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ABSTRACT

Purpose: Programme evaluation has been defined as “the systematic process of collecting credible information for timely decision making about a
particular program.” Where possible, findings are used to develop, revise, and improve programmes. Theory-based programme development and
evaluation provides a comprehensive approach to programme evaluation.

Summary of key points: In order to obtain meaningful information from evaluation activities, relevant programme components need to be understood.
Theory-based programme development and evaluation starts with a comprehensive description of the programme. A useful tool to describe a programme
is the Sidani and Braden Model of Program Theory, consisting of six programme components: problem definition, critical inputs, mediating
factors, expected outcomes, extraneous factors, and implementation issues. Articulation of these key components may guide physiotherapy
programme implementation and delivery and assist in the development of key evaluation questions and methodologies. Using this approach leads
to a better understanding of client needs, programme processes, and programme outcomes and can help to identify barriers to and enablers of
successful implementation. Two specific examples, representing public and private sectors, will illustrate the application of this approach to clinical
practice.

Conclusions: Theory-based programme development helps clinicians, administrators, and researchers develop an understanding of who benefits the most
from which types of programmes and facilitates the implementation of processes to improve programmes.
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RESUME

Objectif: L’évaluation des programmes a été définie comme le processus systématique de collecte de renseignements crédibles pour la prise de décision
en temps opportun sur un programme particulier. Lorsque c’est possible, les résultats servent [I'élaboration, la révision et I'amélioration des
programmes. L'élaboration et I'évaluation des programmes fondées sur la théorie fournissent une approche compléte de I'évaluation des programmes.
Resume des points cles: Pour extraire des renseignements significatifs des activités d’évaluation, il faut comprendre les éléments des programmes
pertinents. L’élaboration et I'évaluation des programmes fondées sur la théorie commencent par une description détaillée du programme. Le modele de la
théorie des programmes de Sidani et Braden est un outil pratique pour la description d’'un programme. Il comporte six éléments: la définition des
problémes, les intrants critiques, les facteurs médiateurs, les résultats prévus, les facteurs extérieurs et les problémes de mise en uvre. L'articulation de
ces éléments clés peut guider la mise en uvre et la prestation des programmes de physiothérapie et aider la formulation des questions d’évaluation et des
méthodologies clés. Cette démarche méne une meilleure compréhension des besoins des clients, des processus et résultats des programmes. Elle aide
aussi identifier les obstacles la mise en application réussie et les déclencheurs. Deux exemples spécifiques, représentant les secteurs public et privé,
illustrent I'application de cette approche de la pratique clinique.

Conclusions: L’élaboration des programmes fondée sur la théorie aide les cliniciens, les administrateurs et les chercheurs acquérir une compréhension
des personnes qui sont le plus avantagées par certains types de programmes et facilite la mise en uvre des processus d’amélioration des programmes.

Mots clés: évaluation, méthodologie, mesure de résultat, évaluation des programmes, théorie
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INTRODUCTION

Physiotherapists have been involved in the evaluation
of their clinical practice for many years, primarily
through the administration of outcome measures in
clinical care. The literature clearly reflects the strong con-
tribution made by the physiotherapy community in the
move toward outcome measurement."? This approach
has led physiotherapists to focus on the causal connec-
tion between the intervention and the intended outcome;
outcome findings have been the main criteria in deter-
mining whether a programme was effective. Recently
there has been increased emphasis on accountability
and efficiency, requiring an understanding of outcomes
as well as of the processes underlying those outcomes.

The theory-based programme development and eval-
uation model provides a practical approach to under-
standing the how and the why of a given programme,
thereby providing insight into how to develop, refine,
and improve it. This model helps to identify the various
components of a programme in order to determine,
through evaluation, what is working and what is not;
this provides the basis for decisions about whether and
how to modify the programme.

A programme has been defined as “any organized or
purposeful activity or set of activities delivered to a desig-
nated individual or target group.”® In a physiotherapy
context, a programme can consist of a class, an educa-
tional pamphlet, a prescribed regimen, individual or
group treatments, or a combination of interventions.
According to this definition, all physiotherapists deliver-
ing professional services are involved in a programme.

Programme evaluation has been defined as “the sys-
tematic process of collecting and using credible informa-
tion for timely decision making about implementing,
operating, modifying, continuing, and/or expanding a
program.”® Of critical importance in this definition is
that data are collected in a systematic, consistent
manner and that they provide valid and reliable informa-
tion that can be used to make informed decisions about a
programme.

