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ABSTRACT 

Background: Despite a growing portfolio of rehabilitation reviews, uptake of review 

findings into practice remains slow, with review findings perceived to be lacking in relevance 

and usability for stakeholders. Key aspects of review design, production and dissemination 

have been identified to contribute to this knowledge translation (KT) gap. 

Aim: To identify strategies relevant to rehabilitation review design, production and 

dissemination which have the potential to optimise uptake of review findings into practice. 

Results: Two strategies are discussed, drawing on case examples of existing rehabilitation 

reviews, including: 1) involving stakeholders in review design, production and dissemination; 

and 2) moving towards theory-based, mixed methods review design. The merits of these 

strategies are discussed with reference to the unique and specific characteristics of the 

rehabilitation context, where there is complexity inherent in the multiple interacting 

components across population, intervention, context and implementation processes. 

Discussion: Moving towards theory-based, mixed methods reviews which involve 

stakeholders may be a critical first step in supporting uptake of review findings into 

rehabilitation practice. Doing so also has the potential to support advances in knowledge and 

practice in rehabilitation through theory development, as well as creating the context for 

evidence-based practice.   
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INTRODUCTION 

While considerable resource is allocated to generating new knowledge, uptake of research 

findings is slow, with research taking 17 years or more to find its way into practice.
1
 This is 

frequently referred to as the ‘know-do gap’
2-5

 and has led to a growth in research seeking to 

better understand the complexities of the knowledge translation (KT) process, seeking to 

identify strategies for more effective transfer of knowledge into policy and practice. There is 

increasing recognition of the roles and responsibilities of researchers and research institutes 

to explicitly consider knowledge translation from the outset of their research, with a detailed 

explanation of pathways to research impact now routinely sought as part of grant acquisition 

activities and national research evaluation frameworks. Consistent with this movement, the 

Cochrane Collaboration have developed a KT strategy and framework
6
, which complements 

the Cochrane’s Strategy to 2020
7
, setting the agenda for culture change towards Cochrane 

becoming a ‘KT-oriented organisation where uptake and use of our evidence is at the 

forefront of our minds from the beginning and throughout the review production process’ 

(p.3).
6
 

Research has identified a range of complex factors which influence uptake of systematic 

review findings into policy and practice including review attributes, user skill, knowledge, 

attitude and confidence, and organisational structures.
8-13

 There are a number of barriers 

relevant to review production and dissemination which are potentially modifiable. These can 

be broadly grouped into three themes including relevance, usability and capability. Lack of 

perceived relevance of systematic reviews are frequently cited as a barrier to uptake
8 9 13

, 

including that reviews are too narrow in topic and scope.
13

 Even when in scope, lack of 

timely access to review findings hindered uptake.
8
 Perceived usability (or utility) includes the 

lack of clear digestible summaries of findings
11

, low perceived usefulness
12 13

, lack of data 

relevant to local context
10

, limited detail regarding benefits, costs and other data relevant to 

application of findings in policy and practice.
12 13

 Finally, capability refers to factors relevant 

to the skills and knowledge of users. For example, a number of studies have indicated that 

lack of familiarity with reviews, their methods and use is a key barrier to uptake.
8 11 13

 

Consistent with this, users report low confidence in their skills to assess and interpret review 

findings.
8 9 11-13

 It has also been noted that organisational factors may play a role with 

structures, such as limited resource allocation for training in review methods, as potentially 

indicative of the (lack of) value ascribed to review evidence as a key source of data for policy 

and practice.
8 12 13

 



Notwithstanding the range of complex reasons for the limited uptake of systematic review 

findings into policy and practice, a number of barriers to uptake can arguably be addressed in 

the context of review design, production and dissemination. In this paper, we discuss two 

strategies with a primary focus on increasing relevance and usability of rehabilitation reviews 

including: 1) stakeholder involvement in review design, production, and dissemination; and 

2) a move to theory-based, mixed methods systematic reviews. It is also our contention that 

these strategies may also serve as a mechanism for improving capability for review use 

within policy and practice. This paper does not attempt to provide a concrete ‘how to’ of 

stakeholder involvement or review methods. There are already a number of comprehensive 

methodological papers on these topics.
14-17

 Rather, this paper will critically consider the role 

of these strategies in supporting uptake of systematic review evidence in rehabilitation policy 

and practice, drawing on existing examples in rehabilitation.  

