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ABSTRACT      
Research on health policy, systems, and services (HPSSR) has seen significant growth in recent decades and received increasing attention in the 
field of rehabilitation. This growth is driven by the imperative to effectively address real-life challenges in complex healthcare settings. A recent 
resolution on ‘Strengthening rehabilitation in health systems’ adopted by the World Health Assembly emphasizes the need to support societal 
health goals related to rehabilitation, particularly to promote high-quality rehabilitation research, including HPSSR. This conceptual paper, 
discussed with the participants in the 5th Cochrane Rehabilitation Methodological Meeting held in Milan on September 2023, outlines study 
designs at diverse levels at which HPSSR studies can be conducted: the macro, meso, and micro levels. It categorizes research questions into four 
types: those framed from the perspective of policies, healthcare delivery organizations or systems, defined patient or provider populations, and 
important data sources or research methods. Illustrative examples of appropriate methodologies are provided for each type of research question, 
demonstrating the potential of HPSSR in shaping policies, improving healthcare delivery, and addressing patient and provider perspectives. The 
paper concludes by discussing the applicability, usefulness, and implementation of HPSSR findings, and the importance of knowledge transla-
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for rehabilitation, including medical devices and assistive 
technologies, in real-life settings.6 While this field of re-
search is very broad, the types of questions addressed to 
solve challenges regarding availability, accessibility or the 
implementation of services in a specific context could be 
categorized broadly into one of four types:

1) questions framed from the perspective of specific 
policies or policy interventions (the macro level) that may 
be needed and impactful to strengthen the provision of re-
habilitation through health systems;

2) questions framed from the perspective of healthcare 
delivery organizations or health systems (the meso level);

3) questions from a defined patient or provider popula-
tion perspective (the micro level);

4) questions about established or new important data 
sources or research methods (the methodological level).

Finally, rehabilitation research in this field is often con-
ducted at the intersection of patient outcomes, practice, 
and policy7 to provide the necessary relevance for clinical 
practice.8 For example, research that determines the most 
effective service organization for a patient population in 
need of rehabilitation may inform organizational changes 
in a health system and the development of a national pol-
icy to implement and make these interventions accessible 
to all in need. Similarly, research showing the benefits of 

Research in health policy, systems, and services 
(HPSSR) to strengthen rehabilitation has been receiv-

ing significant attention in the last decade. At present, ef-
forts to strengthen rehabilitation in health systems and fa-
cilitate its implementation in complex settings have led to 
specific calls for sound HPSSR.1 Although these research 
approaches have different names (Table I)2-5 and tradi-
tions, they share important common features, in particular, 
a strong focus on research questions that address real-life 
challenges that are of paramount importance for rehabili-
tation. Capacity-building efforts are needed to equip stake-
holders who typically carry out clinical or epidemiological 
research with the necessary knowledge to conduct HPSSR. 
A first step in this direction is to illustrate how we can use 
this type of research to address important questions in re-
habilitation. To keep a pragmatic approach to the topic, we 
refrain from embarking in this paper on discussions about 
differences and overlaps in concepts and definitions.

HPSSR studies may be conducted at the macro, meso, 
and micro levels. The macro level refers to the health 
system at large and policies either at regional, national, 
or even supra-national level. The meso level is the inter-
mediate level of healthcare organizations, facilities, and 
the services they provide for specific populations, while 
the micro level includes the use of specific interventions 

tion strategies, drawing insights from implementation science. The goal is to facilitate the integration of research findings into everyday clinical 
practice to bridge the gap between research and practice in rehabilitation.
(Cite this article as: Frontera WR, Cordani C, Décary S, De Groote W, Del Furia MJ, Feys P, et al.; Participants in the 5th Cochrane Rehabilitation 
Methodological Meeting. Relevance and use of health policy, health systems and health services research for strengthening rehabilitation in real-life 
settings: methodological considerations. Eur J Phys Rehabil Med 2024;60:154-63. DOI: 10.23736/S1973-9087.24.08386-2)
Key words: Health policy; Health services research; Delivery of health care; Health services; Rehabilitation; Evidence-based practice.

