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Plenary Session 1

Behaviour change in the implementation of

upper limb exercise in stroke

Louise Connell1

1University of Central Lancashire, Preston, United Kingdom

Around three quarters of stroke survivors will regain the ability to walk,

but regaining function of the affected upper limb is much more proble-

matic. In the first six months after stroke only approximately 20% of

survivors achieve some functional recovery. The evidence suggests that

for optimal motor recovery to occur, upper limb rehabilitation should

include early, intensive, and repetitive task-specific practice for a pro-

longed period of time. This session will review the underpinning evidence

regarding rehabilitation of the upper limb after stroke and how this

evidence has been translated into national clinical guidelines. Results

from a recent survey of current clinical practice will be discussed and

related to clinical guidelines, with gaps between the evidence and practice

explored.

The concept of implementation research will be introduced. There is

recognition that the increased production of randomized controlled

trials and journal publications is not sufficient to drive evidence-based

practice with the delay between the translation of evidence into practice

being too long. A programme of work exploring the implementation of an

existing upper limb exercise programme (GRASP: Graded Repetitive

Arm Supplementary Programme) will be presented. This was then used

as a foundation to develop a behaviour change intervention to facilitate

therapists to be able to deliver high intensity exercise. The practical

implications for changing clinical practice will be considered, with clini-

cians supported to reflect on their own practice.

Concurrent Session 1- Stream 2: Implementing

Evidence Based Practice

Key changes in the clinical guidelines for stroke

management 2017 recommendations

Justine Watkins1, Cindy Peng1, Leah Wright1 and Kelvin Hill1;

on behalf of the Guidelines Content Development Working

Group
1National Stroke Foundation, Melbourne, NSW, Australia

Background: Clinical guidelines provide evidence-based recommenda-

tions designed to optimise patient care. Guidelines help decision-making

for healthcare professionals and patients. The Clinical Guidelines for

Stroke Management have recently been updated to reflect the best avail-

able evidence across the whole continuum of stroke care.

Aims: To highlight the significant changes in the Clinical Guidelines

recommendations.

Methods: A systematic literature search was conducted for studies

published February 2010-July 2016. Where evidence had progressed or

deviated substantially from the 2010 Guidelines version, recommenda-

tions were updated to reflect the best available evidence.

Results: Evidence published since 2010 has led to the following signifi-

cant changes in the new 2017.

Guidelines: in patients with suspected transient ischaemic attack,

ABCD2 risk score should not be used in isolation; endovascular throm-

bectomy is standard care for patients with large vessel occlusions; systolic

blood pressure in patients with intracerebral haemorrhage should be

lowered to a target of 140 mmHg but not substantially below; mobilisa-

tion should be commenced between 24–48 hours of stroke onset; and

the minimum amount of scheduled rehabilitation therapy is 3 hours a day,

with at least 2 hours of active task practice.

Conclusion: Evidence advanced significantly between two iterations of

the Guidelines, leading to major changes in recommendations. Given the

implications of out-of-date recommendations on patient care, an innova-

tive approach to dynamically updating clinical guidelines is required.

Research gaps identified in the clinical guidelines

update: So where to from here?

Justine Watkins1, Cindy Pen1, Leah Wright1 and Kelvin Hill1; on

behalf of the Guidelines Content Development Working Group
1National Stroke Foundation, Melbourne, NSW, Australia

Background: Clinical guidelines provide best-practice evidence-based

recommendations that are designed to optimise patient care.

Guidelines assist with shared decision-making for healthcare profes-

sionals and patients. The Clinical Guidelines for Stroke Management

have recently been updated to reflect the best available evidence across

the whole continuum of stroke care.

Aims: To highlight the research gaps identified during the Clinical

Guidelines development.

Methods: A systematic literature search was conducted for studies

published between February 2010 and July 2016. Research gaps were

identified when an area was noted to be of significance to patients, but

limited evidence was available to inform care, or preliminary evidence

emerged, but further research was needed to ascertain safety and

efficacy.

Results: Approximately 110,000 citations were identified in the litera-

ture search, however many impairments had none or limited evidence for

treatment despite their significant impact on a stroke survivor’s quality of

life. Much of the deficit in research was noted in cognitive and physical

rehabilitation, however, more research is also required for imaging, intra-

cerebral haemorrhage and post-stroke support. There is also very little

evidence for treating Aboriginal and Torres Strait Islander populations.

Conclusion: Despite the exponential growth in the volume of literature

each year, substantial gaps in the evidence base still exist. Targeted alloca-

tion of resources to address these research deficits is required.

International Journal of Stroke

2017, Vol. 12(2S) 3–29

! 2017 World Stroke Organization

Reprints and permissions:

sagepub.co.uk/journalsPermissions.nav

DOI: 10.1177/1747493017714154

journals.sagepub.com/home/wso

International Journal of Stroke, 12(2S)

https://uk.sagepub.com/en-gb/journals-permissions
journals.sagepub.com/home/wso
http://crossmark.crossref.org/dialog/?doi=10.1177%2F1747493017714154&domain=pdf&date_stamp=2017-07-25


Are we providing patients with the best

achievable care? Update from the Australian

Stroke Clinical Registry

Dominique Cadihac1,2, Nadine Andrew2, Kim Joosup1,2,

Brenda Grabsch1, Monique F Kilkenny1,2, Sam Shehata1,

Chris Levi3,4, Steven Faux5,6, Kelvin Hill7, Geoffrey

AO Donnan1, Craig Anderson8,9, Peter Hand10,

Rohan Grimley11,12, Helen Dewey13, Sandy Middleton14,15 and

Natasha A Lannin16,17

1Florey Institute of Neurosciences and Mental Health, Heidelberg, VIC,

Australia
2Translational Public Health and Evaluation Unit, Stroke & Ageing Research,

School of Clinical Sciences at Monash Health, Monash University, Melbourne,

VIC, Australia
3Priority Research Centre for Translational Neurosciences Mental Health

Research, University of Newcastle, Callaghan, NSW, Australia
4Hunter Medical Research Institute, Newcastle, NSW, Australia
5St Vincent’s Hospital, Darlinghurst, NSW, Australia
6Faculty of Medicine, The University of New South Wales, Sydney, NSW,

Australia
7Stroke Foundation, Melbourne, VIC, Australia
8Neurology Department, Royal Prince Alfred Hospital, Sydney, NSW, Australia
9The George Institute for Global Health, The University of Sydney, Sydney,

NSW, Australia
10Melbourne Health, Melbourne, VIC, Australia
11Sunshine Coast Clinical School, University of Queensland, Brisbane, QLD,

Australia
12Sunshine Coast Hospital Health Service, Nambour, QLD, Australia
13Eastern Health Clinical School, Monash University, Box Hill, VIC, Australia
14Australian Catholic University, Sydney, NSW, Australia
15Nursing Research Institute, St Vincent’s Health, Sydney, NSW, Australia
16School of Allied Health, La Trobe University, Bundoora, VIC, Australia
17Occupational Therapy, Alfred Health, Prahran, VIC, Australia

Background: In Australia, understanding of the impact of evidence-

based care on patient outcomes was limited prior to establishment of

the Australian Stroke Clinical Registry (AuSCR) in 2009.

Aims: To report on the cumulative knowledge generated from the first

eight years of operating AuSCR within Australia. In particular, new data

from 2015 are presented.

Methods: AuSCR data were analysed for stroke and transient ischaemic

attack (TIA) admissions (2009–2015) using multivariable models for out-

come comparisons, including survival and health-related quality of life

(HRQoL) within 180 days. Updated benchmarks for national clinical indi-

cators (stroke unit [SU] care; thrombolysis for ischaemic stroke; dis-

charge on antihypertensives; discharge care plan) were generated from

the best performing hospitals.

Results: Since 2009, 46,000þ episodes of care and 20,500þ follow-up

surveys have been completed. For patients admitted with TIA, care in a

SU care was associated with improved survival (N¼ 2220, hazard ratio

0.57). Patients with stroke (N¼ 17,585) cared for in an acute SU had

reduced likelihood of death (hazard ratio 0.49) and better HRQoL (coef-

ficient 21.34). These benefits were augmented with greater adherence to

other clinical indicators. Achievable benchmarks were generated from

2015 data (9,473 episodes): SU care 96%, thrombolysis 19%; antihyper-

tensives at discharge 87%; discharge care plan 92%. We also found that

comparisons of hospital stroke mortality rates were more reliable when

stroke severity was used in statistical analyses.

Discussion: Variation in adherence to national clinical indicators impacts

on long-term patient outcomes. Hospitals need to be supported to

ensure provision of best-practice care and reach achievable benchmarks.

Evaluation of a clinician lead implementation of

clinical guidelines for stroke management with a

private health service

Suzy Goodman1, Tash Brusco1, Sarah Foster1, Helen Frawley1,

Doug McCaskie1, Cameron Barnes1, Coral Keren1,

Ben Clissold1 and Bree Nation1

1Cabrini Health Malvern Site, Malvern, VIC, Australia

Aim: To evaluate the impact of implementing clinical guidelines for

stroke management (CGSM) within a private health service.

Method: Pragmatic, clinician-led implementation of CGSM within a pri-

vate health service occurred pre-evaluation. The primary outcome was

adherence to the CGSM criterion of colocation in an acute stroke unit.

The secondary outcomes included adherence to additional CGSM cri-

teria, staff identification of barriers and facilitators to implementation,

patient satisfaction, cost effectiveness and cost of implementation. Data

was collected pre and post-implementation through a medical record

audit, health service administrative data and surveys.

Results: Adherence of colocation in an acute stroke unit did not sig-

nificantly improve with 49% pre-implementation and 54% post-implemen-

tation (p¼ 0.217). In acute, adherence to the CGSM criteria significantly

improved post-implementation for 9 (20%, p< 0.05) and declined for 1

(2%, p< 0.05); in rehabilitation adherence significantly improved for 2

(8%, p< 0.05) and declined for none. Staff identified 233 barriers and

197 facilitators to implementation. Patient satisfaction trended towards

improvement post-implementation for all 26 satisfaction criteria. In acute,

there was a non-significant cost saving per patient [$269 (95%CI:

�$1,621 to $2,160)] and a non-significant improvement in functional

status [0.02 Modified Rankin Scale (95%CI: �0.45 to 0.48)] post-imple-

mentation. In rehabilitation, there was a significant improvement in func-

tional status [FIM 10.45 (95%CI: 0.4 to 20.5)] post-implementation. The

cost of implementation was $154,717 and involved over 2,000 staff hours.

Conclusion: While colocation in the acute stroke unit did not improve,

the results of the secondary outcomes were favourable following imple-

mentation of CGSM within the private health service.

Do Australian and UK nurses have different

roles in thrombolysis administration and does

this impact on tPA rates?

Helen Hamilton1, Louise Craig1, Michael Steele1,

Anne Alexandrov1,2, Liz Lightbody1,3, Caroline Watkins1,3,

Dominique Cadilhac4, Elizabeth McInnes1, Simeon Dale1 and

Sandy Middleton1

1Australian Catholic University, Darlinghurst, NSW, Australia
2University of Tennessee Health Science Center, Tennessee, Memphis, United

States of America
3University of Central Lancashire, Lancashire, United Kingdom
4Monash University, Melbourne, VIC, Australia

Background: The role of stroke nurses in patient selection and admin-

istration of thrombolysis (rt-PA) for ischaemic stroke is evolving. We

compared differences in the roles of stroke nurses in rt-PA administration

between Australia and the United Kingdom (UK) and associations

between practices and treatment rates.

Method: All hospitals known to provide rt-PA in Australia and the UK

were mailed a questionnaire asking how likely stroke nurses would be

involved in nine pre-specified rt-PA practices; and for hospital rt-PA data.

Chi-square tests were used to describe differences. Treatment rates were

calculated: number of rt-PA treatments divided by number of ischemic
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stroke admissions� 100. Spearman correlation tested for the association

between practices and rt-PA treatment rates.

Results: Response rates were 74.1% Australia, 64.6% UK. Significant

differences were found between countries for five of the nine practices.

Practices more likely to occur in the UK included: nurse ordering CT scan,

nurse screens patient for rt-PA suitability and nurse gains informed consent.

Reported mean rt-PA treatment rates were higher in the UK (12.7%)

than Australia (8.7%). Nurses screening for rt-PA suitability was asso-

ciated with increased rt-PA treatment rates in Australia; and use of tele-

medicine was related to decreased rt-PA rates in the UK.

Conclusion: Nurses in the UK appear to have a more active role in rt-PA

administration compared with Australia and this may contribute to the UK

higher rt-PA rates. Further understanding of how nurses can be more

actively involved in the process of rt-PA administration is warranted.

Do clinicians adhere to hospital protocols when

selecting patients for thrombolysis? A

nationwide Australian survey

Farida Saghafi1, Louise Craig1, Helen Hamilton1,

Dominique Cadilhac2, Elizabeth McInnes1, Anne Alexandrov3,

Liz Lightbody1,4, Caroline Watkins1,4, Simeon Dale1 and

Sandy Middleton1

1Australian Catholic University, Darlinghurst, NSW, Australia
2Monash University, Melbourne, VIC, Australia
3University of Tennessee Health Science Center, Memphis, Tennessee, United

States of America
4University of Central Lancashire, Lancashire, United Kingdom

Background: Clinicians’ compliance with hospital protocols inclusion

and exclusion criteria for the administration of Recombinant Tissue

Plasminogen Activator (rt-PA) for ischaemic stroke is unknown. We

compared hospital protocol rt-PA selection criteria with criteria

reported to be used in practice.

Methods: Stroke Unit Co-ordinators of all Australian hospitals known

to provide rt-PA were mailed a survey. Respondents were asked to

report on the inclusion/exclusion criteria used in practice when consid-

ering rt-PA administration and to provide their hospital rt-PA protocol.

Chi-square tests were used to determine differences between individual

hospital protocols and respondent’s self-reported selection criteria.

Results: Protocols and completed surveys were received from 55 of the

87 hospitals (63%) containing 9 inclusion and 92 exclusion criteria. There

were significant differences between two inclusion criteria: ‘clinical diag-

nosis of acute ischaemic stroke’ (Practice: 92.1% vs Protocol: 80%, P¼ 0.01)

and ‘NIHSS> 4’ (Practice: 49.2% vs Protocol: 36.6%, P¼ 0.001). There

were 17 exclusion criteria with significant differences. Six exclusion cri-

teria were reported more frequently in practice and eleven were

reported more frequently in hospital protocols.

Conclusion: Timely and appropriate treatment of stroke patients is

essential for favourable outcomes. Practice and protocol differences

may exclude potentially eligible patients or include those with contra-

indications. The reasons for the differences are unknown; hospital pro-

tocols may be out of date and/or may not reflect all label warnings and

contraindications. Further investigation is warranted into the association

between label/protocol non-adherence and rt-PA treatment rates.

Concurrent Session 1- Stream 3: Dysphagia/

Aphasia

From 5 to 200 in 6 months. The roll out of

sustainable dysphagia screening in the

Townsville Health and Hospital Service

Claire Hession1

1Townsville Health and Hospital Service, Douglas, QLD, Australia

Background: 60% of people who have had a stroke developing a swal-

lowing disorder. Oropharyngeal dysphagia may lead to outcomes of

aspiration pneumonia ranging from hospitalisation to death. The

RBWH dysphagia screening tool is an accurate dysphagia triage tool. In

stroke, dysphagia screening within 24 hours is associated with significantly

lower 30 day mortality.

In Townsville, Dysphagia screening has been in use within the Acute

Stroke Unit since 2009 with a very small group of RN’s routinely using

dysphagia screening.

Aims: The initial aim of this project was to strengthen stroke care

establishing by Dysphagia Screening in the ED. The end result was the

establishment of dysphagia screening within the emergency department

at TTH, multiple other medical and surgical units and the sustainable roll

out of dysphagia screening and dysphagia assessment via telehealth to

Rural Hospitals within the HHS and RACF’s.

Methods: Executive support facilitated successful roll out as did an

extensive consultation phase. Procedures for dysphagia screening and

dysphagia assessment via telehealth were produced and consistent

recording of competency established. Training programs used established

online training and specifically developed group training programs and

were delivered by local and ward based Speech Pathologists.

Results:

Initial 6 months:

200 RN’s achieved dysphagia screening competency.

20 dysphagia assessments via telehealth.

Use of dysphagia screening tool for CVA increased from 57.4% to 67%

Formal Speech Pathologist swallow assessment for CVA increased from

94.1% to 100%

Discussion: THHS has rolled out an expansive and innovative dysphagia

screening and associated dysphagia assessment via telehealth program

Audits of pre-packaged thickened fluids for

stroke patients at Logan Hospital using the

Bostwick Consistometer

Jane Ross1, Maria Schwarz1 and Anne Coccetti1

1Queensland Health, Meadowbrook, QLD, Australia

Background/Rationale: Dysphagia (difficulty swallowing) may result in

serious adverse complications (including the development of aspiration

pneumonia) and is common following stroke. The use of thickened fluids

by Speech Pathologists to assist with the management of dysphagia post

stoke is routine clinical practice.

Anecdotally, small scale audits previously conducted at Logan Hospital

have suggested that the viscosity of pre-packaged thickened fluids are not

consistent with supplier packaging.

Aim: To review the viscosity of pre-packaged thickened fluids provided

to stroke patients who have dysphagia at Logan Hospital to ensure visc-

osity is consistent with specified National Standards and Queensland

Health standards.
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Methods: The full range of 9 pre-packaged thickened fluids provided to

stroke patients at Logan Hospital at the three standards of thickness

(mildly thick, moderately thick and extremely thick) were audited at

room and fridge temperature. The thickened fluids were audited using

the Bostwick Consistometer over select days in a 3 week period utilising

Queensland Health facility norms.

Results: Almost half of the thickened fluids audited were not compliant

with the norms, with a significant majority noted to be too thick.

Discussion: Consumption of thickened fluids by stroke patients that are

too thick has ramifications in terms of decreased palatability and subse-

quent decreased compliance, reduced oral intake, increased dehydration

and therapeutic consequences in terms of dysphagia management. The

results indicate the need for frequent auditing of pre-packaged thickened

fluids. The results of these audits are to be discussed with relevant

stakeholders.

Swallow screening in acute stroke care: Quality

improvement interventions plus change

resistance does not equal improved swallow

screening rates

Sarah Kuhle1, Robert McGahey2, Michael Bishop2 and

Greg Cadigan1

1Statewide Stroke Clinical Network, Queensland Health, Brisbane, QLD,

Australia
2Redcliffe Hospital, Queensland Health, Redcliffe, QLD, Australia

Background: Swallow screening prior to food, fluid & oral medication is

accepted best practice in acute stroke care. In 2013 the introduction of a

medical assessment unit (MAU) at Redcliffe Hospital saw the cessation of

direct admission to the stroke unit. Subsequently, swallow screening

dropped to 20% from 65% in previous years (45%#). Despite extensive

quality improvement (QI) interventions with MAU nurses, swallow

screening rates remained low.

