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Abstract

Purpose: to investigate physiotherapists’ perspectives of effective community provision following hip fracture.
Methods: qualitative semi-structured interviews were conducted with 17 community physiotherapists across England.
Thematic analysis drawing on the Theoretical Domains Framework identified barriers and facilitators to implementation
of effective provision. Interviews were complemented by process mapping community provision in one London borough, to
identify points of care where suggested interventions are in place and/or could be implemented.
Results: four themes were identified: ineffective coordination of care systems, ineffective patient stratification, insufficient staff
recruitment and retention approaches and inhibitory fear avoidance behaviours. To enhance care coordination, participants
suggested improving access to social services and occupational therapists, maximising multidisciplinary communication
through online notation, extended physiotherapy roles, orthopaedic-specific roles and seven-day working. Participants advised
the importance of stratifying patients on receipt of referrals, at assessment and into appropriately matched interventions.
To mitigate insufficient staff recruitment and retention, participants proposed return-to-practice streams, apprenticeship
schemes, university engagement, combined acute-community rotations and improving job description advertisements. To
reduce effects of fear avoidance behaviour on rehabilitation, participants proposed the use of patient-specific goals, patient
and carer education, staff education in psychological strategies or community psychologist access. Process mapping of one
London borough identified points of care where suggested interventions to overcome barriers were in place and/or could be
implemented.
Conclusion: physiotherapists propose that effective provision of community physiotherapy following hip fracture could be
improved by refining care coordination, utilising stratification techniques, employing enhanced recruitment and retainment
strategies and addressing fear avoidance behaviours.

Keywords: femoral neck fractures, allied health professional, stratified care, process mapping, qualitative research, older
people

Key Points

• Efficiency may be improved with seven-day provision and by improving communication and access to the multidisci-
plinary team.
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• Recruitment and retention strategies should be tested in community services, including linked acute-community
rotations.

• Patient stratification may improve community care coordination following hip fracture.
• Changing fear avoidance should rely on educational and psychological strategies.
• Physiotherapists and/or occupational therapists should receive training to address fear avoidance cognitions in patients/

carers.

Introduction

Approximately 60,000 adults aged 60 years and over fracture
their hip each year in England [1]. Physiotherapy sup-
ports the recovery of mobility and independence, promot-
ing health-related quality of life post-fracture [2, 3]. The
availability of physiotherapy following discharge from acute
hospital in England is determined locally by commissioners
[4]. This leads to variation in provision [5–7] often attributed
to differences in access to structural resources (e.g. bed-
based rehabilitation), staffing resources and different local
caseload priorities [8–10]. Such variation affects quality of
care, functional recovery and one-year mortality rates for
patients following hip fracture [9].

To address unwarranted variation, there is first a need
to determine effective provision. Patients reported physio-
therapy as a key component for recovery after hip fracture,
but there was a mismatch between their expectations for
physiotherapy input and actual physiotherapy received in
the acute hospital and community settings [2, 11]. This is
in keeping with the perspectives of physiotherapists working
in acute hospitals who indicated greater staffing was required
for effective provision [12]. To date, there are no published
perspectives from community physiotherapists on effective
provision following hip fracture.

These previous studies observed barriers to implementa-
tion of effective provision in keeping with the Theoretical
Domains Framework (TDF), a framework of 14 domains
providing ‘a theoretical lens through which to view the
cognitive, affective, social and environmental influences on
behaviour’ (individual and system wide) [13; p. 2]. By virtue
of its application in improving care across multiple influ-
ences, the TDF was considered an appropriate framework
to explore factors influencing effective provision of phys-
iotherapy following discharge from acute hospital after hip
fracture. The framework was considered in conjunction with
process mapping to determine where suggested interventions
are in place and/or could be implemented to improve care
pathways [13, 14].

The aim of this qualitative study was to explore
physiotherapists’ perspectives of current and effective
community provision after hip fracture. Our specific
objectives were to

1. identify perceived barriers and facilitators to implement
effective community physiotherapy after hip fracture
informed by the TDF;

2. identify interventions to overcome barriers and enable
facilitators of effective provision of community physio-
therapy and

3. map current provision of community physiotherapy
within one local system to identify points of care where
suggested interventions are in place and/or could be
implemented.

Methods

Study design and ethical approval

We used a qualitative study design based on semi-structured
interviews. Additionally, we used process mapping tech-
niques to systematically describe community physiother-
apy provision within one London borough [14, 15]. These
data allowed us to determine how potential interventions
outlined in interview data could be implemented to over-
come barriers, or enable facilitators, across the patient path-
way. Institutional ethical approval was granted for inter-
views (REMAS: LRS/DP-21/22-26,812) and process map-
ping (Quality Improvement Reference: 13102). The research
was reported in line with the consolidated criteria for report-
ing qualitative research (COREQ) [16].

