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Abstract 

Purpose: Brace treatment for adolescent idiopathic scoliosis is recognized as effective if the brace is worn as pre‑
scribed (20 to 23 hrs/day). Because of its negative biopsychosocial impact on adolescent patients’ quality of life, brace 
adherence is a common problem (average bracewear of 12 hrs/day). The purpose of this paper is to develop an inter‑
professional support intervention model to enhance brace adherence in adolescents with scoliosis.

Methods: We enrolled 9 health professionals working with braced patients to participate in individual interviews. 
Interview guides were built following the Information‑Motivation‑Strategy Model (DiMatteo et al., Health Psychol Rev 
6:74‑91, 2012) and the Interprofessional Care Competency Framework (Education UoTCfI, Toronto Acad Health Sci 
Network, 2017). Thematic analysis was performed to identify the most relevant concepts for designing the interven‑
tion model. A panel of 5 clinical experts was recruited to review and validate the intervention model.

Results: Participants suggested educational, motivational, functional, psychological and interprofessional teamwork 
strategies to improve the support provided to patients and parents and potentially increase brace adherence. Using 
the emerging themes and their relationships, we designed an Interprofessional Adherence Support (IPAS) interven‑
tion model that identifies the actors, activities, structure and intended impacts of the intervention. According to the 
expert panel, the IPAS model is highly relevant to respond to the brace adherence problem and has potential for 
implementation in practice.

Conclusion: We designed an interprofessional support intervention model based on professional perspectives in 
response to the brace adherence problem in adolescents with scoliosis. Plans for implementation of the IPAS model at 
our scoliosis clinic are under development and considered essential for improving brace treatment outcomes.
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Background
Brace treatment for adolescent idiopathic scolio-
sis (AIS) patients is believed to be the most effective 
conservative treatment to prevent curve progression 
if patients wear their brace as prescribed [1]. For full-
time orthosis such as thoracolumbosacral orthosis 
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(TLSO), a brace must be worn at least 20 to 23 hours 
a day, but according to a renowned international par-
tially randomized study, North American patients 
wear their brace an average of only 12 hours daily [1]. 
Brace wear of over 12.9 hours a day was associated 
with a 90 to 93% chance of treatment success [1]. Brace 
treatment failure leads to spine correction by spinal 
fusion, which is more invasive and brings future physi-
cal limitations to patients. The causes of the brace 
adherence problem are multifactorial because brac-
ing has an impact on patients’ functional, practical, 
psychological, and social well-being [2]. For exam-
ple, poor body image and self-confidence, difficul-
ties in relationships with peers, conflicts with parents 
at home and pain when sitting or bending the upper 
body have been reported in various studies [2–6]. To 
enhance brace adherence in AIS patients, it is rec-
ommended that interventions target more than one 
contributing factor through interprofessional (IP) col-
laboration [2, 5, 7, 8]. Dean et al. [7] reported, in a sys-
tematic review, that educational interventions alone 
were not sufficient to significantly enhance adherence 
in adolescent patients. Education paired with a behav-
ioral or psychological component seemed to have 
more chances of success. Karol et  al. [9] studied the 
effect of adherence monitoring and counseling spe-
cifically for AIS braced patients and suggested imple-
menting such interventions in standard care. However, 
they reported that 14% of counseled patients were still 
nonadherent (< 8 h/day) [9]. This implies that personal 
barriers, such as psychosocial difficulties, might have 
been predominant for those patients and were not tar-
geted by the intervention. Tavernaro et  al. [10] found 
that AIS braced patients whose care was managed by a 
collaborative professional team (orthopedist, orthotist 
and physiotherapist) showed better brace adherence 
rates and general quality of life scores than patients 
managed by a standard care team. These results high-
light the importance of effective and multidiscipli-
nary teamwork for brace care management in AIS 
patients. However, the healthcare team professionals 
in these studies were mainly experts in the functional 
and physical aspects of bracing. Patients might still 
encounter adherence problems for psychosocial rea-
sons, and support for these issues should be consid-
ered by care teams [2, 5, 6, 8, 11].

