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STUDY DESIGN: Generic qualitative design.
OBJECTIVES: Australian and New Zealand SCI physiotherapists are developing clinical practice guidelines for the physiotherapy
management of people living with spinal cord injury. To guide the development of the guidelines it was important to understand
how physiotherapists and people living with spinal cord injury use evidence to choose interventions and the potential barriers and
facilitators to the uptake of the clinical practice guidelines.
SETTING: Spinal Cord Injury Centres in Sydney, Australia and New Zealand.
METHODS: Focus groups and interviews with physiotherapists and people living with spinal cord injury were recorded, transcribed,
and subjected to thematic analysis.
RESULTS: A total of 75 participants took part in the study, 45 physiotherapists and 30 people living with spinal cord injury. Three
main themes were identified from the data: (1) Types and sources of evidence that influence treatment choices, (2) the many
factors determining treatment choices, and (3) ways in which clinical practice guidelines could influence treatment.
CONCLUSIONS: Clinical practice guidelines have the potential to reduce the barriers identified by physiotherapists in accessing and
interpreting research evidence on interventions for people living with spinal cord injury. Supported implementation of guidelines is
required to demonstrate their benefit and encourage physiotherapists to factor in evidence when balancing the multiple factors
influencing choice of physiotherapy intervention.
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INTRODUCTION
Physiotherapy is an integral part of the rehabilitation of people
living with SCI (PLwSCI) and crosses an extensive scope of practice
and specialty [1]. There are various physiotherapy interventions
available to PLwSCI [1]. A recent mapping review published in
Spinal Cord identified over 450 randomised controlled trials
involving PLwSCI. Nine of the top ten topic areas were relevant to
physiotherapists, with an estimated 300 plus randomised con-
trolled trials relevant to physiotherapy practice [2]. However,
surprisingly few high-quality and conclusive randomised con-
trolled trials support the effectiveness of physiotherapy interven-
tions [3].
Physiotherapists are often conflicted when deciding on treat-

ments knowing the treatments they provide, or patients request,
are not always supported by high-quality evidence [3]. Even when
research evidence is available, many physiotherapists report
lacking the skills needed to interpret the evidence [4–6]. The

increased access to unregulated information available through the
internet and social media sites [7] may give PLwSCI expectations
about treatments that physiotherapists also need to take into
consideration.
Clinical practice guidelines (CPGs) are widely accepted as

providing a summary of research that can be implemented in
clinical settings [8]. CPGs have been identified as facilitating
physiotherapists’ use of research in clinical practice [9]. While
there are already a range of CPGs for SCI [10–12], few are
physiotherapy specific [3], and many do not include the
physiotherapy interventions commonly provided to PLwSCI [3].
Therefore, specific physiotherapy CPGs, which summarise and
interpret evidence from the existing trials and make clear
recommendations based on the best available evidence are
needed. When there is insufficient evidence about a treatment,
then a recommendation for or against a treatment is based on a
consensus opinion of a group of experts. The consensus opinion
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provides clinicians with clear guidance in the absence of
evidence.
Australian and New Zealand SCI physiotherapists are developing

CPGs for the physiotherapy management of PLwSCI. This is a 3-year
project funded by four different organisations. As a first step to the
development of these CPGs, we set out to better understand how
physiotherapists and PLwSCI use evidence and potential barriers
and facilitators to the future rollout and uptake of our CPGs.

METHODS
A study with a generic qualitative design within a paradigmatic framework
of interpretivism and constructivism was undertaken based on interviews
with physiotherapists and PLwSC. The project was approved by the
Northern Sydney Local Health District Human Research Ethics Committee
(2019/ETH00589) and University of Otago Health Ethics Committee (H19/
076). Lived experience consultation was provided by the Burwood
Academy Consultation Network [13, 14].

Recruitment
Physiotherapists from specialist SCI centres in Sydney, Australia (Prince of
Wales Hospital, Royal North Shore Hospital and Royal Rehab), Auckland
(Auckland Spinal Rehabilitation Unit) and Christchurch (Burwood Spinal Unit)
New Zealand and working in the community across New South Wales,
Australia and New Zealand were invited to participate. Physiotherapists were
eligible to participate if they had provided physiotherapy (or similar) services
to PLwSCI in a hospital or community setting. The experience level of
physiotherapists was purposely kept open to ensure breadth.
PLwSCI were invited to participate by physiotherapists or doctors based

in hospital or community settings. They were eligible to participate if they
had a SCI of any level or severity, and had received physiotherapy services

related to their SCI. Efforts were made to ensure diversity in ages, ethnicity,
gender, and level of impairment. Participants were excluded if they had a
serious medical condition, cognitive impairment, drug dependency,
psychiatric illness, or behavioural problems, or did not speak English
sufficiently well to provide informed consent.

