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Abstract 
Objectives: Longstanding, personalized, supervised exercise therapy proved to be (cost)effective for people with rheuma
toid arthritis (RA) or axial spondyloarthritis (axSpA) with severe functional limitations. Despite policy support, implemen
tation in routine care is challenging. This study aimed to identify barriers and facilitators to its uptake in clinical practice.

Methods: We conducted 18 semi-structured interviews with key stakeholders (patients, rheumatologists, physiotherapists 
and insurers). The Consolidated Framework for Implementation Research (CFIR) guided the interviews. Interview transcripts 
were analyzed in Atlas.ti using direct content analysis, and findings were mapped to the CFIR domains. Barriers and facilita
tors were categorized across three healthcare delivery stages: (self)referral, eligibility assessment and treatment.

Results: Barriers and facilitators were identified across all stages. Patients primarily mentioned adherence-related factors; 
rheumatologists focused on referral pathways; physiotherapists emphasized eligibility assessment and actual provision 
and insurers highlighted the extent of use and financial coverage. Cross-cutting barriers included eligibility criteria, lim
ited access to trained physiotherapists, unclear referral processes and financial uncertainties. Facilitators included strong 
evidence of effectiveness, consistent messaging, clear information channels and availability of a training course for physi
otherapists to deliver the longstanding exercise therapy.

Conclusion: Despite policy support, implementing longstanding exercise therapy can be challenging across multiple stake
holder groups and healthcare delivery stages. A coordinated, multi-stakeholder approach is essential to address barriers 
while utilizing facilitators. Implementation strategies must improve referral processes, clarify eligibility criteria, enhance 
patient education and ensure the availability of trained physiotherapists.

Lay Summary 
What does this mean for patients?
People with rheumatoid arthritis or axial spondyloarthritis often live with long-term pain, stiffness and fatigue, even 
when they receive good medical treatment. A year-long, supervised and personalized exercise programme has been 
shown to improve daily functioning and quality of life for those with severe limitations, and in the Netherlands, this pro
gramme is now (or soon will be) reimbursed by basic health insurance. However, putting this therapy into everyday prac
tice is not straightforward. In this study, we interviewed patients, rheumatologists, physiotherapists and health insurers 
to understand what helps and what hinders the use of this longstanding exercise therapy. We looked at three steps: 
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getting referred (or self-referring), checking whether someone is eligible and actually receiving treatment. Across all 
groups, people reported similar problems: unclear criteria for who qualifies, difficulty finding physiotherapists with the 
right training, confusion about insurance coverage and costs, and lack of time and information in routine consultations. 
At the same time, they saw clear benefits of the therapy and valued good communication, clear information materials 
and specific training for physiotherapists. The study shows that successful use of this therapy requires a coordinated ef
fort from all parties, with clear referral routes, transparent eligibility rules and accessible information for patients.
Keywords rheumatoid arthritis, axial spondyloarthritis, qualitative research, implementation science, semi-structured interviews, physiotherapy

Introduction
Rheumatoid arthritis (RA) and axial spondyloarthritis (axSpA) are 
chronic inflammatory diseases affecting approximately 0.46% 
and 0.20% of the global population, respectively [1, 2]. Although 
management of RA [3] and axSpA [4], particularly with effective 
biological agents, has advanced, many patients still experience 
severe functional disability and impaired health-related quality of 
life (HRQOL) [5]. This is often due to irreversible joint damage, dis
ease complexity or other health conditions [6, 7].

Two recent Dutch randomized controlled trials demonstrated 
that longstanding exercise therapy delivered by trained physio
therapists is (cost-)effective for improving function and quality 
of life in people with RA or axSpA and severe functional limitations 
[8, 9]. Longstanding exercise therapy refers to a structured, super
vised and personalized exercise program of at least 12 months’ du
ration, delivered by trained physiotherapists, to patients with RA or 
axSpA experiencing severe functional limitations (see Box 1). Based 
on these findings, Dutch basic insurance has resumed coverage for 
longstanding therapy after a period of non-reimbursement. In the 
Dutch healthcare system, implementing this therapy involves three 
healthcare delivery stages: (1) referral or direct access to long
standing exercise therapy, (2) patient eligibility assessment and (3) 
provision of patient treatment (Fig. 1).