Participant selection

For interviews, we used purposive sampling to recruit phys-
iotherapists working with patients following hip fracture in
the community through professional networks and social
media [17]. We aimed to recruit 20 physiotherapists for
interviews: two from each of the nine geographical regions of
England and additional physiotherapists if required to ensure
data saturation. For the process mapping, we used snowball
sampling to recruit up to three senior clinicians from each of
four community teams (Table 1) from one London borough
(population 307,700 [18]).

Data collection and analysis

The lead author (J.A.) conducted one-to-one semi-structured
interviews via Microsoft Teams. An interview topic guide
of open-ended questions informed by the TDF was
developed [13] (Table 2). Participants were asked about their
perspectives of community physiotherapy after hip fracture,
their perceived barriers and facilitators to implementing
effective community physiotherapy and to suggest strategies
to improve provision. Prompts were used to stimulate
additional responses. Interviews were audio-recorded and
transcribed verbatim by an external professional service.
Each participant’s transcript was returned to them for
comment and/or correction prior to analysis as part of an
optional member checking process [19].

Data collection and analysis was completed as part of an
iterative process until data saturation was achieved and no
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Table 1. Description of community physiotherapy teams within Central London borough

Team name Team description
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Musculoskeletal outpatients Patients independently attend appointments at outpatient NHS facilities in the community and receive rehabilitation

from acute musculoskeletal injury, limb or spinal surgery, including hip fracture and/or for physical management of
long-term musculoskeletal diseases or conditions.

Bed-based intermediate care Patients admitted to nursing care beds on a ward for inpatient rehabilitation or reablement usually following a medical
or surgical inpatient stay in the acute hospital (including acute hip fracture management) for a finite time (typically
maximum 6 weeks) where rehabilitation is predicted to mean the patient can return to live at their preferred residence.

Home-based intermediate care Patients reviewed and supported at home upon discharge from acute hospital requiring multidisciplinary reablement
and/or require a new or increased supportive social care package, where intervention is predicted to mean the patient
can return to premorbid level of care need.

Community physiotherapy (home-based) Patients with ongoing rehabilitation or reablement needs receive physiotherapy at their preferred residence.
Home-based rapid response team Home-based service, patients who need to be seen rapidly to prevent deterioration or being readmitted (please note

this service was not mapped and is included here to illustrate this aspect of the service).

Table 2.Semi-structured physiotherapy interviews: topic guide. Applicable theoretical domain framework construct for each
question is included

Topic guide Applicable theoretical domain framework construct [13]
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1 What is your role in rehabilitation after a patient fractures their hip? Knowledge, skills, social/professional role and identity, emotion
2 What does a typical patient’s rehabilitation look like after hip fracture, once they

leave the hospital?
Knowledge, beliefs about consequences, beliefs about
capabilities

3 What do you think is good about community rehabilitation currently being
provided to patients after hip fracture?

Beliefs about capabilities

4 What could be improved about the current rehabilitation following hip fracture? Knowledge, skills, beliefs about consequences
5 How do you engage the patient and their carers (by this we mean people providing

informal support, such as friends, family and neighbours) in their rehabilitation?
Social influences, motivation and goals, behaviour regulation,
emotion, memory, attention and decision processes, beliefs
about capabilities

6 What would a good community rehabilitation service for patients after hip fracture
look like?

Knowledge

7 What do you think is preventing you from delivering the rehabilitation services
that you want to deliver to patients following hip fracture, in community settings?

Environmental context and resources, emotion

8 How can we improve community rehabilitation services to address these
challenges?

Beliefs about consequences

9 What have you already tried, in your local team, to improve current rehabilitation
provided for patients after hip fracture?

Skills, knowledge

10 What ideas do you have to improve community rehabilitation services after hip
fracture in the future?

Beliefs about consequences, knowledge, skills

11 Is there anything else that you would like to add, that you think would be relevant
to this study?

Knowledge

new themes were emerging from the raw qualitative data
[12]. The lead author read each transcript in full using an
inductive thematic analysis approach and identified initial
themes from participants’ accounts, using computer software
(NVivo, Version-12, [20]). To ensure credibility, a second
author (S.G.) analysed four interviews and concurred with
the initial analyses. After discussion with members of the
research team (J.A., S.G., K.S. and E.S.), initial themes were
conceptualised into themes and related sub-themes using the
‘one sheet of paper’ method to visualise similarities and dif-
ferences in perspectives among community physiotherapists
[21]. These were subsequently mapped against the TDF to
frame them within the context of implementation barriers
and facilitators [13]. Final themes and related sub-themes
were drafted, with supporting quotations, and discussed with
the research team (K.S., E.S., S.G., J.A. and G.J.). A second

optional phase of member checking was completed, whereby
participants were provided with analyses to review [19].