Aims: This study examines the correlation between decreased swallow

screening rates and individual practices of MAU nurses.

Methods: Australian Stroke Clinical Registry (AuSCR) data was

reviewed for patients admitted to Redcliffe Hospital in 2013.

TrendCare nursing workload management records were then used to

identify individual nurses on shift at the time of each admission.

Descriptive analysis was used to examine individual nurses associated

with stroke admissions not receiving swallow screening.

Results: 163 stroke admissions from 2013 were matched in AuSCR &

TrendCare. Excluded were those seen by speech pathology (n¼ 64) &/or

received a swallow screen (n¼ 40) prior to food, fluid & oral medication,

leaving 99 admissions for review. Care of these admissions was under-

taken by 133 different nurses over 496 nursing shifts.

20 individual nurses (15%) accounted for 52% of missed swallow screen

opportunities, the remaining 113 nurses (85%) missing 48%of opportu-

nities. All 20 nurses were MAU staff. MAU accounted for 71% of missed

swallow screen opportunities, stroke unit 15%, & all other wards com-

bined 13%

Conclusion/Discussion: Despite extensive QI efforts, individual nur-

sing staff practices can remain unchanged. By identifying non-compliance

in individual staff, performance management can complement QI

activities.

Implementing Cough Reflex Testing in a clinical

pathway for acute stroke: A pragmatic

randomised controlled trial

Makaela Field1, Rachel Wenke1, Arman Sabet1, Melissa Lawrie1

and Elizabeth Cardell2

1Gold Coast Hospital and Health Service, Southport, QLD, Australia
2School of Allied Health, Griffith University, Southport, QLD, Australia

Background: Silent aspiration is common after stroke and can lead to

pneumonia. While standard clinical bedside swallowing assessments

(CBSA) are ineffective at predicting silent aspiration, Cough Reflex

Testing (CRT) has shown promise for identifying patients at risk of

silent aspiration.

Aims: We investigated the impact of CRT on patient and service out-

comes when embedded into a clinical pathway for acute stroke patients.

Methods: 488 stroke patients were randomly allocated to receive either

CRT or standard care (i.e., bedside assessment). Primary outcomes

included aspiration pneumonia (AP) rates within 3 months post stroke

and length of stay. Secondary outcomes related to the feasibility of imple-

menting a CRT pathway and clinician and patient satisfaction.

Results: There was a non-significant 3.5% reduction in AP rates in the

CRT group across all stroke types. AP was however significantly reduced

by 8.5% for patients with cortical strokes (CI 95% 0.02–0.17). The CRT

took clinicians on average 3 minutes longer (p< 0.00) and resulted in a

6.7% increase in videofluroscopic referrals (CI 95% 1.87–5.72) compared

to standard care. High patient and clinician satisfaction with CRT was

found, with clinicians reporting additional knowledge and confidence in

decision making for dysphagia management.

Conclusion: Implementation of a CRT pathway showed an overall

reduction in rates of AP for all stroke types, but was most beneficial

for patients following cortical stroke. Benefits in clinical decision

making and minimal increases in clinician resources suggest that imple-

mentation of a CRT pathway may be a feasible and useful addition to

CBSA for acute stroke patients.

Closing the evidence-practice gap: Developing

and piloting a behaviour change intervention in

post-stroke aphasia management

Kirstine Shrubsole1, Linda Worrall1, Emma Power2 and Denise

A O’Connor3

1School of Health and Rehabilitation Sciences, University of Queensland,

Brisbane, QLD, Australia
2Faculty of Health Sciences, The University of Sydney, Sydney, NSW, Australia
3School of Public Health and Preventive Medicine, Monash University,

Melbourne, VIC, Australia

Background: Aphasia is common post-stroke, and can have significant

long-term effects on quality-of-life and functional communication.

However, there is variation in services provided to people with aphasia,

leading to evidence-practice gaps. Implementation is the process of

improving uptake of evidence into practice, using theory to design beha-

viour-change interventions aimed at improving patient care. To date, only

two studies have investigated implementation efforts on aphasia manage-

ment practices, neither of which were in an Australian healthcare

context.

Aims: The overarching research objective was to investigate the imple-

mentation of guideline-recommended practices in post-stroke aphasia

management.

Methods: This research program included four studies: a systematic

review of aphasia-related guideline recommendations, identification of
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aphasia implementation priorities, an interview study identifying factors

influencing implementation of priority areas, and a pilot cluster rando-

mised control trial investigating the potential effectiveness of a theory-

informed behaviour-change intervention targeted at four acute speech

pathology teams.

Results: After evidence for aphasia rehabilitation was synthesised and

prioritised for implementation, reported barriers and facilitators were

identified by speech pathologists. An intervention to improve uptake of

aphasia evidence into practice was designed, delivered, then evaluated.

Pilot study results will be presented, including the change in practice

according to medical record audits. Preliminary data from one cluster

showed a 70% improvement in the provision of written aphasia-friendly

information.

Discussion: Our research shows that targeted, theory-informed beha-

viour-change interventions are feasible, acceptable and potentially effec-

tive in improving the implementation of aphasia guideline-recommended

practices by speech pathologists. This has clinical implications for speech

pathologists and other multidisciplinary stroke team members.

Treatment for people with chronic aphasia –

Investigation of high and low intensity,

constraint and multimodal treatments

John E Pierce1,2, Abby Foster2, Melanie Hurley2,

Robyn O’Halloran2, Miranda Rose2, Lyndsey Nickels3,

Leanne Togher4, Marcus Meinzer5, David Copland5, Tapan Rai6,

Erin Godecke7, Kim Joosup8 and Dominique Cadilhac8

1Cabrini Health, Langwarrin, VIC, Australia
2La Trobe University, Melbourne, VIC, Australia
3Cognitive Science, Macquarie University, Sydney, NSW, Australia
4The University of Sydney, Sydney, NSW, Australia
5UQ Centre for Clinical Research, University of Queensland, Brisbane, QLD,

Australia
6School of Mathematical and Physical Sciences, University of Technology,

Sydney, NSW, Australia
7School of Psychology and Social Sciences, Edith Cowan University, Joondalup,

WA, Australia
8Faculty of Medicine, Nursing & Health Sciences, Monash University, Clayton,

VIC, Australia

Background and Aims: Aphasia is a frequent occurrence after stroke

and results in a higher disease burden compared to stroke without apha-

sia. While there is evidence for the overall effectiveness of aphasia ther-

apy, questions remain for treatment of people with chronic aphasia (>6

months). One important question is the impact of treatment intensity in

chronic aphasia. How frequently should aphasia therapy be provided to

maximise effectiveness? Neuroplasticity principles suggest higher inten-

sity should be superior, while learning theory suggests more distributed

practice is ideal.

Methods: A systematic review of research relating to intensity in chronic

aphasia was undertaken. In addition, the effect of intensity within

Constraint Induced Aphasia Therapy (CIAT) and Multi-modal treatments

was investigated using meta-analysis.

Results: There is very limited high-level evidence supporting higher or

lower intensity in chronic aphasia treatment. For CIAT and Multi-modal

treatments, there is no clear relationship between intensity and treat-

ment effect sizes. The COMPARE trial and its nested sub-study are cur-

rently underway and will compare CIATand Multi-Modal Aphasia Therapy

at two different treatment schedules.

Conclusion: Clinicians have limited guidance for determining treatment

intensity in chronic aphasia. COMPARE will contribute much needed

high-quality data to this important question.

Concurrent Session 1- Stream 4: New Ideas and

Innovations

Addressing the recruitment barrier- The

establishment of the Hunter Stroke Research

Volunteer Register (HSRVR)

Gillian Mason1, Coralie English1, Rohan Walker1,

Michael Nilsson2, Michael Pollack1,3, Monique M Hourn3 and

Nicole Gerrand3

1University of Newcastle, Newcastle, NSW, Australia
2Hunter Medical Research Institute, Newcastle, NSW, Australia
3Hunter New England Local Health District, Newcastle, NSW, Australia

In the Hunter region 12% of stroke patients die within one week, 19%

within one month and a third within the first year after stroke. Key stroke

clinicians in Hunter New England Local Health District (HNELHD) iden-

tified that improving end of life care was a priority.

To explore current practice at HNELHD stroke hub hospitals in transi-

tioning people dying from acute stroke to palliative care and advance care

planning.

Baseline data was collected as part of a pilot, implementation project at

five acute and two rehabilitation HNELHD hospitals. Data collection

included file audit (admissions 1-4-16 to 30-6-16) clinician surveys and

key clinician interviews.

Audit data (n¼ 193) indicated 89% of people admitted with acute stroke

(mean age¼ 73.7) did not have a pre-existing Advance Care Plan. For

those who died (n¼ 27, mean age¼ 80.4), end of life care discussions

took place for 63% however 48% were not coded as palliative care. The

clinician survey (n¼ 75) indicated 41% of respondents were confident in

their ability to recognise a dying patient with 73% indicating they had no

formal training on this, while most (63%) felt confident in their ability to

talk to patients and families about death. The clinician focus groups iden-

tified that the language used can be confusing e.g. ‘‘comfort measures’’,

and current processes and documentation are ad hoc.

The results will inform the development of the intervention which will

include staff education, patient and carer resources and standardised,

area-wide processes. Existing state/national resources will be used

where possible.

‘‘Moving to the Music!’’: Group exercise class

incorporating functional movements with music

therapy focusing on amplitude and temporal

aspects of motor control in functional tasks

Tanya Silveira1 and Hilary Cox1

1MetroRehab Hospital, Petersham, NSW, Australia

Background: Music Therapy seems to be an underutilized option for

stroke rehabilitation in Australia. The current evidence of Rhythmic

Auditory Stimulation, a Neurological Music Therapy technique, focuses

on the individual treatment, specifically investigating walking activities.

Collaborative approaches to implementing this NMT have the potential

for more patient access.

Aims: This group is investigating the effect of combining music therapy

and physiotherapy interventions through group exercise; based on the

premise that using functional movement changes the temporal aspects of

the functional activities of sit to stand and walking.

Methods: The referred patients will attend the group once a week for

45 minutes, conducted by a physiotherapist AND a NMT. Assessment

consists of the 10 metre walk test (10MWT) and the timed 5 sit to stand
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test (5STS) pre and post each session, and a qualitative survey of patient

experience. Exercise sessions consists of functional movements (sit to

stand, step up, walking activities) with addition of RAS and other music

therapy techniques to improve quality and speed of movements.

Results: Data collection is still in progress and will be completed prior to

conference. Current data has identified the tendency of some patient sub

groups to increase speed post session and other sub groups are more

stable and reduce speed of movement. Qualitative feedback has indicated

that patients are more engaged in therapy session and report increased

awareness of body movement and position post session.

Conclusion: This collaborative approach has the potential to reach more

patients and further their rehabilitation and motivation for recovery.

An inpatient rehabilitation enriched

environment for stroke patients

Jessica Cozens1 and Sian Knight2

1Adelaide Nursing School, University of Adelaide, Adelaide, SA, Australia
2Bendigo Health, Bendigo, VIC, Australia

Background: Higher levels of rehabilitation post stoke results in

improved outcomes, conversely evidence suggests rehabilitation patients

spend majority of their time inactive. An Enriched Environment Model is

designed to facilitate physical, cognitive and social activity through provi-

sion of equipment and organisation of a stimulating environment.

Aims: To implement an Enriched Environment Model within Bendigo

Health Inpatient Neurological Rehabilitation Unit to determine whether

an Enriched Environment increases stroke patient activity levels.

Methods: Pre and post observations of Inpatient Neurological

Rehabilitation stroke patient activity levels through Behavioural Mapping

over two consecutive Sundays and Mondays.

Pre, middle and post qualitative staff questionnaire; awareness of

Enriched Environment, stroke patient activity levels and enablers/barriers

for accessing activities.

Pre and post qualitative patient questionnaire; patient activity levels and

activities offered outside therapy and enablers/barriers to accessing

activities.

Staff Education on Enriched Environment Model prior and throughout

implementation of Enriched Environment.

Data analysis; comparison data between pre and post data collected from

outcome measures.

Results: Pre behavioural mapping and staff surveys:

Stroke patients were more active on weekdays to weekends

Staff identify patients are ‘sometimes’ active outside of scheduled therapy

and patients frequently get bored.

Staff identify time, patient fatigue and access to resources as barriers to

patients completing activities outside of therapy sessions. Staffing, access

to resources, volunteers and education identified as strategies to over-

come barriers.

Conclusion/Discussion: This project is currently active and will be

finish by 29/10/2017. It is hypothesised stroke patients activity levels

will increase with exposure to an Enriched Environment.

The efficacy of repeated botulinum toxin

treatment cycles in the management of

spasticity post stroke – A systematic review

Catherine Cave1, Katrina Williams2 and Adam Semciw1

1Princess Alexandra Hospital, Brisbane, QLD, Australia
2School of Health and Rehabilitation Sciences, The University of Queensland,

Brisbane, QLD, Australia

Background: Research has shown that a single dose of Botulinum

Toxin-A (BTx-A) is safe and effective in the symptomatic relief of

muscle spasticity post stroke. Repeated BTx-A treatment cycles may

have beneficial long term effects in terms of reducing spasticity and dis-

ability for stroke survivors.

Aims: To systematically review the evidence evaluating the efficacy of

repeated BTx-A treatment cycles in management of spasticity post

stroke. To examine reduction in muscle spasticity based on the

Modified Ashworth Scale (MAS) and reduction in disability based on

the Disability Assessment Scale (DAS) score of studies identified.

Methods: Relevant studies were identified through a literature search

(MEDLINE, CINAHL, Embase, PubMed and The Cochrane Library -

October 2015). Studies included adult post-stroke participants with spas-

ticity who received repeated cycles (�2) of BTx-A. Two independent

reviewers screened titles/abstracts for eligibility. Data was collected

from articles and methodological quality evaluated using modified

Downs & Black Quality Index. Raw mean changes in outcome measures

were described. Percentage of participants who achieved a clinical mean-

ingful change in MAS (>1 point) and DAS (>1point) scores were

described or calculated.

Results: Fourteen studies were identified; seven studies were consid-

ered high quality on evaluation. More than 60% participants demon-

strated a clinically significant change on MAS. Studies found continuous

and significant improvement in level of disability as measured by the DAS.

Conclusion: Repeated BTx-A cycles appear to be effective in reducing

muscle spasticity and reducing disability. Further research is required to

examine long term effects on active function and quality of life.

A randomised control trial investigating the

efficacy of interactive, motion capture-based

rehabilitation in an inpatient stroke population

Anna Tyson1, John Cannell1, Emelyn Moles1, Kylie Lane1,

Kiran Ahuja1, Stuart Smith2, Michele Callisaya1 and

Marie-Louise Bird1,3

1Faculty of Health, University of Tasmania, Launceston, TAS, Australia
2Southern Cross University, Lismore, NSW, Australia
3Faculty of Medicine, University of British Columbia, Vancouver, British

Columbia, Canada

Background: Implementation of technology in stroke rehabilitation is

limited despite some evidence supporting efficacy, partly due to the vari-

ety of devices and software available and rapid evolution of new technol-

ogies. The efficacy of interactive, motion capture rehabilitation is not

known.

Aim: Compare physical function changes after usual care stroke rehabi-

litation or rehabilitation using novel interactive, motion capture rehabili-

tation software and commercially available hardware.

Method: Clients in two subacute hospital rehabilitation units were indi-

vidually randomised to usual care or interactive, motion capture rehabi-

litation for between eight and forty sessions or discharge. Pre-post and

between group differences were analysed for standing balance, arm func-

tion, and walking. Outcomes between the units were also compared

(intervention supervised by physiotherapist in one unit and rehabilitation

assistant in other).

Results: Seventy-three clients after stroke (mean 22.1 days) attended

mean 14 sessions. Both groups improved on the primary outcome func-

tional reach [usual care mean¼ 3.3 cm (95% 0.6 to 5.9 cm), intervention

mean¼ 4.1 cm (95% CI 1.3 to 6.8 cm)], box and block test increased

[usual care mean¼ 9.5 (95% CI 6.2 to 12.9), intervention mean¼ 7.6

(95% CI 4.1 to 11)] and timed up-and-go decreased [usual care mean-

¼�8.4 seconds (95% CI �13 to �3.0), intervention mean¼�10.1
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seconds (95% CI �16.9 to �3.4)] (all p< 0.04) with no between group

differences.

Conclusion: Interactive, motion-capture rehabilitation for inpatients

after stroke produced similar functional improvements to usual care

stroke rehabilitation. Delivery of therapy via interactive, motion capture

rehabilitation in different delivery supervision models warrants further

investigation.

Concurrent Session 2 - Stream 1 - Let’s TOAST!

Workshop

Let’s TOAST! Classification of pathogenic

mechanism for acute ischemic stroke

Anne Alexandrov1 and Skye Coote2

1University of Tennessee Health Science Center at Memphis & Nursing

Research Institute, Fountain Hills, Arizona, United States of America
2Mobile Stroke Unit, Royal Melbourne Hospital, Melbourne, VIC, Australia

Description: Teaching Course

Determination of pathogenic mechanism supports accurate selection of

treatments and appropriate selection of secondary prevention. This ses-

sion will explore the diagnostic workup supporting TOAST classification,

enabling interdisciplinary stroke practitioners to oversee methods for

evidence-based stroke prevention and management. Note: This session

will be jointly presented by Dr. Alexandrov and Ms. Coote.

Objectives: Describe the 5 different TOAST classifications for acute

ischemic stroke: a) large artery atheroma; b) cardioembolism; c) small

vessel/lacunar; d) stroke of unusual cause; and e) cryptogenic.

Discuss the appropriate diagnostic workup supporting determination of

each TOAST class.

Reflect on the adequacy and accuracy of stroke pathogenic mechanism

determination in your patients.

Time Required for this Teaching Session: 45 to 60 minutes

Concurrent Session 2 - Stream 2 Research into

Practice Workshop

Implementation of best practice/research in the

workplace

Elizabeth Lynch
1Post-doctoral research fellow: Implementation Science, Florey Institute of

Neuroscience and Mental Health, and research assistant, Adelaide Nursing

School, University of Adelaide, Adelaide, SA, Australia

This interactive workshop will guide clinicians providing care to people

with stroke through the processes of planning and introducing best prac-

tice or evidence-based initiatives into the workplace and evaluating imple-

mentation success. The workshop will focus on how and why facilitation

can be used to guide the implementation process. Through the process of

facilitation, teams of healthcare professionals can be encouraged to work

together to achieve improvements in healthcare delivery relevant to their

own setting. Participants will be provided with tools and instructed in

their use to assist in planning, implementing and evaluating the change

management process.

Any participants with ideas or initiatives that are in the planning or early

implementation phase are invited to bring these ideas to the workshop,

so the workshop can be used to actively plan or refine the implementa-

tion strategies for real implementation initiatives.

