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ABSTRACT

Introduction
A significant proportion of healthcare that is deliv-
ered is wasteful, harmful and not evidence-based.
There are many wound care-related guidelines, but
their implementation in practice is variable. The So-
ciety of Tissue Viability (SoTV) published updated
seating guidelines in 2017, but there is a lack of
theoretical and conceptual clarity about how these
guidelines are being used to inform clinical practice.
Therefore, the aim of this paper is to generate a
theory that can be used to incorporate the SoTV
seating guidelines into policy and clinical practice.

Methods
We critically reflected on data from an evaluation
study using a systems thinking approach and in-
formed by implementation and safety science using
the wider literature and our expertise to generate a
guideline-implementation theory.

Discussion

Factors that facilitate or hinder the incorporation of
the SoTV guidelines into policy and practice were
characterised. We conceptualised the implemen-
tation of these guidelines into policy and practice
into a Translation or Implementation into Policy or
Practice (TIPP) theory with distinct stages, which we
called ‘liminal spaces’. Knowledge of the guidelines,
and the agency or authority to effect change, are
key factors in the translation of these guidelines into
clinical practice.

Conclusion

Our theory is that there are liminal spaces in the
implementation trajectory of these guidelines into
practice, and these have their own characteristics.
This theory provides a framework that can be used
to underpin guidelines’ strategies for embedding skin
and wound care guidelines into policy and clinical
practice to improve patient care.
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INTRODUCTION
The Society of Tissue Viability Study (SoTV), for-
merly known as the Tissue Viability Society (TVS),
published the second iteration of its seating guide-
lines in 2017 to provide advice on how best to pre-
vent pressure ulcers in people who spend a lot of
their time seated or are chair-bound (1, 2). A sub-
sequent survey evaluation (3) in 2021 reported that
the implementation of these guidelines into clinical
practice and policy was limited. Unfortunately, this
finding is consistent with wider evidence on guideline

implementation in healthcare.

More than one third of healthcare is inconsistent with
best practice guidelines and is wasteful or harmful (4,
5). Over the last two decades, there have been con-
certed and strenuous efforts to improve the quality
and safety of patient care through the publication of
a wide range of guidelines and initiatives to translate
research evidence into practice (4-6). However, the
challenges of embedding evidence into practice are
somewhat intractable, as only 60% of healthcare is
consistent with the guidelines; 10% of care is harm-
ful; and the remaining 30% of care is suboptimal,
wasteful or of limited value (4, 5). Guidelines seek
to inform key aspects of care organisation, service
delivery, policy, practice or governance to ensure
the consistent delivery of safe, high-quality, person-
centred care that attains the best possible patient

outcomes (6-8).

Interventions to maintain skin integrity and promote
wound healing are a central tenet of high-quality
healthcare that enhances patients’ safety, quality of life
and wellbeing (9-12). Consequently, there are many
national and international wound care guidelines (10,
13-16), but the translation of these guidelines into
policy and practice is variable (16-18). The variations
in the translation of healthcare-related guidelines,
such as those for wound care, have been attributed
to a variety of individual, contextual, organisational
and system-related factors (6, 16—19). Similar issues
were also reported by participants in a recent survey
evaluation (3) as impediments to the implementation

of the SoTV guidelines into clinical practice.

Healthcare is delivered in complex, rapidly evolving
systems with contingent, emergent and uncertain ele-
ments (4, 20-24) that invariably affect the translation
of guidelines into practice. Differences in the use
of guidelines in clinical practice may be due to the

complex systems in which healthcare is delivered (4,

20,21, 23, 24). These differences may reflect prudent
adaprtations to meet the needs of a specific patient or
client group (6), but they may also be a harbinger for
unwarranted variations in the quality of patient care.
The SoTV survey evaluation (3) had 39 participants,
which limits the extent to which its findings can be
applied more widely, but it highlighted some facili-
tators and barriers to the implementation of these

seating guidelines into practice.

The main recommendations from this study were
that future SoTV guidelines should incorporate strat-
egies and interventions with clear objectives that can
be used to facilitate translation and implementation
into practice. The SoTV seating guidelines have been
downloaded more than 6,000 times, as of this writ-
ing, so there is an urgent need for conceptual clarity
about how they can be used effectively to under-
pin safe, high-quality skin care for patients through
policy and clinical practice. In this paper, we critically
reflect on the data from this survey using the wider
literature to generate a theory that can be used to
integrate the SoTV seating guidelines into clinical

practice and policy.