Successfully navigating this multi-stage implementation pro
cess, however, may be challenging despite the evidence of the 
therapy’s (cost-)effectiveness and endorsements. The primary 
difficulty is that its delivery requires coordination between refer
ring clinicians and treatment providers across organizational 
boundaries [10–16]. Given the context-dependent, multi-organi
zational nature of this intervention, a thorough understanding 
of both barriers and facilitators is crucial for optimizing imple
mentation and improving patient outcomes.

While existing literature has identified important barriers 
within individual settings, such as patient motivation, physio
therapist skills, financial resources, funding and organizational 
support within physiotherapy [16–24], less attention has been 
paid to inter-organizational challenges that occur across the dif
ferent stages of care. The aim of this study is to identify barriers 

and facilitators to the implementation of longstanding exercise 
therapy and uptake in clinical practice, from the perspectives of 
all stakeholders involved in its delivery. The findings from this 
analysis can then be used to inform the development of strate
gies for improving patient access to this care.

Methods
Setting
This study took place in the Dutch healthcare context, where 
patients can access physiotherapy directly but must typically 
pay for it themselves as it is not covered by basic insurance. The 
intervention studied was a longstanding (≥12 months), person
alized, active exercise program targeting patients with severe 
functional disability and impaired quality of life (see Box 1 for 
additional information).

Study design
A qualitative study employing semi-structured in-depth inter
views was conducted between December 2023 and June 2024 to 
explore barriers and facilitators to implementing longstanding ex
ercise therapy for patients with RA or axSpA and severe functional 
limitations. We used semi-structured interviews to capture di
verse perspectives across (self-)referral, eligibility assessment and 
treatment [17]. The reporting of this study adheres to the COREQ 
(consolidated criteria for reporting qualitative research) guide
lines for qualitative research [18].

Participants
To understand the multi-level implementation process, we invited 
key informants involved in all stages of care: patients with RA or 
axSpA with significant disability were recruited via prior studies 
and the national patient organization (the National Association 
ReumaZorg Nederland (RZN)). Furthermore, the study included 
rheumatologists from various hospitals, physiotherapists from pri
vate practices across the Netherlands and health insurers who 

Key messages

· Despite policy support and strong evidence, the implementation of (cost-)effective exercise therapy can be challenging. 
· Focus on clarifying eligibility criteria, improving referrals and ensuring access to qualified physiotherapists and information. 
· A coordinated, multi-stakeholder approach with shared responsibilities is crucial for successful implementation. 
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were recruited from a working group within the national organiza
tion, Zorgverzekeraars Nederland (ZN). A purposive and balanced 
sampling strategy was employed; if an individual declined, another 
with a similar background was asked to maintain a stratified bal
ance across key characteristics, including diagnosis, sex and pro
fessional experience [17]. Following an email invitation and phone 
call, all participants provided written informed consent, which was 
verbally reconfirmed before the interview.

In-depth interviews
We used the CFIR because it provides a comprehensive taxonomy 
of determinants across multiple levels (intervention, individuals, 
the inner and outer setting), which aligned with our aim to identify 
and organize barriers and facilitators across organizations and 
stakeholder groups. While other determinant frameworks (e.g. 
Theoretical Domains Framework (TDF), Tailored Implementation 

for Chronic Diseases (TICD) checklist) offer valuable perspectives, 
they capture fewer contextual levels or are developed for more 
specific purposes (e.g. individual behaviour or clinical guidelines). 
CFIR’s broad applicability across diverse implementation settings 
supported its suitability for our study [19, 20].