Concurrent Session 2 - Stream 3: Multidisciplinary

Team Management

Opportunities for improvement in care plan

provision following acute stroke: Multilevel

analyses from the National Stroke Audit (Acute

Services)

Steven M McPhail1,2, Jennifer Fleming1,3 and Emma Finch1,3

1Centre for Functioning and Health Research, Metro South Health, Brisbane,

QLD, Australia
2School of Public Health and Social Work, Queensland University of Technology,

Brisbane, QLD, Australia
3School of Health and Rehabilitation Sciences, The University of Queensland,

Brisbane, QLD, Australia

Background: Provision of a written care plan for patients with acute

stroke being discharged from hospital is an important quality of care

indicator, but was evident in only 56% of cases in the National Stroke

Audit Acute Services Report.

Aim: The present analyses examined patient and clinical factors asso-

ciated with the provision of a written care plan for the post-hospital-

discharge period following acute stroke.

Methods: The Stroke Foundation, National Stroke Audit of Acute

Services included cases (n¼ 4087) from 112 Australian hospitals.

Clinicians reported whether (or not) a care plan was documented

before discharge from hospital using the Australian Stroke Data Tool

(AuSDaT). Patients not discharged directly to the community or for

whom a written care plan was not considered appropriate were excluded

from analyses. Multi-level generalised linear modelling examined factors

associated with provision of a care plan. Findings were presented as odds

ratios (OR) and 95% confidence intervals.

Results: Patients were less likely to have a written care plan documented

if they were discharged on a weekend day OR 0.50 (95%CI 0.33–0.76),

had fallen during hospitalisation OR 0.37 (95%CI 0.30–0.69), received

care in hospital ward types other than specialised acute stroke unit OR

0.43 (95%CI 0.31–0.60) or had no carer OR 0.71 (95%CI 0.52–0.96).

However, approximately 56% (95%CI 47%–65%) of variation in the

model was attributable to differences between hospitals (rather than

individuals).

Conclusions: These findings may be used to target improvements in

clinical care models to ensure written care plans are prepared (when

appropriate) prior to discharge from hospital.

Stroke co-ordinator workloads: Does incentive

funding payment distribution assist stroke unit

staffing requirements?

Sarah Kuhle1 and Greg Cadigan1

1Statewide Stroke Clinical Network, Queensland Health, Brisbane, QLD,

Australia

Background: Since 2012, Queensland’s Statewide Stroke Clinical

Network (SSCN) has provided incentive funding to promote stroke

unit (SU) access.

In 2015 the incentive funding model changed. Payments are now made to

Hospital Health Service (HHS) central budgets, incentivised funds are not

of identifiable amounts, nor allocated to individual SUs.

Aims: This study examines the variations between HHS funding obtained

under the current incentive funding model, & the subsequent funding

ramifications at the SU staffing level.
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Methods: Finance reports were analysed to ascertain individual pay-

ments for SU admissions. Eligibility for 10% loading was ascertained

using SSCN SU access reports. Incentive funding for the 2015/16 financial

year was calculated for each SU. Descriptive analysis was used to examine

stroke co-ordinator staffing against funding obtained.

Results: Incentive funding totalled $3,040,271 for 4078 payments across

20 SUs. Average incentive funding per SU was $152,014. 80% (n16) of

SUs had stroke co-ordinators, average full-time equivalent (FTE) 0.63.

Total cost of stroke co-ordinators was $1,575,000. Only 50% (n¼ 10)

of these positions were permanent.

SU with �1FTE stroke coordinator averaged 69% ($106,166) more

incentive funding than those with part time or no stroke co-ordinator.

Sites with permanent stroke co-ordinators averaged 45% ($69,439) more

incentive funding than those with temporary stroke co-ordinators.

Compliance to SSCN incentive funding eligibility criteria was 85%

(n¼ 17) meeting minimum data entry targets, 80% (n¼ 16) meeting

>75% admission to SU targets, & 65% (n¼ 13) maintaining SU endorse-

ment status.

Conclusion/Discussion: Stroke co-ordinators tasked with meeting

incentive funding eligibility have not received the increased staffing

required to maintain eligibility. As shown, increasing stroke co-ordinator

FTE results in significant financial benefit to HHSs.

Volunteers – A useful addition to subacute

inpatient stroke rehabilitation

Natasha Selenitsch1

1Barwon Health, North Geelong, VIC, Australia

Background: The North Wing at McKellar Centre, Barwon Health,

received a grant from the Victorian Stroke Clinical Network to investi-

gate if increasing physical, social and cognitive activity outside of therapy

improved functional outcomes of stroke rehabilitation inpatients.

Aims: A key component was expanding the utilisation of volunteers to

increase patient activity levels.

Methods: Pre and post activity levels were established through beha-

vioural mapping on consecutive Sundays and Mondays. Benchmarking

occurred with public Victorian subacute inpatient rehabilitation services

that admit stroke survivors. An iterative methodology was used to

develop volunteer roles.

Results: Baseline behavioural mapping showed inactivity levels consistent

with the literature. Activity levels post intervention will be discussed.

19 of 26 services utilise volunteers, 15 for socialisation. Other common

roles include outdoor access, supported communication, activity groups,

mealtime company, games, supporting therapist prescribed exercises and

a trolley with lollies, magazines, books, etc.

Additional volunteers have further increased socialisation and outside

access. New roles have been introduced including playing games, support-

ing individual exercises, use of iPads, internet access, talking books, music,

Wii and videos. Staff and Patients state that volunteers complement and

enhance ward experiences.

Discussion: Feedback endorses that volunteers are a useful addition to a

subacute inpatient rehabilitation ward. Challenges have included recruit-

ing appropriate volunteers, timing shifts and assigning the right roles. For

the successful integration of volunteers into a team careful recruitment, a

clear understanding of the volunteer role by the team and volunteers, an

effective orientation, a designated contact person and flexibility in roles

and scheduling are important.

Do stroke coordinators influence the delivery of

acute care and hospital based patient outcomes?

Tara Purvis1, Monique F Kilkenny1,2, Sandy Middleton3,4 and

Dominique Cadilhac1,2

1Translational Public Health and Evaluation Unit, School of Clinical Sciences at

Monash Health, Monash University, Melbourne, VIC, Australia
2Florey Institute of Neurosciences and Mental Health, Heidelberg, VIC,

Australia
3Australian Catholic University, Sydney, NSW, Australia
4Nursing Research Institute, St Vincent’s Health, Sydney, NSW, Australia

Background: Employment of stroke coordinators (coordinators) to

improve care for patients with stroke in hospitals is used in various

countries. Limited empirical evidence exists regarding the influence of

this coordinating role on the quality and outcomes of care.

Aims: To describe whether coordinators improve access to acute evi-

dence-based care and patient outcomes in stroke units within Australian

hospitals.

Methods: Cross-sectional data from the National Stroke Audit-Acute

Services (2015). Each hospital undertakes a medical record audit of up to

40 admissions, and provides a self-reported organisational survey on the

local resources for stroke. Univariable analyses to determine differences

between groups. Multilevel random effects logistic regression with level

defined as hospital for patient outcomes: independence on discharge and

death. Median regression model for length of stay.

Results: Compared with patients from stroke unit hospitals with no

coordinator (N¼ 33, 1,333 cases median age 75 years), patients in

stroke unit hospitals with a coordinator (N¼ 53, 2,072 cases median

age 76 years) were more likely to: spend 90% of their admission on a

stroke unit (65% vs 61%, p¼ 0.04); receive important clinical practices

e.g. rehabilitation therapy within 48 hours of initial assessment (88% vs

82%, p< 0.001) and risk factor modification advice (62% vs 55%,

p¼ 0.003), be discharged on prevention medication (67% vs 62%,

p¼ 0.03), receive a discharge care plan (65% vs 48%, p< 0.001); and

have a reduced length of stay (median 14 hours).

Conclusion: Stroke coordinators influence receipt of better care in

hospitals for acute stroke with a positive impact on reducing length

of stay.

Effect of Post-Acute Nurse Led Stroke Clinic

(PASC) on readmissions rates for TIA/Stroke

Angela Firtko1,2, Peter Thomas2 and Suzanne Hodgkinson2

1South Western Sydney Local Health District, Liverpool, NSW, Australia
2South Western Sydney Local Health District, Liverpool Hospital, Liverpool,

NSW, Australia

The PASC commenced in early 2000.It is primarily aimed at reviewing the

TIA/Stroke patients since discharge from the stroke unit at Liverpool

Hospital and provides one on one appointment with a senior Stroke

Nurse supported by a Neurologist. The clinic provides stroke education,

discusses risk factor management to optimise secondary prevention man-

agement. The clinic runs weekly and provides nurse led 1hour consulta-

tion to up to 6 patients per day. Additionally, the hour allows the RN to

identify if patients have completed their investigations, followed up with

their GP and Neurologist. A Becks Depression Scale Score is completed

to identify patients who may have depression. A GP letter is completed

after the consult and forward to the medical practice.

To determine if the PASC had effect on stroke/TIA readmission with

further TIA/Stroke.

TIA/Stroke admission data was extracted from Health Information

Exchange (HIE) between January 2014 and December 2016. The 90
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day stroke to stroke readmissions were identified.The readmission

records were mapped with the in-house stroke clinic database.

There were 2109 TIA/stroke admissions at Liverpool hospital during

January 2014-Dec 2016. 799 (40%) patients were provided an appoint-

ment for the PASC. 507 (64% of 40%) patients presented to the clinic for

their face to face consultation with the stroke nurse. The analysis showed

that none of these 507 patients were readmitted within a 90 day period.

From these results it is clear that the PASC has an impact on readmission.

The effectiveness of a student-led outpatient

rehabilitation clinic in a hospital setting

Andrew Grady2,3, Sascha Karunaratne1, Renee Fortunato2,3,

Paul Bowron2,3, Mark Buhagiar4 and Lucy Chipchase1

1Western Sydney University, Campbelltown, NSW, Australia
2South Western Sydney Local Health District, Campbelltown, NSW, Australia
3Camden Hospital, Camden, NSW, Australia
4Hammond Care, Braeside Hospital, Prairiewood, NSW, Australia

Background: The challenge of meeting demand for effective outpatient

services, in the presence of limited resources, is a long-term issue facing

physiotherapy departments. The concept of student-led clinics increasing

productivity has been suggested, but not evaluated well in Australian

public hospital settings.

Aim: To investigate if a physiotherapy student-led clinic in a hospital

outpatient rehabilitation setting was capable of preserving service pro-

ductivity whilst maintaining patient satisfaction.

Methods: Over a 40-week period, clinical productivity in the student-led

clinic was compared to historical data from the same clinic when run by a

physiotherapist alone. Outcomes of waiting times, throughput and treat-

ment intensity were compared. Patient satisfaction responses to a mod-

ified Physical Therapy Outpatient Satisfaction Survey were also compared

to those from a rehabilitation hospital.

Results: To compare clinical productivity, 339 patients were evaluated.

Waiting times in the student-led clinic were reduced by 19.1

(95%CI¼ 7.4–30.8; p¼ 0.001) days, with a 72% increases in patients

able to be serviced. This occurred with no statistically significant differ-

ences between groups in terms of treatment intensity. The results from

105 patients revealed that those treated in the student-led clinic felt they

received thorough treatment, while being satisfied with the amount and

clarity of communication more often than in the comparator clinic.

Conclusion: Overall service productivity was improved in the student-

led clinic whilst maintaining the quality and communication of treatment

direction as perceived by patients. The results of this study suggest that

student-led clinics are able to assist in providing timely and efficient care

to patients.

Concurrent Session 2 - Stream 4: Education and

Technology

Teleneuropsychology in stroke rehabilitation: A

pilot project

Lauren G Arthurson1, Dominique A Cadilhac2,3, Kim Joosup2,3,

Kathleen Bagot3 and Rene Stolwyk4,5

1Echuca Regional Health, Echuca, VIC, Australia
2School of Clinical Sciences, Monash University, Melbourne, VIC, Australia
3The Florey Institute of Neuroscience & Mental Health, Melbourne, VIC,

Australia
4School of Psychological Sciences, Monash University, Melbourne, VIC, Australia
5Monash Institute of Cognitive and Clinical Neurosciences, Melbourne, VIC,

Australia

Background: Over two-thirds of stroke survivors exhibit cognitive or

mood impairments. In regional settings, neuropsychology services are

limited, potentially hindering patient rehabilitation and recovery.

Aims: To develop, implement and evaluate a new neuropsychology reha-

bilitation service provided via telemedicine (teleneuropsychology) at a

regional hospital in Victoria, Australia.

Methods: A clinical protocol and education program for clinicians has

been designed for pilot implementation within a regional hospital with

telehealth access to a metropolitan-based neuropsychologist. Patients are

referred by local clinicians then booked to receive tele-neuropsychology

assessment (cognitive, mood, behaviour) and are provided with goal-

oriented psychological interventions, as required.

A mixed-method, historical-control design is used to compare service

availability and outcomes between the pre-service (April 2015 –

September 2016) and service delivery periods (October 2016 to

September 2017) via medical record audit. Patient and clinician experience

surveys are administered after each teleneuropsychology session. Local

clinicians have completed surveys pre- and post- the education program.

Results: Since October 2016, 11 patients have received a neuropsychol-

ogy assessment and rehabilitation consultation via telemedicine, com-

pared to 0 patients pre-service. 8 education sessions have been

undertaken with nursing and allied health clinicians.

Pilot service evaluation data will be presented including proportion of

patients receiving cognitive and mood assessments and therapy, waiting

times, number of neuropsychological rehabilitation goals set and patient

satisfaction.

Conclusion: This innovative service provides a much needed neuropsy-

chology service to stroke survivors in a regional setting via telemedicine.

The early success of this pilot reveals teleneuropsychology as a feasible

option for increasing access to neuropsychology intervention.
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Conversations between people with aphasia and

speech pathology students via telehealth:

Exploring student perceptions on their clinical

learning

Emma Finch1,2,3, Jennifer Lethlean3, Tanya Rose2,

Jennifer Fleming1,2,4, Deborah Theodoros2, Ashley Cameron2,3,

Adele Coleman2, David Copland2 and Steven M McPhail1

1Centre for Functioning and Health Research, Metro South Health, Brisbane,

QLD, Australia
2School of Health and Rehabilitation Sciences, The University of Queensland,

Brisbane, QLD, Australia
3Speech Pathology Department, Princess Alexandra Hospital, Brisbane, QLD,

Australia
4Occupational Therapy Department, Princess Alexandra Hospital, Brisbane,

QLD, Australia

Background: The benefits of using supported conversation techniques

(SCT) with People with Aphasia (PWA) on communicative effectiveness

are well-documented, however, it is challenging to provide students with

an opportunity to practise SCT during their pre-professional training.

Aim: To explore 1) the impact of a conversation with a PWA via tele-

health on speech pathology students’ self-confidence and recall of effec-

tive communication strategies; and 2) students’ reflections on the

telehealth learning experience.

Methods: Thirty-three speech pathology students (Mean age¼ 22 years;

1 male) completed a 10-minute conversation with a PWA via telehealth.

This conversation provided students with an opportunity to practise SCT

previously introduced during coursework. Paired samples t tests were

used to analyse changes in the students’ pre and post conversation con-

fidence ratings (self-rated 100 mm visual analogue scale) and recall of

effective communication strategies (written free recall). Students’ reflec-

tive notes about the experience were analysed using qualitative content

analysis.

Results: Students’ self-reported confidence significantly increased post-

conversation (Mean pre¼ 28.61, SD¼ 15.54; Mean post¼ 57.89,

SD¼ 15.97; p¼ .000). The number of communication strategies listed

significantly decreased post-conversation (Mean pre¼ 5.24, SD¼ 2.17;

Mean post¼ 3.58, SD¼ 1.32; p¼ .000). Students reported positive

aspects of the program included applying lecture content to real life

and building rapport with a PWA. Students also suggested behaviours

they would change in future conversations.

Conclusion: Conversations via telehealth may have useful application in

healthcare student education programs to improve care for PWA post-

stroke.

Acceptability and effectiveness of asynchronous

telerehabilitation in chronic aphasia

Annie J Hill1

The University of Queensland, St. Lucia, QLD, Australia

Background: People with aphasia want better access to communication

rehabilitation. A potential solution to poor access is home-based telereh-

abilitation. Most research in aphasia telerehabilitation has focused on syn-

chronous models, however asynchronous models of telerehabilitation are

being increasingly used. There is a need to ensure that asynchronous tele-

rehabilitation is beneficial and acceptable to people with chronic aphasia.

Aims: To explore the acceptability and effectiveness of using asynchro-

nous telerehabilitation with a person with chronic aphasia.

Methods: As part of a larger feasibility study, a repeated measures mixed

methods case study was undertaken in which the participant (TD)

engaged in two 4-week blocks of therapy delivered via asynchronous

telerehabilitation, separated by a 7 month interval. At baseline TD was

10 years post-stroke and had never used a computer. TD was assessed

pre and post each therapy block on a range of standardised aphasia tests

and a measure of communicative quality of life. Satisfaction was explored

after each therapy block using a survey and interview. Usage data was also

gathered.

Results: TD engaged in intensive therapy at home (mean 86 minutes/

day) across each therapy block. TD’s language skills improved in the areas

of naming, comprehension of spoken language, repetition, reading aloud

and writing. TD reported very high satisfaction with the asynchronous

telerehabilitation model, improved communication skills, enhanced con-

fidence using technology and a desire to broaden his use of technology.

Conclusion: This case study highlights the potential use of asynchronous

telerehabilitation with people with chronic aphasia, including those with

no previous experience with technology.

‘‘You Can Change Your Brain’’: An audiovisual

resource on Neuroplasticity for patients and

carers

Jane Schilling1, Emma L Collins1 and Hayley M Allen1

1Repatriation General Hospital, Daw Park, SA, Australia

Despite rapid advances in Neuroplasticity research, there is a known lag

in implementing this research in the clinical rehabilitation setting.

Experience-dependent variables such as intensity and repetition of exer-

cise have been proven to optimise neuroplastic changes and improve

function following brain injury, but are rarely implemented at the level

demonstrated in the literature to be effective. One of the barriers being

that this level of exercise can be difficult to fit into therapy time. An

increased need for self-directed exercise is often seen. There also

exists a knowledge gap among patients and carers regarding

Neuroplasticity and its relevance to their rehabilitation and recovery.

This gap, and therefore the need for greater patient/carer education,

was identified in our rehabilitation unit. As it is known that patients

and carers prefer education from a mix of delivery styles, the decision

was made to use an audiovisual resource as an adjunct to existing verbal

and written education methods. As we were unable to find an appro-

priate audiovisual resource aimed at the patient/carer level, the decision

was made to produce our own. The ‘‘You Can Change Your Brain’’

resource will be presented today. This video is shown in weekly group

sessions on the ward, with a supplementary pamphlet distributed to

reinforce key messages. Preliminary evaluation has shown the video to

increase patients/carers knowledge on Neuroplasticity, and motivation

to participate in self-directed exercise. Further evaluation is required

to formalise these findings and assess the effect on exercise dosage.

