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Abstract 

Objectives:  To generate qualitative data on the views of Occupational Therapists and Physiotherapists about why people do not receive the Royal College of Physicians’ recommended minimum of 45 minutes of daily therapy after stroke, in order to inform a Delphi Study. 

Design:  Focus Group study   

Setting:  Stroke Services in the South of England

Participants:  A total of nine participants, in two groups, including therapists covering inpatient and Early Supported Discharge (ESD) services with awareness of the 45 minute guideline.

Results:  Thematic analysis of focus group data identified five factors that influence the amount of therapy a person receives: The Person (with stroke), Individual Therapist, Stroke MDT, the Organisation, and the Guideline. Study findings suggest that the reasons why a person does not receive the therapy recommendation in inpatient and ESD services relate to either the suitability of the guideline for the person with stroke, or the ability of the service to deliver the guideline. 

Conclusion:  This study provides evidence for possible reasons why some people do not receive a minimum of 45 minutes of therapy, five days per week, related to 1) the suitability of the guideline for people with stroke and 2) services’ ability to deliver this amount of intervention.  These two factors are related; therapists decide who should receive therapy and how much in the context of a) resource availability and b) people’s need and the benefit they will experience.  The study findings, combined with the findings from other studies, will be used to initiate a Delphi study, which will establish consensus amongst therapists regarding the reasons why some people don’t receive the guideline amount of therapy.








Article Summary:

Strengths and Limitations of this study
· To our knowledge, this is the first study to use focus groups to explore why a person may not receive the Royal College of Physicians recommended 45 minutes of therapy after stroke.
· This study recruited two natural groups of Occupational Therapists and Physiotherapists, working in inpatient and early supported discharge services in the south of England.
· Generalisation of findings is limited, due to the small number and limited geography of participants (however, findings have been further examined in a subsequent study)

[bookmark: _Toc103888531]Introduction
In England, the National Clinical Guideline for Stroke (1) recommends that:

“People with stroke should accumulate at least 45 minutes of each appropriate therapy every day, at a frequency that enables them to meet their rehabilitation goals, and for as long as they are willing and capable of participating and showing measurable benefit from treatment”. (1 p.25) 

This guideline was introduced in 2008 and is reportedly appropriate for 80% of people receiving Occupational Therapy and 85% of people receiving physiotherapy as part of in-patient stroke rehabilitation (2).  Since 2013, the Sentinel Stroke Audit Programme (SSNAP) has audited its achievement based on the provision of therapy five days a week.  Audit findings published in 2022 suggest this guideline is achieved for 34% and 32% of those considered appropriate for OT and PT respectively (3).  Details regarding how this guideline is audited (including what constitutes therapy and how it is counted) is found in the SSNAP Core Dataset Help Notes (4)

Stroke is the second most common cause of global disability, with more than 80 million stroke survivors worldwide (5).  Such disability results in reduced quality of life for people with stroke and their carers (6, 7) and has a significant effect on national economies (8).  Occupational therapy (OT) and physiotherapy (PT) contribute to post-stroke recovery including, but not limited to, increased independence in activities of daily living, community reintegration, improved postural control and mobility (9, 10, 11, 12). Whilst there is evidence of the benefits of OT and PT following stroke, there is not clear evidence regarding who should receive it, when and how much.  The guideline for 45 minutes is based on evidence from systematic reviews, which suggests that more therapy leads to better outcomes in the first six months post stroke  (13, 14, 15, 16) , however, more recent evidence suggest that this may be an over-simplification of the effect of time spent in therapy (17).

Three recent studies report factors that influence the amount of therapy a person receives in the context of the 45 minute guideline (18, 19, 20).  Despite different study designs, each identified resource provision (number of therapists or amount of therapy time) as a reason why people with stroke may not receive the guideline recommendation.  This suggests that therapists must decide not only who is appropriate for therapy, but who will receive it in the context of a limited resource.  Therapists use observation and assessment to decide who will receive therapy and the amount they will receive (18, 21).  Thus, therapists are gatekeepers of therapy. No study to date has used therapist focus groups to explore why a person may not receive the recommended 45 minutes of therapy.

To date, studies that have examined the delivery of the 45 minute guideline have done so in the context of in-patient stroke rehabilitation (18, 19, 20).  However, in the UK, approximately 47% of people are discharged to an Early Supported Discharge (ESD) Service (3).  ESD is a model of stroke care, in which rehabilitation traditionally delivered in hospital is provided to those suitable in their own environment (22).  The RCP guidelines for stroke state that ESD input should imitate inpatient stroke unit care (1).  Thus, the therapy guideline remains applicable and measured via SSNAP.  However, there is currently no published research that examines the implementation of the 45 minute guideline in ESD teams.

This study explores therapists’ views regarding why some people with stroke do not receive the RCP’s recommended minimum of 45 minutes of therapy, five days a week (the standard currently audited), in inpatient and ESD settings.  This study sought to explore all reasons why a person might not receive the guideline amount of therapy.  This includes the reasons why some people are considered inappropriate for this amount of therapy and the reasons why some people might not receive this amount of therapy, despite it being considered appropriate.  A qualitative approach was used, as this was considered fitting for this exploratory study.  Study findings informed the design of a Delphi (23), which aimed to gain consensus from therapists.
[bookmark: _Toc103888532]Methodology
Focus groups are appropriate for studying the decision-making process. They are based on social constructionism theory, where individuals develop understanding through social interactions. This may be important considering that therapists’ decision-making may be based on tacit knowledge, not easily articulated. Finally, they are suitable for addressing sensitive topics, such as guideline non-achievement (24).

