
Remedy Publications LLC.

World Journal of Physical and Rehabilitation Medicine

2022 | Volume 6 | Issue 1 | Article 10211

Implementation Costs of Evidence-Based Occupational 
Therapy in Adult Stroke Rehabilitation: A State-of-Science

OPEN ACCESS

 *Correspondence:
Edward Murrell J, Department of Health 

Services Administration, School of 
Health Professions, The University of 
Alabama at Birmingham, 1716 Ninth 

Avenue South, Birmingham, Alabama, 
USA,

E-mail: ed21@uab.edu
Received Date: 21 Jan 2022
Accepted Date: 10 Feb 2022
Published Date: 25 Feb 2022

Citation: 
Edward Murrell J. Implementation 

Costs of Evidence-Based Occupational 
Therapy in Adult Stroke Rehabilitation: 

A State-of-Science. World J Phys 
Rehabil Med. 2022; 6(1): 1021.

Copyright © 2022 Edward Murrell 
J. This is an open access article 

distributed under the Creative 
Commons Attribution License, which 
permits unrestricted use, distribution, 

and reproduction in any medium, 
provided the original work is properly 

cited. 

Commentary
Published: 25 Feb, 2022

Commentary
A stroke is one of the leading causes of long-term disability worldwide [1]. Stroke survivors 

are often admitted to inpatient rehabilitation hospitals and other post-acute care facilities for 
rehabilitation therapy services for stroke rehabilitation. In conjunction with physical therapists 
and speech-language pathologists, Occupational Therapy (OT) practitioners address decreased 
performance with self-care, mobility impairments, and cognitive deficits to restore or maximize an 
individual's independence and functional status [2]. As allied health professionals, OT practitioners 
are expected to implement patient-centered plans utilizing Evidence-Based Practices (EBP) to 
provide the highest quality of OT services to give patients the best care and support the best outcomes 
[3]. While clinical effectiveness research supports the benefits of OT in stroke rehabilitation, OT 
practitioners continually meet complex barriers when implementing EBP into clinical practice [4,5].

Implementation research has progressed in recent years; however, findings are only emerging 
regarding allied health professions [6]. Jones et al. [6] conducted a systematic review examining 
the literature on implementation strategies in the rehabilitation profession (occupational therapy, 
physical therapy, and speech-language pathology) [6]. They emphasized the need for more 
methodological rigor and research reporting and propositioned that the complex system of research 
dissemination into clinical rehabilitation practices will require implementation strategies specific 
to each rehabilitation discipline's scope of practice and values. Later, Juckett et al. [4] added to this 
knowledge by reviewing the barriers and facilitators to implementing EBP for occupational therapy 
in stroke rehabilitation [4]. These authors emphasized the need to identify effective implementation 
strategies to facilitate EBP by OT practitioners in stroke rehabilitation [4]. While there is some 
promising evidence of implementation strategies to increase the uptake of EBP, there is little 
guidance on how to operationalize them in stroke rehabilitation [6].

This research-to-practice and knowledge gap is particularly concerning given the heightened 
interest from payers in EBP, patient outcomes, and reducing healthcare costs [7]. For example, 
in the United States, since 2017, the Centers for Medicare and Medicaid Services (CMS) has been 
overhauling reimbursement for rehabilitation therapy services across the post-acute healthcare 
continuum [8]. The CMS hopes to install a payment system that focuses less on the number of patients 
treated and more on the value of services delivered. In other words, rehabilitation service providers 
are reimbursed based on the quality of services implemented (as measured by improvements in 
patient outcomes) rather than the quantity of services provided. The increased attention on patient 
outcomes from the policy level (i.e., CMS) warrants the immediate need for OT practitioners to 
implement the highest quality of interventions with patients, such as stroke survivors, to improve 
stroke survivor outcomes and ensure that rehabilitation stakeholders are adequately reimbursed [9].

Murrell et al. recently conducted a scoping review examining implementation strategies and 
outcomes and Theories, Models, and Frameworks (TMFs) used to guide the implementation 
of occupational therapy EBP in stroke rehabilitation [3]. To facilitate more unity amongst the 
interdisciplinary divide in implementation nomenclature, the authors utilized the 73-item Expert 
Recommendations for Implementing Change (ERIC) implementation strategy taxonomy and 
the Implementation Outcomes Framework (IOF) to synthesize and explain reported strategies 
[10,11], outcomes, and findings [3]. In their review, Murrell et al. [3] found that none of the studies 
evaluated the outcome implementation cost for implementing occupational therapy EBP in stroke 
rehabilitation, similar to the results of Howard-Wilsher et al. [12] systematic overview of economic 
evaluations of health-related rehabilitation [12].