Table I.—��Definitions.2-5

Health services research Health services research is a multidisciplinary field of scientific investigation that studies how social factors, 
financing systems, organizational structures and processes, health technologies, and personal behaviors affect 
access to health care, the quality and cost of health care, and, ultimately, individuals’ health and well-being.2, 3

Health systems research Health systems research provides evidence that, when applied, can make healthcare affordable, safe, effective, 
equitable, accessible, and patient-centered. It generates evidence to help healthcare systems and healthcare 
professionals improve the lives of the patients they serve. Findings from health systems research enable 
frontline clinicians and patients to make better decisions, support healthcare delivery systems, organize care 
processes to improve safety, effectiveness, and efficacy, and can be used to design healthcare benefits and 
inform policy.4

Health policy and systems research Health policy and systems research is an emerging field that seeks to understand and improve how societies 
organize themselves in achieving collective health goals, and how different actors interact in the policy and 
implementation processes to contribute to policy outcomes. By nature, it is inter-disciplinary, a blend of 
economics, sociology, anthropology, political science, public health and epidemiology that together draw a 
comprehensive picture of how health systems respond and adapt to health policies, and how health policies can 
shape — and be shaped by — health systems and the broader determinants of health.5
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Table II.—�Examples of research questions in health policy, systems, and services research for rehabilitation.

Type of question Illustrative question Factor studied (examples) Unit of analysis (Y) Example outcomes

Example papers
Authors

Health service or 
policy topic
Study design

Population Outcomes Strengths/weaknesses of the study design

Questions framed from 
specific policies or policy 
interventions

What is the effect of 
program/policy X on 
outcome Y?

National reimbursement 
demonstration project. 
Change in funding policy

Patient Costs, utilization/access, 
functional outcomes

Hebert et al.
Impact of a national 

clinical guideline for 
the management of 
chronic pain

Controlled interrupted 
time series analysis.

Any person 
prescribed 
an opioid in 
Scotland from 
2005 to 2020

Trends in national 
and regional 
community 
opioid 
prescribing data

Interrupted time 
series regression 
examined the 
association 
of SIGN 136 
publication 
with prescribing 
rates for opioid-
containing drugs

Strengths. This method could be used in rehabilitation research to assess the real-
world impact of implementing clinical practices guidelines or policies as we 
currently lack evidence if our published guidelines impact quality of rehabilitation 
care over long period of time required to elicit behavioral changes. This study 
demonstrates the relevance of designing system-level metrics in administrative 
databases (here opioids prescribing rates) that are currently lacking to assess 
rehabilitation outcomes at the level of health systems.

Weaknesses. This study design is limited by the data collection source, here 
administrative database, which can limit the number of outcomes to be assessed. 
In this example the authors were not able to describe if the guidelines reduced 
the dosage of opioids taken, or if this impacted quality of life or satisfaction. This 
design also has limited capacity to distinguish the real impact of the guidelines 
compared to other events that may have impacted clinical practices. Future studies 
are required to explain why and how an intervention was impactful or not.

Clinician Satisfaction, workforce 
composition, workforce 
retention, burnout

Organization Quality of care, patterns of 
service utilization.

Questions about the 
delivery of care from the 
perspective of a defined 
patient or provider 
population

How do patients with 
disease or condition X fare 
with respect to Y?  How do 
specific providers fare with 
respect to Y?

Type and dose of services, 
biologic, behavioral, and 
social determinants, and 
political factors

Patient Patient Level: function, 
patient-centered outcomes, 
costs, access/disparities.

Clinician level: satisfaction, 
burnout.

McCallum et al.
Access to physical 

therapy services.
A mixed method,
sequential, exploratory
case-study approach.
Data from 3 sources: 

interviews, document 
review, patient survey 
responses

A total of 110 
medically 
underserved 
adults who 
were receiving 
treatment 
from three 
community 
healthcare 
clinics

Barriers that 
impede access 
to physiotherapy 
services for 
medically 
underserved 
adults in a 
community in a 
State of the USA

Strengths. The use of methodological and data triangulation (“mixed methods”) 
allows cross-validation of findings by comparing and contrasting data from 
different sources and can reduce flaws and research bias that come when using 
a single research technique or data source only. It enhances the validity and 
credibility of results.

Weaknesses. This study was performed by one researcher only which may have 
created observer bias. The only author designed the study, collected all data, 
analyzed, and interpreted and wrote the paper. Even though mixed methods are 
used, very few quantitative data have been collected. Some hard data for example 
regarding actual PT contacts or sessions in the studied community HC clinics, or 
patients could have confirmed the information from the interviews and surveys 
(or not)

Clinician

Questions framed from 
health care organizations 
or health systems

How is organizational issue 
X associated with an 
organizational outcome of 
interest?

