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Background: Various outcome measures (OMs) have been used with individuals with breast cancer-related

slymphedema (BCRL). There have not been studies investigating the facilitators and barriers to the use of OMs
by certified lymphedema therapists (CLTs) on BCRL. The purposes of this study was to (1) identify facilitators
zand barriers for use of OMs reported by CLTs and (2) investigate the association of personal and professional
§characteristics of CLTs and their knowledge or beliefs about OMs. Methods: Cross-sectional online survey
sresearch design. Electronic surveys were distributed to CLTs from various institutions. Data from 70 physical
therapists and 41 occupational therapists were analyzed. Point-biserial correlations examined associations and
Ylogistic regression examined predictors to OMs facilitators and barriers. Results: Certified lymphedema ther-
éapists agreed that OMs help direct a plan of care (90.1%), improve quality of care (76.6%), and determine the
—efficacy of their intervention on BCRL (72.7%). Certified lymphedema therapists reported difficulty knowing
the best OM to choose due to numerous options (67.3%). Barriers for OMs included lack of knowledge and
ime, availability in workplace, and personal preferences. Characteristics associated with barriers and facili-
ators were few and poorly correlated. Conclusion: Certified lymphedema therapists agree on the benefits
of and to the use of OMs, however, physical therapist CLTs may value the use of OMs less than occupational
therapists. Certified lymphedema therapists experience barriers to use of OMs related to lack of knowledge
and implementation skills. Further guidance is needed in selecting OMs for breast cancer survivors with BCRL
to reduce barriers to their use. (Rehab Oncol 2023;41:121-128) Key words: barriers, breast cancer, facilitators,
lymphedema, outcome measures
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Standardized outcome measures (OMs) are an essen-
tial component of evidence-based practice (EBP) and are
often incorporated in the examination of individuals with
a disorder and the outcome assessment of interventions
for related impairments of body functions and structures
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and limitations of activities and participation.!> The
results of these OMs provide a foundation for clinical
reasoning in the diagnosis, prognosis, and establishment
of intervention and/or management of a health condition.?
The use of OMs in the clinical setting can justify the
efficacy of a plan of care for chronic conditions such as
in breast cancer-related lymphedema (BCRL). Outcome
measures are a key component to patient-centered care,
value-based health services, and current reimbursement
models, especially in complex long-term conditions.*
Recommended OMs to be used with individuals sur-
viving breast cancer (BCS), lymphedema, and BCS with
BCRL have been established by the Breast Cancer EDGE
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Task Force and the Dutch Society of Dermatology.’°
A clinical practice guideline (CPG) for the diagnosis
of BCRL was developed by the Academy of Oncologic
Physical Therapy of the American Physical Therapy
Association and recommends OMs for this population.”
Beyond these guidelines, there are other OMs being used
by certified lymphedema therapists (CLTs) for use in
the population with BCRL.® Adding to that fact is that
there is a multidisciplinary group of professionals who are
CLTs including, physical therapists (PTs), occupational
therapists (OTs), massage therapists (MTs), nurses (RNs),
and physicians (MDs).° The use of OMs across a number
of health care disciplines!'®!? has been meager over the
last decade. Furthermore, there is limited evidence on
differences in the use of OMs between PTs, OTs, RNs, and
Ds.!2:13 Past studies have reported a greater use OMs by
Ts compared with OTs,'> and MDs and RNs compared
with PTs and OTs.!? Jette et al'® reported that 48% of PTs
used OMs. Approximately 74% to 85%'!:!* of clinically
racticing certified athletic trainers (ATCs) do not use
atient-reported OMs.

Knowledge of and the competence to use of OMs are
routinely reported as significant barriers for the use of OMs
across health care disciplines.!>!” Lack of knowledge on
OMs may limit a clinician’s competence and confidence
in their use at work and in research settings, which may
ead to undervaluing EBP'>!® Other significant barriers
reported across disciplines include lack of time to imple-
ment, scoring and interpreting OMs, difficulty in patient
comprehension, low perceived value of the measurement,
ack of suitability of the instrument, lack of appropriate
sychometric properties of the instrument, diminished at-
itude toward EBP and OMs, and lack of advocacy from
management and peers.'011:1517.192L Common facilitators
of OMs juxtapose the barriers.

