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The past decade has seen a growing recognition of the role of supported self-management in the provision of long-term care and
support for stroke survivors in primary and community care. However, its implementation and delivery across different contexts
and models of community stroke care is inconsistent and patchy. This realist evaluation explored how and in which circumstances
supported self-management is enacted and delivered within community stroke rehabilitation. Specifically, the study aimed to
identify and explore contexts, mechanisms, and outcomes related to the delivery of collaborative supported self-management. It
comprised a realist synthesis, Q-methodology study, and realist-informed interviews and focus groups with stroke survivors
(n=20), community-based stroke practitioners (n = 20), and community service delivery managers/clinical leads (n = 8) in stroke.
The findings revealed that delivering supported self-management effectively and consistently in community stroke rehabilitation
starts with embedding the ethos of collaborative supported self-management across staff, teams, and the organisation and involves
collaborative relationships with stroke survivors that aim to build trust, confidence, and resilience. The findings identified specific
mechanisms and facilitatory and inhibitory contexts that influence how well this is enacted and achieved in practice. A realist
approach in this study is novel and has helped to generate new insights and perspectives how and when supported self-
management approaches work in community stroke rehabilitation. The findings expand on and complement existing research on
the efficacy of supported self-management in stroke and are of clinical importance for informing how collaborative, relational
supported self-management approaches can be implemented, personalised, and tailored to people’s needs and evaluated within
current healthcare systems.
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1. Introduction

Supported self-management features as a core component of
long-term condition care in the United Kingdom and across
global health policies [1-3]. More specifically within the field
of stroke, supported self-management is advocated for
within national clinical guidelines and current stroke poli-
cies [2, 4-8]. Although stroke is considered an acute event,
its complex, prolonged, and significant impact on stroke
survivors and their families is firmly recognised [9-11]. In
spite of this, community-based rehabilitation services and
long-term care after stroke have frequently been a neglected
part of the stroke pathway, with greater attention afforded to
the acute and subacute phases of stroke care [12]. A recent
UK-based James Lind Alliance Stroke Priority Setting
Partnership, conducted by the Stroke Association, identified
two top ten research priorities as being (i) how to best re-
source and organise effective community stroke services and
(ii) how to help stroke survivors to better manage the longer-
term impact of their health and wellbeing after stroke [13].
Recent reports from stroke organisations capturing people’s
lived experiences in the UK and across Europe highlight that
personalised and consistent support for life after stroke
remains an unmet and often poorly addressed need
(11, 14, 15].

Supported self-management is often positioned as being
part of the longer-term stroke pathway and community-
based rehabilitation [4, 5]. It is conceptualised as as mul-
tidisciplinary approaches and interventions, which help
people with long-term conditions to develop the skills,
knowledge, and confidence to manage the medical, social,
and emotional impact of their condition(s) and to live as well
and personally meaningful a life as possible [16, 17]. En-
gaging in self-management is beneficial for some stroke
survivors and their families [18-22], and there is evidence of
the effectiveness of theory-based stroke-specific self-
management interventions, such as the Bridges pro-
gramme in the UK [23] and the Take Charge programme in
New Zealand [24, 25] on outcomes such as health-related
quality of life, independence, and self-efficacy. Whilst this
evidence is valuable, traditional randomised controlled trials
alone may underplay the complexity of intervention fidelity
and what the implementation of supported self-
management in community stroke care involves from the
perspectives of those who are involved in delivering and
receiving it. This can lead to failure of the implementation of
supported self-management interventions in “real-world”
settings outside of the research environment.

Significant variation in rehabilitation practice and de-
livery models for long-term support across UK and Euro-
pean community stroke care exists [12, 26, 27]. Whilst some
areas have services such as early supported discharge in
place, others have different models which can comprise
a combination of specialist stroke or generic rehabilitation
and voluntary sector support [12]. Against this backdrop, the
delivery of supported self-management in community stroke
care is further hampered because of the influence of con-
textual factors from environmental, geographical, and
organisational to personal and interpersonal factors [28]. As
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a concept, supported self-management is ambiguous and ill-
defined; it shares overlaps with other person-centred and
collaborative models of care such as shared decision-making
and personalised goal setting. This, coupled with a lack of
clarity and evidence on the optimal components of sup-
ported self-management approaches in stroke, leads to
uncertainty over how supported self-management in stroke
care works and how it can best be delivered [28, 29],
resulting in continued reporting of long-term unmet needs
amongst stroke survivors [10, 11, 14, 15].