As identified earlier, physiotherapists have used out-
come measures in their practice to report on client- and
programme-specific benefits of interventions. For exam-
ple, in a balance improvement programme, changes in
number of falls or scores on a balance measure are used
to reflect benefits. There has been less focus on the fac-
tors that may explain why or how a client benefits from
the programme. These factors may be client-related (e.g.,
client attitude toward exercise), programme-related (e.g.,
staffing requirements), or system-related (e.g., access to
funding). In describing these other factors, we are
moving toward an understanding of the theory underly-
ing the programme. If available, sound theory provides
insight into the active components of our practice. It is
the authors’ experience that, as physiotherapists, we are

not always clear on what we do, for whom, and why. This
phenomenon is not uncommon in rehabilitation and, in
the literature, is referred to as the “black-box approach”
to intervention.*

Several different frameworks to describe a pro-
gramme’s theoretical basis have been provided.® Any of
these frameworks can facilitate the development of a
comprehensive programme description. Where they
differ is in the specific components or factors used for
description. Examples of programme theories are the
“theory of cause and effect” and “theory of
implementation” described by Grembowski.” The frame-
work found by the authors to be most clinically relevant
was originally developed by Lipsey® and modified by
Sidani and Braden.” The modified model, referred to as
the programme description’ in this paper, consists of six
components: problem definition, critical inputs, mediat-
ing processes, expected outcomes, extraneous variables,
and implementation issues. These will be discussed in
detail in the next section. Determining the most suitable
framework and completing the different components are
important first steps in developing a new programme or
in refining or understanding an existing programme. The
completed framework should reflect the context of the
particular programme and articulate what the current
evidence supports. This will also help identify where
there is strong evidence supporting a programme and
where there are gaps in theory and knowledge that
limit the direct application of literature findings into
practice.

In programme evaluation literature, the word
“development” is used both when planning for a new
programme and when revising or refining an existing
programme. The term “programme development,” as
applied to the examples in this paper, refers to the ongo-
ing development or refinement of an existing
programme.

The Theory-Based Development and Evaluation Cycle
is shown in Figure 1. Programme theory is clearly articu-
lated, using the model of programme description dis-
cussed by Sidani and Braden.” Details of these six
components provide a rich, evidence-based, and prac-
tice-related description of the programme and form the
basis for programme implementation.® Programme
theory, broken down in this way, helps us to identify
the strong components of the programme as well as
any deficits in knowledge or understanding, leading to
relevant and pertinent evaluation questions. These ques-
tions then guide what evaluation methodology should
be used for data collection and analysis. The results
or evaluation findings will identify what is (or is not)
effective in a programme, provide an evidence-based
impetus for changes to the programme, and guide mod-
ification of the appropriate programme elements. The
completion of the cycle is a refined articulation of pro-
gramme theory.



42

Redefining the
elements of the
programme

|

Programme
Modification

Evaluation Findings

Physiotherapy Canada, Volume 60, Number 1

Programme Description?
Problem definition

Critical inputs

Mediating processes
Expected outcomes
Extraneous variables
Implementation issues

Evaluation
Questions

What do we want to
know about this
program?

Who benefits
from what components
of the program?

Evaluation
Methodology
|
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Figure 1 Programme development and evaluation cycle.

In summary, this evaluation cycle takes us through
the process of describing the elements of a programme
that provide the theoretical basis of the programme,
determining what questions to ask, and, through analy-
sis of the data, redefining the programme elements.
When these changes in theory are operationalized
through changes in programme implementation, we
are effectively improving the programme. This cycle
provides a strong connection between programme
theory and evaluation. The programme theory is the
foundation for this cycle, and its clinical applicability
is therefore essential. Sidani and Braden’s model of
programme description has been shown to be clinically
useful in the development of an exercise and education
programme for adults with diabetes® and in nursing
and interprofessional team practice.”'® When applied
to a particular client population, the six components in
the model help to specify a detailed description of
the problem (problem definition), articulate specific
programme activities that may address the problem
(critical inputs) and the reasons for the particular inter-
ventions and approach taken (mediating processes),

predict the expected benefits to clients (expected
outcomes), and identify factors affecting clients’ ability
to benefit (extraneous factors) and programme
resources (implementation issues).