For the process mapping, the lead author conducted
interviews via Microsoft Teams with three participants (max-
imum) from each of the four community teams (Table 1).
Participants were asked to describe the care pathway for
their service inclusive of admission criteria, actions, events,
milestones, transitions and end-points [15]. The lead author
graphically mapped descriptions online using MIRO con-
temporaneously [22]. Participants provided verbal feedback
to refine the map during the interviews. Maps were sub-
sequently converted into workflow diagrams and returned
to participants for comment [19]. Points of care were iden-
tified, where interventions to overcome barriers or enable
facilitators suggested from interview data, were in place
and/or could be implemented.
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Table 3. Participant characteristics: interviews and process mapping

Job title
(interview or mappinga)

Ageb Sex Job role Locationc Experienceb

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
1 Senior specialist physiotherapist (I) 50 F Home based & outpatientsd London 20
2 Senior specialist physiotherapist (I) 53 F Bed based Southwest 30
3 Senior specialist physiotherapist (I) 49 F Bed based West Midlands 26
4 Clinical specialist (ortho) physiotherapist (I) 48 F Acute hospital & home basede Northwest 21
5 Senior specialist (ortho) physiotherapist (I) 49 F Acute hospital & home basede Southwest 21
6 Senior physiotherapist (I) 54 M Home based Yorkshire 17
7 Senior specialist physiotherapist (I) 36 F Home basedf West Midlands 15
8 Senior specialist physiotherapist (I) 35 F Home based Northwest 5
9 Senior physiotherapist (I) 50 F Outpatients & home based East Midlands 17
10 Senior specialist physiotherapist (I) 45 F Home basedg Yorkshire 20
11 Senior specialist physiotherapist (I) 58 F Home-based London 30
12 Senior specialist (ortho) physiotherapist (I) 44 F Acute hospital & home basede East 17
13 Senior specialist physiotherapist (I) 48 F Bed based and home basedh Southeast 26
14 Senior physiotherapist (I) 28 F Home based East 6
15 Senior physiotherapist (I) 53 F Home basedf Southwest 30
16 Senior physiotherapist (I) 35 F Bed based Southeast 13
17 Specialist physiotherapist (I) 46 F Bed based East Midlands 24
1 Clin lead; rehabilitation & falls (M) 54 F Manager: home based, outpatients London 32
2 Deputy clin lead; rehabilitation & falls (M) 44 F Manager: home based & outpatients London 23
3 Deputy clin lead; rehabilitation & falls (M) 39 F Bed based London 18
4 Highly specialist physiotherapist (M) 31 F Bed based & home basede London 10
5 Highly specialist occupational therapist (M) 32 F Bed based London 7
6 Highly specialist occupational therapist (M) 30 F Bed based & home basede London 5
7 Senior occupational therapist (M) 69 F Bed based & home basede London 17
8 Senior specialist physiotherapist (M) 32 F Outpatients (musculoskeletal) London 8
9 Senior physiotherapist (M) 28 F Outpatients (musculoskeletal) London 6
10 Senior physiotherapist (M) 50 F Home based London 20

Clin, Clinical; F, female; M, male; Ortho, orthopaedic; Rehab, rehabilitation. a(I) participated in interviews, (M) participated in mapping process brepresents
years at date of interview crepresents geographical regions of England–South West, West Midlands, North West, Yorkshire, East Midlands, East of England and
South East drepresents outpatients’ job role including fall prevention classes erepresents transition from acute to home-based reablement frepresents home-based job
role including nursing-care facilities grepresents home-based reablement hrepresents bed- and home-based reablement

Research team and reflexivity

The lead author (J.A.) conducted all interviews and had
no prior relationship with participants. Participants were
aware of J.A.’s professional role as a musculoskeletal phys-
iotherapist at the time of recruitment and interview. J.A.
completed university-level qualitative research training and
was supported by the research team who have an established
interest in stratified care, believing it is a positive approach
for patients. We acknowledge this position may have influ-
enced the analysis by deducing stratification’s importance
from the data.

Results

Participant characteristics

For qualitative interviews, 17 community physiotherapists
(16 female, 1 male, age range 28–58 years, professional
experience 5–30 years) were interviewed from eight geo-
graphical regions across England. All were working at senior
professional levels (5 specialists, 11 highly specialist and
1 clinical specialist). Four worked in bed-based interme-
diate care, three combined acute and early supported dis-
charge, two early supported discharge and eight home-based.
We achieved data saturation at 15 interviews with no new
themes emerging from the final two interviews. Three eligible

participants chose to withdraw their participation prior to
interview. For process mapping, four physiotherapists, three
occupational therapists and three clinical leads participated
(10 females, age 28–69 years, professional experience 5–
32 years) (Table 3).