1. STAKEHOLDER INVOLVEMENT IN REHABILITATION REVIEWS 

In addition to the argument that people with a health condition, their family and other 

informal carers, health professionals, funders, guideline developers, policy-makers and 

members of the public (collectively referred to as ‘stakeholders’) have a moral right to 

contribute to health research, stakeholder involvement may be critical to optimise the uptake 

of research findings into practice.
18

 Stakeholder involvement in health and social care 

research has an impact across the research continuum (i.e. in the early stages, during the 

research process, and when engaging in dissemination activities) with their involvement 

contributing to the construction of meaningful, context-appropriate, culturally-relevant, 

credible, user-friendly research findings.
19 20

 Given this, the expectation of stakeholder 

involvement in research from project commencement is now embedded in research policy 

and funding guidelines internationally.
21

 To support researchers there have been a number of 

conceptual and methodological contributions to the field
22-26

 including research exploring 

some of the challenges, and facilitators, of how to meaningfully involve stakeholders in 

research and related recommendations.
19 27 28

 Current evidence concurs that tenets central to 

good practice in stakeholder involvement include careful planning, clear communication, 

defined roles and responsibilities, training and financial reimbursement.
21 29-31

 Furthermore, 

respect, trust, confidentiality and clarity are considered essential principles for successful 

involvement.
31 32

  



Consistent with this broader mandate for stakeholder involvement in research, there are 

increasing calls to involve stakeholders in the planning, production and dissemination of 

systematic reviews.
8 10 25 33-39

 In July 2017, the Cochrane Collaboration published a Statement 

of Principles
40

 which are founded on principles of equity, inclusion and partnership, and 

acknowledge the value of stakeholder involvement for producing evidence, making evidence 

accessible, advocating for evidence and building a sustainable organisation. In an effort to 

support methodological advance and capability building related to stakeholder involvement in 

reviews, Pollock and colleagues have been undertaking the ACTIVE project
37

, aiming to 

produce learning resources to support systematic review authors to involve stakeholders in 

their reviews.  As part of this project, a comprehensive scoping review has been completed, 

mapping the evidence base relating to stakeholder involvement in systematic reviews and 

describing key features concerned with how stakeholders have been involved to date.
37 39

 

This scoping review informed  the production of a valuable Cochrane Training learning 

resource, ‘Involving People’, which includes a range of useful resources, guidance documents 

and case studies describing practical examples of how to involve people throughout the 

review process.
16

  

The role of stakeholder involvement in systematic review design, production and 

dissemination is not a new idea. Indeed, Bastian (1994) highlighted that one of the founding 

principles of the Cochrane Collaboration is ensuring access and argued this should not be 

limited to access to the final product, but rather that stakeholder (referred to as ‘consumers’ 

by Cochrane) participation be integrated into the process more broadly.
41

 Despite this, in 

2016 a review of evidence for stakeholder involvement in Cochrane and other organisations, 

concluded that, while there are some examples of involvement being integrated throughout 

the review process, often involvement remains limited to commenting on completed reviews 

or protocols, or assisting in provision of plain language summaries.
42

 This review
42

, and the 

more recent review by Pollock and colleagues
39

 which focussed on involvement within 

individual systematic reviews, concur that, to date, stakeholder involvement in systematic 

reviews has been inconsistent in terms of who, when and to what extent stakeholders are 

involved in the review process.  

In general, systematic reviews in rehabilitation are recognised as more complicated than 

reviews focussed on medical interventions (e.g. pharmacological interventions).
15 43

 This is 

because rehabilitation generally involves a complex intervention, with resultant challenges 



relating to definition, implementation and description of the intervention, as well as 

complexities in study methods and outcome selection and assessment.
44-48

 The Medical 

Research Council of the United Kingdom suggests that a complex intervention may involve a 

number of interacting components (active ingredients), intervention targets (such as 

individual, family, practitioner, organisational and/or system), outcomes (both proximal and 

distal), and may be tailored to population and context.
49

 A rehabilitation intervention may 

possess complexity across all these levels. For example, an intervention aiming to improve 

physical activity in people with Multiple Sclerosis (MS) may involve a number of interacting 

components (physical, behavioural and social), require behaviour change for both the 

rehabilitation practitioner delivering the intervention and the person with MS, have the 

potential to impact outcomes across all levels of the International Classification of 