Economic evaluations may be defined as comparing two or more interventions and examining 
both the costs and consequences of the intervention alternatives [13]. Economic evaluations 
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most commonly consist of Cost-Effectiveness Analysis (CEA) 
but can consist of cost-utility, cost-benefit, cost-minimization, 
or cost-identification analysis [14,15]. Consideration of resource 
allocation and costs is needed to make clinical and policy decisions 
about occupational therapy interventions [12]. Recently, Morrow 
and Simpson published an article illustrating a CEA performed 
using a hypothetical OT intervention in stroke rehabilitation [16]. 
Furthermore, they demonstrate how this tool can help decision-
makers understand the impact of implementing OT interventions 
[16].

However, Proctor et al. [11] found that cost-effectiveness 
studies commonly combine intervention costs with patient 
outcomes, excluding implementation costs or the cost impact of an 
implementation effort [11]. This approach is problematic because the 
actual cost of implementing an intervention depends on intervention 
costs, the cost of the implementation strategies used, and the service 
delivery location. The lack of evaluating implementation costs 
still exists, as indicated by Powell et al. in a recent publication of a 
healthcare research agenda [17]. One of the research priorities on the 
agenda calls for increased economic evaluations on implementation 
strategies.

Of the 64 Systematic Reviews (SRs) examined by Howard-Wilsher 
et al. [12], only seven of the SRs addressed stroke as a health condition 
and only four evaluated interventions for occupational therapy. 
Moreover, The US Veterans Health Administration (VHA)'s Quality 
Enhancement Research Initiative (QUERI) has found that there are 
few economic analyses of implementation interventions [15]. While 
the diversity in health conditions and interventions perhaps makes it 
impossible to estimate the overall cost-effectiveness and cost-benefits 
of rehabilitation services [12], there is room for improvement in 
evaluating and reporting costs regarding occupational therapy in 
adult stroke rehabilitation.

There is some debate about whether the acceptable threshold 
for cost-effectiveness ratios should be increased, but the current 
acceptable threshold is between $50,000 and $100,000 per Quality-
Adjusted Life Years (QALY) in the US [18,19]. Howard-Wilsher 
reported that several SRs stated that the estimated cost-effectiveness 
ratios for some rehabilitation interventions were within this 
acceptable range compared to conventional medical treatments [12]. 
Although the study was not specific to stroke rehabilitation, Rogers 
et al. [20] found that higher spending on occupational therapy is 
associated with lower readmission rates [20].

While some of these studies and reviews are perhaps limited in 
their generalizability, there seems to be a consensus and support 
for the need and benefits for occupational therapy researchers and 
decision-makers to utilize more economic evaluations to examine and 
understand the implementation costs associated with implementing 
occupational therapy interventions in adult stroke rehabilitation.

References
1. Virani SS, Alonso A, Benjamin EJ, Bittencourt MS, Callaway CW, Carson 

AP, et al. Heart disease and stroke statistics-2020 update: A report from the 
American heart association. Circulation. 2020;141(9):e139-596.

2. Nilsen D, Geller D. The role of occupational therapy in stroke rehabilitation 
[fact sheet]: American Occupational Therapy Association. 2015.

3. Murrell JE, Pisegna JL, Juckett LA. Implementation strategies and outcomes 
for occupational therapy in adult stroke rehabilitation: A scoping review. 
Implementation Science. 2021;16(1).

4. Juckett LA, Wengerd LR, Faieta J, Griffin CE. Evidence-based practice 
implementation in stroke rehabilitation: A scoping review of barriers and 
facilitators. Am J Occup Ther. 2020;74(1):7401205050p1-p14.

5. Samuelsson K, Wressle E. Turning evidence into practice: Barriers 
to research use among occupational therapists. Br J Occup Ther. 
2015;78(3):175-81.

6. Jones CA, Roop SC, Pohar SL, Albrecht L, Scott SD. Translating knowledge 
in rehabilitation: Systematic review. Phys Ther. 2015;95(4):663-77.

7. Chambers JD, Chenoweth M, Cangelosi MJ, Pyo J, Cohen JT, Neumann 
PJ. Medicare is scrutinizing evidence more tightly for national coverage 
determinations. Health Affairs. 2015;34(2):253-60.

8. Centers for Medicare & Medicaid Services. CMS Homepage 2020.

9. Centers of Medicare & Medicaid Services. A Medicare Learning Network 
(MLN) Event: Overview of the Patient-Driven Groupings Model (PDGM). 
February 2019.

10. Powell BJ, Waltz TJ, Chinman MJ, Damschroder LJ, Smith JL, Matthieu 
MM, et al. A refined compilation of implementation strategies: Results 
from the Expert Recommendations for Implementing Change (ERIC) 
project. Implement Sci. 2015;10(1):21.

11. Proctor E, Silmere H, Raghavan R, Hovmand P, Aarons G, Bunger A, 
et al. Outcomes for implementation research: conceptual distinctions, 
measurement challenges, and research agenda. Adm Policy Ment Health. 
2011;38(2):65-76.