1) Intervention Characteristics—explores the features of the inter
vention itself, including its perceived advantage over existing 
practices, complexity, compatibility with current workflows 
and values, adaptability to local context, and costs. 

2) Outer Setting—refers to the broader external environment 
that impacts an organization. This refers to the external envi
ronment in which the organization operates, encompassing 
factors beyond its direct control that can influence its func
tioning and any changes it tries to implement. 

3) Inner Setting—focuses on the organization’s internal environ
ment, encompassing its characteristics, culture, and operational 

Box 1 Longstanding exercise therapy and the three key stages of implementation

Longstanding exercise therapy
Longstanding (52 weeks), personalized exercise therapy intervention for patients with RA and axSpA and severe func
tional disability.

· A personalized program, based on a comprehensive biopsychosocial assessment and collaboratively set treatment goals/plan, 
that combines active exercises (aerobic, strengthening, neuromotor) with patient education and self-management support. 

· Delivered by trained/specialized physical therapists, the programme emphasizes progressive intensity adjustments, regular 
monitoring and evaluation by the physiotherapist and adaptation of the treatment goals/plan as needed. 

· The therapy is intended to be ongoing, with regular sessions (duration 30 minutes) and consistent support to help patients 
manage their condition and improve their quality of life [9]. 

Eligibility criteria for longstanding, personalized, supervised exercise therapy
Eligibility criteria include [7]:

· A confirmed clinical diagnosis of RA or axSpA made by a rheumatologist 
· The patient’s rheumatic disease activity is optimally controlled, regardless of medication use 
· One or more severe daily functional limitations, as perceived by the patient, directly or indirectly linked to the rheumatic disease 
· The functional limitations are attributable to the rheumatic disease 
· The patient’s limitations cannot be addressed effectively with a short course of exercise therapy (less than 3 months) 

(Self-)referral to longstanding, personalized, supervised exercise therapy
In the Netherlands, there are two primary pathways for a patient with RA or axSpA to access specialized exercise therapy. 
The first is a formal referral, where a rheumatologist or another physician directs the patient to a physiotherapist for appropri
ate assessment and treatment. The second is direct access (or self-referral), which allows patients to consult a physiotherapist 
without requiring a physician’s referral. An effective system for both pathways requires clear methods for patient identification 
and readily available information about the specialized therapy and the therapists who provide it.

The assessment of eligibility for longstanding, personalized, supervised exercise therapy
The physiotherapist determines a patient’s eligibility for longstanding, personalized, supervised exercise therapy by evaluating 
their overall health, medical history, physical condition and daily limitations. This comprehensive assessment ensures the treat
ment is both clinically effective and a responsible use of healthcare resources.

Providing and adherence therapy longstanding, personalized, supervised exercise therapy
Providing therapy refers to a qualified exercise/physiotherapist delivering a structured exercise program for the intervention. 
This includes professional training and education, techniques, protocol adherence, communication style and the ability to per
sonalize according to the patient’s needs. Patient participation refers to the patient actively participating in and adhering to it. 
This includes motivation, perceived need, personal preferences, psychosocial context and practical considerations such as cost 
and distance to the therapist.
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aspects, such as workflow and internal referral processes. 
Evaluating the Inner Setting means assessing how these internal 
factors affect activities and changes from within. 

4) Characteristics of Individuals—focuses on the knowledge, beliefs, 
skills and self-efficacy of those involved in the implementation. 

5) Process—encompasses the steps required for implementa
tion, including planning, stakeholder engagement, execution, 
reflection, evaluation and adaptation. 

The topic guide was pilot-tested and refined. It included 
open-ended questions and sample probes, but the interviewer 
was encouraged to explore emerging topics. The research team 
regularly discussed the process to ensure consistency.