Interviews ranged between 28 and 54 minutes. Four
participants completed member checking; three reported
no corrections, and one provided additional service detail
for inclusion in the analysis. Following data analysis,
four other participants completed further member check-
ing with no corrections. Following process mapping,
participants’ feedback was included in the final workflow
diagrams.

Themes

We identified 65 initial themes. These were grouped into
four themes and related sub-themes prior to mapping against
the TDF to explicitly draw out implementation barriers and
facilitators (Figure 1). These four themes were (i) ineffective
coordination of care systems, (ii) ineffective physiotherapy
stratification, (iii) insufficient staff recruitment and retention
approaches and (iv) inhibited physiotherapy progress due to
post-fall fear avoidance behaviours. How these themes relate
to the domains of the TDF are indicated in parentheses and
italics.
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Theme 1: ineffective coordination of care systems

Most physiotherapists described the lack of coordinated
services as a perceived barrier to effective community
physiotherapy following hip fracture (n = 9). This was
conceptualised as poor communication between (n = 7) and
within teams (n = 3), poor links to other members of the
multidisciplinary team (n = 7) and missed referrals (n = 2),
all ultimately leading to challenges with delivering seamless
care transitions (n = 7). Absence of coordinated services
leaves patients having little clarity on when and by whom
they would be seen, as well as uncertainty about who might
answer their questions whilst waiting (n = 2) (environmental
context and resources).

‘The lack of joined-up nature of things . . . for the patients even more so, it must
be hard to navigate how they can get the help they need’ (Participant 7: 15 years
of physiotherapy experience, home-based rehabilitation).

Physiotherapists commonly cited poor communication
between acute hospital and community colleagues (n = 7).
They referenced insufficient knowledge exchange at han-
dovers (n = 3) and limited access to specific weight-
bearing and/or hip precautions in acute notes (n = 4)
that compounded delays to community physiotherapy
delivery (n = 2). This led to excess time sourcing written
documentation (n = 3), replication of assessments (n = 1)
and perceived safety concerns (n = 1), which had a negative
cumulative impact on physiotherapy resources (knowledge,
skills and professional identity).

‘We don’t get great communication from the acute ward, the only communication
we have is . . . the referral form . . . we don’t know their exercise programs, . . .

their outcome measures, . . . this would all aid a seamless transition’ (Participant
10: 20 years of physiotherapy experience, home-based rehabilitation).

Professional online notation systems across physiotherapy
(n = 4) and the multidisciplinary team (n = 3), including
orthopaedic consultant reviews, were proposed as counter-
measures to communication barriers. However, three phys-
iotherapists considered this aspiration dependent on address-
ing incoherent information technology systems across ser-
vices (environmental context and resources). Alternative sug-
gestions included deploying patient passports detailing clin-
ical history, status, goals and appointments (n = 1); or
populating review forms at consultant appointments (n = 1)
although neither suggestion included practical implementa-
tion detail.

‘A form we can send patients when they go for their orthopaedic review . . .

it might have, continue precautions, or progress weight-bearing status . . . we
haven’t then got to spend a long time finding out . . . the improvement is
accessing medical information . . . test results and discharge letters . . . quickly’
(Participant 13: 26 years of physiotherapy experience, home-based Intermediate
care).

Several physiotherapists perceived a lack of coordination
with social services (n = 4), care agencies (n = 3) and access
to the multidisciplinary team (occupational therapists n = 4,

pharmacists n = 1, nurses n = 1, podiatry n = 1, psychology
n = 2), as key barriers to effective provision (environmental
context and resources). Indeed, coordinated provision across
the multidisciplinary team was viewed as a facilitating fac-
tor among a majority (n = 11). Improved collaboration
proposals included clinical handovers from nursing, physi-
cians and therapists; timely identification of medical risks;
and increased engagement with social services to review
housing, adaptive equipment and care packages (knowl-
edge and skills, social influences, environment context and
resources).

‘Psychologist goes in first, then we go in and we work together . . . then the OT
might then go in, . . . a bit more of a joined-up service and not . . . a team of just
physios’ (Participant 1: 20 years of physiotherapy experience, home-based and
outpatients).

To overcome challenges with access and communication
within the multidisciplinary team, several physiother-
apists suggested extended physiotherapy roles, includ-
ing wound management (n = 1), equipment provision
(n = 1) or clinical prescribing (n = 1) (social profes-
sional role and identity). One home-based physiotherapist
acknowledged this could inadvertently affect physiotherapy
capacity.

Four physiotherapists championed the benefits of staff
working across the acute-community care continuum.
They contended it would lead to timely patient care
transitions, beget improved patient confidence (motivation
and goals) and capacity to redistribute staff resources when
required (environmental context and resources), as well as
reduce patient handover challenges. Three physiotherapists
perceived a seven-day working pattern would augment this
approach, enabling patients to be seen and/or discharged
over weekends.

