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[IMPLICATIONS FOR REHABILITATION]

e Key strategies for changing practice were educating staff and providing targeted training
e Multidisciplinary training might prevent discrepancies in the advice given to patients

e Appointing ‘Hip Champions’ provided clear role models and enabled new clinical

behaviours to be enforced

[WHAT THE STUDY HAS ADDED]
This study has identified key issues in implementing a successful change in an orthopaedic

service, which could be used to support changing practice in other areas.



[ABSTRACT]

Purpose:

Hip precautions are routinely provided in the UK, despite evidence suggesting that they are
no longer needed. A change in practice was introduced into an orthopaedic service whereby
provision of routine hip precautions was discontinued for selected individuals receiving a
primary total hip replacement. The change involved implementing a new regime of ‘no
precautions’ which was facilitated using a number of key strategies. The aim of this study

was to explore the experiences of clinicians associated with the change in practice.

Material and methods: Individual semi-structured interviews were conducted with
clinicians who had experience of delivering both hip precautions and no hip precaution

regimes. Data were analysed thematically.

Results: Ten orthopaedic staff (two senior occupational therapists, one occupational therapy
support worker, three senior physiotherapists, two surgeons, and two senior nurses) were
interviewed. Three main themes were identified: changes experienced, perceptions of the new

regime, and challenges experienced.

Conclusion: Several barriers and facilitators to the successful changeover were identified.
Successful strategies in changing practice included assigning ‘Hip Champions’ and staff
education and targeted training. It is proposed that holding multidisciplinary education and

training would be the ideal model.



[MAIN ARTICLE]

Introduction

Hip precautions protocols are commonly used in UK hospitals, to reduce the risk of
dislocation following total hip replacement surgery, despite evidence suggesting that they
provide no additional benefit [1-3]. Indeed, recent studies have reported that patients recover
at a similar rate regardless of whether they receive precautions or not, with no increase in the
number of complications observed, including hip dislocation which is the major concern of
clinicians [4-6]. Although many clinicians are interested in moving away from a regimented
regime of hip precautions for all patients [7], there remains uncertainty around how this can
be operationalised and achieved in practice. The lack of clear guidelines about rehabilitation
progression when a regime of no precautions is implemented may lead to patients
unnecessarily self-limiting movement behaviours, which may in turn impact functional
outcomes [4]. Clear guidance and reassurance are needed from clinicians about rehabilitation
progression during the recovery period. The change in provision of hip precautions following
total hip replacement may be challenging, thus, strategies to successfully implement a new

regime of no hip precautions is required.

Implementing evidence into practice is a challenging process as it involves making changes
at individual, organisational or health system levels [8]. There is a growing need to develop
an understanding of the factors that influence the implementation of evidence into practice
and how to effectively implement research findings in practice [9-11]. Barriers to
implementation commonly reported include the absence of a leader or champion of the
implementation process within organisations, lack of time of healthcare professionals, lack of
clarity and credibility in the evidence, and lack of knowledge about the evidence [8].

Multiple, interacting factors can slow or imped the transfer of research into clinical practice



[12], and thus understanding the factors that could influence implementation is the first step

in creating strategies to improve the translation of research findings into practice.

Aim
The aim of this study was to explore the experiences of the changeover in service, from the
perspective of the clinicians involved, to identify barriers and facilitators associated with the

change and to evaluate the success of the strategies used.

Methods

Setting

XX hospital performed over 600 primary THRs a year. In response to emerging evidence,
XX hospital underwent a change in orthopaedic service delivery which involved the
discontinuation of routine hip precautions for the majority of patients following THR. The
HippityHop trial, a before and after study, was designed around this change and evaluated the
discontinuation of hip precautions and implementation of a no hip precautions regime on
patient outcomes. HippityHop (n=237) showed that patients who did and did not receive hip
precautions recovered at a similar pace, and no differences in clinical outcomes or

complications were observed between the groups [5].