Thus, optimising and tailoring the delivery of supported
self-management in long-term community stroke care re-
quires a research approach that enables an investigation into
how it is enacted and delivered by rehabilitation teams and
how it is received and works best for people affected by
stroke [23, 28]. An understanding of this could help clini-
cians, service providers, and commissioners to better
identify what is likely to work best in the differing contexts of
their care, services, and local areas. This would help to
support stroke survivors’ engagement in their self-
management in ways that have a better chance of mean-
ingfully addressing their longer-term needs and priorities in
a more sustainable way. It would also help to reduce the risk
of waste and inform more appropriate resource allocation so
that the approaches offered fit with the needs of, and can
feasibly be transferred to and delivered within the scope of,
the local context and the existing organisation of care de-
livery. Insights into how, for whom, and why supported self-
management works also help to forge a shift in the evidence
base from what works to how things work encouraging
researchers and clinicians to think differently about de-
veloping supported self-management approaches that align
with people’s needs, a sense of how they will work for them,
and what will fit with the complexity of the system, orga-
nisation, or community in which it is being delivered. This
would help to ensure that the evidence from trials supported
self-management approaches and their benefits has
a stronger chance of being translated into and embedded
within stroke guidelines and real-world care delivery. The
following paper reports on a realist evaluation study that
aimed to address existing gaps in relation to how supported
self-management in community stroke care works, in which
contexts it works best and why.

2. Materials and Methods

2.1. Study Design: Realist Evaluation Methodology. This study
followed the RAMESES II reporting guidance [30] for realist
evaluations. Realist evaluation focuses on building, testing,
and refining generative causal programme theories which
are designed to explain the how interventions work, in what
contexts they work, and why [31, 32]. Realist evaluation
posits that interventions produce observable outcomes
through a set of hidden mechanisms, which are offered by
the intervention strategies or components of an intervention
and which are triggered (or not) by characteristics of the
surrounding context (e.g. individual, interpersonal, or
organisational factors) in which the intervention is being
delivered [32]. Programme theories in realist evaluation are
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used to describe how an intervention is intended to produce
its outcomes and are articulated using a heuristic known as
CMOCs (Context-Mechanism-Outcome configurations).
These terms are further defined in Table 1.

The methodological approach underpinning this study
has been described in detail elsewhere [36]. Briefly, however,
the study was undertaken across two phases comprising
programme theory development (Phase 1) and programme
theory testing and refinement (Phase 2) (Figure 1).

2.2. Setting, Sampling, and Recruitment. The approach to
sample selection, eligibility criteria, and recruitment processes
have been previously outlined [36]. However, to reiterate
briefly, the participants included stroke survivors (n=20),
community rehabilitation practitioners (n = 20), and managers
or clinical leads for community teams (n=8) from four
Scottish health board areas. Participants were selected based on
their likelihood of being able to provide rich insights into their
experiences of organising, delivering, or having been offered or
received community-based supported self-management
[37, 38]. Participants were identified by a local collaborator
in each site who was independent from the research team and
the same participants took part in both phases of the RE. This
design allowed for flexibility, as Manzano [38] described, in
being able to revisit and explore initial ideas around the
programme theories with participants as the research moves
from the theory gleaning to testing stages. The health board
areas selected offered a mix of organisational structures and
service delivery models, plus different regions of Scotland,
which involved remote and rural, and urban communities.
Comparison across the case study sites allowed for an un-
derstanding of how and why mechanisms and outcomes
differed depending on their context.

2.3. Data Collection

2.3.1. Phase 1: Theory Development. Phase 1 comprised
a combination of approaches to develop and refine an initial
set of programme theories (expressed as CMOCs) [36].
Briefly, the methods incorporated a realist synthesis of
primary and secondary research on supported self-
management in stroke (and other long-term conditions),
a scoping and mapping of the delivery of supported self-
management across the study sites, and a Q-methodology
study to involve stakeholders in developing, refining, and
prioritising the initial programme theories. Realist synthesis
is a common approach used to identify and outline
mechanisms, contexts, and outcomes which can be built into
a set of initial programme theories for later testing [39]. The
specific purpose of the literature search in a realist synthesis
is to identify the most relevant evidence that informs, ex-
plores, and explains what works, for whom and in what
contexts in relation to a specific topic, in this case, supported
self-management. The review protocol, outlining the specific
approach  taken, was registered in PROSPERO
(CRD42020166208). Included papers were categorised
according to high, moderate, and low relevance to the de-
veloping programme theories and are listed in

supplementary information 1. The scoping and mapping of
study sites (supplementary information 2) allowed for
a greater insight into contextual factors likely to influence
how supported self-management was delivered in com-
munity rehabilitation services within these specific regions.