Organizational issues (e.g. 
EHR, adoption, clinician 
shortage, for-profit/non-
profit status)

Clinician or organization 
(e.g., hospital, nursing 
home)

Financial, quality, human 
resource, care provision, or 
other outcome

Chou et al.
Automated (Electronic 

health record-
generated) physical 
therapy referrals in 
hospitals informed by 
mobility assessments

Regression discontinuity 
design

Health records of 
6608 patients 
with a primary 
or secondary 
diagnosis of 
stroke

Effects of 
health service 
(automated PT 
referral) on 
outcomes of 
rehospitalization 
or mortality

Strengths: allows the measurement of treatment effect as well as multiple 
comparisons.

Weaknesses: generalizability may be low because this study investigated the impact 
of the health service on patients closer to the cut-off score and not on those with 
very high or very low scores

Questions about important 
data sources or research 
methods

What are the psychometric 
properties of measure X? 
What are the most valid 
approaches to studying Y

Data sources e.g. new 
measures, existing 
measures, other data 
elements, core data sets, 
E HR data. Research 
methodologies: e.g. 
analytic methods

Not applicable Validity, reliability, 
sensitivity to change/
responsiveness, precision, 
utility, acceptability, 
burden of measures. 
Statistical evaluations of 
research methods

Lin et al.
Validation of a machine 

learning-based short-
form measure to 
assess activities of 
daily living, balance, 
upper extremity and 
lower extremity motor 
function, and mobility 
in patients with stroke

A machine learning 
algorithm, Extreme 
Gradient Boosting, was 
used to select 15 items 
from the BI, PASS, 
and STREAM, and 
transformed the raw 
scores of the selected 
items into the scores of 
the ML-5F

Patients (N.=307) 
with stroke.

Barthel Index 
(BI), Postural 
Assessment 
Scale for 
Stroke (PASS), 
and Stroke 
Rehabilitation 
Assessment 
of Movement 
(STREAM) 
at hospital 
admission and 
discharge

Strengths. Potential of machine learning algorithms which can be used to develop 
precise short-form measures that can generate scores comparable to those of the 
original measures. A remarkable feature of machine learning is that the algorithms 
continuously refine themselves for higher performance as they are exposed to 
more data, in contrast to traditional methods of developing short-from measures, 
such as Rasch analysis, where item selection is based on psychometric properties 
or clinical utility. The authors speculate that when the short form they developed 
is administered to more patients with stroke, the number of items may be further 
shortened and the psychometric properties can be further improved by fine-tuning 
the machine learning algorithms of item selection and prediction

Weaknesses. Validity of tools generated from machine learning algorithm needs to 
be compared with traditional methods (e.g., logistic regression) and demonstrate 
clinical impact
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Research questions and study designs

Given the broad focus of HPSSR for rehabilitation, we de-
veloped a framework to assist readers in understanding the 
different types or levels of research questions addressed 
in HPSSR for rehabilitation (Table II). In developing this 
framework, we were guided by a final report on health ser-
vices research into European Policy and Practice6 as well 
as drawing on a categorization of HPSSR articles appro-
priate for the journal, Health Services Research and the 
Burgess article, “Update on the Health Services Research 
Doctoral Core Competencies.”18 Previous discussions by 
the Cochrane Rehabilitation HPSSR Planning Group on 
the different levels of HPSSR research questions also as-
sisted us. We propose four types of HPSSR questions rel-
evant to the field of rehabilitation and discuss one example 
for each type of HPSSR question.

1. Questions framed from the perspective of or about spe-
cific policies or policy interventions

These types of HPSSR research questions focus on the 
healthcare system at large, either at regional, national, or 
even at supra-national level. A prototype research question 
would be examining the effect of policy X (e.g., a national 
reimbursement demonstration project) on outcome Y (e.g., 
costs, utilization, access to rehabilitation services, work-
force satisfaction, or quality of care provided). The unit of 
analysis for outcome Y in this research question can be the 
patient, clinician, or healthcare organization.