METHODS
We undertook a critical reflection of data gathered
in the SoTV seating guidelines survey evaluation in-
formed by Driscoll’s reflective model (25) and the
wider wound healing, implementation and transla-
tion literature. Our reflection also drew upon our
experiences as a diverse group of healthcare pro-
fessionals involved in the evidence synthesis and
consultation project that created the SoTV seating
guidelines (1, 2) and their subsequent evaluation (3).
The first stage in Driscoll’s reflective approach is to
state what the issue is, so that it can be understood
in its proper context. The next step is to consider
the issue in greater detail, with a particular empha-
sis on what has been learned. In this second stage,
we adopted a theoretical framework to enable us to
reflect critically on the data from the survey and the
wider literature. The use of a theoretical framework to
underpin our reflection was apt, as we sought to gen-
erate conceptual and theoretical insights that could
be used to underpin the subsequent implementation
of the SoTV seating guidelines into clinical practice
and policy. This approach was also consistent with
the Driscollian reflective approach (25), which cul-
minates in clarity about what, if anything, needs to
be done differently in the future with regards to the

issue at hand.
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Theoretical framework
Knowledge translation or implementation into prac-
tice can be conceptualised and understood in differ-
ent ways (21, 26). One view is that the translation of
knowledge into policy and practice is a linear process
with distinct gaps that need to be overcome to enact
change (4, 5, 21). An alternative, nuanced systems
thinking view considers knowledge translation to be
a recursive, dynamic process that takes place in com-
plex health and social care systems (4, 5, 20, 21, 27,
28). We adopted the latter view (4, 5, 21, 27, 28),
in which knowledge translation is best understood
through systems thinking informed by pertinent el-
ements of implementation and complexity science.
This systems-informed outlook (5, 21, 27) is appro-
priate, in our view, because it recognises the multi-
faceted interactions or connections among different
agents, individuals and factors during the translation
of knowledge into practice. In other words, we used
a systems thinking approach to underpin our reflec-
tion because it best reflects the nature, and reality, of

clinical practice.

Healthcare is delivered in complex adaptive systems
throughout the patient trajectory, which results in
some aspects of care delivery being uncertain and
emergent (20, 29, 30). The elements of healthcare
that are emergent and uncertain as a result of the
contingencies that arise in practice (30) can be codi-
fied, convoluted or linked. Consequently, healthcare
delivery is predicated on a combination of formal
processes and structures, such as policies, and emer-
gent elements, such as negotiations and adaptation
throughout the patient care trajectory. Emergent as-
pects of healthcare organisation often exist outside of
formal management structures and tend to be over-
looked in managerial narratives and improvement
efforts (20, 30). These are often tacit and sometimes
referred to as ‘fugitive knowledge’ or ‘soft intelligence’
because they exist outside of formal knowledge sys-
tems and structures (31). There is a growing consen-
sus that healthcare improvement efforts can only be
effective when there is due awareness and recognition
of the emergent, negotiated and tacit aspects that are
inherent in the complexity of clinical practice (20).
Therefore, in our reflection, we adopted a systems
thinking approach that incorporated relevant aspects

of implementation and complexity science.

The issue
The main issue upon which we reflected was the

limited implementation of the SoTV seating guide-

lines, as noted in our survey evaluation study (3).
We revisited the primary data provided by the 39
participants in this study to better understand their
accounts in relation to the wider guideline implemen-
tation literature and theories. The views expressed by
our participants fell into two broad categories relat-
ing to how these guidelines were being integrated
into policy and practice, and the issues that affected
their implementation. To give a comprehensive ac-
count of the issue as reported by the participants, we
present a selection of direct quotes that best typify
the sentiments expressed, accompanied by our re-
flective narrative. In the accompanying text, we give
due prominence to minority perspectives and unique
narratives in the statements made by participants.
Although we set out the issue as we understand it in
two subheadings, we acknowledge that many of the
elements highlighted in the quotes presented here
may interact in different ways with regards to the
implementation of the SoTV seating guidelines in

local policies and practices.

Implementation into policy and practice
Most survey participants (n=27) indicated that they
had either had or intended to incorporate the SoTV
seating guidelines into policy (n=11) or practice
(n=16) (3). These participants described how they
did this in their everyday clinical practice, education
and training, and used them as a resource or tool for
disseminating best practices. Those who reported us-
ing these seating guidelines to inform their clinical
practice highlighted the various ways in which their
approach to patient care had changed. The seating
guidelines were said to have provided the impetus for
them to work collaboratively with other healthcare
professionals, change their own practices and those
of others. The changes to personal practice included
changes to assessment for seating, the use of seating
equipment and the documentation of care given.
Changes to wider practices included the adoption
of a more holistic approach to assessment, prescrip-

tion and the recording of seating:

‘I now involve OT (occupational therapy) with
seating assessment of patients.’
A patient was admitted, and I was able to conduct an

assessment and prescribe an appropriate cushion.’