Finally, the Q-methodology study enabled prioritisation
and clarity of the initial CMOCs, building in further insights
and explanations ahead of testing in Phase 2. Q-
methodology is a novel approach in realist theory devel-
opment and is a mixed-methods approach which helps to
identify and describe shared viewpoints on a subject, re-
vealing areas of consensus and disagreement [40]. This
seemed appropriate for a study of supported self-
management which is a highly ambiguous concept and
interpreted in many different ways. The Q-methodology
study has been described in more detail elsewhere [41].
Briefly, however, the Q-methodology study involved pre-
senting stroke survivors, community rehabilitation practi-
tioners, and managers with a series of written statements
relating to the underpinning initial CMOC ideas (referred to
as a Q-sort) and inviting them to rank order the statements
from most to least important according to the question:
What is most important to make supported self-
management work? The Q-sort ranking stages were con-
ducted face-to-face with each group of participants sepa-
rately. Once the ranking process was complete, participants
were asked to explain their ordering of the statements.
Statements in the Q-sort were developed from the realist
review and the initial stages of programme theory devel-
opment where the initial CMOs were hypothesised. All
possible statements were collated into a list by the research
team who independently reviewed and discussed these for
important insights and overlaps between the statements. The
list was refined to 32 statements, which is typical of other Q-
sorts [40], that reflected the balance and coverage of the
initial programme theories and the articulation of the
statements was reviewed by, and refined with the help of, our
patient and public involvement group members. The
ranking of the statements was statistically analysed and
explanations for people’s perspectives on these used to
support the overall theory development process. The in-
tegration of the methods described here helped to identify
the key components of what supported self-management in
community stroke care comprised, the variation of this
across study sites, and the different contexts and mecha-
nisms operating across study sites which appeared to shape
the delivery and outcomes of supported self-management.

2.3.2. Phase 2: Theory Testing and Refinement. Phase 2 fo-
cussed on testing, synthesising, and consolidating the
CMOCs generated in Phase 1. This allowed for the devel-
opment of a robust explanation of how community sup-
ported self-management works, for whom and in what
contexts. Realist-informed interviews and focus groups with
stroke survivors, community rehabilitation practitioners,
and clinical managers were specifically designed to test the
CMOC:s from Phase 1. An example of the interview schedule
used with health professionals and clinical managers is
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TABLE 1: Summary of definitions underpinning the study.
Programme For the purposes of clarity in this manuscript, we will refer to supported

Programme theory

CMO

Context

Mechanism

Outcome

Intervention strategy/component

self-management as a programme
Programme theories are ideas or hypotheses about “. . .about how, and for whom, to
what extent, and in what contexts a programme might ‘work™ [30]
The Context-Mechanism-Outcome configuration is abbreviated to CMO. CMO is
a heuristic or hypothesis important to building and refining theory in realist studies.
The CMO configuration is used to demonstrate generative causality by unpacking
how and why a programme works at a granular level. CMOs are embedded within
programme theories
Context tells us for whom and in what circumstances a programme may or may not
work. Context can be thought of as anything that happens in the backdrop of
a programme, e.g., relational and dynamic or observable [33] that triggers or
inhibits the firing of a mechanism to produce an outcome. Context can include
individual, interpersonal, or organisational factors
Mechanisms tell us how or why a programme may or may not work. In realist
evaluation, mechanisms are often hidden as they often include the reasoning or
decisions that people make in response to resources offered by the programme.
Thus, mechanisms comprise both the intervention resources and how these are
acted on or responded to by actors [34] and are influenced by the context in which
the programme is enacted. It is the combination of mechanism and context that
generates outcomes
Outcomes can be intended or unexpected consequences of a programme, produced
by the combination of context and mechanisms [31]
Intended plans of action or components of an intervention and/or its delivery [35].
Intervention strategies and components are the “seen” parts of an intervention in
contrast to the mechanisms, which are hidden

Phase 1 Development
of programme
theories

Phase 2 Testing of
programme theories, &
recommendations

Phase 1a: Search
& synthesis of

in stroke

Phase 1b:
Phase 1c: Q-
methodology
delivery in case study
study sites

Iteratively refining programme theories

Finalised programme theories

FIGURE 1: Summary of design and stages of study.

shown in supplementary information 3. All data collection
in this phase was conducted online given the current
COVID-19 restrictions at that time. Interview guides con-
tained questions that directly asked participants about the
CMOC:s and participants were invited to comment on these
with a view to refuting or confirming their content and
helping to refine their articulation [38]. Interviews and focus
groups were audio recorded and transcribed verbatim.

2.4. Data Analysis. Data analysis for programme theory
development and refinement was undertaken in accordance
with the RAMESES II guidelines [30] and involved

framework analysis [42]. The data analysis was retroductive
[30, 43], applying both deductive and inductive logic and
moving back and forth between the initial list of CMOCs and
the data. Two authors were involved in the analysis (LK and
JB), which aimed to seek evidence to confirm, refute, and
refine the articulation of initial CMOCs or new CMOCs
where relevant. The analysis in both phases involved
identifying and coding CMOCs and presenting these con-
nected chains of contexts, mechanisms, and outcomes sitting
related to the programme theory areas. The analysis aimed to
identify patterns, known in realist studies as demi-
regularities, which reveal the CMOCs with more evidence
to support these and are synthesised back into the
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articulation of the CMOC:s. This iterative process was re-
peated multiple times in reaching a refined set of programme
theories.

2.5. Ethics Approval. Ethical approval was received from the
East of Scotland Research Ethics Committee (19/ES/0055)
and Research and Development approvals from the par-
ticipating health boards. All participants provided informed
consent to participate and their identities and organisations
were anonymised.