Implementation strategy
An implementation strategy was used, broadly based on principles identified by Grimshaw, et
al. [13] and following discussion with the clinicians, to facilitate the change in practice

consisting of the following five key components:



Preparatory/planning discussions with key clinicians about current evidence and potential
to change routine practice

During the conception of the trial and changeover, several briefings and meetings were
held with senior clinical staff (including team leads) and surgeons to propose, agree and
plan for the potential changeover. At these meetings, the need to provide justification for
change, ensure a shared purpose, plan for change, and identify known risks for all the
orthopaedic staff in the service were highlighted and the best ways of communicating
these issues discussed. In addition, key clinicians were educated about the evidence base
and previous research relating to hip precautions in order that they knew and could explain

the rationale behind the change.

ii. Meetings with the multidisciplinary team to explain and clarify the change process

Following discussions with senior clinicians, meetings were held with other orthopaedic
team members to ensure that they were aware of, and understood, the proposed changes
(i.e. what patients could and could not do), leaving sufficient time to plan and prepare for
the changes. Meetings involved discussing practical changes to the service such as
providing alternative advice to patients such as ‘moving as able’ and ‘as your pain allows’,
and taking a more individualised approach to the provision of adaptive equipment rather
than a blanket approach, for example, only providing adaptive equipment required by the

patient following assessment.

.Regular communication with clinicians

The trial research team facilitated the change in practice by identifying key messages for
patients and using appropriate terminology to ensure staff members understood their roles

via regular email communications. Staff were informed about the ‘launch date’ of when



the changeover would occur. Clinicians were also provided with additional clinical
support and guidance, if required, from the research team and senior staff. There were
opportunities for clinicians to questions and clarify anything they were unsure of such as

which patients not to include in the new regime and what equipment to provide.

. Assigning ‘Hip Champions’

Each team of healthcare professionals within the orthopaedic team was assigned a ‘Hip
Champion’ who was a senior member of staff who had volunteered to undertake the role
and who was committed to the changeover. They contacted other staff about the changes
and provided an immediate clinical point of contact for other clinicians for clarification or
reassurance, or to raise any concerns. They also demonstrated good practice and provide
tips on terminology to use with patients, for examples instead of saying ‘do not do this as
you may dislocate your hip’, telling patients to ‘move as you are able’ or ‘move as pain

allows’.

Training and practising the new regime

Training sessions and meetings were held by ‘Hip Champions’ for members of staff within
their own discipline. These involved discussing the timelines and details for removal of
providing routine hip precautions, implementation of new advice and equipment

provision. There was also an opportunity for all staff members to practise the new regime
prior to the researchers collecting data for the trial. A ‘washout phase’ of six weeks was
included to ensure that clinicians could adjust to the new regime of no hip precautions,
practise it, and were competent in the new approach. This was also for the benefit of
patients as well as ensuring that trial data was not collected until the new regime was

introduced and available.



Study design

This was a nested qualitative evaluation study of the experiences of staff who had treated
patients during the HippityHop trial period and who had thus experienced the change in
practice. Semi-structured interviews were chosen with a purposively selected sample of
clinicians who used the previous regime (routine precautions) and the new regime (no

precautions).

Ethics
Ethics and research approvals were obtained from XXX, the Research and Innovation

department of XXX, and the Health Research Authority (HRA).

Participants

To participate in an interview, participants had to have provided care and treatment to
patients during both phases of the HippityHop trial [5]. Interviews were conducted between
one and six months after the change in service had occurred. Participants were interviewed by

telephone or face-to-face

In order to capture diversity in views and experiences, participants were purposively sampled,
using maximum variation sampling, to ensure a range of characteristics. Participants were
therefore selected according to their discipline (surgeon, physiotherapist, occupational
therapist, nurse), years of experience, and the type of care they provided (preoperative,
postoperative). The aim was to conduct 10 interviews from a range of disciplines. The sample
size was chosen to reflect sufficient diversity in views and experiences within the time and

resources available.