There is no biopsychosocial adherence support inter-
vention tailored to AIS patients reported in the litera-
ture. In an effort to enhance brace adherence in AIS 
patients, this study aimed to develop an interprofes-
sional adherence support intervention model tailored 
to healthcare providers’ perspectives, expertise, and 
experiences.

Methods
Study design
A conceptual framework analysis was used to develop 
the intervention model following a design method simi-
lar to the one described by Jabareen [12]. The qualitative 
method comprises 7 steps: mapping data sources, reading 
and categorizing data, identifying and naming concepts, 
deconstructing and categorizing concepts, integrating 
concepts, iteratively synthesizing the concepts and vali-
dating the conceptual framework [12].

Setting
This study was performed at a major referral pediatric 
health center for spine deformities and its associated 
rehabilitation center.

Sampling
For recruitment, we used purposeful and snowball sam-
pling. The inclusion criteria were that participants were 
health professionals with different expertise working with 
AIS braced patients or braced patients with other physi-
callimitations. The expected sample size was 12 partici-
pants, which was estimated considering the small pool 
of potential participants and our need for key inform-
ants. Furthermore, we followed the maximum variation 
sampling type of purposeful sampling method, because 
we recruited professionnels of different expertise and 
point of view [13]. Potential participants were con-
tacted via email using their professional correspondence 
information.

Data collection
This project received ethics approval from our health 
center’s ethics review board. For the intervention model 
to reflect healthcare professionals’ scope of practice and 
be integrated into their care, we explored participants’ 
perspectives about the brace adherence problem and 
their ideas for strategies to support AIS patients.

We collected data through individual interviews. They 
lasted from 20 to 55 minutes and were carried out by tel-
econference on the Zoom© platform (n = 6) or by phone 
(n = 3). All interviews were carried out by the same inter-
viewer (MP). The interviewer was a female M. Sc student 
trained in qualitative methods and wore a full-time brace 
herself as a teenager. She had no prior relationship with 
the participants and did not inform the participants of 
her personal experience with bracing to avoid any bias 
during the interview process. Informed consent for inter-
views to be recorded was obtained by all participants, 
and the recordings were deleted immediately after full 
transcription by the interviewer. Confidentiality was also 
ensured throughout the study. A semistructured guide 
helped structure the interviews (see Interview guide in 
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supplementary materials). A research assistant devel-
oped the guide using two theoretical models to support 
the design of the intervention: the Information-Motiva-
tion-Strategy (IMS) Model by DiMatteo et  al. [14] and 
the Interprofessional Care (IPC) competency framework 
designed by the Centre for Interprofessional Education 
at the University of Toronto [15]. The IMS Model under-
lines how professionals should communicate informa-
tion effectively, motivate patients and provide strategies 
and tools for adherence [14], and it has been adapted to 
the specific challenges of adolescent patients dealing with 
chronic diseases [16]. The IPC framework identifies six 
domains of IP competency: patient−/family-centered 
care, communication, role clarity, conflict resolution, 
team functioning and collaborative leadership [15].

Analyses and model design
We proceeded to a qualitative thematic analysis of the 
empirical data [12, 17]. A research assistant transcribed 
all interviews and coded transcripts deductively follow-
ing concepts in the theoretical frameworks selected. 
New codes were also derived from the observed data 
in an inductive process. Validation of coding was per-
formed by a coauthor who was blind to the recruitment 
and interview processes. Consensus was obtained. Code 
units were regrouped into broad themes, which were fur-
ther broken down into subthemes in an iterative manner. 
Relevant themes and relationships between them were 
identified for inclusion in the intervention model to rep-
resent its activities, actors, timeline, purpose or intended 
impacts.

Model review
The draft intervention model was shared and reviewed 
in a knowledge dissemination session attended by five 

participants with different expertise (member-checking 
[18]). The draft intervention model was reviewed and cri-
tiqued by 2 psychologists, 1 orthopedist, 1 clinical nurse 
and 1 orthotist regarding the relevance of the proposed 
activities and the barriers and facilitators of implement-
ing such an intervention. A second author was present to 
moderate the session.

