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Abstract 

Background: Dizziness and vertigo-like symptoms, often caused by common peripheral vestibular disorders such 
as benign paroxysmal positional vertigo (BPPV), may significantly impact function and quality of life. These symptoms 
often result in emergency department (ED) presentations. Evidence-based clinical practice guidelines strongly recom-
mend using physical assessment and treatment manoeuvres for the assessment, diagnosis and treatment of these 
symptoms. This study aimed to evaluate the process of implementing specialised vestibular physiotherapy (SPV) in an 
emergency department from the clinician’s perspective.

Methods: This implementation study utilised a retrospective mixed-methods process evaluation to understand how 
SVP operated in an Australian emergency department. The i-PARiHS framework was embedded within the methodol-
ogy and analytical approach of the study to ensure a comprehensive approach closely aligned to implementation 
science. Nine clinicians retrospectively completed the Organisational Readiness for Change Assessment (ORCA), 
Acceptability of Intervention Measure (AIM), Intervention Appropriateness Measure (IAM) and Feasibility of Interven-
tion Measure (FIM). Seven clinicians also participated in a focus group or interview.

Results: A range of barriers and facilitators to the implementation process were identified by participants, some 
of which spanned multiple domains of the i-PARiHS framework. Relationships with service leaders, champions and 
medical staff were pivotal facilitators to implementation, along with a generally held perception that SVP was accept-
able and feasible. The main barrier identified was a lack of capacity to deliver and facilitate this innovation within the 
physiotherapy workforce and the broader multidisciplinary recipients.

Conclusions: This study demonstrates that the process of implementing an SVP service in an ED context was gener-
ally well-received by clinicians but also involved some challenges and barriers. Services looking to implement SVP in 
the ED should aim to build stakeholder relationships; develop a shared vision with clear goals and intended out-
comes; embed the innovation in organisation processes, procedures and policies; and increase workforce capacity to 
deliver and facilitate SVP to guide their approach to this innovation.
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Contribution to the literature

• Emerging evidence supports the use of specialised 
physiotherapy for peripheral vestibular disorders. 
However, implementation determinants, context 
and processes (particularly in emergency depart-
ment contexts) were unknown.

• In reference to the Integrated Promoting Action 
on Research Implementation in Health Services 
(i-PARiHS) framework, the key implementation 
characteristics for clinicians are strong interper-
sonal and communication skills and the clinical 
knowledge and practical skills to provide special-
ised vestibular physiotherapy (SVP).

• Barriers posed by varying terminology for symp-
toms and innovations between patients and multi-
disciplinary clinicians emerged as an important pri-
ority for action.

• This study describes the experience of implement-
ing SVP from the perspective of multiple clinicians, 
which may guide the broader dissemination of this 
innovation.

Background
A common cause of dizziness and vertigo presentation 
to emergency departments (ED) is benign paroxysmal 
peripheral vertigo (BPPV), which is defined as disrup-
tion to the vestibular system caused by calcium crystals 
within the inner ear being dislodged into the semi-circu-
lar canals [1]. Clinical practice guidelines facilitate and 
recommend routine physical manoeuvres in the clini-
cal context to assess and diagnose BPPV [2, 3]. Failure 
to accurately diagnose and treat BPPV during an initial 
presentation can result in adverse outcomes for patients, 
including inappropriate use of vestibular suppressants 
and other medications, increased risk of falls, ongoing 
disruption of daily activities and decreased quality of life 
[4–6].

Specialised vestibular physiotherapy (SVP) utilises 
manoeuvres like the Dix-Hallpike test (DHT) and supine 
roll test (SRT) and interventions such as canalith repo-
sitioning techniques (CRT) to assess and treat BPPV [7]. 
Treatment with a CRT results in symptom resolution 
in 67–89% of cases compared to 0–48% spontaneous 
resolution [8]. A recent prospective observational study 
[9] found that patients attending a physiotherapist-led 
vestibular rehabilitation service within emergency and 
acute services experienced significantly reduced diz-
ziness and vertigo and significantly improved mobility 
(sustained for three months post-discharge). A validated 
vestibular screening tool has also been developed for 

physiotherapists working in emergency and acute con-
texts, which was found to have good levels of sensitivity 
and reliability [10].

