
58 | NEW ZEALAND JOURNAL OF PHYSIOTHERAPY

RESEARCH REPORT

Implementing and Evaluating the Bridges Stroke Self-
Management Programme into a New Zealand District Health 
Board Stroke Service: A Case Study

Leigh Hale PhD

Professor and Dean, Centre for Health, Activity and Rehabilitation Research, School of Physiotherapy, University of Otago, Dunedin, 
New Zealand

Mandy McCulloch DPT

Professional Practice Fellow, School of Physiotherapy, University of Otago, Dunedin, New Zealand

Samuel De Ruiter* BPhty

School of Physiotherapy, University of Otago, Dunedin, New Zealand

Evelyn Wihongia* BPhty

School of Physiotherapy, University of Otago, Dunedin, New Zealand

Erina Mcdonnell Norlinga* BPhty

School of Physiotherapy, University of Otago, Dunedin, New Zealand

Daniel Gorczynski* BPhty

School of Physiotherapy, University of Otago, Dunedin, New Zealand

Michael Linney* BPhty

School of Physiotherapy, University of Otago, Dunedin, New Zealand

Paden Kennedy* BPhty

School of Physiotherapy, University of Otago, Dunedin, New Zealand

Fiona Jones PhD

Professor of Rehabilitation Research, Faculty of Health, Social Care and Education, St George’s, University of London, London, United 
Kingdom 

*Bachelor of Physiotherapy students at the time this research was conducted.

ABSTRACT

The impact of stroke is lifelong; affecting independence and quality of life. Stroke survivors need support to manage their recovery. 
The Bridges stroke self-management approach (Bridges) empowers stroke survivors and facilitates self-management within usual 
rehabilitation. We implemented Bridges into a New Zealand stroke service, aiming to identify context-specific delivery factors 
and long-term sustainability strategies. Using a case study design, data were collected from multiple sources, including meeting 
and training notes, researcher observations, workshop evaluations, and in-depth semi-structured interviews (n = 7). Data were 
compared for congruency or disparity, and integrated to develop a comprehensive case description. Overall, 69 health professionals 
were trained. Collectively, the data found Bridges to be conceptually acceptable and contextually appropriate, raising awareness 
of self-management support across the service. Identified key factors that would assist with the implementation of this new 
intervention, including the need for time and sustained support for staff; an initial small, contained inter-professional team; ongoing 
communication to staff by managers about their expectations and endorsement of the intervention; and staff “champions”, 
requiring training, resources, and managerial support. Whilst staff may value Bridges, they needed time and the opportunity to 
develop knowledge, skills, and self-efficacy to support patient self-management.
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INTRODUCTION 

In New Zealand about 50,000 people live with disability 
caused by stroke (Ranta, 2018) Although recovery from stroke 

can continue throughout life, little long-term rehabilitation 
is provided nationally for stroke survivors (Brown, 2009; 
Hogan & Siddharth, 2018). In New Zealand and elsewhere, 
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stroke survivors commonly express feelings of isolation and 
abandonment after discharge, and high levels of unmet clinical 
and social needs (Hogan & Siddharth, 2018; McKevitt et al., 
2011; Pindus et al., 2018). 

Stroke can be conceptualised as a long-term condition as 
there is a life-long impact on independence and quality of life 
(Jones, 2006; Fryer et al., 2016; O’Neill et al., 2008). Supporting 
self-management in stroke rehabilitation can improve quality 
of life and reduce dependency on others (Fryer et al., 2016). 
Self-management support has been defined as including “all 
the actions taken by people to recognise, treat and manage 
their own healthcare independently of or in partnership with 
the healthcare system’’ (The Evidence Centre for National 
Voices, 2014, p.3). As coping post-stroke can be extremely 
difficult and present complex challenges, such as low mood, or 
communication and mobility dysfunction, many people need 
to develop new skills and knowledge for self-management 
(Jones, 2006). Approaches using healthcare interactions within 
usual care to coach or support patient self-management skill 
development are proven to be beneficial and potentially cost-
effective (De Silva, 2011; Jones & Brimicombe, 2014). Such 
approaches foster self-management skills from the outset, 
improve patient self-confidence, and avoid possible “learnt” 
dependency on health professionals. Early integration of self-
management support for patients could reduce the sense of 
abandonment after discharge and enhance their ability to cope 
(Fryer et al., 2016; Newbronner et al., 2013). 

In the Bridges stroke self-management approach (Bridges), 
health professionals are trained to support stroke survivors 
within usual rehabilitation interactions to develop the skills 
and confidence to take control of their own rehabilitation 
and recovery (Jones et al., 2009, 2015; McKenna, Jones, et 
al., 2015). A workbook, owned and completed by the stroke 
survivor, is a tool to facilitate this process. Patients are supported 
to reflect on their achievements, and attribute positive changes 
in their functioning and well-being to their own efforts, rather 
than to the skills and expertise of a healthcare practitioner 
(Jones et al., 2009, 2015; McKenna, Jones, et al., 2015). There 
is evidence that Bridges positively impacts functional activity, 
social integration, and quality of life (Jones et al., 2015), and has 
demonstrated feasibility of delivery and acceptability to patients, 
carers, and professionals in a variety of healthcare settings 
(Jones et al., 2015, 2016, 2017; Kulnik et al., 2016; McKenna, 
Martin, et al., 2015). 

