidence-based medicine was defined by Sackett 

as “the conscientious, explicit and judicious use of current best evidence in making decisions about 

the care of individual patients” (Sackett 2000) and has expanded into evidence-based practice in 

which the practitioner aims at creating a practice, which integrates knowledge from patients’ 

experiences and preferences, research-based evidence and clinical expertise in the clinical decision-

making in local context (Rycroft-Malone 2004). The concept of evidence in evidence-based 

practice is subject of ongoing discussion and defined based on the paradigm used. This emphasises 

that evidence-based practice is considered socially and historically constructed and as such 

constantly developmental, contextual and dynamic (Rycroft-Malone 2004).  

  

Literature review 

 The implementation of evidence-based practice is critical to the continued 

development of occupational therapy (Finleyson 2005). The process of implementing an evidence-

based practice is essentially the same for occupational therapy as for other health professions. There 

is, however, limited evidence with regard to transferring research utilisation models within 

professional practices as the professions differ in philosophical approach, practice models and 

operational structures (Caldwell 2007). The framework Promoting Action on Research 

Implementation in Health Services (PARIHS) relates to the concept of evidence-based practice and 

was developed within nursing research trying to represent the complexity of the change processes 

involved in implementing research-based practice. The framework has proved to be a useful 
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practical and conceptual heuristic in framing research or knowledge translation and has the potential 

to be used as a practical and pragmatic tool at local level (Kitson 2008).  

 Various health professions, among others occupational therapists, rest upon a 

holistic approach and health models integrating knowledge generated within the biomedical 

paradigm as well as interpretive and critical paradigms to underpin daily clinical practice (Higgs & 

Titchen 2001). Thus evidence of relevance for occupational therapy needs to consist of knowledge 

derived from a variety of sources, even though the present evidence-based practice is dominated by 

a biomedical approach (Rycroft-Malone 2004).  

In an evidence-based practice the practitioners need to be prepared to evaluate their 

practice, to critique the evidence they base their practice on and to see themselves as agents of 

change who are confidently able to defend the quality of the work their profession offers (Higgs et 

al. 2004). A complex interplay of personal characteristics, professional culture and context 

influences whether occupational therapists take up the challenge of thoroughly examining their 

clinical interventions (Bowman & Llewellyn 2002). A development into an evidence-based practice 

will involve high levels of personal change as it requires reflection, planning and action in a local 

context over long periods of time (Cusick & McCluskey 2000). Despite a growing awareness that 

implementation of evidence in practice is a complex, multi-faceted process, a lack of knowledge 

concerning effective methods and approaches remains (Kitson 2008). There is imperfect evidence 

to support decisions about which guideline dissemination and implementation strategies are likely 

to be effective (Grimshaw et al 2004, Grol & Wensing 2004). In most cases multifaceted strategies 

tailoring the guidelines to local contexts are needed (Franx et al 2008). They are more likely to be 

integrated if they reflect common standards, include concrete descriptions of the expected 

interventions and depend on few organizational changes or new skills (Willman et al 2006). The 

findings of evaluative studies suggest that the presence of a facilitator who provides face-to-face 
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communication and uses a range of enabling techniques has some impact on changing clinical and 

organizational practice (Harvey et al 2002). 

Clinical reasoning 

The kind of knowledge that guides decision-making in practice is different from the 

traditional academic knowledge (Forsyth et al 2005). So far little empirical research examining 

occupational therapists’ implementation of research in practice has been carried out (Trinder & 

Reynolds 2000, Rappolt 2003). In these investigations clinical reasoning defined as a context-

dependent way of thinking and decision-making in professional practice (Higgs 2006) seems to be 

of significant importance. Further research into clinical reasoning is required in order to assist the 

implementation of an evidence-based practice which is in line with current conceptual frameworks 

in occupational therapy.  

In this study the aim is to investigate aspects that facilitate occupational therapists’ 

reasoning when implementing research-based evidence on the use of everyday life occupations 

and client-centred practice within stroke rehabilitation.  

 

Methodology 

As the study’s main concern was to investigate occupational therapists’ reasoning in 

an implementation process in order to gain a deeper understanding of the aspects involved a 

phenomenological hermeneutic approach was chosen (Öhman 2005). In recent years much 

emphasis has been placed on occupational therapists learning to read and evaluate research 

literature and to integrate the new knowledge in clinical practices to support decision-making and 

enhance outcomes for their clients (Law 2002). There is, however, evidence that the growth theory 

and research produced by academics are not consistently translated into occupational therapy 

practice. Practitioners report that they find theory and research to be of limited relevance or difficult 
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to implement in their everyday work (Kielhofner 2005). In order to reduce the research practice gap 

this study was inspired by participatory action research methods (Finleyson 2005).  

  In the department where the study was initiated the purpose of the occupational 

therapy offered was to enable occupation with special reference to independent participation in 

individually valued and meaningful activities and enhance health and well-being. As stroke 

rehabilitation constitutes an important part of the clinical practice in this department a study 

implementing an evidence-based practice was initiated within this field. The group of occupational 

therapists who specialized in stroke rehabilitation was consulted concerning relevant clinical focus 

for literature reviews. The use of client-centred practice and everyday life activities were chosen as 

key subjects. Findings from the reviews were incorporated into five clinical guidelines as evidence-

based clinical guidelines have the potential to enhance use of scientific knowledge in clinical 

practice in order to improve outcomes for patients, practitioners as well as organizations 

(Bathsevani 2004). Three guidelines concern the use of standardised assessments and two 

guidelines defining occupational therapy interventions were developed by the occupational therapist 

and the first author. Evidence from the reviews was related to consensus based on best practice 

within the group and formed basis for instructions concerning when, how and with whom the 

chosen assessment tools and interventions were to take place. The central elements in the evidence-

based assessment tools and interventions in the five guidelines are presented in Table I. Aspects that 

facilitated occupational therapists’ reasoning when implementing research-based evidence were 

then investigated in this and two more settings covering the Danish healthcare services’ general 

offers to adult stroke patients. 
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Table 1. Central elements in the five evidence-based clinical guidelines 
 
Clinical 
guideline 
 

Activity-based 
intervention  
 

Client-centred 
practice  

Assessment of 
Motor and Process 
Skills (AMPS) 

Arnadottir OTADL 
Neurobehavioral 
Evaluation (A-
ONE) 
 

Canadian 
Occupational 
Performance 
Measure (COPM) 

Aim To use 
activities that 
the patient 
considers 
meaningful 
both as means 
and goals in 
OT practice. 
The purpose is 
to use activities 
and 
environments 
actively in 
order to assist 
the patient in 
enabling 
meaningful 
occupational 
performance in 
everyday life 

To use client-
centred OT 
practice in order to 
improve 
satisfaction with 
OT intervention, 
increase adherence 
to therapy 
recommendations, 
and improve 
outcome in every 
day life 
occupations  
 

To use AMPS as part 
of the assessment 
process and basis for 
common goal-setting 
in order to use 
standardised and 
valid assessment tool 
in the assessment 
process of the 
patients’ 
occupational 
performance and 
prognosis. 
 

To use A-ONE as 
part of the 
assessment process 
and basis for 
common goal-setting 
in order to use 
standardised and 
valid assessment 
tools in the 
assessment process 
of the 
patients’occupational 
performance 
 

To use COPM as a 
standardised 
assessment in OT 
practice in order to 
clarify the patients’ 
subjective 
experience of 
problems in their 
occupational 
performance in 
everyday life and to 
create basis for at 
client-centred and 
goal-directed 
rehabilitation 

Standard 
 

At least 80% of 
the intervention 
given to the 
patients is 
activity-based  

At least 60%/30% 
of the admitted 
patients 
collaborate with 
the OT in common 
goal-setting within  
8/14 days of 
admission 
 
At least 80%  of 
the outpatients 
collaborate with 
the OT in common 
goal-setting using 
COPM 

At least 40% of the 
admitted patients are 
tested by the use of  
AMPS within 8 days 
of admission 

At least 40% of the 
admitted patients are 
tested by the use of  
A-ONE within 8 
days of admission  
 

At least 30% of the 
admitted patients 
collaborate with the 
OT in common 
goal-setting using 
COPM within 14 
days of admission 
 
At least 80%  of the 
outpatients 
collaborate with the 
OT in common 
goal-setting using 
COPM 

 

Theoretical frames 

The theoretical frames consist of a theory on situated learning and the Promoting Action on 

Research Implementation in Health Services (PARIHS) framework.  
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Theoretical frame of learning in practice  

When investigating the practitioners learning in the implementation processes of 

research-based evidence, learning can be considered an integral and inseparable aspect of social 

practice. In this perspective of situated learning, a professional knowledge base is contextually 

grounded and includes cognitive as well as cultural knowledge (Lave & Wenger 1991, Wenger 

2004). As such professional knowledge encompasses a certain body of cognitive knowledge along 

with shared values, beliefs, ways of reasoning and untold rules of thumb characterising the field 

(Higgs et al 2004).  

Wenger emphasises four essential components of social participation as 

interconnected and mutually defining in the process of learning and knowing (Wenger 2004, Higgs 

et al 2004). The components are presented in Table II: 

 

Tabel II. The components of social participation. 

Meaning Practice Community Identity 

The meaning aspect 
refers to the features of 
the healthcare situation 
that stand out as salient 
and meaningful to the 
professional 
 

The shared agreement 
between practitioners 
about suitable actions 
to take in a particular 
case 

The social contexts in 
which our practices 
take place assist in 
defining the 
expectation of 
practitioners’ 
competence. The 
community aspect also 
defines the boundaries 
of the knowledge 
claims of a specific 
profession 

The individual’s 
identity as a 
professional is 
achieved when the 
individual has 
developed 
understanding and 
capacities related to 
the meaning, practice 
and community 
dimensions of 
professional 
socialisation, and has 
appropriated these   
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The Promoting Action on Research Implementation in Health Services framework  
  

The PARIHS framework presents successful research implementation as a function of 

the relationships among evidence, context, and facilitation (Fig. 1.). The framework considers these 

elements to have a dynamic, simultaneous relationship.  