Functioning, Disability and Health
50

, may need to be tailored by MS type (relapsing-

remitting, secondary progressive, chronic progressive) and, to optimise effect, should account 

for the unique and specific needs, preferences and context of the individual with MS and their 

family. This adds complexity not only in the conduct of rehabilitation trials, but also in 

synthesising evidence from those trials in a systematic review. These complexities and 

challenges arguably enhance the potential impact of stakeholder involvement in rehabilitation 

reviews, as additional decisions and judgements are necessitated throughout the review 

process. Stakeholder input when clarifying, for example, the review focus, scope, definitions 

and search terms, outcomes and interpretation of findings, may have a valuable impact on the 

production of reviews which are useful, with potential for real-world impact. In rehabilitation 

specifically, evidence of stakeholder involvement in systematic reviews is sparse – either 

because stakeholders have not been involved, or due to poor reporting of their engagement 

and role in the review process.  For example, an exploration of the 291 systematic reviews 

which mentioned some degree of stakeholder involvement, identified in the scoping review 

carried out by Pollock et al.
39

, indicates that around 19% (56/291) may focus specifically on 

rehabilitation topics.  Of these, a majority relate to mental and behavioural disorders (30%, 

17/56), or musculoskeletal disorders (12%, 7/56).  In line with the results of the scoping 

review, reporting within these rehabilitation reviews of who was involved and in what way 

was generally very poor. There are however, some case examples (see Box 1 and Box 2) that 

can help to illustrate the diversity of ways in which stakeholders can be engaged in the review 

process in a rehabilitation context. 

[Insert Box 1 and Box 2 about here] 



In these examples, Pollock et al. drew on guidance from Boote
51

 taking a pre-determined and 

structured approach to engagement, and incorporating consensus building strategies. This 

contrasts with Cullen et al. who appeared to take less structured approach, although specific 

details regarding the format of their stakeholder meetings were limited. In both cases, the 

authors argue that stakeholder involvement deepened and strengthened their review 

processes. They contributed a diversity of ideas and opinions to improve review methods, 

ensured data extraction processes would result in relevant data and outcomes, and aided 

construction of key messages that would be usable and digestible to other key stakeholders. 

As such, within both examples the impact of involvement of stakeholders potentially supports 

uptake of systematic review evidence by enhancing the relevance and usability of the review 

findings to key audiences.  

Although the authors of both these examples proposed that the involvement of stakeholders 

in their review had a beneficial impact, neither carried out any formal evaluation of this. This 

lack of evaluation of impact is consistent with the findings from the ACTIVE project, which 

found that none of 32 reviews (which had provided good descriptions of methods of 

stakeholder involvement) reported any formal evaluation.
39

 Given the potential for 

stakeholder involvement to increase the upfront costs of review production, formal evaluation 

may be necessary to better understand the opportunity-cost of their involvement and therefore 

the level of resource allocation that is warranted. Clearly, in order to optimise stakeholder 

involvement for real-world impact on rehabilitation reviews, strategies for evaluating impact 

must be implemented. Such strategies will require careful consideration of the recording and 

reporting of stakeholder involvement. Despite the existence of a number of tools, frameworks 

and guidance relating to reporting of stakeholder involvement (e.g.
52 53

), current evidence 

highlights that reporting is currently inconsistent and often inadequate.
39

  

In both our selected examples, stakeholders contributed to an update of a previously 

completed review. While it could be argued that this inherently limits the role that 

stakeholders can play in setting the context and agenda for the review, both review teams 

were able to be responsive to changes in review direction and protocol in response to 

stakeholder feedback. For example, Pollock et al.
54

 developed a new method of intervention 

categorisation in collaboration with their stakeholder group while Cullen et al.
55

 expanded 

their review question and scope to include mental health conditions.   