Despite available training and expertise to effectively 
manage peripheral vestibular dysfunction, SVP is not 
routinely implemented within the ED context. No previ-
ous studies have evaluated the implementation process 
of SVP in the ED or its longer-term sustainability. Evi-
dence around the role of ED physiotherapists in provid-
ing evidence-based BPPV management remains at an 
early stage of development [11] but suggests this could 
be an effective and acceptable approach to this issue. A 
greater understanding of the implementation processes 
and strategies required to adopt this clinical innovation is 
urgently needed to ensure its wider dissemination occurs 
effectively and efficiently.

This study aimed to complete a mixed-methods forma-
tive process evaluation of feasibility testing for SVP in an 
ED from the clinician’s perspective.

Materials and methods
Design
Ethics approval to conduct this study was sought and 
received from the local Human Research Ethics Com-
mittee (HREC/18/WH/120). This study utilised a hybrid 
trial type I design [12] with mixed-methods evaluation to 
build workforce capacity in the use of evidence-informed 
interventions and explore not only “what works” but 
“why” [13]. The study reported here addressed the sec-
ondary aim of understanding the context for imple-
mentation. In contrast, the primary objective of testing 
the feasibility of physiotherapy for BPPV in the ED was 
addressed by a separate pilot study [14]. An academic 
with implementation expertise (DH) joined the research 
recipients to provide the research expertise for this 
design, as these studies often require more resourcing 
than non-hybrid designs [12].

To ensure the study drew on established implemen-
tation theory, the Integrated Promoting Action on 
Research Implementation in Health Services (i-PARiHS) 
framework was used as an organising theoretical struc-
ture. The i-PARiHS framework is designed to guide the 
implementation of evidence-based practice. It consists 
of four interacting domains—the characteristics of the 
setting or context (Context), how evidence is facilitated 
(Facilitation), the individuals and recipients engaged in 
implementation (Recipients) and the quality and type of 
evidence (Innovation) [15].

Context
SVP was implemented in the ED of a tertiary metro-
politan Australian health service. This study was under-
taken at a single hospital site, which provides acute and 
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community-based services to aged, adult, paediatric and 
maternity populations. Approximately 250 patients pre-
sent to the hospital’s ED daily, with 6.5% of those present-
ing with dizziness symptoms [16]. The ED treats both 
children and adults as a mixed urban ED, but patients 
with severe injuries are transferred to other hospitals 
housing the city’s central trauma units. Upon arrival, 
patients are screened using a nationally recognised tri-
age scale and seen by the medical staff in priority order. 
Physiotherapy already had a presence in the ED as part of 
the multidisciplinary Immediate Response Service, which 
facilitates screening and rapid discharge for patients with 
complex needs.

Clinical innovation description
The innovation introduced in this study was having phys-
iotherapists routinely assess and treat people with BPPV, 
rather than the previous model of medical intervention 
only. The SVP service was implemented over the second 
half of the 16-week recruitment period for the feasibility 
study. Due to available resources, it was open to eligible 
patients during weekday business hours (8 am to 4 pm). 
The SVP service was an addition to existing physiother-
apy services, which provided appropriately skilled clini-
cians and new procedures for referral and treatment. 
One physiotherapist delivered 90% of the service occa-
sions, with two other physiotherapists filling in ad hoc. 
All aspects of the SVP service were offered within the 
ED clinical space. Full details of the SVP service are pre-
sented as per the Template for Intervention Description 
and Replication (TIDieR) Checklist in Fig. 1.

Implementation strategy
The implementation strategy’s goal was to make the SVP 
service a visible and recognisable component of the ED 
service and ensure its routine and sustained integration 
in the care pathway [12]. Targeted funding was acquired 
via an internal health service grant, which facilitated 
the creation of a new clinical service to deliver the SVP 
service on a trial basis [18]. The strategy utilised several 
interconnected strategies, beginning with extensive con-
sultation and dissemination with the multidisciplinary 
ED recipients, to build an engaged coalition of partners 
and develop appropriate and feasible clinical innovation 
pathways and processes [12, 18]. The consultation phase 
included educational meetings, consensus discussions, 
multidisciplinary input into the SVP service design and 
the collaborative development or selection of tools for 
quality monitoring (such as formal referral pathways, 
protocols and outcome measures) [18].