12. Howard-Wilsher S, Irvine L, Fan H, Shakespeare T, Suhrcke M, Horton 
S, et al. Systematic overview of economic evaluations of health-related 
rehabilitation. Disabil Health J. 2016;9(1):11-25.

13. Drummond M. Methods for the economic evaluation of health care 
programmes. 2nd Ed. Oxford: Oxford University Press; 1997.

14. Hunink M, Glasziou P, Pliskin J, Weinstein M, Wittenberg E, Drummond 
M, et al. Decision making in health and medicine: Integrating evidence 
and values. 2nd Ed: Cambridge university press. 2014:446.

15. Quality Enhancement Research Initiative (QUERI). Health Services 
Research & Development Service QUERI Economic Analysis Guidelines. 
Internet. March 2021.

16. Morrow C, Simpson K. Measuring value: Cost-effectiveness analysis for 
occupational therapy. Am J Occup Ther. 2022;76(1):7601347010.

17. Powell BJ, Fernandez ME, Williams NJ, Aarons GA, Beidas RS, Lewis CC, 
et al. Enhancing the impact of implementation strategies in healthcare: A 
research agenda. Front Public Health. 2019;7:3.

18. Neumann PJ, Cohen JT, Weinstein MC. Updating cost-effectiveness-the 
curious resilience of the $50,000-per-qaly threshold. New Engl J Med. 
2014;371(9):796-7.

19. Simpson KN, Simpson AN, Mauldin PD, Palesch YY, Yeatts SD, 
Kleindorfer D, et al. Observed cost and variations in short term cost-
effectiveness of therapy for ischemic stroke in Interventional Management 
of Stroke (IMS) III. J Am Heart Assoc. 2017;6(5):e004513.

20. Rogers AT, Bai G, Lavin RA, Anderson GF. Higher hospital spending on 
occupational therapy is associated with lower readmission rates. Med Care 
Res Rev. 2017;74(6):668-86.

https://pubmed.ncbi.nlm.nih.gov/31992061/
https://pubmed.ncbi.nlm.nih.gov/31992061/
https://pubmed.ncbi.nlm.nih.gov/31992061/
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-021-01178-0
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-021-01178-0
https://implementationscience.biomedcentral.com/articles/10.1186/s13012-021-01178-0
https://pubmed.ncbi.nlm.nih.gov/32078516/
https://pubmed.ncbi.nlm.nih.gov/32078516/
https://pubmed.ncbi.nlm.nih.gov/32078516/
https://journals.sagepub.com/doi/abs/10.1177/0308022615569511
https://journals.sagepub.com/doi/abs/10.1177/0308022615569511
https://journals.sagepub.com/doi/abs/10.1177/0308022615569511
https://pubmed.ncbi.nlm.nih.gov/24903114/
https://pubmed.ncbi.nlm.nih.gov/24903114/
https://pubmed.ncbi.nlm.nih.gov/25646105/
https://pubmed.ncbi.nlm.nih.gov/25646105/
https://pubmed.ncbi.nlm.nih.gov/25646105/
https://www.cms.gov/
https://pubmed.ncbi.nlm.nih.gov/25889199/
https://pubmed.ncbi.nlm.nih.gov/25889199/
https://pubmed.ncbi.nlm.nih.gov/25889199/
https://pubmed.ncbi.nlm.nih.gov/25889199/
https://pubmed.ncbi.nlm.nih.gov/20957426/
https://pubmed.ncbi.nlm.nih.gov/20957426/
https://pubmed.ncbi.nlm.nih.gov/20957426/
https://pubmed.ncbi.nlm.nih.gov/20957426/
https://pubmed.ncbi.nlm.nih.gov/26440556/
https://pubmed.ncbi.nlm.nih.gov/26440556/
https://pubmed.ncbi.nlm.nih.gov/26440556/
https://pubmed.ncbi.nlm.nih.gov/35019968/
https://pubmed.ncbi.nlm.nih.gov/35019968/
https://pubmed.ncbi.nlm.nih.gov/30723713/
https://pubmed.ncbi.nlm.nih.gov/30723713/
https://pubmed.ncbi.nlm.nih.gov/30723713/
https://pubmed.ncbi.nlm.nih.gov/25162885/
https://pubmed.ncbi.nlm.nih.gov/25162885/
https://pubmed.ncbi.nlm.nih.gov/25162885/
https://pubmed.ncbi.nlm.nih.gov/28483774/
https://pubmed.ncbi.nlm.nih.gov/28483774/
https://pubmed.ncbi.nlm.nih.gov/28483774/
https://pubmed.ncbi.nlm.nih.gov/28483774/
https://pubmed.ncbi.nlm.nih.gov/27589987/
https://pubmed.ncbi.nlm.nih.gov/27589987/
https://pubmed.ncbi.nlm.nih.gov/27589987/

	Title
	Commentary
	References