 

Figure 1. PARIHS Framework. 

 

Evidens
Research, Clinical 
experience, Patient 
experience, Local 
data/information
Weak ----------------Strong

Context
Culture, Leadership 
and Evaluation
Weak -------------Strong

Facilitation
Purpose, Role, Skills

and Attitudes
Weak -------------Strong

Boll & Kristensen 2009

 
 

Each of the elements consists of sub-elements. Evidence is characterised by research, 

clinical experience, patient experience and local data/information; context by culture, leadership 

and evaluation; facilitation by purpose, role and skills and attributes. Every element is on a 

continuum of low to high. The researchers who developed the PARIHS framework suggest that 
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each sub-element has to be judged toward high in order for an implementation to be successful 

(Rycroft-Malone 2004). 

 

Figure 2.  Continuum 

 

Low High

Purpose, role, skills
Purpose

Role

Skills
&
attributes

No mechanisms or
inappropriate
methods of
facillitation in place

Appropriate
mechanisms for
faciliation in place

Task Holistic

Doing for others Enabling
others

Task/doing for others Hollistic / enabling

•Episodic contact
•Practical/technical help
•Didactic, traditional
approach to teaching
•Low intensity – extensive
coverage

•Sustained partnership
•Development
•Adult learning approach
to teaching
•Internal/external agents
•High intensity – limited
coverage

•Projekt management skills
•Tecnical skills
•Subject/technical/clinical
credebility

•Co-counselling
•Critical reflection
•Flexibility of role
•Reaness/authenticity  

 

Participants 

Data were generated in three settings covering the Danish healthcare services’ general 

offers to adult stroke patients in order to aim at a differentiated and thorough description of the 

occupational therapists’ clinical reasoning. The settings are presented in Table III. 
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Table III. Settings  
 

Setting Location Occupational 
therapists 

Phase in the 
patients’ 
rehabilitation 

Setting A In an acute hospital The 15 occupational 
therapists taking part 
in the study were all 
working within 
neurology 

In this setting the 
patients were mainly 
in the acute phase of 
their rehabilitation.  
 

Setting B In a rehabilitation 
hospital exclusively 
for patients with 
neurological diseases. 

The 7 occupational 
therapists 
participating in the 
study were all 
working within neuro-
rehabilitation 

This setting solely 
represented sub-acute 
rehabilitation. 
 

Setting C In the municipality The 3 occupational 
therapists taking part 
in the study were 
working as generalists

This setting 
represented sub-acute 
and home 
rehabilitation 

 

   

The 25 occupational therapists participating in the study were all female and had an 

average age of 38 years (covering from 27 to 57 years) and had on average 8 years of experience in 

stroke rehabilitation (covering from 2 to 28 years) as seen in Table IV. 
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Table IV. Occupational therapists – age, professional experience, participation 
 
Occupational 
therapist 

Year of 
graduation 

Age Experience 
within stroke 
rehabilitation

Field 
observation 

Individual 
interview 

Focus 
group 
interview 

Setting A       
Tp A 1987 44  5  x   
Tp B  2002 31  5  x x x 
Tp C  2002 30  5  x   
Tp D  1987 48  14  x x x 
Tp E  2005 46  2  x   
Tp F  2000 41  6    x 
Tp G  2006 27  2   x 
Tp H  1979 57  28    x 
Tp I  2001 32  5½  x x x 
Tp J  1988 49  19    x 
Tp K  2004 29  2    x 
Tp L  2002 31  5    x 
Tp M  2005 29  3½    x 
Tp O  2000 34  3   x  
Tp P  2000 32  6½   x x 
Setting B       
Tp 1  2002 32  6½ x x  
TP 2  1997 36  2   x  
Tp 3 1996 36  11 x x x 
Tp 4  2006 28  2 x  x 
Tp 5  1999 38  8  x x x 
Tp 6  2003 30  2   x  
Tp 7  1987 45  16    x 
Setting C       
Tp I  1982 48 8 x x x 
Tp II  1985 48 22 x x x 
Tp III  2002 30  4  x x x 
       
Summary  38 8 13  13  18  
 

 

The only inclusion criterion was that the participants had more than two years of 

experience in stroke rehabilitation. Clinical experience affects clinical reasoning processes (Benner 
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1984). Benner suggested that as a practitioner passes through stages of proficiency, there are 

changes in three aspects of skilled performance. There is a shift in reliance from abstract principles 

to past experiences, a change in perception of the situation, i.e. a shift from perceiving all parts of 

the picture equally to viewing the whole situation in which only parts are relevant, and a change 

from detached observer to involved performer.  

Moreover, experts appear to possess better knowledge base than novices. Experts also 

use less irrelevant information when making decisions and solve clinical problems faster than 

novices (Unsworth 2001). 

 

Data generation 

The data-generating process was carried out by the first author and took place over a period of 20 

months (May 2006 – December 2008) and is presented in Figure 3. 

  

Figure 3. Data generating process 

 

2006 200920082007

Analysis
4 Focus group

interviews

13 Case reports

3 Final  
interviews

41 Field 
observations

Literature
studies

Development of
guidelines

Implementation 
EBP

Knowledge Translation

Boll & Kristensen 2009
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The data-generating process comprised participant observations, focus group discussions 

and individual interviews conducted in all three settings (Table V).  

 

Table V. A summary of the data generating methods, purpose and sample size 

Data generating methods Purpose Sample size 

Participatory observations  
In the observations the occupational 
therapists’ and the patients’ actions and 
conversations were noted.  
 
 
 
 
In continuation of the observations short 
informal interviews with the occupational 
therapists took place.  
 
 
 
 
 
Field notes of complementary 
observations from the settings and 
researcher’s reflections were produced 
 
 
 
 
 
Individual interviews 
In continuation of the observations semi-
structured individual interviews (Kvale & 
Brinkmann 2009) across settings were 
held.  
 
 
 
 
 
 
 
 
 
 
 
Focus group interviews   
Preliminary results from the observations, 
the researcher’s reflections and literature 
studies were used to design the interview 
guide. The combination of group 
interaction and the researcher deciding the 
themes for discussion is the strength of 
the focus group interview (Halkier, 2005; 
Silverman, 2006).  
 
 

The structure of the participatory 
observations was focusing on the space, 
the actors, the activity, the feelings 
expressed and the time in order to 
generate detailed and differentiated data 
in the contexts in which the sessions took 
place (Spradley, 1980).  
At first the researcher aimed at being open 
in choosing the sessions which were 
recorded. Later observations were 
strategically weighted in order to ensure 
variation and aim at saturation.  
 
 
 
 
Reflections, preliminary analysis and 
interpretations on the implementation 
process were noted and included in the 
background for interview guides as the 
next step of generating data (Emerson, 
Fretz & Shaw, 1995). 
 
 
 
The individual interviews were held in 
order to generate data concerning the 
occupational therapists’ use of clinical 
guidelines related to the individual 
patients’ rehabilitation process   
In order to provide a thorough and 
systematic description of clinical 
reasoning in daily practice the structure of 
the interview guide was based on a 
descriptive case (Hovmand, 2001) as case 
reports are sensitive in picking up novelty 
in a qualitative way and furthermore 
suitable for investigation of clinical 
reasoning 
 
 
In accordance with Kitzinger (1994) and 
Halkier (2005) these discussions were 
related to the participants’ experiences 
and reflections on daily practice, their 
reflections on contextual issues, own 
attitudes and personal values. 
 
 

Participatory observations in all three 
settings were generated over a period of 
10 months and amounted to 41 recorded 
observations which lasted between 30 - 90 
minutes. 
 
 
 
Data from the informal interviews were 
also noted. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Thirteen semi-structured individual 
interviews across settings. Each interview 
lasted about 45 min., was audio-recorded 
and transcribed. 
 
 
 
 
 
 
 
 
 
 
 
 
Four focus group interviews with 17 
occupational therapists were carried 
out.Due to local work schedules and the 
number of participants two focus group 
interviews were held in Setting A and one 
in Setting B and Setting C, respectively. 
These four focus group interviews were 
kept separate within the settings in order 
to be able to analyse data related to local 
context. Each focus group interview lasted 
between1½ - 2 hours. 
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 The collaboration within action research approach sustained the implementation 

process. It was mainly carried out using an overarching action planning model of learning, 

planning, implementing and evaluating in interactive workshops, planning meetings, discussions 

and evaluations in local audits (Finleyson 2005, Taylor 2006, Stinger 2007). Furthermore, the first 

author functioned as external facilitator in all three settings being responsible for the 

implementation process. In both settings A and B gatekeepers had appointed internal roles as 

responsible for development of the professional practice and took part as internal facilitators.  

 

Ethics 

Participation of patients in the sessions observed, of interdisciplinary team members 

and occupational therapists was voluntary. All were promised anonymity in the presentation of the 

study’s results. The study was approved by the Danish Data Protection Agency and received j. no. 

2007-41-0836.  

 

Data analysis 

The data analysis was conducted by the three authors.  A phenomenological-hermeneutic 

interpretation methodology inspired by Ricoeur’s textual interpretation of distanciation was used. 

The interpretation moved between three levels: naïve reading, structural analysis and 

comprehensive interpretation (Ricoeur 1973, Ricoeur1979, Dreyer & Pedersen 2009, Tan et al. 

2009). This method of interpretation has been used and futher developed by Nordic researchers 

(Linseth & Norberg, 2004, Hounsgaard 2004, Ericson-Lidman et al. 2007, Dreyer & Pedersen 

2009,).  

In this study the text used in the data analysis is composed of the transcriptions of the 

field observations, individual – and focus group interviews and field notes.  
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The naive reading was a non-judgemental and open-minded reading in order to grasp 

meaning in the text as a whole and regarded as the analysis’ first conjecture to initiate the approach 

for structural analysis. All text in the transcriptions was read several times in order to grasp its 

meaning as a whole and resulted in an initial impression of what the text was about. The impression 

was written down in short sentences capturing the essentials. The analysis then moved from the 

naive reading to the structural analysis. 