‘Staff work seamlessly between ward [acute hospital] and community, so they
probably know this patient, they’ve seen them on the ward.’ (Participant 5: 21
years of physiotherapy experience, acute hospital and home-based rehabilitation).

In summary, a lack of coordinated care was perceived by
physiotherapists as a barrier to effective provision following
hip fracture. Participants suggested improving transitions of
care, communication between (and within) the multidisci-
plinary team and ensuring efficient and effective access to the
most appropriate clinicians would facilitate improvements in
community services.

Theme 2: ineffective patient stratification

Eleven physiotherapists described a lack of stratification
(sub-grouping patients into timely and appropriately
matched physiotherapy interventions) as a barrier to
effective community physiotherapy following hip fracture.
They alluded to stratification facilitating patient flow, by
triaging to community services upon referral to prevent
delays in treatment, reduce waiting lists and optimise the
likelihood of the right care for the right patient at the
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right time (Environmental context and resources). ‘Right
care’ included consideration of level of urgency; acuity of
physiotherapy required; and patients’ cognition, motivation,
goals, mobility and level of independence, as well as the skill
level of the intervention provider.

‘Screening the referrals . . . then prioritising . . . to see whether it’s fairly
straightforward . . . in which case it would be one of our [physiotherapy]
assistants that go out‘ (Participant 15: 30 years of physiotherapy experience,
home-based rehabilitation).

These physiotherapists explained they also utilise stratifica-
tion within their practice (n = 11). For example, patients
who are deemed less complex (improving and progressing
as expected, with few social factors or comorbidities) are
seen by physiotherapy assistants for initial assessments
(n = 16), exercise prescription (n = 5) and exercise
progression (n = 3).

Three physiotherapists thought formal stratification
would maximise efficiency, equity and transparency of
care for patients and clinicians. For example, identification
of patients who may transition to physical activity self-
management earlier with voluntary care/local independent-
sector resources support, which could free capacity for
more complex patients (n = 11) (environmental context and
resources). This might also yield social benefits for patients
with improved motivation through peer support (n = 6)
(Motivation and goals, social influences).

‘It’s all driven by clinicians’ clinical reasoning, and we’re all aware that clinicians
think very differently . . . a patient will get a different service depending on which
clinician they see’ (Participant 14: 6 years of physiotherapy experience, home-
based rehabilitation).

However, several physiotherapists predicted barriers to
implementing a stratified approach including securing
appropriate community spaces (n = 8), specialist clinicians
to lead exercise interventions (n = 3) and transport to
community venues (n = 5), particularly for those in rural
locations (environmental context and resources). Proposed
solutions included community transport (n = 1) and
contribution to transport costs (n = 1) (social influences).
Two physiotherapists championed online exercise classes,
although others predicated technology literacy as a barrier
(n = 6) (beliefs about capabilities, skills and environmental
context and resources).

‘We struggle at the moment . . . when somebody has achieved their goals . . . . to
have that other service to point people in the direction of.’ (Participant 14: 6 years
of physiotherapy experience, home-based rehabilitation).

In summary, physiotherapists supported a stratified approach
to enable more efficient and appropriate care. Although
many physiotherapists already clinically reason stratification
of patients, most suggested a more formal approach would
provide a fair, more efficient and appropriate service,
tailored to the individual needs of patients following hip
fracture.

Theme 3: insufficient staff recruitment and retention approaches

All physiotherapists recognised the effect of reduced staffing
on community physiotherapy following hip fracture (envi-
ronmental context and resources). Although many attributed
this to a shortfall of substantively funded capacity necessary
for demand, several considered that attracting physiotherapy
applicants (n = 8) and staff retention (n = 4) with limited
resources to develop staff were also salient factors. Addition-
ally, two physiotherapists discussed the impact of depleted
staffing levels on patients’ motivation, their progression and
delays in discharge as patients were seen less frequently
(motivation and goals, beliefs about consequences).

‘I think they would achieve their goals quicker if we saw them within the right
timeframes . . . if we saw them immediately . . . we would improve their self-
motivation’ (Participant 10: 20 years of physiotherapy experience, home-based
rehabilitation)

Three physiotherapists highlighted challenges recruiting
physiotherapists to rural locations (environmental). Per-
ceived reasons included a lack of affordable housing, car
dependence and being excluded from social opportunities
offered by more urban locations (environment).

‘There’re not enough physios applying . . . . we interviewed yesterday and out
of the five only two turned up... we put the adverts out, we have the jobs
available . . . they’re just not showing up. . . . obviously then we’re not recruiting
into those posts’ (Participant 8: 5 years of physiotherapy experience, home-based
rehabilitation).