Although various health care professionals have pos-
itive beliefs about EBP and OMs, that they are considered
useful for enhancing levels of communication and thor-
oughness of a plan of care, their use may be limited by
CLTs working with BCS with BCRL. Facilitators and barri-
ers to the use of OMs with BCS with BCRL have not been
explored in the diverse health care professionals (eg, PTs,
OTs, MTs, MDs, and RNs) who are CLTs. The purposes of
this study were to (1) identify facilitators and barriers for
use of OMs reported by CLTs and (2) investigate the asso-
ciation of personal and professional characteristics of CLTs
and their knowledge or beliefs about OMs.
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METHODS

Doubblestein et al® conducted a cross-sectional study
investigating the use of OMs by CLTs with BCS with
BCRL.® An online survey design was implemented to
gather responses from CLTs from various postprofessional
lymphedema continuing education programs and related
professional associations in the United States. Detailed de-
scription of the survey methodology, variables, and statisti-
cal analysis is provided elsewhere.® This study is a follow-
up analytic investigation to the study by Doubblestein

122 Doubblestein et al

etal,® which received exempt status by the Health Sciences
and Behavioral Sciences Institutional Review Board of the
University of Michigan, Flint and from A.T. Still Univer-
sity, Arizona. Respondents gave written informed consent
before completing the survey.

The survey was divided into 3 domains to gather (1)
demographics and practice characteristics of respondents,
(2) levels of use of standardized and clinically relevant
OMs, and (3) levels of agreement on facilitators and barri-
ers to using OMs. Outcome measures were separated into
2 domains from the International Classification of Func-
tioning, Disability and Health (ICF): (1) OMs used by
CLTs to measure ICF domain of body structures and func-
tions with subdomains of (1.1) joint function, (1.2) flex-
ibility, (1.3) strength, (1.4) volume, (1.5) pain, (1.6) tis-
sue consistency, (1.7) body composition, and (1.8) sensa-
tion; and (2) OMs used by CLTs to measure ICF domains
of activities and participation with subdomains of (2.1)
patient-reported function and health-reported quality of
life, (2.2) patient-reported upper quadrant function, (2.3)
patient-reported fatigue, (2.4) mobility and balance, and
(2.5) upper extremity activity and motor control.® A total
of 92 OMs (see Supplemental Digital Content 1, available
at: http:/links. lww.com/REHABONC/A46) were scored a
level of use by the respondents. Levels of use for OMs
were scaled as frequent, occasional, seldom, and do not
use. In addition to the levels of use of OMs, the survey
gathered barriers to use of OMs in each subdomain. Bar-
rier options included (1) lack of knowledge of the OMs,
(2) lack of skill using OMs, (3) lack of time implementing
OMs, (4) too difficult for the patient to perform, (5) exam-
ination preference (eg, review of systems, predetermined
tests, and measures), (6) OMs not available at workplace
(eg, cost, resources), (7) workplace does not support use
of OMs, (8) too confusing for the patient to understand,
(9) OMs not inclusive (eg, culturally, ethnically, gender),
and (10) other. The facilitators and barriers to the use of
OMs were categorized from a modified format outlined by
Braun et al,*? which includes (1) beliefs of the therapist,
(2) knowledge and competence, (3) health care practice,
(4) business structures, and (5) health care equality. Lev-
els of agreement were scaled (1) strongly agree, (2) some-
what agree, (3) neither agree nor disagree, (4) somewhat
disagree, and (5) strongly disagree.