We believe Bridges has potential to support New Zealand 
stroke survivors in their recovery. Implementation of a new 
intervention, particularly at an organisational level, such as 
a stroke service, requires those impacted to embrace the 
intervention, and feel prepared, committed and confident 
in their collective ability to change practices (Moir, 2018). 
Implementation thus necessitates a systematic approach 
(Peters et al., 2013; Powell et al., 2019), acknowledging the 
importance of addressing key contextual determinants (Peters et 
al., 2013; Powell et al., 2019). This approach, developed in the 
United Kingdom, may not be acceptable or suitable in a New 
Zealand context. Our first study contextualised Bridges and its 
accompanying workbook for New Zealand, and established its 
relevancy and acceptability to both stroke survivors and stroke 
rehabilitation practitioners (Hale et al., 2014). 

In this study, we aimed to further our understanding of the 
acceptability and potential for adoption of Bridges within the 
New Zealand context. We implemented Bridges into the stroke 
care pathway of a small New Zealand district health board 
(DHB) and evaluated implementation in terms of acceptability 
and adoption (Peters et al., 2013). The DHB’s clinical board 
was supportive and had an expectation that self-management 
support would become an integral component of their 
healthcare service. Specifically, our objective was to identify (a) 
context-specific delivery factors, (b) sustainability strategies, and 
(c) staff perceptions of Bridges. 

METHODS

Study design
We employed a mixed-method case study design to investigate 
a contemporary phenomenon within its real-world context (Yin, 
2014). Case studies draw on multiple data sources to inform the 
research aims. Ethical approval was obtained from the Health 
and Disability Ethics Committee, New Zealand (reference 18/
STH/93). 

Setting
The study DHB serves a population of 60,000 (20% are older 
adults, about 900 are stroke survivors) and has about 100 stroke 
admissions per year (Ranta, 2018). Using a multidisciplinary 
approach, the stroke pathway begins with admission via the 
emergency department into the medical ward or the intensive 
care unit of the city hospital. Within two hours to four days, 
stroke survivors are transferred to the assessment, treatment and 
rehabilitation (AT&R) unit for a duration of at least 7 days. The 
integrative community assessment treatment team assists stroke 
survivors with a discharge plan, and the person is referred, as 
appropriate, to community organisations, such as the Stroke 
Foundation, a community stroke advisor, or the “Home First” 
service (a 6-week support and rehabilitation service in the 
person‘s home). Overall care is coordinated by the stroke clinical 
nurse specialist.

Implementing Bridges into the DHB stroke service 
We used Normalisation Process Theory to guide a systematic 
and planned delivery of Bridges, as it provides a framework to 
assess facilitators and barriers to the integration of complex 
interventions into routine practice (Murray et al., 2010). 
This theory comprises four constructs that interact with the 
organisational culture and processes (Murray et al., 2010): 

1. Coherence: We first illustrated to staff and management 
the differences between Bridges and current practice. We 
met with senior and middle managers, and staff over several 
months to gain an understanding of the DHB and its stroke 
services, and to raise awareness of Bridges, its aims and 
benefits. 

2. Cognitive participation: Together with staff and 
management, we identified appropriate methods for 
incorporating Bridges into the DHB’s ways of working, for 
example, which staff to involve, when and how to deliver 
training, and how to contextually adapt training relevancy 
(e.g., background context, culture, employment, rural 
and city dwelling), journey of stroke survivors through the 
services, and staff they will typically see.
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3. Collective action: Through collaborative discussions and 
action planning, we contextualised training workshop 
material and identified strategies (e.g., drop-in lunchtime 
support sessions via videoconferencing) to support staff. 

4. Reflexive monitoring: We reflected with staff to understand 
progress and thereby identified strategies to enable 
sustainability. 

Training, which has been described by Jones & Bailey (2013), 
was delivered in two stages by two Bridges associate trainers, 
with a full-day initial workshop (June 2018) and half-day 
follow-up workshop 4 months later (November 2018). Due to 
shiftwork, many nurses could not attend the workshops, and 
an abbreviated 2-hr workshop was designed and delivered to 
ward nurses in line with previous Bridges training (Mäkelä et al., 
2014). Prior to training, attendees experiences and perceptions 
about self-management support were explored; these findings 
have been reported previously (Taylor et al., 2019). 