The structural analysis was conducted in order to explain the text and continued 

seeking to identify and formulate themes. This analysis took the form of a movement from units of 

meaning in the text to units of significance (Table 5). All transcriptions were reread and analyzed 

separately. In each transcription the text was studied in order to interpret what the text says across 

data. The text was then divided into meaning units presenting statements of importance for the 

investigation. The meaning units were read and reflected upon using the naive reading and then 

condensed in everyday words as concisely as possible.  

The condensed meaning units were then reread and reflected upon regarding 

similarities and differences. They were sorted several times taking into consideration the relation to 

the study aim. The meaning units that seemed central to the aim were abstracted into sub-themes 

and assembled into main themes, which again were considered, sorted and evaluated in relation to 

the aim in a dialectic process. At this point the analysis of transcriptions was also put together in 

order to be able to analyze and interpret not only in relation to the integration process in the each 

setting but also across process and setting.  

Our pre-understandings, theoretical frames and the aim of the investigation together 

with the naive reading and findings from the structural analysis formed the basis for the critical 

reflection and a comprehensive understanding. In the critical interpretation the dialectic movement 

between explanation and comprehension in the interpretation continued. Moreover, literature that 
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seemed appropriate in the process to revise, widen and deepen the understanding of the text was 

considered. 

 

Results 

In this article findings concerning facilitation of the occupational therapists’ reasoning 

when implementing research-based evidence are investigated. Table VI presents the structural 

analysis’ three main themes and the six sub-themes which arose from the analysis.   

 

Table 5. Findings in the structural analysis 

Quotations 
 

Condensation Theme: Facilitator 

   
I think you need help to some of the working procedures. How 
you basicly .. some detailed guiding until you have developed 
new daily routines (TpB) 
 
The facilitator is important for keeping people up to the mark 
and reminding them of why it is important (TpM) 
 
(It is important for the integration., Eds..) that there is focus on 
it and that it is recorded. It’s a good thing. It promotes the 
process (TpL) 
 

Help to change daily 
routines 
 
 
The facilitator keeps track 
 
 
Registration promotes 
implementation 
 

Facilitation of change  
 
 
  
The facilitator in a 
key role 
 
Facilitation tools 
 

  Theme: 
Learning in 
practice  
development  

But it is just very important to be able to see the purpose of 
them (the standardised assessment tools. eds.) – and be familiar 
with the theories behind them. And understand the purpose of 
these things in order to be motivated to make use of them 
(TpII)  
 
(It is important for the integration. eds.) that it is something 
that is useful. And that you have some good experiences using 
it. This makes you go on using it. And not just that it is a 
clinical guideline (Tp3)   
 

Knowledge of the purpose is 
important 
 
 
 
The clinical guidelines need 
to be useful in clinical 
practice 
 

New knowledge  
 
 
 
 
New clinical 
experiences 
 

  Theme: 
Participation 

Yes, and I think that the clinical experience within the therapist 
group and how actively the group has taken part in the process 
(affects the integration process. eds.) (Tp7) 

Clinical experience and 
participation matters  
 

Cooperation 
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Theme 1. The facilitator 

The main theme “The facilitator” was constructed from the three sub-themes: 

Facilitation of change, the facilitator in a key role and the facilitation tools. 

In each setting either an internal or external facilitator in dialogue with the participants 

was in charge of learning, of keeping the therapists up to the mark, of changes of routines and 

evaluation in daily practice “I think you need help to some of the working procedures. How you 

basicly .. some detailed guiding until you have developed new daily routines”(TpB). 

The facilitators’ use of documentation of daily practice as a tool in the hospital 

settings was considered to facilitate the implementations “Now we have asked our facilitator to 

print (documentation) every month” (TpN). The feedbacks were discussed in audit sessions in the 

local groups and formed basis for changes of clinical routines “We have also started to keep our 

therapy records and put a minus or a plus. And if there is a minus you have to write an explanation. 

That is really good because then you have to reason ”why didn’t I do it?” (TpB).   

The facilitators experienced the purpose and role of a facilitator to be important for the 

change process. “It is not done by developing a clinical guideline and just putting it there. It takes 

much..well the group dynamic.. in order to integrate it positively and say ”but it is helping us and 

we are doing a good job “ (Tp7).  

 

 
 

Theme 2.  Learning in practice development 

The learning experiences were related both to the individual therapist’s experiences 

and to the process in the group. The occupational therapists stressed the importance of being able to 

see the purpose of integrating research-based evidence in daily practice. They saw getting familiar 
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with the research and theories in the clinical guidelines as a way of understanding the purpose and 

becoming motivated to make use them. “You like to see sense in what you are doing”(TpI).  

Another learning strategy was getting familiar with the practice related to the clinical 

guidelines and use reflections in groups “Repetition.. repetition – and also talking with colleagues 

like you are establishing groups related to the use of COPM where we can talk about our 

experiences” (TpIII) and experiencing the research-based evidence in clinical practice useful “it is 

the repetition... When you have seen it many times, then you get a picture of how things are 

working”(TpI) .  

Successes in clinical practice facilitated the implementation “We think that it is 

exciting to rehabilitate using everyday life activities in natural environments. The results are 

quickly noticeable which sharpens the motivation both for the client and the therapist” (TpI, TpII 

and TpIII). 

Working relatively more on your own in one of the settings made it more difficult to 

implement a standardised practice “and it is just that when you are in your own little (world) – we 

do work a lot on our own – then we easily lose track..”(TpIII).  Across all settings working in a 

group of therapists was considered a resource “But I also have the possibility of getting help from 

my colleagues” (Tp3). “I think we use each other a lot and it is fully legitimate and at our team 

meetings we regularly make room for clinical questions” (TpD).  

In order to compensate for lack of specific courses in the use of standardised 

assessments (AMPS and A-ONE) setting A’s occupational therapists developed new working 

routines ”and we are not so good at swopping …patients. We have become better now..because we 

jolly well have to” (TpD). “It worked to bring it up at our team meetings where we talked about 

how to improve our practice” (TpB).  
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High professional competence was valued within the groups “Just look at us. Now we 

have therapists appointed to be responsible for developing the clinical practice. It’s because they 

(the leaders) want to raise the standards and also because we in our group like to do a good job, 

isn’t it” (TpP). The learning process of an evidence-based practice supported the sense of 

professional competence “I use it (evidence) to buck myself up …I have probably also become more 

aware” Tp.C. ”It seems as if they become more confident in their professional judgement” a 

facilitator said, continuing “I do think it (the implementation process) pushes things onto a 

qualitative course .. it is just a process that takes ages” (Tp7) even though the implementation was 

considered demanding “to implement something new ..it is hard work”(TpI). 

 

Theme 3. Participation 

The main theme “Participation” was constructed from the one sub-theme: 

Cooperation. 

The participatory action research design opened up for all occupational therapists to 

participate in the study and thereby the implementation process. The participants valued taking part 

in organizing the integration process “It is more fun when you take part in a development” (TpII).  

A critical attitude to the clinical guidelines was considered necessary in order to adapt 

the guidelines to local contexts “You could not just take the one (guideline) developed in the acute 

setting. It did not fit our culture. We could not just take over something others have developed. You 

have to consider the implications” (Tp 7). 

The clinical experience of the occupational therapists affected how the timing and 

content of the implementation process were perceived “and some of the feedback we got has been 

that the teaching we have given has been too theoretical..they say..they want something more 

practice-related. I think it has to do with the constellation of the group .. there are new therapists 
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who are in need of elementary instructions (Tp7). The experienced occupational therapists were 

able to work more flexibly, handling both interaction with the patients and intervention while 

implementing the research-based knowledge. They valued the common learning on research-based 

evidence and were relatively more participating in the implementation while the less experienced 

occupational therapists prioritized getting more knowledge and skills within present clinical 

practice.  

Discussion of results 

According to Ricoeur a comprehensive understanding of at text is a possible way of 

experiencing the world (Ricoeur 1976). In the critical interpretation the main themes are discussed 

across the implementation process and across settings. Results from current research and 

preconceptions were used to discuss and argue suitable interpretations of the facilitation of the 

implementation process.  

The results showed that the facilitators were in charge of key roles in the collaboration 

with the therapists in order to translate the evidence of the guidelines into clinical practice. The 

participatory action research methods strengthen the implementations process which can be 

interpreted and discussed as situated learning processes. 

 

The facilitator  

There is still little evidence to indicate the relative importance of the different skills 

and attributes needed for effective facilitation (Harvey 2002). Many descriptions of facilitation aim 

to balance the achievement of goals with the development of individual and group processes. The 

purposes varied from the facilitator providing help and support to achieve specific goals to enabling 

the therapists to analyze, reflect and change their own attitudes and ways of working. Inspired by 

the participatory action research approach the facilitators in cooperation with the occupational 
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therapists aimed at implementing local changes towards an evidence-based practice in line with the 

current conceptual framework in occupational therapy and in agreement with local policies and 

values. 

It was acknowledged by the participants that the facilitators were in key roles of the 

implementation processes in all three settings. The therapists expressed the necessity for somebody 

having the appointed assignment of facilitating the implementation process by keeping the 

participants on track in busy environments where multifarious issues competed for the therapists’ 

focus and time. They also expressed the need for somebody to be in charge of providing new 

knowledge, for opportunities for trying out and getting experience in daily practice and for 

evaluations while the implementation process took place. 

McCormack et al. (1999) state that involvement in practice development, practice-

based research and implementation of research in practice depends on skills in change processes, 

research, evaluation techniques and methodologies, and on confidence to use them in specific 

contexts. It was consistent with the facilitators who felt the need to be sensitive, flexible and to 

possess a range of task-focused and enabling skills in accordance with the constellation of the local 

groups of participants, with the local context and the time range of the implementation process.  

 In accordance with other studies (Harvey 2002) the facilitators experienced that 

attempts to improve group processes and change existing cultures required long periods of work to 

achieve their purpose.  