As trial implementation commenced, interactive 
problem solving was employed to address unforeseen 
issues or challenges, along with regular consultation 

Fig. 1 Description of the specialised vestibular physiotherapy service 
(based on the TiDiER Checklist) [17]
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with partners and timely review of outcome measures 
[18]. The building and maintenance of relationships 
with partners was also a vital feature of the implemen-
tation strategy and was facilitated by timely feedback 
on the trial’s progress, prioritising contact with local 
opinion leaders, collection and application of patient 
feedback and the provision of clinical innovation spe-
cific supervision [18]. The physiotherapy department 
provided almost all resources required to deliver the 
innovation, supplemented by ad hoc consultation with 
medical staff regarding patient suitability and diagnosis 
(for which resource sharing agreements were arranged 
during the consultation phase) [18].

Two members of the study recipients (KI, DH) had no 
direct role in SVP service delivery or implementation. 
At the same time, the other two (ML, AL) delivered the 
assessments and innovations and were directly involved 
in the trial. The SVP clinicians were also members of 
the study recipients because the potential success of 
SVP service implementation depended on their ability 
to integrate it with the existing ED services they were 
also providing. Embedding the clinicians within the 
study recipients enabled effective care coordination but 
was also recognised as a potential source of bias within 
the process evaluation. The full range of outcomes from 
the SVP service evaluated in the feasibility study [14] is 
provided in Additional file 1.

Eligibility and recruitment for implementation study
Purposive sampling was undertaken to gather data 
from clinicians with direct experience in implement-
ing the SVP service in the ED at the study site. Eligi-
ble participants included physiotherapists providing 
the SVP service, nursing and medical clinicians from 
the ED directly involved with triaging and assessment, 
and inpatient acute care and community rehabilitation 
clinicians impacted by the trial implementation of the 
SVP service due to inpatient admission or community 
referrals. Due to their crucial role in its design and 
implementation, study team members who met these 
criteria (ML, AL) were invited to participate. Partici-
pants included both senior and junior staff to capture 
the diverse perspectives, and the multidisciplinary 
scope of the study was emphasised throughout the 
recruitment phase.

Participants were able to indicate on the consent form 
what modes of data collection they wished to participate 
in (i.e. measure only, interview/focus group only, both). 
Several options for participation were offered to allow 
as many staff to participate as possible in the context of 
variable availability and competing clinical demands. 
The sample size was informed by purposive selection, 

identifying participants with direct experience of SVP 
implementation. The sample population included 13 staff 
members (4 care coordinators, three doctors, five physio-
therapists, and one nurse), and theoretical saturation was 
not an appropriate goal in this small, single-site study.

Characteristics of implementation
Organisational readiness for change and clinician percep-
tions of the implementation process (including accept-
ability, appropriateness, feasibility and context) were 
the key characteristics of interest. Four measures were 
used—the Organisational Readiness for Change Assess-
ment (ORCA) [19], Acceptability of Intervention Meas-
ure (AIM), Intervention Appropriateness Measure (IAM) 
and Feasibility of Intervention Measure (FIM) [20].

The ORCA is a 77-item checklist designed to opera-
tionalise the constructs of the i-PARiHS framework [19]. 
The psychometric properties of the ORCA have been 
established, with acceptable reliability and validity found 
across most sub-scales (except those related to evidence). 
The ORCA was used retrospectively to enable clinicians 
to identify essential factors in SVP implementation.

The AIM/IAM/FIM is a combined suite of imple-
mentation measures that monitor and evaluate the 
implementation success. These scales have achieved rea-
sonable structural validity, known group validity, test–
retest reliability and sensitivity to change [20]. Higher 
scores indicate greater acceptability, appropriateness 
and feasibility, and scale scores are calculated with mean 
responses.