Data Analysis

Data were analyzed using IBM SPSS version 28
(Armonk, New York). The total sample of respondents (n
=130) included PT (n=70), OT (n=41), MT (n=7), RN
(n=3), and physical (n = 6) and occupational (n = 3) ther-
apist assistants. Because of sparsity of some of the respon-
dent’s professions, the sample was collapsed for analysis (n
= 111) and included groups most represented, including
(1) OT CLTs and (2) PT CLTs. Descriptive statistics were
presented as means + SD, counts (n), and frequencies
(%). Independent samples ¢ tests were used to analyze
group differences between OTs and PTs for parametric
data. Nonparametric data were analyzed with the x? test of
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independence and the Mann-Whitney U test. Fisher exact
test was used when more than 20% of cells had expected
counts less than 5. Barriers for ICF subdomains were
presented at counts (n) and frequencies (%). The Likert
scale for OMs was collapsed to (1) Use and (2) Do not use,
and collapsed for facilitators and barriers to (1) agree and
(2) disagree, with neither agree nor disagree coded into
disagree with the rationale being that respondents who an-
swered strongly agree or somewhat agree were those who
agreed with the statement.?> To investigate the association
f personal and professional characteristics to individual
acilitator and barrier statements, a binomial logistic
regression was conducted with the reference criteria being
agreement to the statement. To investigate the association
of facilitators to the use of OMs used most often (fourth
quartile) and barriers to the use of OMs used least often
g(first quartile) (see Supplemental Digital Content 2,

available at: http://links.lww.com/REHABONC/A‘W),8 a
binomial logistic regression was conducted for each OM
ith each facilitator/barrier statement. Odds ratios with
5% confidence intervals were reported for significant
independent variables.

To further investigate the association of personal and
rofessional characteristics to facilitators and barriers,
an exploratory factor analysis (principal axis factoring
with direct oblimin rotation) of 38 statements was con-
ducted. Eight factors were identified and named by the
investigator based on the content of items loading highly
on each factor: (1) Beliefs of therapist on OMs, (2) Time
to use OMs, (3) Workplace determinants to use OMs,
(4) Comprehension of OMs, (5) Patient determinants to
se OMs, (6) Training to use OMs, (7) Opinions about
OMs, and (8) Inclusivity of OMs. Unit-weighted factor
scores were calculated to express the degree to which
participants agreed with the statements comprising each
factor. Characteristics of interest were selected on the basis
of how commonly they were reported in the literature
associated with the use of OMs and EBP, which included
(1) age of therapist,?* (2) highest degree earned,'*:!° (3)
years in practice,”> (4) practice specialization,'®1? (5)
years as CLT,” (6) Lymphology Association of North
America (LANA) certification,!®-!° (7) practice setting,'
(8) minutes allocated for initial evaluation,'*'® and
(9) profession.?®:?” Profession and highest degree were
correlated (r; = 0.22, P = .02) as well as therapist age
and years of practice (r = 0.90, P value of less than .001),
which resulted in a moderate risk of multicollinearity
(variance inflation factor greater than 5). Age of therapist
and highest degree earned were removed from the analysis
resulting in no risk of multicollinearity. Point-biserial
correlations between characteristics and factor scores were
calculated to illustrate the association of characteristics to
factors. Alpha level was set at 0.05 for all analyses.
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RESULTS
Participants

The CLT respondents (n = 111) who use OMs with
BCS with BCRL were 98% (n =109) female and 2% (n=2)

Rehabilitation Oncology, Vol. 41, No. 3

male, with an average age of 48 £ 10.6 years, which was
not significantly different between PT and OT groups (t10s
=—0.27; P =.79). Forty-eight (68.5%) of the PTs pursued
National CLT certification through LANA, while 56% (n
= 23) of OTs pursued this credentialing. There was a sta-
tistically significant difference between PT and OT groups
on having additional certifications beyond CLT, with OTs
having a greater number of specialized therapist certificates
(3 n=111] = 5.00; P = .03). Respondents similarly re-
ported that a mean of 64.2 & 29.2% of their practice was
devoted to lymphedema management. The allocation of in-
tervention and management for BCRL was similar for PTs
and OTs with an average of 3.5 £ 3 BCS with BCRL seen in
an 8-hour workday. Further respondent and practice char-
acteristics and their related group differences are evidenced
in Table 1.

