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TITLE: Evidence-based stroke rehabilitation: Do priorities for practice change and 1 

feasibility of implementation vary across High income, Upper and Lower-Middle 2 

income countries?  3 

 4 

RUNNING HEAD: Feasibility of evidence-based practice post-stroke 5 

 6 

ARTICLE CATEGORY: Research paper 7 

 8 

ABSTRACT  9 

Purpose:  10 

The context of implementation plays an important role in the delivery of optimal treatments 11 

in stroke recovery and rehabilitation. Considering that stroke systems of care vary widely 12 

across the globe, the goal of the present paper is to compare healthcare providers’ priority of 13 

key areas in translating stroke research to clinical practice among High Income Countries, 14 

Upper Middle- and Lower Middle- Income Countries (HICs, UMICs, LMICs). We also 15 

aimed to compare perceptions regarding the key areas’ feasibility of implementation, and 16 

formulate recommendations specific to each socioeconomic region. 17 

 18 

Methods:  19 

Data related to recommendations for knowledge translation in stroke, from a primary survey 20 

from the second Stroke Recovery and Rehabilitation Roundtable were segregated based on 21 

socioeconomic region. Frequency distribution was used to compare the key areas for practice 22 

change and examine the perceived feasibility of implementation of the same across HIC, 23 

UMIC and LMICs. 24 

 25 
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Results:  26 

A total of 632 responses from healthcare providers across 28 countries were received. 27 

Interdisciplinary care and access to services were high priorities across the three groups. 28 

Transitions in Care and Intensity of Practice were high priority areas in HICs, whereas 29 

Clinical Practice Guidelines were a high priority in LMICs.   30 

Interventions specific to clinical discipline, screening and assessment were among the most 31 

feasible areas in HICs, whereas Intensity of practice and Clinical Practice Guidelines were 32 

perceived as most feasible to implement in LMICs.  33 

 34 

Conclusion: 35 

We have identified healthcare providers’ priorities for addressing international practice 36 

change across socioeconomic regions. By focusing on the most feasible key areas, we can aid 37 

the channeling of appropriate resources to bridge the disparities in stroke outcomes across 38 

HICs, UMICs and LMICs.  39 

 40 

Keywords:  41 

High-Income Countries, Upper-Middle Income Countries, Lower-Middle Income countries, 42 

Knowledge Translation, Implementation, Rehabilitation, Stroke 43 
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Introduction 51 

 52 

The substantial gap between stroke rehabilitation practice and the current evidence-base has 53 

gained unprecedented recognition in recent years [1]. Although multiple paradigms have 54 

been used to bridge this gap, knowledge translation (KT) has emerged as an ideal tool to 55 

promote greater utilization of the existing research base. KT dynamically combines 56 

knowledge synthesis, dissemination and application to improve behaviors, practices and 57 

policies [2] which can ultimately improve outcomes after stroke. One challenge in 58 

implementing evidence-based practice in stroke rehabilitation is the large volume of research 59 

being undertaken in this area, with over 2000 Randomized Controlled Trials (RCTs) 60 

published to support clinical practice [3]. 61 

 62 

Whilst there may still be a lack of treatments that markedly promote recovery after stroke[4], 63 

recent RCTs have yielded a number of beneficial interventions. This raises important 64 

questions: how do clinicians choose which intervention to implement? Does the feasibility of 65 

the intervention in their local setting contribute to this choice?  The local context in which the 66 

intervention is implemented plays an important role in this decision-making process [5]. 67 

Context refers to several factors that affect the implementation and sustainability of an 68 

intervention in a real-world setting, including the individual patient, the health professionals 69 

and the healthcare system [6]. Considering the dynamic nature of the relationship between 70 

the intervention and these factors, it is unsurprising that the local setting would influence 71 

what clinicians prioritize as important to implement [5]. 72 

 73 

One important context for consideration is socioeconomic status of a country. A growing 74 

body of literature suggests that countries of higher socioeconomic status have a lower stroke 75 
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incidence, less stroke severity and better outcomes [7].  Low and Middle-Income countries 76 

account for approximately 78% of the global Disability Adjusted Life Years (DALY’s) lost 77 

due to stroke [8]. Remote locations, poor infrastructure, higher rates of poverty and poor 78 

health insurance coverage often add to the burden on healthcare systems in low-resource 79 

settings [9]. The challenges in delivering quality stroke rehabilitation, particularly in low- and 80 

middle-income countries include lacking rehabilitation services, poor internet access and 81 

inadequate education programs [10]. In this scenario, it is essential to identify what evidence-82 

based interventions can be translated to practice in low resource settings to improve stroke 83 

rehabilitation services.  84 

 85 

The second Stroke Rehabilitation and Recovery is an international collaborative effort to 86 

accelerate the development of effective treatments and to encourage the uptake of the best 87 

evidence in rehabilitation practice, globally [11]. A 10-member Knowledge Translation (KT) 88 