Results
Nine professionals were enrolled: 2 orthopedists, 2 
orthotists, 2 physiotherapists, 1 clinical nurse, 1 social 
worker and 1 psychologist. One potential nurse and 1 
potential psychologist declined because they felt their 
field of expertise was too far from the problem studied. 
One potential social worker did not respond to recruit-
ment emails. The characteristics of the participating 
professionals are shown in Table 1. From the interviews, 
seven broad themes were identified: adherence barriers; 
professional support barriers; educational, functional, 
motivational, and psychological support; and interprofes-
sional teamwork strategies. A list of themes and associ-
ated citations are reported in Table  2. A description of 
the coding tree is available in the supplementary materi-
als (see Coding tree file).

Adherence barriers
Under adherence barriers, we grouped together the dif-
ficulties experienced by patients undergoing brace treat-
ment as perceived by the participating professionals. All 
participants mentioned at least one psychological adher-
ence barrier, such as the initial shock of having to wear 
a brace, poor body image and self-confidence, stress and 
anxiety, and the emotional toll on parents.

The majority of participants (n = 6) also brought up 
social adherence barriers, which are believed to have 

Table 1 Characteristics of interview participants

a Sainte-Justine University Health Center
b Marie-Enfant Rehabilitation Center

Participant Gender (M/F) Years of experience (total; with 
braced patients)

Place of work Duration 
of 
interview

Orthopedist 1 M 7 years; 3.5 years CHUSJa scoliosis clinic 25 min

Orthopedist 2 M 15 years; 15 years CHUSJ scoliosis clinic 20 min

Orthotist 1 F 17 years; 12 years CHUSJ scoliosis clinic 37 min

Orthotist 2 M 30 years; 24 years CHUSJ scoliosis clinic 20 min

Physiotherapist 1 F 31 years; 31 years CRMEb 35 min

Physiotherapist 2 F 9 years; 9 years CHUSJ scoliosis clinic 33 min

Clinical nurse F 33 years; 30 years CHUSJ scoliosis clinic 20 min

Social worker F 35 years; 20 years CRME 55 min

Psychologist F 19 years; 7 years CRME 45 min
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an important impact on adolescents’ treatment adher-
ence. Peer pressure, lack of professional support, and 
difficult family adaptation were considered significant 
social barriers. All participating professionals agreed 
that psychosocial issues are of particular concern in 
AIS patients going through bracing. However, they 
suggested that not all patients need the same level of 
support.

Finally, four participants mentioned functional bar-
riers, such as the adaptation of bracing to daily activi-
ties and patient autonomy.

Professional support barriers
The theme of professional support barriers emerged 
throughout the interview process and represented the 
difficulties or constraints participants faced when sup-
porting patients toward better brace adherence. At an 
organizational level, some participants (n = 4) brought 
up the short consultation time with the orthopedist or 
the clinical nurse (approximately 20 minutes) allowed 
to each family, and one participant (n = 1) mentioned 
the 6-month interval between regular follow-up visits, 

Table 2 Interview themes and associated citations (translated from French)

Themes Citations

Adherence barriers • “…there is mourning associated with the loss of self-confidence and body acceptance, especially in adolescent girls” 
‑Social worker
• “Often, parents suffer and we minimize their suffering. They sometimes feel guilty or responsible for their child’s 
scoliosis” ‑Physiotherapist 1
• “A patient may be on his own all the time or rejected” ‑Clinical nurse
• “Every time parents are going through a divorce, their child’s brace treatment is at a higher risk of failure. It’s as if there 
were too many things going on and bracing is not a priority” ‑ Orthotist 1