Three physiotherapists suggested community positions may
be less attractive than acute hospital roles to graduate
physiotherapists, regardless of geographical location. They
suggested that graduates may perceive community phys-
iotherapy to be less specialised (n = 1) and less clinically
challenging, compared to acute hospital physiotherapy
(n = 2) (social influences, professional role and identity).

‘The community . . . has an unfair representation . . . of what it is, people think
they’re kind of in for a bit of an easy time’ (Participant 6: 17 years of physiotherapy
experience, home-based rehabilitation).

Even though demand was perceived to have increased, phys-
iotherapists described either equivalent (n = 1) or reduc-
tions (n = 2) in their team capacity. Several physiotherapists
reported being dissuaded from submitting business cases to
address demand–capacity shortfalls due to a lack of clinical
evidence to support them (n = 2) or adverse budgets (n = 4)
(environmental context and resources).

Strategies proposed to overcome recruitment and reten-
tion barriers included use of data-informed evidence to
support staff business cases (n = 2); highlighting the advan-
tages of community physiotherapy work in job descrip-
tions (n = 4); endorsing return-to-practice schemes (n = 1)
and apprenticeships for established physiotherapy assistants
(n = 1); influencing undergraduates at university careers
forums, lectures and community clinical placements (n = 4);
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and better representation at the board level to influence
the appointment of staff (n = 1) (social influences, social
professional role and identity).

‘We’re trying to improve the student experience in the community . . . . I did
a university lecture last week to give an idea of what community work is.’
(Participant 6: 17 years of physiotherapy experience, home-based rehabilitation).

‘Trying to work at board level . . . and get those teams extended . . . with the
evidence that we’ve got’ (Participant 2: 30 years of physiotherapy experience, bed-
based intermediate care).

Furthermore, three physiotherapists suggested interviews
for- and appointments to- community positions should
offer flexibility to promote uptake. These included online
interviews, subsidised accommodation, day-working pat-
terns, part-time roles and family-friendly policies (social
influences, environmental context and resources). Three
physiotherapists proposed integrating community and acute
hospital positions to increase exposure to community
physiotherapy and prepare graduate physiotherapists for
senior community positions (social professional role and
identity).

‘Staff will move between acute and community during their training . . . which
I think will help . . . to see what’s happening in both areas’ (Participant 2: 30
years of physiotherapy experience, bed-based intermediate care). [see report with
respect to at least rural locations]

To summarise, staff recruitment and retention was perceived
as a key barrier to providing effective community physio-
therapy after hip fracture. The introduction of return-to-
practice streams, apprenticeship schemes, influencing uni-
versities in recruiting graduates and combining acute and
community rotations, as well as improving job descriptions
and advertising, were proposed countermeasures.

Theme 4: inhibited progress due to fear avoidance behaviour

Physiotherapists perceived patient fear avoidance behaviour
(n = 7) and anxiety (n = 6) as key barriers to effective
provision after hip fracture (beliefs about capabilities, nature
of behaviours, emotion). They thought fears might be rein-
forced by family members or carers who are concerned
about the possibility of future falls and fractures (n = 3)
(emotion, social influences) and healthcare professionals not
involving patients actively or sufficiently, in their rehabili-
tation (n = 2) (emotion, social professional role and identity,
environmental).

‘They’re quite frightened about what’s happened to them . . . the thing we don’t
have is psychology input . . . understanding the impact that it has on this person.’
(Participant 5: 21 years of physiotherapy experience, acute hospital and home-
based rehabilitation).

Thirteen physiotherapists said setting patient-specific goals
would offset these behaviours by affecting motivation and
encouraging progression (motivation and goals). Others
thought recovery would benefit from providing timely
education (n = 3), fall prevention information (n = 3), early
anxiety management (n = 3) and group classes (n = 4) or

hydrotherapy (n = 1) to enhance confidence and socialisation
(social influences, motivation and goals, behaviour regulation).
One physiotherapist reported it was easier to adopt adaptive
(e.g. using supportive equipment) rather than restorative
approaches that could maximise patient independence and
target fear avoidance behaviours effectively (environmental
context and resources, social professional role and identity).
Further, physiotherapists proposed involving family and
carers may reduce patient fear avoidance behaviours,
(n = 7) (social influences), for example, by educating carers
(n = 3) who are concerned about the possibility of future
falls and fractures (knowledge, social influences, behaviour
regulation).

‘I’ll make a point of saying to the sons or daughters that the patient has got to start
doing things for themselves . . . so they’re not absolutely exhausted or incapable
when they go home . . . involving the family with the rehab . . . the patient isn’t a
standalone contact.’ (Participant 11: 30 years of physiotherapy experience, home-
based rehabilitation).