Working Group was assembled with the intention of providing an international perspective 89 

and included representatives from North America, Europe, Asia, Africa and Australia.  An 90 

online survey of international healthcare professionals (Doctors, Nurses, Physiotherapists, 91 

Occupational Therapists, Speech and Language Pathologists, Psychologists and Orthotists) 92 

involved in stroke recovery was undertaken by our KT research group to gain consensus on 93 

priorities for implementation of research evidence into stroke rehabilitation practice. Our 94 

working group elicited nine key priority areas relating to stroke service delivery, system or 95 

resources: i) interdisciplinary care, ii) screening, iii) Clinical Practice Guidelines (CPG), iv) 96 

intensity of practice, v) family support, vi) access to services, vii) transitions in care, viii) 97 

equipment and technology, and ix) staffing ratios [12]. Descriptions of these nine key priority 98 

areas can be found in Appendix 1.  99 

 100 
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Considering the variations in availability, accessibility, affordability and awareness of 101 

rehabilitation across socio-economic regions, it is unknown if the priorities of healthcare 102 

professionals across these regions differ. The goal of the present paper was to identify the 103 

survey respondents’ priority of these nine key areas on implementing research in stroke 104 

clinical practice across High, Upper-Middle and Lower-Middle Income Countries (HICs, 105 

UMICs, LMICs). We also aimed to compare respondents’ perceptions of the feasibility of 106 

implementing these key areas across socioeconomic regions. We then provide suggestions 107 

intended to augment global stroke advocacy efforts to optimize stroke rehabilitation 108 

outcomes.  109 

 110 

Methods 111 

 112 

This paper presents a sub-analysis of survey data previously reported from the SRRR2 [12]. 113 

It was an open online survey, using the Qualtrics platform where responses were 114 

automatically captured. The survey questions were voluntary, and IP addresses recorded to 115 

prevent multiple entries. We included all submissions in the analysis, even when 116 

questionnaires were terminated early. The survey was developed and distributed 117 

internationally with inputs from an international advisory group and circulated to health care 118 

providers. The link to the survey was available from June to December 2018. The advisory 119 

group consisted of 20 representatives from 13 countries (Australia, Brazil, Canada, China, 120 

India, Kyrgyzstan, Malaysia, New Zealand, Nigeria, Pakistan, Philippines, Singapore and the 121 

UK) and belonged to eight professions (Neurology, rehabilitation medicine, psychology, 122 

Occupational Therapy, Physiotherapy, Speech and Language Pathology, dentistry and 123 

nursing). Members of the Working Group and the advisory committee then circulated the 124 



 6 

survey using the snowball sampling method via their individual stroke networks and 125 

professional associations.  126 

Respondents to the survey were asked to state three practice change topics that they 127 

perceived would make the largest impact on stroke recovery and rehabilitation in their local 128 

region. They then rated how feasible each of the items would be to implement in their local 129 

region (very, moderately or not very feasible). The core questions of the primary survey have 130 

been recorded in Appendix 2. Topics were then distilled by our research team into the nine 131 

key priority areas outlined above.  132 

 133 

In this sub-study, the key areas and feasibility responses are considered based on 134 

socioeconomic status of the country of the respondent. Socioeconomic status of countries was 135 

coded according to the World Bank classification by income, based on the Gross National 136 

Income (GNI) per capita of each respondent country.  HICs are defined as those with a GNI 137 

per capita of $12,376 or more, UMICs between $3,996 and $12,375 and LMICs between 138 