Those selected to be interviewed were sent a letter of invitation via email. Participants were
asked to reply to the researcher if they wished to take part or not. They were reassured that
this was entirely voluntary. All participants provided written informed consent prior to taking

part in the interviews. Verbal consent was audio recorded at the start of each interview.

Interview procedure
A semi-structured interview guide with prompts was designed to encompass a range of

potential issues in terms of the orthopaedic treatment services provided.

The interview schedule covered the following broad topic areas:
e Changes in service,
e Impact on information and advice provided in the different regimes,
e Change in equipment provision, changes in clinical practice and perceived impact on

patients

Data analysis
All the interviews were conducted, recorded, and transcribed verbatim and data were

analysed thematically [14].

One researcher (CJL) read the complete data and independently identified initial codes. A
sample of transcripts were read and coded independently by a second researcher (CC). Both
researchers reviewed, revised, and agreed on the sample of codes and definitions of the

themes.



Findings

Participant characteristics

A total of 20 orthopaedic staff members were invited to be interviewed: four nurses, four
occupational therapists (including one assistant), four physiotherapists, one physiotherapy
assistant, and seven surgeons. A total of 10 orthopaedic staff consented to participate in the
interviews. Interviewees comprised two senior occupational therapists, one occupational
therapist support worker (assistant), three senior physiotherapists, two surgeons, and two
senior nurses. Nine were conducted face-to-face and one by telephone. Interviews lasted 24
minutes on average (range 11 to 40 minutes). Although we were unable to ask participants
who declined what their reasons for not participating were, several volunteered that they were

too busy clinically to be interviewed.

Key themes
Staff members described how the changes impacted on routine practice. Three main themes

were identified, each with subthemes, which are displayed in Table 1.

[INSERT TABLE ONE HERE]

Changes to practice

Rationale for changing practice

Participants recognised that the lack of evidence to support precautions was the main
justification for withdrawing precautions from routine practice. However, they believed

consultants played a fundamental role in the decision to change practice.



“[There’s] research to say that there was no benefit to having hip
precautions to the majority of people and if they were going to dislocate
that was going to happen in the very early stages, whereas hip precautions
were not going to prevent that. So that is why I think they decided not to

issue the hip precautions” — Participant 6, Nurse

“It came from above, from the consultants” — Participant 7, Nurse

Alternative advice

Clinicians believed that the focus of the new advice was on encouraging patients to ‘listen to
their body’ and to move as they felt able, rather than the ‘blanket approach’ of using

precautions. The emphasis of the new advice was for patients to move within their own

functional ability and as pain allowed.

“It’s kind of been more what we don’t say rather than what we do say ...
we advise people to move as is comfortable, which is a simple message and
very easy to replicate ... we are reinforcing the message that you can move,
don’t be frightened to bend, don’t be frightened to reach down and touch
your toes ... that you can do things, you don’t have to hold back, you are

free to move as you wish” — Participant 1, Physiotherapist

Information and training provided

Therapy team leaders believed that they were key to ensuring that all their staff understood
the new treatment regime and had provided training sessions to assist with this. The team

leaders reported that most staff attended and were engaged in the sessions. The training was



considered to be time-consuming but worthwhile to support staff through the transitional
period. However, interviewees perceived there to be a lack of confidence and need for
reassurance among the more junior staff about how to discuss the change in practice with
patients. Team meetings provided opportunities to discuss and coach staff through these

concerns and respond to questions raised by patients.

“As a leader I felt my responsibility [was] to manage the staff through the
change we did spend quite a lot of time investing before the study into kind
of reassuring, and explaining what the study was, and explaining the
reasons, talking about ways in which we might do our assessments
differently, providing training for the support workers ... I think a good
investment in the time, but it has taken time to go through that with staff
[to] make sure everyone feels confident leading up to the change, then
through the change. We’ve discussed it a lot of at team meetings...
reassurance in the wording | think has been the main thing staff have

asked” — Participant 2, Occupational therapist

Conversely, some nursing staff felt that not enough information or formal training had been
provided to them and reported they had relied on receiving informal training from other
professions. They, and some other AHP staff, believed that there was a need for a
multidisciplinary approach in terms of training. Nursing staff explained how it was difficult
to change ‘ingrained’ practices and felt that they required more reassurance and knowledge

about the new regime.