Between workshops, the Bridges trainers supported staff to 
implement Bridges with fortnightly newsletters and posters, 
email reminders, lunchtime videoconferencing sessions, and 
a face-to-face problem-solving workshop. In these sessions, 
trainers facilitated staff to problem solve challenges they 
were encountering (e.g., the speech and language therapist 
requested advice on how to adapt Bridges for her community-
based communications group). Halfway through this period, one 
trainer (LH) spent time observing the practice of consenting staff 
on the wards and the community-based communications group, 
as a peer review exercise. Observations were noted on a Bridges 
study checklist, and staff provided feedback (McKenna, Martin, 
et al., 2015). 

Data collection
Eligibility and recruitment 
Multidisciplinary staff involved in the stroke service were 
requested by management to attend the training, and all were 
eligible for inclusion into the evaluative part of our project. 
Prior to training, we sent staff study information sheets and 
consent forms via email. Those staff wishing to be part of the 
evaluation stage provided us with a signed consent form. Staff 
chose the extent to which they wished to be involved in the 
evaluation and were reassured of anonymity. To further ensure 
confidentiality, one-on-one interviews (as opposed to focus 
groups) were undertaken to collect data. 

Data sources
A range of data sources were used in the study:

1. Notes from meetings and observations made by research 
team members. 

2. Training workshops evaluations completed during the two 
training workshops (Mäkelä et al., 2014).

3. A record of ideas from attendees of how they thought 
Bridges could be sustained in the service. This was requested 
from attendees in the second training workshop. 

4. Qualitative semi-structured, in-depth interviews undertaken 
2–3 months following the second training workshop with 
consenting staff, facilitated by one researcher (MMcC). 

Topics explored included feasibility and acceptability, 
benefits and limitations, delivery improvement, and 
sustainability. Interviews took place at a venue acceptable to 
the interviewees (to preserve anonymity), and were audio-
recorded and transcribed in full by a commercial transcribing 
firm (instructed to ensure anonymity of participants and 
organisations). 

Data analysis
Workshop evaluation data from closed questions were analysed 
descriptively (medians, ranges), and open-ended question 
responses were thematically analysed. Interview data were 
analysed guided by the General Inductive Approach (Thomas, 
2016). In this process, the transcripts were individually and 
independently coded by six researchers (SDR, EW, EMcN, DG, 
ML, PK) without discussion, and then discussed by all, collated, 
and collapsed into four draft themes. These six researchers 
then recoded the transcripts with the draft themes, which, 
with further debate, were refined and an agreement on three 
finalised themes reached. Transcripts were recoded using the 
finalised themes, and a peer review of these codes and themes 
was completed by switching transcripts amongst the researchers 
and the primary author (LH). Other data collected (minutes, 
recorded observations, second workshop data) were read 
multiple times by the primary author, thematically coded, and 
collated. In keeping with the case study design, all analysed data 
were compared for congruency and disparity, and integrated to 
develop a comprehensive description of the case and address 
study objectives. Integrated data from all sources were discussed 
between the primary author and a researcher (MMcC) at three 
meetings to reach consensus, and verified with the DHB staff at 
a post-study presentation and feedback workshop. 

RESULTS

In this section we present the data collected from each source. 

Notes of meetings and observations
In our initial consultation with senior and middle management, 
the consensus was to adopt a targeted approach for 
implementing Bridges focussing on stroke and training all 
staff involved in the DHB’s stroke care pathway, from acute to 
community. Thus, at the initial training workshop, 51 staff were 
trained (22 nurses, eight physiotherapists, eight occupational 
therapists, five social workers, two dietitions, one occupational 
therapy assistant, one speech-language therapist, one hospital 
liaison officer, two physiotherapy assistants, and one community 
stroke advisor). We did this over three full days, each member 
of staff attending one full day. At this point, the senior manager 
was able to fully engage and ensure staff attended, reimbursing 
those staff attending in their off-duty time. Unfortunately, 
restructuring of the DHB at a senior management level resulted 
in the senior manager taking on more duties, leaving less time 
to devote to the Bridges training. Additionally, following the 
first workshop, the staff turnover was high: five occupational 
therapists and one speech language therapist left the service. 
Thus, attendance at the second workshop was low, with only 12 
attending.
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Workshop evaluations
Table 1 presents the results of the two training workshop 
evaluations. These data show that participants considered the 
training relevant to their individual and service/team practices, 
they had high confidence and intention to use Bridges, and all 
but one participant would recommend the workshop to others. 
The themed responses to the open-ended questions are shown 
in Table 2 (initial training workshop) and Table 3 (second training 
workshop).

Second training workshop data
When workshop attendees were asked how Bridges could 
be sustained within their service, the main suggestions were 
refresher courses and new staff training resources, as shown in 
Table 4. 