The elements that in this study are illustrated by the function of the facilitator matched 

the elements and sub-elements in the PARIHS framework. The PARIHS framework sees every sub-

element as a point on a continuum of low to high where each sub-element has to be judged towards 

high in order for an implementation to be successful (Harvey 2002). Evaluating the process in each 
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setting within this study on the continuum of facilitation (see Figure 2) there is a tendency towards 

high in all three settings.  

 

Situated learning in practice development 

The occupational therapist’s participation in this implementation process can be 

interpreted as situated learning processes and thereby considered as an integral and inseparable 

aspect of the social practice (Lave and Wenger 1991). The three settings formed communities of 

practice within which the occupational therapists were given the opportunity to participate and learn 

by participation.  

Learning in a community in practice is defined by apprenticeship where the 

organization of the community becomes a key factor for the learning process (Lave and Wenger 

1991). At starting point of the implementation process the participants were in demand for 

knowledge and skills in order to initiate and maintain a sustainable development of an evidence-

based local knowledge base. Situated learning is not characterized by formal teaching sessions 

(Lave and Wenger 1991) and local workshops at routine group meetings acted as sessions of 

learning in which theory on evidence-based practice and the research supplying evidence for the 

clinical guidelines were mixed with reflections and discussions within the groups of occupational 

therapists in cooperation with the facilitator. Later interactive group meetings, local audits 

combined with interviews and the individual experiences gained in the clinical situations constituted 

explorations and evaluations. 

 To attain common changes towards an evidence-based practice in the settings the 

participants needed embodied experiences in combining new research-based knowledge, clinical 

reasoning and skills in their local context. The occupational therapists used learning strategies of 

getting familiar with the practice related to the clinical guidelines and experiencing the research-
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based evidence in clinical practice being useful and creating successful situations which stressed the 

meaningfulness in the participation. The learning process was expressed by the therapists changing 

practice and changed understanding of own clinical practice. 

In all three settings implementation as a group process was stressed. During the 

implementation process it became crucial that the therapists as a group had the opportunity to 

explicit local practice knowledge and critically appraise the knowledge use in order to develop their 

practice knowledge and new skills. The purpose and process of the group’s practice development 

were negotiated within the group and together with the facilitators. A critical attitude to the clinical 

guidelines was considered necessary in order to adapt the guidelines to local contexts and thereby 

translating research-based evidence into local clinical practice. In all three settings the conclusions 

resulted in implementation of various new working routines based on the five clinical guidelines 

and the learning processes became part of developing and thereby changing the occupational 

therapists’ professional identities expressed in more professional confidence (Kvale 1999).  

  

Participation as bridging the gap  

Finding a way of bridging the gap between researchers and practitioners is 

recommended from various research fields, among others occupational therapists, (Kielhofner 2005, 

Finleyson 2005) and knowledge translation (McCormack et al 2002). Researchers are recommended 

to involve stakeholders as true collaborators in shaping the research including what questions to 

address, data collection and how to interpret and disseminate the findings (Kielhofner 2005). The 

therapists in this study also stressed the importance of being able to see the purpose of 

implementing research-based evidence in daily practice. They considered it of importance to get 

familiar with the research and theories used in the guidelines as a way of understanding the purpose 

and becoming motivated to make use of them. The occupational therapists in these three settings 
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expressed interest in becoming change agents in their own clinical practice while participating in 

the local implementation process. Participatory action research methods were adapted and carried 

out in planning and collaboration with the facilitators and occupational therapists within workshops, 

group meetings and discussions, audits and evaluations.  The data of the study show productive 

paths for change processes. 

The extent of clinical experience within the occupational therapist groups affected 

how timing and content of the implementation process were perceived. In communities of practice 

the newcomer gradually acquires essential skills, knowledge and values of the craft by moving from 

a peripheral participation to becoming a full participant in a social-cultural practice. The standards 

and values of the craft are embodied through the participation of the communities’ practice forms 

(Lave and Wenger 1991). In this study dilemmas in the implementation and thereby learning 

processes were seen related to the amounts of clinical experience. The experienced occupational 

therapists valued the participation in the implementation processes relatively more and were more 

open to personal changes related to the process while the less experienced occupational therapists 

prioritized getting more craft knowledge and skills as this was considered next zone for personal 

development. The facilitators evaluated that the composition of the groups of practitioners was a 

key factor in the organization of the implementation process. 

 

Discussion of methods 

The scientific trustworthiness of the study was evaluated using the concepts of 

credibility, dependability, confirmability and applicability (Öhman 2005, Rolfe 2006, Carter and 

Little 2007). The transparency in writing up the study’s process and results allows the reader to 

follow the process. The prolonged data gathering period, method triangulation used to enrich the 

investigation and focus group discussions of the results contributed to the credibility of the study. 
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 A community of practice is a rich form for researchers who study practice-related 

questions and for practitioners to dialogue and collaboration (Corcoran 2006).The action research 

approach called for flexibility. Throughout the research process the continuous generating and 

analysis of data affected the extent, focus and use of methods in the generating process.  

 Relating to the study’ dependability field diaries, reflective field notes and thorough 

transcriptions were used to document the data gathering process.  Furthermore, the thorough and 

systematic analysis using Ricoeur’s textual interpretation of distanciation and the detailed 

description of the analysis increased the confirmability of the study.  

Findings from qualitative studies are not thought of as facts that are applicable to the 

population at large. As qualitative samples are small and the research deals with detailed, in-depth 

analyses rather than large-scale population-based studies, it is not possible to generalize the findings 

using statistical inferences (Öhman 2005). Rather the findings in the form of descriptions, notions, 

or theories are applicable within specified contexts (Malterud 2001) as the qualitative researcher 

aims at obtaining analytical generalization and the developed theory should fit and be applicable 

beyond the study population from a theoretical point of view (Öhman 2005). 

 

Conclusions 

The study indicated new knowledge of the importance of appointed facilitators and 

learning in a community in practice as a group process was stressed. Moreover, the use of 

participatory action research methods and theory of situated learning interacting with the PARIHS 

framework provided new useful perspectives and structures for investigation of implementation of 

research-based evidence within occupational therapy. The study reinforced current knowledge of 

implementation processes requiring long periods of work to achieve their purpose.  
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Key messages  

• Appointed facilitators had key roles in the implementation 

• Situated learning was an important part of the implementation  

• Collaboration in implementation was stressed by the occupational therapists 

 

What the study has added  

The use of participatory action research methods and theory of situated learning 

interacting with the PARIHS framework provided new useful perspectives and structures for 

investigation of implementation of research-based evidence within occupational therapy  
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Discussion  

 
In this section the findings of the study are discussed. The section is initiated with methodological 

considerations of Paper II. “How occupational therapists reason when integrating research-based 

evidence in stroke rehabilitation” and Paper III “Facilitation of research-based evidence within 

occupational therapy in stroke rehabilitation“. Accordingly the findings are discussed using 

additional theories and research. The thesis is concluded with proposing implications for clinical 

practice and new research. 

 

Discussion of theoretical frameworks and methods used in studies 2 and 3  

The scientific trustworthiness of the studies was evaluated using the concepts of credibility, 

dependability, confirmability and applicability (Lincoln & Guba 1985, Öhman 2005, Rolfe 2006, 

Carter and Little 2007). This section starts with a discussion of the strengths and limitations of the 

chosen theoretical frameworks followed by the discussion of the methodological approach and the 

methods used. 

 

Discussion of the frame of theory of science and the theoretical frameworks  

The frame of theory of science had origins in phenomenological hermeneutics. This approach proved 

suitable for contributing to insight in aspects of importance for the implementation processes.  

The interpretation methods inspired from the part of Ricoeur’s body of work that 

concerns interpretation of texts provided background for the data analysis and interpretation of the 

empirical material in the study. The distanciation in the analysis process made it possible to leave 

the individual level and investigate aspect of importance for the implementation process at a group 

level which is the analytic level of this study.  
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Within the theoretical frame for knowledge translation there was no satisfactory 

overarching knowledge translation theory (Estabrooks et al. 2006). A wide range of mid-range 

theories and conceptual frameworks are commonly applied in implementation research (Graham & 

Tetroe 2007, Rycroft-Malone 2007, Rycroft-Malone, J & Bucknall T. 2010). Knowledge translation 

research and activity has been dominated by logical positivism (Rycroft-Malone 2007). A debate in 

the knowledge translation literature is called by Rycroft-Malone (2007) and Kitson (2009 a, 2009 b) 

as they argue that knowledge translation is a multi-dimensional and multi-layered process. In line 

with Estabrooks et al. (2006) Rycroft-Malone agrees that multiple theoretical perspectives are more 

powerful than an overarching theory for guiding knowledge translation processes and states that the 

research communities need to discuss how different epistemological approaches all contribute to 

applying and developing knowledge translation theory (2007). Kitson discusses the necessity to 

integrate system theories with knowledge translation theories and models as the health care system 

is best viewed as s complex, interactive and organic entity (2009a). In agreement with this 

understanding the definitions and conceptual framework used in this study aim at capturing the 

dynamic relations of the evidence, the process and the contexts involved. The PARIHS framework 

offered useful concepts and structures for the investigation (Fig. I) at a team level which is in 

agreement with its intentional use (Rycroft-Malone & Bucknall 2010).  

The theoretical frames within occupational therapy theory provided knowledge of the 

conceptual foundation and proved useful in the data generation, data analysis and especially the 

discussions of the participants’ local culture and professional values of importance for the 

development of an evidence-based practice as presented in paper II and paper III.  

Clinical reasoning has been defined as a context-dependent way of thinking and 

decision-making in professional practice to guide practice actions utilising core dimensions of 

practice knowledge, reflexivity, reasoning and metacognition (Higgs 2008). Several models of 
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clinical reasoning have been developed in recent years (Higgs & Titchen 2001, Higgs et al. 2008, 

Sinclair 2007, Chapparo & Ranka 2008, Higgs et al. 2008, Turpin & Higgs 2010) all stressing the 

importance of practice knowledge, personal knowledge and the influence of the contextual 

interaction. The three tracks developed by Mattingly and Fleming (1994) were considered to 

include these sources of knowledge and to interact dynamically. As the three tracks corresponded 

well with the content of the clinical guidelines this model was chosen. The data analysis in the study 

was inductively conducted and the three clinical reasoning tracks worked well afterwards in the 

critical interpretation of the occupational therapists’ reasoning and as structure in the presentation of 

the findings.  