Professional support barriers • “I see a lot of patients in a day, so I don’t have time to spend 30 minutes to an hour with them like a psychologist 
would. She [or he] will evaluate the family too” ‑Clinical nurse
• “I sometimes would have needed to reach a social worker. To have someone in our team to directly refer families to 
would help” ‑ Orthotist 1
• “I had parents tell me: ‘we broke down after receiving our child’s genetic diagnosis’. Because they were referred to 
us [rehab center], I supported and helped them. Scoliosis patients, they aren’t referred anywhere” ‑Social worker

Functional strategies • “…this approach of starting with a Providence [night brace model] and if it’s not enough, we progress to a full-time 
brace […] except if a patient’s curve leans towards surgery, we favor this approach” ‑Clinical nurse
• “It’s not normal that the brace hurts patients. It might be an excuse, but they need to be reassured that their brace will 
be adjusted. We have to make sure that the treatment is comfortable” ‑Physiotherapist 1

Educational strategies • “…often, people come in with preconceived ideas they found online. They see monstruous things when they do their 
research. I try to disarm all that by explaining that it’s not really like what they’ve seen” ‑Orthopedist 2
• “I was there to facilitate patients’ understanding by putting myself in their situation and vulgarizing medical termi-
nology” – Psychologist

Motivational strategies • “We want to encourage [patients], since we are their ally. Not that we’re against the parents, but we try to create a 
strong bond [with patients] since they’re wearing the brace” ‑ Physiotherapist 1
• “…there should be a way for them to share. If they could hear echoes of others experiences through social groups, it 
would help. Socialization is very important at their age” – Psychologist
• “I often print out two radiographs: one in-brace and one without. I sometimes give them to patients so that they look 
at it at home and be motivated. We easily see that the spine is straightened [in‑brace]” ‑Physiotherapist 2

Psychological strategies • “What we did is organize group sessions with a psychologist. It was interesting because patients got to know the 
psychologist” ‑Physiotherapist 1
• “I think that the introductive interview [physio. and psych. dyad] helped a lot. The psychological intervention was 
not in response to a difficulty; it was there as a service. It really was an integrated approach” ‑Psychologist
• “Instead of making [a nonadherent patient] feel bad, I listened and tried to understand what was difficult at that 
time” ‑Physiotherapist 1
• “I often say to patients, at brace delivery, that it’s absolutely normal that they are sad, mad or that they want to throw 
their brace away” ‑Orthotist 1
• “I think announcing that there will be psychosocial issues throughout the bracing experience legitimizes what the 
patient is going through and avoids her [or him] from feeling abnormal” ‑ Psychologist

Interprofessional teamwork strategies • “It has always been easy to work in a way that we have access to others […] we work in a team format and take deci-
sions as a team, even if I have the last word. It’s very collaborative” ‑ Orthopedist 2
• “I had a great [physiotherapist] colleague. She believed in what I do, she gave me space and valorized interview 
times. She could have thought that it wasted time for physical exercises, but she understood the benefits of my work” 
‑Psychologist
• “Officially, patients came in for physiotherapy sessions, but we always had a global look on patients’ well-being dur-
ing their brace experience […] We tried introducing a biopsychosocial approach from the start instead of waiting for 
coping issues to come up” – Psychologist
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which limits the extent of support professionals can 
provide to patients and their families.

A barrier mentioned by the participating psycholo-
gist and social worker was the biomedical perspective of 
treating scoliosis (prescription-based medicine), which is 
embedded within the organizational culture in the par-
ticipating center. Concordantly, five participants men-
tioned the lack of psychosocial resources available in the 
clinic for references or assistance.

The two orthotists and one orthopedist mentioned 
that patients often seemed very embarrassed and did not 
open up about bracing issues they might have experi-
enced. These relational barriers revealed the importance 
of creating and maintaining good patient-provider rela-
tionships in order to support patients on a personal level. 
To better address these adherence and professional sup-
port barriers, participants proposed educational, moti-
vational, functional and psychological support strategies 
that they were already using in their practice or new ones 
that they thought could have a positive impact on brace 
adherence.

Functional strategies
Participants suggested functional support strategies to 
improve patients’ in-brace comfort, provide physical 
assistance, favor a progressive brace treatment approach 
whenever possible, use adherence tracking methods and 
refer patients to external services (psychotherapy, physi-
otherapy, etc.).