T changed my practice, cascaded (the guidelines), and
advise staff (about seating) on a 1:1 basis.”
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Patients are assessed for the “correct fit” of the chair, and
the documentation states which assessments have been
made, and which chair has been allocated.”

Many of the participants (n=26) were tissue viability
nurses (TVNs) who described how the SoTV seat-
ing guidelines had been incorporated into education
and training for all healthcare professionals and a
wide range of undergraduate students. The seating
guidelines were also said to be used as an educational
resource to support clinical decision-making by staff
and during continuing professional development.
The participants also revealed that the SoTV seat-
ing guidelines were used during trainings to make
staff more aware of the different options available

regarding the provision and supply of equipment:

T introduced elements (of the guidelines) to our pressure

ulcer training programme.’

(The guidelines are used in) education for therapy staff’
and as a resource. ..available for rolling in service train-

ing programme for new staff.’

(The guidelines are used) to support advice provided to
teams, care homes, to evidence practical demonstrations

and to update staff’

(The guidelines are) highlighted to AHP (allied health-
care professions) and nursing undergraduates in univer-

sities as a resource.’

A few participants (n=5) reported that they used
the SoTV seating guidelines as a resource or tool for
disseminating best practices in their clinical setting.
These people recalled that the guidelines had been
disseminated in different contexts in the form of leaf-
lets and posters about seating in relation to pressure
ulcer prevention and management. They reported
that the process of disseminating the guidelines fos-
tered the development of productive relationships
with other members of the multidisciplinary team,
as they had a shared collaborative focus on improving
the quality of patient care. Disseminating the guide-
lines via posters, leaflets and training also contributed
to changes in quality assurance processes, such as
root cause analyses and audits of best practices in

relation to seating:

‘We introduced, promoted and utilise a Trust “Sitting in
Hospital” leaflet, which is available in all clinical areas

or via intranet for staff to access.”

We worked with our Wheelchair Service Team to de-
velop posters & training. The team are now receiving
earlier referrals & contributing to Root Cause Analy-
sis, enabling further learning about the complexities of

seating.’

‘New guidelines were developed which incorporated the
TVS Seating Guidelines. Audits were completed to assess

compliance.’

Issues affecting implementation
Several people in the survey (n=14) noted different
issues that affected the implementation of the SoTV
seating guidelines in their local policies or practices.
The factors cited as barriers included a lack of aware-
ness about the guidelines, not having read the guide-
lines, local or individual factors and a lack of clarity
about the responsibility or strategy for implementa-
tion. Nine participants revealed that they were not
aware of these guidelines, but some of them stated
that they intended to read the guidelines and consider
how to implement them in clinical practice. Another
two participants indicated that they were new in their
post, or lacked the resources to incorporate the guide-

lines into practice:

Unfortunately, this is the first time I have been made
aware of these guidelines, but I will speak with my team
to see how best we can implement and enforce these

guidelines through our policies and procedures.”

(L am) ...very new to the service and trying to under-
stand the literature available to help my practice.’
(We)....do not have resources to provide a large variety
of chairs for every size of patient.”

Six people mentioned issues relating to a lack of
clarity or strategy about the implementation of the
SoTV seating guidelines. Most of them (n=4) main-
tained that the responsibility for implementing these
guidelines was outside the scope of their roles and/or
responsibilities. However, the other two cited a lack
of wider awareness of the guidelines, due to a lack of
engagement with the SoTV or a lack of engagement

in the policy-making process:

1 do not make decisions on policies for our service.”
‘Our OT5 do all the seating assessments and I'm sure will

be aware of all the relevant guidance.”
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Very few members of the specialist team I work in are
members of the TVS, and even fewer regularly read the
up-to-date guidance due to this.’

The trust document was not written by ourselves [sic.],

and we were not given the opportunity to comment!!’

Nine participants said that they had not implemented
the SoTV seating guidelines into policy or practice
yet, but had devised plans to do so. These participants
set out a diverse range of plans for implementing
these guidelines into practice related to adapting pol-
icy (n=8), the use of interdisciplinary education and
training (n=8), developing information leaflets (n=3),
creating posters (n=2), updating clinical guidelines
(n=1), underpinning the continuous professional de-
velopment of staff (n=1) and educating friends and

family (n=1).