 

Discussion of the methodological approach and methods 

An action research was chosen as it is recommended when the aim of the research is to investigate 

and facilitate change in a social setting (Kemmis & McTaggart 2000; Kelly & Simpson, 2001) and 

has proved successful in bridging the research - practice gap (Cusick and McCluskey 2000; 

Bowman and Llewellyn 2002; Finleyson 2005; Forsyth, Summerfield-Mann, & Kielhofner 2005). 

Action research is contextual to the practice being studied in order to be meaningful and relevant 

(Taylor et al. 2006).  

A community of practice is a rich form for researchers who study practice-related 

questions and for practitioners’ collaboration (Corcoran 2006).  The collaboration with the 

occupational therapists in the three settings took place in the period from summer 2006 to winter 

2007 and provided extensive data on implementation of an evidence-based occupational therapy in 

stroke rehabilitation. The partnership in the research process was longest and strongest in Setting A 

due to this place being the originator of the study and due to my employment in the setting. In 

Setting A the collaboration mainly built on already established meeting and position structure 
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within the group of occupational therapists.  Setting B had on account of local organisation in one 

group of occupational therapists and with an appointed internal facilitator been able to work 

purposively and independently in periods during the implementation. In Setting C the collaboration 

with the participants required development of a new network and a new temporary meeting 

structure with me as external facilitator. Not being able to make use of an established organisation, 

the collaboration required more planning and flexibility.  

When using an action research approach limitations concern among other establishing 

collaborative reflective practice and ensuring involvement of all stakeholders (Hart 2007). The idea 

of participation is central in action research and became the pivotal point in this study. The 

inclusion should not be regarded as static but create flexible and dynamic structures in which all of 

those involved in and affected by the processes of research have a right to act and speak (Kemmis & 

McTaggart 2005). Active collaboration was aimed at by engaging the participating occupational 

therapists in the local change processes in all three settings. Involvement of all potential 

occupational therapists in the implementation process was attempted overcome by using pre-

established meeting structure and audits including all occupational therapists in Settings A and B. 

The inclusion of participants in the study was voluntary and continuous during the entire 

implementation process, amongst others with the purpose of capturing the turnover of staff in 

Setting A and Setting B. In Setting A 15 occupational therapists participated during the process and 

in Setting B it amounted to 7 participants. The three occupational therapists in Setting C took part 

during the entire implementation process (Table II). The disparity in numbers and difference in 

length in collaboration did not weaken the process or the findings in the settings as the 

implementation process took place over a long period and had the group level as the focus and not 

the participants’ individual change processes. Furthermore, the change processes were strengthened 

by stable facilitation and stable participation from 2 – 3 occupational therapists in each setting.  
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The research methods used in action research should be specific to the needs of the 

study (Spalding 2009). Qualitative research allows flexibility throughout the research process 

(Öhman 2005). Throughout the research process the continuous generation and analysis of data 

affected the extent, focus and use of methods in the generating process (Figure IV). In studies 2 and 

3 a combination of observations, interviews and investigation of documents and registration of daily 

practice was used in order to generate data to deepen the understanding of the issues investigated. 

This flexibility is discussed as a potential limitation (Hart 2007) but in this study the scientific 

rigour was strengthened by the triangulation of the methods. These methods entailed different 

contributions to the data generation which in turn differentiated and developed the investigation 

further. 

I chose to initiate the study where interaction in clinical practice took place (Wadel 

1991). The content, number and extent of the participatory field observations were continuously 

adjusted in the light of the current working conditions in the settings. Especially heavy workload 

and parallel politically initiated change processes involving the entire settings prolonged the period 

of field observations. In the beginning of the process I aimed to be open when choosing the sessions 

which were recorded. Later the sessions were strategically weighted in order to ensure variation. 

During the assessments and interventions the occupational therapists’ and the patients’ actions and 

conversations were noted. The structure of the participatory field observations was based on 

Spradley’s nine major dimensions of every social situation (Spradley 1980). The chosen structure 

enhanced systematic observing and note building, which provided detailed descriptive data of the 

situations observed.  

In qualitative research it is an essential assumption that the researcher and the 

participants interact and influence each other (Öhman 2005). I was aware that I might affect the 

sessions I observed, but in general this problem tends to decline in prolonged studies (Wadel 1991). 
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Usually the occupational therapists and patients seemed able to either ignore my presence or 

integrate me to a small extent where I was mostly seen as another occupational therapist or staff 

member. As participatory field observations are “give- and-take” situations, I tried to be aware of 

the roles I was assigned and mostly accepted them (Wadel 1991). The shared understanding of the 

situation eased the communication. Lincoln and Guba (1985) stated that there are no techniques 

providing a guarantee against “going native”, but awareness is a way towards prevention. The 

common professional background gave rise to my particular attention to systematics and 

thoroughness in the data generation in order to avoid misinterpretations due to hidden or mistaken 

perceptiveness (Wadel 1991) After the sessions short and informal interviews with the occupational 

therapists elaborating on their decision-making usually took place. Unfortunately time pressure did 

not always allow the occupational therapists time for talking to me immediately after the sessions or 

the same day. Time delay often weakened the memory of both the participants and me and thereby 

the data generation from these informal interviews.  

Data analysis of the first five months of observations was used to design an interview 

guide applied in four focus group interviews with the occupational therapists who participated in the 

study. Due to local work schedules and the number of participants, two focus group interviews were 

held in one setting and one in each of the other settings. I conducted these focus group interviews as 

moderator on my own. The first round of focus group interviews was more structured than the 

second round as they were structured round an interview guide with a number of issues which I 

considered important to discuss as background for the further process (Morgan 1996). Focus group 

interviews are recommended when investigating complex issues at a group level as the participants 

share experiences, they highlight the collective not the individual views (Bojlén & Lunde 1995; 

Halkier 2005; Ivanoff & Hultberg 2006). The group interaction may stimulate the participants’ 

awareness and involvement and support a supportive context, thereby producing data that would not 
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be able to be generated in individual interviews. (Kitzinger 1994; Bojlén & Lunde 1995; Halkier 

2005; Ivanoff & Hultberg 2006). On the other hand, the group session may also stimulate to 

conformity or polarization (Halkier 2005). In the introduction and during the interview I stressed 

that the participants were not asked to reach consensus but to throw light on and discuss the issues I 

presented in order not to encourage an open and dynamic situation (Ivanoff & Hultberg 2006). As 

the culture within the groups supported this atmosphere the interviews worked well for generating 

data. 

The field observations and the first focus group interviews gave rise to the individual 

interviews as the data and discussions revealed a lack of information concerning the process, in 

which the occupational therapist and the individual patient engaged. A small number of individual 

semi-structured interviews were held with the occupational therapists within each local setting 

(Kvale 2000). This time the interview guide design was based on a descriptive case report design in 

order to set a structure for clinical reflections on the rehabilitation process. The guide was given to 

the occupational therapists some days before the interview. The guide provided structure to their 

preparation and starting point for the interviews which developed individually depending on the 

content of the story and the occupational therapists’ subjective narrative style (Kvale 2000). The 

interviews generated important data regarding decision-making on the use of clinical guidelines 

based on reflections concerning the rehabilitation processes. 

Finally, the generating of data was completed with two final focus group interviews 

across settings and a semi-structured interview with a facilitator. The final focus group interviews 

were held as meetings with the purpose of conveying the final results analyzed in the first naïve 

reading with the participants’ own interpretations and evaluating the implementation and 

cooperation processes. I also held the role as moderator but this time one of the supervisors took 

part as co-moderator, which increased the dynamics. The interview guide took the form of written 
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statements including statements on both the integration process and the final results from the 

various gatherings. The statements furthered the interaction compared with the first round of 

interviews. As the occupational therapists from one setting were unable to join the interviews, the 

focus group interviews were supplemented with a semi-structured interview with the facilitator 

from the missing setting.The semi-structured interview with the facilitator was undertaken with the 

same interview guide.  

Jamtvedt et al. (2006) conclude in a Cochrane review that audit and feedback can be 

effective in improving professional practice. In this study the audit method was used in 

retrospective and systematic appraisals of practice. In both Setting A and Setting B the occupational 

therapists documented the content of the occupational therapy service given to the individual patient 

by typing in time use and nationally developed classification codes. This practice was new to all the 

occupational therapists at the time and several local cross-checks of the therapists’ registrations in 

both settings revealed a number of typing errors. Furthermore, the use of the codes was under 

development and assigned to subjective interpretations. These conditions taken into account the 

data from the registrations were not considered suitable for statistic evaluation but were discussed in 

the local audits with the purpose of informing the change processes. As the discussions furthered 

changes in daily practice, it gave cause for evaluation of the effect of the audits in this study to have 

entered positively into the implementation process. 

Credibility is the concept used in qualitative research to answer questions about the 

truth value. Several techniques have been developed with the purpose of increasing credibility in 

qualitative studies. The most frequently used are long-standing research processes, triangulation, 

peer debriefing and member checking (Lincoln & Guba 1985; Öhman 2005).The prolonged data 

gathering period, method triangulation used to enrich the investigation and focus group discussions 

of the results contributed to the credibility of this study.  Member checking is considered an 
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important technique for establishing credibility (Cho & Trent 2006). Member checking occurred 

during all interviews where interpretations from observations and the actual interview were 

undertaken and in the focus group interviews in which the collected data were ‘played back’ to the 

participants at a group level by which misunderstandings were adjusted (Lincoln & Guba 1985; Cho 

& Trent 2006). In these focus group interviews the participants engaged in making sure their 

perceptions of realities corresponded with the findings. In that way the member checking gave rise 

to further development of the findings by being gone through several times by the participants at a 

group level. Triangulation used for the purpose of completeness means that divergent results can 

enrich the explanations of a phenomenon (Curtin & Fossey 2007). The trustworthiness of the 

complex integration process was enhanced by combining research methods that had different 

approaches to generating knowledge of the process. Using triangulation in this way offers depth and 

breadth leading to a greater understanding of the aspects that influence the implementation process 

as each research method contributes with a different piece to the puzzle.  