The progressive treatment strategy was promoted by all 
participants working at our scoliosis clinic and consisted 
of prescribing a night brace to younger patients as a first-
step treatment. This would allow a softer introduction of 
and easier coping with brace treatment before moving on 
to full-time bracewear if the scoliotic curve progresses. 
Professionals are responsible for ensuring the in-brace 
comfort of patients and facilitating their treatment regi-
men according to each patient’s prognosis.

Educational strategies
Under educational support strategies, we grouped 
together the communicative approaches used by profes-
sionals to inform patients on their condition and brace 
treatment but also to offer ways to cope with their new 
situation. For example, participating physiotherapists and 
orthopedists described their decision-making process 
regarding treatment options for each patient’s specific 
risk factors for curve progression. Physiotherapists men-
tioned that they explained to patients, with supporting 
scientific evidence, that a brace is effective if worn appro-
priately. Demystifying medical knowledge and vocabu-
lary was a strategy mentioned by orthopedists and by an 
orthotist as essential to clarify information found online 

that could be misleading or false, while the participat-
ing psychologist used this strategy to simplify medical 
recommendations with patients. Confirming patients’ 
understanding of professional recommendations was 
also a strategy used by the psychologist to verify patients’ 
comprehension of the care team’s expectations.

To cope with brace treatment, the scoliosis clinical 
nurse started sharing a document with patients upon 
brace delivery. The document highlighted important 
information about the treatment and tips on how to deal 
with it at home and at school. Participants agreed that 
families have to be effectively informed about the impor-
tance of wearing a brace as expected by their orthopedist.

Motivational strategies
Motivational strategies represent the efforts undertaken 
by patients, their families and their friends or healthcare 
providers to motivate patients to adhere to brace treat-
ment. According to most participants (n = 6), the estab-
lishment of a patient-provider trust relationship can be 
an important motivational factor for brace adherence and 
for following treatment guidelines. Participants (n  = 6) 
also mentioned that the opportunity to be part of social 
groups targeting patients or parents could provide a 
space for sharing experiences and advice and for creating 
a sense of community. Support from friends and family 
was also a motivational factor mentioned by participants 
(n  = 5), especially parents’ role in motivating patients 
toward treatment success at home.

These motivational strategies based on relationship 
quality should be promoted since adolescents tend to 
attribute high importance to the opinions of their peers. 
Empirical strategies were mentioned by participating 
orthopedists and physiotherapists to motivate patients 
by showing them actual proof of the effects of bracewear. 
These strategies included comparing spine curves on 
radiographs obtained with and without a brace, showing 
spine curve evolution through periodic photos and track-
ing actual hours in-brace.

Psychological support strategies
Psychological support strategies represent interventions 
with experts and empathic approaches to help patients 
and their parents on a psychological level. Referral to 
psychological consultation was mentioned by partici-
pants (n = 5) as a strategy to support patients who were 
concerned about their mental health. Some participants 
(n  = 2) agreed that group sessions with a psychologist 
could also be helpful for patients who need advice but are 
not ready for one-on-one consultations.

Other strategies proposed by the participating social 
worker and psychologist were more specific: offering 
parental support, providing access to a social worker 
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at scoliosis diagnosis announcement and/or brace 
prescription, carrying out a psychological evaluation 
of patients and of their family dynamic and adding an 
introductory interview with a psychologist and a physi-
otherapist (or nurse) in the care pathway.

Most of these strategies are not accessible to all 
patients undergoing bracing, which could explain the 
lack of psychosocial resources that participants identi-
fied as professional support barriers. Empathic inter-
ventions are more intuitive than the interventions 
mentioned above and can be used by all healthcare pro-
viders. One strategy mentioned by most participants 
was understanding patients’ personal adherence barri-
ers (n = 6). Feeling more understood can help patients 
feel more at ease with their healthcare provider, who 
in turn can support patients more effectively. Other 
empathic strategies included providing reassurance, 
normalizing emotional reactions, recognizing parents’ 
roles and preparing families for the potential occur-
rence of psychosocial issues.