One trained interviewer (AI) conducted interviews by phone, 
via Microsoft Teams for conference calls, or in person. The inter
viewer was not involved in patient care. Data collection contin
ued until data saturation was reached within each stakeholder 
group (rheumatologists, physiotherapists, patients, and health
care insurance representatives), when no new ideas emerged af
ter three consecutive interviews.

All interviews were audiotaped in duplicate to prevent data 
loss due to technical issues and were transcribed verbatim. To 
preserve the integrity of the participants’ original, spontaneous 
accounts, audio recordings and transcripts were not provided to 
them for review or correction. Furthermore, all interviews were 
conducted by a single trained interviewer, which may have in
troduced interviewer bias; this risk was minimized by using a 
piloted CFIR-guided topic guide and by holding regular team 
debriefings to ensure consistent probing and interpretation 
across interviews.

Data analysis
Verbatim transcripts of pseudonymized audio recordings were 
analyzed in Atlas.ti (v. 22). Interviews were analyzed jointly 
across diagnoses. At the design stage, we anticipated that the 
uptake of longstanding exercise therapy for RA and axSpA would 

occur under comparable organizational and financial conditions 
in the Dutch context (e.g. similar referral and reimbursement 
arrangements). During analysis, we therefore first coded all 
interviews together and subsequently compared codes and 
themes across RA- and axSpA-related accounts. A deductive 
framework was established using the five CFIR domains. Data 
within each domain were then coded openly to identify specific 
barriers and facilitators emerging from the participants’ narra
tives [21, 22]. Two authors (AI, AN) independently coded all tran
scripts, with a third resolving discrepancies to ensure coding 
consistency. Findings were then structured according to both 
the CFIR domains and the three key stages of therapy delivery: 

Stage 1: Referral or direct access
Stage 2: Eligibility assessment
Stage 3: Treatment

Ethical approval
This study was performed in accordance with the Declaration of 
Helsinki. The study protocol (ref: 2023-046) received an exemp
tion from formal ethical approval from the Leiden University 
Medical Center’s Ethical Committee, as it was not required un
der Dutch law. All procedures complied with relevant EU and 
Dutch legislation, including the GDPR.

Results
We conducted 18 semi-structured, in-depth interviews (2 by 
phone, 13 online, 3 in person) between December 2023 and 
June 2024. The interviews averaged 52 min (range: 41–76 min). 
Data saturation was reached with six patients, four rheumatolo
gists, one physician assistant, five physiotherapists and two 
health insurance representatives (see Supplementary Table S1, 
available at Rheumatology Online). A comparison between RA 
and AxSpA did not show substantial diagnosis-specific 

Figure 1 The three healthcare delivery stages of longstanding, personalized, supervised exercise therapy 
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differences in key determinants such as clarity of eligibility crite
ria, referral coordination, availability and training of physio
therapists or perceived financial uncertainties. Some nuanced 
differences were mentioned (e.g. existing group-based exercise 
options and patient organizations were mentioned somewhat 
more often in relation to axSpA), but these did not translate into 
distinct diagnosis-specific themes. We therefore present an inte
grated analysis across both conditions.

Barriers and facilitators
Barriers and facilitators are reported per stage and organized by 
CFIR domain. Each stage section begins with a brief summary of 
the barriers and facilitators identified for that stage, followed by 
a detailed description structured by CFIR domain, with cross- 
references to Tables 1–3.

The (self-)referral
Patients and rheumatologists mentioned most barriers and facilita
tors related to (self-)referral to longstanding exercise therapy. 
Patients focused on their ability to self-refer, while rheumatologists 
addressed barriers and facilitators influencing the referral process. 
Key barriers included unclear eligibility criteria, difficulties locating 
qualified therapists and time constraints for physicians. Facilitators 
included physician awareness of the intervention’s effectiveness, 
patient education and managing expectations. Below, we provide 
a more detailed analysis of the barriers and facilitators using the 
CFIR constructs (Table 1).