Qualitative data was collected via semi-structured 
interviews and focus groups. A bespoke set of prompts 
were developed (see Additional file 2), based upon previ-
ously published reflective questions for facilitators using 
the i-PARiHS framework [15]. These interviews and 
focus groups were facilitated by a study team member 
with no direct role in SVP service delivery or implemen-
tation (DH). The interviews and focus groups began with 
specific prompts about assessment and treatment com-
ponents in the clinical practice guidelines before encour-
aging a more general reflection on the implementation 
process. All focus groups and interviews were digitally 
recorded and transcribed verbatim by an external con-
tractor for analysis.

Data analysis
A convergent parallel model of mixed methods was 
applied, which utilises concurrent collection of quantita-
tive and qualitative data and equal valuation when for-
mulating an overall interpretation [21].

The ORCA is already aligned to i-PARiHS domains; 
however, items on the AIM/IAM/FIM were also 
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categorised into the i-PARiHS to enable a holistic 
and theoretically informed approach to integrated 
analysis. This alignment was undertaken by reviewing 
the definitions and descriptions of the four domains 
(Context, Facilitation, Recipients and Innovation) 
and assigning all items on the AIM/IAM/FIM to the 
Recipient domain (see Additional file  3). This align-
ment is related to the conceptualisation of perceived 
acceptability, appropriateness and feasibility as deter-
minants of individual engagement. One researcher 
(DH) undertook alignment before being independently 
reviewed and confirmed (KI). This data was analysed 
using SPSS version 25.0, and data from all measures 
were maintained in their item form. Responses to each 
item are reported using descriptive statistics, namely 
proportions.

Qualitative transcriptions were subjected to a priori 
thematic analysis [22], also aligned to the i-PARiHS 
framework. A codebook was developed to ensure ana-
lytical consistency, including definitions and examples 
for all i-PARiHS framework concepts (see Additional 
file  4). Transcriptions were systematically coded and 
categorised to a theme within each domain. Two 
researchers (KI, DH) independently reviewed each 
transcript and assigned codes to sections of the text 
based on the definitions provided in the codebook. 
A third researcher (ML or AL) also reviewed all cod-
ing, with a few instances of disagreement resolved by 
consensus. Within the a priori themes provided by 
the i-PARiHS framework, the codes were then com-
pared to identify key themes within each domain and 
any links between codes classified under different 
domains.

Both quantitative and qualitative findings for each 
i-PARiHS domain were then integrated for the final 
mixed-methods analysis. Within each domain, the 
study recipients sought to identify the areas of agree-
ment and disagreement between the quantitative and 
qualitative findings to provide integrated results based 
on both forms of data [23].

Results
Nine participants (69% of sample population) responded 
to the measures, six participated in a focus group and 
one chose to be interviewed due to conflicting shift 
schedules.

Facilitation
As shown in Fig. 2, clinicians agreed or strongly agreed 
in their ORCA responses that senior leadership practices 
and champions positively impacted the implementation 
of SVP in the ED. The SVP service clinicians were sen-
ior and experienced physiotherapists who had the clini-
cal competency and confidence to educate and advocate 
for SVP to ED staff. The multidisciplinary recipients 
involved in the trial funding and ethics applications were 
also enthusiastic about the service and developed a sense 
of ownership to act as “champions” for SVP [24]. How-
ever, there was more uncertainty around general leader-
ship roles for the overall trial, implementation progress, 
implementation communication and evaluation plans.

Participants especially highlighted a need for excep-
tional communication and interpersonal skills; “it really 
came down to [facilitator – SVP clinician] ability to com-
municate and develop rapport with the multidisciplinary 
team down in ED”. The ability to clearly and effectively 

Fig. 2 Participant perceptions of how evidence was facilitated for the specialised vestibular physiotherapy
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communicate across multiple audiences and purposes 
was also required, as this skill was essential to all phases 
of implementation (i.e. planning, trial commencement, 
ad hoc problem solving, reflection and evaluation).

Innovation
The majority of ORCA responses (n = 6, 66.7%) indi-
cated the evidence for SVP for BPPV was perceived to 
be very strong, and SVP was perceived as fitting the 
priorities of the service and needs very or extremely 
well (n = 6, 82.7%). As shown in Fig. 3, all participants 
believed the SVP service successfully addresses and 
treats BPPV.