Barriers to the Use of OMs Within ICF Subdomains

Respondents identified various barriers to OMs
within the ICF subdomains (see Supplemental Digital
Content 1, available at: http:/links lww.com/REHABONC/
A46) that they did not use. The frequency of these bar-
riers is presented in Figures 1 and 2. An emerging trend
for 4 barriers most frequently reported was identified by
their frequency in the upper quartile (75th percentile rank)
among other barriers: (1) lack of knowledge of OMs, (2)
respondent’s examination preference, (3) lack of time to
implement the OMs, and (4) OMs not available at the re-
spondent’s workplace (Table 2). Although lack of knowl-
edge was a barrier identified across subdomains, lack of
time to implement the OMs was a barrier primarily for sub-
domains of the ICF domains of activities and participation.

Barriers and Facilitators to Use of OMs

The level of agreement of CLTs for facilitators and bar-
riers to the use of OMs was investigated and frequencies are
reported in Supplemental Digital Content 3, available at:
http://links.lww.com/REHABONC/A48. Most CLTs agreed
that the use of OMs helps direct the plan of care (90.1%, n
=100), improves quality of care (76.6%, n = 85), helps in
the clinical reasoning for choice of interventions (77.5%,
n = 86), and is necessary for the practice of BCRL inter-
ventions and management (94.6%, n = 105). They also
largely agreed that use of OMs improves communication
with their BCS clients with BCRL (80.2%, n = 89) and with
other health care stakeholders (eg, insurance providers, re-
ferral sources, garment providers) (76.6%, n = 85). Eighty
percent of CLT respondents (n = 88) were consistently
incorporating CPGs and systematic reviews in their diag-
nosis and interventions for BCRL. Certified lymphedema
therapists largely agreed that use of OMs helped determine
the efficacy of their interventions for BCRL (72%, n = 80).
Although most CLT respondents in our study reported that
they had sufficient skills (70%, n = 78) to use and interpret
the results (64%, n = 71) of OMs for clients with BCRL,
46% (n = 51) reported that they had sufficient knowledge
about OMs for BCRL. Sixty-seven percent (n =74) reported
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TABLE 1

Demographic and Practice Characteristics

Occupational Physical Significance of
Characteristic Therapists Therapists Difference
Occupation, n (%) 41 (37) 70 (63)
g Age (n=111), y, mean & SD 48+ 11.2 48+ 10.3 t=-—0.27,P=.79
§ Sex, n (%)
29 Female 40 (97.6) 69 (98.6) P=1.00%
S5 Male 1(2.4) 1(1.4)
= §H1ghest degree earned, n (%)
£ 2 Bachelor of arts or science 12 (29.3) 17 (24.3) x2=11.24,P < .01P
%‘ S Master of arts or science 21 (51.2) 18 (25.7)
‘c%_é:’ Clinical doctorate 8 (19.5) 35 (50)
g%Years in practice (n = 104), mean + SD 22+125 234+11.2 t=—0.67,P=.50
% S Practice specialization, n (%)
E & Have a specialization 26 (63.4) 29 (41.4) x2=5.00,P=.03"
2 £ Notspecialized 15 (36.6) 41 (58.6)
@ 3Years as CLT (n=111), mean £ SD 11+7.6 11 +10.0 U=1310,P=.73¢
@ %LANA certified, n (%) 23 (56.1) 48 (68.5) x2=1.75,P=1.86
g 5 Type of practice setting, n (%)
2 § Acute and subacute care 4(9.8) 3(4.3) P =422
Sz Outpatient clinic 37(90.2) 67 (95.7)
§%Percentage of practice devoted to lymphedema treatment, 66 £+ 31.7 63.1 £27.8 U=1283,P=.35¢
3 = mean + SD
% 2Number of BCRL clients in 8 h work day, mean 4 SD 3+20 4+34 U=1683,P=.07¢
§1 %Minutes allocated for initial evaluation, mean =+ SD 61 £+ 24.6 59 +13.2 U=1278,P=.29¢
E CTnMinutes allocated for reevaluation, mean 4 SD 54 4+ 20.6 554+ 11.2 U=1411,P=.87¢
3 SHours per week providing lymphedema treatment, mean + SD 14 £13.2 15 +£10.7 U =1550, P =.39¢
> ©
75
Qs
© <Abbreviations: BCRL, breast cancer—related lymphedema; CLT, certified lymphedema therapist; LANA, Lymphology Association of North America.
Xq
5 @*Fisher exact test; n (% of cases).
2 Dhsjonificant.
5% '8
7 2“Mann-Whitney U test.
8 c
RS
3
2 Q m Joint Function Flexibility ® Volume/Tissue Water Content Pain = Sensation ™ Tissue Consistency ™ Body Composition
z S 90.0%
&= S
3 T = §
8% s R
2
2 2
- 70.0% b
g
60.0% ]
50.0%
g
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40, w
& = g .|
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Be |5 % £z ] ] R 2
5§ £ whoa 2le E8 ﬁ
20.0% - o 1] # el B =1 # g
g T B B g B
£ = sy = .
soon |2 dﬁﬁ;’ﬁﬁ £ o e-xx %
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Attitude and/or Lack of Lack of skill in  Lack of time to OM too difficult  Examination OM is not Workplace does OM too OM is not
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usefulness (n=111) (n=111) understand
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Fig. 1. Frequency of barriers to OMs in subdomains of International Classification of Functioning, Disability and Health domain of body
structures and functions. OM indicates outcome measure.
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that they had difficulty knowing the best OM to use due to
numerous options. A majority (68%, n = 75) of respon-
dents agreed that they did not receive sufficient training in
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their professional education on OMs for clients with BCRL.
hereas an equal proportion of respondents reported that
they did (45%, n = 50) or did not (44%, n = 49) receive ad-
equate training in their postprofessional CLT courses on
OMs for clients with BCRL.