This model is described below and two practical,
clinical examples used to illustrate its application to
physiotherapy programmes. The first example is a
community-based self-management programme for
persons who have had a stroke and their care partners,
the Moving On after STroke (MOST) programme,
delivered within the public health care system. The
second example is a Community Clinic Back (CCB)
programme for patients with non-specific low back
pain (LBP) in a private orthopaedic practice. The exam-
ples do not provide a comprehensive overview of
all theoretical aspects of these programmes but,
rather, serve to illustrate how the framework facilitates
the articulation of the programme’s theory and how
the theory supports programme development and eval-
uation. Tables 1 and 2 provide a summary of the essen-
tial elements for the MOST and CCB programmes
respectively.
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Problem Definition

The problem definition clarifies the specific issues that
are being addressed by the programme and includes
information on the condition, the target population,
and specific circumstances.®” It also includes informa-
tion on different interventions aimed at addressing the
problem as well as barriers to their successful
implementation.

Problem Definition in MOST

There is a high incidence of stroke in Toronto.'' Many
individuals who survive stroke and appear to have good
recovery from an impairment perspective continue
to have significant limitations from the perspectives of
activity and social participation.'> When these indivi-
duals return to the community, they have often not
learned to live with the impact of their stroke,™
and their care partners struggle with the changes in
their relationship and in other aspects of their lives.'*!®

Successful return to community living and social par-
ticipation after a stroke requires an ability to deal with
the consequences of the stroke, such as fatigue, difficulty
in moving around in the community, difficulty with
transportation in general, increased need for physical
assistance in activities of daily living (ADL), and
return to meaningful activity. Educational programmes
for persons with chronic stroke have been effective in
improving patient and care partner knowledge but have
not been successful in enhancing health behaviours and
well-being.'®'8 Psychosocial interventions that focus on
problem-solving skills appear to be more effective in
changing behaviour or improving well-being,"*'®' and
the benefits of community exercise programmes post-
stroke have been well established.?>*! In other chronic
conditions, self-management programmes (SMPs)
have been more successful than traditional educational
programmes in meeting clients’ needs. SMPs empower
clients to take responsibility for managing their condi-
tion, with guidance and support from peers and health
professionals.?* This approach appears to be relevant
to stroke rehabilitation, but its effectiveness in this
population has not yet been tested.

Problem Definition in the CCB Programme

There is a high incidence of non-specific, non-
radiating LBP in the workforce between the ages of 20
and 55 years.?”® This usually presents as localized pain;
decreased range of motion (ROM); muscle weakness; and
functional limitations at work, at home, and in leisure
activities.”® Typical physiotherapy treatment includes
mobilization, stretching, and strengthening exercises.
More recently, it has been identified that advice to stay
active, education and reassurance, and a behavioural
approach to treatment may decrease the time between
onset and return to social participation (i.e., work and
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previous levels of activity).?*?*® Overall, more evidence
to guide intervention is required.

Critical Inputs

Critical inputs embody a detailed articulation of key
components or activities that should be present in the
programme. The critical inputs address the nature of
the intervention—what should be done or is necessary
to produce the expected effects.*” Furthermore, they
guide the implementation of the intervention and specify
the activities to be performed in delivering it; ideally, they
detail the procedures to be followed and the amount,
frequency, duration, and intensity of the intervention
activities.”

Critical Inputs for MOST

Pre and post- programme client assessment is an inte-
gral part of programme activities in MOST. The general
constructs captured in the assessment are discussed
under “Expected Outcomes.”

MOST includes information sharing, problem solving,
exercise, and goal setting.?®%’ Participants meet for two
hours, twice a week, for eight weeks. Six weeks after
the end of the programme, they get together again for a
booster session. The literature indicates that areas of
interest to survivors of stroke and their care partners
include, but are not limited to, information on stroke,
primary and secondary prevention, medications,*
leisure, transportation, fatigue, intimacy,”® cognition,?
aphasia and other communication issues, physical and

psychosocial coping, exercise, and community
resources.?®
The educational component promotes learning

through interactive and practical problem solving and
skill mastery. This is facilitated by the group format,
whereby clients are encouraged to share experiences, to
learn from each other, and to receive and provide social
support.®® Goal setting with regular feedback and support
is an additional strategy used in the programme. Early on
in the programme, participants set one long-term goal
for completion by the end of the programme, as well as
biweekly short-term goals. During every session, partici-
pants exercise for about 50 minutes on land or in the
water. The exercise programme includes stretching,
strengthening, balance, and cardiovascular activities.**>