Another factor that may affect the implementation
of the SoTV seating guidelines is the perspectives
of individuals. One person expressed the view that
these guidelines were an unclear discussion, suggest-
ing that they did not merit incorporation into policy
and practice. This was an opinion that contradicted
the view of the majority of people in the survey (3).
Most participants asserted that the guidelines were
detailed, well-written with due consideration of the
patient/service user perspective and disseminated in

a variety of useful formats:

(The guidelines are) a discussion and are not clear.”

T am impressed that they (the guidelines) are developed
[from the service user perspective and are provided in a
variety of formars i.c., video, paper, leafler... (which)
helps with educating patients and students/other staff.’

Discussion and the lessons learned
Reflecting on the data from the survey evaluation
study (3) has shown us the importance of having
theory-informed strategies and interventions with
clear objectives that can be used to implement guide-
lines into practice. Therefore, we synthesised a theory
based on the results of this study, the wider litera-
ture and our varied expertise as clinicians, researchers
and academics. To the best of our knowledge, this
is the first time that a theory has been devised in
this manner, with the express objective of underpin-
ning the implementation of wound care guidelines
into practice. It must be noted that our reflection
and conceptualisation is partly based on data from a

limited number of participants (n=39) in one study.

Nonetheless, we feel that this critical reflection pro-
vides novel and important insight into the clinical
implementation of the SoTV seating guidelines,
which may have wider relevance for the implemen-

tation of wound care-related guidelines.

The lessons from our critical reflection highlight
some of the ways in which the reported variability in
the implementation of wound care-related guidelines
(16-18) can be addressed. Improving the implemen-
tation of guidelines in practice is vital, given their
focus on informing key aspects of care organisation,
service delivery, policy, practice or governance to
embed the consistent delivery of safe, high-quality,
person-centred care and attain the best possible pa-
tient outcomes (7, 8). Our view is that the process
of translating SoTV seating guidelines into policy
and practice is best understood as one with different
stages, each of which is subject to the interplay of
different factors.

Our critical reflection using data from the survey
evaluation, the wider literature and our experience
enabled us to create a translation or implementation
into policy or practice (TIPP) theory (Figures 1 and
2). We present this theory in both academic (Figure
1) and plain language (Figure 2) versions, so that it
can be understood and used by the different groups
of people who have a role to play in using the SoTV
to underpin clinical practice.

Our theory adds to the wider literature about fac-
tors that impinge, hinder or foster the translation
of wound care-related guidelines in different con-
texts (15—18). Our results are also congruent with
the view that implementing guidelines in practice
is subject to the rapidly evolving, emergent, uncer-
tain and contingent aspects of complex and adap-
tive healthcare systems (5, 20, 21, 23, 24, 27, 32).
This paper and associated theory also provide some
insight into the interplay of different individuals,
agents, factors and perspectives with regards to the
translation of the TVS seating guidelines into policy
and practice with all its complexities. Initiatives to
translate wound care guidelines into practice have
been informed by a variety of perspectives, such as
organisation- or theory-based approaches (18, 33).
However, a systems thinking approach (4, 5, 21, 23),

which recognises that there are complex interactions

and connections among different individuals, per-

spectives, factors and agents in clinical practice, has
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seldom been used to inform the translation of wound
care-related guidelines into policy or practice. We
provide new insight, as our theory, based on critical
reflection and informed by systems thinking, concep-
tualises the translation of the SoT'V seating guidelines
into policy and practice as a dynamic, recursive pro-
cess. In our view, this process of knowledge transla-
tion appears to begin with changes to the individual
practices of professionals, followed by changes to the
collective practices of professionals, then revisions
to local policy, culminating in embedded practice
(Figures 1 and 2).

Our theoretical abstraction is congruent with the sys-
tems thinking conceptualisation of knowledge trans-
lation in which there are synapses of connectivity and
interaction (2, 18) and formative feedback evaluation
loops (1). This is because theory characterises the
implementation trajectory of the SoTV guidelines as
a series of interconnecting liminal spaces (34--36),
consistent with the notions of synapses of connection
and interaction and formative feedback evaluation
loops, each of which has its own features (Figures 1
and 2). Liminal spaces are settings or situations in
which a person or people go through a transition
or transformation from one state of mind, way of
thinking or identity that is bounded to another state
of mind, way of thinking or identity with its own
defined parameters (34, 35, 37). Liminal spaces ex-
ist in the theory practice gap in healthcare between
the structured, ordered abstract aspects of healthcare,
such as academia or technology, and the complex,
emergent and uncertain nature of clinical practice
(24, 36, 38). In our reflection, we extend the notion
of liminal spaces described in the wider literature (24,
34-38) to different stages in the trajectory of SoTV
seating guideline implementation, each with specific
characteristics that are reflected in our concomitant
theory. As far as we are aware, this is the first time
that the translation of wound care-related guidelines
into policy and/or practice has been conceptualised as
an implementation trajectory with stages and liminal
spaces. Consequently, our TIPP theory (Figures 1
and 2) extends contemporary knowledge about the
characteristics and nature of the stages and liminal
spaces in the implementation trajectory with regards
to individual, collective and organisational practices.
Our TIPP theory is consistent with elements in the
wider literature on the translation into practice of
wound care guidelines (15-18) and other aspects of
healthcare (5, 21, 23, 27), but it merits further devel-