Occupational Therapists (OTs) and Physiotherapists (PTs) were recruited from established therapy teams in two geographical areas of southern England.  The use of pre-existing groups reduces the variability in terms of possible practical limitations to providing the recommended amount of therapy within focus groups. It is also beneficial in terms of familiarity within the group, and potentially increases truthfulness (24).  Recruitment purposely sampled therapists with recent experience in inpatient rehabilitation, ESD or both, with a target of three to eight participants per group (24).  To be eligible, participants needed to be: 
1. A registered Occupational Therapists or Physiotherapists
2. Currently treating people with stroke (either Early Supported Discharge (ESD) or inpatient)
3. Aware of the 45 minute therapy guideline
Participants were invited via an email from the researcher.  A senior therapy contact within each organisation was asked to forward the email to all people within their department that met the eligibility criteria; hence it is not known how many were invited, nor how many declined to participate.  However, to provide context for the number of therapists likely invited, one area had 36 stroke beds and the other had 37 stroke beds.  All participants who met the eligibility criteria and gave written consent to participate attended a focus group.  Focus groups were held in acute hospitals and lasted approximately 90 minutes.  The focus groups took place in May and September of 2016, eight years since introduction of this guideline, and three years since auditing its achievement commenced.  Participants took part in the focus groups as part of their working day, and were not further reimbursed for their time.    

A topic guide comprising open-ended questions with prompts was piloted and used (24), (table 1).  No other stimulus materials were used, to avoid influencing the discussion.  Beth Clark facilitated both groups, with briefed co-facilitators (one per group).  At the time of the focus groups, Beth was working as an Interprofessional stroke Unit Lead, in the same geographical area as the participating teams and consequently had previously worked with some of the focus group participants.  She was also a Doctoral student, who had undertaken training in qualitative research methods and analysis.  Participants were encouraged to consider Beth as a researcher, who was exploring a research question.  They were assured that there were no right or wrong answers to the questions being asked.  As part of the consent process, participants were reminded that participation was voluntary, that they could withdraw at any time, and that confidentiality would be maintained.       

Table 1 Topic Guide
	Topic Guide

	· What does this guideline mean to you and your service?
· Has it changed anything in terms of service provision in order to try and achieve the 45 minutes of therapy? 
· What would change if the 45-minute recommendation no longer existed?  
· Do you think that the people accessing your service get the right amount of therapy?
· How do you decide when to stop a specific therapy (i.e., OT or Physio), or when to stop therapy altogether?   
· What are the Pros and Cons of having this guideline?
· What influences your decisions regarding therapy provision?
· Anything to do with the patient/carers/relatives?
· Anything to do with resources?
· Anything else?



The focus groups were audio-recorded, transcribed, and the data analysed using reflexive thematic analysis (25, 26, 27), from an interpretivist approach (28).  Field notes taken by the co-facilitator during the focus groups also contributed to the data analysis.  An inductive approach to coding was used (25, 29, 30), supported by operational and analytical memos (31, 32).  One author (BC) undertook the analysis, which was reviewed by another author (JT) to test assertions.  Participants were not asked to review transcripts, nor comment on findings, but were all invited to participate in the Delphi study (23), to which the findings of the focus group contributed.  Quotes from participants are presented in the findings, indicating the focus group the quote was from (FG1 or FG2), and the page number and line in the transcript.    

The concept of data saturation was considered inconsequential in relation to this study.  Not only are there issues with data saturation in the context of reflexive thematic analysis (33) but the aim of this study was not to establish all possible reasons why a person may not receive 45 minutes of therapy, but to establish common reasons, to be examined further (and potentially added to) in a Delphi study (23).     

Ethical approval was sought from the University of Southampton (ERGO II 17994) and from the Research and Development departments of the NHS trusts participating in the research (IRAS ID 189272)
Patient and Public Involvement
This study is part of a wider programme of work, within which the opinions of people with stroke on the 45 minute guideline have been sought.  As this study is specifically about therapists’ implementation of the guideline, the opinions of people with stroke did not directly influence this study.  

[bookmark: _Toc103888533]Findings
Nine therapists participated in two focus groups (table 2).    

[bookmark: _Toc103859053]Table 2 Demographics of clinicians
	Focus Group (Number of participants)
	Profession
	Time working in the service
	Clinical area of recent experience 
	Therapist seniority*
	Gender 
(% female)

	Focus group one
(three participants)
	Physiotherapist = 2
Occupational Therapist = 1
	4 – 12 years
	Inpatient =1
Both inpatient and ESD = 2
	Band 6 = 2
Band 7 = 1
	100%

	Focus group two
(six participants)
	Physiotherapist = 4
Occupational Therapist = 2
	11 months – 7 years
	Inpatient = 3
ESD = 3
	Band 6 = 4
Band 7 = 2

	100%


*Band 6 – Senior therapist, Band 7 - Advanced therapist/team lead 

Five themes were generated from the data, each divided into sub-themes (figure 1).  Each theme related to a factor that influenced amount of therapy provided.  The themes and subthemes are herein described.    

