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Article 1 

Exploring staff perspectives on implementing an intervention 2 

package for post-stroke psychological support: a qualitative 3 

study 4 

Abstract : Background:  Psychological problems post-stroke can negatively impact stroke survivors. 5 
Although general psychological services exist (e.g. NHS Talking Therapies), access remains limited, 6 
particularly for individuals with post-stroke communication and cognitive impairments. Stroke ser- 7 
vice staff report low confidence in managing psychological distress. This study is the first to explore 8 
the barriers and facilitators to implementing a novel intervention package comprising a cross-ser- 9 
vice care pathway and staff training to enhance post-stroke psychological provision. Methods: Staff 10 
from stroke and mental health services in four UK regions, recruited through purposive sampling 11 
to ensure diversity of services and professional roles, participated in semi-structured interviews or 12 
focus groups, guided by the Theoretical Domains Framework (TDF), before and after implementa- 13 
tion of the intervention package. Pre-implementation interviews/groups identified anticipated bar- 14 
riers and facilitators to implementation and training needs, informing the development of site-spe- 15 
cific intervention packages; post-implementation interviews/groups explored experienced barriers, 16 
facilitators and perceptions of the intervention. Interviews underwent thematic analysis using the 17 
TDF. Results: Fifty-five staff participated pre-implementation and seventeen post-implementation, 18 
representing stroke (e.g. nurse, physiotherapist, consultant) and psychology (e.g. counsellor, psy- 19 
chological therapist) roles across acute, rehabilitation, community, and voluntary services. Chal- 20 
lenges anticipated pre-implementation included: limited specialist post-stroke psychological sup- 21 
port; low staff confidence; and fragmented service pathways. Post-implementation findings indi- 22 
cated increased staff knowledge and confidence, enhanced screening and referral processes, and 23 
stronger inter-service collaboration. Implementation success varied across sites (with some sites 24 
showing greater ownership and sustainability of the intervention) and across staff roles (with ther- 25 
apy staff more likely than nursing staff to have received training). Conclusions: Effective implemen- 26 
tation of an intervention package to increase psychological provision post-stroke requires staff en- 27 
gagement at all levels across all services. Staff investment influenced ownership of the intervention 28 
package, beliefs about priorities and overall enhancement of service capability.  29 
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 32 

1. Background  33 
Stroke remains a leading cause of long-term disability worldwide, with approxi- 34 

mately 12 million individuals experiencing a first-time stroke each year [1]. Advances in 35 
acute care have improved survival rates; however, the long-term consequences of stroke 36 
extend beyond physical impairments, with many stroke survivors experiencing psycho- 37 
logical difficulties, such as depression, anxiety, anger, adjustment disorder, emotionalism 38 
and post-traumatic stress disorder (PTSD) [2-5]. The most common of these, depression, 39 
which affects one in three stroke survivors at any one time [6], influences prognosis, and 40 
is associated with poorer outcomes including increased hospital stay; disability; social iso- 41 
lation; reduced quality-of-life; higher rates of suicide and mortality; and higher costs [7,8]. 42 
Furthermore, depression may affect secondary prevention by negatively impacting upon 43 
medication adherence, and uptake of physical activity, leading to cardiovascular-related 44 
morbidity and mortality [9,10].  45 

Despite the known impacts, stroke survivors globally report inadequate support 46 
with psychological needs. In the UK, stroke survivors report psychological support as the 47 
least satisfactory service, and the 65% with emotional problems do not receive the support 48 
needed in hospital or the community [11]. This figure is 73% for stroke survivors in Aus- 49 
tralia [12], and 90% for stroke survivors in the community in Northern Ireland [13]. Post- 50 
stroke psychological provision is clearly a challenge in high-income countries, so even 51 
more so in low and middle-income countries. For example, service gaps have been indi- 52 
cated in India: in a trial to introduce rehabilitation support post-discharge from hospital 53 
through families, stroke co-ordinators were unable to provide rehabilitation input be- 54 
cause patients wanted to discuss emotional issues [14]. In a review of studies in African 55 
countries, clinical psychology was the least reported rehabilitation service [15]. These ser- 56 
vice gaps mean that many stroke survivors are left unsupported in the community.  57 