Data collection. A pragmatic approach to data collection was used to
accommodate the range of participants, maximise participation, and
accommodate restrictions imposed as a result of the COVID-19
pandemic. Information was collected through interviews and focus
groups either in person (face to face), by telephone or virtually (via
Zoom™) (Table 1).
Two interview schedules of semi-structured questions were developed

by LH and JG to address the aims of the study in consultation with an
independent commercial organisation experienced in qualitative
research. One schedule was developed for physiotherapists and the
other for PLwSCI, with the same issues raised in both focus groups and
interviews. These were then reviewed by the wider research team and by
PLwSCI (via The Burwood Academy Consultation network). Example
questions are shown in Table 2.
The interviews and focus groups in Australia were conducted by an

independent commercial organisation experienced in qualitative
research, and in New Zealand by JN, JD and VS. All sessions were audio
recorded and transcribed verbatim. NVivo 12 software was used to store
and manage data.

Data analysis. A thematic analysis of the data was used following the six-
step process suggested by Braun and Clarke [15]. Inductive coding was
performed by separate coders in Australia and NZ. Codes and relevant data
were collated in an iterative process of returning to the original data.
Secondary coding was conducted by two authors (VS and JD) to check for
consistency. The initial themes were established by JN that reflected the

Table 1. Data collection methods.

Participants Country Focus groups N (no. of participants) Interviews N (no. of participants) Total N (no. of
participants)

in person Zoom in person Zoom/phone

Physiotherapists Australia 3 (15) 1 (2) 4 (17)

New Zealand 2 (19) (spinal unit) 2 (9) (community) 4 (28)

People
living with SCI

Australia 12 (12) (in-patients) 8 (8) (community) 20 (20)

New Zealand 2 (7) (in patients) 3 (3) (community) 5 (10)

33 (75)

Table 2. Example interview questions.

People living with SCI (PLwSCI)

1. Why do people with SCI ask for certain types of therapies?

2. What sort of therapies do PLwSCI want and why?

3. On what basis do PLwSCI decide on the types of therapies they are happy to receive/participate in?

4. How important is it to PLwSCI to know that a therapy has a good evidence base?

5. How much time/effort are PLwSCI willing to devote to therapies?

6. What sorts of benefits do PLwSCI expect/want to see in return for spending time doing therapy?

7. How satisfied are PLwSCI with the therapies they have received to date? If so why, and if not, why not?

8. Where do PLwSCI get information about the types of therapies that are best for them?

9. How useful do PLwSCI believe evidence-based guidelines for treatments would be?

10. How likely are PLwSCI to accept evidence-based guidelines for treatments, and if not, why not (and vice versa)?

Physiotherapists

1. Why do physiotherapists administer certain types of therapies, particularly if there is little evidence to support decisions?

2. How much are physiotherapists’ decisions guided by what people with PLwSCI want? And how important a consideration should this be?

3. How much benefit do physiotherapists need to see from a therapy to justify its use?

4. What sorts of therapies do physiotherapists currently provide that may not be justified on current evidence?

5. What sorts of therapies don’t physiotherapists provide, that they believe they should provide?

6. How likely are physiotherapists to follow evidence-based guidelines for treatments, and if not, why not (and vice versa)?
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data from all participants across both countries. These were refined
collaboratively with authors from Australia and NZ (VS, JD, JG and LH).

RESULTS
A total of 75 participants took part in the study: 45 physiothera-
pists and 30 PLwSCI. Physiotherapists were predominantly female
with a range of experience. PLwSCI had sustained their injuries
between 2 months and 16 years prior and had received
physiotherapy in a range of settings. They were predominantly
male, with a range of impairment levels (Table 3).
Focus groups were conducted separately for the physiothera-

pists (8 focus groups) and PLwSCI (2 focus groups). Focus groups
lasted between 40 and 90min. Twenty-three interviews with
PLwSCI were performed which lasted between 20 and 60min
(Table 4). Separate schedules were developed for physiotherapists
and PLwSCI, with the same issues raised in both focus groups and
interviews.
Three themes were identified: (1) Types and sources of evidence

that influence treatment choices, (2) The many factors that influence
treatment choices, and (3) Ways in which CPGs could influence
treatment choices. Themes 1 and 2 describe factors that influence
how physiotherapy interventions are selected. Theme 3 describes
specific facilitators and barriers to physiotherapy specific CPGs for SCI
rehabilitation. The overall themes are described in Table 4 with
illustrative quotes provided for each theme in Figs. 1–3.