Enabling better life outcomes for stroke

survivors: An interdisciplinary eLearning

package for allied health clinicians

Susan J Black1, Chris J Graven1 and Kim Brock1

1St Vincent’s Hospital, Fitzroy, VIC, Australia

Aim: To promote clinical review and evidence based interventions for

chronic stroke survivors and their carers through interdisciplinary capa-

city building using an eLearning package.
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Method: This project involved development of the Chronic Stroke

Review Tool and Intervention Guide (Chronic Stroke Rev-TIG). In the

first stage, a document was developed focusing on 10 domains, including

participation, functional decline, mood, secondary stroke prevention,

carer concerns and goal setting. For each domain, the tool provided

background information, a screening assessment and evidence based

interventions and referral options. In the pilot implementation phase,

this document was utilised at 8 community rehabilitation centres and

feedback obtained from stroke survivors and clinicians. Revisions were

made, most importantly inclusion of emotional adjustment to life after

stroke. In the third phase of the project, the tool has been transformed

into an eLearning package, including self assessment components. The

eLearning package will be hosted on Inform me, the Stroke Foundation’s

dedicated website for health professionals.

Results: The Chronic Stroke Rev-TIG eLearning tool has developed into

an interdisciplinary practice guide. This presentation will provide an over-

view of the components of the Rev-TIG, with a focus on participation,

mood, emotional adjustment to life after stroke and goal setting as key

interdisciplinary domains for conducting post stroke reviews.

Significance of the findings to allied health: The Chronic Stroke

Rev TIG eLearning package enables allied health clinicians to conduct

comprehensive chronic stroke reviews and formulate plans for appropri-

ate interventions and referrals.

What role did MAGICapp and GRADE play in

the Clinical Guidelines for Stroke Management

2017?

Leah Wright1, Cindy Peng1, Justine Watkins1 and Kelvin Hill1;

on behalf of the Guidelines Content Development Working

Group
1National Stroke Foundation, Melbourne, NSW, Australia

Background: Clinical guidelines provide evidence-based recommenda-

tions designed to optimise patient care. Guidelines assist with shared

decision-making for healthcare professionals and patients. The Clinical

Guidelines for Stroke Management have recently been updated to reflect

the best available evidence across the whole continuum of stroke care.

Aims: To discuss the use of MAGICapp and GRADE in developing the

Clinical Guidelines for Stroke Management 2017.

Methods: The Clinical Guidelines followed GRADE methodology

(Grading of Recommendations, Assessment, Development and

Evaluation), an internationally recognised guideline development

approach. It used an online guideline development and publishing plat-

form known as MAGICapp (Making GRADE the Irresistible Choice),

whose built-in templates are based on the GRADE methodology.

Results: GRADE enabled formulation of 250 ‘strong’ or ‘weak’ recom-

mendations and practice points, based on the benefits and harms of the

intervention, quality of evidence, patient preferences, and resource impli-

cations. The Clinical Guidelines have been published in a multi-layered

platform on MAGICapp, which allows the reader to view the recommen-

dations first, then drill down into the research, key information, rationale

and practical info for each recommendation. They can also be exported

with multiple formats or viewed offline on various devices.

Conclusion: Innovative technology such as MAGICapp allows guideline

developers to share data and update the evidence base dynamically. The

move to GRADE enables international collaboration with other guideline

developers.

SMART STROKES Award Session

BEST RESEARCH ABSTRACT AWARD

The effect of moderate-intensity cardiovascular

training on fitness, walking, mood & quality of

life (QoL) following stroke: A pilot randomised

trial

Hanna Reynolds1, Sarah Steinfort1, Alan Hayes2,3,4, Sarah Ellis1,

Jane Tillyard1, Tissa Wijeratne1 and Elizabeth Skinner1,2,3,5,6

1Physiotherapy, Western Health, Melbourne, VIC, Australia
2Australian Institute of Musculoskeletal Science, St Albans, VIC, Australia
3Western Centre for Health Research and Education, Melbourne, VIC, Australia
4Victoria University, Melbourne, VIC, Australia
5University of Melbourne, Melbourne, VIC, Australia
6Monash University, Melbourne, VIC, Australia

Background: Cardiovascular fitness levels are significantly lower in

stroke survivors. Optimal dosage and intensity of cardiovascular training

following stroke remains unclear.

Aim: To determine the safety and feasibility of moderate-intensity car-

diovascular training following stroke, and investigate potential effects on

VO2 peak, walking endurance and speed, depression and QoL.

Method: This pilot, prospective, patient- and assessor-blinded rando-

mised controlled trial of 20 participants was conducted in a tertiary,

metropolitan, hospital-based community rehabilitation centre. Eligibility

criteria included being medically stable, ambulant (>100 metres) and 6

weeks-12 months post stroke. Participants attended biweekly for 12

weeks of moderate-intensity fitness training or control (low-intensity)

exercise, and completed home exercises.

Results: Feasibility: 72 (51%) of 141 screened participants were eligible

(29% declined). Mean intervention group attendance was 74%, control

83%. Progression of training duration to 30 minutes was achieved by 90%

of participants and took a mean of 10 sessions. Progression of intensity

was limited; only 5 (50%) intervention participants reached intensities

over 50% heart rate reserve. There were no adverse events.

Baseline VO2 peak levels were low (15.94 ml/kg/min). There were statis-

tically significant improvements in VO2 peak for both groups and mood/

mental QoL for the control group (p< 0.05). Although there were no

significant between-group differences, this feasibility trial was not pow-

ered to detect change.

Conclusion: The trial and intervention was feasible, however, achieve-

ment of adequate training duration and intensity was challenging in this

stroke survivor cohort. Limitations included an active control group. A

larger definitive adequately powered randomised trial is required.

BEST ACUTE NURSING AWARD

Out of hours effect’ on emergency department

presentation times for acute stroke patients

Danny Kinsella1, Ian Mosley2 and George Braitberg3

1Alfred Health, Prahran, VIC, Australia
2La Trobe University, Melbourne, VIC, Australia
3Royal Melbourne Hospital, Melbourne, VIC, Australia

Background: Research investigating how people with acute stroke

access emergency departments during weekends or after business work-

ing-hours is limited. Rapid presentation is critical as hyper-acute stroke

therapy outcomes are time sensitive.
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Aim: To evaluate acute stroke patient presentation times, and determine

if ‘‘Out of Hours’’ presentations are associated with ambulance use or

prolong pre-hospital time delays.

Method: A three-year retrospective assessment of emergency depart-

ment records was undertaken for patients diagnosed with ischemic

stroke presenting <6-hours from symptom-onset to one of three hospi-

tals in Melbourne.

Results: 1,976 patient case presentations met the inclusion criteria.

Subgroup analysis indicated: (i) 746 presented on Weekdays in-hours,

with 80% (598) arriving by ambulance and a mean time-delay of 1:44

minutes (1:30 IQR); (ii) 581 presented on Weekday after-hours, with

83% (488) arriving by ambulance and a mean time-delay of 1:42 minutes

(1:30 IQR); (iii) 340 presented on Weekends in-hours, with 77% (265)

arriving by ambulance and a mean time-delay of 1:49 minutes (1:30

IQR); and, (iv) 310 presented on Weekends after-hours, with 79% (164)

arriving by ambulance and a mean time-delay of 1:40 minutes (1:30 IQR).

Oneway-ANOVAs found no significant differences between groups in

arrival by ambulance (p¼ 0.10), or time-delay in time of arrival (p¼ 0.98).

Conclusion: These results are encouraging, suggesting neither ‘weekend

effect’ nor ‘after hours effect’ impact on arrival by ambulance or time delays

to hospital presentation for patients with ischemic stroke presenting

<6-hours. This study further identifies the clinical need for providing

24-hour 7-day a week emergency hyper-acute stroke services.

MARK LONGWORTH INNOVATION AWARD

Missing voices: Aboriginal stories of stroke and

traumatic brain injury

Elizabeth Armstrong1

1Edith Cowan University, Joondalup, WA, Australia

Background: To date, little is known of Aboriginal people’s experiences

of acquired communication disorders (ACD) following stroke and trau-

matic brain injury, and Aboriginal people are under-represented in reha-

bilitation services.

Aims: The project aimed to document the extent and impact of ACD in

Aboriginal people within Western Australia.

Methods: Thirty two Aboriginal brain injury survivors with ACD and 17

family members were referred to the study by health professionals, com-

munity organisations and through personal contacts. Semi-structured

interviews were conducted by Aboriginal research assistants. Issues

explored were participants’ hospital experiences and follow up, living

with ACD, assistance required immediately after and since the event,

and suggestions for improving access to assistance. The videotaped inter-

views were transcribed and analysed utilising thematic analysis. Member

checking occurred where possible.

Results: Initial themes extracted related to dislocation from family and

country affecting ongoing rehabilitation options; a need for more flexible

outpatient rehabilitation services and more information on community

services available; systemic problems with communication in hospitals;

need for practical information to manage long-term issues; inevitability

of stroke; and individual stories of moving forward.

Discussion: Results suggest a range of experiences. Many stories

reflected complexity as the communication disorder was often

embedded rather than being a primary focus of discussion. The findings

imply a need for the development of more culturally accessible rehabilita-

tion services. A newly funded NHMRC partnership grant ‘Enhancing

rehabilitation after brain injury in Aboriginal Australians’ will trial a

model for improvements and will be presented.

NEW INVESTIGATOR AWARD

Does adding rt-PA non-license inclusion and

exclusion criteria reduce thrombolysis rates?

Findings in Australia, the United Kingdom and

the United States of America

Louise Craig1, Sandy Middleton1, Helen Hamilton1,

Fern Cudlip2, Victoria Swatzell3, Andrei Alexandrov3,

Liz Lightbody1,4, Caroline Watkins1,4, Phillip Sheeba5,

Dominique Cadilhac6, Elizabeth McInnes1, Simeon Dale1 and

Anne Alexandrov1,3

1Australian Catholic University, Darlinghurst, NSW, Australia
2University of California, San Francisco, California, United States of America
3University of Tennessee Health Science Center, Memphis, Tennessee, United

States of America
4University of Central Lancashire, Lancashire, United Kingdom
5East Lancashire Hospitals NHS Trust, Blackburn, United Kingdom
6Monash University, Melbourne, VIC, Australia

Background: Strict eligibility criteria (inclusion/exclusion) for use of

recombinant tissue plasminogen activator (rt-PA) in patients with acute

ischaemic stroke are stipulated as part of its licence. However, use of

non-standard criteria not stipulated by licence, is likely. We conducted a

survey across three countries to describe the variation in rt-PA eligibility

criteria and to determine the independent effect use of non-standard

criteria has on rt-PA treatment rates.

Methods: A questionnaire was mailed to 566 eligible hospitals in

Australia (AUS), United Kingdom (UK) and United States of America

(USA). Criteria were pre-classified as standard (indication for use, or

manufacturer contraindication) or non-standard (warning by manufac-

turer, or researcher added ‘decoy’). Multivariable linear regression was

used to assess the independent effect of non-standard criteria on treat-

ment rates. The percentage of respondents that selected each criterion

was calculated and compared between countries.

Results: Response rate was 62.7%. There was a non-significant reduction

in rt-PA treatment rates as the number of non-standard eligibility criteria

increased. Exclusion criteria differed between countries: blood pressure

level cut-offs (78% [AUS] versus 58% [UK] versus 93.9%[USA]); severe

neurological disability (62%[AUS] versus 42%[UK] and blood glucose

level cut-offs (84%[AUS] versus 57%[UK]. Use of non-standard inclusion

criteria age <80 years, for treatment given 3–4.5hr since onset differed

between AUS and the USA (17.5% [AUS] versus 50.2% [USA]).

Conclusions: Use of non-standard inclusion and exclusion criteria in

patient selection for rt-PA was evident in all three countries and could,

in part, explain low rates of rt-PA use.

BEST IMPLEMENTATION OF EVIDENCE BASED

CARE AWARD

Barriers and enablers to increasing the amount

of practice completed by stroke survivors during

inpatient rehabilitation

Claire Stewart1,2, Emma Power1, Annie McCluskey1,

Louise Ada1 and Suzanne Kuys3

1Faculty of Health Sciences, The University of Sydney, Sydney, NSW, Australia
2Sunshine Coast Hospital and Health Service, Birtinya, QLD, Australia
3School of Physiotherapy, Australian Catholic University, Brisbane, QLD,

Australia

Background: An evidence-practice gap exists between the amount of

practice recommended in national guidelines, and the amount completed
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by stroke survivors during rehabilitation. To address this gap, a partici-

patory, theoretically tailored behaviour change intervention has been

designed to help staff increase use of practice books and weekend classes.

Aim: To identify barriers and enablers to implementing practice books

and nurse-led weekend classes, to increase practice by stroke inpatients.

Methods: A qualitative design was used. Five multidisciplinary focus

groups were held with 21 staff from one rehabilitation unit. Eleven

nurses, 8 allied health professionals and 2 medical staff participated

with an average time since qualification of 9 years (range 1.5–27.0).

Observational data and case studies were presented during the focus

groups. Focus group discussions were guided by the Theoretical

Domains Framework (TDF). Data analysis was conducted using frame-

work analysis and the TDF. Barriers were mapped to behaviour change

interventions using the Behaviour Change Wheel framework.

Results: Barriers identified included staff beliefs about patients’ motiva-

tion to participate in rehabilitation and patient’s perceptions of the nur-

sing role. Other barriers included the ward environment, resources and

staff ability to motivate, coach and supervise active practice. Enablers

included staff beliefs about the importance of increasing active practice.

The tailored staff behaviour change intervention included a training pro-

gram on motivation, environmental restructuring and audit and feedback.

Conclusions: We have obtained valuable data enabling the design of a

theoretically tailored behaviour change intervention. Barriers were con-

sistent with those reported in previous studies, helping to increase

generalisability.

Plenary Session 2

Testing neurobiological predictors and

principles of aphasia recovery

David Copland1

1The University of Queensland, Brisbane, QLD, Australia

Recovery from post-stroke aphasia is highly variable and there is cur-

rently no accurate method of predicting individual recovery or response

to aphasia treatment. Traditional approaches combining behavioural lan-

guage measures, demographic and lesion information have often

accounted for a limited amount of variance in recovery. This presentation

will consider the relationship between language impairment and treat-

ment response and will examine the potential of functional neuroimaging

to improve prediction of aphasia recovery including the response of

individuals to word retrieval treatment. It has been proposed that aphasia

recovery will be improved by applying principles of neuroplasticity includ-

ing intensity of therapy. However, most trials of high versus low intensity

aphasia therapy have not controlled for differences in the amount or

dosage of treatment. Findings of a recent dosage-controlled trial of apha-

sia treatment intensity will be discussed which are at odds with the

assumption that increasing intensity of aphasia treatment delivers super-

ior outcomes. Instead, we observed no difference between high intensity

and distributed forms of aphasia therapy on a number of outcomes, and a

benefit for more distributed therapy on measures of impairment. These

findings suggest the need to re-evaluate the application of these principles

of neuroplasticity to aphasia therapy.

Plenary Session 3

The T3 Trial: Triage, Treatment and Transfer of

patients with stroke in emergency departments

Sandy Middleton1, Chris Levi2, Simeon Dale1, N Wah Cheung3,

Elizabeth McInnes1, Julie Considine4, Cate D’Este5,

Dominique Cadilhac6, Jeremy Grimshaw7, Richard Gerraty8,

Louise Craig1, Verena Schadewaldt1, Patrick McElduff9,

Mark Fitzgerald10, Clare Quinn11, Greg Cadigan12,

Sonia Denisenko13, Mark Longworth14 and Jeanette Ward15,16

1St Vincent’s Health Australia Sydney and Australian Catholic University,

Darlinghurst, NSW, Australia
2Centre for Translational Neuroscience and Mental Health, Newcastle, NSW,

Australia
3Centre for Diabetes and Endocrinology Research, Westmead Hospital and

University of Sydney, Westmead, NSW, Australia
4Eastern Health - Deakin University Nursing and Midwifery Research Centre

School of Nursing and Midwifery, Burwood, VIC, Australia
5National Centre for Epidemiology and Population Health (NCEPH) Australian

National University, Canberra, ACT, Australia
6School of Clinical Sciences at Monash Health, Monash Clayton, VIC, Australia
7Ottawa Health Research Institute, University of Ottawa, Ottawa, Ontario,

Canada
8Department of Medicine, Epworth Hospital, Richmond, VIC, Australia
9School of Medicine and Public Health, University of Newcastle, Newcastle,

NSW, Australia
10Monash University and Swinburne University of Technology, Melbourne, VIC,

Australia
11Prince of Wales Hospital of Wales, Sydney, NSW, Australia
12Statewide Stroke Clinical Network, Brisbane, QLD, Australia
13Victorian Stroke Clinical Network, Melbourne, VIC, Australia
14Stroke Services NSW, Sydney, NSW, Australia
15University of Ottawa, Ottawa, Ontario, Canada
16University of Notre Dame Australia, Broome, WA, Australia

Background & Aims: The T3 cluster randomised trial aimed to

improve Triage, Treatment and Transfer (T3) of patients with acute

stroke in emergency departments (EDs).

Methods: Our prospective, multicentre, parallel group, cluster rando-

mised trial with blinded outcome assessment, randomised EDs 1:1 to

receive either the T3 intervention or no support (control EDs). Our

evidence-based intervention targeted: (1) Triage: patients with suspected

stroke assigned to Australian Triage Scale category 1 or 2 (seen within 10

minutes); (2) Treatment: screening for tPA eligibility and administration of

tPA where applicable; protocols for management of fever, hyperglycaemia

and swallowing; and (3) rapid Transfer from ED to the stroke unit,

implemented using (i) workshops to determine barriers and solutions;

(ii) education; (iii) use of clinical opinion leaders; (iv) email, telephone and

site visit reminders. Primary outcome: 90-days post-admission death or

dependency (mRS> 2). Secondary outcomes: 90-day: health status

(SF-36), functional dependency (Barthel Index), quality of life (EQ-5D);

and in-hospital quality-of-care outcomes: triage practices; monitoring and

management for thrombolysis, fever, hyperglycaemia, swallowing; and

transfer practices.

Results: Of the 26 eligible sites from three states and one territory in

Australia, all (100%) agreed to participate with 2253 patients consenting

(pre-implementation n¼ 645; post-implementation n¼ 1608). Of these,

1879 will be analysed (pre-implementation n¼ 574; post-implementation

n¼ 1305). In the post-implementation cohort, 751 patients were rando-

mised to the intervention group and 554 to the control group. Data

currently are being analysed.

Conclusion: This large trial will provide rigorous evidence for assisted

implementation of nurse-initiated ED stroke protocols aiming to improve

outcomes for patients with stroke.
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Cognitive strategy use difficulties experienced

by people who have had a stroke

Chris Chapparo1

1Discipline of Occupational Therapy, University of Sydney, Sydney, NSW,

Australia

People who have sustained a stroke, even a ‘mild’ stroke, experience

cognitive challenges during the recovery phase and beyond. Cognitive

disorders that occur after stroke are not all the same in type or severity.

