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Introduction

Figure 1. Self-assessment scale for standardized users. Adapted from Schreiber and Dole.3

The understanding of plasticity in the central nervous system, combined with principles of motor control and motor learning, has changed the state of rehabilitation. Previously,
this group reported the creation and outcomes of a program for walking recovery using advanced technology that follows a clinical practice guideline (CPG) for assessment
and intervention decisions. Prior data analyzed on the CPG may have been limited by an inability to determine if clinicians were consistently and uniformly utilizing the CPG.
The Journal of the American Medical Association published an article reporting the problem of physician adherence to CPGs.1 Barriers reviewed by Cabana et. al. that may
be relevant to physical therapist use of our CPG were:
1. lack of familiarity,
2. lack of agreement,
3. lack of self-efficacy,
4. inertia of previous practice, and
5. external barriers. 1
In the present study, a method was sought to reduce barriers and ensure knowledge translation in the context of our CPG.
Knowledge translation (KT) is a method to bridge knowledge to practice by improving intervention selection and in turn outcomes. Effective KT has been identified as a barrier
to implementing evidence-based practice. Graham and colleagues note that this implementation requires “changing clinical practice, a complex and challenging endeavor.”2
They go on to note that the “knowledge transfer gap is considered by many to be one of the important challenges facing modern medicine.” 2 If clinicians are not able to
adhere to practice guidelines, the intent of CPGs (i.e., limiting variability in care to improve outcomes) is not fully realized. The purpose of the study was to implement a unique
methodology, called standardized user protocol, ensuring knowledge leads to action in the use of our CPG. If the methodology is successful with selected clinicians, improved
patient outcomes should be attained.

Figure 2. Outcome measures to be compared between groups.

Hypothesis

Standardized users following the CPG will demonstrate better outcomes in similar patients status post cerebral vascular accident seen in an inpatient rehabilitation facility (IRF)
than clinicians that have not been trained with this method.

Figure 3. The study group and matched controls demonstrated similar age and length of stay.

Methods

A pilot study methodology was developed whereby a small group of 2 physical therapists was identified to receive specific education (standardization) related to CPG use and
integration into daily practice. Standardization methods consisted of the following:
1. Didactic on-line education and proficiency assessment
2. Explicit communication of expectation regarding CPG application
3. Self-assessment of knowledge and use of 16 clinical behaviors according to the scale in Figure 1.
4. Weekly review of active cases appropriate for CPG application
After the first three items were completed, the standardized users proceeded with patient selection. Each therapist had a convenience sample of patients who met the following
inclusion criteria: 1) ability to tolerate a full course of therapy, 2) no contra-indication for application of CPG, 3) standardized user provided and/or directed the full course of
therapy. A weekly review was conducted with the users to assist in tracking patients and to discuss barriers that could be addressed. In order to determine the effectiveness of
the standardized user protocol, each subject in the study group was matched with a control subject according to age, gender, primary rehab diagnosis, motor FIM score on
IRF admission, total FIM score on IRF admission, and comorbid condition severity. The matched controls were obtained from a database of all patients and received care in
the same quarter as the study group.

Figure 4. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in balance compared to matched controls.

Primary outcome measurements can be seen in Figure 2. We chose these statistics as they represent success of interventions in an acute IRF unit. A between groups and
subjects design was used to analyze outcomes of patients with a therapist in the standardized user protocol.

Results

For the time period of the study, 12 study subjects and 12 matched, control subjects were enrolled. The study and control groups showed similar characteristics in age and
length of stay as shown in Figure 3. When data from the two groups were treated with a between-groups analysis, no overall difference (p=.01) was found between the
groups for any of the outcome measures. When patients were matched, the between-groups and subjects analysis demonstrated significant differences (p=.01) in favor of the
study group on the Berg Balance Scale (BBS), Timed Up and Go (TUG), 6 minute walk test (6MWT), Dynamic Gait Index (DGI), Functional Ambulation Category (FAC), and
Functional Independence Measure Total Score (FIM) with the power for these results being greater than 0.807 (Figures 4-9).

Figure 5. The group receiving care in the iWalk program by standardized users demonstrated
significant improvements in safe walking compared to matched controls.