Theme 1: Types and sources of evidence that influence
treatment choice’s
Both physiotherapists and PLwSCI talked about how evidence
influenced their treatment choice. In both groups, evidence was
broad ranging and not necessarily considered just research
evidence. The physiotherapists explained the diverse and
complex presentation of SCI meant sample sizes in research
were often too small to provide conclusive results. They also

expressed concern about the methodology and potential for
bias in studies. They believed that many common interventions
used in their practices were not backed by strong scientific
evidence. Consequently, they relied heavily on their clinical
expertise when making treatment decisions. Physiotherapists
who had worked in the SCI units for some time felt they had
gained specialist or ‘expert’ knowledge in providing SCI
treatment, which gave them more confidence in using clinical
experience to justify a treatment option.
Most physiotherapists identified peers with equal or greater

experience, as their first source of evidence. Peers were perceived
as a source of clinical and research evidence or were relied upon to
direct them to appropriate research evidence. Community phy-
siotherapists in NZ described SCI unit physiotherapists as ‘experts’ and
perceived them to be more up to date with the research evidence.
However, they were considered difficult to access for those external to
the SCI centre. Community physiotherapists also described uncer-
tainty knowing where to look for evidence and a lack of access to
databases that enabled article retrieval.
When asked about looking for ‘evidence’ to support treatment

choices, most physiotherapists acknowledged they didn’t routi-
nely search for the latest research evidence, but relied on research
they had accessed previously (sometimes many years earlier).
Most physiotherapists indicated they only looked for the latest
evidence for treatments they were not familiar with, or when
treatments were not working. When searching for evidence
online, Google Scholar was often a primary source of information,
especially for physiotherapists with limited access to academic
databases or for those that didn’t know where else to look. Other
sources of evidence included collated information such as SCIRE
(SCI Rehabilitation Evidence https://scireproject.com/), PEDro
(www.pedro.org.au), conferences, company representatives and
members of the multi-disciplinary team.
PLwSCI reported multiple sources for obtaining evidence

about physiotherapy treatments. The most frequently

Table 3. Characteristics of the physiotherapist and PlwSCI participants.

Physiotherapist participants PlwSCI participants

NZ (n= 28) AU (n= 17) NZ (n= 10) AU (n= 20)

Sex

Male/female 4/24 2/15 8/2 14/6

Years of SCI physiotherapy experience

<1 year 5 0 – –

1–5 13 4 – –

6–10 5 6 – –

11–15 3 3 – –

>15 2 4 – –

Workplace

Inpatient/Community 16/12 9/8 – –

ASIAa Impairment Scale

C1–4 AIS A, B or C – – 1 3

C5–8 AIS A, B or C – – 4 5

T1-S5 AIS A, B or C – – – 3

AIS D any injury level – – 5 9

Time post injury

<1 year – – 7 4

1–5 – – – 13

6–10 – 1 2

11–15 – – 2 1
aAmerican Spinal injuries Association.
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Table 4. The three themes with the key ideas from physiotherapists and people living with SCI (PLwSCI) summarised.

Themes Participants

Physiotherapists People living with SCI (PLwSCI)

Types and sources of evidence that
influence treatment choices

- Personal clinical expertise
- Physiotherapy peers
- Published research
- Broad evidence such as Google Scholar

- Physiotherapists or doctors
- Resources on the internet
including peer-based sites

- Friends and family
- Peers living with SCI

The many factors that influence
treatment choices

- Evidence from wide range of sources
- Clinical expertise
- Patient goals
- External factors such as funding, availability of equipment,
treatment location (hospital or community), staffing levels,
time available for treatment or length of stay

- Personal and injury characteristics such as age, level of
injury, and comorbidities

- Personal goals
- Physiotherapistsʼ opinions
- External factors such as funding

Ways in which clinical practice
guidelines could influence
treatment choices

Usefulness - Most likely for students, those less experienced - Most likely for less
experienced staff

- Provides accountability, safety
- Concerns may restrict treatments
options

Willingness to adopt - Variable willingness, especially if recommendations
contradict current views

- Need to have agency for therapists to make own clinical
judgement

Operationalisation - Want evidence available as part of CPGs
- Need to reflect complexities of SCI
- Could limit treatment options