The significant differences between professions for
the facilitators and barriers are presented in Table 3. Com-
pared with OTs (2.4%, n = 1), PTs (18.6%, n = 13) dis-

agreed that OMs improve quality of care for clients with
BCRL. A similar scenario is noted with 18.8% (n = 13) of
PTs disagreeing that OMs are necessary to determine in-
tervention efficacy for clients with BCRL, compared with
2.4% (n = 1) of OTs. Physical therapists were relatively
uncertain whether OMs increase the efficiency of evalu-
ations, with 40% (n = 28) of the profession both agree-
ing and disagreeing. However, a majority (68.3%, n = 38)
of OTs felt that OMs increased the efficiency of evalua-
tions. Twenty percent of PTs (n = 14) neither agreed nor
disagreed that OMs improved communication with other
health care stakeholders, compared with 2.4% of OTs (n =
1). A majority of OTs (92.7%, n = 38) agreed that the use
of OMs helps in the clinical reasoning for choice of inter-
ventions on clients with BCRL, whereas 68.6% (n = 48) of
PTs agreed and 14% (n = 10) neither agreed nor disagreed.

Characteristics Associated With Individual
Statements and Factors

Profession was a unique predictor for individual state-
ments. The odds of disagreeing with the following state-
ments were greater for PTs than for OTs (see Supplemen-
tal Digital Content 3, available at: http:/links.lww.com/
REHABONC/A48). “The use of OMs improves communi-
cation with clients who have BCRL” (odd ratio [OR] =
—2.01, P = .03, 95% confidence interval [CI]: —0.25
to —3.76), “The use of OMs improves communication

Rehabilitation Oncology, Vol. 41, No. 3
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Fig. 2. Frequency of barriers to OMs in subdomains of International Classification of Functioning, Disability and Health domain of activ-
ities and participation. OM indicates outcome measure; UE, upper extremity.