Critical Inputs for the CCB Programme

Because of the client-specific nature of non-specific
LBP, an individual client assessment is essential to deter-
mine the most pertinent issues from the perspectives
of impairment, activity, and participation, including
fear-avoidance beliefs.***® The specific assessment will
be addressed in greater detail under “Expected
Outcomes.” Client intervention typically includes advice
to stay active,” individualized exercise programmes,**
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weekly or biweekly goal setting, functional restoration,
and facilitation of timely return to work.>® Clients require
specific opportunities to practise the exercises and
functional activities and are encouraged to carry out
the programme activities independently and with suffi-
cient frequency to optimize return to normal functioning.
Sufficient frequency is usually on a daily basis but is
reviewed and revised based on progress and weekly
goal attainment. The time required to complete assigned
programme activities varies according to assessment
findings and the demands of the client’s functional activ-
ities. Client education consists of individual sessions as
well as the provision of relevant print materials. These
interventions are provided within a behavioural
approach®**? in which positive health behaviours are
encouraged.”

Mediating Processes

Mediating processes represent the series of changes
that occur in participants as a result of the intervention
and form the linkages or connections between the critical
inputs or programme activities and the expected or
desired outcomes.®? Mediating processes can be inter-
preted as a series of changes that ultimately lead from
the intervention to the desired outcome.

Mediating Processes in MOST

Within MOST, the most important theoretical frame-
work for understanding the mediating processes involved
in acquiring and maintaining the skills and attitudes
needed for successful living with stroke in the commu-
nity is social cognitive theory.*®*” In social cognitive
theory, self-efficacy, or a person’s confidence in his or
her ability to perform a particular activity, is considered
the personal characteristic that is most important
in influencing behaviour change.”® Self-efficacy is
enhanced through skill mastery, observing practice and
success in others, verbal persuasion, and appropriate
interpretation of physical cues. Studies have shown that
social support has an effect on aspects of well-being such
as self-reported psychological distress.>***® MOST can
facilitate self-efficacy and social support by bringing
together people with similar concerns; by providing
opportunities for goal setting, group problem solving,
and practising new skills, including exercise; and by
promoting linkages to other community groups.>>3°

Mediating Processes in the CCB Programme

In the programme for non-specific LBP, the connec-
tions between critical inputs or programme activities and
expected outcomes are captured in theories that consider
physiological and psychosocial processes that facilitate
attainment of the expected outcomes, in particular
return to ADL and work. From a physical perspective,
actual physical capacity plays an important role.

Physical aspects of the intervention, such as exercise
and functional restoration, are effective in improving
ROM, core stability, and aerobic capacity, which, in
turn, are expected to restore physical capacity.** Motor
learning theory supports the repeated practice of
functional activities in order to enhance the competence
and skill required in ADL and at work.*® Some of the
psychosocial theories supporting the physiotherapy
interventions are theories of knowledge,41 behaviour
modification, self-efficacy, and self-determination.*?
During the physiotherapy intervention, positive beha-
viours conducive to a return to activity are encouraged.
Self-efficacy and self-determination also play a role in
enhancing outcomes. Clients’ confidence in their ability
to return to work successfully and their intrinsic motiva-
tion are optimized through participation in goal setting,
practice of exercise and functional activities, therapist
feedback, and a better understanding of physical cues
such as pain.?®*"** Knowledge alone does not lead
to changes in behaviours and well-being,*® but it is a
prerequisite for behaviour change. With this understand-
ing, a patient is encouraged to make positive changes
by adhering to recommendations around exercise
prescription and work-related practices and habits.**

Expected Outcomes

Expected outcomes represent the desired changes in
the client’s status and behaviour following the interven-
tion. Outcomes need to be linked to the problem defini-
tion, critical inputs, and mediating factors. For a full
assessment of programme impact, not only the nature
of the intended outcomes but also the anticipated
patterns, timing, and sequence of change need to be
described. Some changes occur immediately after the
intervention, whereas others take longer to appear.’
These outcomes can be assessed by administration of
specific outcome measures or scales. For many physio-
therapy-related outcomes, times and patterns of
improvement are not known.