Figure 1 to be inserted here
Figure 1 Graphical representation of focus groups’ themes and sub-themes

[bookmark: _Toc103888534]Theme one: The person
A person with stroke’s individual characteristics influences whether they are considered appropriate for therapy, and the amount of therapy they receive.  This includes the effects of their stroke, their functional ability and their engagement with therapy.   
[bookmark: _Toc103888535]Effects of the stroke
The effect of stroke on a person may influence the amount of therapy they receive, with medical effects heavily cited as reasons for non-delivery of the guideline:    

“One of the main ones is the medically unwell patients… if their blood pressure is unstable, or their heart rate, or all that kind of stuff…” (FG1, p4, lines 10-14)

As well as blood pressure and heart rate, medical issues mentioned were fatigue, nutritional status, palliative care, co-morbidities, and being generally ‘unwell’.  This finding is supported by literature, which reports that medical complications, level of consciousness and fatigue can impact therapy delivery post-stroke (18, 34, 35, 36). Impaired attention, a common sequela of stroke (37), was also cited as a reason why a person might not receive the guideline:

“They might not have the attention to process everything that’s going on or what you’re asking them to do.” (FG2, p4, lines 36-37)

Additionally, groups identified that both low mood and lack of motivation may lead to less therapy; these issues were discussed separately, but could be linked as this quote suggests:

“We’ve had some people with low mood who just don’t want to engage, and, as long as we feel, like, there’s not a mental capacity issue, then, you kind of have to respect that.” (FG1, p28, lines 21-24)

Other research literature supports the perception that low mood and lack of motivation may reduce the amount of therapy a person received after stroke (21, 35, 38), and that low mood is common after stroke (39, 40).

[bookmark: _Toc103888536]Functional ability
The person’s current and pre-stroke level of function may influence the amount of therapy they receive.  In discussion of function, therapists identified issues related to both the person’s current level of dependence and their ability to self-manage.  Whilst current level of dependence was easy to define, relating to the level of care need a person had, self-management was a harder concept to clarify, but would appear to be related to their ability to take an active role in their therapy:

“…They could participate in five sessions of 45 minutes but they wouldn’t get the benefit from it, they don’t necessarily need it, they could self-manage in between those times so they have a lighter input than 45 minutes, five times a week.” (FG2, p6 lines 10-13)

In addition, the person’s pre-stroke level of function appeared to influence therapists’ expectations, for example:

“Anyone who was maybe fully dependent before, we would maybe think about whether it’s worth our resource to get so involved.  If someone came from a nursing home where they were well supported – they weren’t particularly independent, then we would change our expectations for that person.” (FG1, p4, lines 29-32)

This suggests that dependence prior to stroke may be an indicator that the guideline is not appropriate for an individual.  However, therapists also discussed that the guideline was not appropriate for an individual if they have returned to their pre-stroke level of functioning:

“Some of our patients we deem not to require the 45 minutes, who are perhaps up and mobile already but they have had a stroke and actually giving them some cardiovascular fitness might benefit them, but our threshold is above that… we tend to think they’re at their baseline and ability to cope to go home so we draw a line there and give them less than the 45 minutes.” (FG2, p6 line 41 – p7 line 2)

In this case, it was considered that the person may benefit from therapy for their general fitness, but as they are functioning at their pre-stroke level, they are excluded from receiving the guideline.  In both cases, knowledge of someone’s pre-stroke functioning influenced therapy delivery.  Other research reports finding that a person’s pre-stroke functional level (20, 36) and current ability (21) influence therapy delivery.

[bookmark: _Toc103888537]Engagement with therapy
A person’s engagement with therapy influences the amount they receive.  Engagement is a complex concept, which includes the person’s response to, participation with and tolerance of therapy, as well as their consent to therapy.     

Therapists within this study identified that those making progress and engaging with therapy were more likely to receive the 45 minute guideline, with one of the groups highlighting that participation must be consistent:   
 
“There’s probably another group of patients that we’d maybe withdraw from, as well, that’s the ones that aren’t consistently… I think, for us, it’s a lot about consistency, if they do it one day but not the other and so on, it doesn’t actually go anywhere.” (FG2, p17 line 45 – p18 line 3)

There was no further explanation regarding why consistency was important, or why someone might not consistently participate.  

A person’s ability to tolerate 45 minutes of therapy also affects engagement.  Other studies identify that reduced tolerance of therapy may result in less therapy delivered (18, 41), a finding also identified in the focus groups:

“I guess, the drawback is that… maybe some of the lower-level patients just not being able to tolerate the full 45 minutes and then the difficulties and logistics of getting back to do smaller chunks more regularly with them in terms of our timetabling.” (FG1, p20 line 45 – p21 line 2)  

Before someone can respond to, participate in and tolerate therapy, they must give their consent.  Participants report that those who don’t consent to therapy do not receive therapy.  