opment and testing in subsequent research.

Incorporation into policy and practice
Our reflection focused on the variety of ways in
which people may incorporate the seating guide-
lines into their practice or local policy. We brought
to the fore different factors that appear to facilitate
the translation of the seating guidelines into differ-
ent spheres of practice. In what we conceptualise as
the first liminal space, the participants in the SoTV
evaluation study (3) described how the seating guide-
lines enabled them to seek greater interprofessional
collaboration, a more holistic approach to care and
a more comprehensive person-centred approach to
patient assessment, care delivery and patient docu-
mentation. This suggests that these participants had
translated these guidelines into policy and practice
because they engaged with the guidelines in such a
way that they felt empowered and had an appropriate
locus of control, but also possessed sufficient agency
and autonomy to change their practice or local policy.
These results concerning what we describe as the first
liminal space in the implementation trajectory are
supported by other studies (16-19) and the literature
(22). Individual factors, such as knowledge, compe-
tence, expertise and beliefs, have been shown to affect
the integration of wound care and other healthcare-
related guidelines in different settings (13—16). The
notion of liminal spaces in the implementation trajec-
tory of SoTV seating guidelines is also consistent with
the notion of synapses of connection, interaction and
formative feedback evaluation loops in the systems
thinking approach to knowledge translation (4, 5,
22). This adds credence to our description of indi-
vidual qualities, such as engagement, being integral
to the translation of guidelines into practice in the

first liminal space of the implementation trajectory.

The accounts about the integration of the SoTV seat-
ing guidelines into education, training and clinical
decision-making in the evaluation study (3) also
provide insight into the qualities of the people who
engaged with their implementation in what we con-
ceptualise as the first liminal space. These accounts
indicate that these individuals were manifesting qual-
ities that we have ascribed to the first liminal space,
such as agency and autonomy. In using the guide-
lines as an educational and decision-making resource,
these people in the SoTV evaluation study appear
to move into what in our view is the second liminal
space, where they actively sought to enact changes
to collective practice. The accounts of the people in
the second liminal space point to the fact that they

were in roles, or had responsibilities, that enabled
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Figure 1: Translation or Implementation into Policy and/or Practice (TIPP) theory, academic version

Stages of the guideline’s implementation trajectory into policy and practice

1st Liminal Space 2nd Liminal Space

‘Personal Practice’ ‘Collective Practice®

Patient care and 3rd Liminal Space

organisational Local Policy*
adaptation

‘Embedded

Practice’

B Patient care under-
pinned by guidelines

B Jterative learning from
quality assurance prosesses
to enhance patient care

Figure 2: Translation or Implementation into Policy and/or Practice (TIPP) theory, plain language version

Stages of the guideline’s implementation trajectory into policy and practice

1st Liminal Space 2nd Liminal Space
‘My perspective ‘What we do*

Patient care and 3rd Liminal Space
organisational Our policy*
adaptation POty
‘Our care
® Guidelines based standards

care

® Guidelines based
reflection

B Care quality improvement

them to use their expertise and understanding of the ~ In this second liminal space, participants in the evalu-
seating guidelines to change collective practice with  ation study (3) reported using the SoTV guidelines
due consideration of culture and context. to underpin education and decision-making. These

reports indicate that the guidelines were, in effect,
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being used as a boundary object (24, 28, 39-41)
to facilitate a shared understanding of how best to
deliver pressure ulcer-related care with due con-
sideration of seating-related issues to students and
other healthcare professionals. Boundary objects
are documents, models or maps that are concrete
enough to be understood, but also abstract enough
to be interpreted appropriately by people from dif-
ferent disciplines and professional communities (28,
42-44). Boundary objects facilitate learning and the
dissemination of knowledge to people from different
disciplines who may identify with different profes-
sional communities (28, 45—47). This is because they
are malleable enough to be adapted to suit the specific
circumstances, parameters and limitations facing the
people who use them, but sufficiently robust to retain
a shared identity in different contexts (24, 28, 40,
41). The reported use of these guidelines (1, 2) as
boundary objects in the form of leaflets and posters
was appropriate, given that they were designed to be
used to improve the quality and safety of pressure
ulcer-related care for people who remain seated for

extended periods of time.