$1,026 and $3,995 [13]. 139 

 140 

One member of our working group (MLB), worked on the larger data set so as to segregate 141 

responses from HICs, UMICs and LMICs. Two members of our working group (SG and JM) 142 

then individually re-coded the survey responses, identifying similar responses and extracting 143 

them into the nine key priority areas as previously described [12]. Cross verification was 144 

carried out to ensure consistency and any uncertainties during this process were clarified 145 

through discussion with authors of the primary survey. The present paper extends the work of 146 

the primary survey as recruitment for the survey was continued for a period of three months 147 

after the initial analysis. To accommodate for the new responses, an additional key area 148 
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“discipline-specific interventions” was added for this sub analysis. Following this, percentage 149 

comparisons were carried out to compare the ten priorities among HICs, UMICs and LMICs.  150 

 151 

Further stratification of each of the key priority areas was carried out into very feasible, 152 

moderately feasible and not very feasible categories, as reported by the survey respondents. 153 

Frequency distributions were then used to calculate the percentage of respondents to the three 154 

feasibility categories, within each key priority area. For example, if ‘x’ number of 155 

respondents listed ‘interdisciplinary care’ as a priority out of a total of ‘N’ respondents, 156 

percentage values were analyzed for ‘x’ to calculate the perceived feasibility. The ‘x’ 157 

responses were segregated into very feasible, moderately feasible and not very feasible 158 

responses and were represented as percentages to compare the feasibility of ‘interdisciplinary 159 

care’ across the socioeconomic regions.  160 

 161 

Results 162 

 163 

A total of 632 responses from healthcare providers across 28 countries were obtained with 164 

1343 examples listed as priorities which could facilitate recovery after stroke. Of these, 350 165 

(55%) respondents belonged to High Income Countries, 238 (38%) to Upper Middle-Income 166 

countries and 44 (7%) to Lower Middle-Income countries. Figure 1 represents the 167 

respondents’ countries from each socioeconomic region. 168 

 169 

[Figure 1 near here] 170 

 171 

Demographic characteristics of respondents 172 

 173 
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The demographic characteristics of the healthcare providers across the socioeconomic 174 

regions are listed in Table. 2.  175 

There was a wide variation in the professional backgrounds of the survey respondents among 176 

HICs, UMICs and LMICs. The majority of respondents were physiotherapists, comprising 177 

36% (126/350) of responses from HICs and 75% (33/44) from LMICs. Although responses 178 

were received from many healthcare professions in HICs, this was not the case with UMICs 179 

and LMICs. As represented in table 1, the majority of the respondents across all the three 180 

groups were clinicians and working in inpatient/outpatient facilities.  181 

 182 

[Table 2 near here] 183 

  184 

Priorities for KT implementation  185 

 186 

Interdisciplinary care was found to be the highest priority for healthcare providers across the 187 

socioeconomic regions. Similarly, access to services was also highlighted as a high priority 188 

across the three types of resource settings. Clinical Practice Guidelines was considered to be 189 

a high priority by a greater proportion of respondents in LMICs (15%; 17/114) as compared 190 

to HIC (7%; 61/928) or UMIC (3%; 10/301). Intensity of practice was prioritized by 191 

healthcare providers in HICs (12%; 110/928) much more than practitioners in UMICs (3%; 192 

10/301) and LMICs (8%; 9/114). Transitions in care showed a similar trend with greater 193 

proportion of healthcare providers in HICs (15%; 141/928) considering it as a high priority, 194 

as compared to the UMIC (6%; 19/301) or LMIC (5%; 6/114). The differences across all the 195 

other topics were considered to be too small for further interpretation. The percentage 196 

comparisons of the all the key areas is represented in table 3.  197 

 198 
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[Table 3 near here] 199 

 200 

Perceived Feasibility of Implementation 201 

 202 

Most of the priorities were deemed to be “moderately feasible” by majority of the 203 

respondents. Therefore, here we compare the “very feasible” and “not very feasible” 204 

categories across the socioeconomic regions to highlight the most and least implementable 205 

areas for KT in stroke care. In tables 3, 4 and 5 as well, we present the data from these two 206 

categories to provide clarity about which priorities were perceived as feasible or not very 207 

feasible.   208 

 209 

In HICs, screening and assessment (n= 31; 48%) and interventions specific to each discipline 210 

(for example, Constraint Induced Movement Therapy for occupational therapy or Functional 211 

Electrical Stimulation for physical therapy) (n=18; 43%) were considered most feasible to 212 

implement, whereas changing staffing ratios, was considered not very feasible. 213 