“If they’ve got capacity and they can make their own decisions and they don’t want therapy… then that’s their decision… they might not have therapy if that’s not what they want.” (FG2, p18, lines 8-12)

People may not consent to therapy, as they have other priorities.  In the inpatient setting, receiving visitors was considered a competing priority, meaning people may not want therapy then.  In the ESD setting, people may prioritise the desire to “get on with life” over therapy:
  
“…Especially if it’s someone who doesn’t get a lot of visitors and they’ve got one precious person, they’ve sat there all day on their own and the one time their visitors come, you want them…  So it’s getting, balancing what’s the priority for the patient today…” (FG1, p25, lines 38-43)

“You get quite a variety as well, don’t you, in terms of those who want the therapy and that’s prioritised, and those who want to get on with life and that’s prioritised…” (FG2 p5, lines 27-30)

There were other non-specific priorities mentioned such as a person having an appointment or desire to use their time differently.  No examples of the person’s priorities impacting therapy delivery have been found in previous research.

[bookmark: _Toc421453637][bookmark: _Toc433664070][bookmark: _Toc103888538]Theme two: The individual therapist
Individual therapists’ decision-making influences the amount of therapy delivered.  Focus group findings suggest that therapists feel a significant personal responsibility for resource allocation.  This manifests in therapists wanting to be person-centred but also managing their time as a finite resource.  
[bookmark: _Toc103888539]Being person-centred
Being person-centred considers therapists’ belief that people should receive the therapy that is best for them, regardless of guideline recommendations.  

“It’s not like we have a stop-clock it’s purely like, well, I’ve done what I need to do, oh, it’s only been 20 minutes, that’s what they’ve needed, or that’s only what they’ve managed to tolerate, or we’ve come out the gym and you’re like, oh my gosh, we’ve been in there for 75 minutes, how did that happen, we got a bit carried away…” (FG2, p11, lines 41-45)

This relates to both the amount of therapy people receive and, also, how they receive it.  The groups discussed that a joint OT and PT session could be reported as two separate sessions in SSNAP.  This group of therapists felt that such joint sessions should only be undertaken if it was in the person’s interest and not to increase guideline achievement:

“We do that with patients… that will benefit from joint sessions as opposed to those who would tolerate 45 minutes of both separately, we don’t do it as an alternative we do it because that’s the best thing for the patient.” (FG2, p7 line 45 – p8 line 1)

Research suggests that therapists are person-centred when making decisions regarding the amount of therapy to provide, with Taylor et al. (34) identifying that a person’s individual characteristics effect amount of therapy delivered  and McGlinchey and Davenport (21) reporting the importance of including people in decisions about their therapy.

In addition to being person-centred, therapists identified the need to manage the expectations of people with stroke and their relatives/carers.  Expectations of therapy may be based on people’s awareness of the guideline and/or the therapy the person has already received:

“…They’re expecting that they have had this daily therapy so far and they are continuing to expect this daily therapy and then you’re taking that away and how they deal with that can be really tricky sometimes as well.” (FG1, p5, lines 17-19)  

The need for therapists to justify discontinuation of therapy suggests that they feel responsible for decisions made regarding the amount of therapy provided.
[bookmark: _Toc103888540]Managing resources
Therapists believe they are “holding the purse strings”; that they are responsible for appropriate management of therapy time and this can impact decisions about therapy delivery:  

“you wouldn’t want to give them more therapy for the sake of giving them more therapy and actually prioritise them above someone else who will actually gain more from that input and intensity.” (FG2, p6 lines 26-28)

This quote speaks of the prioritisation of people for therapy, which links with the findings of McGlinchey and Davenport, that physiotherapists assign people as ‘high’ or ‘low’ priority for intervention, depending on factors that are tacitly understood (21). 

Participants discussed how other stroke-related targets, such as new assessment targets, create conflicting priorities for therapists.  In one of the groups, a participant reported that rehabilitation was the third priority, after new assessments and discharges:

“We’d probably, well, we’d prioritise the new patient assessments first, over anything else or the discharges and then the rehab sessions after that.” (FG2, p28, lines 29-30) 
 
The impact that managing new assessments and discharges has on rehabilitation is identified in other research (18, 19, 21, 34). 
[bookmark: _Toc421453643][bookmark: _Toc433664071][bookmark: _Toc103888541]Theme three: The stroke Multidisciplinary Team (MDT)
Reasons why someone might not receive 45 minutes of therapy related to the MDT.  Findings from the focus groups suggest that competing healthcare priorities and therapist team decision-making effects the amount of rehabilitation a person receives.   
[bookmark: _Toc421453644][bookmark: _Toc103888542]Competing healthcare priorities
Competing healthcare priorities are other priorities within the MDT, which interfere with a person’s therapy and were only discussed in relation to inpatients.  In both groups, it was cited that the requirement to go for investigations could negatively impact a person’s therapy input:     

“And then there’s always going to be other things that go on …you know, somebody might get called for chest x-ray” (FG2, p4, lines 17-18)  

Healthcare interventions provided by other members of the MDT were also identified as a reason why someone may not receive the guideline:  

“Sessions may not start on time as well, you go to the patient, you’ve given them prior warning, when you get there, they need their medications, which haven’t been given yet, their NGs still attached…” (FG2, p14, lines 43-45)

This results in people being unavailable or unready for rehabilitation input.  Research literature supports these findings. Foley et al. (41) suggest that people being off the ward affects therapy delivery. Other studies report that people’s lack of readiness (including not yet dressed, not finished eating) impacts therapy delivery (18, 21, 34).  
[bookmark: _Toc421453645][bookmark: _Toc103888543]Team decision-making
Other therapists (not directly treating the person) may influence the amount of therapy a person receives.  Both focus groups reported ‘therapist meetings’, in which the caseload is discussed:  