The SVP service was generally perceived as positively 
impacting access and flow in the ED; “there was some-
one there who could actually do the treatment, and that 
meant free them up maybe to do something else”. Par-
ticipants experienced significant levels of satisfaction 
with the implementation process, which was not per-
ceived as burdensome or overly difficult and enabled 
a proactive (rather than reactive) approach; “I really 
enjoyed being able to treat patients using evidence-
based practice, doing things that we know work and 
actually make a difference”.

The interventions used by SVP have multiple 
and potentially confusing names. They often need 
additional explanations to colleagues and patients 
because “it looks a bit awkward. It looks strange, 
and there’s a lot of education that goes around 
that”. Working with culturally diverse patients also 
presented consistent challenges; “the terms delir-
ium, dizziness, light-headedness or vertigo can be 
used interchangeable, depending on your cultural 

background, your belief systems, your health liter-
acy”. The sporadic nature of BPPV presentations to 
the ED was identified as a potential limitation but 
was addressed in this trial by having physiothera-
pists float for other services when not required in 
ED; “We had weeks where we’d have eight or nine 
patients, and then weeks where we’d have none, 
so juggling not being able to predict was an added 
stress”.

Recipients
Most AIM/IAM/FIM responses stated that the SVP ser-
vice was appropriate, acceptable and feasible in the ED 
(see Fig. 4).

The successful implementation of SVP relied upon 
the formation of good relationships with colleagues, 
especially given the novelty of the SVP service; “Hav-
ing to re-establish identity as who you are and what 
your skills are and to work out who people are to be 
able to have that relationship to go from”. These work-
ing relationships assisted with obtaining the under-
standing and buy-in of the service from senior ED staff, 
which translated to more junior staff ’s acceptance of 
its implementation. The ED medical recipients were 
acknowledged as crucial stakeholders in the implemen-
tation success, with their enthusiasm and investment 
an important facilitator; “The ED doctors seem to be 
buying in … we certainly needed buy-in from the key 
physicians, so neurology, general medicine, had a mul-
tidisciplinary input”.

However, a general lack of knowledge and skill within 
physiotherapy was consistently perceived as a barrier to 
scaling up SVP. While formalised continuing professional 

Fig. 3 Participant perceptions of specialised vestibular physiotherapy
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development is available, experiential learning remains 
a common path to competence; “I’ve never done a spe-
cialised course, I really learned from seeing clinicians, or 
from doing doubles and stuff”. Variable practice was also 
observed amongst other colleagues, suggesting a more 
widespread need for capacity building; “I have seen the 
most weird, I wouldn’t say wonderful, variations of Hall-
pikes … your interpretation of results and what you do 
with it is not all on the same page”. The few physiothera-
pists delivering the SVP service continued the concen-
tration of this knowledge in a handful of clinicians, but a 
plan to disseminate these professional skills more widely 
is being developed.

Context (local, organisational and external health system)
According to ORCA responses, the local ED recipients 
and broader organisations were perceived as committed 
and receptive to enabling access to this effective treat-
ment (see Fig. 5). Clinical leaders in the department were 
essential to the implementation process as they helped 
establish team goals and provided timely feedback. How-
ever, more ambivalent views were expressed about the 
organisation’s ability to provide adequate resources to 
sustain the SVP service.

Practical measures required to facilitate an ongoing 
SVP service were identified, including developing greater 
clarity around referrals and pathways; “For a goal-based 

Fig. 4 Recipient perceptions of the acceptable, appropriateness and feasibility of specialised vestibular physiotherapy

Fig. 5 Participant perceptions of the context for specialised vestibular physiotherapy
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service, you need to have this information if you’re going 
to refer to us”. Inclusion of the service in organisation-
wide policies or regulations and the provision of targeted 
education around SVP was also considered an essen-
tial resource for sustained implementation: “I think as 
an organisation we need to look more broadly at how it 
would fit in, so it’s not just this little service that operates 
in ED”.