 214 

[Table 4 near here] 215 

 216 

In UMICs, family support was considered to be the most feasible to implement (n=6; 55%). 217 

Similar to HICs, screening and assessment (n=17; 49%) and discipline-specific interventions 218 

(n=8; 47%) were also perceived as very feasible to implement. Transitions in care was also 219 

among the most feasible categories in UMIC (n=8; 42%).  220 

 221 

[Table 5 near here] 222 

 223 
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In LMICs, the most feasible priorities were intensity of practice (n=6; 66%), interventions 224 

specific to discipline and (n=3; 43%) and Clinical Practice Guidelines (n=7; 41%). Equal 225 

numbers of survey respondents in LMIC perceived interdisciplinary care to be feasible as 226 

well as not very feasible to implement. All the other priorities were considered as moderately 227 

feasible by most respondents and the differences under the “very feasible” or “not very 228 

feasible” categories were considered too small for further interpretation.  229 

 230 

[Table 6 near here] 231 

 232 

Discussion 233 

 234 

Despite being a global public health problem, the burden of stroke is disproportionately borne 235 

by lower-resource countries [14]. Healthcare providers are key stakeholders across the 236 

continuum of care post-stroke and their perceptions are valuable in understanding the 237 

discrepancies in global stroke care delivery. The current study identifies differences in 238 

priorities in KT among healthcare providers and academics across the socioeconomic regions 239 

and provides insights into their perceived feasibility of implementation.  240 

 241 

Interdisciplinary care and access to services were areas of high priority across the three 242 

groups. There is robust evidence that organized, interdisciplinary stroke care reduces length 243 

of institutional care and long-term disability while also enhancing recovery and independence 244 

[15]. Advantages gained are applicable regardless of level or type of stroke and across the 245 

stroke care pathway [16]. Although dedicated interdisciplinary stroke rehabilitation units 246 

have long been considered as the “gold standard” of care, access to these units remains 247 

limited not only in LMICs but HICs as well. [17]. Going forward, concentrating resources 248 
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towards improving the functioning and accessibility of such units may be powerful ways to 249 

catalyze change across the globe.  250 

 251 

Intensity of practice was an area of high priority in HICs which can be attributed to the 252 

awareness created among practitioners in these regions. Contemporary literature as well as 253 

best-practice recommendations from HICs countries emphasize the importance of high 254 

intensity practice in promoting functional recovery after stroke [18]. Transitions in care was 255 

also listed as a high priority only in HICs. The healthcare systems in HICs have provision for 256 

the delivery of medical and rehabilitation treatments across the stroke continuum of care, 257 

which extends into the community. In contrast, existing healthcare systems in the UMICs and 258 

LMICs are largely focused on saving lives and therefore, are acute care oriented [19]. In 259 

UMICs, screening and assessment for cognition, depression and aphasia was a high priority. 260 

This may indicate that healthcare providers in UMICs believe that screening and assessment 261 

has potential to complement existing services or that a shift in focus from delivery of 262 

interventions might improve stroke outcomes. This is in part supported by research 263 

highlighting that early screening and assessment not only prevents adverse health 264 

consequences, but also predicts long-term functional outcomes [20]. In LMICs, Clinical 265 

Practice Guidelines was listed as an area of high priority. The lack of best practice 266 

recommendations from LMICs [21] combined with the lack of awareness [22] about existing 267 

guidelines may be contributing reasons for the same. 268 

 269 

We believe that identifying the most feasible KT priorities will aid in directing funding and 270 

resources toward the most achievable goals, ultimately improving patient outcomes in each 271 

socioeconomic region. An overall trend of higher perceived feasibility across all the topics 272 
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was observed in LMICs. This might point toward a seeming flexibility in the LMIC 273 

healthcare systems, as opposed to those of HICs which are perceived to be fairly rigid.   274 

 275 

Screening and assessment of aphasia, cognition and depression were considered a feasible 276 

change to implement in HICs. Tools for screening and assessment of cognition, dysphagia 277 

and depression are easily available and most do not require advanced training for their use. In 278 

UMICs, family support was perceived to be feasible to implement. Due to the core values of 279 

collectivism, family interests are given higher importance than individual interests in eastern 280 

countries and often results in positive attitudes toward care-giving after stroke [23]. 281 