The notion of using the SoTV seating guidelines as
a boundary object that facilitates the transition from
the second to the third liminal space in the imple-
mentation trajectory is supported by the accounts
of a few participants in the evaluation study (3) who
had disseminated the guidelines as leaflets or posters
adapted to suit their local context and culture. Those
who used the guidelines as a boundary object can
also be referred to as ‘implementation champions’
(17, 48) or ‘boundary spanners’ (28) whose enthu-
siastic efforts sought to integrate the guidelines into
practice with the aim of enhancing the quality of
pressure ulcer-related care for seated patients. Bound-
ary objects, especially those that are collectively co-
produced with all key stakeholders, are adept at fa-
cilitating knowledge translation into practice, as they
effectively make use of shared contextual insights (5,
28). Quality improvement initiatives have demon-
strated that implementation champions or boundary
spanners are central to guideline translation because
they devise, enact and evaluate the requisite changes
to policy and/or practice (17, 28, 48). This wider
evidence supports our nascent characterisation of the
first two liminal spaces in the implementation trajec-
tory where an individual possesses the requisite nous
and impetus to function, in effect, as a champion or
boundary spanner who facilitates the transition of the

guidelines into the third and fourth liminal spaces.

Atwhat we describe as the juncture of the second and
third liminal spaces, the participants in the evaluation
study (3) talked about the dissemination of guidelines
resulting in key policy and practice changes, such as
improved interprofessional collaboration and revised
quality assurance processes to embed the best pos-
sible patient care. In our opinion, the accounts of
changes to practice and policy by these participants
herald a transition into the third liminal space, where
enduring changes to collective practice are made to
embed the guidelines into policy and practice in the
trajectory towards the fourth liminal space. In this
fourth liminal space of patient care and organisational
adaption in the implementation trajectory, guideline-
based patient care seems to be delivered consistently
and monitored through quality assurance processes
with iterative learning to improve outcomes. We
refer to the fourth stage in the dynamic recursive
implementation trajectory as ‘patient care and or-
ganisational adaptation’, because the SoTV seating
guidelines were described as being fully embedded in

local policies, collective practices and care processes.

Issues affecting implementation
Some accounts from the evaluation study (3) about
issues affecting the translation of the seating guide-
lines into practice bolstered our conceptualisation of
an implementation trajectory with distinct liminal
spaces. Several participants said they had not inte-
grated these guidelines into their own practices or
local policies due to a lack of knowledge, agency,
autonomy, resources or responsibility. A person’s
knowledge, competence, expertise and beliefs have
a direct impact on their efforts to deliver health-
care that is consistent with the guidelines for best
practices. The evidence from other studies (16-19)
underscores our view that the individual qualities
we have described in relation to the first and second
liminal spaces in the implementation trajectory are
key to the translation of the SoTV seating guide-
lines into practice. Sometimes, shortcomings in the
translation of guidelines into practice, such as those
caused by gaps in knowledge, are due to passive dis-
semination approaches that reach a limited audience,
such as journal articles (49, 50). It may be argued that
passive dissemination approaches like these make it
challenging for clinicians to increase their knowledge
of guidelines, as their focus is on patient care in clini-
cal practice. In this instance, these seating guidelines
(1, 2) were disseminated through the SoTV, an open
access journal article, social media and three confer-