Expected Outcomes in MOST

The primary desired outcome for MOST is a reduction
in the burden of stroke at the personal, family, and com-
munity levels. For the individual, this involves improve-
ments in level of self-efficacy, activity, well-being,
participation in formal exercise, and social participation.
For the family, it means improvements in the care part-
ner’s well-being and in the burden of care. For the com-
munity, a reduction in burden can be interpreted as
improved social participation, reductions in risk factors
and stroke recurrence, a decrease in unnecessary medical
visits, and decreased rates of hospitalization and
institutionalization.
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Expected Outcomes for the CCB Programme

For the CCB programme, the outcomes relate to
changes in physical impairments, fear-avoidance beliefs,
activity levels, and participation. Initially, improvements
in ROM, muscle recruitment, pain, and amount of pain
medication taken are anticipated. These changes may
lead to improvements in functional status and in clients’
perceptions of their functional ability. The ultimate
outcomes relate to areas of social participation, such as
successful return to work and participation in leisure
activities. Furthermore, the time between onset and
return to activity, including work, may be an important
indicator of programme effectiveness, especially from
an employer’s perspective. An additional important
outcome is the level of recidivism or recurrence of back
pain and absence from work.

Extraneous Factors

Extraneous factors include those related to the treat-
ment conditions, the external health care environment,
and the personal and cultural characteristics of the client
and of the person providing the intervention.®®
These factors are all outside the direct influence of the
programme and may affect treatment processes and
client outcomes, either directly or indirectly, by moder-
ating intervention effects.”*>

Extraneous Factors in MOST

Some of the environmental factors influencing health
behaviours and programme participation are cultural
and religious beliefs and practices, such as attitude
toward aging, disability, and exercise.’® Factors affecting
referral include a lack of understanding among health
care providers of the possible benefits of community-
based stroke education programmes.*” Access to the pro-
gramme may be affected by programme costs when there
is a lack of funding through provincial or private health
insurance plans.*® Practical issues such as the availability
of transportation, the accessibility of programme
location, and the need for specific exercise clothing will
also affect participation.*®

Participant characteristics such as age, gender, level of
education, literacy, language issues, pre-morbid life-
style,” socio-economic status,* level of impairment and
activity, cognition, communication,’® and pre-morbid
levels of functioning may all influence the ability to
benefit from a group programme.

Extraneous Factors in the CCB Programme

The Ontario Health Insurance Plan provides limited
coverage for physiotherapy. Unless they have personal
financial resources, have private insurance, or qualify
for Workplace Safety and Insurance Board (WSIB) bene-
fits, people with LBP will have limited access to compre-
hensive services. The ability to attend the programme
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and to have a graduated return to work is also influenced
by the expectations of employers, WSIB, and insurance
agencies.

Many other personal and work-related attributes may
influence clients’ return to activity and work. These
include the specific physical demands of the job, the
employer’s support for graduated or modified duties,
workplace satisfaction, and the client’s personal support
system. Personal characteristics of the intervener are also
very important in the delivery of the CCB programme.
Therapists need to reassure and encourage these clients
successfully as well as to engage them in goal setting and
problem solving.

Implementation Issues

Implementation issues relate to the resources required
for delivering the programme—not only the setting,
equipment, and programme materials but also the pro-
fessional qualifications of the interveners,” as well as
including the costs involved. Professional qualifications,
including educational expertise, professional back-
ground, specialty training, and competence, will affect
the technical and interpersonal aspects of care.”

Implementation Issues in MOST

Group educational programmes for persons who have
had a stroke require space that can accommodate all
participants and their assistive devices. The facility
needs to be wheelchair accessible, with appropriate exer-
cise space and equipment. A programme manual needs
to be developed for participants and for the facilitators.
Development of the manual requires interdisciplinary
collaboration to ensure that content, format, and reading
level are accurate and appropriate for the target group.”®
Audiovisual resources may need to be included. If
the programme is not completely funded under the
public health insurance system, subsidies may need to
be available to those who cannot otherwise afford
to participate.

Because of the limited understanding of the benefits
of stroke group programming, client recruitment and
screening are ongoing issues. Programme staff members
need appropriate knowledge and group facilitation skills;
therefore, training may be required. Programme delivery,
including assessment, educational and exercise sessions,
and goal-setting procedures, requires large amounts of
staff time. In cases of non-attendance, timely profes-
sional contact may be an important strategy to facilitate
programme participation.® Long-term adherence to new
health behaviours may require follow-up or booster
sessions.”® Collaboration between professional and sup-
port staff is required to ensure that the programme is
delivered most effectively and efficiently.
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Implementation Issues in the CCB Programme

Intervention for patients with non-specific LBP
requires physiotherapists who can provide standardized
assessments, analysis, and evidence-based treatment
approaches. However, kinesiologists or physiotherapy
assistants may also be involved to ensure the most
appropriate staffing mix from skill and cost perspectives.