Transitions in care was also deemed as feasible and the introduction of home-care models 282 

after stroke [24] may benefit this process. One surprising finding was the perception that 283 

increased intensity of practice was feasible to undertake in LMICs.  High Intensity practice 284 

has typically not been delivered in LMICs and even providing basic rehabilitation services 285 

has been particularly challenging. It may also be worth considering that the increasing burden 286 

of stroke in LMICs hinders the availability of high intensity practice. However, lower labor 287 

costs and the perception that staffing ratios are highly feasible to change may explain this 288 

finding and warrants further investigation. Despite the lack of Clinical Practice Guidelines 289 

developed in LMICs, the apparent feasibility of this topic might point towards general 290 

receptivity of the healthcare providers towards evidence-based practice.  291 

 292 

Areas where an overlap of priority and feasibility were noted may be particularly important 293 

to highlight. Although intensity of practice was a high priority in HICs, appropriate staffing 294 

ratios was perceived as not very feasible to implement. In other words, HICs may be facing 295 

an inconsistency between the recommended high intensity practice and the workforce 296 

required to achieve large amounts of therapy time with individual patients. On the other hand, 297 
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Clinical Practice Guidelines was a high priority and perceived as very feasible to implement 298 

in LMICs. This gives us direction to commence targetted work in this area at the earliest 299 

opportunity.  300 

 301 

Future scope and Recommendations 302 

 303 

This study lays out a framework for future research and stroke care policies, to address areas 304 

in each socioeconomic region that necessitate urgent solutions.  305 

 306 

LMICs 307 

• As a future implication for KT research, there is a pressing need for the development 308 

of Clinical Practice Guidelines specific to lower-resource settings. Taking into 309 

consideration the cultural, geographical and economic constraints of these 310 

communities may also be vital. 311 

• The development of guidelines is a resource-exhaustive process and may be difficult 312 

to implement in some countries. If the development of local guidelines is not possible, 313 

a framework for contextualization of the existing guidelines by national stroke care 314 

committees may help other countries in adhering to best practice recommendations.  315 

• Rehabilitation across the stroke continuum of care from acute settings to the 316 

community may need to ensure easy access to existing best practice recommendations 317 

in order to promote awareness among healthcare providers. 318 

• Along the lines of the recommendations above, Bernhardt et al., highlight the urgent 319 

need for adapting and contextualizing existing guidelines for low resource settings 320 

and implementation of interventions adapted to local needs [10]. 321 

 322 
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UMICs 323 

• The lack of significant results from the recent RECOVER trial [25] in China and the 324 

ATTEND trial [26] in India dictate some precautions in the area of family support. 325 

However, tele-rehabilitation may prove to be a promising tool to enhance both 326 

transitions in care and family support.  327 

• The World Stroke Organization (WSO) provides Stroke Support Organization (SSO) 328 

toolkits to aid not only healthcare professionals but also stroke survivors and their 329 

caregivers [27]. Translations of these toolkits to multiple languages are also available 330 

and encouraging their utilization may be beneficial.   331 

• Although many tools are available for screening and assessment of aphasia, cognition, 332 

and depression and most are easily accessible, we believe that translation to more 333 

local languages may aid in the widespread use of screening and assessment as an 334 

approach to enhance quality of life after stroke.  335 

 336 

HICs 337 

• Novel solutions to increase the intensity of practice may prove to be beneficial. 338 

Recent literature suggests some pragmatic ways of increasing intensity of practice. 339 

Group training programs, circuit- training as well as environmental enrichment 340 

techniques have showed promising results in data from HICs. [28,29,30]. Policy 341 

driven changes to direct the appropriate resources and promote use of such techniques 342 

in more real-world settings may be required. Further, exploration of technological 343 

solutions may also aid in high intensity practice, particularly to support staffing ratios 344 

[31]. 345 

• Resources for the development of patient and caregiver toolkits at discharge and tele-346 

rehabilitation services may aid in the betterment of transitions in care. Unprecedented 347 
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circumstances due to the COVID-19 pandemic has driven this agenda further. Tele 348 

rehabilitation resources have been consolidated [32] and implemented quickly to cater 349 

to the needs of stroke survivors.  350 

 351 

The “Rehabilitation 2030- Call for Action” by WHO recognizes the ever increasing and 352 

substantial need for rehabilitation across the globe [33]. Considering the current barriers such 353 

as absence of rehabilitation policies, under-prioritization by governments, insufficient 354 

funding and rehabilitation professionals, and lack of integration into health systems, they 355 

state there is an urgent need for channeling investments into the rehabilitation workforce and 356 

infrastructure. They also emphasize the need to improve leadership and governance in these 357 

areas, signaling concentrated and coordinated efforts by stakeholders across the globe. 358 