An example of an HPSSR study focused on policy is the 
assessment by Hebert and collaborators of the impact of 
implementing a national guideline on opioid prescribing 
rates.19 The aim of this study was to examine the poten-
tial impact on opioid prescribing rates in Scotland follow-
ing the publication of evidence-based pain management 
guidelines from the Scottish Intercollegiate Guideline Net-
work (SIGN 136: management of Chronic Pain) with key 
recommendations on analgesic prescribing.20 Using inter-
rupted time series regression, the authors assessed trends 
in national and regional community opioid prescribing 
data from Scotland between 2005 to 2020. The results 
show that the publication of the national clinical guideline 
in 2013 was associated with a significant negative change 
in the trend in primary care opioid prescribing in Scotland 
of 21% by 2020.

Interrupted time series is a useful design for HPSSR that 
could be used in rehabilitation research to assess the real-
world impact of implementing clinical practices guide-
lines or policies. Currently, there is a lack of evidence sup-

a specific policy has the potential to influence systems and 
services.9, 10 One could argue that HPSSR for rehabilita-
tion shares some of the same characteristics of research fo-
cused on complex interventions commonly used in public 
health and other social and economic policy areas.11 Com-
plex interventions are delivered and evaluated at different 
levels, from individual to societal levels.

The number of investigations and investigators dedicat-
ed to rehabilitation focused on HPSSR is still limited. For 
example, using the PubMed database, Jesus et al. showed 
that HPSSR in rehabilitation, as a percentage of all rehabili-
tation research, increased from 11% to 18% between 1990 
and 2017.12 This reported growth is encouraging. It points 
out that there are opportunities for rehabilitation research 
to address questions that are highly relevant to patients, 
providers, health systems and policy-makers and that can-
not be answered by traditional clinical research design and 
methodologies.13 However, the review by Jesus et al. also 
shows that the potential of HPSSR has not yet been fully ex-
plored by rehabilitation stakeholders. Hence, there is a gap 
between the need for high methodological quality research 
that addresses real-life problems and challenges relevant to 
policy-makers, researchers, multi-professional clinicians, 
and end-users in this field and the current rather clinical 
and epidemiological rehabilitation research landscape.

From the World Health Organization (WHO) perspec-
tive, HPSSR may start from any of the six health system 
building blocks (e.g., leadership and governance, financ-
ing, information systems, workforce, medicines and tech-
nologies and service delivery)14 and include the concern 
for policy process as well as global influences.15 Another 
approach for HPSSR for rehabilitation is using the Co-
chrane Effective Practice and Organization of Care Tax-
onomy which includes four domains of interventions (e.g., 
delivery, financial, governance arrangements and imple-
mentation strategies).16 Therefore, HPSSR is considered 
a transdisciplinary field directly focusing on both the re-
sponsiveness of health systems to health policies and the 
role of health policies in (re)shaping and strengthening the 
capacity and performance of health systems in delivering 
services.15, 17

Given the current underuse of HPSSR, relevant evidence 
is unavailable to key stakeholders. To foster a broader use 
of these research approaches, this conceptual paper aims 
to present exemplary research questions and study designs 
for this type of research in rehabilitation and discuss the 
applicability, usefulness, and importance of these research 
approaches for users in everyday clinical rehabilitation 
services and engaging in related research.
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significant question of whether the intervention/health ser-
vice really changes outcomes for individuals.22 The causal 
inference provided by this design may lead to quality im-
provement in patient care.23 In our view, the RDD is unde-
rutilized in rehabilitation HPSSR, and its full potential has 
yet to be discovered.

The RDD has been proposed as a good and valid option 
in HPSSR for rehabilitation in situations where random-
ized controlled trials cannot be conducted.22, 24 With its 
feature of using historical data, it may gain more impor-
tance in this era where analysis of “big data” and artificial 
intelligence research approaches are emerging.25

3. Questions from a defined patient or provider popula-
tion perspective

HPSSR research questions at this level focus on defined 
groups of patients and/or providers as the defining unit 
of analysis. At the patient level, the focus can be directed 
toward outcomes such as patient functioning, access to 
care, biological, social, and behavioral determinants of 
care, disparities in care received, or other health-related 
outcomes. At the provider level, the focus can be on clini-
cian burnout, use of medical devices or technologies, or 
disparities in care provided.

