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Background
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Strong recommendation

For stroke survivors with some active wrist and finger extension, intensive constraint-induced movement therapy

(minimum 2 hours of active therapy per day for 2 weeks, plus restraint for at least 6 hours a day) should be provided fo
improve arm and hand use. (Corbetta et al. 2015 [177]) Trunk restraint may also be incorporated into the active therapy
sessions at any stage post-stroke. (Wee et al. 2014
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Aim and Research Questions

Research Aim: To investigate the impact of an
implementation package on clinician behaviour and
increase the number of CIMT programs delivered over 2
years in SWSLHD
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QL. Do rehabilitation teams deliver more CIMT programs i &; *

after receiving a CIMT implementation package?

Q2. Do stroke and brain injury survivors that complete a
CIMT program achieve upper limb outcomes
consistent with published outcomes?

Q3: Can teams recruit sufficient patient participants to
regularly provide CIMT?

Q4. What is the cost of a 2-week CIMT program and
district-wide implementation?



Methods

Design: Before-and-after design, with mixed methods

2. Focus group Interviews

1. Audit & Feedback Barriers/Enablers to CIMT
| Implementation with nine
(Target n= 20 files per team per Mi% _ P oon
timepoint) - ~ —

3. Delivery of CIMT
Implementation Package
(including training)



Component 1: File audit outcomes: Baseline
Timepoint 1 (October- December 2016)

Proportion of baseline sample eligible for, offered
and delivered a CIMT program (n=172)
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Component 2: Barriers and Enablers to CIMT

Implementatio/”

Env ‘
context & .
resources

Reinforceme

“Our technical assistant ...
having the NUM and the rest
of the nursing staff on side

. lust makes vour life

“We do a shared care model for the
upper limb here ... OT [and] physio ...
There’s very strong evidence that we
should be using it so it helps with our
compliance with ... stroke guidelines
and ensuring that our patients are
receiving the best available evidence
and treatment that they can.”

J!w% bout

consequences

= Barrier
B = Enabler

Role and
identity

Beliefs about
capabilities

Michie et al (2005); Cane et al (2012)



Intervention: Developing and delivering a behaviour
change implementation package that targets barriers
and enablers ——

mentoring and
support via
Teleconference

2 day workshop to



Component 3. Delivery of package and measurement of outcomes
Preliminary File Audit Outcomes: Demographics

Characteristic All teams (n=628) % (n)

Sex, % (n) Male Stroke 46.8% (294)
TBI 15.6% (98)
Female Stroke 34.4%(216)
s, 3.2% (20)
Mean age (years) Stroke 68 years (SD 15)
TBI 37 years (SD 14)
Diagnosis, % (n) Stroke 81.2% (510)
TBI 18.8% (118)
Mean duration from Inpatients Stroke 12 days (27 SD) (range O - 255 days)
neurological event t
eu O O.g cal event to TBI 120 days (421 SD) (range O - 3136 days)
admission (days)
Outpatients  Stroke 599 days (1588 SD) (range 9 - 8911 days)
TBI 2542 days (SD 3199) (range 47 — 16315 days)
Mean Modified Inpatients Stroke 4.2 (SD 0.7)
Rankin Score (mRs) TBI 4.3 (SD0.7)
at admission Outpatients  Stroke 2.8 (SD 0.7)
(range 0- 5)

TBI 3.4 (SD 0.8)



Component 3: Preliminary File Audit Outcomes

% of Total sample eligible for CIMT
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Component 3: Preliminary File Audit Outcomes
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% of Eligible CIMT participants offered & delivered a CIMT program
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"d = verbal and written feedback on audit results given



Component 3: Preliminary File Audit Outcomes

% of eligible people for CIMT that were offered and delivered a program over 12
months by team
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Conclusions and future
directions

« Due to commence timepoint 4 file audits this week (Jan-March
2018)

« Recently provided 4" CIMT workshop at request of teams

« Successful implementation of CIMT in public health practice is
multifaceted

« |mportance of a multidisciplinary team approach highlighted and
leadership/organisational support

« Finding used to inform the development and delivery of an
implementation package for CIMT translation in South Western

Sydney, The ACTIveARM project ‘[Q", Health

South Western Sydney
anzsruﬂ Local Health District



Contact detalls

Central email account:;

SWSLHD-ACTIveARM@health.nsw.gov.au

Lauren Christie

Project Coordinator and Chief
Investigator

ACTlve ARM Project

Tel (02) 8738 9291

lauren.christiel @health.nsw.gov.au

Working days: Wednesday, Friday

Twitter: @LaurenJChristie

Reem Shuhaiber

Research Assistant

ACTlve ARM Project

Tel (02) 8738 9261
reem.shuhaiber@health.nsw.gov.au
Working days: Wednesday, Friday
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