 “…In our regular meetings, that’s where those decisions are made at the MDT meetings, to decide actually they need this many sessions of Occupational Therapy …” (FG2, p18 line 46 – p19 line2)

The purpose of these discussions is to aid appropriate allocation of resources; to ensure all people who required a minimum of 45 minutes of therapy received it, before addressing other priorities.  However, within this discussion, there may be an element of team decision-making about the amount of therapy delivered and case discussion may influence individual therapists’ decision-making.  Similarly, Taylor et al. (34) identifies that teamwork facilitates joined-up working across the MDT and therapists used daily MDT meetings to review the amount of therapy people receive.  
[bookmark: _Toc421453647][bookmark: _Toc433664072][bookmark: _Toc103888544]Theme four: The organisation
Defined as the NHS organisation which treats the person with a stroke.  This theme is concerned with the model of service delivery, resources, and organisational politics.  It identifies how some aspects of the organisation effects the amount of therapy a person receives.   
[bookmark: _Toc103888545][bookmark: _Toc421453648]Model of service delivery
The model of service delivery influences the achievement of the therapy guideline. People receiving Early Supported Discharge (ESD) input are less likely to receive the guideline, as they receive less therapy than inpatients.  Both focus groups report that most people receiving ESD don’t receive more than one session per day, even if they have more than one therapy involved:

“If they are patients who could really tolerate that higher intensity then they might have two 45 minute sessions or two therapies a day, but that’s actually quite unusual and I think from a capacity point-of-view that’s quite unusual and that’s probably where the staff and the other factors start influencing…” (FG2, p8, lines 27-30)

Whilst one of the focus groups discussed people receiving ESD only wanting one visit per day the other reported resource issues (such as staffing) impact people receiving more than one visit per day.  This focus group finding is congruent with SSNAP data, which identifies that, on average, people receiving rehabilitation as part of ESD receive less time in OT and PT than people receiving inpatient rehabilitation after stroke (42). 

Theme one identified that someone receiving ESD may not prioritise therapy in favour of people wanting to “get on with life.”  Potentially, it is easier to provide therapy to people in hospital, as they are a captive audience, viewing therapy as a way of filling time, or facilitating their discharge.  Additionally, people who receive ESD tend to have had a mild to moderate stroke (1) and potentially have developed increased responsibility for themselves, as opposed to being reliant on healthcare professionals (22).  

The focus groups identified that a characteristic of ESD services that limits therapy delivery is the time-limited nature of services:

“You kind of start off with ‘you’re going to have 6 weeks of therapy’ and when the 6 weeks is up it feels a bit more comfortable to say, ‘we can’t see you anymore’.” (FG2, p18, lines 14-16)

This suggests that people are discharged from ESD because they have received the service for a pre-determined amount of time, not because they are no longer benefiting from therapy, a requirement of the guideline.  This is not identified as an issue for inpatients; however, inpatient therapists report the fast-pace and fluctuating caseloads, typical of the setting, makes therapy provision difficult: 

“We have no control over the number of patients on our caseload.” (FG2, p23, line 25)

To our knowledge, delivery of the 45 minute guideline in ESD services has not been examined before in literature.  
[bookmark: _Toc103888546]Resources
Resource availability influences therapy provision.  Therapists believe that there are issues with both the number and availability of staff, which impacts guideline provision:

“Yeah, we do have days where there’s maybe sickness or people taking TOIL days for weekends and it all accumulates on one bad day” (FG1, p23, lines 37-38)  

Other research supports the finding that more staff results in improved achievement of the guideline (18, 20) and sometimes, therapists make decisions about someone’s suitability for therapy, based on resource availability (19). Resource availability also impacts therapists’ provision of more than once-daily therapy intervention, potentially limiting the provision of flexible, person-centred care. Therapists reported that when people find a single 45-minute session unmanageable, they attempt to provide multiple shorter sessions.  However, this is challenging:  

“So doing 3 lots of… fifteen minutes for every patient on your caseload… or the ones (who would benefit)… would be really tricky…” (FG1, p16, lines 7-14)

Therapists in focus group two reported that they were able to provide therapy in this manner, because they are adequately resourced to do so:

“Quite often we break our sessions up, so they may have 20 minutes in the morning and 25 minutes in the afternoon… we’re lucky that we’ve got the staffing to be able to do that.” (FG2, p4, lines 9-12)

The latest edition of the RCP guidelines for stroke recommend that people should “accumulate at least 45 minutes of each appropriate therapy every day” (1 p.25) and that early after stroke, short, regular interventions are preferable.  This is an update on the fourth edition of the RCP guideline, which did not include the word ‘accumulate’ and does not advise short, regular therapy sessions. Focus Groups’ findings suggest that some settings find it challenging to provide multiple sessions, therefore, the inability to tolerate 45 minutes of therapy in a single session could be a reason why someone doesn’t receive the recommended amount of therapy. Clarke et al. (18) found that, when therapists were unable to deliver 45 minutes in one session, rarely did they return later.
[bookmark: _Toc103888547]Organisational politics
Focus group findings suggest political aspects within the organisation influence the delivery of the 45 minute guideline.  Managers’ interest in the 45 minute guideline may also affect its provision.  Therapists believe that managers ‘judge’ their performance against the achievement of such guidelines:

“…Because it’s more recognised by managers as something that we should be achieving or working towards and they’re judging what we’re doing…” (FG1, p3, lines 2-3)

However, this has the benefit of protecting therapy staffing levels and highlighting staffing issues that have limited therapy delivery.