There is also a lack of support for inpatients. Despite being highlighted by govern- 58 
ment bodies and guidelines as an important issue, and international agreement that mul- 59 
tidisciplinary stroke teams should include psychological expertise [16-18], timely, stroke- 60 
specialist psychological care is not incorporated in standard stroke care across many Eu- 61 
ropean countries [19]. Guidelines in several countries (including USA, Canada) recom- 62 
mend screening for psychological issues [20,21]. Although screening is a necessary first 63 
step, stroke care-pathways should also prevent and treat mood disorders. To facilitate 64 
implementation, screening and treatment need to be incorporated in a simple and afford- 65 
able way. In the UK, a matched-care approach for the provision of psychological support 66 
has been proposed; outlining support delivered at different levels of intensity or ‘steps’, 67 
beginning on the ‘step’ most suitable for current needs, and later stepped up or down as 68 
appropriate. This approach proposes that patients with less severe difficulties (steps 1 and 69 
2) are treated by non-psychology-specific staff who would need to be appropriately 70 
trained and supervised, and patients with most severe difficulties (step 3) be treated by 71 
clinical psychologists/neuropsychologists [16]. However, without access to psychologists 72 
to supervise non-psychology-specific staff, these staff would struggle to safely and com- 73 
petently implement steps 1 and 2. Furthermore, patients requiring step 3 intervention 74 
would not receive it. Despite guidance that clinical psychologists/neuropsychologists are 75 
key members of the stroke multi-disciplinary team (MDT) and that psychology provision 76 
should be available [16], few stroke services have adequate access. In England, only 6% of 77 
stroke units meet the quality standard of 0.2 whole-time-equivalent (WTE) clinical psy- 78 
chologists per 5 beds [16], and only 57% of stroke units have access to clinical psychology 79 
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services [22]. Similarly, in Ireland only 6% of stroke patients had access to psychological 80 
support during their hospital stay in 2023 [23].   81 

In the UK, NHS Talking Therapies (previously known as Improving Access to Psy- 82 
chological Therapies (IAPT)) services have reduced anxiety and depression in the general 83 
population [24]. These services comprise clinical practitioners at varying levels: Psycho- 84 
logical Wellbeing Practitioners (PWPs) provide levels 1-2 in NHS Talking Therapies 85 
stepped-care model; High Intensity Therapists (HITs), who may be specialised to a specific 86 
discipline (e.g. Cognitive Behavioural Therapist, Counsellor), provide levels 2-3; and Clin- 87 
ical Psychologists and Psychiatrists deliver specialist care (level 4). NHS Talking Therapies 88 
services have been encouraged to widen access to older adults and those with long-term 89 
conditions [25]. NHS Talking Therapies services are effective for older adults, but few ar- 90 
eas have implemented services post-stroke. Delivering talk-based therapies to stroke sur- 91 
vivors may be perceived as challenging due to the cognitive effects of stroke (e.g. commu- 92 
nication difficulties). Conversely, stroke services often focus on physical health, and staff 93 
may lack confidence in dealing with psychological distress. Additionally, hospital and 94 
community physical and mental health teams are generally not integrated, particularly 95 
when the NHS Trust providing stroke support is different to that providing mental health 96 
support. This service fragmentation reduces the likelihood of cross-service working and 97 
support for stroke-specific or psychology-specific issues.  98 