While the examples presented here are review updates, evidence demonstrates that 

stakeholder involvement can occur across all stages of the systematic review process.
16 39

 

There are also examples of stakeholder involvement informing decisions both before and 

after the systematic review process. For example, Synnot et al. (2017) provide an excellent 

example of engaging stakeholders in a review prioritisation process in order to inform 

planning of new reviews.
56

 They engaged 151 stakeholders (consumers and professionals) in 

an online survey to identify research priorities in health communication and participation, 

resulting in the selection of five topics which were subsequently conducted as Cochrane 

systematic reviews.
57

 In contrast, Martin et al. (2015) provide an example of involvement 

which occurred after completion of a systematic review relating to screening for dementia, 

with a patient and public event offering opportunities to contextualise the findings of a 

systematic review to a particular audience.
58

  

In practice, rehabilitation involves a range of stakeholders including patients, families, and a 

diverse range of health professionals. In vocational rehabilitation, this also extends to include 

employers and workers compensation (or related) systems. This is reflected in the diverse 

range of stakeholders involved in both the Pollock et al. and Cullen et al. reviews. Indeed, 

Keown et al. define stakeholders as ‘a consumer of the research findings, an audience 

member who has a stake in the topic being investigated, or a potential decision maker (policy 

and/or practice) within the context of their role’ (p.67).
35

 As such, exactly who might be 

engaged in any given review process will depend on the intended aim and purpose of the 

review, as well as the desired impact or audience. It is important however to recognise that 

different stakeholder groups have competing motives and drivers
59

 which may need to be 

actively managed through the course of the review. This may include having a transparent 

discussion regarding who holds the decision-making power through the process, and/or 

drawing on explicit consensus building strategies such as those used by Pollock et al.
54

 While 

this may add complexity to the review process, successfully navigating these differences 

through the review process may ultimately increase the potential for uptake of review 

findings across a diversity of settings. There is also a need to recognise that stakeholder input 

will inevitability privilege the views of those engaged in the process, and that some 

stakeholder groups may face barriers to involvement.
60

 Recognising these barriers and 

implementing strategies aimed at diverse and inclusive involvement may be important to 

mitigate against this.   



Consistent with the conclusions from the examples above, Keown et al. argue that 

stakeholder involvement in reviews has the potential to increase relevance (at least in part due 

to researchers’ increased understanding of stakeholder needs, preferences and context), 

support capability building in review methods, and increase stakeholder confidence in their 

ability to read, interpret and apply review findings.
35

 Furthermore, they suggest  stakeholder 

involvement enhances the credibility of findings for other stakeholders. These wide-ranging 

benefits all point to the potential for stakeholder involvement in reviews to optimise uptake of 

review findings into practice.  

Given the inherent complexity in rehabilitation interventions and the resultant challenges in 

research synthesis in face of that complexity, stakeholder involvement may be particularly 

relevant. Indeed, involving stakeholders in rehabilitation reviews may help researchers see 

beyond the question of what works, to more complex, nuanced and real-world questions 

which appear to be a priority for stakeholders. It is this that is the key driver for our second 

recommended strategy discussed below. 

2. THEORY-BASED, MIXED METHODS REVIEWS 

Frequently interventions with established efficacy fail to translate to real world 

effectiveness.
61-64

 It has been argued that, in the process of controlling for threats to validity
43 

65
, randomised controlled trials may fail to adequately account for the complexity inherent in 

interventions where effects are dependent on context, the unique and specific characteristics 

of individuals receiving the interventions, and relevant implementation processes.
14 65 66

 

Systematic reviews have been subject to the same criticism.
14 67

 Indeed, it has long been 

recognised that Cochrane’s focus on “What works?” or “Does it work?” may fail to address 

other questions relevant to complex health systems
68

 and of importance to stakeholders. 

Snilstveit (2012) argues that focusing only on the average effects of a population in the 

context of a complex intervention, which may not behave the same across settings and 

populations, constrains the use of systematic reviews in policy and practice.
69

 Further, she 

argues that the lack of systematic reporting of other policy-relevant data such as how, why 

and in what contexts something works may prevent uptake or result in misuse of review data. 

The value of systematic reviews is largely derived from their ability to provide clear guidance 

to policy makers or health care planners regarding effectiveness of a given intervention. 