An example of this type of HPSSR for rehabilitation 
is a study by McCallum et al. that examined access to 
physiotherapy (PT) services among medically under-
served adults in a USA state.26 Utilizing an “Explorato-
ry Sequential Design,” investigators analyzed data from 
three sources collected in three community healthcare 
(HC) clinics. First, the author conducted semi-structured 
interviews with 11 healthcare providers and 110 medi-
cally underserved adults. Then, they analyzed documents 
from clinics, the local community, and the state and nation 
through data mining. Lastly, the researchers administered 
two questionnaires: one to the healthcare providers on 
their educational background and a more extensive one to 
the patients, including three content areas. The areas were: 
1) basic demographic data; 2) medical history; 3) self-re-
ported healthcare needs about physical mobility problems 
and access to PT services. The investigators used sev-
eral HPSSR tools including methods triangulation, data 
triangulation, and a constant-comparative method. This 
comprehensive analysis allowed the authors to describe 
several results: characteristics of the community and the 
included patients, available resources, and knowledge of 
the PT practice. These results were then transformed into 
three main thematic gaps regarding access to PT services. 
Methodological and data triangulation (“mixed methods”) 

porting the impact of published guidelines on quality of 
rehabilitation care over a long period of time (i.e., years) 
that are required to elicit behavioral changes. This study 
also demonstrates the relevance of including system-level 
metrics in administrative databases (here opioid prescrib-
ing rates) that are currently lacking to assess rehabilitation 
at the level of health systems. However, as highlighted by 
the authors, this study design is limited by the data col-
lection source, here an administrative database, which can 
limit the possible outcomes to be assessed. In the study by 
Hebert et al., the authors were not able to describe if the 
guidelines reduced the dosage of opioids taken or if this 
impacted quality of life or satisfaction.19 This limitation 
highlights the need for methodological work in HPSSR, 
which we will discuss later in this chapter. This design also 
had limited capacity to distinguish the real impact of the 
guidelines compared to other events that may have impact-
ed clinical practices (e.g., another related policy), reducing 
the study’s internal validity. Future studies are required to 
explain why and how an intervention may have achieved 
an impact.

2. Questions framed from the perspective of healthcare 
delivery organizations or health systems

Research questions at this level of HPSSR focus on an 
intermediate level of healthcare delivery organizations or 
healthcare systems and the services they provide as the de-
fining unit of analysis. A prototype research question at 
this level would focus on how a change in an organization 
is associated with a particular outcome. Examples could 
include clinician response to the introduction of a new 
electronic health record, level of clinician shortages or 
burnout in specific healthcare settings, or different levels 
of access to rehabilitation in for-profit versus not-for-profit 
healthcare institutions.

An example of this type of HPSSR is a study by Chou 
et al. which employed a regression discontinuity design 
(RDD) to assess the impact of automated physical thera-
py referrals on rehospitalization or mortality for patients 
with stroke in 23 acute care hospitals in two different 
geographical regions.21 Investigators employed a cut-off 
value/arbitrary threshold to make decisions on whether to 
provide a specific intervention/health service, in this case 
physical therapy. The RDD design allows investigators to 
the measure treatment effect and the impact of an interven-
tion/health service by comparing those individuals above 
and below the predetermined cut-off value. Furthermore, it 
allows the comparison of diverse interventions. The RDD 
design can provide causal inference and may answer the 
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form they developed is administered to more patients with 
stroke, the number of items may be further shortened, and 
the psychometric properties can be further improved by 
fine-tuning the machine learning algorithms of item selec-
tion and prediction.

Table II provides summary information to assist readers 
in understanding these four different levels of HPSSR re-
search questions. For each type/level of research question, 
Table II lists one or more illustrative questions within each 
research category and summarizes the factor(s) studied, 
the unit of analysis, and outcome examples to help flesh 
out each type of research question for the reader. Table II 
also lists the common types of methods used to address 
each type of HPSSR question from a rehabilitation per-
spective and provides several cited articles within each 
type of research question drawn from the recent rehabilita-
tion literature.

Applicability, usefulness, and implementation

Research in health policy, systems, and services for reha-
bilitation can generate knowledge that could be used by 
different stakeholders, including the government, health-
care industry, media, civil society networks, health work-
ers, researchers, and those who receive rehabilitation ser-
vices directly. Some of these stakeholders may be infor-
mation stewards or other information processors. In this 
section, we will briefly discuss how these users can apply 
new knowledge in HPSSR for rehabilitation and comment 
on some of the implementation opportunities and chal-
lenges.