ence presentations.
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Wider awareness of guidelines can also be hindered
by individual or collective perceptions about the na-
ture of the underpinning evidence, views about the
credibility of recommendations or an insufficient fo-
cus on a specific illness or disease (19). One person
in the evaluation study expressed the view that the
SoTV seating guidelines were a ‘discussion’ that did
not merit changing policy and/or practice. It may
be tempting to consider this view as a discordant
outlier, but it merits further consideration because it
indicates the impact that perceptions of, and engage-
ment with, guidelines have on their use in clinical
practice. In our perspective, this view suggests that
this person is in the first liminal space and is unlikely
to move further along the implementation trajectory
until they have a higher level of engagement or are
convinced about the utility of the guidelines. This
lone view from the evaluation study also highlights
the importance of persuading individuals about the
evidence underpinning guidelines and why they often
recommend changes to policy and practice. This per-
son’s opinion also seems to demonstrate a misunder-
standing about the fact that these seating guidelines
(1, 2) were developed using a robust methodology
drawing upon the existing evidence base, expert opin-
ion and patient/service user input to devise recom-
mendations for best practices for the prevention and
treatment of pressure ulcers in people who are seated.
This sentiment about the credibility of the SoTV
seating guidelines (3) warrants greater scrutiny, as
there are accounts in the wider literature (51, 52) of
clinicians who perceive guidelines to be a series of
aspirational goals, or who have doubts about their
utility and relevance to their practice or patient care.
One ethnographic study found that clinicians with
this outlook tended to skim-read guidelines and only
consulted them in greater detail when confronted
with an unusual situation. Instead, the majority of
patient care delivered by clinicians with this meas-
ured view of guidelines was found to be based on
tacit ‘mindlines’ about best practices (51). These
mindlines were described as personal or collective
narratives used by individual healthcare professionals
based largely on personal experience and often shared
with others within a specific context or community
of practice. The mindlines study suggests that the
respondent in the SoTV evaluation study (3) articu-
lated an atypical but important insight into how these
seating guidelines are understood and used in differ-
ent contexts or communities of practice. Therefore,
more needs to be done to increase awareness about
the evidence underpinning the SoTV seating guide-

lines, the process by which they were developed and

their relevance to clinical practice.

We note with interest that the few participants in
the evaluation study (3) who stated that the transla-
tion of these guidelines into practice was not their
responsibility directly contradicted what is stated in
the codes of professional practice (53, 54) for their
disciplines. The responsibilities for healthcare pro-
fessionals are also set out in these seating guidelines
(1, 2). Translating guidelines into practice requires a
multifaceted approach that gives due consideration to
the variety of individuals, agents, factors and drivers
that influence the delivery of care in the incessantly
evolving context of healthcare (4-6, 17, 19, 21, 49,
52). Therefore, the challenges about the implementa-
tion of the SoTV seating guidelines reported in the
evaluation study that fall into what we describe as
the first and second liminal spaces point to the need
for a more comprehensive dissemination approach
to increase the levels of awareness, engagement and
agency among those clinicians who are expected to

use them to inform their practice.

Implementation strategy
A few participants in the evaluation study (3) men-
tioned the need for greater clarity or a more clearly
defined strategy to enable them to translate the STV
seating guidelines into policy and practice. These re-
sponses underscore issues relating to personal agency
and responsibility that we relate to the first two limi-
nal spaces. However, participants’ accounts also high-
light the merit of integrating guidance on translation
into policy and practice in future iterations of these
guidelines, if they are to result in changes to patient
care. In other words, these responses suggest that the
provision of an implementation strategy alongside the
guidelines may help to empower healthcare profes-
sionals who lack sufficient agency or responsibility
to change policy or practice to improve patient care.
The sentiment about the provision of guidance on
implementation to empower healthcare professionals
in practice has credence, as this iteration of the SoTV
guidelines (22, 23) was not accompanied by specific
information of this nature. It would be prudent,
therefore, for the next iteration of the SoTV seating
guidelines to be published with a detailed, proven
implementation strategy suited to different contexts
that is congruent with standards for best practice (16,

54, 55) in guideline translation.

Several participants in the evaluation study (3) who
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had yet to integrate the SoT'V seating guidelines into
practice described detailed plans about what they in-
tended to do. A variety of approaches were set out
to change their personal practice, collective practices
and local policies. These views suggest that these par-
ticipants had some of the qualities that we describe in
relation to the first two liminal spaces in the guideline
implementation trajectory. A central aspect of the
proposed plans for implementation is related to the
adaptation of the SoTV seating guidelines for use in
the local context in different formats, such as leaflets,
posters and revised policies. These narratives from the
evaluation study reinforce the importance of adapt-
ing the SoTV guidelines into different formats that
reflect the nature of care delivery in different con-
texts (51), such as boundary objects (27, 44-46), to
expedite the implementation trajectory and process
of change in clinical practice by bridging the gaps

between the different liminal spaces.

Some participants in the study cited a lack of clinician
engagement in the development of local policy and
poor resource provision as barriers to the integration
of the SoTV seating guidelines into practice. Em-
pirical evidence from different settings (16, 27, 51)
shows that organisational constraints, a lack of col-
laboration, poor resource provision and certain socio-
cultural norms can preclude the implementation of
guidelines in clinical practice. Wider evidence (22,
23) highlights potential strategies that could be used
to overcome challenges in the translation of the SoTV
seating guidelines include setting out with greater
clarity the roles and responsibilities of individuals
with regards to multidisciplinary collaboration (51,
56, 57), because they help shape social norms and
implementation (58).