These empathic communication approaches focus on 
patient-centered care and on the improvement of patient-
provider relationships.

Interprofessional teamwork strategies
Last, interprofessional teamwork strategies represented 
the actions suggested by healthcare providers to optimize 
teamwork and care organization. All nine participants 
mentioned working in close collaboration with one or 
more other healthcare providers for treatment decision-
making, patient follow-up or any other intervention. IP 
coherence, role delegation in an IP team, direct com-
munication and validation of other team members’ work 
were also brought up by participating professionals.

At the organizational level, three participants men-
tioned designating a specific healthcare provider in a 
coordinator role (pivot-professionnal); this team mem-
ber would become a key contact person between patients 
and providers and would be able to direct patients to 
proper professionals according to their specific needs. 
The participating social worker and psychologist, who 
were accustomed to working in a rehabilitation center, 
proposed new strategies to incorporate into our scolio-
sis clinic organization, including establishing a biopsy-
chosocial integrated approach, partnering with regional 
rehabilitation centers to facilitate AIS patient follow-up, 
partnering with rehabilitation centers to share social 
work services, integrating a social worker in the scoliosis 
clinic team and partnering with school counselors.

Some of these new strategies could be adapted and 
integrated into our scoliosis clinic’s care continuum to 
address more patient needs.

Intervention model
The purpose of the IPAS model (Fig.  1) is to propose a 
design for intervention-enhancing IP teamwork and 
improving patient support practices to support brace 
acceptance and adherence. The model is based on the 
premise that all patients should be given a minimum level 
of support and have access to additional and better tar-
geted assistance if needed. Accordingly, the structure of 
the intervention is three-tiered to provide different levels 
of intensity of support. Each level of intervention is com-
posed of specific components, including the purposes, 
involved actors and resources, activities, timing and 
intended impacts of the intervention.

The first tier (Fig.  1; top box) consists of preparing 
patients and their families for various aspects of brace 
treatment. Its purpose is to effectively inform families 
about scoliosis and bracing while engaging with patients 
to develop a patient-provider trust relationship.

The second tier of the IPAS intervention (Fig. 1; mid-
dle box) consists of conducting a group workshop for 
new brace wearers. The purpose of the workshop would 
be to provide psychosocial support, coping strategies and 
motivational strategies through discussions about body 
image, self-confidence, stress, and relationships at school 
or at home.

The third and last tier of intervention (Fig.  1; bottom 
box) consists of organizing one-on-one consultations 
between a specific professional and a patient (and par-
ents) in need of further support to address psychosocial, 
functional, or other issues caused by brace treatment 
that are still unresolved after the two first tiers of inter-
vention. Patients and parents can ask for further help by 
contacting the service stakeholder who coordinates care 
between families and all other team members.

Model review
In a review of the IPAS intervention model with a panel 
of experts, participants agreed that the activities and pur-
poses of the interventions were all relevant to undertak-
ing actions to address the brace adherence issue in the 
adolescent scoliosis patient population. They brought up 
organizational barriers to the implementation of some 
activities, such as in standardizing the type and amount 
of information provided to individual patients and fami-
lies and in choosing the right timing for giving group 
workshops in relation to brace delivery. On the other 
hand, they suggested important actions to be under-
taken regarding implementation, including role attribu-
tion (coordinator between families and the clinical team), 
governance of future intervention structure and activi-
ties, adequacy of required resources and priority setting 
of IPAS activities.