From the perspective of physical resources, space for
individual interventions and assessments is needed.
Equipment that allows for activity progression is benefi-
cial, particularly when the client is close to returning to
work or is involved in the heavier aspects of a work-con-
ditioning programme. Appropriate educational materials
are required. Funding organizations such as WSIB have
significant requirements for documentation of client
assessment, interventions, and the recovery protocol.
These can be time consuming for the treating therapist
and support personnel. Timely reimbursement is also a
concern requiring dedicated staff time.

THE ITERATIVE LOOP OF THEORY-BASED PROGRAMME
DEVELOPMENT — EVALUATION

As the foregoing examples illustrate, the Sidani and
Braden model provides a guide to detailed programme
description.” These descriptions guide programme devel-
opment, clarify the different components of a pro-
gramme and minimize the “black-box approach” to
intervention. They also help us understand where our
clinical practice deviates from best practice as described
in the literature. These gaps or discrepancies may
provide optimal opportunities for programme evaluation,
as is illustrated below with examples from the MOST and
CCB programmes.

Figure 1 illustrates the iterative cycle of programme
development and evaluation. As identified earlier, pro-
gramme theory, as articulated in the detailed programme
description, is the foundation of the cycle. In ideal circum-
stances, programme theory is an evidence-based guide to
programme implementation. The state of knowledge is
fluid, however, and all programme processes and
mechanisms may have to be re-adjusted as new evidence
becomes available.*®> Moreover, rarely, if ever, do client
populations, resources, and environmental conditions all
match the controlled research situation. Local adjust-
ments and adaptations are almost always necessary
when applying programme theory to any local health
care programme, including physiotherapy programmes.
These adjustments provide the most meaningful oppor-
tunities for evaluation and for building new knowledge.

Programme Development and Evaluation Cycle for MOST

When MOST was implemented, self-management
programmes were new for persons who had experienced

stroke. There were many gaps in knowledge, and it was
decided that initial evaluation questions needed to
address programme implementation and client out-
comes. Specific questions pertain to specific elements
articulated in the programme description:

1. What is the profile of individuals who indicate initial
interest in the programme and who subsequently
enrol in and complete the programme?

2. What are the barriers to initial and continued
participation?

3. What are the benefits of participation in MOST?

Questions 1 and 2 address perceived problem defini-
tion and extraneous factors, while question 3 addresses
expected outcomes. The method chosen to explore the
first two questions was a semi-structured survey, com-
pleted by the programme intake coordinator when per-
sons with stroke or their care partners contacted the
programme. The survey addressed client demographics,
stroke specifics, reason for registration, and issues that
could affect attendance (e.g., transportation, subsidy
needs, and language). Clients were also asked how they
found out about the programme, whether anyone had
referred them, and what made them decide to contact
the programme. Health professionals contacting the pro-
gramme were asked about perceived needs, typical refer-
ral patterns in their practice, and suggestions for
recruitment. To find out about the benefits of MOST,
specific outcome measures were administered, and, in
a focus group setting, clients were asked about their per-
ceived benefits. Clients also were asked why they were
successful in certain areas of goal setting and not in
others.

Some of the evaluation findings indicated that poten-
tial clients who learned about the programme from a
health professional were more likely to register
and that transportation affected initial enrolment and
adherence to the programme. These findings have
subsequently changed how the programme is advertised
and how recruitment and screening activities are carried
out. The outcome evaluation indicated improvements
in exercise levels, confidence to move around in the
community, and social participation. The focus group
also indicated that participants highly valued the
opportunities for social support in the group and that
it was hard for them to make independent contacts with
community agencies. These findings have affected how
goal setting and community participation are facilitated,
as well as the need for a more objective measure
of social support as an outcome indicator. Ongoing
evaluation will determine whether these changes
have been successful. Moreover, some of the evaluation
activities, particularly the focus groups, provided addi-
tional insights into participants’ post-stroke lives and
will further contribute to programme development
of MOST.
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Programme Development and Evaluation Cycle for the
CCB Programme