To provide the SVP service within existing finite 
resources, some participants suggested a reconfigura-
tion of the broader physiotherapy department would be 
required; “withdraw our services from elsewhere when 
they’re not necessarily being used that effectively, or what 
extra resources we would need to be able to run that kind 
of program”. This could enable the service to be offered 
seven days a week, ensuring all patients presenting with 
BPPV had equal access; “It needs to be a seven-day ser-
vice … because obviously dizziness happens seven days 
a week”.

The role of general practitioners following contact 
with the SVP service also emerged as a strong theme in 
the data. While some were supportive of their patients 
receiving specialised physiotherapy, others did not per-
ceive it as an appropriate innovation; “People were seen 
then went back to the GP and the GP said ‘that’s a load 
of rubbish. It’s complete rubbish, don’t bother doing that. 
It’s wrong’”. As a result, forming partnerships with com-
munity providers was highlighted as an essential future 
priority.

Discussion
The findings of this study have provided a clinician’s per-
spective on implementing SVP in an emergency depart-
ment. The i-PARiHS framework describes successful 
implementation as a function of facilitation (innova-
tion + recipients + context) [25]. Successful implemen-
tation is demonstrated by (1) achievement of the 
implementation goal; (2) the innovation being embedded 
in practice; (3) engaged and motivated individuals, teams 
and stakeholders; and (4) minimal variation across con-
texts. While the fourth benchmark did not apply to this 
study, the findings presented here support the other iden-
tified markers of success.

A variety of barriers and facilitators to the implemen-
tation process were identified by participants, some of 
which spanned multiple domains of the i-PARiHS frame-
work. For example, the crucial role of service leaders and 
champions with excellent interpersonal skills in enabling 
the implementation of the SVP service was discussed in 
relation to both facilitation and context. Service leaders 
significantly impact their colleagues’ attitudes, priori-
ties and behaviours relating to SVP [26], and this find-
ing consolidates existing evidence in this area. The use 

of champions has also been found to enable successful 
implementation in healthcare [27]; however, similar to 
previous innovations, the position was not operational-
ised formally in this study.

The SVP service would need to be embedded into a 
range of organisation-wide policies and procedures, 
including (but not limited to) practices relating to access, 
referral pathways, triage processes, treatment spaces and 
occupational health and safety. Developing recruitment 
and physiotherapy workforce resources to facilitate this 
service will also be critical to its ongoing sustainability. 
It could be achieved via a business case for new positions 
and/or redistribution of existing resources.

The medical staff were particularly identified as key 
contacts within and beyond the ED department, reflect-
ing their core role within the Australian health system. 
Their influence on the implementation process could 
be positive or negative, depending on their percep-
tion of the value and evidence base for SPV. The impact 
of workplace cultures on hierarchical relationships in 
acute health is well recognised. Still, it may be a barrier 
to implementation when they result in the formation of 
silos or dysfunctional care pathways [28]. The medical 
staff (and nursing staff) were gatekeepers for this ser-
vice, as they triaged and determined whether appropriate 
patients were referred for assessment and treatment. This 
is a common feature of the allied health practice context 
and demands multidisciplinary collaboration, which adds 
to the complexity of every innovation [29]. The findings 
of this study indicated that these relationships were suc-
cessfully negotiated during this implementation process.

The ED recipients and other stakeholders were also 
reported to accept and support the new service, which 
was attributed to a shared recognition of the potential 
for positive outcomes for patients and the ED itself. The 
quantitative and qualitative data were also consistent in 
supporting the perceived acceptability, appropriateness 
and feasibility of the SVP service in the ED. Developing 
a shared vision or shared goals for change is an effective 
strategy for promoting buy-in and participation when-
ever practice transformation is attempted [30]. However, 
in this study, many participants reported feeling unsure 
about the implementation and evaluation plans for SVP 
in the ED, despite these being clearly articulated in the 
funding and ethics applications associated with the trial. 
Therefore, investment from the multidisciplinary recipi-
ents might be consolidated or developed even further 
through more detailed reporting of goals, planned imple-
mentation strategies and evaluation results in the future.