with other health care stakeholders” (OR = —1.85, P =
.03, 95% CI: —0.23 to —3.48), and “The use of OMs is
necessary to determine intervention efficacy for clients

with BCRL” (OR = —1.51, P = .04, 95% CI: —0.11 to
TABLE 2
Predominant Barriers to Use of Outcome Measures Within Subdomains
(n=111)
Subdomains Barrier n (%)
Joint Function Lack of knowledge 34 (30.6)
Not available at workplace 41 (36.9)
Flexibility Lack of knowledge 65 (58.6)
Strength Examination preference 30 (27)
Volume Not available at workplace 90 (81.1)
Pain Lack of knowledge 29 (26.1)
Examination preference 37 (33.3)
Sensation Examination preference 39 (35.1)
Tissue consistency Lack of knowledge 44 (39.6)
Not available at workplace 86 (77.5)
Body composition Not available at workplace 73 (65.8)
Patient-reported Lack of knowledge 56 (50.5)
HRQOL Lack of time to implement 28 (25.2)
Examination preference 30 (27.0)
Not available at workplace 38 (34.2)
Patient-reported Lack of knowledge 56 (50.5)
upper quadrant Lack of time to implement 28 (25.2)
function Examination preference 30 (27.0)
Not available at workplace 38 (34.2)
Patient-reported Lack of knowledge 68 (61.3)
fatigue Lack of time to implement 38 (34.2)
Examination preference 30 (27.0)
Not available at workplace 33 (29.7)
Mobility and balance Lack of knowledge 46 (41.4)
Lack of time to implement 47 (42.3)
Examination preference 50 (45.0)
Upper extremity Lack of knowledge 49 (44.1)
activity and motor Lack of time to implement 48 (43.2)
control Examination preference 42 (37.8)

Abbreviation: HRQOL, health-reported quality of life.
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TABLE 3

Group Differences for Facilitators and Barriers to Use of OMs

ith the following statements were greater in those with
an additional specialization; “The use of OMs improves
communication with other health care stakeholders” (OR
=1.43,P=.03,95% CI: 0.12-2.74), “The use of OMs is nec-
essary to determine intervention efficacy for clients with
BCRL” (OR =1.18, P =.04, 95% CI: 0.05-2.31). The odds
of a CLT with a bachelor’s degree agreeing with “The in-
terpretation of the results obtained by OMs are easily in-
terpreted for clinical reasoning pertaining to BCRL” was
1.80 (P = .02, 95% CI: 0.32-3.28) times that of other de-
grees. If the CLT worked in an acute or subacute prac-
tice setting, there was nearly 3 times the odds of agreeing
that “It is important to execute OMs at regular intervals
for patient progress summaries” (OR =2.99, P = .01, 95%
CI: 0.84-4.15) than those who worked in an outpatient
setting.

The association of the therapist and practice charac-
teristics and beliefs of therapists on OMs (factor 1) was
poorly associated with profession (PT and OT) (r = 0.24,
P = .05) and practice specialization (r = —0.22, P = .05).
Training to use OMs (factor 6) was poorly associated with
practice specialization (r = —0.23, P = .05) and inclusiv-
ity of OMs (factor 8) was poorly associated with practice
specialization (r = —0.26, P = .01).

HVQI
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OT (n=41) PT (n=70) Significance of
Beliefs of the Therapist n (%) n (%) Difference
Statement Likert Scale
The use of OMs improves quality of Agree 36 (87.8) 49 (70) X2 =6.47,P = .04
care toward clients with BCRL. Neither agree nor 4(9.8) 8 (11.4)
§ disagree
2 Disagree 124 13 (18.6)
%The use of OMs helps in the clinical Agree 38 (92.7) 48 (68.6) x2=9.65,P=.01°
< reasoning for choice of Neither agree nor 0 (0.0) 10 (14.3)
S interventions on clients with disagree
_g BCRL. Disagree 3(7.3) 12 (17.1)
%The use of OMs improves Agree 36 (87.8) 49 (70) x2=6.97,P=.03"
S communication with other health Neither agree nor 124 14 (20)
& care stakeholders. disagree
g Disagree 4(9.8) 7(10)
3The use o s increases the ree . x-=8.83,P=.
Th f OM h Ag 28 (68.3) 28 (40) 2=8.83,P=.01*
% efficiency of evaluations with Neither agree nor 6 (14.6) 14 (20)
5 clients who have BCRL. disagree
3 Disagree 7(17.1) 28 (40)
ZHealthcare Practice OT (n=41),n (%) PT (n=70), n (%)
P
§Statement Likert Scale
§The use of OMs is necessary to Agree 36 (87.8) 44 (63.8) x2=851,P=.01%
S determine intervention efficacy for Neither agree nor 4(9.8) 12 (17.4)
T clients with BCRL. disagree
é Disagree 124) 13 (18.8)
g
P4
SAbbreviations: BCRL, breast cancer—related lymphedema; OMs, outcome measures; OT, occupational therapist; PT, physical therapist.
a Significant.
n)
2
£—2.91). Not having an additional specialization beyond Barriers and Facilitators Associated With Use
&CLT was a unique predictor for individual statements of OMs
2(see Supplemental Digital Content 3, available at: http:/ Results from the CLT respondents suggest that clients
S -
Elmks'1WWCOH1/REHABONC/A48)' The odds of agreeing with BCRL have difficulty understanding the written