Training NHS Talking Therapies teams in stroke-specific issues might increase con- 99 
fidence in, and so delivery of, psychological care for stroke survivors at steps 2 and 3 of 100 
the matched-care model. Training stroke staff to deliver step 1 psychological support may 101 
also increase their confidence to provide psychological support. Additionally, increasing 102 
collaborative working between stroke staff, NHS Talking Therapies staff, and specialist 103 
voluntary sector services, may improve care. The Accelerating Delivery of Psychological 104 
Therapies after Stroke (ADOPTS) study was a feasibility stepped-wedge cluster random- 105 
ised controlled trial, which aimed to understand the feasibility of developing, implement- 106 
ing and evaluating an intervention package to improve psychological support after stroke 107 
[26]. The intervention package aimed to increase collaboration between services, and train 108 
staff involved in stroke and psychological care. The ADOPTS study was conducted in four 109 
sites; whilst the intervention packages were tailored to each site, they were all intended to 110 
incorporate: i) a collaborative psychological care pathway incorporating stroke, mental 111 
health and voluntary sector services, based on the matched-care approach; ii) training for 112 
staff in stroke and mental health services; iii) a manual of psychological care for stroke 113 
services; iv) supervision of staff through collaboration between stroke and mental health 114 
services. These four core components of the intervention package were agreed by the re- 115 
search team prior to the study, following discussion with a group of experts in stroke and 116 
implementation science.  117 

The intervention package was tailored to each site through collaborative stakeholder 118 
meetings involving researchers, clinicians (stroke and NHS Talking Therapies), voluntary 119 
sector staff, commissioners, service managers, and stroke patients and carers. There is ev- 120 
idence to suggest that stakeholder input into implementation efforts is associated with 121 
more effective outcomes [27,28]; thus, we used a participatory design approach to devel- 122 
oping and agreeing each site’s intervention package. The current paper aims to add to 123 
knowledge about the requirements for effective implementation of a post-stroke psycho- 124 
logical support intervention, and reports a qualitative exploration of staff perspectives on 125 
the challenges to implementing the intervention package: anticipated challenges (pre-im- 126 
plementation) and the actual challenges (post-implementation).  127 

2.Methods 128 
2.1. Design 129 

Ethics approval granted by the NRES Committee Yorkshire and The Humber-Leeds 130 
East in August 2015 (REC reference: 15/YH/0343). This study employed a qualitative 131 
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design to enable in-depth exploration of staff perspectives who participated in the 132 
ADOPTS study [26] to understand the complexities of implementing the ADOPTS inter- 133 
vention package. Semi-structured interviews or focus groups were conducted at two time- 134 
points: 1) prior to (pre-implementation) and 2) following (post-implementation) imple- 135 
mentation of the ADOPTS intervention package.  136 

2.2. Setting 137 
Four sites in England taking part in the ADOPTS study (ISRCTN12868810), each in- 138 

corporating stroke services (acute, rehabilitation, community), mental health services, and 139 
voluntary services. The four sites (A, B, C and D) had differing service configurations and 140 
resources, detailed in Table 1. In the locality of each site, there was an NHS Talking Ther- 141 
apies service and a voluntary sector service which was part of a national charity whose 142 
work includes psychological support.  143 

Table 1. Service configurations and availability for the four sites. 144 

Site A B C D 
Inpatient acute and rehabilitation stroke 

units Separate Combined Separate Separate 

Early supported discharge (ESD) service  Yes Yes Yes No 

Inpatient clinical psychologist  
(availability and provider) 

Ad hoc, 
community ABI 

service 

Ad hoc, hospital 
OAS None 

0.2 WTE, acute 
and rehabilitation 

Community clinical psychologist  
(availability and provider) 

Ad hoc, 
community ABI 

service 

Ad hoc, 
community ABI 

service 

0.3 WTE, ESD 
0.4 WTE, CSRT 

0.1 WTE, NRS 

NHS Talking Therapies service  Yes Yes Yes Yes 
Voluntary sector service (Stroke 

Association) 
Yes Yes Yes Yes 

Abbreviations: ABI acquired brain injury; CSRT community stroke rehabilitation team; ESD early 145 
supported discharge; NRS neurological rehabilitation service; OAS older adults service; WTE whole 146 
time equivalent. 147 