Knowledge generated in well-conducted HPSSR stud-
ies can be used to evaluate solutions to problems and 
decisions to implement best practices. Furthermore, the 
strategies to improve the accessibility, affordability, ef-
fectiveness, and quality of healthcare can be informed by 
these results. This knowledge can be regularly applied in 
several ways and settings. HPSSR for rehabilitation pro-
vides a valuable resource for clinicians that they can use 
to streamline their efforts and ensure that they and their 
health systems, are meeting regulatory requirements and 
the need for high-value care. Some regulating agencies 
may be using HPSSR for rehabilitation findings to es-
tablish reimbursement structures that encourage collabo-
ration and efficiency, as well as to provide a mechanism 
to identify successful programs and to share their lessons 
learned. HPSSR may also be used to create measurement 
tools to compare different facilities and performance rat-
ings. This makes it possible to identify areas of weakness 

allowed cross-validation of findings by comparing and 
contrasting data from different sources. This design fea-
ture can reduce flaws and research bias when using only a 
single research technique or data source and thus enhance 
the validity and credibility of results. It may also facilitate 
user involvement in the HPSSR for rehabilitation. Even 
though mixed methods were used, very few quantitative 
data were collected, for example, data regarding actual PT 
contacts or sessions in the studied community, healthcare 
clinics, or patients. Such quantitative data could have con-
firmed the information from the interviews and surveys 
(or not).

4. Questions about important data sources or research 
methods

The fourth and final level of research question address-
es important HPSSR methodological questions that are 
fundamental to improving the quality of rehabilitation 
HPSSR. The unit of analysis of this type of research ques-
tion is the method under investigation and not individuals, 
organizations, or health policies. Examples include stud-
ies that examine the psychometric properties of measures 
used in HPSSR or the statistical evaluation of new or ex-
isting methodologies used in HPSSR.

An example of this type of HPSSR question is a paper 
by Lin et al. that reported on the development and valida-
tion of a machine learning-based short-form measure to as-
sess activities of daily living, balance, upper extremity and 
lower extremity motor function, and mobility in patients 
with stroke.27 Using data from a previous study, this analy-
sis comprised three phases: 1) generating the development 
and validation datasets; 2) selecting items to comprise the 
short measure; and 3) examining the concurrent validity 
and responsiveness of the short measure. The resulting 
short-form measure is composed of only 15 items, which 
is about 30% of the items of the original measures, and as 
such, can be administered in approximately 10 minutes for 
assessing five functions and thus feasible for practical use, 
especially in time-pressed clinical settings.

This methodological study shows the potential of ma-
chine learning algorithms, which can be used to develop 
precise brief measures that can generate scores comparable 
to those of the original measures. A remarkable feature of 
machine learning is that the algorithms continuously refine 
themselves for higher performance as they are exposed to 
more data, in contrast to traditional methods of develop-
ing short-form measures, such as Rasch analysis, where 
item selection is based on psychometric properties or 
clinical utility. The authors speculate that when the short-
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and tools and mechanisms for the generation of evidence 
that is highly relevant to the priorities of the knowledge 
user and applicable to local circumstances.30, 31

When new quality evidence from HPSSR for rehabili-
tation is generated, implementation strategies should be 
considered. These are defined as approaches to enhance 
the adoption, use, and sustainment of evidence-based in-
terventions, programs, or innovations.30, 31 Several models 
exist for research in knowledge translation that could be 
used to promote improvements in rehabilitation.32 Various 
theoretical frameworks have led to tailored interventions 
for different populations and functioning problems. Exam-
ples are the PariHs model (Promoting action on research 
implementation in health services), the RE-AIM model 
(Reach, efficacy, adoption, implementation, and main-
tenance), and the CFIR model (Consolidated framework 
for implementation research).33-35 The models mentioned 
above may allow a better understanding of the complexity 
of implementing rehabilitation in real-life settings.36 Reha-
bilitation is a complex intervention where different com-
ponents interact sometimes in unpredictable manners.37 As 
mentioned in the introduction, the framework for develop-
ing and evaluating complex interventions, updated by the 
Medical Research Council, may help.11

Over the past ten years or so, these strategies for the 
implementation of health services have also been com-
piled into taxonomies and frameworks to enhance health 
authorities’ and practitioners’ ability to conceptualize, de-
scribe, test, and apply research results in practice. The Ex-
pert Recommendations for Implementing Change (ERIC) 
project describes a taxonomy of 73 discrete implementa-
tion strategies that have been leveraged to optimize the use 
of evidence in routine care.31 Implementation strategies 
are organized in the following clusters: use of evaluative 
and iterative methods, provision of interactive assistance, 
adapted and tailored to the context, development of stake-
holder interrelationships, training and education of stake-
holders, support of clinicians, engagement with consum-
ers, utilization of financial support, and changes in infra-
structure.38 In particular, implementation strategies such as 
educational meetings, audit and feedback techniques, and 
the use of clinical reminders hold promise for increasing 
the use of evidence by allied health professionals.