In-depth qualitative interviews
At the time of the first training workshop, 24 of the 51 
attendees consented to be interviewed. However, subsequent to 

Table 1 

Evaluation of First and Second Workshops

Questions
First workshop (n = 48/51) Second workshop (n = 12/12)

Median Range Median Range

Rate training in terms of relevance to your role. 
 (1–4: “not at all” to “very” relevant)

3 2–4 4 3–4

Rate the training in terms of relevance to your team/service. 
 (1–4: “not at all” to “very” relevant)

4 2–4 4 3–4

How confident do you feel right now to use Bridges in your 
practice? 

 (1–8: “not” to “very” confident)
7 4–10 8 5–10

What is your intention to use Bridges in your role after today? 
 (1–10: “no” to “every” intention)

8 4–10 8.5 4–10

How confident do you feel right now, to explain the concept of 
Bridges and self-management support to colleagues who were 
not at the training today? 

 (1–10: “not” to “very” confident)

7 3–9 8.5 5–10

Do you feel that the workshop will enhance your practice?
Yes = 44
No = 1

Maybe = 2
DNA = 1

Yes = 11
No = 1

Would you recommend this workshop to a colleague?
Yes = 47
No = 1

Note. DNA = did not attend.

Table 2 

First Workshop Attendee Perspectives of Impact on Their Practice and Foreseeable Barriers to Implementation of Bridges (N = 51)

How might the workshop enhance your practice? What barriers do you forsee in implementing Bridges into practice?

Theme Illustrative quotes Theme Illustrative quotes

Confidence to 
empower a 
patient to self-
management

"Provided clarity to ensure 
I allow patients to self 
manage, increased my 
awareness of how I ask 
questions, what I ask 
and how I influence a 
patient's self-efficacy 
and ability to manage 
self." 

"I'll be more confident to 
step back and encourage 
family and PT self-
management."

Not all staff trained

"Not all staff on ward and in community have been 
trained."

"Not all staff encouraging/educating patients to use 
this."

Consistency and 
sustainability

"How will consistency, sustainability, and measuring 
progress be managed?"

"Slipping back into "business as usual" rather than 
continuing the change."
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How might the workshop enhance your practice? What barriers do you forsee in implementing Bridges into practice?

Theme Illustrative quotes Theme Illustrative quotes

Improved 
communication

"Improve communication 
and relationship with 
person and family."

"The use of different 
words to help clients, 
allowing more honest/
direct/relevant 
communication 
pathways to develop 
between myself and my 
clients." 

Staff confidence to 
use approach

"Staff getting to a level of confidence to be fluent when 
using the workbook."

Patients with 
cognitive 
impairments, 
aphasia or living 
alone

"Difficult for those with no family/friends. (I have many 
isolated older adults with aphasia living alone at 
home)."

"In my area - advanced age/cognition decline/
multiple medical comorbidities/individual and family 
expectations on the healthcare system."

What we do in 
practice already

"Already enforces what 
we as occupational 
therapists do." 

"It reaffirms my solution-
focused practise, but 
I need to listen to the 
client to write a goal that 
they will own."

"A lot of these techniques 
are really social work." 

Clients not wishing 
to self-manage

"Clients dependent on outside/formal assistance and 
how it benefits their lives."

"Age of our clients – maybe resistant to change and/or 
self motivation."

"Needs Assessment and Service Coordination service 
is a needs not want/wish, service – already have a 
restorative approach – how will we "unlearn" this?"

"Patient expectations of a cure, forgetting they are 
ageing."

"Patients wanting to be ‘done to’."

New skills and ideas

"Looking at a patient in a 
different way."

"Self reflection on how I 
interact and try to be less 
didactic."

"To promote self-reflection 
of clients who are poorly 
motivated."

Finding suitable 
clients

"Not working much with patients with stroke." 
"A long-term condition approach would be better.“
"Low number of patients with stroke – but the 

principles can be used with patients with long-term 
conditions."

Not all staff on 
board

"Personal beliefs about this programme – not all 
engaged in the philosophy."

"Change resistance – afraid of change."
"Staff lack of motivation." 
"Staff inflexibility in their practice."

Time
"Limited time for staff."
"Time constraints and pressure on staffing."

Table 3 

Second Workshop Attendee Perspectives of Impact on Their Practice and Foreseeable Barriers to Implementation of Bridges (N = 12)

How might the workshop enhance your practice? What barriers do you foresee in implementing 
Bridges into practice?

Theme Illustrative quote Theme Illustrative quote

Person-centred care

"Focusing on what the patient wants instead of what 
the health practitioner wants. If we have goals for 
patients, they are less likely to achieve them. If they 
have their own goals, they are more likely to achieve 
them and achieve them faster." 

"Changing roles with successful collaborative working 
of multidisciplinary team during patient journey to 
empower patient. Giving patient and families belief 
to change or adopt to manage/change new health 
status." 

Resistance to 
change

"That the team will not 
take it on. Only a few 
will do it." 

"Staff reluctance for 
change." 

"Personal beliefs from 
healthcare profession 
cultural background."
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How might the workshop enhance your practice? What barriers do you foresee in implementing 
Bridges into practice?