2.3. Participants and sampling 148 
Staff in stroke and mental health services in each of the ADOPTS sites self-identified 149 

or nominated colleagues as being interested in participating in interviews, and these were 150 
invited to take part in the present qualitative study. Due to the study aim and sample 151 
specificity [29], it was felt that sufficient information power would be obtained with a pur- 152 
posive sample of staff roles across services, recruiting at least one member of staff from 153 
each service (stroke, mental health, voluntary) and from across the care-pathway (acute, 154 
rehabilitation, community). Participants provided written consent to participate, and 155 
could take part both pre- and post-implementation.  156 

2.4. Data collection 157 
Staff took part in semi-structured individual interviews in-person or by telephone, or 158 

in a focus group in-person, depending on participant preference. The interview schedule 159 
was theory-driven and based on an established implementation framework, Theoretical 160 
Domains Framework (TDF) [30]. The interview schedule was pilot-tested and due to its 161 
length, subsequently, the focus group schedule was limited, due to participants’ time con- 162 
straints, to five domains that were agreed by the study expert panel as the most relevant 163 
for issues relating to the implementation of the intervention packages in NHS Talking 164 
Therapies services. The interview schedule can be seen in Additional File 1. Pre-imple- 165 
mentation interviews and focus groups were conducted by members of the ADOPTS 166 



Psychol. Int. 2024, 6, FOR PEER REVIEW 5 
 

research team (December 2015 to March 2016). Post-implementation interviews were by 167 
an independent researcher (September 2017 and October 2017). All interviews/groups 168 
were audio-recorded and transcribed verbatim.  169 

2.5. Data analysis 170 
Thematic analysis was undertaken in NVivo 11 software by three researchers who 171 

carried out the interviews and focus groups. A coding framework based on the TDF do- 172 
mains was used to assign initial codes to the data.  These codes were then amalgamated 173 
into categories and relationships identified between categories. Themes were subse- 174 
quently derived and agreed. At each stage of analysis, interpretation was validated by two 175 
researchers independently coding a third of interviews; any disagreement was discussed 176 
until consensus was reached. Pre-implementation interviews were analysed and the re- 177 
sults used to inform the development of the intervention package for each site. Post-im- 178 
plementation interviews were analysed to evaluate the implementation of the intervention 179 
packages.  180 

3. Results 181 
3.1. Participants 182 
3.1.1. Pre-implementation  183 

Of 65 staff invited, ten individuals either declined due to time constraints or did not 184 
respond to the invitation. Fifty-five staff were recruited across the four sites and partici- 185 
pated in either an individual interview (n=39) or focus group (n=16).. Participants com- 186 
prised a range of stroke-specific and psychology-specific roles, from a range of settings, 187 
see Table 2.  188 

 189 
Table 2: Roles and settings of participants in pre-implementation interviews/groups 190 
 191 

Role Participants 
(n) 

Setting 

Nurse 2 Acute 
Stroke-Specialist Nurse 2 Acute 
Speech and Language 
Therapist 

1 Rehabilitation 

Physiotherapist 5 Acute/Rehabilitation 
Occupational Therapist 10 Acute/ Rehabilitation/Commu-

nity 
Dietician 1 Rehabilitation 
Therapy Assistant 3 Rehabilitation/Community 
Healthcare Assistant 2 Acute/Rehabilitation 
Ward Manager 5 Acute/Rehabilitation 
Junior Doctor 1 Acute 
Consultant Physician 3 Acute 
Information and Advice 
Support Co-ordinator 

3 Voluntary 

Clinical Psychologist 5 Rehabilitation/Community 
High Intensity Thera-
pist incorporating: 
Cognitive Behavioural 
Therapist  Counsellor 

4 
 
3 
1 

NHS Talking Therapies 

Psychological Wellbe-
ing Practitioner 

3 NHS Talking Therapies 

Mental Health Nurse 1 NHS Talking Therapies 
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Service Manager 4 Rehabilitation/Commu-
nity/NHS Talking Therapies 