Dependability relates to the ability of the researcher to be flexible and change 

perspective in accordance with the emerging process. The technique proposed to account for 

dependability, called audit trail, refers to a strategy whereby the research process is documented and 

described in detail in order for outsiders to follow the steps and decisions of the process (Lincoln & 

Guba 1985; Öhman 2005). With regard to this study’s dependability field notes and thorough 

transcriptions contributed to document the data gathering process. The transparency in writing up 

the study’s process allows others to follow this process (Figure IV).   

In qualitative research the concept of confirmability is used to refer to the researcher’s 

ability to be neutral to data. Confirmability is also checked by an audit trail, this time meaning that 

the auditor should be able to find the derived qualitative findings well grounded in data (Lincoln & 

Guba 1985). The thorough and longstanding generating of data in the field observations, the 
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interviews and transcriptions support confirmability of generation of the data. Moreover, the 

systematic data analysis undertaken by the two supervisors and me using Ricoeur’s textual 

interpretation of distanciation and the detailed description of the analysis contributed to increasing 

the confirmability of the study.   

Applicability in qualitative research relates to the concept transferability (Lincoln & Guba 

1985). In qualitative research the developed theory should be applicable beyond the study 

population from a theoretical point of view (Öhman 2005). Findings from qualitative studies are not 

regarded as facts that are applicable to the population at large. As qualitative samples are small and 

the research deals with detailed, in-depth analyses rather than large-scale population-based studies, 

it is not possible to generalize the findings using statistical inferences. Rather the findings in the 

form of descriptions, notions, or theories are applicable within specified contexts with similar 

features (Malterud 2001).The theory generated or enriched through action research builds on 

knowledge that developed while the participants worked together to improve their understanding of 

particular practices (Taylor et al. 2006).Thus action research aims at producing knowledge and 

action directly useful to collaborative participants and to develop theory which may guide future 

inquiry and action (Kemmis & McTaggart 2000). The theory generated in this study is presented in 

the three articles and discussed in the following section.  

Action research based on a more critical, creative and emancipatory approach (Kemmis & 

McTaggart 2000, Wilding & Whiteford 2008) might have succeeded in a larger practice 

development and further generation of theory. However, this would have required involvement of 

the leaderships allowing a more experimental practice development (Binnie & Titchen 1998, 

McCormack & Titchen 2006) and resources in the settings beyond the conditions of this study.  
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Discussion of findings  

The findings in his study indicate that the influence of professional values in the occupational 

therapists’ local cultures seemed to be a substantial factor to consider in implementation of an 

evidence-based practice. The findings also underline the importance of appointed facilitators and 

learning in a community of practice as a group process was stressed. Current knowledge of the 

importance of local cultures and leadership in implementation of research-based evidence in clinical 

practice was reinforced. Furthermore, personal values and clinical experiences were seen to 

influence clinical reasoning.  

The use of action research methods and theory of situated learning interacting with the 

PARIHS framework provided profitable perspectives and structures for investigation of 

implementation of research-based evidence in occupational therapy.  

Finally the study reinforced present knowledge of implementation processes requiring 

long periods of work to achieve their goal. 

The PARIHS framework presented in the frames of theory will be used to structure 

the discussion of the findings in study (Kitson 1998). The three elements of the framework 

evidence, context, and facilitation are each positioned on a high to low continuum (Figure I). A 

successful implementation is considered more likely when all the sub-elements and thereby 

elements are evaluated towards high (Rycroft-Malone 2004).  

 

The element of evidence  

Evidence element consists of the sub-elements: research, clinical experience, patient 

experience and information from the local context. In this study the sub-element of research was 

evaluated towards high in study 1.  

163  



Research evidence mainly based on qualitative research arose providing support for a 

client-centred approach, entailing outcome related to better ability to recall rehabilitation goals, the 

patients feeling more involved and able to manage more everyday life occupations after 

rehabilitation. There was also considerable research-based evidence predominantly based on 

quantitative research for the use of everyday life occupations in occupational therapy. Occupational 

therapy was evaluated as an important aspect of stroke rehabilitation improving outcomes in 

everyday life occupations including ADL and participation. The evidence was evaluated sufficient 

and of relevance for the development of the clinical guidelines in this study. The research-based 

evidence concerning the use of an activity-based approach found in the study was later evaluated in 

line with the findings of the review undertaken by a committee organised by the European Stroke 

Organisation (Quinn 2009).   

Study 2 investigating occupational therapists’ clinical reasoning when implementing 

an evidence-based occupational therapy provided information on clinical experience and the 

occupational therapists’ interpretation of patients’ preferences.  The findings were discussed using a 

frame of occupational theory concerning clinical reasoning (Mattingly & Fleming 1994; Mattingly 

et al. 1997). Findings showed that the occupational therapists generally valued their clinical 

experience. In the implementation process they considered that the clinical experience influenced 

the competence with which they balanced the various elements of the intervention. The more 

experienced they were, the more flexibly they were able to handle both interaction and intervention 

while implementing the research-based knowledge (Benner, 1984; Unsworth, 2001; Higgs & 

Titchen 2001). This finding was in line with Rappolt (2003) arguing that professional expertise is a 

particular important factor in the implementation process as it is an integrated part of every stage in 

determination and application of research- and client-based evidence in clinical decision-making. 
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  Moreover, the extent of clinical experience within the occupational therapist groups 

affected how timing and content of the implementation process were perceived. In communities of 

practice the newcomer gradually acquires essential skills, knowledge and values of the craft by 

moving from a peripheral participation to becoming a full participant in a social-cultural practice. 

The standards and values of the craft are embodied through the participation of the communities’ 

practice forms (Lave and Wenger 1991). In this study dilemmas in the implementation and thereby 

learning processes were seen related to the amounts of clinical experience. The experienced 

occupational therapists valued the participation in the implementation processes relatively more and 

were more open to personal changes related to the process while the less experienced occupational 

therapists prioritized getting more practice knowledge and skills as this was considered next zone 

for personal development. The facilitators evaluated that the composition of the groups of 

practitioners was a key factor in the organization of the implementation process. 

The patients’ experiences were not investigated directly or at a group level but entered 

into the interaction in the clinical situations seen through the eyes of the occupational therapists.  

Across the settings it was of common concern for the occupational therapists to create 

opportunities, e.g. enabling extended time for the patients to take active part in their own 

rehabilitation and build a shared image of the patients’ future selves (Guidetti et al. 2009). The 

implementation of the standardized assessment tool COPM supporting common goal-setting 

became a success in the occupational therapy intervention and later within the interdisciplinary 

teams in Setting B. Even though other studies have shown that policies and structures, discourses of 

other professionals, time constraints and lack of resources constituted substantial challenges to 

integration of a client-centered practice (Wilkins 2001; Mortensen & Dyck 2006) the 

implementation of this particular clinical guideline became a high priority as it corresponded well 

with local policy.  
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Research provides evidence of patients’ benefit from participation in client-centered 

practice by actively involving themselves in the goal-setting and treatment-planning processes and 

by engaging in the occupational therapy treatment sessions (Maitra & Erway 2006; Sumsion and 

Law 2006; Wohlin Wottrich et al. 2007; Guidetti et al. 2007). Nevertheless, there may be  

perceptual gaps between the occupational therapists’ and the patients’ perception of a client-centred 

practice stressing the need for occupational therapists to actively develop and implement a 

systematic strategy to involve clients in the goal-setting and decision-making processes in their 

clinical practice (McAndrew 1999; Maitra &Erway 2006). The implementation of the use of the 

Canadian Occupational Performance Measure (COPM), which took place in all three settings, might 

be part of such future local strategies. A recent study by Pripps and Richardson supports the 

implementation of COPM in stroke rehabilitation (2007). Studies have shown that barriers of 

implementation of client-centered practice may include: patients with decreased cognition, patients 

who lack motivation to be independent or expect their therapist to set goals for them, occupational 

therapists’ lack of facilitation of a client-centred approach, difficulties of practicing in a context in 

which the patient’s individual goals are not the focus of treatment and lack of time (Maitra & Erway 

2006). In this study the occupational therapists in Setting A and Setting B especially pointed to 

barriers due to patients’ acute crisis and decreased cognition. Additionally, lack of time due to to 

shorter hospital stays was mentioned.  

Furthermore, relevant local data in the form of documentation of the implementation 

process were gathered and used in local audits in Setting A and Setting B.  

Evaluating the element of evidence the sub-elements of research, clinical experience 

and information from the local contexts can be evaluated towards high at the continuum. The 

patients’ experience was not directly investigated and therefore not in a position to be evaluated 
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high even though the patients’ perspective were valued and integrated in the decision-making of the 

occupational therapists. 

 

The element of context 

The element of context consists of the three sub-elements: culture, leadership and evaluation.  When 

implementing an evidence-based practice local context is considered to be more receptive to change 

when there are sympathetic cultures, strong leadership and appropriate evaluative systems. Local 

context benefits from transformational leaders, features of learning organisations, appropriate 

monitoring, evaluative and feedback mechanisms (Rycroft-Malone 2004). 

Study 2 evaluated the element of context looking into local culture and leadership of 

occupational therapy as factors influencing the implementation process. It is argued that the culture 

of a practice context needs to be understood if meaningful and lasting change is to be achieved 

(McCormack, 2002). It is consistent with the relation between research utilization and professional 

values and was seen to be a key factor in this study (Estabrooks, 2003). Findings showed that 

change towards an evidence-based practice had to accommodate the local professional values and 

cultures in order to be implemented in these three settings.  