Theme Illustrative quote Theme Illustrative quote

“Working on the things that are meaningful for the 
patient. Not wasting time on things they are not 
focussed on.”

“Supporting patients to think about what they want to 
achieve.”

“Workshop also highlighted not to dismiss this 
approach for patients who might have cognitive/
communication difficulties.” 

“Decrease reliance on health professsionals in the long 
term. Improve patient confidence.”

“Ensure care is meaningful to patient. Highlighting 
importance of identifying and recognising goals/
meaningful activities for patients.” 

Insightful but 
difficult to 
achieve

"Given me insight into approaching rehab from a 
different perspective. For me, this is a work in 
progress. This is more difficult for me to achieve as I 
am an assistant, not a registered health professional."

Sustainability

"Sustainability, i.e., people 
who have been trained 
leaving their jobs."

"Training for new staff." 
"Slipping back into old 

ways."
"Return to practice as 

normal with time 
pressures." 

"Losing others who have 
trained and who can 
offer support."

This is what we do 
anyway

"Reinforcement of social work practice." 
"Reinforced my practice."

Constant change

"I think that as a hospital, 
lots of different things 
have been tried in other 
countries then brought 
here, possibly we are all 
tired of new concepts."

Enhanced skills to 
support self-
management 

"Bridges helped me to encourage self-management for 
our patients. It takes time but improves outcomes for 
patients, helped me focus on the patient's goals.“

"The use of empowerment." 
"Focus on patients‘ strengths." 
"Using strategies of self-management with patients. 

Allowing patients to self reflect on own capabilities." 
"Promote ability to really know what is important to the 

person. Identify those who would be able to achieve 
this with less versus more input and keeping people 
enagaged and motivated on things they love."

Strong influence 
of the medical 
model of 
healthcare

"Overall "medical model" 
of hospital and of initial 
training."

Time "For some people.“

the second workshop, only seven participants (five females and 
two males) were available: two physiotherapists, one dietitian, 
one occupational therapist, one manager, one social worker, 
and one nurse. Data analysis identified three key themes: 
valued but we do this anyway, barriers to implementation, and 
sustainability. Each theme, with relevant supporting quotes, is 
described below (names are pseudonyms).

Valued but we do this anyway
All participants emphasised they valued the Bridges concepts 
and spoke of how the language in the DHB had changed 
since the training to reflect that of self-management. Mary 
(physiotherapist): “So many of the conversations I have had 
[commenting on the impact of the initial training on staff], it 
comes down to two words – communication and language”. 



64 | NEW ZEALAND JOURNAL OF PHYSIOTHERAPY

Table 4 

Second Training Workshop Attendee Feedback (N = 12)

Ideas for sustainability

Orientation package for new staff: ... “We use the Bridges approach to self-management – this is what it means ...”
Annual 2 hr refresher training
Training resources on the HealthLearn forum
Resources to include videos and stories
Some staff become trained as Bridges trainers
Need staff champions to drive Bridges 
Mandatory peer review
Change language used in team meetings
Change goal-setting process 
Patients‘ goals should be visible to all, so all can assist in their achievement – perhaps a "goal book" at end of bed
For non-stroke patients, a goal-setting/reflection book (staff were only provided with the Bridges workbook to give to patients)
Working more as a team
Change culture of the ward
Discussion in relation to other programmes within the service and their interaction with Bridges, e.g., falls prevention, the 

Calderdale framework

Rose (manager) elaborated: “The highlight is seeing that change 
of mindset for those professionals … it’s certainly highlighted 
to our community workforce around the importance of 
self-management”. Participants spoke of how their practice 
changed, for example, John (charge nurse): 

I am more aware now than I used to be, we have always 
tried to encourage people to be independent, but then, 
the training helped me with the use of my words, how 
to encourage the patients to self-manage and to be 
independent and try to problem solve. 

Mary (physiotherapist) spoke of how the approach was feasible 
even for those with aphasia: “The speech and language 
therapist took it to her communication group and created an 
incredible amount of excitement there.” 

However some participants felt they already employed these 
techniques in their practice, as described by Lucy (social worker): 
“I think the whole is a really good idea, I guess for social 
workers a lot of it is stuff that we are doing anyway, so it’s not 
new to us.” Sophie (dietitian) reiterated this point: “I didn’t feel 
like I changed too much with my practice.” Sophie also went 
on to report that some staff attending the initial workshop 
had struggled to see the relevance of Bridges to their practice: 
“In the training, not everyone was on board either, like you 
could see that lots of people were, ‘Why am I here, I’m losing a 
day’, you know, I’m already doing this with my patients.” Rose 
(manager) agreed that some staff did not link the new theory 
learnt to their current practice: 

People didn’t feel that they were treating stroke patients so 
there was that disconnect … some people didn’t see the 
benefit of what we were trying to sell in the sense of the 
self-management principles they can use for any long-term 
condition.