Intervention characteristics
Rheumatologists all mentioned the absence of transparent eligi
bility criteria for the intervention, making it challenging to iden
tify and refer eligible patients. However, they have recognized 
the strong evidence supporting the use of longstanding exercise 
therapy, which facilitates patient referrals. This highlights a con
flict between the perceived evidence and the complexity of the 
new intervention.

Outer setting
Several outer setting barriers and facilitators impacted the referral 
process. In summary, both patients and rheumatologists cited fi
nancial uncertainty as a significant barrier, specifically highlighting 
limited reimbursement and unclear insurance coverage. Patients 
and referring rheumatologists both expressed difficulty in locating 
physiotherapists trained to deliver the specialized intervention. 
Rheumatologists noted this challenge was compounded by delays 
in updating clinical practice guidelines, which hindered the revision 
of official referral protocols. Rheumatologists also voiced broader 
concerns that promoting the therapy could lead to inappropriate 
demand from ineligible patients, potentially resulting in unneces
sary treatment and increased societal costs. Conversely, health 
insurers explained that their awareness of available, trained physi
otherapists allowed them to verify qualifications and better inform 
their clients.

Inner setting
In the inner setting domain, referral workflows and resource lim
itations negatively impacted the referral process for the inter
vention. Rheumatologists noted that the limited time available 

during patient consultations made it difficult to adequately in
form and refer patients, as these tasks required more time than 
was available. However, they suggested implementing standard
ized forms and procedures within their organization or delegat
ing these tasks to rheumatology nurse specialists could help 
streamline the referral process.

Characteristics of individuals
Patients, rheumatologists and physiotherapists mentioned a 
lack of awareness about the evidence supporting the interven
tion as a barrier. In addition, rheumatologists and physiothera
pists emphasized that successful referrals could be supported 
by several factors, including clear communication about the in
tervention (with its benefits and the need for patient involve
ment), a thorough understanding of the supporting evidence 
and sensitivity to patient limitations and individual concerns.

Assessment of eligibility
Physiotherapists, health insurers and patients were the stake
holders who mentioned barriers and facilitators related to the 
eligibility assessment.

The issues they identified centred on the need for clear and ob
jective eligibility criteria, effective communication with patients 
about the treatment and their eligibility, time constraints during 
the assessment process and the availability of transparent reim
bursement information (Table 2).

Intervention characteristics
This domain explored the characteristics of the eligibility assess
ment for the longstanding exercise therapy. It addressed elements 
such as validated assessment methods, eligibility-dependent cost 
reimbursement and challenges resulting from the lack of objective 
eligibility criteria for the longstanding exercise intervention. 
Physiotherapists and health insurers indicated that a lack of objec
tive eligibility criteria is a barrier to assessing a patient’s eligibility. 
Furthermore, patients and physiotherapists noted that unclear in
surance coverage for eligibility assessments discourages patients 
from seeking necessary care, particularly because, if deemed ineli
gible, the assessment costs are not reimbursed and must be paid 
out-of-pocket. Importantly, a validated assessment tool and a ther
apy delivery protocol were seen as potential facilitators for the eli
gibility assessment.

Outer setting
According to the interviewees, factors from the outer setting 
influencing the eligibility assessment included the availability of 
longstanding exercise therapy. The outer setting provided a sup
portive system-level policy framework, including standardized eli
gibility criteria and required patient assessments. However, it 
also presented conflicting demands, notably the challenge of bal
ancing specialized service provision with broad patient access 
and the difficulty of managing reimbursement levels adequately 
against the costs of delivering care. Physiotherapists, health 
insurers and patients all identified the challenge of balancing 
trained physiotherapy services with patient accessibility, includ
ing commute time and transportation, as a barrier. Additionally, 
physiotherapists and health insurers highlighted the competing 
demands of patient reimbursement expectations and the need to 
control healthcare costs as another barrier. On the other hand, 
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physiotherapists noted that using a standardized, professionally 
endorsed guideline, along with a validated assessment tool, could 
serve as a facilitator for determining patient eligibility.