The interaction within and relative importance of the various phenomena in the three 

reasoning tracks presented in the theoretical frames were seen to vary (Mattingly & Fleming 1994; 

Mattingly et al. 1997). In the two hospital settings the occupational therapists were specialized in 

stroke rehabilitation and drew relatively more on biomedical knowledge in their clinical reasoning. 

The daily practice was focusing on remediation. As a consequence the clinical guidelines needed to 

include research-based procedural knowledge within occupational therapy and biomedical 

knowledge to create background for evaluations of the dialectic relations between health and 

everyday life activities. In home rehabilitation the occupational therapists’ reasoning was relatively 
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more engaged in assisting to create new patterns of everyday life activities within the patients’ own 

contexts. The daily practice had a general and adaptive approach. In this context the occupational 

therapists mainly used alternative or compensatory strategies including assistive devices and 

modification of the environments. Consequently, in this setting the clinical guidelines needed to 

include relatively more evidence-based phenomenological knowledge.   

Across all settings the interdisciplinary and management culture affected 

implementation. In the hospital settings the concept and use of research-based evidence were more 

familiar among the interdisciplinary teams than in home rehabilitation, but also in the municipality 

interest in new research-based knowledge was expressed. Even though evidence was in demand in 

the hospital settings, the occupational therapists were left with dilemmas in their decision-making 

when members of the interdisciplinary teams did not share common values and goals. This was 

mainly the case in the acute setting when demands for high activity and short hospitalization 

affected the interdisciplinary teams and recognition was questioned.  

In all three settings the implementation process was facilitated by an action research 

approach being a group process and adapted local professional culture (Grundy 1982; Kemmis & 

McTaggart 2000; Atwal 2002; Taylor et al. 2006; Wagner 2006). During the implementation 

process it became crucial that the therapists as a group had the opportunity to explicit local practice 

knowledge and critically appraise the knowledge use in order to develop their practice knowledge 

and new skills. The purpose and process of the groups’ practice development were negotiated 

within the group and together with the facilitators. A critical attitude to the clinical guidelines was 

considered necessary in order to adapt the guidelines to local contexts and thereby translating 

research-based evidence into local clinical practice. The implementation of various new working 

routines based on the five clinical guidelines and the learning processes became part of developing 

168  



and thereby changing the occupational therapists’ professional identities expressed in more 

professional confidence (Kvale 1999).  

McCormack argues that one of the greatest challenges to the development of 

healthcare practice is the contradiction between a market-driven healthcare context and the values 

of client-centred practice (McCormack et al. 2002). Challenging the organization in all settings the 

evidence-based assessment tools and definitions of interventions framed the use of everyday life 

activities and goal-setting, requiring the occupational performance to be naturalistic and contextual. 

It was seen that the organisational contexts, especially logistics, time use and physical limits 

affected occupational therapists’ decision-making (Chapparo & Ranka 2008) and thus impeded the 

implementation process. These challenges were seen in all three settings but the requirements from 

the managements were perceived differently and the occupational therapists called for shared 

understandings of priorities and knowledge bases for daily practice. 

The occupational therapists organized the working schedules themselves and usually 

worked on their own, but emphasized the importance of fellowship in daily practice as well as in the 

implementation process. Even though autonomy in daily planning and decision-making was valued, 

management involvement in change processes as a result of the implementation was considered to 

be essential for a successful implementation.  

Furthermore, relevant evaluation in the form of documentation of the implementation 

process was gathered in Setting A and Setting B which was presented above. 

Evaluating the element of context the sub-elements of culture and evaluation can be 

assessed towards high in Setting A and Setting B at the continuum. In Setting C the culture can be 

evaluated high, but we lack a feed-back outside the occupational therapists on the process of 

implementation. The sub-element of leadership must be assessed towards low in all three settings as 

the leaders did not have active roles in the implementation process of this study.  
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The element of facilitation 

The element of facilitation consists of the sub-elements: purpose, role and skills and attributes. 

Facilitation requires flexibility and ability to combine a range of different techniques in which the 

facilitator needs to carry out the role with appropriate skills, personal attributes and knowledge The 

purpose of facilitation varies from providing help and support to achieve specific goals to enabling 

individuals and teams to analyse, reflect and change attitudes, behaviours and daily routines 

(Harvey et al. 2002; Rycroft-Malone 2008; Kitson et al. 2008). 

Inspired by the participatory action research approach the facilitators in cooperation 

with the occupational therapists aimed at implementing local changes towards an evidence-based 

practice in line with the current conceptual framework in occupational therapy and in agreement 

with local policies and values. 

Harvey et al. (2002) stated that there is still little evidence to indicate the relative 

importance of the different skills and attributes needed for effective facilitation. In this study 

external and internal facilitation was used in the hospital settings in respect for local organizational 

roles. In all three settings the first author functioned as external facilitator being responsible for the 

implementation process. In both settings A and B gatekeepers were appointed internal roles as 

responsible for development of the professional practice and took part as internal facilitators. The 

facilitators felt the need to be sensitive, flexible and to possess a range of task-focused and enabling 

skills in accordance with the constellation of the local groups of participants, with the local context 

and the time range of implementation process. In accordance with other studies (Harvey 2002) the 

facilitators experienced that attempts to improve group processes and change existing cultures 

required long periods of work to achieve their purpose. 

It was acknowledged by the participants that the facilitators were in key roles of the 

implementation processes in all three settings. The therapists expressed the necessity for somebody 
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to have the appointed assignment of facilitating the implementation process by keeping the 

participants on track in busy environments where multifarious issues competed for the therapists’ 

focus and time. They also expressed the need for somebody to be in charge of providing new 

knowledge, for opportunities for trying out and getting experience in daily practice and for 

evaluations while the implementation process took place. 

The occupational therapists’ participation in this implementation process can be seen 

as situated learning processes considered as an integral and inseparable aspect of the social practice 

(Lave and Wenger 1991). Learning in a community in practice is defined by apprenticeship where 

the organization of the community becomes essential to the learning process (Lave and Wenger 

1991). To attain common changes towards an evidence-based practice in the settings the 

participants needed embodied experiences in combining new research-based knowledge, clinical 

reasoning and skills in their local context. The occupational therapists used learning strategies of 

getting familiar with the practice related to the clinical guidelines and experiencing the research-

based evidence in clinical practice being useful and creating successful situations which stressed the 

meaningfulness in the participation. The learning process was expressed by the therapists changing 

practice and changed understanding of own clinical practice. 

Moreover, the participants were in demand for knowledge and skills in order to 

initiate and maintain a sustainable development of an evidence-based local knowledge base. 

Situated learning is not characterized by formal teaching sessions (Lave and Wenger 1991). Local 

workshops at routine group meetings acted as sessions of learning in which theory on evidence-

based practice and the research supplying evidence for the clinical guidelines were mixed with 

reflections and discussions within the groups of occupational therapists in cooperation with the 

facilitator. Later in the change process interactive group meetings, local audits combined with 
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interviews and the individual experiences gained in the clinical situations constituted explorations 

and evaluations.  

  Evaluating the element of facilitation the findings showed that the facilitators were in 

charge of key roles in the collaboration with the therapists in order to translate the evidence of the 

guidelines into clinical practice (Harvey 2002). Evaluating the process in each setting within this 

study on the continuum of facilitation there is a tendency towards high in all three settings. 

 

 

Conclusion 

The overarching aim of this thesis was to investigate aspects affecting the implementation of an 

evidence-based occupational therapy in stroke rehabilitation.  

In order to investigate how we procured scientific knowledge of relevance the 

implementation process began with my investigation of the current use of evidence to determine 

what clinical guidelines were relevant to develop and integrate. The investigation was 

complemented by a literature review of national guidelines and research literature. The review was 

undertaken in order to investigate and evaluate the evidence within recent research literature 

concerning the use of a client-centred approach and everyday life occupations within occupational 

therapy in stroke rehabilitation, bearing in mind that focus was especially on ADL activities. There 

was considerable evidence for occupational therapy interventions using ADL activities mainly 

within familiar outpatient contexts. Occupational therapy improves outcome for stroke patients in 

Personal ADL, Instrumental ADL and in participation. In the results of the appraisal of evidence for 

a client-centred practice within occupational therapy in stroke rehabilitation evidence for use of 

client-centred practice was demonstrated, especially the clients’ own assessment of problems in 
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occupational performance, i.e. Canadian Occupational Performance Measure and goal-setting 

proved useful. 

While investigating the occupational therapists’ clinical reasoning by the use of the 

chosen frames of occupational therapy theory the findings in this study indicate that the influence of 

professional values in the occupational therapists’ local cultures seemed to be a substantial factor to 

consider in implementation of an evidence-based practice. Furthermore, personal values and clinical 

experiences were seen to influence clinical reasoning.  

Factors that facilitate the implementation of an evidence-based knowledge in 

occupational therapy practice can be evaluated by means of the PARIHS framework in order to 

evaluate the success of the implementation process. The elements in the PARIHS framework were 

systematically evaluated in the related continuums. When evaluating evidence the sub-elements of 

research, clinical experience and information from the local contexts can be evaluated towards high 

at the continuum. The patients’ experience was not directly investigated and therefore not in a 

position to be evaluated high even though the patients’ perspective was valued and integrated in the 

decision-making of the occupational therapists. Context with the sub-elements of culture and 

evaluation can be assessed towards high in Setting A and Setting B at the continuum. In Setting C 

the culture can be evaluated high, but there is a lack of feed-back outside the occupational therapists 

concerning the process of implementation. The sub-element of leadership must be assessed towards 

low in all three settings as the leaders did not have active roles in the implementation process of this 

study. Evaluating the element of facilitation the findings showed that the facilitators were in charge 

of key roles in collaboration with the therapists in order to translate the evidence of the guidelines 

into clinical practice. In each setting within this study there is a tendency towards high on the 

element of facilitation.  
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The use of action research methods and the PARIHS framework provided profitable 

perspectives and structures for investigation of implementation process.  

Finally the study reinforced present knowledge of implementation processes requiring 

long periods of work to achieve their purpose. 