Strengths and limitations
Any consideration of our critical reflection must
consider its strengths and limitations. This critical
reflection was based, in part, on data from an evalu-
ation study (3) with a self-selecting sample (n=39),
most of whom described themselves as TVNs. This
is a key consideration because it can be argued that
TVNs have greater autonomy, agency and authority
to incorporate these guidelines in policy and practice,
compared to other people who might encounter them.
Our conceptualisation of the results as indicative of
an implementation trajectory with differing liminal
spaces is aptly underpinned by empirical evidence,
the wider literature, and a theory relating to wound
care (16-19) and knowledge translation (5, 21, 23).

However, this does not preclude the possibility of
alternative and equally tenable conceptualisations of
the data from the study and the wider literature. With
this in mind, more research is needed to develop
and test our theory concerning the implementation
of other wound care-related guidelines. Such future
research would help to establish the extent to which
what we conceptualise as different liminal spaces in
an iterative implementation trajectory which have

distinct and shared characteristics.

CONCLUSION
Odur critical reflection suggests that the translation of
the SoTV seating guidelines into policy and practice
occurs in an implementation trajectory with vari-
ous liminal spaces. Individuals and groups must be
supported to traverse the liminal spaces towards the
superordinate objective of evidence-based, person-
centred care and quality assurance processes. Each
liminal space in the implementation trajectory of
the SoTV seating guidelines set out in our theory
is founded on specific accounts from the evaluation
study (3). In addition, our theoretical abstraction of
a seating guidelines implementation trajectory with
differing liminal spaces is aptly underpinned by other
empirical and theoretical evidence. This critical re-
flection, albeit limited in scope, is consistent with
the wider literature and has generated some novel
insights about the process of implementing the SoTV
seating guidelines that point to the need for greater
dynamism and ingenuity in the translation of wound

care-related guidelines into practice.

This critical reflection merits particular consideration
with regards to the implementation of other wound
care-related guidelines (55-57). Guidelines are not
‘self-implementing’ (58) or ‘passively diffused’ (6),
so their translation into policy and practice requires
multifaceted approaches with due consideration of
the complex interplay of individuals, factors and
agents in different healthcare contexts (4-6, 17, 19,
21). A diverse range of empirical evidence (5, 6, 17,
18, 26, 27, 59) indicates it is prudent to develop,
implement and evaluate complex interventions, un-
derpinned by theory designed to embed guidelines,
such as those for seating, into policy and practice.
Our reflection adds to wider knowledge about the
translation of wound care guidelines into practice.
In particular, our paper suggests that efforts to en-
hance the quality and safety of wound care through
guidelines should incorporate boundary objects (5,
24, 39-41), implementation champions or boundary
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spanners (17, 28, 48) and implementation drivers
(18). This will serve to transcend what we characterise
as liminal spaces in the implementation trajectory
to embed evidence from wound care guidelines into
policy and practice at the earliest opportunity. We
encourage the SoTV and others with an interest in
improving the quality and safety of wound care to
reflect on the insights generated by this paper, our
conceptualisation and recommendations to inform

efforts to translate guidelines into practice.

IMPLICATIONS FOR
CLINICAL PRACTICE
# The implementation of wound care guidelines
needs to be underpinned by theory-informed

strategies and interventions.

= The use of theories such as the translation or
implementation into policy or practice (TIPP)
theory can aid the implementation of guidelines

into practice.

m Theory and the wider literature suggest that
there is a wide range of strategies that can be
used to implement guidelines in practice, such
as boundary objects and implementation

champions.

Further research
= Future research is needed to further test and
develop the translation or implementation into
policy or practice (TIPP) theory, especially with
regards to its utility in embedding skin healch

and wound care-related guidelines into practice.

u There is an urgent need for studies that explore
how theory-informed implementation inter-
ventions can be used to translate research
evidence that underpins guidelines and
evidence-based skin and wound-related care

into clinical practice and policy.
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Key messages
® Many guidelines seek to underpin evidence-
based and person-centred wound care, but there
is a lack of theoretical clarity about wound care

guidelines’ implementation.

u We critically reflected on data from a recent
study evaluating the implementation of the
SoTV guidelines into clinical practice and policy

within the wider literature.

m We have generated a wound care translation/
implementation theory that can be used to

integrate guidelines into practice.
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