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Stroke is a catastrophic illness, with around 360 South Africans suffering a 
stroke per day, of which 110 die and 90 are left with a life changing disability, 
thus causing strokes to be the leading natural cause of disability and the fourth 

most common cause of death. Due to the absence of a cure for stroke, rehabilitation 
aims to restore function in an individual who has suffered a stroke. People living in 
rural areas are more vulnerable to developing stroke than their urban counterparts 
due to disparities in health care services and availability of health care providers. 
South Africa still lacks dedicated stroke units that concentrate services and care 
expertise for stroke survivors, and this is more acute in rural areas.

The use of clinical evidence-based practice assists with the provision of a uniform 
level of care across all levels. Existing evidence suggests a low uptake of clinical 
practice guidelines amongst health care practitioners because of lack of knowledge 
and/or the quality of the actual guidelines.

The aim of this study was to understand the perceptions of rural therapists of clinical 
practice guidelines for stroke management and to assess the quality of stroke clinical 
practice guidelines using the international Centre for Allied Health Evidence (iCAHE) 
guideline quality checklist.

Recommendations include the review and revision of the clinical practice stroke 
guidelines provided to rural therapists; taking into account the human and material 
resources in rural areas; and the development of a clear strategy and plan of action 
to disseminate and promote implementation of the guidelines.
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Introduction 

In 2013, stroke accounted for 84.4% of all deaths from 
cerebrovascular diseases in South Africa, and it was declared the 
fourth major cause of disease burden and disability worldwide, 
following heart disease, HIV and AIDS, and unipolar depression.1,2 
Studies show that the prevalence of stroke is even higher in rural 
settlements than urban areas owing to differences in the profiles 
of rural and urban dwellers.1,3 Approaches to the management 
of acute stroke in rural areas are considered suboptimal, thus 
creating inequities between patients in urban settings and their rural 
counterparts.1,3 

A multi-disciplinary team approach is needed for stroke management 
due to the varied symptoms that survivors present with, including 
slurred speech, numbness, blurred vision, weakness or paralysis, 
severe headache, and confusion. The efforts of rehabilitation prac-
titioners, guided by clinical practice guidelines (CPGs), are critical 
in assisting stroke survivors to achieve or maintain optimum physical 
function.4,5 

Rehabilitation practitioners involved in the management of stroke 
include physiotherapists, occupational therapists, speech therapists 
and audiologists. However, it has been reported that therapists 
working in rural areas often lack access to continuous professional 
development (CPD) activities that assist in keeping them up to 
date with new knowledge on specific topics, including stroke.6 To 
fill this gap, CPGs contextualised for rural therapists are required 
so that therapists are able to provide the best up-to-date clinical 
interventions for stroke patients.

CPGs are scientifically developed statements to assist health 
practitioners with health decision-making, thereby reducing dispari-
ties in patient care.7,8 CPGs assist with evidence-based information 
for the management of specific medical conditions, including stroke.

Research studies have explored different issues pertaining to 
guideline utilisation by healthcare practitioners.8 For example, the 
mode of information transfer is essential in the implementation of 
CPGs.9 A guideline that is too long is less likely to be read or used, 
especially in rural public health facilities where extra demands are 
made on the time of therapists due to staff shortages.1,3 

Furthermore, the mode of CPG dissemination varies from country to 
country, the most common method being by postal mail.9,10 The way 
practitioners receive CPGs impacts on the level of implementation 
and use, as some practitioners have reported being unaware that 
CPGs exist.11 This shows that merely disseminating CPGs will not 
result in optimal uptake. Other factors reported to impact on guideline 
uptake include: lack of time to read the guidelines; complex patient 
presentation including co-morbidities; not being supported by peers 
or colleagues; lack of focus on multi-disciplinary interventions; and 
preference for using personal clinical experience.8,12

The publication and implementation of CPGs does not always 
guarantee good-quality guidelines. Therapists who perceive clinical 
guidelines as being of poor quality will have negative attitudes about 
them, which results in the guidelines not being used.13,14 Rating the 
quality of a clinical guideline helps to identify gaps that need to be 
filled before a guideline can be accepted for use.15 

This chapter reports on a study conducted to ascertain the 
knowledge, attitudes and practices towards CPGs in the treatment of 

stroke and possible strategies to improve guideline implementation 
and uptake. It also reports on the results of an assessment of the 
quality of existing stroke CPGs using the international Centre for 
Allied Health Evidence (iCAHE) guideline assessment tool. 