2.6. Patient and Public Involvement. The study was informed
and guided by a patient and public involvement group that
comprised four people with lived experience of stroke. The
group provided guidance, expertise, and support from research
design through to study recruitment and data collection, and
producing the final study reports. The group helped in the
piloting of the Q-methodology and interview processes in
phases 1 and 2 and were involved in the dissemination of
project outputs. The group members also helped to prepare and
agreed to be co-authors of the final manuscript.

3. Results

The demographics of the participants are described in Ta-
ble 2. Participants had all experienced or were involved in
the delivery of different forms of self-management support,
mostly through peer-based self-management programmes,
ongoing rehabilitation, or during a one-to-one clinical in-
teraction. None of the participants reported delivering
a structured self-management intervention such as the Take
Charge programme [24]; however, some had been trained in
the principles of the Bridges programme [23], despite this
not being a formalised and integrated component of their
community rehabilitation delivery.

The analysis identified two programme theories to explain
how supported self-management is delivered and what “makes
it work” in different contexts of community stroke care: (i)
embedding the ethos of collaborative supported self-management
and (ii) building trust, confidence, and resilience. Table 3 depicts
each CMOC with examples of supporting evidence from the
multiple data sources in the study. The intervention strategies
or components of supported self-management, the underlying
mechanisms of action that they give rise to, and the facilitatory
and inhibitory contexts that influence how each of the specific
mechanisms works (or don’t work) are discussed in the fol-
lowing sections. Evidence of examples of evidence to support
hypothesised inhibitory contexts for the activation of CMOCs
is also presented in Table 4.

3.1. Embedding the Ethos of Collaborative Supported Self-
Management (Programme Theory 1). Programme theory 1
focuses on how the organisational and cultural conditions
for delivering supported self-management can be developed
and spread. The realist synthesis captured professionals’
perspectives of self-management revealing differences in
how supported self-management is articulated, encouraged,

and measured within and across organisations. These nu-
ances affect narratives about local and organisational pri-
orities and the degree of autonomy that professionals seem
to have in working flexibly and collaboratively to enact and
deliver supported self-management [29, 46-51]. The realist
synthesis also emphasised that supporting self-management
may require professionals to draw on a different set of skills
or approaches that prioritise collaborative working and
a focus on “doing with” or “being with” rather than “doing
to” and help to create a shared language and understanding
around person-centred supported self-management [50, 52].
However, practitioners need to feel supported, confident,
and sufficiently trained to work collaboratively and flexibly
with stroke survivors in addressing their priorities [28, 44].
The empirical data from our study reinforced these aspects
as being essential for embedding an ethos of collaborative
supported self-management, which led to the construction of
this programme theory. Three CMOCs through which an ethos
of collaborative supported self-management could be de-
veloped, spread, and embedded in an organisation were
identified and confirmed in the analysis. These include the
following: feeling inspired and encouraged to “do” supported
self-management (CMO1); learning and reflecting together
(CMO2); and cohesion and connectedness (CMO3).

3.1.1. Feeling Inspired and Encouraged to “Do” Supported
Self-Management (CMOCI). Creating and communicating
a clear and consistent vision across the layers of the organi-
sation for delivering supported self-management and engaging
key stakeholders in securing “buy-in” for person-centred ap-
proaches at all levels was fundamental for inspiring and mo-
tivating staff to feel confident to “do” supported self-
management. This was believed to facilitate flexible and col-
laborative working with stroke survivors and their families.

Leaders and champions (intervention strategy) who took
the time to get to know their staff, who demonstrated
a passion for, and were experienced in supporting self-
management, and who role-modelled person-centred
values when engaging with staff (facilitatory contexts) en-
gendered a feeling of authenticity and trust, which helped to
offer sustained encouragement, reassurance, and in-
spiration. This kind of engaged and aligned approach where
leaders could tailor their “pitch” according to their audience,
as opposed to a command-and-control approach (inhibitory
context), was more effective for creating team cohesion and
building confidence amongst staff. This context also sparked
staff’s motivation to find new or creative ways to reconfigure
and deliver services and support that addressed the needs of
people rather than being dictated by fixed service level
agreements or workforce issues and staffing.

In contexts with little facilitation or direct support from
leaders and champions (inhibitory context), staff frequently
spoke of the delivery of supported self-management as being
unworkable within the time and resource constraints of their
current service. Consequently, staff did not feel inspired or
motivated to work differently and generally stuck to the
status quo of their practice and often reported feeling
frustrated and isolated.
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TABLE 2: Participant characteristics.