Deliverability - Need to be freely accessible
- Need to be updated regularly
- Need to be advertised and promoted widely

- Need to be advertised and
promoted widely

Types and sources of evidence that influence treatment choices

Fig. 1 Theme 1 Quotes from physiotherapists and people living with spinal cord injury (PLwSCI).
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mentioned sources (from most to least) were clinicians
(physiotherapists, medical staff), the internet (including peer-
based sites), friends and family, and other PLwSCI. While
receiving inpatient treatments, PLwSCI were more likely to rely
on their clinical team, particularly their physiotherapists, for
information. PLwSCI living in the community relied more on the
internet and advice from other PLwSCI. This aligned with the
observations of the physiotherapists.
PLwSCI described accessing specific websites they felt were

useful for learning about exercises and recovery, including
muscle growth and nerve regeneration. Websites were con-
sidered more credible if they were affiliated with a university,
new research, or had an extensive resource library e.g., Spinal
Cord Injuries Australia, the Mayo Clinic, and Project Edge.
PLwSCI most commonly accessed social media sites, such as
chat forums or closed Facebook groups, run by or heavily
featuring PLwSCI. These were described as easily accessible and
providing useful information about post injury life with a
community feeling. However, for some the information could
be a bit overwhelming.
Physiotherapists acknowledged the value of online sites with

PLwSCI sharing their experiences, and some reported directing

PLwSCI to these sources. However, physiotherapists had
reservations as to whether PLwSCI could fully appreciate that
treatments effective and suitable for one type of SCI may not
be suitable for them.

Theme 2: The many factors that influence treatment choices
Most physiotherapists stated that ‘evidence’ was not the only
consideration in clinical decision making. They agreed that
evidence was important but they felt that evidence often failed
to reflect the complexity of SCI and the limitations of clinical
practice. They expressed differing opinions on the level of
evidence needed to support a treatment. When treatments
lacked evidence, both physiotherapists and PLwSCI were willing
to try the treatments especially if there was any suggestion that
that they could improve psychological wellbeing or facilitate
recovery, provided there was assurance that the treatments
were safe. Physiotherapists described using a complex process
of weighing up evidence, clinical expertise, patient goals, and
other external factors to select and plan for treatment. External
factors included practical considerations such as funding,
availability of equipment, treatment location (hospital or
community), staffing levels, and time available for treatment or

The many factors that influence treatment choices

Fig. 2 Theme 2 Quotes from physiotherapists and people living with spinal cord injury (PLwSCI).
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length of stay. In addition, personal and injury characteristics
such as age, level of injury, and comorbidities were considered.
While all physiotherapists agreed evidence was important, they
felt that evidence often failed to reflect the complexity of SCI
and the limitations of clinical practice. For most physiotherapists
interviewed, ‘evidence’ was not the only consideration in clinical
decision making.
In some instances, decisions over treatment choice were

perceived as a negotiation or compromise, in which physiothera-
pists would explain treatment options and then PLwSCI would
have the final say.
Physiotherapists observed that PLwSCI generally accepted their

advice particularly during their initial inpatient stay. PLwSCI paid
particular attention when advised not to use a certain treatment
although the physiotherapists noted that some PLwSCI would get
frustrated if the physiotherapists did not provide a treatment that
the PLwSCI believed would benefit them. Some PLwSCI would
seek these treatments elsewhere. A small number of PLwSCI spoke
of questioning their physiotherapists’ recommendations or push-
ing for a particular treatment. For many, the turning point of
control in decision-making came once they were in the

community, having learnt more about themselves, their injuries
and feeling more confident in voicing their opinions. All
acknowledged that funding was a barrier to accessing more
treatment options.

Theme 3: Ways in which clinical practice guidelines could
influence treatment choices
Overall physiotherapists welcomed the development of the SCI
Physiotherapy CPGs, but listed substantial expectations about
what CPGs should deliver. They felt CPGs should summarise
effectiveness of treatments, contain practical information and
recommend treatments compatible with current practice exper-
tise. They suggested the CPGs be digestible and brief, but also
wanted clear, comprehensive information that was accessible and
easy to navigate, but catered to different experience and
knowledge levels.