Page 7 of 9Provost et al. BMC Musculoskeletal Disorders          (2022) 23:406  

Discussion
The purpose of this study was to develop an interpro-
fessional support intervention model to enhance brace 
adherence in AIS patients. The IPAS model is the first 
of its kind to address the adherence problem in the spe-
cific population of AIS patients treated with a brace. 
Karol et al. [9] proposed an intervention including com-
pliance counseling and monitoring of daily brace wear 
hours, which has the potential to enhance brace adher-
ence. However, their proposed intervention relies on a 
single support strategy and does not involve more than 
one professional. Our model is multileveled, involves the 
whole clinical team and benefits from multiple strate-
gies to enhance adherence to brace treatment. Further-
more, the IPAS model follows the International Society 
on Scoliosis Orthopedic and Rehabilitation Treatment 
(SOSORT) recommendations regarding team manage-
ment of bracing, professional commitment to compliance 

enhancement and patient follow-up [19]. Finally, it was 
built using a solid theoretical background and rigorous 
qualitative methods (such as consensus on coding and 
member checking).

Most themes yielded by the interview process were 
included in the IPAS model. Some were purposely 
excluded, such as motivation by fear of spinal surgery, 
collaboration with regional rehabilitation centers or col-
laboration with school counselors. Without intentionally 
trying to scare patients, a few participants mentioned 
that exposing the risks of spinal surgery to patients and 
their families was a relevant strategy that could motivate 
some patients to wear their brace as prescribed. How-
ever, professionals need to be cautious about using this 
strategy because more anxious patients could develop a 
deep fear regarding the possibility of going through sur-
gery even if they wear their brace 23 hours a day. This 
fear could lead to lasting psychological consequences 

Fig. 1 Interprofessional Adherence Support (IPAS) intervention model to enhance adherence to brace treatment in adolescents with idiopathic 
scoliosis
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for these patients. Regarding the IP teamwork strategies 
mentioned, both involve many management and external 
resources at the scoliosis clinic. These collaboration strat-
egies are too large scale for the purpose of this study, but 
this does not make them irrelevant for future develop-
ments to address the brace adherence problem.

This study had some limitations. The first was the small 
number of interview participants (n  = 9), which was 
attributed to the fact that this project was performed at 
one center with a specific population of professionals. 
This means that we obtained partial saturation of data, 
which was reached for the patient adherence barriers as 
well as for the educational, motivational, and functional 
strategies’ themes. New information was provided by the 
participating psychologist and social worker regarding 
professional support barriers, psychological support and 
interprofessional teamwork strategies. Their contribu-
tions could be explained by the fact that they worked in a 
rehabilitation center with different care perspectives and 
had an outsider’s view of our health center’s work envi-
ronment and clinical functioning. Additionally, the point 
of view of patients and parents was considered through 
findings from the literature and from the professionals’ 
perspectives, but patients were not active participants 
in the study. The IPAS model should be validated among 
patients before its clinical implementation is considered. 
Last, the IPAS model was developed to answer a treat-
ment adherence problem for a specific population, so it 
is hardly generalizable (as it is presented in this paper) 
to the management of other diseases. However, the main 
interventions, such as treatment preparation, group 
workshops and one-on-one consultations, could be 
adapted to enhance treatment adherence in other popu-
lations. The IPAS model, as presented in this paper, is a 
three-tier intervention to enhance biopsychosocial sup-
port and potentially brace adherence. It is impossible, at 
this stage, to expect that it will be completely functional 
or effective in a clinical setting without implementing and 
piloting the model [20]. However, according to a study 
by Tavernaro et  al. [10], patients who benefitted from 
interprofessional care management with effective col-
laboration between stakeholders (orthopedist, orthotist 
and physiotherapist) tended to be more compliant than 
patients treated through regular care. If all support activ-
ities and IP collaboration are carried out as planned by 
the IPAS model, similar results can be expected.

Conclusions
In this qualitative study, an interprofessional interven-
tion model was designed following input from profes-
sionals in scoliosis treatment and patient care. The IPAS 
model addresses a gap in the clinical functioning of our 

center’s scoliosis clinic and could provide improved 
support for patients with AIS. Since it was positively 
received by the panel of experts, who supported its 
potential to enhance adherence to brace treatment, 
future steps involve validation of the support activities 
planned among patients/parents and pilot testing of the 
model at our institution. An evaluation of its processes/
functioning and effectiveness is also planned.
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