Finally, the efforts of global stroke organizations such as the “Global Stroke services 359 

Guidelines and Action Plan” by the WSO provide reason to look forward to positive changes 360 

in stroke recovery and rehabilitation in HICs as well as LMICs [34]. 361 

 362 

The present study is a sub-study of a large multidisciplinary survey aimed at understanding 363 

healthcare providers’ perspectives about various aspects of evidence-based practice. None of 364 

the questions in the survey were mandated and this resulted in gaps in the demographic data. 365 

Future studies may benefit from exploring the effects of setting of practice, training and 366 

experience of healthcare professionals in translating research to practice. The snowball 367 

sampling strategy led to the source sample being unavailable and hence, a response rate to the 368 

survey could not be calculated.  Sub-analysis of the survey dataset into responses from HICs, 369 

UMICs and LMICs revealed a lower proportion of respondents from LMICs and hence, we 370 

encourage interpretation of data from LMICs with caution. The recruitment strategy utilized 371 

may have inadvertently generated more barriers for potential participants in LMICs. These 372 
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include comparatively lesser representation from LMICs in our international advisory 373 

committee, lack of professional regulatory bodies and limited internet access in several parts 374 

of these countries. While our sample included lower-middle income countries such as 375 

Nigeria, India and Kenya, we did not have any responses from low income countries due to 376 

difficulties accessing this group.  However, middle income countries make up three-quarters 377 

of the world population and 62% of the world’s poor while low-income countries have 378 

declined in half over the last 20 years to approximately 10% of the world population 379 

representing 30 countries [35]. Based on our observations, we recommend more widespread 380 

studies in Low and Lower-Middle Income Countries in the future, employing more robust 381 

recruitment strategies.  382 

 383 

Conclusion 384 

Priorities for practice change in stroke rehabilitation vary across socioeconomic regions. 385 

Similarly, the feasibility of practice change is also variable. Improving interdisciplinary care 386 

and access to health services globally are important ways in which we can change stroke-care 387 

practice. Development of Clinical Practice Guidelines relevant to low-resource settings is 388 

urgently needed.  389 

 390 
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*PT- Physical Therapy; OT- Occupational Therapy; SLP- Speech Language Pathology 496 

Table 1: Demographic characteristics of the survey respondents  

 

HIC (N=350) UMIC (N=238) LMIC (N=44) 

 

n % n % n % 

Profession 

Doctor 27 7.7% 46 19.3% 4 9.1% 

PT* 126 36.0% 21 8.8% 33 75% 

OT* 58 16.6% 4 1.7% 2 4.5% 

Nurse 30 8.6% 8 2.3% 1 2.3% 

SLP* 60 17.1% 3 1.3% 1 2.3% 

Psychologist 9 2.6% 0 0.0% 0 0.0% 

Other  

(Orthotics, dieticians, 

respiratory therapists, 

radiographers, social workers, 

paramedics, and managers)  18 5.1% 4 1.7% 1 2.3% 

No response 22 6.3% 152 63.8% 2 5% 

Setting 

Healthcare Facility 290 82.8% 116 48.7% 40 90.9% 

Community 33 9.4% 3 1.3% 3 6.8% 

Academic 14 4.0% 2 0.8% 0 0 

No response 13 3.7% 117 49.1% 1 2.3% 

Role 

 
Clinician 231 66.0% 87 36.6% 27 61.4% 

Academic  63 18.0% 15 26.4% 5 11.4% 

Both 2 0.6% 0 0.0% 0 0.0% 

No response 54 15.4% 136 57.1% 12 27.2% 
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 Table 2: The number of respondents reporting each key area as a priority for KT in their local 

 health service 

KEY AREAS HIC(N=928) UMIC(N=301) LMIC (N=114) 