“Whether we could have done with more [information], I don’t know ....
not just the fact that we’re not doing hip precautions anymore, it is what do

you say to them instead then. | probably would have felt more comfortable



having a bit more information on that, I think. [They] should have got us
all together and go through it and said right we are not doing that, so
advise them to do this, tell them that and if they ask this, tell them that sort

of thing” — Participant 6, Nurse

Perceptions of the new regime
Patients’ response to new advice

Patients who previously had a THR were considered to be quite ‘wary’ and ‘cautious’ at the
prospect of no longer having to follow hip precautions. Most patients, particularly younger
and fitter patients, were believed to respond well to the relaxation of precautions, and the
increased flexibility of the service, which enabled them to be more mobile and independent.
Staff discussed how they managed patients asking about precautions, and the explanations

that they provided to them regarding the change in advice and rationale for the removal of

precautions.

“It’s been positive, when I have explained that there is no evidence either
way that you should or shouldn’t. With the primary hips, we have taken
them [hip precautions] away and it gives them more flexibility and I think
they like that idea that they are not as restricted ... If, say they have had
their other hip done under precautions, and now you have removed
precautions, they might be a bit more cautious because you are saying

something slightly different now” — Participant 5, Occupational therapist

Impact on treatment practice



The removal of hip precautions was considered to be positive for clinical practice, enabling
staff to use a greater variety of techniques to mobilise a patient, and helping reduce the need
for patient handling and the subsequent strain on staff. The amount of time spent teaching
precautions was considered to have provided some time-saving in certain areas, enabling staff
to spend more time teaching different functional techniques and conducting functional

assessments.

“Getting them out of bed is easier because you don’t have to worry about
the occasional cross-leg or occasional flexion beyond 90 degrees. You can
also use a log roll technique to get patients out of bed if they are willing to
try a different alternative, so instead of doing a pivot turn, you roll the
patient onto their side and sit them up similar to someone who's just had
back surgery which is less of a strain to the therapist” — Participant 1,

Physiotherapist

“It’s a lot easier from our point of view ... in the speed of seeing patients
that come through to the clinics that has helped an awful lot. As a lot of
time was spent going through precautions and now with having the hip
school doing that as well that has eased off the time spent with patients in

clinics” — Participant 3, Occupational therapist

Impact on recovery/ rehabilitation

The less restrictive protocol of no precautions was considered to provide staff with more
options to help progress patients’ rehabilitation. Therapy staff discussed how they were able

to encourage patients to perform more movement specific exercises, which could enable them



to perform daily activities more easily. Therapy staff perceived that hip precautions limited

patients’ recovery, not only physically but also psychologically.

“I think day-to-day practice we can do more with the patients, not
necessarily straight away because postoperatively you are limited by their
pain anyway so actually they are not moving and are probably staying
within the precautions if you like, purely from a pain comfort point of view
... I think it was very restrictive before, whereas | feel now that recovery is
definitely aided because of it. For the right patient, | do think recovery is
quicker, more effective, they are probably benefiting a lot earlier from
surgery than before ... In terms of movement and progressive exercises so
you can do more bending, more squatting, forms of exercise functionally |
think that transfers over, so they can get themselves dressed and up and
about so just generally their recovery is aided by that” — Participant 4,

Physiotherapist

Challenges experienced

Adapting to the new regime

Adapting to the new regime was considered challenging for some staff, however the more
senior and long-term staff believed that they ‘adapted very quickly’. Individual disciplines
were considered to respond differently to the change in service and adjusting to the new

regime.

“I think we in terms of physio team have been brilliant, we can really
progress people a lot quicker and people will recover a lot better.