“We’ve been able to justify the amount of staff that we had… we have been able to say “Look – have you seen what our targets are? Do you know we have to see every patient for 45 minutes?” The only way you can do that is with a certain amount of staff.”  (FG1, p3, lines 29-33)

The nature in which SSNAP measures achievement of the guideline, corresponding to a published indicator of quality for an organisation lends a political aspect to guideline achievement and may influence the perception of the guideline.  Although there is no specific penalty for guideline non-achievement, Trusts that do not achieve it could be viewed as ‘underperforming’.  Taylor et al. (19) reports concern amongst therapists regarding the effect that guideline performance may have on future commissioning decisions, specifically contract renewal, which could result in commissioner-centred care as opposed to patient-centred care.  

[bookmark: _Toc421453653][bookmark: _Toc433664073][bookmark: _Toc103888548]Theme five: The guideline 
The presence of the 45 minute guideline and its measurement affect the amount of therapy a person receives.  This theme considers the guideline as a therapy prescription, whether the guideline represents good practice and the measurement of its achievement.
[bookmark: _Toc103888549]A therapy prescription
Therapists initially consider the guideline a “prescription” for the amount of therapy everyone should receive:

 “When they first come in they’re obviously having that daily input because everyone is for 45 minutes until you can, kind of, justify otherwise…”  (FG1, p21 line 46 – p22 line 1)

This suggests that therapists must provide justification if a person is not receiving the recommended minimum amount.  Indeed, Clarke and colleagues found that the guideline (specifically its measurement via SSNAP) shapes therapy delivery, with some therapists feeling a conflict between their clinical judgement that the person can’t tolerate a longer session and the implications this would have for their SSNAP score (18).  This conflict was demonstrated in the focus groups, with one therapist reporting that the requirement to provide everyone with 45 minutes of therapy may mean that those who require more than 45 minutes of therapy don’t receive it:

“If you’re not needing to see the slow stream ones every day, you can maybe then provide a higher intensity to the higher level patients and go back and see them again, because…..not that you can’t do that now, you just don’t have the time because of every other patient that you’re trying to see for 45minutes…you don’t have the opportunity to go back and see those patients that would really benefit from further input” (FG1, p27 lines 15-21) 

This indicates there may be conflict between a therapist achieving the guideline for someone whose therapy benefit is questionable and providing enhanced therapy to someone who will benefit.

The presence of the guideline prompts further decision-making when under-resourcing limits therapy delivery. Therapists described two options in these circumstances; to see all people for less time, or to see fewer people for more time:

“If you are low on staff, is it better that less patients are seen, but for 45 minutes and they might only get seen every other day or is it better that they get seen every day, but maybe only for a 20-minute session? I don’t know…” (FG2, p22, lines 23-26)

Potentially, practice differs between therapists in such situations, due to a lack of clarity regarding which approach provides the greater benefit. 

Finally, during the focus groups, the 45 minute guideline was regularly referred to as a target:

“It’s sort of given you a little motivating target, as a therapist, that, have all of my patient’s had 45 minutes today?” (FG1, p15, lines 34-36)

It is not clear from the focus groups if therapy usually stops when 45 minutes is reached, or if it continues, provided this is appropriate for the person. 
[bookmark: _Toc421453655][bookmark: _Toc103888550]Is the guideline right?
Despite using the guideline to direct decisions about the amount of therapy provided, therapists acknowledge that 45 minutes isn’t right for everyone.  For some people, 45 minutes of therapy isn’t enough:

“And some patients …they almost need a lot more than 45 minutes to justify them staying in for therapy.” (FG1, p26 line 38 – p27 line 2)

In both focus groups, therapists report that their sessions are not limited to 45 minutes, if people required more than this:

“…if we were going to do something in the community for their goals and it’s going to take longer, we factor that in, because that’s their goal, that’s what they want to do, whether it’s getting back in the swimming pool, whatever… so we don’t just go “I can’t do that in 45 minutes, we can’t do that activity.” (FG2, p24, lines 5-10)

For other people, it’s acknowledged that therapy schedule, not just amount, may be important:

“sometimes you feel like, actually, patients would benefit from a bit more little and often, rather than a 45 minute block.” (FG1, p16, lines 7-9)   

However, participants concurred that, for most people, the recommended minimum of 45 minutes was appropriate:

“Most people would, sort of, tolerate 45 minutes, whereas, like, an hour for everybody, you know, it’s not going to be realistic, but then half an hour you wouldn’t get much done either, so it’s kind of a nice balance.” (FG1, p.20, 35-37)

[bookmark: _Toc103888551]Measuring guideline achievement
Throughout the focus groups reference was made to the measurement of the guideline achievement via the SSNAP audit.  At times, it appeared that the two entities (the 45 minute guideline and the SSNAP audit) were interchangeable, meaning the same thing to therapists.  They felt that, although time-consuming, auditing the guideline was beneficial, as it has raised its profile: 