However, frequently in rehabilitation, conflicting findings or heterogeneity in sample and/or 

outcomes means that review findings are inconclusive, reducing their value to decision 



makers. Further, the unyielding focus on adherence to systematic review guidelines can result 

in tight inclusion criteria which does not reflect the realities of real-world practice, reducing 

transferability of review findings across settings, contexts and populations. Indeed, this tight 

inclusion criteria potentially compounds the already limited scope of included trials. For 

example, Kersten et al. (2010) reported that in order to achieve homogeneity in trials, a great 

many people have to be excluded. This restrictive selection significantly reduces 

generalisability of trial findings with often only 10–15% of the total population with the 

condition being included.
43

  

While involvement of stakeholders as described above goes some way to bridging this gap 

between research and practice, it is possible that the narrow focus on effectiveness and the 

desire for homogeneity as a gold standard may lead to tensions between the intent to be 

responsive to stakeholders and the need to adhere to rigid quality standards. Indeed, research 

priorities identified by stakeholders are rarely formed as simple, answerable research 

questions. For example, Synnot et al. acknowledged that the topics identified through their 

priority setting exercise with stakeholders were not searchable, answerable research 

questions, or conducive to systematic review methods.
56

 Similarly, Pollock et al. (2012) noted 

that the research priorities relevant to life after stroke identified by stakeholders were broad 

topic areas rather than well-formed review questions.
70

 In both cases, the translation of a 

topic into an answerable review question that is consistent with systematic review guidelines 

may risk missing the nuance of the topics identified by stakeholders. Further, given the level 

of complexity inherent in a rehabilitation intervention (such as that described above in the 

example of a physical activity intervention for people with MS) it is clear that a narrow focus 

on questions of effectiveness are unlikely to sufficiently address the multitude of questions 

stakeholders need answered and to support uptake of those interventions into practice. 

It has been argued that reviews would be more relevant and usable if they drew on 

programme theory  and integrated a broader range of evidence.
69 71 72

 Indeed, this has been 

recognised by Cochrane where a Qualitative and Implementation Methods Group has been 

formed to explore opportunities and methods for integrating a broader range of evidence to 

support implementation processes.
73

 The central thesis of these arguments is that reviews 

which integrate a broad range of evidence to develop portable theory would be more able to 

respond to questions about how and why interventions work in different settings. This, in 

turn, may be formative to knowledge translation activities.  



A plethora of approaches to research synthesis have been developed in response to limitations 

of conventional systematic reviews.
14 74

 Realist review (sometimes referred to as realist 

synthesis) is one review approach which has gathered momentum due to its capacity to 

produce relevant and usable findings.
17 71

 Realist reviews explicitly seek to understand 

complexity through exploring the question of a programme theory (an understanding of how 

an intervention works and what the key active ingredients are hypothesised to be) and a rich 

and practical understanding of the conditions under which an intervention is likely to be most 

effective.
14

 Context-mechanism-outcome (CMO) configurations are used as a heuristic device 

to guide the synthesis of a range of data types
75-77

 and can inform a more targeted approach to 

implementation in local contexts.
78

 Snilstveit argues for theory-based, mixed methods 

systematic reviews – an approach consistent with the general tenets for realist review.
69

 She 

proposes two approaches to theory-based reviews including: 1) an effectiveness plus review, 

which remains largely consistent with conventional systematic review, but includes some 

modifications to design, such as extracting additional data on how, why, costs, risks, and 

other relevant contextual factors; and 2) effectiveness plus with parallel review, where other 

review modules are carried out in parallel to a more conventional review so they can be read 

together to inform policy and practice. In an effectiveness plus review, the included studies 

remain the same as conventional review, but additional details may be gathered from other 

sources, including grey literature. In an effectiveness plus with parallel review each parallel 

review component may have entirely different review question, search strategy and eligibility 

criteria to increase their potential to answer questions of relevance to decision makers. 