Although attention and memory is commonly disturbed, planning, orga-

nisation and evaluative thinking skills are almost universally impaired, even

when the stroke is mild.

Everyday living depends on a robust sensing, thinking, doing interactive

information processing system which has the capacity to deal with pro-

blems that arise during the course of the day. Cognitive disorders post

stroke impact this sensing, thinking, doing information processing system

resulting in reduced functional performance and quality of life.

This presentation outlines the impact of cognitive disorder on everyday

functional performance. An ecological perspective using the Perceive,

Recall, Plan and Perform System of Task Analysis and Intervention

(PRPP) will describe the common difficulties in using cognitive strategies

during functional performance that are experienced by stroke survivors.

Examples of how cognitive strategy use might be assessed and addressed

in an everyday context by stroke survivors, family members and thera-

pists will be described.

Concurrent Session 3- Stream 1: Continence

Management Workshop

Continence management after stroke: Enabling

and implementing best practice care at a local

level

Sarah Kuhle1

1Queensland Health, Brisbane, QLD, Australia

This workshop will provide an overview of stroke specific continence

issues & the practice elements required to facilitate ‘best practice’ in

continence management. Issues including urinary & faecal incontinence,

urinary retention, constipation & indwelling urinary catheter use will be

covered.

As a group, we will discuss local barriers & enablers, with an aim to define

practical management approaches suitable for implementation at inter-

ested participant’s sites. Clinicians who have either improved their site’s

continence care or wish to improve their site’s continence care are

equally encouraged to contribute.

Topics discussed will be offered by participants, & may include: policies &

procedures, education & clinician engagement methods, documentation

& auditing, management & funding support, research opportunities, work-

place practices & staff responsibilities.

Concurrent Session 3- Stream 2: Intensity of

Practice

Can patients tolerate very high dose training

during upper limb subacute rehabilitation

following stroke?

Paul Bew1

1Brighton Rehabilitation Unit, Brighton, QLD, Australia

Background: Following stroke most patients will recover limited arm

function. Intensive, training promotes recovery. Insufficient arm move-

ment is often a barrier. When training is made physically possible, mean-

ingful improvements maybe made.

Aim: To investigate if people can tolerate very high intensity upper limb

training utilising a robotic device.

Method: Robotic therapy was commenced with stroke patients in

November 2016. Patients were encouraged to complete the full exercise

program each session. Any pain during or after therapy was reported to

the supervising therapist. Minimal encouragement or therapist feedback

was provided during sessions.

Results: Participants had an average age of 70.8 years (54 – 82 yrs), 2/3
were female and ½ had a left sided stroke. Patients were on average 37

days (17 – 66 days) post stroke. Average upper arm motor assessment

scale score was 1/6. Average number of robot sessions for each partici-

pant was 4.5 sessions (1 – 8 sessions). Each person completed an average

total of 3803 repetitions (560 – 9280 rep), averaging 845 reps per ses-

sion. Collectively participants undertook 1140 mins of upper limb robotic

training. These repetitions were completed in 33 minutes (20 – 365

mins).

Discussion: No patient reported arm pain during therapy. Four patients

reported some muscle soreness following therapy. Simple analgesia was

offered however no patient required it. This preliminary study indicates

that a robotic device enabled very high intensity repetitive training during

physiotherapy. Patients with very significant impairments following stroke

tolerated high intensity training well and remained highly engaged.

A systematic review of providing extra

rehabilitation on top of usual rehabilitation to

improve activity after stroke

Emma J Schneider1,2, Natasha A Lannin1,2,3, Louise Ada4 and

Julia Schmidt1,5

1School of Allied Health, La Trobe University, Bundoora, VIC, Australia
2Occupational Therapy Department, Alfred Health, Prahran, VIC, Australia
3John Walsh Centre for Rehabilitation Research, The University of Sydney,

Lidcombe, NSW, Australia
4Faculty of Health Sciences, The University of Sydney, Lidcombe, NSW,

Australia
5Faculty of Medicine, University of British Columbia, Vancouver, British

Columbia, Canada

Background: A large amount of practice is essential for motor learning.

Aims: Does extra rehabilitation on top of usual rehabilitation improve

walking and upper limb activity after stroke? What is the amount of extra

rehabilitation that needs to be provided to achieve a beneficial effect?

Methods: Systematic review with meta-analysis of randomised trials.

Studies were included if participants were aged 18 years or older with

a diagnosis of stroke and if they examined the effect of an increased does

of rehabilitation. Measures of lower or upper limb activity were used.

Results: 14 studies comprising 15 comparisons were included. With all

studies included, extra rehabilitation improved activity immediately after
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the intervention period (standardised mean difference (SMD)¼ 0.39, 95%

CI 0.07 to 0.71, I2¼ 66%). When only studies with a large increase in

rehabilitation (> 100%) were included, the effect was greater (SMD 0.59,

95% CI 0.23 to 0.94, I2¼ 44%). There was a trend towards a positive

relationship (r¼ 0.53, p¼ 0.09) between the amount of extra rehabilita-

tion and improved activity. The turning point on the ROC curve of false

versus true benefit (AUC¼ 0.88, p¼ 0.04) indicated that at least an extra

240% rehabilitation is needed for significant likelihood that extra rehabi-

litation will improve activity.

Conclusion: Extra rehabilitation on top of usual rehabilitation is effec-

tive at improving activity in people after stroke. The amount of extra

rehabilitation that needs to be provided to achieve a beneficial effect is

large.

Out of bed for breakfast: Early morning

physiotherapy to increase stroke survivor

activity

Jessica R Dennis1 and Paul Bew1

1Physiotherapy, Brighton Rehabilitation Unit, Brisbane, QLD, Australia

Background: Increased functional activity during rehabilitation improves

outcomes following stroke. Research has found patients spend most of

their time inactive and alone.

Aim: To determine whether ‘‘physiotherapy early starts’’ increased

patient activity and ‘‘out of bed’’ time. Methods: A descriptive, mixed

methods study was conducted. The focus was ‘‘Out of Bed for

Breakfast’’. A physiotherapist commenced at 7 a.m. five days a week.

Physiotherapists provided assistance and encouragement for people to

be ‘‘out of bed for breakfast’’. Observations were completed prior to

implementation and at weeks 1, 5, and 15. Surveys were distributed to

patients and staff.

Results: 25 patients with an average age of 70 years (range 16 – 91

years) were included. Prior to the trial 45% of patients were out bed

for breakfast. By week 1 it increased to 80%. By week 5, it increased to

94%. At week 15 the proportion of people out of bed was 71%. Upon

cessation of the initiative, patients out of bed fell from 71% to 33%. A

100% response rate for surveying was achieved. Survey results indicated a

lack of nursing staff maybe a contributing factor to patients not getting

out of bed. Other contributing factors included poor patient motivation

and difficult patient transfers. Staff identified that a physiotherapist would

provide benefit. There was a mixed patient response.

Conclusion/Discussion: In this trial early morning physiotherapy led to

increased morning activity of patients. Staff and patients reported multi-

ple factors as to why many patients remained in bed for breakfast.

Dose and content of upper limb training in an

Australian rehabilitation unit: Better than

previously reported yet poorer than

recommended

Ashlea Walker1,2, Annie McCluskey1,3, Kathryn Hayward1,4,

Jennifer Quaill2, Sonya Shrimpton2 and Ruth Barker1

1James Cook University, Townsville, QLD, Australia
2Gold Coast Hospital and Health Service, Gold Coast, QLD, Australia
3The University of Sydney, Sydney, NSW, Australia
4University of British Columbia, Vancouver, British Columbia, Canada

Background: Dose and content of upper limb training in inpatient reha-

bilitation is typically lower than recommended to promote an improve-

ment in upper limb function.

Aims: To determine the dose and content of upper limb training pro-

vided in an inpatient rehabilitation unit.

Methods: Stroke survivors admitted to an inpatient rehabilitation unit

with a score �5/6 for upper arm function on the Motor Assessment Scale

item 6 (MAS-6) were invited to participate. Over four weeks (or until

discharge, if earlier) the number of training sessions, session duration, and

number of active and passive repetitions were recorded by therapists.

Upper limb function was measured at baseline and after four weeks of

upper limb training. The primary outcome measure was change in MAS-6.

Results: A total of 18 participants were enrolled in the study with 88.8%

scoring <3 on MAS-6 at baseline. On average, participants were 33 days

(SD 25.1) post stroke at baseline and length of inpatient rehabilitation

stay was 42 days (SD 14.9). A total of 273 training sessions were

recorded, with an average of 14 sessions (SD 7.2) per participant, dura-

tion of 47 minutes (SD 17.4) and 153 repetitions (SD 152.8) per session

with 83.7% of repetitions coded as active. Mean change in MAS-6 from

baseline to four weeks was 1.6.

Conclusions: Dose and content of activity-related training was greater

than previous reports yet lower than recommended. To maximise

improvement in upper limb function during inpatient rehabilitation, evi-

dence-informed strategies are required to improve the dose and content

of training.

Measuring community walking in stroke

survivors, what do physiotherapists think?

Neelam Nayak1, Suzanne Kuys1 and Nancy Low Choy1

1Australian Catholic University, Banyo, QLD, Australia

Background: Walking in the community after stroke is an important

goal to achieve by physiotherapists as well as stroke survivors. Currently,

there is no gold standard measure of community walking.

Physiotherapists’ perspective on how community walking should be mea-

sured after stroke has not been well investigated in the literature.

Aims: This qualitative study aimed to explore physiotherapists’ perspec-

tives about measurement of community walking in stroke survivors.

Methods: Physiotherapists experienced in stroke rehabilitation partici-

pated in focus groups exploring their views on measuring community

walking in stroke survivors. Interviews were transcribed verbatim and

thematic analysis was used to identify concepts and themes.

Results: Participants acknowledged that measuring community walking

in stroke survivors was challenging. They identified that existing measures

of community walking did not consider the complexity of community

walking and that differences may exist in perceptions of success com-

pared to stroke survivors. Replicating actual outdoor ambulation and

stroke survivor’s self-reported satisfaction was regarded as important

to include in a measure.
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Discussion/Conclusion: Physiotherapists identified limitations in cur-

rent measures of community walking in stroke survivors, as these mea-

sures might not reflect actual situations encountered during community

walking. Furthermore, physiotherapists acknowledged perceptions of

successful community walking may not be consistent between phy-

siotherapists and stroke survivors. This gives rise to a need to consider

stroke survivor self-reported satisfaction with community walking. Thus,

though current measures might not reflect all components of community

walking, this study has identified relevant items to be included while

measuring community walking from the perspective of a physiotherapist.

Patient self-directed upper limb practice:

Increasing the opportunity for recovery

Stephanie Crabbe1, Ester Roberts1, Jennifer A Barnes1,2,

Joel Gibb1,2, Naomi Stevens1,2, Victoria Fotheringham1,2 and

Tamara Tse1,3

1St. Vincent’s Health, Melbourne, VIC, Australia
2Australian Catholic University, Melbourne, VIC, Australia
3LaTrobe University, Melbourne, VIC, Australia

Background: The National Stroke guidelines recommend as much

upper limb (UL) practices as possible and using repetitive task specific

training to optimise UL recovery post stroke.

Aims: To identify the time patients engage in UL therapy within an

inpatient rehabilitation ward; and

To increase patients’ UL practice time through implementing a self direc-

ted UL therapy program.

Methods: Data on patients’ UL therapy time was collected from patient

file audits, therapist time use and patient activity tracking. A literature

review was conducted to ascertain the current UL therapy best practice

and to determine effective methods to increase adherence to self direc-

ted UL therapy programs.

Results: Patients on average were receiving 86 minutes of active upper

limb therapy per week. Results from the literature review identified that

self directed UL therapy programs should be used to supplement one-on-

one therapy sessions. Behavioural contracts and UL activity tracking

sheets were found to increase adherence to self directed programs.

Adherence packs, including behavioural contracts and activity tracking

sheets have been developed and UL exercise resource kits have been

created. An implementation program using the adherence packs and

exercise kits is planned and will be presented. Preliminary results from

this implementation program will also be presented.

Conclusion: Clinical guidelines on UL recovery post stroke indicate the

need for maximal practice using repetitive task specific training. This

project identified the need to increase UL activity time on an inpatient

rehabilitation ward, and developed resources to increase self directed

therapy.

Concurrent Session 3- Stream 3: Post Stroke

Complications

Acute single channel EEG predictors of

cognitive function after stroke

Anna Aminov1, Jeffrey M Rogers2, Peter H Wilson3, Stuart

J Johnstone4 and Sandy Middleton5

1School of Psychology, Australian Catholic University, Strathfield, NSW, Australia
2Department of Clinical Medicine, Macquarie University, Sydney, NSW,

Australia
3School of Psychology, Australian Catholic University, Melbourne, NSW,

Australia
4School of Psychology, University of Wollongong, Wollongong, NSW, Australia
5Nursing Research Institute, St Vincent’s Health Australia Sydney and Australian

Catholic University, Sydney, NSW, Australia

Background: Cognitive impairment is common and persistent following

stroke, and early and accurate identification is important to guide reha-

bilitation. However, behavioral measures of cognition are difficult to

obtain in the acute phase of recovery due to clinical factors and functional

barriers.

Aim: The aim of the current study was to test whether single channel

wireless EEG data obtained for acute stroke could predict longer-term

cognitive function.

Methods: Resting state Relative Power (RP) of delta, theta, alpha, beta,

delta/alpha ratio (DAR), and delta/theta ratio (DTR) were obtained from

a single electrode over FP1 in 19 participants within 72 hours of a first-

ever stroke. The Montreal Cognitive Assessment (MoCA) was adminis-

tered at 90-days post-stroke. Correlation, regression, and receiver

operator curve analyses were completed to identify relationships

between 90-day cognitive functioning and electrophysiological data, neu-

rological status, and demographic characteristics at admission.

Results: Four acute qEEG indices demonstrated moderate to high cor-

relations with 90- day MoCA scores: DTR, RP theta, RP delta, and DAR.

Acute DTR and stroke severity on admission were the best linear com-

bination of predictors of MoCA scores 90-days post-stroke, accounting

for 75% of variance. Finally, DTR values more than 1.06 and 1.93 were

highly specific in discriminating altered cognitive status and severe cogni-

tive impairment, respectively.

Conclusions: Data from a single pre-frontal electrode support the prog-

nostic value of acute DAR, and identify DTR as a potential marker of

post-stroke cognitive outcome. Use of single channel recording in an

acute clinical setting may provide an efficient and valid index of cognitive

function after stroke.

Mood impairment and psychological assessment

in stroke rehabilitation in Australia

Tara Purvis1, Monique F Kilkenny1,2, Patrick Young3,

Justine Watkins3 and Dominique Cadilhac1,2

1Translational Public Health and Evaluation Unit, Stroke & Ageing Research,

School of Clinical Sciences at Monash Health, Monash University, Melbourne,

VIC, Australia
2Florey Institute of Neurosciences and Mental Health, Heidelberg, VIC,

Australia
3Stroke Foundation, Melbourne, VIC, Australia

Background: Mood dysfunction can impact the effectiveness of rehabi-

litation therapy and the quality of life for survivors of stroke.
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Aims: To describe the extent, and management, of mood impairment in

patients with stroke, and factors affecting access to psychological services

in Australian rehabilitation services.

Methods: Data from the National Stroke Audit Rehabilitation Services

2016 were used; comprising self-reported Organisational Survey and

patient-level medical record Audit data. Descriptive statistics and multi-

level logistic regression were used to assess different patient subgroups.

Results: Access to clinical or neuropsychology was reported at 74 (61%)

rehabilitation services in the Organisational Survey. The Clinical Audit

included 3,514 cases from 108 services (median age 76 years, 56%

male). Just over half (53% n¼ 1,866) received a mood assessment; of

these, 47% (n¼ 855) had a mood impairment. Anti-depressants were

the most common management (n¼ 523, 61%), and 12% (n¼ 102)

received no therapy. Among those with a mood impairment, 280 (33%)

were assessed by a psychologist; 12% (n¼ 99) did not see a psychologist

as it was deemed ‘not required’; and in 31% (n¼ 269) of cases, there was

no access to psychologists. Older patients were less likely to be assessed

(aOR 0.98 95% CI 0.96–0.99, p¼ 0.04). Patients with a FIM cognitive

score of >35 (less impairment) were 4 times more likely to be assessed

by psychologists compared to those with a FIM cognitive score of <18

(more impairment) (aOR 4.1, 95% CI 0.9–8.9, p< 0.001).

Conclusions: Quality improvement efforts need to focus on improving

access to psychology services for all patients with stroke.

The Identification of Altered Mood After Stroke

(IAMAS) project: Improving mood screening

rates in acute in-patients post stroke

Di Marsden1,2,3, Rhonda Quinn1, Amy Waller2,3, Kerry Boyle1,

Renae Galvin4, Louise-Anne Jordan1,2, John Hambridge1,

Nevenka Bareham1, Dianne Wood1, Ian Kneebone5 and

Dominique Cadilhac6

1Hunter New England Local Health District, New Lambton Heights, NSW,

Australia
2Hunter Medical Research Institute, New Lambton Heights, NSW, Australia
3University of Newcastle, Callaghan, NSW, Australia
4Epworth Geelong, Geelong, VIC, Australia
5University of Technology Sydney, Ultimo, NSW, Australia
6Monash University, Clayton, VIC, Australia

Background: Mood screening after stroke is recommended in national

guidelines. Results from the 2013 National Stroke Audit- Acute Services

indicated only 7% of patients with stroke in Hunter New England Local

Health District (HNELHD) hub hospitals had ‘‘mood assessed’’.

Aim: To increase the proportion of inpatients with acute stroke who

have mood assessed.

Method: A protocol for screening mood �Day 5 of admission was

developed. The Hospital Anxiety and Depression Scale was used for

people without communication and/or cognitive concerns. Where

these were present, two observational tools were administered: the

Behavioural Outcome of Anxiety Scale and the Stroke Aphasic

Depression Questionnaire Hospital Version. The intervention com-

menced in July 2014. It included staff training, area-wide standardised

components along with localised implementation strategies. This service

development was evaluated at eight HNELHD hub hospitals using pre-

and post-implementation audits. The number of patients assessed relative

to those admitted was recorded.

Results: From pre- to post-implementation the proportion of admitted

patients with ‘‘mood assessed’’ improved from 8% (6/77) to 20% (32/160)

[pre-implementation: 19-5-14 to 20-6-14, median age¼ 75.0 years

(IQR¼ 18.2), males¼ 62%, discharged before Day 5¼ 48%; post-

implementation 6-11-14 to 24-12-14 and 1-3-15 to 31-3-15, median

age¼ 77.3 years (IQR¼ 17.0), males¼ 56%, discharged before Day

5¼ 44%.

Conclusion: Almost half of patients were discharged before the ‘‘�Day

5 of admission’’ recommendation. A multifaceted intervention can

improve frequency of mood assessments, however there remains scope

for improvement. Evidence of sustainability was found with national audit

results in 2015 showing 26% of patients within HNELHD had their mood

assessed.