Barriers to implementation
Several barriers to implementation were identified, namely 
limited numbers of patients with stroke, Bridges differing to 

usual professional training, conflicting concepts from other 
programmes, a task-orientated hospital culture, resistance to 
change, and that the approach takes more time. 

Some participants said they were unable to implement Bridges 
due to a lack of opportunity in the area they worked in, for 
example Lucy (social worker) stated: “Unfortunately I don’t get 
an opportunity to use it and I won’t in palliative care either.” 
Becky (occupational therapist) agreed: “We’ve got such small 
numbers of stroke patients coming through … we would need 
to move it on to other long-term conditions too.”

Sophie (dietitian) talked about how Bridges differed from how 
they were trained: “We all get trained in a more, medical model 
rather than a patient-centred model.” This concern extended 
to their role as a professional in a particular field, particularly 
for novice practitioners, as Mary (physiotherapist) pointed out: 
“Some people struggled with the concept because they were 
still establishing themselves in their professional roles and the 
identity that gave them, and were still working on their own 
skills and knowledge.”

Participants felt that other programmes run at the same time as 
Bridges potentially caused conflict. Concern was expressed at 
how enabling patients to set their own goals could be risky, for 
example, if the patient chose a goal of walking without their 
stick and chose to do this whilst they were still considered a falls 
risk, an example of how Bridges was perceived to conflict with 
the current falls prevention programme. These thoughts are 
clearly described by Becky (occupational therapist): “We run a 
falls prevention programme and we’re running Bridges and we 
know that as we allow patients to test their boundaries, which 
programme comes first? Are there going to be consequences 
[for them as health professionals]?” 

Participants spoke about how their usual practice was task 
orientated, and this was unhelpful for promoting patient 
self-management, as described by Becky (occupational 
therapist): “The culture in AT&R, as much as it’s supposed to be 
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rehabilitation, there’s still that ... underlying culture of being task 
orientated, so everyone has to have a shower today, even if they 
only shower once a week at home.”

Participants perceived that including Bridges into their 
practice would be time consuming, especially if concurrently 
implementing other new interventions. Becky (occupational 
therapist) stated: “It gets quite difficult when you are 
implementing a new model … trying to be done on top of 
everything else and all the competing agendas.” And as Lucy 
(dietitian) pointed out: “There’s too much … we can’t remember 
it all, and something else comes along, and we forget about the 
last thing.” Additionally, participants spoke of the reluctance 
of some staff to change their practice, as articulated by Rose 
(manager): “That’s what you get [with] any kind of change that 
you’re trying to make, you always have that small group that 
you know, sort of question what you’re doing and why you’re 
doing it.”

The scope of staff trained was considered too broad, and that 
a more narrowly targeted training programme would have 
increased the use of Bridges, for example, training only staff 
from the AT&R ward. Additionally, some thought that the 
implementation of Bridges should have extended beyond stroke 
to include other long-term conditions, as stated by Sophie: “I 
think that it’s a focus that should be with everything not just 
stroke.” 

Sustainability
Sustainability of the approach was considered important by 
study participants. Continued training and support, on top of 
the initial training, for example, as part of an induction package 
or as part of original professional training was suggested. As 
Becky (occupational therapist) said: “It is something that has to 
be embedded over time and it’s a cultural change and it’s about 
making sure that the staff who have received the training have 
ongoing support and supervision”. 

Staff turnover during the project was high, a challenge to 
maintaining the approach, as explained by Rose (manager): 

You’re constantly getting staff changes. So even with an 
occupational therapy workforce, that workforce that was 
down there at the start of training they um, all decided to go 
overseas together so they we’ve got a whole workforce there 
now that only two or three have done that initial training. 

Useful sustainability strategies included peer review sessions 
and champions. As described by Mary (physiotherapist): “Peer 
review is a great opportunity to actually have somebody come 
in and peer review the language and interaction you have with 
individuals. That is incredibly valuable.” John (charge nurse) 
also felt that not just having champions but modifying their 
role to enable more time to devote to championing would be 
beneficial: “Having a person who will just focus on Bridges.”

Mary went on to explain how the uptake of Bridges will slowly 
grow: “I was at a local community event and ran into somebody 
who had been involved with the speech and language therapy 
group and her perception was that this process was fabulous, 
amazing and well and truly worth engaging in.”