There are some excellent examples of these approaches in the literature outside of 

rehabilitation. For example, Greenhalgh et al. (2007) expanded an earlier Cochrane review
79

 

exploring effectiveness of school feeding programmes by conducting a realist synthesis of 

included papers
80

 (consistent with what Snilstveit describes as an effectiveness plus review, 

albeit with the two components published separately). They justified the approach by arguing 

that while their Cochrane review had found positive effects on growth and cognitive 

performance, the design, context, and population characteristics were too varied. This 

variation meant that further exploration was warranted to determine the conditions under 

which success (or failure) was more or less likely. The result is a nuanced discussion of 

theories and processes derived from included studies which could be formative to future 

development of school feeding programmes. More recently, Whittaker et al. (2016) 

conducted a multi-phased, comprehensive review aiming to evaluate interventions designed 



to reduce repeat unintended teenage pregnancies.
81 82

 This review was unique in that a 

number of review modules were conducted in parallel, each drawing on a different approach 

to synthesis (e.g. meta-analysis, meta-regression, thematic synthesis, realist synthesis, etc.). 

Each module had a guiding review question ranging from questions of effectiveness and 

predictors to mechanisms and perceived acceptability; and these questions underpinned the 

search strategy and eligibility criteria for included studies. The final phase focused on 

bringing the review modules together into an overarching narrative synthesis. This approach 

is consistent with an effectiveness plus with parallel review approach, but advances on this 

with the final overarching synthesis and interpretation.  

We have, arguably, been slower to draw on a pluralistic approach to review design in 

rehabilitation.  There are many examples of reviews which tackle pertinent rehabilitation 

topics drawing on individual review methodologies other than conventional systematic 

reviews (e.g. realist review
83

, metasynthesis
84

). However, examples of reviews which bring 

together different review traditions in topics relevant to rehabilitation are limited. There may 

be a number of reasons for this, such as ongoing debates regarding the extent to which 

systematic and realist reviews are ontologically compatible
65

, or the prevailing dominance of 

the positivist and biomedical paradigms which privilege effectiveness studies over other 

forms of evidence.
85

 Further, despite the development of realist review guidelines
17

, they are 

inherently complex to carry out. Unlike conventional systematic reviews they rely on an 

iterative, flexible and responsive approach and require a high level of expertise and skill in 

critical reflexivity.
76 78

 Regardless, we are starting to see some examples emerging relevant to 

rehabilitation such as the example provided in Box 3. In this example, Brown et al. (2016) 

draw on both meta-analysis and realist review to explore the effectiveness of family-based 

interventions to support physical activity in children.
86

 The realist review augments meta-

analysis findings with a more in-depth consideration of context, mechanism and outcome. 

This results in explicit recommendations for policy and practice regarding interventions 

strategies most likely to be effective, and contexts in which they are most likely to be 

activated.   

[Insert Box 3 about here] 

As with stakeholder involvement, theory-based, mixed methods reviews, such as realist 

reviews, have the potential to improve relevance and usability of review findings in policy 

and practice. Furthermore, they may contribute to ongoing theory development work in 



rehabilitation, enabling clinicians to tailor their approach to optimise effect based on the 

unique and specific population, context and implementation characteristics in their setting. 

COMBINING STAKEHOLDER INVOLVEMENT AND THEORY-BASED, MIXED 

METHODS REVIEWS FOR KNOWLEDGE TRANSLATION IN 

REHABILITATION 

In the above, we have argued that a) involving stakeholders in review design, production and 

dissemination and b) moving towards theory-based, mixed methods systematic reviews has 

the potential to increase uptake of review findings into rehabilitation policy and practice by 

generating more relevant and usable reviews. The Cochrane KT framework identifies a range 

of key themes representing processes (or actions) they argue to be necessary for knowledge 

translation. Table 1 maps these themes against the potential benefits of stakeholder 

involvement and theory-based, mixed methods review design. 

[Insert Table 1 about here] 

Table 1 clearly shows the explicit role these two strategies have in supporting uptake of 

review findings into rehabilitation practice. Indeed, they have the potential to address many 

of the barriers cited in the introduction of this paper.  Ideally, the two strategies would be 

used in combination. For example, theory-based, mixed methods systematic reviews will be 

more useful to stakeholders if they have been engaged in the process of identifying key 

questions of importance to them at the outset. Similarly, involving stakeholders in an 

effectiveness review is more likely to result in uptake if there has been an attempt to 

understand the complexities of real-world practice drawing on theory-based, mixed methods 

design.  