Stroke survivors (n=20)

Median age: 65.6 years (range 34-82 years)
Female: n=7; male: n=13

Median time poststroke: 18 months (interquartile range (IQR) 1-3.5 years)

Median mRS: 3 (IQR 2-3, range 1-4)

Median NIHSS language score: 0 (IQR 0-1, range 0-2)
Median short form MoCA: 12 (IQR 12-14, range 8-14)

Community rehabilitation practitioners (n =20)

Physiotherapist: n=6
Occupational therapist: n=6
Nurse: n=3
Speech and language therapist: n=3
Clinical psychologist: n=2

Median number of years’ working in stroke: 16.5 years (IQR 14.5-22.8 years)
Median number of years working in community stroke rehabilitation: 12 years

(IQR 8-15.1 years)

Managers/clinical leads (1 =8)

Median number of years working in management/leadership role: 13.5 years

(IQR 9-18.5 years)

mRS: Modified Rankin Score, NIHSS: National Institute of Health Stroke Scale, MoCA: Montreal Cognitive Assessment, and IQR: interquartile range.

3.1.2. Learning and Reflecting Together (CMOC2).
Collaborative working with stroke survivors takes confi-
dence and trust and, as reinforced in participants’ narratives,
can be challenging to implement in practice because of staff
shortages or service model restrictions. Such challenges can
restrict the autonomy that teams perceive they have over
what and how supported self-management is delivered. The
availability of, and access to, opportunities for regular, re-
peated, and interdisciplinary training and learning about
supported self-management (intervention strategy)—both
formal and informal—was an important strategy for
implementing collaborative approaches to supporting self-
management. These opportunities provided a space where
teams could learn from and connect and reflect with each
other, share experiences and concerns, build confidence, and
together develop a shared understanding about what sup-
ported self-management involves.

When staft were offered regular opportunities to engage
with training or discussions around supported self-
management (facilitatory context), they reported feeling
supported, valued, and invested in by the organisation and
by their colleagues, which led to greater confidence and
motivation to “do” supported self-management. In contrast,
when staff perceived a few opportunities for learning about
supported self-management or had to seek these out
themselves (inhibitory contexts), they perceived that sup-
porting self-management was not valued or seen as a health
board priority and so did not feel any impetus or drive to
change their current practice. Our data revealed that staff
working in such contexts also had a fractured understanding
across their teams of what supporting self-management
involved and its potential impacts, which led to patchy
implementation in practice.

3.1.3. Cohesion and Connectedness (CMOC3). Being sup-
ported by and connected with colleagues who can help each
other to learn and gain insights into “doing” supported self-
management was identified as important for nudging,
spreading, and embedding an ethos of collaborative working

across teams and the organisation. Although leaders and
champions (intervention strategy) and training and learning
opportunities (intervention strategy) were seen as important
for creating a shared understanding and sense of purpose of
delivering supported self-management, having a network of
practitioner support (intervention strategy) was also valu-
able for reinforcing the diffusion of this across team
members. Knowing who to reach out to for support and
advice strengthens cohesion and connectedness both within
and across teams and helps to build practitioner’s confidence
in implementing and engaging people in self-management
in their practice. Role modelling amongst peer colleagues
can act as an eye opener and a way to demonstrate and
model the subtleties and nuances of what person-centred
working feels like. This includes the language and types of
conversations that supporting self-management involves,
prompting a common understanding of what it is and
greater confidence in delivering it in practice.

The data identified that colocation in a shared office with
colleagues, having worked together for a long-time, and
being able to connect with colleagues informally (facilitatory
contexts) through discussions at the end of team meetings or
bumping into someone in a corridor helped develop trust
between colleagues and a sense of psychological safety within
teams. This prompted them to feel more confident and
autonomous about challenging the status quo of their
current practice and exploring ways to flexibly and creatively
to address stroke survivors’ priorities. On the other hand,
remote working, working in a generalist rehabilitation team
or a perceived lack of opportunities to informally connect
with colleagues (inhibitory contexts), was found to limit
capacity for connections and cohesion. Staff working in
these contexts reported that they often felt isolated and
lacked direction on how to change and improve their
practice or service model.

3.2. Building Trust, Confidence, and Resilience (Programme
Theory 2). Programme theory 2 focuses on the quality of the
interactions and relationships between stroke survivors and
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health professionals, or with peers, in building trust, con-
fidence, and resilience for engaging in and sustaining long-
term supported self-management. The realist synthesis
captured both the perspectives of people affected by stroke
and professionals’, and highlighted the importance of being
listened to and feeling heard, being involved in making
decisions about one’s health and wellbeing, and being
supported to push boundaries in discovering their own
abilities and building their confidence to self-manage
[44, 45, 53, 54]. The empirical data from our study con-
firmed support for these priorities and highlighted a new
mechanism of personal experience (CMOCE6) leading to the
construction of this programme theory. Three CMOCs
through which trust, confidence, and resilience can be built
were identified and confirmed in the analysis. These include
the following: fostering a connection (CMO4), sharing re-
sponsibility for self-management (CMOS5), and sharing and
learning from personal experience (CMOG6).

