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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

Q1: Do rehabilitation teams deliver more CIMT programs 

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?



2. Focus group Interviews 

Barriers/Enablers to CIMT 

implementation with nine 

teams

3. Delivery of CIMT 

Implementation Package 

(including training)

1. Audit & Feedback

(Target n= 20 files per team per 

timepoint) 

Methods

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



Component 1: File audit outcomes: Baseline

Timepoint 1 (October- December 2016)
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Component 2: Barriers and Enablers to CIMT 

Implementation (n=13)

“We know a lot about it but … 

practically how that would work on 

an inpatient ward and how we 

would structure it taking into 

account all the other therapies ... I 

think that I know about it but I just 

don't know how to take that step.”

“It would be nice to know that you could 

successfully implement it and then maybe 

carry that on to future areas of work … 

we always as therapists want to … strive 

for great things so … if you know there’s 

something great out there and you’re not 

doing it … there’s consequences to 

your own kind of satisfaction at work 

and helping people.”

= Barrier   

= Enabler

“There is insufficient time, patients 

are often off the ward having 

investigations and other tests or 

might be unwell … if staff are on 

leave and we don't have backfill 

that takes an extra toll … and you 

still have to see other patients”

“Our technical assistant … 

having the NUM and the rest 

of the nursing staff on side

… just makes your life a little 

bit easier”

“It’s going to take 

everybody working 

together.”

“There’s quite a lot of detail and a lot 

of different bits and pieces that we 

would need to consider … but I think 

… once we’ve actually seen the 

patients I feel like we probably have 

some skills that would be evident to 

do that.”

“I think we’d have the clinical 

skills to facilitate the program 

once we know what is involved; I 

think we’ve got the experience 

in the team to facilitate it.”

“I’m just not sure I could come up 

with enough exercises for them to 

do in that time, so I feel like I’d 

need probably some guidance on 

activities and exercise … I feel like, 

I’d be a little bit stressed.”

“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.”



Intervention: Developing and delivering a behaviour 

change implementation package that targets barriers 

and enablers 

Therapist
Regular audit and 

feedback on 
practice every 3 

months

2 day workshop to 
increase 

knowledge, skills 
and confidence

Coaching, 
mentoring and 

support via 
Teleconference 
Community of 
Practice (CoP)

Establishment of 
local CIMT 
champions 

Reminders via 
posters  

Face to face 
support during first 

CIMT program 

CIMT routinely offered and delivered in practice 



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)

15.6% (98)TBI

Female Stroke 34.4%(216) 

3.2% (20)
TBI

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 

neurological event to 

admission (days)

Inpatients Stroke 12 days (27 SD) (range 0 - 255 days)

TBI 120 days (421 SD) (range 0 - 3136 days)

Outpatients Stroke 599 days (1588 SD) (range 9 - 8911 days)

TBI 2542 days (SD 3199) (range 47 – 16315 days)

Mean Modified 

Rankin Score (mRs) 

at admission 

(range 0- 5)

Inpatients Stroke 4.2 (SD 0.7)

TBI 4.3 (SD 0.7)

Outpatients Stroke 2.8 (SD 0.7)

TBI 3.4 (SD 0.8)



Component 3: Preliminary File Audit Outcomes
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Component 3: Preliminary File Audit Outcomes
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Component 3: Preliminary File Audit Outcomes
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Conclusions and future 

directions

• Due to commence timepoint 4 file audits this week (Jan-March 

2018) 

• Recently provided 4th CIMT workshop at request of teams

• Successful implementation of CIMT in public health practice is 

multifaceted

• Importance 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
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