The ‘black box’ of rehabilitation is a phrase used to describe the complexities inherent in the 

rehabilitation process.
44

 As described above, rehabilitation is by nature a complex 

intervention; invariably involving a multidisciplinary team, family, and a range of other 

stakeholders. It includes any number of active ingredients, involves transition across settings, 

is often delivered in the context of multimorbidity, and frequently requires engagement over a 

sustained period of time. Given this complexity, and the need for more robust guidance on 

why, when, how, and to whom specific interventions should be applied, researchers have 

been undertaking work to better understand the key active ingredients and mechanisms at 

play in rehabilitation interventions to both underpin more robust treatment theory in 



rehabilitation, and inform rehabilitation practitioners in treatment selection.
87

 Indeed, this 

work answers a longstanding call for theory development in rehabilitation.
88

 As such, theory-

based, mixed methods reviews which involve stakeholders may not only support uptake of 

review findings into practice, but may also support these ongoing research endeavours 

through contributing theory-informed and evidence-based knowledge advance in 

rehabilitation.  

Finally, it is useful to consider the role that reviews which draw on this combination of 

strategies have in embedding evidence-based practice in a more meaningful way. While 

evidence-based practice in its original form argues for the integration of the latest research 

evidence, clinical experience and patient needs and preferences
89 90

, research evidence is 

frequently privileged over clinician and patient expertise in putting that into practice.
89

 It is 

possible that focusing solely on reviews of effectiveness without input from stakeholders may 

perpetuate the problem. As such, being explicit about the unique and specific expertise that 

stakeholders can contribute to design, production and dissemination of rehabilitation reviews, 

and drawing on a broader range of evidence to help to make sense of practice realities, has 

the potential to contribute to a more meaningful engagement with evidence-based practice as 

it was original intended.   

CONCLUSION 

Uptake of review findings into rehabilitation policy and practice is crucial to optimise service 

delivery and outcomes. While there are a range of complex factors which constrain 

integration of review findings into practice, there are some aspects of review design, 

production and dissemination which could be enhanced to support uptake. Responding to 

calls for action to support KT, Cochrane has developed a KT framework to underpin the 

development of related strategies. We have discussed two strategies relevant to rehabilitation 

reviews including involving stakeholders throughout the review process, and drawing on 

theory-based, mixed methods review design. These strategies have the potential to improve 

relevance and usability of review findings, optimising the likelihood of their uptake in 

rehabilitation policy and practice.  Given the complexity inherent in the development and 

delivery of rehabilitation interventions, Cochrane Rehabilitation ( 

https://rehabilitation.cochrane.org/) could lead the way in supporting this methodological 

advance.  

 

https://rehabilitation.cochrane.org/
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Box 1: Pollock et al.
54

 

Purpose: Update review (previously published 2003, 2007) exploring effectiveness of 

physical rehabilitation approaches in recovery of function and mobility for people with stroke 

Stakeholders: Stroke survivors (n=3), Carers (n=1), and physiotherapists (n=9). In addition, 

four review authors (physiotherapy educators) were present, but did not vote. 

Approach to stakeholder involvement: Drew on Boote et al. (2011)
51

 recommendations to 

pre-plan three stakeholder group meetings.  Stakeholders discussed and agreed a set of 

meeting ‘rules’.  Stakeholders were given “control” over a number of specific decisions 

relating to the review. Each meeting followed a structured approach drawing on nominal 

group techniques to reach consensus (e.g. introduction-discussion-vote-vote count). Meetings 

were audio-recorded and transcribed. There were a number of opportunities for stakeholder 

input between meetings to address specific issues. 

Stakeholder input: Intervention categorisation, strategies to update, clinical implications, 

and develop and support dissemination plan  

Resourcing: Expenses (travel, food) were covered, but stakeholders were not paid for their 

time. A part time researcher was appointed and responsible for overseeing user involvement. 

 

  



Box 2: Cullen et al.
55

 

Purpose: Update review (previously published 2010) synthesising evidence on the 

effectiveness of workplace-based return to work interventions and work disability 

management interventions for workers with musculoskeletal, pain-related, and mental health 

conditions. 

Stakeholders: Injury workers advocacy groups, unions, workplaces, and health and safety 

associations. Number not reported. 

Approach to stakeholder involvement: Drew on Keown et al. (2008)
35

 recommendations. 