Usefulness. Physiotherapists perceived the CPGs would be most
useful for student physiotherapists and, those with less experience
or who treated few PLwSCI. The CPGs were considered potentially
useful for deciding the appropriateness of treatments outside

Ways in which clinical prac�ce guidelines COULD influence treatment choices

Fig. 3 Theme 3 Quotes from physiotherapists and people living with spinal cord injury (PLwSCI).
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usual practice, to support equipment funding applications, to use
as a discussion point with PLwSCI, or to justify treatment options.
They were also seen as a way of improving equity across services
and funding streams.
PLwSCI living in the community perceived CPGs as being useful for

guiding generalist physiotherapists whomay not be specifically trained
or experienced in SCI. Some also saw CPGs as a form of accountability,
ensuring that a PLwSCI received best practice physiotherapy and safe
treatment thereby avoiding risky or costly treatments.
Several PLwSCI raised concerns that CPGs could reinforce treatments

based on a person’s classification of neurological/impairment level,
which they felt could be horizon-limiting for people during recovery.
Many PLwSCI did not want treatments to be limited by current
evidence. A small number felt anecdotal evidence and the benefits of a
positive mind-set for treatments could outweigh evidence. Many
PLwSCI voiced a willingness to try anything if it could help them stand
one day.

Willingness to adopt. Despite positive responses to the develop-
ment of CPGs in principle, physiotherapists expressed different
willingness to adopt them. Physiotherapists with more SCI
experience and those working in SCI centres anticipated the CPGs
would reflect their views about treatments. However, if contra-
dicted, they admitted they may find the CPG recommendations
difficult to adopt. Many hoped CPGs would not be imposed on
them, rather they would still have professional agency to make
their own clinical judgements.

Operationalisation of CPGs. Physiotherapists questioned how the
CPGs would be operationalised. For example, there was a desire for
the actual evidence to be made available to confirm the rigour
behind the recommendations. They were curious how the recom-
mendations would reflect the complexity of SCI and how a lack of
evidence would be addressed. Some physiotherapists expressed
concern that CPGs may reduce the range of treatment options if there
was limited evidence available about current treatments. The idea of a
separate CPG for PLwSCI was considered useful but physiotherapists
expressed doubts that a standalone PLwSCI specific CPG would be
sufficient, believing that a PLwSCI would still need a physiotherapist’s
guidance to interpret the information.

Deliverability of CPGs. Physiotherapists recommended CPGs be
freely accessible in different formats (e.g., online resource, hard copy).
It was important to all participants that CPGs were regularly updated
to maintain their relevance and usefulness. Both groups felt the CPGs
needed to be advertised in multiple ways including promotion
through funding organisations, mentors for physiotherapists in rural
communities, support coordinators, conference presentations, and by
the Australian and New Zealand physiotherapy professional organisa-
tions. Some recommended the CPGs be embedded across university
curricula to encourage awareness in early-career physiotherapists. This
would involve working together with key academics to design and
develop approaches to embed CPGs into undergraduate and
postgraduate programmes.

DISCUSSION
The first aim of this study was to understand what factors
influence how physiotherapy interventions for PLwSCI are
selected and the role of evidence in decision making. The results
show that although physiotherapists currently use evidence to
make treatment decisions, it is only one part of a complex balance
of many factors [16]. Physiotherapists in this study identified
difficulties incorporating evidence in their practice. Organisational
barriers to using evidence were identified as reported previously.
Many found journal articles difficult to find, to understand or to
relate to their own clinical practice [9, 17, 18]. Community-based
physiotherapists in particular reported a lack of access to expert

peer support and felt that their isolation limited their abilities to
implement research into their practice [6, 9, 19, 20]. Because of
these difficulties many physiotherapists relied on dated literature
accumulated over their working career, or quick Google or Google
Scholar searches. Consequently, there is a risk that physiothera-
pists are not keeping up to date with the evidence. CPGs could
reduce these barriers if they provide a concise synthesis and
interpretation of the current available research on a treatment
intervention, which could guide a decision about whether to
choose a treatment.
Although it was anticipated that physiotherapists and PLwSCI

would have different knowledge requirements of CPGs, this
research also illustrated distinct requirements between hospital
and community settings. Our findings indicate that physiothera-
pists working within the SCI centres were more likely to prioritise
clinical experience and were more likely to seek guidance from
peers than use evidence [9].
Community physiotherapists not linked to a hospital or spinal

injury service potentially face additional challenges when
deciding on treatment options. They have reduced access to
expert peers and research evidence, and the PLwSCI they work
with are likely to have increased expectations and more
confidence to articulate their views. As a result, community
physiotherapists might have greater incentive to use CPGs to
help with decisions making [4].
PLwSCI identified their physiotherapists as their main source of