instructions of the Functional Assessment of Cancer
Therapy—Breast (OR = 2.36, 95% CI: 0.51-4.21) and the
Functional Assessment of Cancer Therapy Breast +4 (OR
=2.68, 95% CI: 0.73-4.63) patient-reported OMs. These 2
OMs were least used by CLTs (0%-25%) (see Supplemen-
tal Digital Content 2, available at: http:/links.lww.com/
REHABONC/A47). Statistically significant facilitators as-
sociated with most often used OMs in the fourth quartile
(75%-100%) (see Supplemental Digital Content 2, avail-
able at: http:/links.lww.com/REHABONC/A47) were not
evident.

DISCUSSION
Facilitators and Barriers to the Use of OMs

Although literature supports incorporating OMs for
the enhancement of patient examinations and for navi-
gating choice of interventions, not all CLTs value OMs
for these purposes. A greater number of PTs than OTs
have suggested that the use of OMs does not improve
quality of care or determine intervention efficacy. In con-
trast to OTs, more PTs do not agree that the use of OMs
increases the efficiency of evaluations and are uncertain
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whether their use improves communication with other
health care stakeholders. Compared with OTs, more PTs
disagree that the use of OMs helps in the clinical reason-
ing for choice of interventions on clients with BCRL. These
results are contrary to other studies, which suggest that PTs
believe that OMs enhance examination thoroughness and
improve directing and focusing a plan of care.>!* Although
professional differences exist, overall the CLT respondents
value the use of OMs and find them necessary for the in-
terventions and management of BCRL, which is similar to
other studies on EBP and OMs. 2102
Although 51.8% of the respondents agreed that they
had access to the tools needed to conduct OMs, 35.5%
did not agree, which may be explained from the promi-
snent barrier that OMs were not available at the respon-

=dents workplace. There may be many reasons existing

noly/:dpy woly papeojumoq

g & gin the workplace where OMs may not be available. For
x %instance, some tools may be too costly to purchase for
5 ga clinic. Having too many OMs options may be equally
% Sto blame as noted by 67.3% of respondents. This is ev-
§ sidenced in the ICF domains of activities and participa-
2= =tion with a plethora of patient-reported OMs (see Sup-
% gplemental Digital Content 1, available at: http://links.lww.
! icom/REHABONC/A46), which may not be available at the
gworkplace.

In this study, examination preference was considered
as one of the main barriers to implementing specific
OM(s) in many of the ICF subdomains. Al-Mugiren
et al'” identified reasons for using OMs that may align

ith respondent’s examination preference response, such
as ability to be completed quickly, easy for patients to
understand, and being most commonly used in practice.
These factors may limit a specialist’s ability to identify the
comorbidities of BCRL, such as proliferative fibrosis and
adiposity, discoordination, and balance. Having a routine
set of OMs can increase the efficiency of an evaluation;
however, if the preferential routine does not capture the
essential components of assessment laid out in CPGs or
the comorbidities of a chronic disease, then service to
the individual patient and to the practice of lymphedema
management as a whole is at risk.