Stakeholder meetings held on multiple occasions throughout the review process in each 

research location. The exact process of these meetings was not explicitly described, but 

Keown et al. recommends a number of opportunities for stakeholder involvement including 

topic consultation, stakeholder input into methods, reaction to findings, and dissemination 

activities. 

Stakeholder input: Question development, search terms, operational definitions, workplace-

based interventions categories, message content, potential audiences. 

Resourcing: Not reported.   

 

  



Box 3: Brown et al.
86

 

Purpose: Examine existing interventions to assist those developing family-based 

interventions to encourage uptake and maintenance of physical activity in children.  

Design: A dual meta-analysis and realist synthesis 

Justification of approach: Given complexity of relevant evidence, it was argued that a 

multi-faceted approach would yield more useful conclusions. 

Stakeholder involvement: Not specified. 

Search strategy: Broad search strategy aiming to identify family-based programmes 

(intervention), targeting children aged 5 to 12 years (population), which included a measure 

of physical activity (outcome) without limiting by study design. 

Included studies: Each review component had eligibility criteria specific to their aim and 

purpose. The meta-analysis aimed to determine overall effect, and so was limited to papers 

which had sufficient data on effect. The realist review aimed to explore what works, for 

whom, in what circumstances, how and why, and included all papers identified which met the 

inclusion criteria with respect to the intervention, population and outcome of interest. 

Data extraction: For the meta-analysis, data extraction focused on measure of effect and 

precision. For the realist review, data were extracted if they met pre-determined principles of 

relevance and rigour, and focused on the development of CMO configurations. 

Output: A clear articulation of effect, augmented with key recommendations for policy and 

practice regarding tailoring to context and specific strategies to optimise the effectiveness of 

family-based interventions for physical activity in children.   

 



Table I: Mapping Cochrane KT Strategy and Framework
6
 to Stakeholder involvement and theory-based, mixed methods review design 

Key theme Theme Description Stakeholder involvement  Theory-based, mixed methods 

review design 

Prioritisation and co-

production 

Producing reviews which 

meet the needs of users 

Engaging stakeholders in research 

prioritisation strategies, and/or 

involving them early in review 

processes so they can contribute to 

refining the review question will 

mean reviews are more likely meet 

the needs of users. Further, the 

review findings will be more likely 

to be timely, in that they are asking 

questions important to stakeholders 

at that time. 

Reviews which move beyond 

questions of effectiveness (e.g. What 

works? Does it work?) to questions 

relevant to implementation and 

context (How does it work? Why 

does it work? Under what conditions 

is it most effective? Who is most 

likely to benefit?) will be more 

likely to meet the needs of users. 

Packaging/push Ensuring users receive 

and can act on our 

reviews and products 

Engaging stakeholders in 

interpreting and making sense of 

review findings and informing how 

the findings are framed will mean 

review findings are more accessible 

and usable. 

Reviews which focus not only on 

average effects in a tightly defined 

population, but which also articulate 

context-mechanism-outcome (CMO) 

configurations will help users to 

determine relevance to local context 

and act accordingly. 

Facilitating push Growing users’ capacity 

to find and use reviews 

Involving stakeholders in the review 

production and dissemination 

processes will support user 

capabilities to access, engage with 

and understand review findings. 

Developing reviews which can be 

applied to local context will make 

review findings more usable. 

Exchange Engaging with our users 

to support their evidence 

informed decision 

making 

When stakeholders are involved 

from the outset, exchange is inherent 

in the review process. Further, 

working with stakeholders to 

disseminate findings can also aid 

Not explicit in theory-based, mixed 

methods review design. 



their evidence informed decision 

making. 

Improving 

climate/building 

demand 

Advocating for evidence 

informed health decision-

making 

Routinely involving stakeholders in 

reviews can improve the research 

climate generally given widespread 

acceptance that stakeholders have a 

moral right to be involved. In 

addition, stakeholders who have 

been involved can become 

advocates for evidence informed 

decision making in the future. 

The cumulative experience of 

engaging with reviews which are 

more relevant and usable in the local 

context, and which have the 

information needed to act, will 

likely increase trust and confidence, 

and therefore advocacy, for reviews. 

  

 