 
n % n % n % 

Service Delivery 

Interdisciplinary care  157 16.9% 101 33.6% 27 23.7% 

Screening and 

assessment 64 6.9% 35 11.6% 3 3.0% 

Clinical Practice 

Guidelines 61 6.6% 10 3.3% 17 14.9% 

Intensity 110 11.9% 10 3.3% 9 7.9% 

Family support 40 4.3% 11 3.7% 9 7.9% 

System 

Access to services  129 13.9% 55 18.3% 15 13.2% 

Transitions in Care 141 15.2% 19 6.3% 6 5.3% 

Resources 

Equipment and 

technology 74 8.0% 10 3.3% 10 8.8% 

Staffing(numbers/ratios) 70 7.5% 7 2.3% 2 2.0% 

Others 

Discipline-specific 

Interventions* 42 4.5% 17 5.6% 7 6.1% 

Miscellaneous** 40 4.3% 26 8.6% 9 8.0% 

N= total number of respondents who listed priorities for KT from each socioeconomic region 

* Interventions specific to discipline included individual treatment approaches such as mirror therapy, Motor 

Imagery, Constraint Induced Movement Therapy, Functional Electrical Stimulation, Acceptance and Commitment 

therapy for treatment of depression, treatment of dysphagia, positioning to prevent shoulder subluxation etc.  

** Miscellaneous included topics that did not fit into the description of the other categories such as political 

support from the government, annual reviews, understanding of neuroplasticity vs maladaptive plasticity, 

conducting large scale RCTs, encouraging more professionals into PhDs etc.  
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Table 3: Perceived feasibility of implementation of the key priority areas in HICs 

  
Very feasible Not Very Feasible 

 
N n % n % 

Interdisciplinary Care 157 47 29.9% 19 12.1% 

Screening and assessment 64 31 48.4% 2 3.1% 

Access to services 129 26 20.1% 30 23.2% 

Intensity 110 25 22.7% 24 21.8% 

Transitions in care 141 23 16.3% 30 21.2% 

Clinical Practice Guidelines 61 19 31.1% 10 16.3% 

Specific interventions 42 18 42.8% 8 19.0% 

Equipment and technology 74 14 18.9% 19 25.6% 

Family support 40 12 30.0% 8 20.0% 

Miscellaneous 40 12 30.0% 8 20.0% 

Staffing ratios 70 10 14.2% 29 41.4% 

N= Total number of respondents who prioritised a key area; n= number who responded for each level of 497 

feasibility 498 

 499 

 500 

 501 

 502 

 503 

 504 

 505 

 506 
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Table 4: Perceived feasibility of implementation of the key priority areas in UMICs 

  
Very feasible Not very feasible 

 
N n % n % 

Interdisciplinary Care 101 37 36.6% 8 7.9% 

Screening and 

assessment 

35 17 48.5% 2 5.7% 

Access to services 55 14 25.5% 10 18.0% 

Transitions in care 19 8 42.1% 2 10.5% 

Specific interventions 17 8 47.0% 2 11.8% 

Miscellaneous 26 8 30.7% 5 19.2% 

Family support 11 6 54.5% 0 0% 

Clinical Practice 

Guidelines 

10 3 30.0% 2 20.0% 

Equipment and 

technology 

10 3 30.0% 3 30.0% 

Intensity 10 2 20.0% 2 20.0% 

Staffing ratios 7 2 28.5% 1 14.2% 

N= Total number of respondents who prioritised a key area; n= number who responded for each level of 

feasibility 
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Table 5: Perceived feasibility of implementation of the key priority areas in LMICs 

  
Very feasible Not very feasible 

 
N n % n % 

Clinical Practice 

Guidelines 

17 7 41.2% 5 29.4% 

Intensity 9 6 66.6% 1 11.1% 

Interdisciplinary Care 27 4 14.8% 4 14.8% 

Access to services 15 4 26.7% 1 6.7% 

Equipment and 

technology 

10 3 30.0% 1 10.0% 

Specific interventions 7 3 42.8% 1 14.2% 

Miscellaneous 9 3 33.3% 2 22.2% 

Screening and 

assessment 

3 1 33.3% 0 0.0% 

Family support 9 1 11.1% 1 11.1% 

Transitions in care 6 1 16.6% 1 16.6% 

Staffing ratios 2 1 50.0% 0 0.00% 

    N= Total number of respondents who prioritised a key area; n= number who responded for each level of         513 

feasibility 514 

 515 

 516 

 517 

 518 

 519 

 520 
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Figure legends: 521 

 522 

Figure 1: Responses received from countries represented as follows: HICs-Blue; UMICs-   523 

Yellow; LMICs-Green 524 

 525 