On the other hand, in parallel, it is also important that 
clinicians and program managers can replace practices 
and interventions that are no longer evidence-based, when 
new evidence supersedes old evidence or interventions 
are replaced with those that are more cost-effective. De-
implementation is defined as “stopping practices that are 

in facilities, assess gaps in interventions for rehabilitation 
and, help rehabilitation providers address these issues and 
make necessary improvements.

Often, however, opportunities to use research to inform 
health policy and service improvement and planning are 
not being fully exploited. Researchers are frustrated that 
their work isn’t used more widely by decision-makers and 
managers and feel that the knowledge they generate is 
undervalued and poorly applied. Managers may see little 
of relevance in the research available to them and view 
health services research as poor value for expense if op-
erationalization is not clearly elaborated. Decision mak-
ers are concerned about the timeliness of research: to be 
useful to them, it must be available when decisions are 
being made and consist of recently collected data. Inter-
national experience suggests independent organizations or 
well-established evidence ecosystems can help bridge the 
divide between decision-makers, managers, funders, and 
researchers so that research is pursuing the right agenda, 
asking the right questions in the right way, and communi-
cating to the people who need it. Partners need to develop 
a research strategy that aligns with or can be incorporated 
into their rehabilitation care strategy and helps them and 
their workforce to build on existing research initiatives 
and activities.

Several factors are key to making HPSSR for rehabilita-
tion applicable and used by knowledge producers and us-
ers. First, having staff who can understand, undertake, use, 
and generate new research and share actionable research 
findings through translating and disseminating knowledge 
as part of a pro-research culture in health systems. Educa-
tion and training are therefore critical for research to be 
sustainably embedded within healthcare and for people to 
develop careers in research.28-30 Second, because health 
services research is often governed by a range of laws, 
policies, and international, national, and professional stan-
dards, a regulatory body (e.g., national health service, a 
department of the Ministry of Health) is needed to ensure 
that regulation is coordinated and standardized across the 
country to make it easier to do research that people can 
trust, and hence can be used. Third, to plan and budget for 
evidence-based policies for rehabilitation, mechanisms to 
ensure ready access to research findings and summaries of 
research should be in place (e.g., through library services) 
so that decision-makers have access to knowledge and are 
supported for knowledge management. Fourth, evidence 
from research is more likely to be used in policy and pro-
gram development when there is an organizational readi-
ness to use the evidence, e.g., through supportive resources 
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not evidence-based, ineffective, harmful, or non-cost ef-
fective” and is not the reverse process of implementation 
as factors that shape the processes of implementation and 
de-implementation are likely to differ.39 Barriers to de-
implementation are numerous and complex.40 Overcom-
ing these may require an overarching approach to support 
patients, clinicians, and the system; the realist synthesis or 
review is a systematic, iterative, theory-driven approach 
that draws on a heterogeneous evidence base to establish 
what works, how, in what context and for whom. Unlike 
systematic reviews, realist syntheses use key stakeholders’ 
own theories alongside the literature to elicit and test pro-
gram theories that can be applied. Realist syntheses draw 
on different theoretical and disciplinary perspectives that 
enable the generation of new insights, which may facilitate 
de-implementation.41, 42

Concluding remarks

This conceptual paper highlighted the importance of 
HPSSR for rehabilitation, a transdisciplinary field of re-
search which addresses real-life issues encountered by pol-
icy makers, healthcare delivery organizations, health sys-
tems, patients, and providers, and includes methodological 
research to strengthen the field. It also introduced research 
questions and study designs that exemplified HPSSR at the 
macro, meso, and micro levels of healthcare delivery and 
emphasized the applicability and usefulness of findings. 
Finally, the paper discussed knowledge translation strate-
gies, including those drawn from implementation science 
to help drive research findings into practice.
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