“I think it’s helped highlight it… the need to do the 45 minutes… there was such a 	push for, you have to get all of these patients in… and getting a good score.” (FG1, p15, lines 5-14)

There was also discussion in the focus groups that SSNAP data collection for therapy stops when people no longer have active therapy goals:
	
“Once they’ve achieved their, or they’ve not achieved their goals then they’re discharged and that’s their SSNAP data done.” (FG2, p7, lines 19-20)

The practice of no longer recording SSNAP therapy data when a person is no longer receiving therapy is identified by Taylor and colleagues (19).  Similarly, Clarke at al. (18) reports inconsistency between stroke units regarding the recording of maintenance therapy.  The practice of ceasing SSNAP therapy recording is at odds with SSNAP guidance, which states that, prior to discharge, SSNAP recording for therapy should cease when a person no longer has a deficit (4).  It is therefore possible that some people may not receive the guideline, because they have been discharged from SSNAP therapy recording. 

[bookmark: _Toc103888552]Discussion 
[bookmark: _Toc103888553]Summary of findings
This study undertook focus groups with therapists, asking why a person with stroke might not receive the recommended minimum of 45 minutes of Occupational Therapy and Physiotherapy, 5 days-per-week.  Findings of this study suggest that reasons why a person does not receive the therapy recommendation in inpatient and ESD services relates to either suitability of the guideline for the person with stroke or the ability of the service to deliver the guideline.  

Suitability of the guideline for the person with stroke depends on factors such as their medical status, their cognition, how well they are engaging with therapy and therapists’ belief that they will benefit from therapy.  SSNAP data indicates that Occupational Therapy and Physiotherapy are suitable for 80% and 85% of people respectively.  However, some of the factors related to guideline suitability found in the focus groups indicate that there are people who are suitable for therapy but are not consistently suitable for the 45 minute recommendation. It is not known if therapists use the same criteria to judge suitability for the guideline, or if there are inconsistencies between therapists’ judgements, which could result in unwarranted variation in therapy delivery. The ability of the service to deliver the 45 minute guideline is due to lack of resources, therapists’ competing priorities and issues related to the organisation of stroke care, findings that align with other research (18, 20).  Our findings suggest that the suitability of the guideline and organisations’ ability to deliver the guideline are linked, as therapists are required to choose between achieving the 45 minute guideline for someone whose therapy benefit is questionable and exceeding the 45 minute guideline for someone whose therapy benefit is clear.  Therapists make these, and other decisions about therapy allocation against a background of under-resourcing.  Lack of therapy resources results in therapists having to make hard choices, for which they feel significant personal responsibility.  

 In addition, there are factors that influence the delivery of therapy, such as organisational politics and the guideline itself, including whether therapists believe it to be appropriate.  These factors potentially vary between therapists and/or organisations which could lead to further inconsistency in therapy delivery. 

Figure 2 to be inserted here
[bookmark: _Toc103859073]Figure 2 Pictorial Representations of Themes

The findings are organised into five themes (figure 2).  Although the themes above are described in a linear fashion, they are interwoven.  Figure 2 and its description demonstrate that reasons why a person might not receive the guideline recommendation are complex.  The person is at the centre delivery of the guideline recommendation and, with their relatives/carers, interact with the therapist in a collaborative relationship.  The therapist works within a stroke MDT, where they report a person’s progress to the team and may gain advice or additional information from them to guide decisions.  The MDT is situated within an organisation, which dictates the structure of the MDT, whilst the MDT ‘provides’ the organisation with a stroke service. There are also other potential connections and relationships between these groups.  For example, a person with stroke’s previous experience of an organisation may shape their expectations of the individual therapist; an organisation’s culture may influence the actions of an individual therapist.   Surrounding these interconnected groups is the guideline for 45 minutes of therapy, which has influence and importance at each level.  One of the potential benefits of the 45 minute guideline is its simplicity; it is relatively simple to understand and to measure.  This simplicity contrasts with the obvious complexity related to its non-delivery found in this study.    
[bookmark: _Toc103888554]Strengths and limitations of this study 
To our knowledge, no other studies have explored delivery of the guideline beyond the inpatient setting.  By including therapists with experience in early supported discharge, this study was able to consider the applicability of this guideline in the community.  A limitation of this is a lack of clarity regarding which of the results relate to ESD, which to inpatient, and which to both ESD and inpatient.  Clarification was not consistently sought in the focus groups, to avoid disrupting the flow of conversation.  Any distinction clearly made has been identified in the findings.  Similarly, this study examined both the reasons why some people are not considered appropriate for the 45 minute guideline, as well as reasons why some people don’t receive the 45 minute guideline, despite being considered appropriate.  In execution of the focus groups, it became apparent that, from the therapists’ perspective there is not always a clear distinction between these two groups, as discussed above.  Therefore, this study cannot always explicitly distinguish which findings relate to appropriateness for the guideline, and which relate to non-delivery of the guideline, despite it being appropriate.  