DISCUSSION

Overall, our integrated data demonstrated the potential 
acceptability of Bridges to staff in the targeted DHB but 
identified challenges and limitations to adopting the approach. 
The key outcome was a raised awareness across the DHB of 
the concept of self-management support. Although many 
staff valued and, at least at a superficial level, bought into the 
philosophies of Bridges, exhibiting both coherence and cognitive 
participation, changing actual clinical practice appeared 
difficult – findings like those reported by Jones and Bailey 
(2013). Bridges’ philosophies, such as shared decision-making, 
and empowering the patient to lead their own recovery and 
rehabilitation, were said by our participants to be different to 
that of the long-engrained medical model of care, where health 
professionals are viewed by themselves, the patients and the 
public as the experts, and thus the people to make all decisions. 
This long-embedded way of practice, in which many staff had 
been trained, was considered deeply rooted and a place of 
comfort to work from in times of stress or busyness. As reported 
by others, whilst rhetoric around therapeutic relationships and 
person-centred care is cognitively engaging, in the practical 
context this often disintegrates into inadvertent fostering of 
dependency and undervaluing of patient personhood (Ahmad 
et al., 2014; Clark et al., 2018; Eaton et al., 2015; Satink et al., 
2015).

Whilst staff in our study verbally espoused the value of Bridges, 
this did not seem to translate into active engagement in training 
and learning support. The support provided between workshops 
by the trainers was minimally utilised, and attendance at follow-
up training was not prioritised by staff, with only 23% of the 
staff who were initially trained attending. Possible reasons for 
low attendance at the follow-up workshop included significant 
staff turnover as well as movement of key staff and potential 
champions into different roles during the intervening weeks. 

A further possible reason for poor engagement was what 
workshop participants referred to as a “resistance to change”, 
a known phenomenon within healthcare and one which is 
complex and multifactorial (Landaeta et al., 2008). Changing 
health professional practice behaviour is difficult and requires 
consistent messaging, training, support, and modifying 
peer group interactions as well as consistent management 
expectations and support (Johnson & May, 2015; Levack 
et al., 2011; Mudge et al., 2015; Norris & Kilbride, 2014). 
Johnson and May (2015) hypothesise that successful behaviour 
change interventions may be those that emphasise both the 
coherence of (making sense of) the intervention and how 
the actual response to this (collective action) is measured up 
to the expectations of external observers or project owners 
(reflexive monitoring). Behaviour change requires modifications 
to organisational structure and purposive monitored action, 
and not just a change in staff beliefs and intentions. In our 
study, although we gave much attention upfront to coherence 
and cognitive participation, we possibly did not give enough 
attention later to collective action and reflexive monitoring. 
However, our findings are no different to other studies 
attempting to implement self-management programmes into 
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practice (Kennedy et al., 2013, 2014; Sunaert et al., 2011). For 
example, a trial undertaken in UK general practices reported 
strong managerial support, and relevant and acceptable training 
strategies but “failed” at implementing the intervention into 
routine practice (Kennedy et al., 2013, 2014). 

For our Bridges trainers, providing learning support for staff was 
challenging. Various strategies were adopted to support staff 
between the two training workshops, but without consistent 
managerial expectations that these initiatives be utilised, there 
was limited engagement. The most successful strategy was 
having local champions exemplified by two senior staff on the 
AT&R ward, who facilitated multiple ways of embedding Bridges 
into practice (emphasising collective action). Further, staff, 
especially social workers and occupational therapists, who said 
“we work this way already”, were able to be role models in 
the training workshops, replicating findings of Jones and Bailey 
(2013).

Consensus from consultation with management was to focus 
on stroke and train all staff involved in the stroke care pathway. 
This may have been the wrong decision. Whole team training 
is advocated, as inter-professional exchanges can facilitate a 
shared understanding of self-management support (Jones et 
al., 2017; Kulnick et al., 2016; Jones & Bailey, 2013), but it is a 
large undertaking, requiring multiple workshops. Furthermore, 
as a relatively small DHB, whilst many staff work with stroke 
survivors, these interactions may be infrequent for some due 
to the relatively low numbers of stroke survivors seen by the 
service. Thus, some staff questioned the relevance of the 
training to their usual work and had few opportunities to use 
Bridges in practice, at least with stroke survivors. The philosophy 
and principles of Bridges are applicable to people living with 
any long-term condition, and the development of Bridges has 
been applied across different healthcare settings (Kulnik et al., 
2016). We acknowledge that a more general approach, inclusive 
of all patients with complex long-term conditions, would have 
increased the relevance of Bridges for more staff, especially 
as the DHB is too small to have specialist services in any one 
condition, thereby enhancing coherence, cognitive participation, 
and collective action. 

Retrospectively, we should have focused training in only one 
clinical area, such as AT&R, and with experience of success 
in one area, possibly permeating to other areas (improving 
coherence and reflexive monitoring). Previous studies have 
found that teams which successfully integrate Bridges into their 
working practices appear to have a flat hierarchical structure 
(Jones et al., 2015; Mäkelä et al., 2014, 2019), which is thought 
to create a more open and supportive environment, enabling 
more innovative ways of working. The AT&R team at the DHB 
appeared to represent this sort of environment, whereas the 
community-based teams appeared less connected. 

Barriers perceived by study participants to their implementation 
of Bridges included taking too much time; difficulty for use 
with patients with severe physical, cognitive or communication 
impairments; reduced staff confidence; and, possibly, too much 
focus on the Bridges workbook. 