Therapist perceptions of CPGs in stroke 
management 

Sixteen rehabilitation therapists (seven physiotherapists, five 
occupational therapists, and four speech therapists and audiologists) 
employed in three district hospitals in rural Mpumalanga were 
interviewed. The therapists were selected based on their involvement 
in stroke rehabilitation.

Knowledge of stroke CPGs

Twelve of the 16 participants had never been exposed to the CPGs. 
The remaining four participants had either been exposed to the 
guidelines at university, through their supervisor, or at provincial level, 
e.g. through the provincial physiotherapy forum. Some therapists 
reported being aware of the existence of the guidelines but never 
having actually perused them, as evidenced in the following quotes.

I haven’t really gone through them [the guidelines]…. I heard 
about them…. I think it’s that thing that they are here and if 
you need to look at them then you are more than welcome 
to. [Participant 4]

Is it not like a procedure on what to do? For example, this 
disorder – what are the procedures, the assessment tools, the 
instruments and stuff? [Participant 16]

I think they [the guidelines] are somewhere in the file but I 
have never seen them. [Participant 14]

Attitudes towards stroke CPGs

The results indicate that the therapists had a positive attitude towards 
the CPGs. Participants suggested that the guidelines could improve the 
rehabilitation process, assist in comprehensive patient management, 
and provide increased learning and updated information. This is 
reflected in their comments on the value of guidelines. 

I think guidelines do give kind of a goal in a way, so I think 
treatment of the patients will be more focused. [Participant 9]

If there’s a clinical guideline for stroke that says ‘do this and 
this, and first try this’, at least you know that when you are 
running out of ideas you have clinical guidelines to refer to. 
[Participant 15]

Obviously the guidelines would change the way I do patient 
care because I can at least have a reference point where I 
can always go back and check. [Participant 8]

Although most of the therapists had not been exposed to stroke CPGs, 
they had an understanding that having access to the guidelines and 
utilising them would improve their patient care.

I would love to have these guidelines. I cannot say I am 
confident with stroke patients but if there is a guideline that 
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is going to help me then I’m sure I can develop more, and 
one of these days I can be confident enough. [Participant 15]

Practices related to stroke CPGs 

Two main themes emerged: in terms of patient care, therapists 
stressed the importance of educating families to conduct home-care 
programmes, and in terms of barriers to the utilisation of guidelines, 
they stressed the importance of taking a holistic approach to patients. 

We don’t have as many resources as we would like, and 
keeping family members heavily involved I think is very 
important. [Participant 9]

The patient might be presenting with maybe RVD [retroviral 
disease], or other conditions that might affect the patient’s 
function, so they didn’t add those kind of things. With them a 
stroke patient is still presenting with hemiplegia and it’s just a 
straightforward thing, but there are some other clinical things 
they haven’t added. [Participant 11]

Newly qualified therapists (community service therapists) had very 
little experience in managing stroke patients; their reliance was 
mainly on undergraduate university training. 

Yeah, I think it’s the combination of my clinical background, 
the information from my colleagues, as well as the person 
who is accompanying the patient. [Participant 7]

They reported that having access to a CPG would improve their 
rehabilitation process with stroke patients. This highlights an unmet 
need to provide training in public health facilities where community 
service therapists are employed as they felt that using a stroke CPG 
would make them feel more confident in managing stroke patients. 

A review by Spiers and Harris came to similar conclusions, namely 
that more support should be provided to allied health professionals 
working in rural and remote communities in order to improve the 
health outcomes of rural patients.16

Compared with other studies which found that physiotherapists 
regard guideline utilisation as time consuming, therapists in this 
study reported that using a CPG would save them time during 
patient rehabilitation.10 This difference in opinion could be because 
many therapists in this study had not utilised guidelines before and 
therefore did not have a sense of the time required to read and 
implement them. 

The barriers experienced by the therapists in implementing stroke 
CPGs are given in Figure 1. 

Strategies to improve the implementation of stroke CPGs 

Therapists suggested various strategies to improve the dissemination 
and implementation of stroke CPGs. These suggestions included staff 
training, and changing the design and content of the current clinical 
guidelines disseminated in rural district hospitals. According to the 
therapists, these initiatives are currently not in place and would play 
a major role in improving the implementation of CPGs in their local 
context. This is consistent with reports from other studies, which state 
that the mode of clinical guideline dissemination ultimately affects 
guideline utilisation.9,10

Therapists reported that they preferred electronic communication, 
especially email, as a way to receive information on clinical 
guidelines, despite reported problems with internet connectivity in 
rural areas. This preference highlights the need to strengthen internet 
connectivity in public health facilities to make service delivery more 
efficient.