Inner setting
Only one facilitator related to the inner setting or organizational 
context was mentioned in the interviews: implementing guide
lines with clear eligibility criteria. Physiotherapists noted that the 
assessment process is facilitated when therapy delivery guide
lines are seamlessly incorporated into their daily workflow.

Characteristics of individuals
In the domain of characteristics of individuals, physiotherapists 
highlighted discrepancies between patient desires and eligibility 
criteria, the benefits of shared decision-making for patient ad
herence and the assessment challenges arising from inconsis
tencies in symptoms. They reported that the complexity of the 
patients’ conditions and the disparity between visible limita
tions and actual disease burdens experienced by the patients 
posed barriers to the eligibility assessment. Conversely, physio
therapists noted that addressing patients’ knowledge and 
beliefs regarding their active role and shared responsibility in 
treatment could facilitate identifying patients motivated to ad
here to long-standing exercise programs.

Treatment
Patients, health insurers and physiotherapists mentioned bar
riers and facilitators related to the treatment. Key barriers and 
facilitators included knowledge gaps, logistical issues related to 
therapist availability, the potential for overutilization and pa
tient knowledge deficits regarding therapy details (Table 3).

Intervention characteristics
Within the domain of intervention characteristics, specifically the 
treatment, several barriers and facilitators were identified during 
the interviews. Physiotherapists noted that the cost of training is a 
limitation to the availability of trained therapists for delivering the 
therapy. Patients and health insurers pointed to a lack of financial 
resources as a barrier to covering the costs of exercise therapy. 
Both physiotherapists and patients identified the perceived bene
fits of exercise therapy over usual care as a facilitator. Additionally, 
they highlighted that a patient-centred approach, focusing on real
istic goals and allowing for flexible adjustments, serves as a facilita
tor. Finally, physiotherapists, patients and health insurers 
emphasized that the necessary knowledge and skills to ensure safe 
and effective treatment are also important facilitators.

Outer setting
The outer setting presented several barriers and facilitators to the 
delivery of treatment. Health insurers noted that individuals with 
low literacy who require additional support with information and 
technology present a significant barrier. Physiotherapists and 
patients highlighted the discrepancy between accessible care, de
fined by travel distance and transportation options, and the quality 
of care as another barrier. Health insurers noted that patient de
mand drives therapist growth, thereby facilitating the implementa
tion of exercise therapy. Both health insurers and physiotherapists 
agreed that clear reimbursement agreements for longstanding ex
ercise therapy sessions are important facilitators. Additionally, 

physiotherapists, patients and health insurers emphasized the im
portance of training and education for therapists on personalizing 
exercise therapy as another facilitator. Health insurers also noted 
that monitoring and auditing, which ensure quality control and 
promote accountability, further facilitate implementation.

Inner setting
Only physiotherapists reported barriers within the inner setting, 
mainly related to the availability of resources and organizational 
culture. In addition to a lack of dedicated space for exercise ther
apy, they highlighted that individual therapy appointments con
tributed to a challenging workload, which was seen as a barrier. 
However, they identified group sessions focusing on individual 
needs and personalization as a facilitator for effectively managing 
this workload.

Characteristics of individuals
In the domain of Characteristics of Individuals, several factors 
influencing treatment were reported in the interviews. Barriers 
mentioned included patient self-doubt about adherence, lack of 
patient understanding or motivation, insufficient therapist 
knowledge of personalization and a general lack of awareness 
among patients about the benefits of exercise therapy. 
Facilitators identified by patients and physiotherapists include 
increased confidence in therapy success, driven by the physio
therapists’ expertise in personalized exercise therapy.