A systematic literature review of the evidence

for occupational therapists use of CO-OP in

adult stroke rehabilitation

Rosemary Krause1

1Hunter Valley Occupational Therapy Pty Ltd, Telarah, NSW, Australia

Objective: The aim of this systematic literature review was to investi-

gate the current evidence available for the effectiveness of the Cognitive

Orientation to Occupational Performance (CO-OP) approach in addres-

sing functional impairments in adults who have experienced a stroke.

Methods: A systematic search of the PubMed, SCOPUS, OT Seeker,

Pedro, Ovid Medline and CINAHL databases were completed. Search

terms used include: Stroke; Rehabilitation; Psychomotor Performance;

‘‘Cognitive and Motor’’; ‘‘Cognitive Orientation to Occupational

Performance’’; and Metacognitive Strategies. Additional hand searching

of citations in reference lists was also completed. Data was collected

from the common outcome measures PQRS and COPM, and compared.

Results: Two hundred and twenty-two articles were screened for inclu-

sion, of these twenty-two articles were assessed and seven articles were

found to meet inclusion criteria. Quality of the studies varied, and none

met the full criteria on PEDRO or SCED scales. Outcome measures from

the studies were pooled, then results from common measures were

extracted.

Conclusion: Analysis study results indicate there is evidence to support

Occupational Therapist’s use of CO-OP in stroke rehabilitation.

Emerging evidence also indicates that CO-OP may be more effective

when compared to usual or standard Occupational Therapy interven-

tions. Also, CO-OP may also have a carry-over effect following interven-

tion, and to tasks not directly addressed in intervention.

How is sexuality after stroke experienced by

stroke survivors and partners of stroke

survivors? A systematic review and thematic

synthesis of qualitative studies

Sandra Lever1, Margaret McGrath2, Annie McCluskey2 and

Emma Power3

1Graythwaite Rehabilitation Centre, Ryde Hospital, Sydney, NSW, Australia
2Faculty of Health Sciences (Occupational Therapy), The University of Sydney,

Sydney, NSW, Australia
3Faculty of Health Sciences (Speech Pathology), The University of Sydney,

Sydney, NSW, Australia

Background: The majority of stroke survivors in Australia are not

offered information or the opportunity to discuss sexuality with health

professionals. Research has largely focused on sexual activity and how the

broader aspects of sexuality are experienced after stroke remain unclear.
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This review explores what is known about the experiences of stroke

survivors’ and their partners in relation to sexuality after stroke.

Methods: A systematic literature search was conducted in September

2016. The initial search resulted in 127 papers. Of these 24 papers met

the inclusion criteria and a further 8 papers were identified through hand

searching providing a total of 32 papers in the final review.

Results: Most research included heterosexual partnered stroke survi-

vors, and only two papers specifically included people with communica-

tion impairments. Key themes emerging from the thematic synthesis

include (i) impact of bodily impairment on ability to express sexuality

(ii) increased feelings of vulnerability in relation to intimate relationships

with others (iii) impact of stroke on gender roles and self-identities (iv)

the desire to discuss sexuality with professionals during rehabilitation.

Conclusion: Limited attention has been paid to how stroke survivors

and their partners experience sexuality after stroke. The systematic

review and thematic synthesis points to the need to consider the broader

aspects of sexuality beyond sexual activity. Further work is required to

support health professionals discuss sexuality. Until this happens, clini-

cians are limited in what they can offer stroke survivors and their

partners.

Concurrent Session 3- Stream 4: Oral Poster

Presentations

Why didn’t all eligible stroke patients receive

secondary stroke prevention at hospital

discharge?: A GCUH case study

Berzenn Urbi1, Thienan Phamnguyen1 and Arman Sabet1

1Gold Coast University Hospital, Southport, QLD, Australia

National Stroke Audit Acute Services Report 2015 demonstrates that 1

out of 3 eligible stroke patients in Australia is not receiving recommended

three key evidenced-based secondary preventive medications at hospital

discharge. Although GCUH reports that only 20% eligible patients did not

receive antithrombotic, and around 30% did not receive both antihyper-

tensive and statin at discharge, these gaps in care have significantly impli-

cations for both patients and health system. This study was formed to

determine the reason (s) why eligible stroke patients did not receive

preventive medications at discharge and address identified barriers.

Data of all admitted stroke patients in 2015 were retrospectively col-

lected from Australian Stroke Clinical Registry (AuSCR). The researchers

investigated eligible patients using hospital’s EMR.

This study showed that all eligible stroke patients received antithrombo-

tic on discharge, whilst 14% of eligible patients did not receive antihyper-

tensive and 29% did not receive statin. Common reasons identified were

the following: data entry error in the AuSCR, some TIA patients were

not prescribed both antihypertensive and statin as they were referred to

the TIA clinic, and unknown- no other documentation why eligible

patients did not receive antihypertensive and statin despite patients meet-

ing criteria for receiving these medications.

This study demonstrated the need to re-train ED and Neurology medical

staff regarding current GCUH TIA guideline, as well as the proper and

accurate documentation of reason (s) for not prescribing preventive

medications. Additionally, staffs that enter data in AusCR will be re-

trained to minimise data entry error.

54 south neuroscience unit - Detecting AF in the

fight against stroke

Jodie H Rabaut1, Rimma Kats1, Alice L Viney1, Rachel Oakley1

and Eleni Waqatairewa1

1Monash Medical Centre, Narre Warren South, VIC, Australia

Background: Approximately 460,000 Australians have atrial fibrillation

(AF). Its estimated that 30% with AF don’t know they have the condition

Its estimated that more than 14,000 Australians will have a stroke caused

by AF this year. Sadly, stroke caused by AF is linked to poorer outcomes

including: an increased rate of medical and neurological complications as

well as a higher mortality rate.

Aim: To detect new AF on the ward. Thus, enabling planning and imple-

mentation of anti coagulation and patient education to prevent stroke/

further stroke.

Method: Emergency department notes were checked ensuring no his-

tory of AF and ECG sinus rhythm on admission.

Once on the ward these patients would have daily ECG’s until AF was

detected or the patient was discharged.

All nurses on the ward are educated not to use machines to obtain pulse

rate manually and if any irregularity detected then perform ECG even if

daily ECG had been done.

Results: From January 2016 to date, 19 new cases of undiagnosed AF

have been diagnosed through daily ECGs performed on the ward.

Structured Interdisciplinary Bedside Rounds

(SIBR)

Koushik Gowda1, Yash Gawarikar1,2 and Ronak Patel1,2

1Calvary Public Hospital, Bruce, ACT, Australia
2Australian National University Medical School, Canberra, ACT, Australia

Background: Structured Interdisciplinary Bedside Rounds (SIBR) is a

process where clinicians including nursing and allied health involved in

patient care meet with the patient, family and carers to discuss care plan.

SIBR has shown increased nursing participation at bedside rounds and

implementing SIBR significantly reduces adverse outcomes1–2 but use of

SIBR in stroke unit is not known.

Aim: We aim to evaluate implementation of SIBR in stroke unit by

participation of medical, nursing and allied health including

Physiotherapist (PT), Occupational Therapist (OT), Speech Pathologist

(SP) and Pharmacist; and to conduct SIBR patient satisfaction survey.

The study will form part of quality improvement project.

Methods: We are conducting a prospective study over a 12-month

period for all stroke unit admissions. Data will be collected during week-

days; weekends are excluded due to lack of staffing. Daily participation of

medical, nursing, PT, OT, SP and Pharmacy will be recorded in SIBR data

sheet. Data on patient satisfaction survey will also be collected.

Results: Collected data will be analysed for SIBR participation rates and

correlation will be made with patient satisfaction survey. Allied health

referral rates will be calculated for review and assessments which will

be then compared against Acute Stroke Clinical Standard Indicators set

by National Stroke Foundation.

Conclusion: Our study is aimed to look at participation rates by hospi-

tal clinicians in SIBR with the aim to achieve high patient satisfaction and

improve patient care. Our study will assist in SIBR being implemented as a

standard of care tool in stroke units.
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Implementing a standardised Free Water

protocol in a rehabilitation unit: Experiences

from a metropolitan hospital

Maria Schwarz1,2, Inger Kwiecien1, Anne Coccetti1,

Benjamin Tickle1, Ursula Monsiegneur1 and Elizabeth Cardell3

1Logan Hospital (QLD Health), Loganholme DC, QLD, Australia
2School of Health and Rehabilitation Sciences, University of Queensland,

Brisbane, QLD, Australia
3Griffith University, Gold Coast, QLD, Australia

Background: Swallowing difficulties (dysphagia) are common post

stroke, particularly for thin fluids. Free Water protocols have been pro-

posed as a means to improve patient compliance, comfort and minimise

risk of dehydration by providing thin water between meals for patients

with thin fluid dysphagia, who meet strict inclusion and exclusion criteria.

Evidence for Free Water protocols is currently limited to small clinical

trials, however are considered best clinical practice in the rehabilitation

setting.

Aims: The implementation of a Free Water protocol within rehabilita-

tion units has been poorly implemented and evaluated in the Australian

healthcare setting. The aim of the current study is to provide an overview

of the barriers and facilitators of implementing a clinical practice change

in a real world clinical setting, while demonstrating innovative clinical

practice in the area of stroke management.

Methods: A standardised Free Water protocol was implemented at

Logan Hospital within the rehabilitation unit using an implementation

framework. To evaluate outcomes information is being collected on inci-

dence of compliance with oral care regimes, oral hygiene ratings, adverse

events, volume of fluids consumed per day, as well as staff and patient

satisfaction surveys.

Discussion: Ensuring best evidence is implemented into clinical practice

is fundamental to providing patient care, particularly in the area of dys-

phagia and hydration management for stroke patients. This study provides

a framework for implementing a Free Water protocol in the Australian

health care setting, which is hoped to improve patient satisfaction and

health outcomes.

Improving wellbeing and quality of life with a

rehabilitation choir for people affected by stroke

Kate Tabain1 and Michelle Sharkey2

1Nordoff-Robbins Music Therapy Australia, Kingswood, NSW, Australia
2Stroke Recovery Association, Putney, NSW, Australia

This presentation will examine the benefits of a rehabilitation community

choir for people affected by Stroke.

Sarkamo and Soto (2012) found that music listening during the first two

months following a Stroke can enhance and increase verbal memory and

concentration and decrease depressive symptoms when compared to

controls. Peretz (2001) asserted that singing ability is preserved in the

brain when people experience aphasia and other studies demonstrate the

involvement of different brain structures when processing speech and

melody (Ozdemir, Norton and Schlaug, 2006), which supports the use

of singing for enhancing communication.

The work of Kate Tabain RMTwith the Keystrokes Choir will be used to

demonstrate the benefits of singing and participating in a choir in short

and long term survivors of Stroke. We will discuss how the choir has

enhanced communication and speech output, decreased depressive

symptoms, improved memory and increased social interactions, thereby

enhancing wellbeing and quality of life for those with post-Stroke aphasia.

Evidence has been obtained through qualitative data such as participant

interviews, partner/carer observations and clinician feedback which sup-

ports the above outcomes.

Vision of the 2016 Stroke Choir Recital will be shown to further demon-

strate how the Stroke Recovery Association supported choirs have uti-

lised a rehabilitative and mutual support model to meet the discussed

outcomes in individuals with communication difficulties after Stroke, as

well as improved social inclusion, an unexpected positive outcome.

Upper limb post stroke: Improving the

interdisciplinary assessment and documentation

process in a regional health service

Rosemary Nicholson1, Lauren Woodhart1, Brendan Cutts1,

Georgina Doherty1, Heather Hondow1, Cassie Tingiri1 and

Karen Goodwin1

1Ballarat Health Services, Ballarat, VIC, Australia

Early identification and careful management of complications, such as

shoulder pain and subluxation, is imperative to maximize functional

recovery of the upper limb post stroke (Roy et al, 1995). Within

Ballarat Health Services (BHS), variability between clinicians, disciplines

and programs was identified in the assessment and documentation of the

upper limb (UL) for stroke survivors. A team of Neurological

Occupational Therapists and Physiotherapists at BHS, working across

sites and programs, collaborated to address this issue. It was hypothe-

sised that assessment and documentation practices could be improved.

The project aimed to standardise the UL assessment and documentation

in stroke survivors. An organisation-wide standardised UL assessment

form with an accompanying Clinical Practice Protocol (CPP) was devel-

oped. Randomised pre and post implementation file audits were com-

pleted to investigate change in assessment and documentation of 12 sub-

components of UL assessment across acute, subacute and community

stroke programs.

Roy CW, Sands MR, Hill LD, Harrison A, Marshall S (1995) The effect of

shoulder pain on outcome of acute hemiplegia. Clin Rehabil 9: 21–7

The use of an advanced allied health assistant to

improve outcomes for patients with a stroke at

Redcliffe Hospital

Wendy Brown1 and Thomas Macindoe1

1Redcliffe Hospital, Redcliffe, QLD, Australia

Background: Redcliffe Hospital Occupational Therapy (OT)

Department does not currently have a weekend service. As a result,

there is a delay in OT intervention for patients admitted late Friday

and over the weekend. This was also causing delays in application of

risk reduction devices and education to reduce risk of shoulder subluxa-

tion A new position was created for a Speech Pathology OT Advanced

Allied Health Assistant (SPOT AHA) to work on a Saturday. This was

used as an opportunity to trial a new model of care for patients with a

stroke. A clinical pathway was developed to guide the SPOT AHA to

completed risk reduction and an Initial Screen with patients to facilitate

discharge planning on a Saturday with no OT on site.

Aims: To reduce the number of patients with shoulder subluxation.

To improve timeliness of OT intervention with patients with a stroke.

International Journal of Stroke, 12(2S)

Abstracts 21



Methods: A retrospective chart audit was undertaken to determine

number of subluxations that had occurred and time from admission

until OT intervention. This was completed for a 3 month period between

December 2016 and February 2017.

Results: There were no occurrences of subluxation in the 3 month

period. 96% of patients were seen by OT within 48 hours of admission

vs. 74.2% at the National Stroke Audit in 2015.

Conclusion: The use of a clinical pathway by an SPOT AHA assists in

prevention of subluxations and facilitates early discharge planning.

Cognitive impairment in stroke

Sarah Reid1, Yash Gawarikar1,2 and Ronak Patel1,2

1Calvary Healthcare Bruce, Bruce, ACT, Australia
2Australian National University Medical School, Canberra, ACT, Australia

Background: Cognitive impairment post stroke (CIPS) occurs in 20–

30% of patients1–2 but the incidence in Australian population is unknown.

There is limited evidence supporting use of Mini Mental State

Examination (MMSE) and Montreal Cognitive Assessment (MOCA) in

CIPS.3 Clinical utility of Addenbrooke’s Cognitive Examination (ACE-III)

in Australian stroke patients is unknown.

Aims: We are conducting a single centre prospective study looking at

incidence of CIPS in Australian population by using ACE-III. Our study

aims to look at the correlation between stroke topography, aetiology,

type and severity with the five cognitive domains of ACE-III (attention,

memory, fluency, language and visuospatial).

Methods: Data on 100 patients will be collected over a 6 month period.

All stroke unit patients who meet the pre-determined eligibility criteria

are eligible to participate. Delirious or patients with pre-existing cognitive

deficit are ineligible. Patients will be screened for cognitive impairment

within 24 hours of admission. Non-stroke patients will be used as con-

trols. In addition to ACE-III, data will also be collected on stroke topo-

graphy, aetiology, type and severity.

Results: Incidence of CIPS will be calculated and the data will be analysed

using both a univariate and multivariate analysis to determine whether

any correlation exists between various stroke parameters with cognitive

domains of ACE-III.

Conclusion/Discussion: Our study is aimed to answer the unknown

incidence of CIPS in Australian population and gain a better understand-

ing of the correlation between the various stroke parameters and the

cognitive domains. Our study will assist with future assessment and treat-

ment of CIPS.

Concurrent Session 4- Stream 1: ASNEN

Workshop

Acute Stroke Nurses Education Network

Workshop

Skye Coote1

1Mobile Stroke Unit, Royal Melbourne Hospital, Melbourne, VIC, Australia

Background: The Acute Stroke Nurses Education Network (ASNEN)

facilitates the delivery of evidence-based acute stroke care by encoura-

ging stroke specific education and providing networking opportunities for

Australian acute stroke nurses to improve patient outcomes.

Program: 2 sessions will be presented at the Smart Strokes conference

workshop:

1. Acute Stroke Imaging Interpretation: Interactive case studies. Presented

by Brett Jones and Dr. Andrew Wong.

This interactive session will present acute stroke clinical scenarios

for consideration, followed by the patient’s CT images. Attendees

will be encouraged to contribute to the discussion regarding stroke

localization, CT interpretation and clinical diagnosis. This will pre-

sent a learning opportunity for nurses wanting to have more con-

fidence and familiarity with reading CT scans in acute stroke

patients.

2. Career pathways for stroke nurses. A pathway to Nurse Practitioner and

an Australian experience of NET SMART. Presented by Meaghan

Osborne and Skye Coote.

This session will explore the career development pathway for

stroke nurse consultants wanting to become Nurse Practitioners.

A practical approach to model development, meeting board require-

ments and starting a portfolio will be covered. Additionally, for

nurses wanting further stroke education, the international stroke

nursing course, NET SMART, will be discussed in relation to access,

time frame and content from an Australian perspective.

Concurrent Session 4- Stream 3: Care Planning

Staffing the mobile stroke unit: Nurse

practitioners measure up to physician-led care

Anne W Alexandro1, Wendy Dusenbury2, Victoria Swatzell3,

Georgis Tsivgoulis3,4 and Andrei Alexandrov V3

1University of Tennessee Health Science Center at Memphis & Nursing

Research Institute, Sydney, Fountain Hills, Arizona, United States of America
2University of Tennessee Health Science Center at Memphis & Wichita State

University, Memphis, Tennessee, United States of America
3University of Tennessee Health Science Center at Memphis, Memphis,

Tennessee, United States of America
4University of Athens, Athens, Greece

Background: Mobile Stroke Units (MSU) are growing worldwide, with

numerous staffing configurations, including telemedicine support. We

aimed to test a novel nurse practitioner (NP) MSU team.

Methods: We hired stroke fellowship trained NPs with ANVP board

certification to lead MSU field medical diagnosis and order/initiate treat-

ment. Consecutive patients were evaluated; NP and Vascular Neurologist

(VN) differences were assessed between diagnostic accuracy and IVtPA

decisions. Safety was measured by sICH. Efficiency measures were time

to treatment.

Results: In the first 6 months, 129 patients were evaluated. NPs diag-

nosed stroke in 64% of cases, with stroke mimic in 36% of cases, whereas

VNs diagnosed stroke in 65% and stroke mimics in 35%. Final official

diagnosis for this cohort was 63.5% stroke: VNs misdiagnosed one psy-

chogenic case that was correctly diagnosed by NPs as a mimic; both VNs

and NPs misdiagnosed and treated 1 stroke mimic (meningioma). NP and

VN agreement on tPA treatment was 100%, with an overall treatment

rate of 29%. Median scene arrival to medical diagnosis (including clinical

exam with NIHSS and CT/CTA completion/interpretation) was 12 min-

utes (range 7 to 19 minutes), and median scene arrival to IVtPA bolus was

13 minutes (range 8–33 minutes). Published telemedicine-based MSU

times to tPA treatment were 25 minutes. No tPA treated patients suf-

fered an sICH.