Figure 1:  Barriers affecting utilisation of stroke CPGs, Bushbuckridge, Mpumalanga, 2018
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Maybe if they [the guidelines] had some sort of app because 
everyone is forever on their phone, so like have a small app 
or what-not so you can quickly go through for reference, it 
would work wonders. [Participant 14]

Currently there is neither training nor an implementation strategy 
on how best to use clinical guidelines. The therapists in this study 
suggested that training should measure effectiveness of the strategy 
and assess practitioner knowledge and understanding. This is in 
keeping with recommendations from authors who proposed an 
active strategy for guideline implementation that included interactive 
education and discussion sessions, feedback, and reminders 
to physiotherapists.10 Research findings have reported on a 
correlation between workplace-based initiatives and corresponding 
improvement in the uptake of CPGs. 

Maybe they can in-service us on these guidelines, then we are 
aware of these guidelines that are developed. [Participant 5]

The therapists suggested that stroke CPGs should be designed 
differently to make them more user-friendly. Recommendations 
included improving the design and layout; developing shorter, 
more succinct guidelines; the addition of graphics; and giving the 
guideline development date. 

Assessing the quality of stroke CPGs

All 16 therapists were asked to rate the quality of the stroke guidelines 
available at their hospitals using the iCAHE tool developed by 
Grimmer-Somers et al.,15 which consists of 14 yes/no questions. The 
total score was the sum of ‘yes’ responses. Therapists who had never 
seen the guidelines were given time to peruse them before rating. 

Percentage scores were calculated using the iCAHE quality ratings 
obtained from each therapist, per profession. The percentages were 
categorised as follows: 0–24% (poor quality); 25–49% (fair quality); 
50–74% (good quality); and 75–100% (excellent quality).13

Speech therapists and audiologists (STAs) scored their stroke 
guideline at 35.7%, physiotherapists (PTs) scored their guideline at 
20.4%, and occupational therapists (OTs) gave their guideline a 
rating of 18.6%. 

Overall, the scoring was low for each professional stroke guideline 
used in Bushbuckridge local municipality. All three categories of 
allied rehabilitation practitioners submitted an iCAHE score below 
50%, representing poor to fair quality. The stroke CPG provided 
to physiotherapists and occupational therapists scored poor quality, 
while the guidelines for speech therapists and audiologists was 
scored as fair quality. The low scoring by all therapists could be 
related to the low uptake of these stroke guidelines. Even though 
speech therapists and audiologists scored their guidelines slightly 
higher than the physiotherapists and occupational therapists, their 
overall uptake was still very low due to the negative perception of 
the CPGs. It is possible that this perception may also have been 
influenced by their rural context. The differences in stroke CPG 
quality scoring among the three professions could be an indication 
of lack of collaboration among the developers of the guidelines. 
As stroke is a condition requiring a multidisciplinary approach,4 

CPGs intended for stroke management should be developed as a 
multidisciplinary initiative with input from all the stakeholders. 

Conclusion and recommendations 

The results suggest that therapists in rural Mpumalanga have 
limited knowledge and awareness of stroke CPGs. Rating of these 
guidelines by the therapists also provides insight into why therapists 
who have been exposed to the guidelines do not use them. 

Two further findings from this study are the need to develop 
multidisciplinary stroke CPGs, and the importance of considering 
the context (in this case rural) when designing and implementing 
clinical guidelines. 

The following recommendations are pertinent for stroke CPG 
developers.

 ➢ Review and revise the clinical practice stroke guidelines 
provided to rural therapists, taking into account the human 
and material resources in rural areas. These guidelines should 
then be scored using the iCAHE quality checklist, and piloted 
before dissemination and implementation. 

 ➢ Develop a clear strategy and plan of action to disseminate 
and promote implementation of the guidelines which 
includes running workshops with the intended users.  
Make guidelines easily accessible to therapists living in rural 
areas. The use of mobile technology should be incorporated 
into the guideline dissemination plan. 

 ➢ Guideline developers must also consider developing guidelines 
that are not too long to read as this discourages therapists from 
reading them.

The heads of therapy departments and rehabilitation directors 
should create the space and time for therapists to read and engage 
with the CPGs on a regular basis. Audits of CPGs should take place 
quarterly or bi-annually. Heads of department should discuss CPGs 
during national rehabilitation forums so that they can share ideas 
with other provincial therapy departments.
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