Taking too much time was a theme reiterated across all data 
collected, and indeed, reported by many studies evaluating 
Bridges (Kulnik et al., 2016; Jones & Bailey, 2013; Mäkelä et 
al., 2014, 2019; McKenna, Martin, et al., 2015; Satink et al., 
2015) and other self-management programmes (Ahmad et al., 
2014; Ross et al., 2019). Following training, it may initially take 
time and effort to consciously apply self-management support, 
as it requires health professionals to work in a different way 
until it becomes a natural part of practice. However, once self-
management principles are embedded routinely into everyday 
patient interactions, it should be more time efficient (Jones & 
Bailey, 2013). 

The perception that Bridges would be challenging to implement 
if patients had severe physical, cognitive or communication 
impairments aligns with other studies (Mäkelä et al., 2014, 
2019; McKenna, Martin, et al., 2015; Satink et al., 2015). 
In our study, however, there was a successful example of a 
speech and language therapist using Bridges in her aphasia 
community group. She incorporated several strategies into the 
group, including facilitated goal setting, joint reflection (within 
the group), peer support, and enhancement of self-efficacy via 
vicarious experience (group members telling of their successes). 
Previous studies support the inclusion and benefits of stroke 
survivors with cognitive and communication dysfunction in self-
management programmes (Cadilhac et al., 2016; Nichol et al., 
2019).

Building confidence for all staff, irrespective of their level of 
professional experience, to use Bridges was noted in our data. 
For example, junior staff may not be confident using Bridges 
if the patient’s goals appeared at odds with ward protocols or 
safety standards. A collective team approach is required so that 
senior staff can support junior staff in the application of Bridges. 

For some, the workbook became the focus of the intervention, 
despite highlighting in training that it was only an assistive tool. 
Some staff provided the book alone to patients without the 
accompanying interactive support to develop the patient’s self-
management skills. Reliance on tools, such as workbooks, rather 
than on skilled clinical encounters, has been highlighted as an 
issue in previous self-management support and shared decision-
making studies (Légaré & Thompson-Leduc, 2014; Mäkelä et 
al., 2019). In current training, the Bridges workbook is now only 
introduced in the second training workshop, not the first.

Suggested strategies to sustain Bridges within the service were 
(a) the training of new staff and regular refresher workshops 
for those already trained; (b) having multiple available sources 
of training, such as online packages; (c) peer review or peer 
support; and (d) champions. These findings reflect those of 
previous studies (Jones & Bailey, 2013; Mäkelä et al., 2014, 
2019). The champions were possibly the key factor, and these 
staff have subsequently been provided with more support, 
mostly notably time and resources to train other staff. 

A limitation of our project was the low engagement of staff 
in its evaluation component. We endeavoured to collect data 
via in-depth interviews, but perhaps these were perceived too 
onerous and time consuming, or possibly a little intimidating. 
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In future, alternative methods of collecting data could be 
considered, such as short online surveys, brief informal 
interviews, participant diaries, or attending and recording 
discussions in team meetings. Another approach would be to 
use an action participatory approach to enable staff to suggest 
how they would prefer data to be collected (Loewenson et al., 
2014). Although engagement in the in-depth interviews was 
low, the interview findings were congruent and supportive of 
the data collected from other data sources.

Our learnings from this project, which will guide our future 
research into the implementation of Bridges in New Zealand, 
were: 

1. Implementing a new intervention takes time and requires 
sustained support.

2. Start by training a smaller, contained inter-professional team.

3. Senior managers and those with influence need to 
consistently communicate to staff their expectations and 
value of the intervention.

4. Identify early adopters and champions of the approach, 
and ensure they get concentrated training, resources, and 
managerial support.

5. Whilst acknowledging the importance of and maintaining 
our input into coherence and cognitive participation, in 
future we would attend far more to collective action and 
reflexive monitoring. On reflection of the difficulty of 
changing practice, future research in self-management 
training should also focus on entry level health professional 
training. 

CONCLUSION

We found Bridges to be conceptually acceptable and 
contextually appropriate in a small New Zealand DHB, and our 
implementation of the approach raised awareness of self-
management support across the service. Changing clinical 
practice takes time, and staff need to not only develop their 
knowledge in the area of supporting patient self-management, 
but they also need to build their own skills and self-efficacy 
to do this. These processes require managerial support, 
endorsement, and resources. The learnings from this study can 
inform future implementation of self-management support 
programmes for people with long-term conditions.

KEY POINTS 

1. The Bridges stroke self-management approach was found 
to be contextually appropriative and acceptable to a New 
Zealand stroke service.

2. Health professionals need time and opportunity to develop 
knowledge, skills, and self-efficacy to support patient self-
management.

3. Changing clinical practice requires managerial value, 
encouragement, and sustained support.
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