Occupational therapists, interestingly I think they weren 't sure initially



because of their role in preop and the provisions that they provide in terms
of equipment. I think there was a little bit uncertainty about whether we are
giving the equipment to everyone or are we assessing people individually.”

— Participant 4, Physiotherapist

Some staff, particularly nursing staff, explained how they sometimes found it
difficult not to advise patients about hip precautions as it was a well-established
practice. Doctors and nursing staff were considered to find it difficult to convert to

the new regimes and were often ‘forgetful’, reverting back to hip precautions.

“Hip precautions I think are still instilled in us, even though we try not to
... I think we still have it in us that if we someone bending over, 1
sometimes forget and automatically try and stop someone .... it’s just

periodically sometimes” — Participant 7 Nurse

Support staff were thought to have found it more challenging to adjust to a less prescriptive

approach due to lack of training.

“I think the support workers have probably have probably found it more of
a challenge because they have to use clinical judgement more. Before it
was very prescriptive, taking the safe height, it was very prescriptive how
high to make furniture ... I think staff are really thinking about taking each
individual patient’s circumstances on board because the staff that do the
preop are band 3 and 4s, they are not qualified OTs, so they have not had
OT training, so I think it has made it more of a challenge for them” —

Participant 2, Occupational therapist



Reassuring patients

Staff reported that some patients, particularly those who had previously been taught
precautions, were unsure about the new regime and found the change in advice quite
daunting. Staff described how they had found it quite challenging to reassure patients who

had had a previous THR.

“One problem that has been highlighted to me is patients who have had
their other side done are very wary of it still. Because obviously when they
had their other side done, we were very much involved in hip precautions
so they’re a bit wary about how they 've suddenly disappeared” —

Participant 10, Physiotherapist

Staff reported discussing the current evidence available, and the advancements in surgical
techniques and prosthesis development (e.g. bigger head sizes) with patients to reduce their
anxiety. Patients were reassured by staff, particularly patients who were anxious of the
potential risk of dislocating their hip, accepting their explanations as to why hip precautions

were no longer enforced.

“Reassuring them about resuming function, getting back to normal for that
patient ... reassuring patients that its ok to move and exercise within their
own limitations of comfort, and that pain doesn’t mean harm and that they
aren’t going to do any damage. A lot of reassurance along the way” —

Participant 4, Physiotherapist

Discrepancies in information



Clinicians described how following the change ‘not everybody had sung from the same hymn
sheet’ initially and that there was some frustration as patients were receiving different
information from different members of staff. One clinician discussed the difficulties they
encountered when managing patients who had been provided opposing information about hip

precautions.

“I am aware of two incidents with a particular consultant where the
consultant said preoperatively that the patient must follow hip precautions,
whereas obviously as a trust we have agreed that is not the case so
unfortunately, I think they are harder perhaps to control ... it’s been
difficult actually because in theory, you can’t go against what the
consultant says but nothing had been documented about that. It was very
much his word against ours ... [but] you can’t really say to the patient

ignore what the consultant said” — Participant 4, Physiotherapist

There were also concerns that external therapists (therapists from local hospitals or within the
community) may not have been aware about the recent changes to the hospital’s practice
regarding hip precautions. Staff felt that more information should have been provided to

external therapists to prevent further confusion for patients.

"I suppose one of the things that would be ideal
would be for there to be a bit more education out
there for all the physios who aren’t related directly to
this acute hospital. You know, because I think there
will be physios out there who have no idea this

project’s going on and have no idea that we‘ve done



away with precautions. And maybe confusing the

patients a bit more” - Participant 10, Physiotherapist

Discussion

Our overall findings suggested that some clinicians found the change in practice initially
demanding. This is not surprising given that it is recognised that withdrawing an established
practice and adopting a new regime can be difficult: translating and implementing findings
from research into clinical practice is often taxing [13]. Team discussions about withdrawing
precautions and the provision of targeted training to assist with the implementation of the
more relaxed regime were considered to be important facilitators to the change in this service.
Despite training sessions requiring substantial amounts of preparatory time, this was believed
to be a good investment of time to ensure a smooth transition in changing the service
However, it appeared that some groups received more training than others and it is possible
that some groups needed more formal training than they received. This could have been due
to the fact that healthcare professionals often train within their own discipline, and learn in
isolation from other professionals, even though their clinical practice may position them side

by side at the same site of care [15].