evidence to justify physiotherapy interventions while in hospital,
and generally, did not question treatment choices during their
early rehabilitation. Once in the community, PLwSCI gained
confidence in making decisions, and began to look for information
themselves and explore intervention choices. PLwSCI were more
likely to use information from peers or online peer-based
information, than look for scientific evidence. They wanted to
try new interventions irrespective of the evidence provided they
would not cause harm. This attitude was acknowledged by the
physiotherapists but did also have the potential to cause internal
conflict for the physiotherapists striving to ensure the treatment
they provided were evidence based. Both the physiotherapists
and PLwSCI felt that having information on best practice in a CPG
would be reassuring and provide support for physiotherapists,
particularly those with less SCI experience.
The second aim of this study was to understand facilitators and

barriers to using physiotherapy CPGs for SCI. Although all participants
were in favour of CPGs, physiotherapists working in the SCI units felt
they were less likely to need to refer to the CPGs because of their
experience and expertise. They accepted CPGs were likely to become
part of policy and practice because of the systems, procedures and
accountability within the SCI centres or hospital setting. There was a
perception that using CPGs may inhibit physiotherapists using their
professional judgement and could even reduce the range of
treatment options if there were limitations on the evidence available.
This is similar to findings exploring CPGs use in the stroke population
[17]. However, the CPGs may provide an easy resource to access up
to date evidence for newer treatment options.
Community physiotherapists appeared more likely to refer to

the CPGs as part of their professional practice, especially if they
had limited expertise in SCI management. However, they
identified specific barriers to implementing the CPGs in a
community setting. The biggest perceived barrier to organisations
providing community care implementing the CPGs was funding
restrictions which dictate the number and type of treatments that
can be prescribed. Other constraints included staffing levels and
access to equipment, especially when working with people in their
own homes.
This study illustrates the benefits of early stakeholder consultation.

Through this process we have developed an appreciation of the
requirements of CPGs before they are developed. Careful considera-
tion needs to be given to the implementation phase, as our results
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indicate that we may encounter some resistance to adopting the
CPGs into clinical practice. Some strategies to help overcome barriers
to the use of CPG include education, the inclusion of all stakeholders
during the development of the CPG, the use of clinical champions in
workplaces and the widespread embedding of the CPG into
university curriculums [9, 17, 18, 21]. Evidence indicates that
education [22], opinion leaders [23] and to a lesser degree printed
material [24] are more effective than nothing at changing clinical
practice. Combining these strategies has been shown to be effective
at increasing adherence to clinical guidelines in a SCI setting [25].
Such strategies will be needed to convince physiotherapists of the
benefits of the CPGs and to encourage them to use the CPG to make
clinical decisions. Any implementation strategy will need to be
tailored [26] differently for community and hospital-based phy-
siotherapists as well as for PLwSCI, considering the barriers to
implementation identified in this study. For example, clinical
champions can be more readily used in the hospitals than
community. In the community it may be necessary to work with
the funders of services to help encourage the use of the CPGs.
The design of CPGs has been shown to influence likelihood of

implementation [27, 28], and in an environment of rapidly evolving
technology, the platforms that CPGs are provided on become
increasingly relevant. Our study participants identified the need for
the CPGs to be widely accessible and to be available in multiple
formats. To maximise uptake, the CPGs will need to be available on a
number of platforms, readily accessible, and free to download.
This study is not without its limitations. Importantly, some

planned face-to-face interviews needed to be performed over the
telephone due to COVID-19 restrictions. The pragmatic approach
to data collection and multiple people involved in data collection
may be seen as a limitation of the study. In addition, a different set
of interviewers were used for Australia and New Zealand, and the
coding and themes were independently extracted for the
Australian and New Zealand data. However, the inclusion of data
from the two countries is a strength of the study because it makes
the findings more generalisable.

CONCLUSION
CPGs have the potential to reduce the barriers physiotherapists
identified in accessing and interpreting research evidence on
interventions for PLwSCI. If CPGs are to be used as a tool in
deciding on clinical interventions, supported implementation of
CPGs is required to demonstrate their benefit in providing collated
evidence and encouraging physiotherapists to factor in evidence
when balancing the multiple factors influencing the choice of
physiotherapy interventions. Physiotherapists and PlwSCI have
high expectations of easily accessible CPGs in a variety of formats
that will meet differing information needs for community and
inpatient settings while addressing the complexity in presentation
of PlwSCI.

DATA AVAILABILITY
The datasets generated and/or analysed during the current study are available from
the corresponding author on reasonable request.
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