 

 

Implications for occupational therapy practice 

The findings of this study indicate that implementation of an evidence-based practice needs careful 

consideration.  An evidence-based occupational therapy in agreement with the professions’ 

conceptual foundation includes research evidence based on biomedical, social and humanistic 

knowledge and must be evaluated accordingly. This study underlines the importance of a dynamic 

and multifaceted approach and recommends the use of the PARIHS framework to structure 

planning and evaluation of the change process.  

A sustainable change towards an evidence-based practice calls for occupational 

therapists in clinical practice to develop skills to search and appraise research and to facilitate the 

local implementations processes - a professional development which is still in the making. 

Furthermore, more posts in clinical practice for occupational therapist researchers create sustained 

platforms for development and implementation of research-based knowledge in daily practice.  

Strategic and committed leadership is an important factor for achieving success. The 

collaboration with the practitioners requires appreciation when planning the extent and content of 

an implementation process.The occupational therapists in the three settings expressed interest in 

becoming change agents in their own clinical practice while participating in the local 

implementation process. Moreover, the situated learning which took place in this project furthered 

the implementation processes. Changing practice is more demanding than merely gaining more 
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knowledge. During the change it was crucial that the therapists as a group had the opportunity to 

explicit local practice knowledge and critically appraise the knowledge use in order to develop their 

practice knowledge and new skills adapted to their local contexts. A critical attitude to the clinical 

guidelines is necessary in order to adapt the guidelines to local contexts and thereby translating 

research-based evidence into local clinical practice. Finally implementation processes require long 

periods of work to achieve their purpose and needs to be scheduled accordingly.  

 

Implications for occupational therapy research 

The definitions of knowledge translation and implementation used in this study express the 

complexity and dynamics of the change processes investigated in this study. Kitson (2009) stresses 

the importance of acknowledging the complexity and the multidimensional nature of practice 

settings and in order to capture these complexities emphasizes that knowledge translation research 

could benefit from the use of approaches based on e.g. systems theories, critical social science and 

action research. These recommendations are in line with other research within occupational therapy 

and knowledge translation research (McCormack et al 2002, Kielhofner 2005, Finleyson 2005) and 

the approach in this study. This study made use of the PARIHS framework to structure planning 

and evaluation of the change process. Further studies exploring the framework in occupational 

therapy research will strengthen the evaluation of applicability. 

Learning can be considered an integral and inseparable aspect of social practice. 

Using this perspective the theoretical frame of learning in practice of the study was situated learning 

(Lave & Wenger 1991, Wenger 2004) which proved an important factor in the investigation of 

change processes. Further research of the dialectic between change processes in clinical practice 

and situated learning may provide important knowledge for occupational therapy practice.  

175  



 In occupational therapy literature (Rebeiro 2000; Wilkins et al. 2001; Tickle-Degnen  

2002; Restall et al. 2003; Wressle & Samuelsson 2004; Duggan 2005; Sumsion 2005) a client-

centred practice is emphasized. The significance of making knowledge and tools available for 

patients’ active participation in their own rehabilitation is underlined. Additionally, different 

interpretations of the concept and the implementation of a client-centred practice are discussed 

(Sumsion & Smyth 2000; Falardeau & Durand 2002). At present a lack of knowledge of patients’ 

outcome remains and how the patients experience their involvement in an evidence-based 

occupational therapy needs further investigation.  
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Summary in English 

Knowledge translation within occupational therapy 

- aspects influencing implementation of 

evidence-based occupational therapy in stroke rehabilitation 
 

The overall purpose of this study is to provide knowledge concerning research utilization in 

occupational therapy by investigating aspects affecting the implementation of evidence-based 

knowledge in occupational therapy within stroke rehabilitation.  

Providing research-based evidence for clinical practice in health services is necessary 

but not enough to provide services of high quality. Recognition of this issue has created interest in 

knowledge translation, regarded as a method for reducing the gaps between scientific knowledge 

and clinical practice. Many professionals in the health services experience changes in organisation 

and working practice due to increasing demands for documentation and evidence-based practice - 

trends seen as results of social and economic changes which dictate demands for high quality 

combined with efficient use of resources. Nevertheless, lack of use of research-based evidence in 

health services is well-known. 

The process of knowledge translation requires a multifaceted approach -  among 

others cooperation between research – practice within communities of practice further change 

processes. Consequently, this study was based on an action research approach in collaboration with 

three occupational therapy settings including 25 occupational therapists. Study 1 was initiated by a 

literature review in order to evaluate the evidence concerning the use of everyday life occupations 

and of a client-centred occupational therapy. Based on the results five evidence-based clinical 

guidelines were developed and implemented in the following studies. Study 2 aimed at uncovering 

how occupational therapists reason when implementing an evidence-based occupational therapy. 

Study 3 aimed at uncovering factors that facilitate the implementation of an evidence-based 
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occupational therapy. In both studies field observations, focus group interviews and case report-

based interviews were used. Additionally, documentation of local implementation processes was 

gathered and discussed in local audits. 

The literature review provided considerable evidence for occupational therapy 

interventions. Occupational therapy improves outcome for stroke patients in Personal ADL, 

Instrumental ADL and in participation. Moreover, evidence of a client-centred practice was 

demonstrated, especially clients’ own assessment of problems in occupational performance and 

goal-setting proved useful. 

Investigation of the clinical reasoning indicated that influence of professional values 

in occupational therapy culture was a substantial factor to consider. Furthermore, personal values 

and clinical experiences were seen to influence clinical reasoning. Current knowledge of the 

importance of local interdisciplinary cultures and leadership in implementation of research-based 

evidence was elaborated.  

Key roles of the facilitators were stressed. It became crucial that the therapists as a 

group had opportunity to explicit local practice knowledge and critically appraise the knowledge 

use in order to develop new knowledge and skills adapted to local contexts. Learning processes 

became part of developing the professional identities expressed in more professional confidence.  

Finally, the study reinforced present knowledge of implementation processes requiring 

dedicated time to achieve their purpose. 
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Summary in Danish 

Knowledge translation inden for ergoterapi 

- Aspekter, der påvirker implementeringen  

af en evidensbaseret ergoterapi i neuro-rehabilitering 

 

Det overordnede formål med dette studie er at udvikle viden om integrering af forskningsbaseret 

evidens i ergoterapeutisk praksis ved at undersøge aspekter, der påvirker implementeringen af 

evidensbaseret ergoterapi i neuro-rehabilitering. 

Forskningsbaseret evidens for klinisk praksis i sundhedsvæsenet er nødvendig men 

ikke tilstrækkelig til at sikre service af høj kvalitet. Denne erkendelse har skabt interesse for 

forskning inden for knowledge translation1  som en tilgang til at reducere afstanden mellem den 

forskningsbaserede viden og klinisk praksis. Mange professionelle inden for sundhedsvæsenet 

oplever forandringer i organisationen og daglige arbejdsgange på grund af krav om dokumentation 

og evidensbaseret praksis – trends, der kan ses som resultater af sociale og økonomiske 

forandringer, der dikterer krav om høj kvalitet kombineret med effektiv brug af ressourcer. Ikke 

desto mindre opleves der generelt en mangelfuld anvendelse af evidens i beslutningsprocesser inden 

for sundhedsvæsenet. 

Knowledge translation processen forudsætter en multifacetteret tilgang. Samspillet 

mellem forskning og praksis i praksisfælleskaber kan understøtte forandringsprocesser. Som følge 

heraf er studiet baseret på en action research tilgang i samarbejde med tre ergoterapeutiske 

arbejdspladser og med i alt 25 deltagende ergoterapeuter. I studie 1 blev der foretaget et litteratur 

review med henblik på at evaluere evidensen inden for nyere forskning vedrørende dagligdags 

aktiviteter og klientcentreret praksis inden for ergoterapi i neuro-rehabilitering. Baseret på disse 

undersøgelsers resultater blev der udviklet fem evidensbaserede kliniske retningslinjer, som blev 

                                                 
1 Dækkende oversættelse af begrebet er ikke opnået i denne sammenhæng. 
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implementeret i de to følgende studier. Studie 2 havde til formål at undersøge, hvordan 

ergoterapeuterne ræsonnerede i deres kliniske praksis under implementeringen af en evidensbaseret 

praksis. Studie 3 havde til formål at afdække faktorer, som virkede fremmende for 

implementeringen af en evidensbaseret praksis inden for neuro-rehabilitering. I begge studier indgik 

deltagende observationer, fokusgruppeinterview og case rapport-baserede interviews. Derudover 

blev dokumentationen af de lokale implementeringsprocesser indsamlet og diskuteret i fortløbende 

audits.  

Resultaterne i litteratur reviewet viste evidens for ergoterapeutisk intervention. 

Ergoterapi fremmer patienternes rehabilitering inden for Personlig ADL (P-ADL), Instrumentel 

ADL (I-ADL) og deltagelse. Resultaterne viste tillige evidens for en klient-centreret praksis. Især 

patienternes egne vurderinger af problemer med aktivitetsudførelse og målsætning viste sig at være 

velegnet.  

Undersøgelse af klinisk ræsonnering indikerede, at indflydelsen fra de professionelle 

værdier i ergoterapeuternes lokale kultur er en væsentligt faktor at tage i betragtning. Derudover sås 

at personlige værdier og klinisk erfaring indvirkede på den kliniske ræsonnering. Aktuel viden om 

betydningen af den lokale tværfaglige kultur og betydningen af ledelsens involvering i 

implementering af forskningsbaseret viden var uddybet. 

Facilitatorernes centrale roller blev understreget. Det blev afgørende, at terapeuterne 

som gruppe have muligheder for at italesætte lokal praksis viden og kritisk vurdere anvendelse af 

viden med henblik på at udvikle ny viden og færdigheder tilpasset de lokale kontekster. 

Læringsprocesser indgik i udviklingen af professionelle identiteter og blev udtrykt i højere grad af 

professionel selvtillid. 

Derudover understøttede studiets resultater den aktuelle viden om, at 

implementeringsprocesser kræver lang tids indsats for at nå deres mål.  
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