Providing more multi-disciplinary training and education might have alleviated some
confusion and issue relating to the new advice. This was certainly the belief of some of the
participants. Given that individual disciplines were considered to respond differently to the
change in service and adjusting to the new regime, this again underlines the need to be

trained together in order for it to be more beneficial.



The ‘Hip Champions’ were key in driving forward the intervention and ensuring that other
members of staff ‘bought into” and supported the new intervention. These individuals acted
as role models for other staff and reinforced the new clinical behaviours. The presence of a
“‘local champion’’ is one of the most consistently reported factors in the successful adoption
[12] and implementation of evidence-based practices [16-18]. The fact that our champions

volunteered for the roles showed they were committed to the changeover.

Knowledge translation has been identified as a key implementation strategy as it focuses on
ensuring that stakeholders are aware of and use research evidence to inform their health and
healthcare decision making [13]. Educating staff about the research and evidence currently

available so that they understood the issues, engaging staff with the change in the provision
of hip precautions and appointing ‘Hip Champions’ were key mechanisms in enabling the

successful change to the implementation of a new rehabilitation protocol.

Clinicians in other services considering such a change in their orthopaedic service, or indeed
in other areas, could utilise the findings of this study to facilitate such a change. Those
interested in the possibility of removing or relaxing hip precautions following THR surgery
in their own service should learn from our experiences in doing this in order to successfully

implement changes in their practice.

Limitations

Only half of those invited for interview agreed to participate in the study, thus the
participants’ views might not have reflected the full range of perspectives and experiences. It
would have been preferable to interview a greater number of surgeons as orthopaedic

surgeons have substantial autonomy over practices. However, although several agreed, it was



impossible to interview them and many cancelled late citing clinical reasons. Although the
surgeons interviewed appeared to share the same opinions about removing routine hip
precautions, it may be that those who had different opinions were not willing to participate.
Conclusion

Important concrete barriers and facilitators to changing from the routine practice of hip
precautions to no hip precautions were identified, and other hospitals wishing to change their
practice may wish to consider these. Key implementation strategies to changing clinical
practice were: formulating a plan involving relevant staff, appointing ‘Hip Champions’,
educating staff and providing them with the relevant information and training about the
change in practice and the evidence base. Targeted training staff within a multidisciplinary
team rather than within specific disciplines might enable successful implementation at an
earlier stage. The findings from this study inform the wider debate on how to change clinical
practice and document important considerations and implications applicable in changing the

delivery of clinical services.



REFERENCES

[1] Smith TO, Jepson P, Beswick A, Sands G, Drummond A, Davies ET, Sackley Catherine
M. Assistive devices, hip precautions, environmental modifications and training to
prevent dislocation and improve function after hip arthoplasty. Cochrane Database of
Systematic Reviews 2016;Reviews 20.

[2] van der Weegen W, Kornuijt A, Das D. Do lifestyle restrictions and precautions prevent
dislocation after total hip arthroplasty? A systematic review and meta-analysis of the
literature. Clin Rehabil 2016;30:329-39.

[3] Barnsley L, Barnsley L, Page R. Are Hip Precautions Necessary Post Total Hip
Arthroplasty? A Systematic Review. Geriatr Orthop Surg Rehabil 2015;6:230-5.

[4] Dietz MJ, Klein AE, Lindsey BA, Duncan ST, Eicher JM, Gillig JD, Smith BR, Steele
GD. Posterior Hip Precautions Do Not Impact Early Recovery in Total Hip
Arthroplasty: A Multicenter, Randomized, Controlled Study. The Journal of
Arthroplasty 2019;34:5221-S7.el.