Conclusions: Use of an NP-led MSU results in accurate diagnosis and

treatment decision making, while providing safe, time-efficient emergency

stroke treatment. An NP-led MSU model may provide faster scene arrival

to treatment than use of telemedicine-based systems.
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Patient centred goal setting in an early

discharge and rehabilitation service leading to

positive patient experience

Hannah Yuharif Zuhir1

1Waitemata District Health Board, Glenfield, Auckland, New Zealand

Goal setting is considered best practice in rehabilitation, however there is

no consensus on how to effectively deliver this in practice.

A qualitative analysis was conducted to evaluate the effectiveness of a

new goal setting process using the SEIQoL (Schedule for the evaluation of

individual quality of life)in a new Early discharge and rehabilitation service

(EDARS) in Auckland. EDARS provides rehabilitation for patients over

65years of age and SEIQoL underpins the model of care.

The aim of the study was to determine whether the model of goal setting

met the patient needs and resulted in positive outcomes.

Feedback was collected from patients/families to determine whether the

model of care met their needs.

In-depth interviews of 20 patients through the service from May to

August 2016 were sampled.

A thematic analysis of the feedback was then conducted consistent with

the methodological approach outlined by Braun and Clarke (2006).

Patient feedback indicated that the rehabilitation programmes were per-

sonalised to people’s needs and the rehabilitation team worked with

patients to develop goals. Goal setting was unanimously described as

an important exercise to provide people with a sense of achievement

and success in recovery. It was also noted that staff advice around goal

setting was valuable.

The SEIQoL facilitated partnership between staff and patients and the

patients felt that goal setting is an important part of the rehabilitation

process. Patients reported that this model ensured personalised, holistic

care plans that took into account individual circumstances, needs and

family support networks.

Exploring current inpatient practice in

transitioning people after stroke from acute to

palliative care and in advance care planning: The

Plan Assess Understand Survival after Stroke

(PAUSe after Stroke) Project

Monique M Hourn1, Rhonda Quinn1, Amy Waller2,3,

Kerry Boyle1, Louise-Anne Jordan1, Melanie Salaris1,

Naomi Byfieldt4, Lisa Shaw1 and Di Marsden1,2,3

1Hunter New England Local Health District, New Lambton Heights, NSW,

Australia
2University of Newcastle, Newcastle, NSW, Australia
3Hunter Medical Research Institute, Newcastle, NSW, Australia
4Calvary Mater Newcastle, Newcastle, NSW, Australia

In the Hunter region 12% of stroke patients die within one week, 19%

within one month and a third within the first year after stroke. Key stroke

clinicians in Hunter New England Local Health District (HNELHD) iden-

tified that improving end of life care was a priority.

To explore current practice at HNELHD stroke hub hospitals in transi-

tioning people dying from acute stroke to palliative care and advance care

planning.

Baseline data was collected as part of a pilot, implementation project at

five acute and two rehabilitation HNELHD hospitals. Data collection

included file audit (admissions 1-4-16 to 30-6-16) clinician surveys and

key clinician interviews.

Audit data (n¼ 193) indicated 89% of people admitted with acute stroke

(mean age¼ 73.7) did not have a pre-existing Advance Care Plan. For

those who died (n¼ 27, mean age¼ 80.4), end of life care discussions

took place for 63% however 48% were not coded as palliative care. The

clinician survey (n¼ 75) indicated 41% of respondents were confident in

their ability to recognise a dying patient with 73% indicating they had no

formal training on this. While most (63%) felt confident in their ability to

talk to patients and families about death. The key clinician focus groups

identified that the language used can be confusing e.g. ‘‘comfort mea-

sures’’, and current processes and documentation are ad hoc.

The results will inform the development of the intervention which will

include staff education, patient and carer resources and standardised,

area-wide processes. Existing state/national resources will be used

where possible.

Advance care planning with stroke survivors

during inpatient rehabilitation can improve

documentation of future wishes

Melanie Salaris1, Heidi Janssen1,2, Monique M Hourn1,

Kerith Duncanson3, Kerry Boyle1, Lisa Shaw1, Naomi Byfieldt4,

Louise-Anne Jordan1 and Di Marsden1,2

1Hunter New England Local Health District, Newcastle, NSW, Australia
2Hunter Medical Research Institute, Newcastle, NSW, Australia
3HETI Rural and Remote Portfolio, Health Education and Training Institute,

NSW, Australia
4Calvary Mater Newcastle, Newcastle, NSW, Australia

Background: One third of people after an acute stroke will die within a

year however their wishes for end-of-life (EOL) treatment are commonly

unknown. Advance care planning (ACP) can facilitate appropriate treat-

ment and reduce low value healthcare, however the best mechanisms for

undertaking ACP with stroke survivors are currently unknown.

Aims: This pilot study aimed to explore the impact of face-to-face ACP

with stroke survivors on accurate documentation of EOL wishes.

Method: Stroke survivors (n¼ 21), including those with communication

impairment, consecutively admitted to a rural rehabilitation unit were

recruited to this study. The validated Advance Care Planning Audit

Questionnaire (ACPAQ) and a medical record audit were used. Data

from the usual care group was collected prospectively from 01/06/16–

30/09/16. Intervention data was collected from 30/10/16-28/02/17 and

the group received a 30 minute face-to-face advance care planning session

with an experienced stroke clinician prior to discharge.

Results: On the ACPAQ 25% of control participants (n¼ 12) reported

having an ACP prior to admission. Only 8% reported discussion around

values for EOL care in hospital and there was no documentation of this in

the medical record. Comparatively 100% of the intervention participants

reported having an ACP, discussing their values and all had documenta-

tion present.

Discussion: Results suggest that face-to-face ACP with stroke survivors

is effective in achieving better discussion and documentation around EOL

wishes. Practical advice and lessons learnt can assist stroke clinicians in

delivering ACP. Results will inform the intervention for a larger HNELHD

project to improve ACP after stroke.

A person centred approach to collaborative goal

setting with stroke patients: A pilot program

evaluation

Rebecca Barnden1, Tara Purvis2, Stephanie Gleeson1,

Monique F Kilkenny2 and Dominique Cadihac2

1Peninsula Health, Frankston, VIC, Australia
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2Translational Public Health and Evaluation Division, School of Clinical Sciences

at Monash Health, Monash University, Clayton, VIC, Australia

Background: National stroke clinical guidelines support a collaborative

approach to goal setting. However, limited literature exists, with no clear

guidelines on how to implement collaborative goal setting in inpatient

stroke rehabilitation settings. Peninsula Health developed and implemen-

ted a pilot Collaborative Goal Setting Process (CGSP) within a single

stroke rehabilitation unit in 2013.

Aims: To evaluate the CGSP by exploring patient/family and staff experi-

ences and satisfaction with the current process and identify barriers and

enablement strategies to the implementation of the CGSP.

Methods: Multi-methods design including quantitative and qualitative

data collection; focus group interviews and separate surveys of

patients/family, and staff involved in the CGSP over the evaluation

period. Qualitative data subjected to thematic analysis, with quantitative

data described.

Results: In total, 20 staff, 29 patients, and 11 family members completed

surveys. Seven staff participated in one focus group, with four patients

and two family members participating in another. The majority of staff and

patients/family felt that the CGSP was valuable for stroke patients and

their families, and that it successfully addressed the recommendations of

the clinical guidelines. A supportive team environment was important,

with potential improvements focussed on setting specific, realistic and

meaningful goals, and streamlining the process to be more consistent

and time efficient for staff and patients/family. Patients/family felt that

the timing of the goal setting should be considered.

Conclusion: The CGSP piloted at Peninsula Health was perceived to be

a valuable process and should continue with consideration of the recom-

mendations identified.

Implementation of individualised discharge care

plans for acute stroke patients

Brett Jones1

1Canberra Hospital and Health Services, Canberra, ACT, Australia

Background: The 2015 NSF Acute Care Audit for our centre identified

a gap in providing stroke patients with adequate care planning information

on discharge.

The multidisciplinary team (MDT) determined that this gap needed to be

addressed to provide improved support to patients who were discharged

directly from acute care to home as a matter of priority.

Methods: Local low ethics approval was sought and approved.

A telephone survey of 19 patients who had been recently discharged with

stroke from our centre to home was conducted to identify gaps in edu-

cation and support following discharge.

With this information a Discharge Care Plan (DCP) was developed with

consumer feedback, and implemented to capture patients discharged

directly from acute care to home. The DCP would be commenced in

hospital prior to discharge with the assistance of an MDT member, ensur-

ing education about stroke, lifestyle modification, community supports

and personalised recovery goals.

Results: 19 patients (mean age 69 years, 58% male) recently admitted

with ischaemic and haemorrhagic stroke were surveyed by phone, after

providing verbal consent. While 79% reported feeling that the diagnosis

was made clear, only 26% of patients attended a stroke education session

while an inpatient. Many patients reported uncertainty regarding follow

up appointments and investigations, along with frustrations in negotiating

the healthcare system.

The DCP was rolled out to patients and data collection is currently

ongoing.

Follow up telephone survey of patients during the trial period will also be

gathered to measure the effectiveness of the intervention.

Concurrent Session 4- Stream 4: Rehabilitation

The effect of movement controlled games-based

stroke rehabilitation platform on activity levels

during therapy

Anna Tyson1, Matthew Schmidt1, John Cannell2, Emelyn Moles2,

Amy Rathjen2, Kylie Lane2, Michele Callisaya3, Kiran Ahuja1,

Stuart Smith4 and Marie-Louise Bird1,5

1University of Tasmania, Hobart, TAS, Australia
2Tasmania Health Organisation, Launceston, TAS, Australia
3Menzies Medical Research Institute, Hobart, TAS, Australia
4Southern Cross University, Coffs Harbour, NSW, Australia
5University of British Columbia, Vancouver, British Columbia, Canada

Background: The significant physical disabilities caused by stroke lead to

long-term reductions in quality of life. Intense, active physical rehabilita-

tion is effective in reducing these disabilities. Despite this, clients spend

much of their time in rehabilitation and therapy being inactive. Controller

free game-based therapy systems have the potential to improve rehabi-

litation outcomes by increasing activity within therapy, adherence and

enjoyment.

Aims: Determine if a movement controlled games-based stroke rehabi-

litation platform can increase the activity levels of participants during

rehabilitation, particularly in therapy time.

Methods: Clients (n¼ 66) admitted to subacute rehabilitation with

recent (< 6 months) stroke were randomly allocated into usual care

or an intervention group. Participants in the intervention group were

prescribed a set of games targeting their rehabilitation needs which

they played on the Jintronix system (http://www.jintronix.com/) which

uses a motion capture camera to allow body movements to drive game-

play. Both groups wore ActivPAL (PAL Technologies, Glasgow, UK) activ-

ity monitors for seven days. Activity levels were quantified by % of time

spent upright (%UP) and compared using t-tests.

Results: Daily activity levels outside of therapy were similar between the

groups (usual care 14 %UP, intervention 12 %UP, p¼ .24). However,

during therapy the intervention group spent more time upright (standing

and stepping) than the control group (usual care 45 %UP, intervention 55

%UP, p¼ .01).

Conclusions: These results demonstrate that using the technology plat-

form increased standing activity levels during therapy. The implications to

mobility, function and long term health of this increase in activity war-

rants further investigation.

Does use of a functional dynamic orthosis affect

hemiplegic shoulder pain?

Paul Bew1 and Melanie Carter1

1Brighton Rehabilitation Unit, Brighton, QLD, Australia

Background: Many stroke patients regain minimal useful movement in

their arm. Many will experience hemiplegic shoulder pain. Use of func-

tional dynamic orthoses may increase arm training. One concern is this

training may be associated with increased shoulder pain.
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Aim: Investigate if use of a functional dynamic orthoses affects shoulder

pain.

Method: This prospective observational study examined arm function

and shoulder pain following orthoses training in stroke survivors. Arm

function was measured using the motor assessment scale. Shoulder pain

was measured using the Ritchie articular score. Measures were taken on

commencement of training and at discharge. Training was done as a home

exercise program and was reviewed each month.

Results: 9 participants had an average age of 60 years (45 – 78 yrs).

Average time since stroke was 417 days (49 – 1378 days). Patients had an

average initial motor assessment arm score of 2/6 (0 – 4). All patients

reported some hemiplegic shoulder pain on commencement with an

average Ritchie score of 2/3. Patients completed an average of 106 exer-

cise repetitions per day. At discharge patients showed an average

improvement in the Ritchie score of 1.3 points. 44% reported no

shoulder pain. Upper limb motor function had improved on average by

0.88 points on the motor assessment scale.

Significance: For this small group of chronic stroke patients functional

dynamic orthoses training had a positive effect on hemiplegic shoulder

pain. Patients tolerated an intensive exercise program with no increase in

shoulder pain and all patients reported reduced shoulder pain.

Successful implementation of Constraint

Induced Movement Therapy (CIMT): An

international study

Lauren J Christie1,2, Annie McCluskey2 and Meryl Lovarini2

1Liverpool Brain Injury Rehabilitation Unit, Liverpool, NSW, Australia
2The University of Sydney, Sydney, NSW, Australia

Background: Constraint Induced Movement Therapy (CIMT) is an

effective intervention for upper limb recovery following stroke and trau-

matic brain injury. Despite the robust body of evidence for CIMT, there is

a knowledge translation gap between research and use in practice.

Aim: To identify factors enabling successful implementation and sustain-

able delivery of CIMT programs.

Methods: Qualitative design using grounded theory methods. Semi

structured interviews are being conducted with up to 20 international

clinicians recruited using purposive sampling. Interviews are audio

recorded, transcribed and imported into Nvivo for analysis. The

Theoretical Domains Framework (TDF) is being used to inform the

structure of interview questions, guide the data analysis and generate

key themes.

Results: Five interviews have been completed to date. Key contributors

to successful CIMT implementation include 1) therapists’ knowledge,

usually obtained via formal education after their training; 2) social influ-

ences including the importance of leadership and organisational support

as well as support from family members/supporters of stroke survivors,

undertaking the program. 3) Environmental context and resources were

also of importance, including access to upper limb resources, adminis-

trative support and staff planning. Reinforcement was provided in two

ways- via ongoing positive client outcomes beyond those seen with other

interventions and ongoing community demand for the program.

Conclusion: These emerging findings will inform recommendations for

the structure and delivery of CIMT programs to increase the utilisation of

this highly effective intervention in clinical practice.

Evidence-based rehabilitation interventions for

adults with stroke: A systematic review of

clinical practice guidelines and appraisal of their

quality

Laura Jolliffe1, Natasha A Lannin1,2, Dominique Cadilhac3 and

Tammy Hoffmann4

1Alfred Health, Caulfield, VIC, Australia
2Occupational Therapy, La Trobe University, Prahran, VIC, Australia
3Monash University, Melbourne, VIC, Australia
4Bond University, Robina, QLD, Australia

Background: Clinical practice guidelines (CPGs) contain recommenda-

tion statements which aim to optimise patient care. In stroke rehabilita-

tion there are a number of CPGs internationally, however less is known

about how similar they are nor about which guidelines to implement into

practice.

Aims: This study aimed to determine the quality, scope and consistency

of clinical practice guideline recommendations for stroke rehabilitation.

Method: Systematic review of CPGs for inpatient rehabilitation and/or

community rehabilitation for adults with stroke or any other acquired

brain injury diagnosis. Electronic databases (n¼ 2), guideline organisa-

tions (n¼ 4), and websites of professional societies (n¼ 17) were

searched up to March 2016. The Appraisal of Guidelines for Research

and Evaluation (AGREE) II instrument and textual synthesis were used to

appraise and compare recommendations.

Results: From 411 papers, 20 papers comprising of 19 guidelines met the

inclusion criteria. Only three guidelines rated high (>75%) across all

domains of AGREE-II. ‘Scope and purpose’ and ‘clarity’ domains rate

highest (87%, SD 12.4 and 72.2%, SD 18.9 respectively) with ‘applicability’

domain rating the lowest (37%, SD 34.6). Recommendations on assess-

ment and motor therapies were consistent, guidelines varied in the level

of detail and breadth of rehabilitation.

Conclusion: Stroke guidelines are consistent in scope, but variable with

respect to recommendations, methodological quality and applicability.

Clinicians should be mindful that their local guideline might not contain

all available evidence.

Combined interventions for improving sensory-

motor function of the upper limb following

stroke: A systematic review

Urvashy Gopaul1,2, Robin Callister2,3, Leeanne Carey4,

Michael Nilsson2,5 and Paulette Van Vliet1,2

1Health Sciences, University of Newcastle, Newcastle, NSW, Australia
2Hunter Medical Research Institute, Newcastle, NSW, Australia
3Biomedical Sciences and Pharmacy, University of Newcastle, Newcastle, NSW,

Australia
4Florey Institute of Neurosciences and Mental Health, Heidelberg, VIC,

Australia
5Neuroscience Institutes, Melbourne, VIC, Australia
6University of Newcastle, Newcastle, NSW, Australia

Design: Systematic review

Participants: Adults post-stroke with a sensory and/or movement def-

icit in the paretic upper limb

Intervention: Combined sensory and motor training

Outcome Measures: Any measurement of sensory and/or motor

impairment/function

Results: 10 studies (n¼ 219) were included. There were 3 randomised

controlled trials, 2 pre-post studies with non-randomised comparison

groups, 4 pre-post case-control studies, and 1 case report. The 3
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RCTs combined sensory training of proprioception of limb position with

passive/assisted-active/active functional movement of upper limb joints.

One RCT also administered tactile stimulation. The other studies used

combined tactile discrimination tasks, re-training for proprioception,

gross/fine functional active movements of the upper limb. All included

studies delivered combined sensory and motor training sequentially. The

ARAT was the only common measure for motor function, assessed by 2

RCTs. Overall, there was no significant improvement on ARAT (mean

difference intervention versus control [95% CI] 4.10 [�1.66, 9.86],

p¼ 0.16). There was a lack of homogeneity across the 3 RCTs with

regard to other motor measures. Therefore, it was not appropriate to

perform a meta-analysis for these. The results were summarized in nar-

rative form. None of the RCTs found significant improvement in other

motor outcomes. No sensory assessments were performed in any RCT.

The other studies individually reported little or no improvement in sen-

sory or motor function. No study delivered sensory and motor training

synchronously.

Conclusion: Combined sensory and motor training as currently trialled

has resulted in little or no gain in sensory and motor function.

Can a combined subacute and community

rehabilitation neurological circuit group

improve patient transition and therapist

collaboration between both services?