Conclusions

The results of the present study suggest that the method used to train therapists to apply the CPG was beneficial and resulted in better patient outcomes. It is difficult
to understand the separate contributions of the therapists (their skills, values, etc.) and the CPG (synthesis of evidence) in producing the improved outcomes.
We are aware, from our previous research, that implementation of the iWalk CPG was beneficial for patient outcomes. Empirically, we suspected that
lack of full application of the CPG by therapists limited the statistical significance of our previous results.
To improve the knowledge translation of the CPG, we utilized a unique training and reflection process that sought to eliminate barriers
previously presumed to limit adherence to CPGs. An online-training process tried to address issues in lack of familiarity with the
evidence. Lack of agreement was addressed in the weekly review with standardized users and the departmental management
team. One therapist in the study commented on the results of one particular patient being better than he expected and
that without being enrolled in the study, he may have focused on more compensatory techniques with the patient. The
reflection used in the standardized user process allowed therapists to address their self-efficacy of use with the CPG.
The standardized user process appears to be successful for improving knowledge translation to improve patient
outcomes.
We were limited in the study by the small group of trained therapists (2) which contributed to the small
amount of patient data (from a period of about three months). The study shows benefit in increasing the
number of trained therapists. During the weekly review aspect of the standardized user method, we
were able to identify some organizational barriers (such as difficulty scheduling equipment) that when
improved may yield even better results.

Figure 6. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in walking endurance compared to matched controls.

Future investigation is warranted and will focus on two principal areas. Firstly, expansion of
the standardization protocol to therapists with more diverse backgrounds, experience, and
across facilities within the hospital system will be conducted. Secondly, more direct testing
of practice compliance and CPG application will be measured in conjunction with
standardization. This may be done by more accurately measuring discrete dosing of
activity to include number of steps, time or specific interventions, and rating of exertion
in keeping with the principles of the iWalk CPG.

Clinical Relevance

Figure 7. The group receiving care in the iWalk program by standardized users demonstrated
significant improvements in walking independence compared to matched controls.

As physical therapists, we must take an active leadership role in defining the
future of healthcare and our profession. Development of CPGs is a requisite
step in helping to propel superior, reproducible outcomes through the
reduction of unwarranted variability. Practically, the creation of a CPG is
only the first step. Actual translation of CPG recommendations requires
a robust group of strategies designed to engage clinicians and change
practice patterns. Standardization of users is a process whereby clinicians
are fully engaged with CPG usage and understand the interaction
between population-based management and individualized treatment.
In summary, CPGs, when applied uniformly by standardized users,
allow for a better understanding of the efficacy of interventions and
may be refined to help inform future practice patterns.
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Figure 8. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in dynamic balance compared to matched controls.

Figure 9. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in independence in functional tasks compared to matched controls.
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Figure 5. The group receiving care in the iWalk program by standardized users demonstrated
significant improvements in safe walking compared to matched controls.
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The results of the present study suggest that the method used to train therapists to apply the CPG was beneficial and resulted in better patient outcomes. It is difficult
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amount of patient data (from a period of about three months). The study shows benefit in increasing the
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activity to include number of steps, time or specific interventions, and rating of exertion
in keeping with the principles of the iWalk CPG.

Clinical Relevance

As physical therapists, we must take an active leadership role in defining the
future of healthcare and our profession. Development of CPGs is a requisite
step in helping to propel superior, reproducible outcomes through the
reduction of unwarranted variability. Practically, the creation of a CPG is
only the first step. Actual translation of CPG recommendations requires
a robust group of strategies designed to engage clinicians and change
practice patterns. Standardization of users is a process whereby clinicians
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between population-based management and individualized treatment.
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Figure 6. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in walking endurance compared to matched controls.
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Figure 7. The group receiving care in the iWalk program by standardized users demonstrated
significant improvements in walking independence compared to matched controls.
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Figure 8. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in dynamic balance compared to matched controls.
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Figure 9. The group receiving care in the iWalk program by standardized users demonstrated
  significant improvements in independence in functional tasks compared to matched controls.
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• Lack of Familiarity with the Intervention
• Lack of Agreement with the Intervention
- Not Practical, outcome expectancy
• Inertia of previous practice
• Lack of Leadership/Championing
• Lack of Team Communication and Interdisciplinary Collaboration
• Patient-related
• Environmental Factors
– Time Pressure, Insufficient Staff, Lack of
Space and Equipment , and Organizational
Constraints

www.ShelteringArms.com/iWALK

KT interventions:

• Linkage and exchange
• Opinion leaders and knowledge brokers
• Outreach visits
• Audit and feedback tools (cognitive cues)
• Formal education
• Interactive educational sessions
• Small group
• Informatics
• Mobile health
• Decision support
• Reminders
• Patient-direct/mediated
• Media
• Decision aids
• Peer support
• Organizational
• Financial incentive
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