[5] Lightfoot CJ, Sehat KR, Coole C, Drury G, Ablewhite J, Drummond AER. Evaluation of
hip precautions following total hip replacement: a before and after study. Disabil
Rehabil 2020:1-8.

[6] Tetreault MW, Akram F, Li J, Nam D, Gerlinger TL, Della Valle CJ, Levine BR. Are
Postoperative Hip Precautions Necessary After Primary Total Hip Arthroplasty Using
a Posterior Approach? Preliminary Results of a Prospective Randomized Trial. The
Journal of Arthroplasty 2020;35:5246-S51.

[7] Chartered Society of Physiotherapists. Association of Trauma and Orthopaedic Chartered
Physiotherapists (ATOCP) conference: Trauma and orthopaedic physios vote for the
abolishment of hip precautions after surgery. 2016.
https://www.csp.org.uk/news/2016-11-29-atocp-conference-trauma-and-orthopaedic-
physios-vote-abolishment-hip-precautions

[8] Correa VC, Lugo-Agudelo LH, Aguirre-Acevedo DC, Contreras JAP, Borrero AMP,
Patifio-Lugo DF, Valencia DAC. Individual, health system, and contextual barriers
and facilitators for the implementation of clinical practice guidelines: a systematic
metareview. Health Research Policy and Systems 2020;18:74.

[9] Grimshaw J, Thomas R, MacLennan G, Fraser C, Ramsay C, Vale L, Whitty P, Eccles M,
Matowe L, Shirran L. Effectiveness and efficiency of guideline dissemination and
implementation strategies. 2004.

[10] Auerbach AD, Landefeld CS, Shojania KG. The tension between needing to improve
care and knowing how to do it. The New England journal of medicine 2007;357:608.

[11] Geng EH, Peiris D, Kruk ME. Implementation science: Relevance in the real world
without sacrificing rigor. PLOS Medicine 2017;14:e1002288.

[12] Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of innovations
in service organizations: systematic review and recommendations. Milbank Q
2004,82:581-629.

[13] Grimshaw JM, Eccles MP, Lavis JN, Hill SJ, Squires JE. Knowledge translation of
research findings. Implementation Science 2012;7:50.

[14] Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in
Psychology 2006;3:77-101.

[15] Mezey M, Mitty E, Burger SG, McCallion P. Healthcare professional training: a
comparison of geriatric competencies. J Am Geriatr Soc 2008;56:1724-9.

[16] Aarons GA. Measuring provider attitudes toward evidence-based practice: consideration
of organizational context and individual differences. Child Adolesc Psychiatr Clin N
Am 2005;14:255-71, viii.



https://www.csp.org.uk/news/2016-11-29-atocp-conference-trauma-and-orthopaedic-physios-vote-abolishment-hip-precautions
https://www.csp.org.uk/news/2016-11-29-atocp-conference-trauma-and-orthopaedic-physios-vote-abolishment-hip-precautions

[17] Marty D, Rapp C, McHugo G, Whitley R. Factors influencing consumer Outcome
Monitoring in implementation of evidence-based practices: results from the National
EBP Implementation Project. Adm Policy Ment Health 2008;35:204-11.

[18] Trauer T, Gill L, Pedwell G, Slattery P. Routine outcome measurement in public mental
health--what do clinicians think? Aust Health Rev 2006;30:144-7.



TABLE(S)

TABLE 1. THEMES AND SUBTHEMES OF STAFF INTERVIEWS

1 Changes to practice

1.1 Rationale for changing practice
1.2 Alternative advice

1.3 Information and training provided
2 Perceptions of new regime

2.1 Patients’ response to new advice
2.2 Impact on treatment practice

2.3 Impact on recovery/ rehabilitation
3 Challenges experienced

3.1 Adapting to the new regime

3.2 Reassuring patients

3.3 Discrepancies in information