Initially, CCB programme clients received primarily
individual education and one-on-one intervention, with
a focus on mobility and strengthening activities. As the
programme evolved, it became more comprehensive in
scope, adding education, reassurance, and advice on
returning to regular activities, as well as addressing
fear-avoidance issues. During reassessments, therapists
noted that clients’ adherence to exercise prescriptions
was variable and generally less than expected, and that
this seemed to be true consistently across clients.
Consequently, the programme addressed the following
evaluation questions:

1. What is the actual level of adherence to exercise
prescriptions?

2. What are the reasons for limited adherence?

3. Do programme activities need to be changed or
added to enhance adherence?

Questions 1 and 3 addressed the critical inputs of
the programme. The reasons for limited adherence
(question 2) may lie in shortcomings in the problem def-
inition, in mediating processes, or in extraneous factors.
The data-collection method chosen to answer the first
question was a client survey exploring the frequency
and number of exercises clients performed outside of
scheduled therapy time. In addition, clients were asked
during treatment to demonstrate each exercise, in order
for the physiotherapist to observe the techniques. In
most instances, it was evident that clients had practised
their exercise routines differently from how they had
been instructed. It was concluded that exercise prescrip-
tion adherence was low. In order to answer questions
2 and 3, the literature was reviewed to identify factors
important in programme adherence. These factors were
used to explore clients’ reasons for limited adherence
and to develop strategies for enhancing adherence. The
most important findings were that clients found it diffi-
cult to find the space, time, and motivation to exercise at
home; that they found it difficult to perform unfamiliar
exercises without guidance; and that they had difficulty
appreciating the relationship between the individual
exercises and their ability to perform their work- and
home-related activities. While the lack of space and
time would be considered extraneous factors, the other
reasons can be considered mediating processes.
Understanding these extraneous factors and mediating
processes led to a change in critical inputs. The pro-
gramme was then modified such that gym facilities
were made available to clients, physiotherapists reduced
the exercise recommendations to one or two exercises
per session, handouts and video educational materials
were made available to clients, diagrams of exercises
were provided, and, at specific times, a kinesiologist
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was available to provide assistance with the exercise pro-
grammes. Moreover, therapists spent more time explain-
ing the purpose of specific exercises in terms of reducing
pain, increasing mobility, or increasing strength and their
relevance to the client’s specific functional requirements,
such as prolonged sitting or repetitive forward reaching.
Currently the clinic is collecting data to determine
whether there is a change in reported exercise adherence
and whether further changes in practice need to
be made.

IMPLICATIONS FOR PHYSIOTHERAPY PRACTICE

Recent emphasis on outcome measurement in the
physiotherapy literature has strengthened physiotherapy
practice. However, outcome measurement highlights
only one aspect of the clinical picture and does not
explain why certain programmes are effective while
others are not, nor why some clients benefit within a
programme and others do not. A comprehensive descrip-
tion of a programme using the six essential elements of
Sidani and Braden’s model of programme theory’
clarifies what the programme is about and allows for
development of pertinent questions that can be
addressed within the programme development and
evaluation cycle. Conducting evaluation in a
clinical practice environment and applying best-practice
principles may further clinical knowledge, may
better explain specific clinical outcomes, and will guide
ongoing programme development as well as ongoing
evaluation.

In the current “accountability climate,” rehabilitation
professionals are often required to report to funding
agencies on specific client outcomes and on the intensity
and duration of interventions.>’ Reports produced by
these funding bodies inform organizations of whether
or not they are meeting the benchmark. It is important
for programmes to be able to identify client-specific
issues (e.g., co-morbidities) or programme-delivery
issues (e.g., delays in admittance or shortages in skilled
programme staff) that may influence these outcomes.
Such information is useful in explaining deviations
from the standard or expected outcome. Understanding
the factors that influence client outcomes and pro-
gramme delivery is essential. In effect, knowledge of pro-
gramme theory may explain why a programme is or is
not effective or why one programme is more effective
than another for specific client populations. This is
important not only in accounting for current practices
and outcomes but also in optimizing practice.

SUMMARY AND CONCLUSION

Application of a theory-driven framework facilitates a
comprehensive understanding of the clinical context of
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physiotherapy practice and guides the choice of evalua-
tion methods. This enhances the credibility and useful-
ness of evaluation findings in the clinical setting,
ultimately resulting in more effective and efficient
programmes.
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