3.2.1. Fostering a Connection (CMO4). Fostering a connec-
tion with stroke survivors and acknowledging the patient as
a person lays the foundations for a trusting and supportive
relationship, which is crucial for building confidence and
sustaining engagement in long-term supported self-
management. Open and honest conversations (in-
tervention strategy) allow practitioners insight into the
personhood of someone with a stroke and the context of
their lives and what is important to them. The data identified
that when practitioners showed they were really listening,
shared aspects of their own personhood, or their humour
(facilitatory contexts), it could help to engender a sense of
safety where stroke survivors perceived they could be
themselves. As a result, they reported feeling more trust and
greater confidence to share their ideas about their self-
management, knowing that these would be valued and
respected. Having a rapport with practitioners was also
found to strengthen stroke survivors’ sense of self-worth.

However, in some contexts, where there was a lack of
continuity in or shortages of staffing or where practitioners
explicitly spoke of feeling uncomfortable at disclosing
personal information about themselves (inhibitory con-
texts), fostering a connection with stroke survivors was more
challenging. Stroke survivors also reported that in situations
where they felt their priorities and preferences were not
listened to or had been trivialised or dismissed or when staff
showed a lack of interest in them as a person (inhibitory
contexts), it affected their sense of trust. Rather than building
a connection with practitioners, stroke survivors often found
themselves disengaging from open, honest, and potentially
collaborative conversations.

3.2.2. Sharing Responsibility for Self-Management (CMO5).
When health professionals recognise the limits of their
professional expertise or capacity, and involve stroke sur-
vivors’ experiences in shaping and informing self-
management decision-making and plans (facilitatory con-
text), it creates a sense of shared responsibility for self-
management where both stroke survivors and health
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professionals see themselves as having a valuable contri-
bution to make. Open, honest conversations about expec-
tations for self-management (intervention strategy)
strengthen an understanding of the skills, assets, and ex-
perience that both stroke survivors and health professionals
bring in working together. The findings identified that when
this happens, stroke survivors feel more ownership over
setting and working towards personally meaningful goals,
even when these ideas converge with those of health pro-
fessionals. Stroke survivors frequently spoke of the sense of
confidence and self-belief that came from doing and
achieving, having permission to fail, and renegotiating goals
that they had set as part of their self-management, knowing
they had still had support if needed from health pro-
fessionals (facilitatory context). Sharing responsibility for
supported self-management also engendered a greater sense
of trust amongst practitioners in stroke survivors’ capabil-
ities for self-management and helped them to flex the kinds
of support that they offered, being able to vary and tailor
their support to what stroke survivors needed most at
a specific time.

All of the practitioners in the study perceived the in-
volvement of stroke survivors in self-management as im-
portant. However, in situations where practitioners faced
staffing shortages, caseload, and waiting times pressures;
perceived a lack of organisational support for collaborative
working; or were lacking in personal confidence to imple-
ment supported self-management (inhibitory contexts),
a genuine commitment to a sense of collective responsibility
for self-management was less likely to be achieved.

3.2.3. Sharing and Learning from Personal Experience
(CMOe6). Stroke survivors’ accounts identified the impor-
tance of peer support (intervention strategy) in helping to
build their confidence, motivation, and skills to self-manage
the impact of living with stroke. The opportunity to share
and learn from the personal experiences of fellow stroke
survivors can help with managing the emotional impact of
stroke, particularly in addressing social isolation that many
stroke survivors experience after a stroke. Stroke survivors
reported that peer support offers a safe space where people
can be themselves and work towards feeling comfortable
with how their stroke has impacted on them, knowing that
others around them “get it” (facilitatory context). Learning
about self-management strategies and tips from other stroke
survivors encourages a degree of reflection on one’s own
circumstances, social support, and assets that can help
people to work out what might be suited to them (and what
wouldn’t) in their own self-management.

However, preferences for peer support varied across
stroke survivors in the study. Those who perceived them-
selves to have had little long-term impact from their stroke
or who expressed a preference for health professionals’
expertise over experiential expertise (inhibitory contexts)
appeared to value peer support less with some even com-
menting that it could be unhelpful and unsettling. Some of
the stroke survivors saw peer support as burdening others
with their problems or that peer support was not “their
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thing” whilst others commented that a lack of a shared
connection with peers beyond the stroke itself or issues with
distance and travel (inhibitory contexts), curbed their desire
to engage with peer support.

4. Discussion

The importance of supporting self-management has been
reinforced in recent stroke guidance and national policies
[4-8], and there is a growing evidence base on its efficacy in
people affected by stroke [18-22]. In spite of this, what
supported self-management is, how it can best be delivered,
and what needs to be done to support its consistent delivery
across different models, geographies, and organisational
contexts of community rehabilitation to support life after
stroke remains unclear. This realist evaluation aimed to
uncover the mechanisms and contexts, which can facilitate
or impede the integration, delivery, and impact of supported
self-management approaches in routine practice and
community-based stroke services.