A key barrier identified in the study was varying levels 
of knowledge of local ED staff around the role of physi-
otherapy with these patients and the effectiveness of 
the innovations themselves. This lack of awareness and 
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differing opinions on the scope of practice may lead to 
missed opportunities for referrals and less than optimal 
execution of the SVP service. Some physiotherapists also 
described a lack of confidence around providing these 
assessments and innovations, as they have not received 
formalised training. A lack of capacity within the physi-
otherapy profession may limit the potential scaling up of 
these services, as there will not be sufficient staff avail-
able to deliver the service. A previous evidence synthesis 
has found that educational strategies may effectively pro-
mote implementation, but only if they directly address 
barriers and facilitators relevant to the innovation [31]. 
Therefore, the findings of this study could provide a basis 
for the design of two tailored education packages: one to 
build capacity in assessments and treatments for physi-
otherapists and another to focus on the implementation 
of these services for all partners.

In summary, the findings of this study indicate several 
key recommendations for the future implementation of 
SVP in the ED. Investment in the formation and mainte-
nance of relationships with all stakeholders will enhance 
the chances of success, particularly senior leadership, 
champions and medical colleagues. A shared vision of the 
goals and outcomes of these services for both patients and 
the ED service itself should be explicitly stated and form 
the basis of ongoing evaluation to ensure this innovation 
meets the needs of its stakeholders. Ensuring that goals 
and outcomes are explicit should also focus on consistent 
terminology (for use with both patients and colleagues) 
and the availability of or need for resources. Efforts to 
increase capacity within services for SVP should be tai-
lored to meet the different needs of the physiotherapy 
workforce and multidisciplinary recipients. Finally, for-
mal processes, procedures and policies to embed the ser-
vice into existing organisational systems (such as position 
descriptions and referral pathways) should be developed 
as early in the implementation process as possible and 
regularly reviewed by all stakeholders.

Strengths and limitations
This study has several strengths, beginning with collect-
ing data from participants across different disciplines 
within the ED. This provided a holistic perspective of 
the success of the implementation of the service and 
facilitated an understanding of the process from multi-
ple points of view. A rigorous approach to the qualitative 
analysis was also undertaken, including multiple coding 
and peer review. Using the i-PARiHS framework in both 
methodological design and analysis also ensured the 
study retained its focus on implementation and explored 
the process comprehensively and accurately.

However, the small sample size in this study also intro-
duces some significant limitations to the interpretation 

of the findings. Most participants were physiotherapists 
during the focus groups and interviews, despite an open 
invitation to other stakeholders. Therefore, this data may 
not represent all stakeholders’ perceptions and did not 
reach theoretical saturation.

The lack of nursing participants may reflect their var-
ied shift patterns, contributing to less consistent expo-
sure to the SVP service. This study is also only reflective 
of the implementation process at a single campus of a 
single health service within the Australian health service 
context. Finally, retrospective data collection may have 
missed changes in perception and experience over time 
during the implementation process.

Implications
This study provides preliminary data on the implemen-
tation process for SVP in ED contexts and demonstrates 
that this is a complex and sometimes challenging expe-
rience for recipients. As the first study to address this 
aspect of the topic, it extends the existing evidence base 
in a new direction that is important to the practical 
development of these services. This study also provides 
a basis for future research, education and practice as a 
guide for clinicians and service providers as this innova-
tion is scaled up. The recommendations presented above 
can assist physiotherapists and their colleagues in imple-
menting SVP more effectively after adapting and modify-
ing the innovation to meet their local needs.

Conclusion
The findings of this study show that the process of imple-
mentation of an SVP team in an ED context was generally 
perceived positively by recipients. Recommendations for 
future implementation and development were also iden-
tified, including building relationships with stakeholders 
through education sessions; developing an explicit shared 
vision; explicitly stating goals and intended outcomes; 
embedding the innovation in organisational processes, 
procedures and policies with clear referral pathways and 
SVP scope of practice; and increasing workforce capacity 
to delivery to support SVP for patients with BPPV pre-
senting to the ED. The outcomes of this study indicate 
that this innovation has significant potential to make a 
meaningful impact on both the function of the ED and 
the lives of patients presenting with dizziness.
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