Some physiotherapists acknowledged the risk of reinforcing
fear avoidance behaviours in patients after hip fracture. This
was attributed to a lack of training in psychological support
(n = 4), time pressures (n = 10) and/or a lack of clinical
or health psychology professionals within the multidisci-
plinary team (n = 4) (emotion, environmental context and
resources, social professional role and identity). Physiotherapists
perceived a need for a rehabilitation ethos (n = 10) and staff
education on psychological strategies (n = 4), or access to
psychologists (n = 2), to inspire confidence in patients to
maximise independence (motivation and goals, beliefs about
capabilities, skills).

‘Psychologists . . . would be really useful . . . because there’s often a lot of anxiety
related to mobility, goals and going out, especially after hip fracture’ (Participant
1: 20 years of physiotherapy experience, home-based and outpatients).

In summary, physiotherapists identified patients’ fear of
falling and resultant lack of confidence, as well as carers
and clinicians’ fear of patients experiencing further falls, as
barriers to effective provision following hip fracture. Phys-
iotherapists suggested patients’ behaviours were not targeted
appropriately in current practice, and psychological support
was needed either through greater physiotherapy training or
direct support from psychologists.

Process mapping

Current provision of community physiotherapy within one
local system was mapped to identify points of care where
suggested interventions from interview data were in place
and/or could be implemented to overcome barriers or enable
facilitators (Figure 2, Appendices figures A1–A4). Interven-
tions proposed were either part of current care (e.g. coordi-
nated services (central referral hub, online documentation,
multidisciplinary team engagement), stratification based
on patient presentation (exercise programmes, intervention
provider, engagement with voluntary/independent-sector
resources), or proposed service developments (e.g. greater
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access to social work professionals, occupational therapists
and psychologists).

Discussion

Main findings

This qualitative study used a theory-informed approach
(TDF) to identify physiotherapists’ perspectives of barriers
and facilitators to effective implementation of community
provision following hip fracture in England. Interviews
revealed four themes that emerged from the data: two related
to clinical decision-making (ineffective coordination and
stratification of care), one workforce experience (insufficient
staff recruitment/retention) and one clinical treatment target
(inhibitory fear avoidance behaviours). The TDF enabled
us to examine how these themes influence behaviours on
an individual, social and environmental level, shaping the
implementation process. We mapped service provision
for an urban community service to identify points of
care where suggested interventions to address barriers are
currently in place in a well-resourced system and/or could
be implemented in the future.

Clinical decision barriers

Effective coordination of care was highlighted as a prerequi-
site for maximising care transitions and patient flow follow-
ing hip fracture [23, 24]. However, ‘optimal coordination’
in terms of components of provision and/or criteria for
care transitions was not clear across physiotherapists. Most
physiotherapists did express the importance of direct access
to members of the multidisciplinary team for effective coor-
dination of care and specifically access to social care (environ-
mental context and resources). This aligns with clinical guide-
lines [25–30] and previous studies where improving access to
social care following hip fracture improved care transitions
(e.g. housing issues), continuity of care and conflict resolu-
tion [31, 32]. Whilst many physiotherapists interviewed also
expressed a lack of access to multidisciplinary team members
(knowledge, skills and professional identity), process mapping
reflected access to social services, occupational therapists and
nurses within bed-based intermediate care and home-based
intermediate care was feasible. Further research is required to
determine the different components of provision, criteria for
transitions of care and the interactions and roles of different
multi-disciplinary team members. This would enable the
design of practicable pathways ensuring patients are seen
at the right time, by the right clinician, within the most
appropriate service [33, 34].

Some physiotherapists perceived seven-day services would
coordinate community care following hip fracture in keeping
with evidence that they improve patient outcomes and flow
throughout the care continuum (environmental context and
resources) [35]. The mapped services included established
seven-day bed-based intermediate care services. Yet our inter-
view data suggest this is rare, which helps explain why the

mapped services included some (but not all) of the facilita-
tory solutions interview participants expressed at interview.
Scarcity of seven-day services might be due to challenges in
recruiting a multi-disciplinary team and/or lack of financial
prioritising to fund them. There is a need to evaluate cost–
benefits of seven-day services to substantiate future business
cases to enable implementation.

Traditional clinical development often prioritises improve-
ments in distinct services rather than entire pathways [36],
with an emphasis on silo budgetary control at the expense of
incentives for efficiency across local care pathways [37, 38].
Perceptions among physiotherapists of deficiencies in
coordinating services across the care continuum is therefore
not surprising (environmental context and resources). This
also offers insight into why some clinicians interviewed,
who comprised a high level of seniority and experience,
did not express how they have, or are, tackling important
implementation barriers. They may have felt disincentivised
to affect other aspects of the care continuum because funders
who might support piloting a change do not want to risk
there being no impact on their silo (motivation and goals,
beliefs about consequences).