Contemporary notions of supported self-management
position this as a collaborative approach, which involves
working in partnership with people and putting their pri-
orities and preferences at the centre of care delivery [17].
However, organisational targets and the delivery of re-
habilitation in piecemeal ways that prioritise specific dis-
ciplines or problems [55] within a capped service model
drive the majority of rehabilitation services across the UK. In
this context, the consistent delivery of person-centred
supported self-management can be impeded or frequently
perceived as impossible. The findings from the current study
are grounded in this context but importantly highlight how
the social tissue of rehabilitation teams and organisational
culture influences practitioners’ capacity to nurture and
create the conditions that help to build trust and social
cohesion across and within teams. It is these conditions that
help build practitioner’s confidence to work flexibly and
collaboratively in supporting stroke survivors’ longer-term
self-management in a person-centred way. Two concepts
drawn from the world of organisational psychology; psy-
chological safety [56] and emotional culture [57], hold
particular relevance to the findings from the current study in
the pivotal role they play in supporting the diffusion of
culture change towards working differently and flexibly
within the limits or confines of the healthcare system and its
challenges. In particular, having a strong sense of psycho-
logical safety within rehabilitation teams and a positive sense
of the emotional temperature of individuals within those
teams can help to facilitate greater integration and in-
terdisciplinary working across staff and teams so that col-
laborative and cross-disciplinary working becomes “just
how it’s done here.”

The term self-management frequently evokes notions of
personal responsibility and agency. The findings, however,
support a conceptualisation of supported self-management
as a broader, relational approach for supporting life after
stroke rather than simply being about preparing people for
discharge or asking them to do more themselves to increase
the dose of therapy outside of professional therapy time.

Health & Social Care in the Community

Recovery and rehabilitation from stroke does not follow
a linear trajectory and people affected by stroke consistently
report a significant unmet need in relation to life after stroke
[11, 14, 15, 58, 59]. Rather, navigating life after stroke can be
slow and complex, disempowering, and laden with un-
certainty as people deal with their ongoing recovery and
work on adapting to and rebuilding their lives
[41, 58, 60-64]. Stroke and its impairments create a state of
flux and can have wide-ranging impacts on people’s identity,
their social networks, friendships, relationships, and in-
timacy, their self-worth, freedom and hope, and their fa-
milial roles and financial status as well as their physical self
and wellbeing [14, 54, 63, 65-67]. Rehabilitation activities
and life after stroke support can commonly feel discon-
nected from the identities that stroke survivors hold for
themselves and their priorities within the contexts of their
lives [65, 68]. The findings show that when self-management
is supported through good relationships characterised by
trust, rapport building, and emotional investment from both
stroke survivors and practitioners, it helps significantly to
build stroke survivor’s confidence, resilience, and sense of
agency. Other authors have also acknowledged the impor-
tance of rapport building in relationships and being able to
provide that sense to someone that they are known and
heard [68-70]. Doing so enables opportunities for conver-
sations and sharing of stories that provide richer insights
into peoples’ lives and their priorities and “where they’re at”
that qualitatively differs from, and has more meaningful
impact on engagement than, a process-driven patient history
[68-71]. The current study highlights that when time and
space for nurturing relationships is valued and prioritised
within community teams, it supports a redressing of the
traditional professional-patient power imbalance where
stroke survivors feel like equals. In these contexts, re-
sponsibility for self-management can be shared and stroke
survivors feel safe and supported in articulating their needs
and preferences for coconstructed self-management
support.

The study findings expand those from previous research
on the effectiveness of supported self-management in stroke
[18-22] by offering a richer and deeper understanding of the
complexities of how supported self-management is delivered
in real-world community stroke care, from both health
professionals’ and stroke survivors’ perspectives. This is
useful because it can be used to help determine the trans-
ferability of supported self-management approaches to
specific contexts and strengthen the quality and person-
alisation of feasible, relevant, and meaningful supported self-
management approaches in community stroke care for
supporting long-term wellbeing and life after stroke. The
findings are valuable for shifting the orientation of narratives
of stroke recovery, rehabilitation, and long-term support
towards what we do with rather than to people. We argue
that the findings challenge two dominant narratives evident
in self-management research and practice; that self-
management is only about personal agency, motivation,
and self-efficacy and that long-term relationships with stroke
survivors create a fear of dependency and passivity. Con-
versely, the opposite of both of these seems to be true in
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many contexts as is borne out in the study findings. Re-
lationships and relational working, supported by a team
culture, which values collaboration with stroke survivors and
their families, are the very scaffolding that is necessary for
achieving outcomes such as increased self-efficacy, confi-
dence, knowledge, and skills and for long-term wellbeing
and independence following stroke. Relational work, how-
ever, is complex, dynamic, and fragile [72]. It is challenging
for practitioners to have the time and space to nurture and
invest in relationships in the context of the technical and
time-bound aspects of rehabilitation and care delivery that
prioritises physical recovery and patient throughput,
meaning that relational work risks being overlooked and
delegitimised rather than seen as a fundamental and nec-
essary part of care delivery [73]. Practitioners in the current
study spoke of feeling unable or ill-equipped to prioritise
relationship building and person-centred self-management
even though they understood its importance. Our findings
from this and our previous research demonstrate that a lack
of practitioner confidence and organisational and team
support for collaborative working can preclude practitioners
from challenging the status quo of their practice and so they
frequently stick to the habits and routines that they know
will work and that they are familiar and comfortable with.
The dialogue around what should be prioritised and why,
and the approaches and language we use in supporting
wellbeing and life after stroke needs to start in education
settings where future stroke practitioners are being trained
and educated to equip them with the skills, knowledge, and
confidence to work flexibly and collaboratively with stroke
survivors and their families in their future care delivery.
Furthermore, the dialogue needs to be continued to influ-
ence and inform stroke care within the contexts of guideline
and policy development, strengthening opportunities for
further implementation and diffusion of a culture and ethos
towards collaborative supported self-management across
teams and organisations. Practitioners working in com-
munity stroke care need training and time for reflection, and
support from their organisations as well as their colleagues
that helps them to work in a psychologically safe space and to
develop, test, and integrate collaborative, relational sup-
ported self-management approaches into local services and
pathways. Further evidence on the implementation and
impact of collaborative, relational approaches to supported
self-management in community stroke care will help to
support and develop practitioners’ confidence and skills in
integrating it into their repertoire of support for people
living with stroke.