Summary across the three delivery stages
In summary, a total of seven barriers and five facilitators were 
identified for the (self)referral stage, six and five for the eligibility 
assessment stage, and nine and ten for the treatment stage, re
spectively (as detailed in Tables 1, 2 and 3). Patients discussed 
adherence-related factors, rheumatologists focused on referral 
pathways, physiotherapists on eligibility and provision and 
insurers on use and coverage. Cross-cutting barriers included 
unclear eligibility criteria, limited access to trained physiothera
pists, poor referral guidance and financial uncertainties. 
Common facilitators included strong evidence of effectiveness, 
structured communication and training for physiotherapists.

Discussion
Despite evidence of its (cost-)effectiveness, endorsement by pro
fessional associations and policymakers and definite (RA) or pro
visional (axSpA) insurance coverage, the implementation of this 
(cost-)effective exercise therapy remains challenging. Our study 
shows that a complex interplay of factors influences its imple
mentation. These include knowledge gaps among healthcare pro
viders concerning therapy details and patient eligibility criteria, 
logistical challenges such as unclear referral pathways, limited 
availability of trained physiotherapists and difficulties in patient 
access to longstanding exercise therapy. Additionally, financial 
uncertainties related to therapy reimbursement further compli
cate the delivery of longstanding exercise therapy. For patients, 
these needs include awareness of the therapy, the ability to find a 
qualified practitioner and a clear understanding of their insurance 
coverage. Rheumatologists require clear referral pathways that 
specify which patients are eligible and identify the qualified physi
otherapists to whom they can refer. Physiotherapists require 
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clarity on eligibility criteria and treatment protocols. Health insur
ers need to verify which physiotherapists are qualified to deliver 
the therapy efficiently. Successful implementation depends on 
aligning these interconnected stakeholder needs.

While previous research has identified similar factors influenc
ing the implementation of physiotherapy interventions, these 
studies have focused on isolated segments of care [23–28]. In 
contrast, our study adopted a holistic perspective that spanned 
the entire patient journey, from referral and assessment to treat
ment and thereby offers a broader system-level view than previ
ous research. By integrating multi-stakeholder perspectives 
across the stages, our study adds to existing implementation liter
ature focusing on single-setting or single-profession approaches.

This broader perspective reveals the importance of interdisciplin
ary coordination and organizational adaptation—elements often 
overlooked in more narrowly focused studies [23–30]. Our analysis 
showed that patient access is directly influenced by coordinated 
planning, defined roles and addressing logistical barriers, including 
referral pathways and the availability of qualified physiotherapists. 
Additionally, our study emphasizes the importance of examining 
the interconnectedness of factors within the CFIR domains [31]. For 
example, addressing outer setting challenges, like awareness of 
therapist networks, without addressing inner setting factors like re
ferral workflows or provider confidence, is insufficient. Similarly, 
establishing eligibility criteria within the inner setting must be ac
companied by attention to patient understanding and provider- 
patient communication to influence actual referral decisions. These 
cross-domain interactions are critical for effective implementation.

Strengths and limitations
A key strength is its methodological rigor, which utilizes the CFIR 
framework for analysis and COREQ guidelines for reporting, 
thereby enhancing transparency and credibility. An additional 
strength is the inclusion of a wide range of perspectives by engag
ing diverse stakeholders across all stages of the care pathway. A 
third strength is the study’s multi-layered analysis, which struc
tured findings by both CFIR domains and the three stages of care, 
revealing how implementation challenges vary across theoretical 
and practical contexts. However, our study has several limitations, 
including that the findings are specific to the Dutch healthcare con
text, where physiotherapy for these conditions is not typically cov
ered by basic insurance and longstanding exercise therapy is 
largely delivered individually in first-line physiotherapy practices. 
Therefore, the barriers and facilitators identified, particularly those 
related to financial uncertainties, referral pathways and the organi
zation of individually delivered first-line care, may not be directly 
generalizable to countries with different healthcare funding models 
or service delivery structures. In several other countries, for exam
ple, exercise therapy for axSpA is more commonly organized as 
group-based programmes in specialized settings, as reported by 
Rausch-Osthoff [23] and colleagues in Switzerland, rather than on 
an individual basis in primary care. At the same time, several deter
minants we identified—such as the need for clear and transparent 
eligibility criteria, coordinated referral processes and adequate 
training and support for physiotherapists—are likely relevant be
yond the Netherlands. These factors reflect general implementa
tion mechanisms rather than country-specific policies, and may 
therefore apply to other settings aiming to implement 