Charlotte Scroggie1, Katrina Kenah1, Luke Biggs1 and Kelly-

Ann Bowles2

1Monash Health, Cheltenham, VIC, Australia
2Community Emergency Health and Paramedic Practice, Monash University,

Frankston, VIC, Australia

Stroke survivors participate in rehabilitation at the Kingston Centre,

Monash Health, Victoria, Australia in both subacute (bed based) and

community rehabilitation services. Although the subacute and community

rehabilitation Physiotherapy staff are based at the same site, they are

employed by different departments and have limited communication

between the teams regarding clinical transfer of stroke patients and clin-

ical support. An opportunity exists to improve communication between

these clinicians, which should in turn improve transition for patients.

By implementing an evidence-based circuit exercise group for patients

with neurological conditions (primarily stroke) which has attendance

from both subacute and community rehabilitation patients at The

Kingston Centre, and by staffing this group with Physiotherapists from

both departments, our principle aims were to:

1) Improve collaboration and relationships between physiotherapists

working in subacute and community rehabilitation through shared learn-

ing opportunities and clinical peer support.

2) Improve patient experience with transition from subacute to commu-

nity rehabilitation

This research project is a parallel research design comparing patients

discharged from Kingston subacute rehabilitation who continue to

attend a neurological circuit exercise group with those patients dis-

charged into other Monash Health community rehabilitation programs

without access to a similar exercise group.

Perceived Physiotherapy staff relationship is measured through staff

survey at baseline, 3 months and 6 months post intervention implemen-

tation. Clients’ expectation versus actual experience of discharge and

transition is measured through survey. Wait time to contact with a

Physiotherapist following discharge from inpatient rehabilitation, and

occasions of service is also compared.

Ethics approval and baseline data is completed, primary outcomes due

June 2017.

Plenary Session 4

Predicting motor recovery and outcomes after

stroke: Why and how

Cathy Stinear1

1The University of Auckland, Auckland, New Zealand

Motor impairment is a common symptom of stroke, and motor recovery

is important for regaining independence. Accurate predictions of motor

recovery and outcomes can help to set appropriate rehabilitation goals,

manage patient expectations, and make best use of therapy time and

resources. However, making accurate predictions for individual patients

can be difficult. Recent research is helping to solve this problem by

identifying accurate predictors of recovery from impairment, and

motor function outcomes, for both the upper and lower limb. This pre-

sentation will describe the use of clinical, neurophysiological and neuroi-

maging biomarkers for predicting recovery and outcomes. The strengths

and limitations of using these biomarkers separately and in combination

will be described. The potential challenges and benefits of using these

biomarkers in clinical practice will also be discussed.

Poster Presentations

Developing an integrated approach to mood

screening for all stroke survivors during the

acute and rehabilitation phase

Rebecca Averillo1

1The Prince Charles Hospital, Brisbane, QLD, Australia

Background: Mood screening is recommended for all stroke survivors;

with Stroke Foundation guidelines stating that a validated screening tool

for depression should be used. Clinical audits of mood screening at our

facility have shown that less than 50% of patients receive a formal mood

screen. The stroke team has implemented a project to develop a sustain-

able model of mood screening that incorporates assessment with a vali-

dated screening tool and care pathway.

Aim: To describe the development and implementation of an integrated

approach to addressing the identified gap in mood screening within our

service.

Method: The project will use a plan-do-study-act approach to develop-

ing and implementing this model. During the planning phase we have

identified: team members to facilitate mood screening; appropriate

mood screening tools; and a management strategy post-mood screening.

The model will be evaluated in terms of numbers of patients screened,

suitability of screening tools and management strategy, and team satisfac-

tion with the model of care.

Results: Social workers will lead this new mood screening model of care,

representing an expanded scope role within the team. They will complete

mood screening and direct the early intervention requirements of

patients. Social workers will work collaboratively with psychologists to

provide the necessary psychosocial support ensuring a sustainable, quality

mood screening service for all stroke survivors.

Conclusion: A social work led model of mood screening will increase

numbers of patients who receive mood screening and be a feasible means

of optimising psychosocial care of the stroke patient, enhancing engage-

ment in rehabilitation.
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Effectiveness of psychosocial interventions on

stroke survivors, their carers and stroke-carer

dyads

Catherine Brasier1,2, Michaela Pascoe3, Marita McCabe1,

David R Thompson4, David J Castle2,4, Janita P-C Chau5,

Zoe Jenkins2, Jan Cameron6 and Chantal F Ski2,4

1Institute for Health and Aging, Australian Catholic University, Melbourne, VIC,

Australia
2Mental Health Service, St Vincent’s Hospital, Melbourne, VIC, Australia
3Peter MacCallum Cancer Centre, Melbourne, VIC, Australia
4Department of Psychiatry, University of Melbourne, Melbourne, VIC, Australia
5Nethersole School of Nursing, Chinese University of Hong Kong, Hong Kong
6School of Clinical Sciences, Monash University, Melbourne, VIC, Australia

Background: Stroke can have a devastating effect on the psychosocial

health of stroke survivors and their carers, resulting in depressive

symptomatology.

Aim: To evaluate the effectiveness of psychosocial interventions on

depression outcomes for stroke survivors, carers and stroke-carer dyads.

Methods: A systematic search of Medline, Cochrane Library, PsychInfo,

CINAHL, Scopus, SocIndex and Web of Science was conducted. The

search identified 5208 articles for title and abstract review. Of these,

171 were retrieved for full text screening; 27 met the criteria for sys-

tematic review and 10 were included in the meta-analysis. The meta-

analysis of standardised mean differences was conducted on depression

outcomes, as assessed using the HAM-D, PHQ-9, GDS, CES-D, HADS,

MADRS and K-10.

Results: Meta-analysis of five studies showed a small effect (Hedge’s g) of

psychosocial interventions compared to usual care on depression out-

comes, when delivered to carers or dyads and assessed in carers

(Z¼�0.29, p¼ 0.04, Q¼ 5.38(4df). In four studies, no effect of the inter-

vention was found when delivered to carers or dyads and measured in

stroke survivors (Z¼�0.14, p¼ 0.25, Q¼ 0.31(3df). In seven studies, a

small effect of the intervention was found when delivered to stroke sur-

vivors and dyads and assessed in stroke survivors, (Z¼�0.36, p¼ 0.05,

Q¼ 18.50(6df).

Conclusion: This analysis reports some improvement in depression

outcomes. However, due to the small number of studies included in

each analysis and the observed heterogeneity between study effect

sizes (as indicted by the Q value) these results should be interpreted

as preliminary.

Determining the minimum dose of exercise

required to improve cardiorespiratory fitness in

stroke survivors: Protocol for the ExDose trial

Margaret Galloway1,2, Di Marsden2,3, Robin Callister4,

Michael Nilsson2,3,5, Kirk Erickson6 and Coralie English1,2,7

1School of Health Sciences, University of Newcastle, Newcastle, NSW, Australia
2Hunter Medical Research Institute, Newcastle, NSW, Australia
3Hunter New England Local Health District, Newcastle, NSW, Australia
4School of Biomedical Sciences and Pharmacy, Priority Research Centre for

Physical Activity and Nutrition, University of Newcastle, Newcastle, NSW,

Australia
5Faculty of Health and Medicine, University of Newcastle, Newcastle, NSW,

Australia
6University of Pittsburgh, Pittsburgh, Pennsylvania, United States of America
7Priority Research Centre for Stroke and Brain Injury, University of Newcastle,

Callaghan, NSW, Australia

Background: Physical activity guidelines recommend 30 minutes of

moderate intensity exercise most days, however stroke survivors find

this difficult or impossible to achieve. A lower dose of exercise may

still improve cardiorespiratory fitness and other health outcomes.

Aim: To determine the minimum dose of aerobic exercise that can pro-

duce a clinically significant improvement (2 mL/kg/minute) in cardio-

respiratory fitness in ambulant stroke survivors.

Method: We will recruit 20 community-dwelling stroke survivors who

are independently- ambulant but not meeting physical activity guidelines.

Four groups (five participants each) will undertake an individually pre-

scribed exercise program at 55 to 85% of maximum heart rate 3 days/

week for 8 weeks. The program is home-based and monitored remotely

via telerehabilitation. Groups will vary by session duration: 10, 15, 20 and

25 minutes respectively. We will assess cardiorespiratory fitness (peak

oxygen consumption) using a cycle progressive exercise test before, after

Week 4 and after Week 8 of the program. The primary outcome is the

smallest dose of exercise required to increase cardiorespiratory fitness

by 2 mL/kg/minute. Dose is the total number of minutes of prescribed

exercise undertaken per week. Feasibility and safety will be assessed.

Dose response effects will be analysed using linear regression.

Results: Ethics approval has been granted. Recruitment will commence

in March 2017.

Conclusion: This study will help understand the health benefits of lower

doses of regular exercise and determine if there is a threshold below

which cardiorespiratory fitness gains are clinically negligible. The findings

will inform dose prescription for subsequent cardiorespiratory fitness

training trials.

Transdisciplinary practice among allied health

and nursing in a co-located stroke unit - A pilot

study design

Leah Ireland1 and Amanda Baker2

1Occupational Therapy, West Morton Hospital and Health Service, Ipswich

Hospital, Ipswich, QLD, Australia
2Sunshine Coast Hospital and Health Service, Nambour Hospital, Nambour,

QLD, Australia

Background: Public health resourcing is limited and there is need to find

alternative models to deliver high quality patient care3. Stroke unit care

requires access to a multidisciplinary team1. Many acute stroke units

operate on a blanket referral process to access allied health. Of patients

admitted to a single acute stroke unit 42% of patients discharged did not

have a confirmed diagnosis of stroke. Therefore, Allied Health

Professionals (AHP) dedicated resources to a number of unnecessary

assessments.

Aims: To investigate the efficiency and effectiveness of a transdisciplinary

model of allied health and nursing practice in a single acute stroke unit.

Methods: A detailed service and task analysis will be under taken in

focus groups. This will identify specific tasks and or skills that can be

safely shared amongst AHP and nursing staff by utilization of the

Calderdale Framework2 to facilitate development and implementation

of a transdisciplinary model of care in acute stroke.

Evaluation: Analysis will be undertaken pre and post implementation of

the transdisciplinary model. Data collected will measure demand & effi-

ciency through analysis of total number of AHP referrals, type of AHP

conducting assessments and time from referral to AHP screen and inter-

vention. Cost analysis will be calculated by analyzing AHP cost per

weighted activity unit (WAU). Clinician and stakeholder satisfaction will

be assessed to determine effectiveness of the model.

Discussion: The Calderdale Framework supports teams to make con-

textualised decisions about skill sharing, promoting an effective and effi-

cient transdisciplinary model of care.

National Stroke Foundation Clinical Guidelines for Stroke Management

2010. Melbourne Australia.
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Smith, R; Duffy, J. Developing a competent and flexible workforce using

the Calderdale Framework . . . including commentary by Challis T and

Miller EA. International Journal of Therapy & Rehabilitation. 17, 5, 254–

262, May 2010. ISSN: 1741-1645
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Rehabilitation outcomes of aphasic stroke

Wasuwat Kitisomprayoonkul1 and Chala Laprattanakul2

1Department of Rehabilitation Medicine, King Chulalongkorn Memorial

Hospital, Chulalongkorn University, Bangkok, Thailand
2Division of Rehabilitation Medicine, Somdej Phraboromratchathevi Na Sriracha

Hospital, Chonburi, Thailand

Background: Aphasia may impede the rehabilitation process of stroke

patients. From previous studies, rehabilitation outcomes in patients with

aphasia still remain controversial.

Aim: We aim to prove whether aphasic stroke patients achieve the same

rehabilitation outcomes as non–aphasic stroke patients.

Methods: We reviewed medical records of stroke patients who were

admitted to the Thai Red Cross Rehabilitation Center from 1 July 2006 to

30 June 2014. Medical records of aphasic and non–aphasic stroke patients

who achieved rehabilitation goals were analyzed. Rehabilitation outcomes

of both groups were compared. We used regression analysis to prove

whether aphasia and other factors affecting rehabilitation outcomes.

Results: A total of 492 medical records were initially reviewed. After

excluding 186 records that meet exclusion criteria, a remaining 306 rec-

ords (aphasia; n¼ 157 and non–aphasia; n¼ 149) were kept for further

analysis. Aphasic patients had a lower admission Barthel ADL Index (BAI)

score than non–aphasic patients (p< 0.01). Discharge BAI score and

rehabilitation efficiency were not significantly different between the two

groups. Length of stay of aphasic patients was longer than non–aphasic

patients by 7 days (p¼ 0.03). Regression analysis demonstrated that the

factors affecting the discharge BAI score were onset (b¼�0.16,

p¼ 0.001), age (b¼�0.12, p¼ 0.02), co–morbidity (b¼�0.22,

p< 0.01), admission BAI score (b¼ 0.58, p< 0.01) and length of stay

(b¼ 0.26, p< 0.01) but not aphasia (b¼ 0.01, p¼ 0.79).

Conclusion: Aphasic stroke patients needed a longer length of stay to

achieve similar rehabilitation outcomes compared to non–aphasic stroke

patients.

An exploration of the factors influencing quality

of life for stroke survivors within community

rehabilitation

Sarah Patterson1, Gaylea Fritsch1, Anita Blight1 and

Renaye Daniells1

1Community Adult Rehabilitation Service, Metro South Health Service District,

Queensland Health, QLD, Australia

Background: Community rehabilitation is an integral part of the stroke

rehabilitation process. The focus of service delivery is primarily on role

participation and quality of life. Despite the increasing demands on com-

munity rehabilitation, there does not appear to be a consistent model of

delivery and services exist in many varied formats.

The Community Adult Rehabilitation Service is an allied health based

service that provides community based rehabilitation for stroke sur-

vivors. This service has flexible and tailored models of health care to

assist stroke survivors with their needs and goals.

Aim: The primary aim of this review is to develop further understanding

of the client and intervention factors that significantly influence quality of

life during the community rehabilitation process for stroke survivors.

Methods: Routinely collected pre and post World Health Organisation

Quality of Life (WHOQoL – Bref) data will be analysed to investigate

outcomes for stroke survivors within the service. Further evaluation of

the rehabilitation intervention and client factors will be examined via a

qualitative-style retrospective chart audit.

Results: Initial analysis of the pre and post quality of life data suggest

significant changes in quality of life over the community rehabilitation

phase for stroke survivors. Review of the possible intervention and

client factors is anticipated to begin in April 2017.

Conclusion: It is anticipated that the project will assist with further

development of intervention priorities and models of care for stroke-

based community rehabilitation services.

The implementation of modified constraint

induced movement therapy in a public hospital

Lauren LR Rutzou1

1St Joseph’s Hospital, Auburn, NSW, Australia

Background: Research highlights the importance of high repetitions and

upper limb task specific training for functional recovery after stroke.

Modified Constraint Induced Movement Therapy (mCIMT) is an inter-

vention that utilises these principles and has been shown to result in

significant functional improvements. Despite a growing evidence base,

mCIMT is under-utilised in the public hospital setting.

Aim: To evaluate the feasibility of implementing a mCIMT program in an

outpatient hospital setting.

Methods: This feasibility project recruited participants with a confirmed

diagnosis of stroke and some degree of active wrist and finger extension.

Participants attended mCIMT sessions of 4 hours duration, 5 days a week

for 2 weeks. Participants were assessed pre and post-therapy, and out-

come measures included the Box and Block Test, Motor Activity Log,

Upper-limb MAS, and Goal Attainment Scale. Participant satisfaction was

also evaluated. Therapy was delivered by a Therapy Assistant and three

OT students under the supervision of an Occupational Therapist.

Results: Four participants successfully completed the program. All par-

ticipants demonstrated improvements across all four outcomes meas-

ures, and reported high satisfaction and acceptability of the intervention.

Discussion: Implementation of a mCIMT program in an outpatient hos-

pital setting was feasible and resulted in improved measurable outcomes.

The creative utilisation of the student unit increased therapy capacity to

enable the delivery of the mCIMT program.

Monumental Effort! Updating Clinical

Guidelines – The work involved

Leah Wright1, Cindy Peng1, Justine Watkins1 and Kelvin Hill1;

on behalf of the Guidelines Content Development Working

Group
1National Stroke Foundation, Melbourne, NSW, Australia

Background: Clinical guidelines provide evidence-based recommenda-

tions designed to optimise patient care. Guidelines shape decision-making

for healthcare professionals and patients. The Clinical Guidelines for

Stroke Management have recently been updated to reflect the best avail-

able evidence across the continuum of stroke care.

Aims: To outline the process undertaken to develop the Clinical

Guidelines for Stroke Management 2017.
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Methods: A systematic literature search for studies published February

2010-July 2016 was undertaken. Interdisciplinary working parties of over

90 healthcare professionals were involved in literature review, data

extraction and formulation of recommendations. New guideline develop-

ment technology and evidence appraisal tools were utilised and involved

significant new learning. The Guidelines underwent public consultation,

an external methodological review and several independent content

reviews. Feedback from these reviews were incorporated as appropriate.

Results: Approximately 110,000 abstracts were reviewed. 800 studies

were included in the evidence base used to inform 250 recommenda-

tions. The Guidelines consist of 8 separate chapters covering the most

critical topics for effective management of stroke, relevant to the

Australian context. The Guidelines are available at www.informme.org.au,

along with various documents to support dissemination and

implementation.

Conclusion: Significant resources are required to update clinical guide-

lines every few years, and by the time the update process is completed,

the evidence is often out-of-date. Innovative approaches to developing

guidelines are required to keep pace with the ever increasing publication

of literature.

Enhancing early occupational therapy

management of acute stroke patients

Christy Yu1 and Kathy Green1

1Logan Hospital, Meadowbrook, QLD, Australia

Background: Early management of acute stroke patients contributes to

improved functional outcomes. National Stroke Audit (2015) data iden-

tified that 75% of acute stroke patients were seen by Occupational

Therapists (OT) within the recommended 48 hours of admission (NSF

guidelines) due to a lack of OT weekend service. OT staff surveys and

chart audits (2016) revealed that staff skills and resources restrictions

contribute to limitations in early OT management of acute stroke

patients.

Aim: This project aimed to enhance early, evidence-based OT manage-

ment of acute stroke patients through improvements in referral and pri-

oritisation processes to allow attendance to new stroke patients on

weekends, development of an OT neurological assessment form, as

well as staff training.

Method: A mixed methods approach was used to obtain quantitative

and qualitative data from National Stroke Audit (2015), OT chart audits

(n¼ 17) and staff surveys (n¼ 7). Outcome measures included time

between admission and assessment, consistency of conducting relevant

assessments and early provision of interventions.

Results: Data from chart audits (2017) found an increase to 93% in the

number of patients seen by OT within 48 hours of admission. They also

revealed improvements in consistency of conducting relevant assess-

ments and providing early interventions.

Staff surveys showed an increase in staff ’s self rating of knowledge (18%),

skills (15%) and confidence levels (12%) in acute stroke management.

Conclusion/Discussion: This project contributed to enhancing early

OT management of acute stroke patients through improvements to refer-

ral processes, staff training, and development of appropriate therapy

resources.
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