4.1. Strengths and Limitations. The study findings are of
clinical importance, but they also contribute to shifting the
focus in the evidence base on self-management in stroke
from trials that address what works to broader methodol-
ogies that inform how supported self-management ap-
proaches work and can be embedded into clinical practice.
The inclusion of a Q-methodology approach within this
realist study helped to ensure that different stakeholder’s
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perspectives were incorporated into the development and
prioritisation of the programme theories. The approach also
highlighted the different outcomes of supported self-
management that are important to different stakeholders,
which could help to inform how supported self-management
can be embedded into practice and measured and evaluated.
Grounding the initial programme theory development in
a realist review of the literature was valuable; however, the
focus on delivery of supported self-management meant that
research on stroke survivor’s experiences of engaging in self-
management and perceptions of self-management needs was
not included. This literature may have helped offer insight
into additional mechanisms and contexts that would have
been important to include.

The intervention strategies, mechanisms, and contexts
discussed here have been differentiated for the purposes of
this realist evaluation and for aiding a clearer understanding
of the nuts and bolts underpinning how supported self-
management works in community stroke care, but in reality,
they overlap and work synergistically together. A particular
challenge in the study was aligning mechanisms to specific
contexts and accurately describing how these connect to
individual intervention strategies for supported self-
management. The evidence-based core components of
supported self-management are still unclear, and in the
absence of this kind of framework, we identified intervention
strategies from the data itself. It is plausible that there are
additional intervention strategies to consider and that
specific strategies can give rise to several of the mechanisms
described here rather than the ones we have opted to align
these to. This will be important to explore in future research.

It is also important to note that the programme theories
presented here are context-specific and the mechanisms may
trigger or interact differently in different contexts. However,
what they do provide is insights into how different contexts
influence the mechanisms and subsequently outcomes of
doing supported self-management. This understanding is
important for identifying the characteristics of contexts in
clinical practice that are likely to influence implementation
of supported self-management so that tailored imple-
mentation strategies can be developed to facilitate and
support future implementation. Whilst this research fo-
cussed on community stroke care, it is plausible that an
exploration of supported self-management in acute stroke
care settings would reveal different contexts and mecha-
nisms through which supported self-management is enacted
and delivered. Future research understanding how the
programme theories apply to and could be refined for un-
derstanding supported self-management in acute stroke care
would be valuable.

Finally, the findings come at a time when addressing
health inequities in stroke is high on the agenda of clinicians,
researchers, voluntary sector organisations, and funders.
Whilst this research included people living in urban and
rural communities in Scotland, the sociocultural profile of
the participants was limited. It would be important to un-
derstand experiences of supported self-management from
the perspective of people from diverse backgrounds and how
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the programme theories operate for teams working with
stroke survivors from with different needs and experiences
due to sociodemographics and stroke impact.

5. Conclusions

Adopting a realist approach in this study has been valuable
for offering a theoretically informed framework to un-
derstand how person-centred supported self-management is
delivered in community stroke care and what this comprises.
The findings argue for an emphasis on supported
self-management as a relational, collaborative approach that
helps to support and address people’s needs for a good life
after stroke. Supporting self-management, whilst being
a personalised and individualised approach between stroke
survivors and practitioners, depends on benefits from
a number of factors that operate at the organisational and
team levels that shape and guide understandings towards
and the delivery and impact of supported self-management
approaches in practice. The findings could be used to help
determine the transferability and feasibility of supported
self-management approaches to different contexts and in-
form the development of context-specific strategies that can
help teams to tailor, optimise, and personalise the provision
of supported self-management that aligns with the priorities
of stroke survivors in a timely and meaningful way.
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