longstanding, structured exercise therapy for people with RA or 
axSpA. In addition, cultural factors may have influenced which bar
riers and facilitators patients and providers experience in relation 
to longstanding exercise therapy. Although we did not explicitly ex
amine cultural influences, certain norms in the Dutch context—for 
example, expectations regarding self-management in chronic dis
ease, attitudes towards supervised exercise and physiotherapy and 
how patients and professionals view the role of allied health in 
rheumatology care—are likely to have shaped how participants 
perceived and prioritized determinants. Because such cultural 
expectations and care traditions differ across countries, future re
search should examine their potential role in therapy uptake and 
consider how they might affect the transferability of our findings to 
other healthcare systems. Another limitation relates to the study’s 
sampling strategy. The small number of participants in some 
groups (e.g. insurers) may not capture the full range of views, and 
recruitment through professional organizations could have biased 
the sample towards more engaged patients. All interviews were 
conducted using mixed modes (in person, telephone, videocon
ference), which may have influenced participant comfort, disclo
sure and the depth of information shared; although we used a 
standardized topic guide and duplicate audio recordings, some 
residual mode effects cannot be ruled out. Furthermore, all inter
views were conducted by a single trained interviewer, which may 
have introduced interviewer bias; this risk was minimized by us
ing a piloted CFIR-guided topic guide and by holding regular 
team debriefings to ensure consistent probing and interpretation 
across interviews. Although we did not identify major diagnosis- 
specific differences in the main implementation mechanisms, 
some nuances emerged. For axial spondyloarthritis, stakeholders 
occasionally referred to existing group-based exercise options 
and local Bechterew (axSpA) associations more often than for RA, 
suggesting that in settings where such structures are more promi
nent, they could influence how knowledge about longstanding 
exercise therapy is disseminated and how easily programmes are 
embedded into existing care pathways.

Future recommendations for 
implementation strategy
Based on our findings, we recommend targeted stakeholder 
actions across all stages of therapy delivery, including streamlin
ing referrals, standardizing eligibility criteria and supporting 
treatment with therapist training and patient education 
(Table 4). A key financial barrier has been recently addressed, as 
national reimbursement for this therapy has been secured (for 
RA, effective January 2025; axSpA, effective January 2026). 
However, stakeholder awareness of this new coverage is lacking. 
Therefore, a critical next step for successful implementation is 
to communicate these essential reimbursement changes to 
clinicians, patients and physical therapists.

The importance of standardizing patient eligibility and refer
ral for RA and axSpA treatment is underscored by recent guide
line updates. The national guideline for RA was revised 
accordingly in late 2024, and the guideline for axSpA is now un
dergoing a similar revision.

Finally, we recommend further research to evaluate the pro
posed implementation strategy, guided by a suitable framework 
such as Proctor’s implementation outcome framework [32].
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Conclusion
Although longstanding exercise therapy significantly improves 
patients’ quality of life, is evidence-based and is reimbursed, its 
implementation in the Dutch setting remains challenging. The 
difficulty lies in the complex interaction between the diverse 
perspectives of stakeholders and the distinct stages of the 
healthcare pathway itself. This interplay creates both stage- 
specific obstacles and recurring issues driven by differing stake
holder interests. A coordinated, multi-stakeholder approach is 
therefore essential. Stakeholder-specific actionable recommen
dations to guide such efforts are summarized in Table 4.
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Supplementary data are available at Rheumatology Online.
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