As evidenced in this study and previous studies, lack
of time is a common barrier to the use of OMs.?:!"19 Re-
spondents in this study reported that lack of time exists
when conducting a battery of OMs (62.7%), analyze the
results (61.8%), and completing documentation (64.5%).
Contributing factors may also include the patient’s diffi-
culty in understanding written (34.5%) and verbal (50.0%)
instructions, which may increase the time taken to com-
plete the OMs.

A concern exists about the identified barriers re-
lated to the knowledge of OMs and the skills needed for
their use. Lack of knowledge and competence of OMs has
been previously investigated as being a barrier to their
use.!0:17:19:24 T this study, respondents reported that they
did not receive sufficient training about OMs on BCRL
in their professional education (68%, n = 75) or postpro-
fessional CLT courses (44%, n = 49). This is concern-
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ing for professional and postprofessional educators and re-
searchers. Educators play a significant role in exposing PTs,
OTs, and CLTs to the knowledge and skills related to these
OMs. Previous studies suggest that therapists practicing
with a specialty tend to use OMs, %1928 and perhaps the
best placement for education on OMs for BCRL, outside of
entry-level OM skill sets, should be included in the train-
ing for CLTs. The barrier of extensive choices of OMs can
be addressed by narrowing these choices to guide special-
ists and researchers alike to gather best outcome evidence,
as well as the educators to properly prepare the CLT spe-
cialists. Efficiently capturing baseline measures and comor-
bidities identified in BCRL may require a consensus-based
set of outcomes, also known as a core outcome set (COS).
A COS for BCRL can not only be used in clinical trials
but also be assisted in the examination of a disorder and
related comorbidities and for the purpose of outcome as-
sessment of interventions.!*> Reducing the inconsistency
in clinical use and reporting of OMs and variability of re-
porting across interdisciplinary medical fields that repre-
sent CLTs who treat BCRL can be fostered by a COS.>:3°
Creating a COS for BCS with BCRL is a worthy endeavor
through uniting various stakeholders to expand and then
refine a list of outcome domains identified by the Breast
Cancer EDGE Task Force studies. Not only is establishing
a COS a feasible undertaking but providing guidance as to
“when” to use specific OMs is also attainable.

Associations of Characteristics With Facilitators
and Barriers

Results of this study demonstrated that therapist and
practice characteristics were weakly associated with the be-
liefs of the therapist on OMs. However, while the results
demonstrate that there are differences in opinions between
professions, professional and practice characteristics may
not necessarily be predictors of their opinions. Further re-
search is warranted to further understand these associa-
tions and may best be fitted as a mixed-methods (ie, qual-
itative and quantitative) study.

LIMITATIONS

The sample size for the analysis (n = 111) included
a sample of OTs and PTs from the total sample (n = 130).
This limits our ability to generalize the findings to the CLT
population consisting of PT, OT, MT, and RN despite that
the sample appears to be unbiased to the true population
of CLTs. There is concern that the lack of other profes-
sions and practice settings may have limited our under-
standing of the facilitators and barriers to the use of OMs
and the predictive contribution that these characteristics
provide. In addition, the density of CLTs that practice in
outpatient clinics may have limited insights into the fa-
cilitators and barriers to the use of OMs in other settings
(eg, home health care, long-term care). Finally, our study
demonstrated a diverse distribution of opinions for most
facilitators and barriers, which will require further future
investigation and would benefit from a mixed-methods
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research study, combining components of quantitative and
qualitative research strategies, especially in categories of
health care equality, business structures, and knowledge
and competence.

CONCLUSIONS

Certified lymphedema therapists agree on the benefits
of and to the use of OMs; however, PT CLTs may value the
use of OMs less than OT CLTs. Most CLTs are incorporat-
ing CPG into their practice and their workplace encour-
agement and support are facilitators to their use of OM.
ertified lymphedema therapists experience barriers to use
f OMs related to lack of knowledge and implementation
skills. In the clinical setting, barriers are related to OMs
not being available, personal preferences, and lack of time.
Further guidance is needed in selecting OMs for BCS with
BCRL to reduce barriers to their use.
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