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1. What are the best methods to study SDM and patient-centred care in community 
rehabilitation?

2. What is the best way to support the implementation of the new Model?
We were particularly interested in the best recruitment strategies for sites, providers, 
and patients, as well as the appropriateness of our interview question guide and study 
tools. 

Participant Population
Inclusion criteria for patients:  ≥ 18 years of age, able to consent without proxy, and 

able to understand and speak English.
There were no patient exclusion criteria.
Inclusion criteria for providers:  professionally-licensed in Alberta, and employed in 

community rehabilitation setting where recruitment is taking place for at least 6 
months. 

Exclusion criteria for providers: working less than 0.3 FTE.

Table 1. Survey Tools

Table 2. Summary of Data Collected

Table 3. Exemplar Transcript Quotes Regarding Key Themes

Figure 1. Phase 1 Data Collection Strategies 

Phase 1 Phase 2

STUDY 1: 
Baseline

STUDY 2: Early 
adopters

STUDY 1:
• Surveys and interviews
• Non-early adopter
• 13 sites across all 5 AHS 

zones
STUDY 2:
• Early adopter focus 

groups
• Patient experiences 

through PaCERS project
• 9 sites across all 5 AHS 

zones

Figure 3. Phase 2 

Background
The refrain “no decision about me without me” reflects a 
growing trend in provincial, national, and provincial healthcare 
systems towards greater patient-centred care and patient 
engagement.1-6 

• Alberta Health Services (AHS) is a learning health system.
• In April 2017, AHS released a new Model of Care for 

Community Rehabilitation sites to redesign and standardize 
how care is delivered. 

• 18 sites voluntarily pilot tested the new Model during a 1-
year implementation process beginning April 2017. The 
Model will spread to all 140 AHS sites over four years.

• One facet of the new Model is to enhance the practice of 
patient-centred care across the province.7

• Shared decision-making (SDM) is a key component of 
patient-centred care.6

• An interdependent decision-making process between 
patients and their providers in which patients share their 
personal values and preferences, and providers share best 
clinical evidence, so that both parties work together to 
reach medical decisions.8

• Evidence demonstrates that SDM increases patient 
knowledge, lessens anxiety, improves patient health 
outcomes, increases adherence to treatment, and 
decreases inappropriate service usage.8,9-11

• SDM is neither routinely practiced or taught in 
healthcare.11-16 

Gaps in Knowledge
1. There is a lack of understanding of how SDM is practiced in community 

rehabilitation settings.17

2. AHS is interested in understanding how best to support the implementation of the 
new Model.

Phase 1 Objectives

Focused Ethnography
- 2 community rehabilitation sites in urban-metropolitan city in Alberta: one early 
adopter site and one non-early adopter site.
- Our culture of interest was patients, providers, and managers at musculoskeletal-
focused community rehabilitation sites. 

Unstructured, 
guided 

interviews 

Questionnaires
- Baseline (T0)
- 6-week 
follow-up (T1)

Observation Document 
review

Artifact 
collection

Methods

Methods
Study Tool Description Completed

Alberta Shared decision-
maKing Measurement 
Instrument (ASK-MI)

• 1-page
• Dyadic instrument
• Measures experience of 

SDM

Patient and provider
T0 and T1

Patient Health Engagement 
(PHE) Tool

• 1-page
• Measures patient activation 

and engagement in care

Patient
T0 and T1

EQ-5D-5L • 2-page
• Measures quality of life to 

understand patient-
reported outcomes

Patient
T0 and T1 

WatLXTM • 2-page
• Captures patient’s 

perceptions at the end of 
their care in rehabilitation 

Patient 
T1

Results

Site Providers Patients

Recruitment n=10 n=24

Demographic Information 80% Caucasian
60% Female 
Average age = 37.4 years
Average work experience = 

12 years
40% Physiotherapists 

87.5% Caucasian
66.7% Female
Average age = 48.3 years
50% Employed

Recruitment Challenges
1. Sites’ and providers’ concern regarding the burden research participation would 

add to their already busy caseloads.
2. Low feasibility and low completion rate for patients’ T1 surveys when appointment-

based as few patients had 6-week (or near) appointments booked.
3. Small patient populations. 
4. Low turnover in patients. 
5. Variant conditions between community rehabilitation sites including: group versus 

individual-based care; treatment in an open exercise area versus a private room; 
and public versus privately financed. 

Quantitative Results
• From our preliminary results, we begin to see the presence of variability in our 

quantitative data, which will become more apparent in a larger, more diverse 
sample.

• Internal consistency was calculated for the ASK-MI and EQ-5D-5L using Cronbach’s 
Alphas and for the PHE using an Ordinal Alpha via Empirical Copula. 

• Because only four patients completed the T1 follow-up that included the WatLXTM, 
our ability to draw conclusions on its internal consistency is very limited.

Qualitative Results
• Only reached saturation for provider interviews (n=10). We did not reach saturation 

with patient interviews (n=3). 
• Two main themes emerged: time and buy-in (Table 3).
• In community rehabilitation, providers do not use the language of SDM, but rather 

goal-setting. 
• Time and buy-in directly influenced what goals were set, how goals were set, and 

whether goals were reached (Table 3). 

Results
Time “Time is a really difficult challenge, […] because I feel that even when people are

talking about their health 75 minutes goes by so fast. […] [I] just need to give them
more time […] for them to gain that trust to feel they want to come back.” – Female
provider (non-early adopter).

“I think it’s just with […] time and experience, just telling them up front, that’s how I 
clarify with my uncertainty.” – Female provider (non-early adopter)

Buy-in “When [appointments] go well the [. . .] patients usually pretty involved. [. . .] They’re 
motivated to get better and [. . .] they want it. They show an interest in knowing what’s 
going on.” – Female provider (non-early adopter)

“We need to get that motivation. We need to get why you’re not doing [the exercises].
What’s happening and trying to reinforce the importance of doing it, and why.” –
Female provider (early adopter)

“I feel it hasn’t gone well […] when you can kind of tell that the patient is very skeptical 
from the get go. […] Often I feel like […] your early patient attitude […] will influence 
whether or not that that interaction will go well and often whether they continue to 
pursue care or if they if they go elsewhere.” – Male provider (non-early adopter)

Goal-setting “I’ll generally give patients options, but I found that when I was more democratic in 
offering different options patients would actually think a little bit less of me. [. . .] They 
want an expert that’s going to tell them what’s best. [. . .] Not that I don’t give them 
options, I do, but I always say what’s best and what I want to do and they 99% of the 
time go with that.” – Male provider (non-early adopter)

“Ultimately it is the patient’s decision. [. . .] You might think the patient’s decision is not 
the appropriate one, but that’s [. . .] the autonomy and it’s their right [. . .] it’s their 
human right it’s [. . .] their right to do and still get care.” – Male provider (early adopter)

Conclusions
• Based on our internal consistency calculations, previously published calculations, 

and participants apparent ease completing the questionnaires, we believe that the 
study tools are appropriate for Phase 2.

• Based on the quantity and quality of discussion generated during interviews, we 
believe our question guide is appropriate for Phase 2.

• Phase 2 will be split into two studies (Figure 3) to address the recruitment 
challenges encountered in Phase 1 (Figure 2).

Limitations
1. Small site and sample size. 
2. Both community rehabilitation sites were from the same geographical area. 
3. Small patient voice (did not reach saturation). 
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