The groups were pre-existing teams, which, while reducing breadth, aids group familiarity which has been shown to increase truthfulness (24).  Nevertheless, group members may have felt unable to disclose certain beliefs, due to fear of judgment (24). Taylor and colleagues found that “rivalry and mistrust” (19 p.7) between services was apparent when discussing the SSNAP audit, so the presence of a clinician from another trust (BC) may have influenced the data collected. Recruiting participants from further afield may have reduced this issue.  A further limitation was that there were no focus group members below band 6, meaning the practice of less experienced therapists was not explored.  Due to the small number of participants, it is not possible to generalise the findings of this study to the wider stroke therapist population.  However, the aim of this study was to explore reasons why the guideline was not achieved to inform the design of the subsequent Delphi Study (23).  
[bookmark: _Toc103888555]Findings of this study in the context of prior research
Despite the identified areas of agreement there are also differences between the findings of this study and those of similar studies.  Other studies have found additional factors that affect the amount of therapy delivered.  Gittins et al. (20) found that people with severe strokes received less therapy than those with milder symptoms.  The focus groups did not directly identify that severity of stroke influences therapy provision, although they did discuss the influence of medical issues on guideline delivery.  Therapists may not believe that it is the severity of stroke per se that influences the guideline delivery, but rather the resultant medical complications.  Alternatively, it may be that therapists are uncomfortable with the idea that people with severe strokes receive less therapy without evidence to support such a decision. Research has identified other factors related to the person with stroke that were not identified by focus group participants, possibly because they did not consider them relevant, such as level of social support (35, 36), gender (20) and ethnicity (20, 34).  Prior research has identified that the time therapists spend in non-clinical tasks (e.g., information exchange, paperwork and training), influences the amount of therapy delivered (18, 21).  Therapists in the focus groups here did not identify this, potentially because they don’t recognise that these tasks limit their therapy delivery since they are standard practice.  A potential explanation for all of these differences is the difference in methods used between this and other studies.    

Consistent with other studies (18, 21), focus group participants did not refer to evidence when discussing guideline delivery.  Potentially, therapists believe that the guideline is based on sound research evidence and therefore, they do not need to consider further evidence.  Alternatively, it may be that many therapists rely on their clinical experience, rather than research, to inform decision-making (43). 

A unique finding of this study is the application of the guideline in ESD services.  The focus groups imply there are issues with the implementation of this guideline in ESD, by suggesting that people with stroke do not always want this intensity of input once home, and, also, that some ESD services are not resourced to provide the guideline level of intervention.  Although the guideline states the person should receive therapy “…for as long as they are willing and capable of participating and showing measurable benefit from treatment” (1 p.25) it was acknowledged that their ESD services were time-bound, meaning that, potentially, therapy has to stop even though a person may continue to benefit from receiving it.  

Post data-analysis, it was noted that the findings of this study show some similarities to the Consolidated Framework for Implementation Research (CFIR) (44).  This is a meta-theoretic framework, derived from a synthesis of implementation models, to provide a framework to either evaluate the implementation of research into clinical practice, or to design an implementation study.  The CFIR presents five domains that influence implementation: the individuals involved, the inner setting, the outer setting, the intervention characteristics, and the implementation process.  The CFIR domains show some overlap with the five themes identified in this present study.  The person and the individual therapists are the individuals involved, features of the MDT and the Organisation parallel with features of the inner setting and the outer setting respectively, and the guideline parallels with the intervention characteristics.  These parallels likely exist as the 45 minutes has been (and continues to be) implemented into clinical practice.  This study does not present any findings about the implementation process, possibly because this was not the objective of the study.  Potentially, further analysis of the implementation of the 45 minute guideline utilising the CFIR may highlight ways to improve the implementation of the guideline in clinical practice.  

[bookmark: _Toc103888556]Findings of this study in the context of clinical practice
The guideline for 45 minutes of Occupational therapy  and Physiotherapy is based on consensus as opposed to research evidence (1) and is not achieved for all people suitable for therapy after stroke.  This study has identified reasons why some people don’t receive this level of intervention and the factors that influence therapy delivery in the context of the guideline.  To our knowledge, it is the first study to use focus groups to explore this question and the findings support the findings of other studies that have examined similar questions using ethnography (19) and mixed-methods case studies (18).  Whilst the guideline is very clear in terms of the expectation for therapy delivery, services would benefit from clear guidance regarding the staffing numbers required to deliver the recommendation across the stroke pathway (including ESD) to support service managers in the development of business cases.  Whilst the RCP has provided comprehensive guidance for SSNAP reporting, therapists may benefit from clear, concise, evidence-based guidance for implementation of the guideline in clinical practice, particularly relating to prioritisation criteria when resources limit delivery. 
[bookmark: _Toc103888557]Conclusions 
This study provides evidence for possible reasons why some people receiving OT and PT after stroke in England, Wales and Northern Ireland do not receive a minimum of 45 minutes of therapy, five days per week.  Reasons relate to 1) the suitability of the guideline for people with stroke and 2) services’ ability to delivery this amount of intervention.  These two factors are related; therapists decide who should receive therapy and how much in the context of a) resource availability and b) people’s need and the benefit they will experience. The requirement to deliver on the 45 minute guideline, may be at odds with clinical judgement. One consequence of these findings is that the 45 minute guideline may not be fit for purpose; it may not improve quality of therapy provision and may not reduce unwarranted variation between services. Therefore, it could benefit from being reviewed.  

Focus group findings contributed to the development of statements for the first round of a Delphi study (23) that gained consensus from wider group of Physiotherapists and Occupational Therapists regarding the reasons why a person may not receive 45 minutes of therapy after stroke.            
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