Physiotherapists recognised a lack of consistent strati-
fication in their services but were able to articulate the
benefits stratified care for patients following hip fracture can
bestow. This is in keeping with the evidence that stratifi-
cation enhances functional outcomes and reduces mortal-
ity [39–42]. Physiotherapists also reported under-utilisation
of options to stratify patients to care provided by phys-
iotherapy assistants. Process mapping highlighted feasibil-
ity of these approaches in one system, leading to faster
access for patients to physiotherapy. Our data therefore
suggest a mismatch between evidence for best practice and its
implementation.

Workforce experience barrier

It is evident from the current study, and others, that resources
and funding is a key barrier to effective provision following
hip fracture, particularly matching demand with physiother-
apy staff capacity (environmental context and resources) [8–
10, 43]. Furthermore, challenges regarding recruitment and
retention in community physiotherapy services is recognised
as a further barrier to effective provision. Physiotherapists
working rurally described particular recruitment challenges
compared to urban geographical regions. They felt graduate
physiotherapists would be less attracted to rural roles, a
sentiment echoed in a 2018 report [44]. This report surmised
physiotherapists were more attracted to major urban centres
with agglomeration economies, greater progression oppor-
tunities, specialisms and technology funding, compared to
rural localities. The report’s solutions included opportunities
for rural staff to rotate into specialist hospitals and for spe-
cialist staff to have joint positions in urban/rural locations, in
agreement with our interviews. Process mapping highlighted
the feasibility of pooled acute hospital–community rota-
tions, which is likely to be privileged in urban community
locations due to geographic proximity. In contrast, interview
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data showed pooling is rare within rural services, and even
though rural physiotherapists identified pooled rotations and
many creative recruitment strategies [45], the opportunities
afforded to trial and evaluate them are rare (beliefs about
consequences).

Clinical treatment target barrier

A lack of interventions targeting fear avoidance behaviours
after hip fracture was highlighted as an implementation
barrier to effective provision by physiotherapists. Addressing
the psychological burden of injurious falls is well docu-
mented [46–50] and approaches designed to reduce fear
of falling following hip fracture include psychoeducation
and cognitive behavioural therapy for patients and carers
(emotion, beliefs about capabilities) [43]. Once embedded in
provision these approaches lead to reduced costs [49] and
improvements in social integration, psychological wellbeing,
self-efficacy and functional recovery [46, 47, 50]. Our data
showed these approaches are not implemented routinely in
the community. Process-mapping concurred that providing
specific behavioural strategies to overcome fear avoidance
was not implemented locally. Physiotherapists perceived
including professional psychologists in multidisciplinary
teams would be an advantage that has been reported in
other studies [46–48] although there is no guarantee current
workforce planning could cope with the demand for psychol-
ogists (environmental context and resources). Parallel strategies
include providing training for physiotherapists and/or
engagement of occupational therapists to target impaired
cognitions and to use behavioural change strategies within
their core practice (social/professional role and identity) [51,
52]. There is a need to determine the minimal psychological
knowledge and skills required to support such a strategy and
to provide physiotherapists and/or occupational therapists
with templates to implement interventions within their
local context.

Physiotherapists referenced the impact of poor care coor-
dination, stratification and staffing on patients and carers,
as well as the impact the threat of falls has on recovery
progress after hip fracture. We did not explicitly focus on
the role of patients and their carers in improving community
rehabilitation after hip fracture, nor did this emerge from
our inductive thematic analysis. However, previous research
suggests that patients’ and carers’ perspectives can contribute
to improved community care pathways after hip fracture
[53]. Therefore, future service improvements should embody
patient and carer voices.

Limitations

Our recruitment strategy may have led to selection bias
as participants who were motivated to engage may have
retained more homogenous perspectives of ‘effective care’
and strategies to instigate change in current provision.
Data were collected between January and June 2022 that
included fluctuations in provision due to the corona virus
disease (COVID-19) pandemic. Data might therefore

reflect a heightened period of resource constraint and an
overestimation of barriers to effective provision. The findings
of the interviews may not be transferable to the North-East of
England due to differences in the organisation and delivery
of community physiotherapy. Furthermore, participants
involved in the process mapping were keen to demonstrate
their successes from pathway reorganisation and utilisation
of stratification strategies. This may have led to bias in the
mapping, where ideal processes expressed might not reflect
the daily reality of services.

Finally, the London borough was selected by convenience,
but as the interviews progressed, it became apparent that
it was a well-resourced system relative to others across
England. Future research should map other systems to
quantify variation and explore underlying mechanisms
for any observed differences (e.g. funding, geography and
staffing).

Conclusion

According to a geographically diverse sample of English
physiotherapists, effective post-hip-fracture provision could
be improved by refining coordination of care, utilising
patient stratification, employing creative recruitment/
retainment strategies and addressing fear avoidance behaviours
using specified psychological approaches. Mapping revealed
feasible strategies for implementing perceived facilitators for
community rehabilitation following hip fracture.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing online.
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