 192 

3.2. Post-implementation  193 
Of 20 staff invited, three individuals either declined or did not respond to the invita- 194 

tion. Seventeen staff were recruited across the four sites and participated in individual 195 
interviews.. Six of the 17 had previously taken part in a pre-implementation interview. 196 
Participants were from a range of roles and services, see Table 3.  197 

 198 
Table 3: Roles and settings of participants in post-implementation interviews 199 
 200 

Role Participants 
(n) 

Setting 

Ward Manager 1 Acute 
Stroke-Specialist Nurse 2 Acute 
Occupational Therapist 4 Rehabilitation 
Healthcare Assistant 1 Acute 
Therapy Assistant 1 Rehabilitation 
High Intensity Therapist 3 NHS Talking Therapies 
Psychological Wellbeing 
Practitioner 

3 NHS Talking Therapies 

Information Advice and 
Support Co-ordinator 

1 Voluntary 

 201 
 202 
Pre-implementation, most codes related to three of the TDF domains: ‘Environmental 203 

context and resources’, ‘Beliefs about capabilities’ and ‘Knowledge’. The main themes de- 204 
rived from the codes were: the lack of specialist psychological support; stroke and NHS 205 
Talking Therapies staff lacking confidence and knowledge to manage stroke survivors’ 206 
psychological needs; and a disconnect between different services across the stroke care- 207 
pathway, in terms of resources and communication. We aimed to address these main 208 
themes with the intervention package, and these are discussed in detail below. Pre- and 209 
post-implementation barriers and facilitators identified by staff are presented with illus- 210 
trative quotes for each theme in Tables 2, 3 and 4.   211 

3.3. Lack of specialist psychological support for stroke survivors 212 
Across all stroke-specific services, participants in the pre-implementation interviews 213 

felt that specialist clinical psychology support was very limited, particularly for acute and 214 
rehabilitation stroke services. In services that did have access to clinical psychology, it was 215 
felt that there was not enough availability and patients were often discharged home before 216 
the clinical psychologist had the opportunity to see them.  217 

A lack of specialist psychological support was also indicated by NHS Talking Thera- 218 
pies staff who reported that stroke survivors were only occasionally part of their caseload, 219 
with some NHS Talking Therapies staff stating they had never worked with stroke survi- 220 
vors. They also reported a general lack of knowledge about stroke, with limited stroke- 221 
specialist training. 222 

NHS Talking Therapies staff felt that although they did not often see stroke survivors, 223 
their service could adapt to their additional needs, including flexibility with the duration 224 
and number of sessions (which are generally standardised in NHS Talking Therapies in- 225 
terventions), and in some instances, with the location of sessions (which are generally held 226 
in the community at primary care clinics); however, this flexibility was not available for 227 
all NHS Talking Therapies staff. 228 
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Stroke staff felt that because of a lack of specialist support, there was a lack of psy- 229 
chological care for stroke survivors. Staff also felt that psychological care was generally 230 
limited as physical aspects were prioritised. Staff perceived that they did not have time to 231 
provide psychological support, and having a high number of patients meant that the pri- 232 
ority lay with getting patients physically well to be discharged.  233 

The training, implemented as part of the intervention package, aimed to highlight 234 
the impact of psychological issues on patients and their families, and increase awareness 235 
of the importance of psychological support; attempting to redress the balance between 236 
physical and psychological care in stroke teams. In the post-implementation interviews, 237 
staff felt there was an increased focus on psychological aspects of care and reported that 238 
the intervention package had made staff more psychologically aware; improving care.  239 

NHS Talking Therapies staff reported that they felt more comfortable providing psy- 240 
chological support for stroke survivors as their manager had also attended the training, 241 
suggesting approval for working with stroke survivors.  242 

Whilst it was beyond the scope of the study to increase specialist psychology support 243 
(i.e. a Clinical Psychologist) in stroke teams, the intervention package was designed to 244 
address this issue by using existing resources and services. As part of the intervention 245 
package, Clinical Psychologists with existing, but limited, allocation to stroke teams were 246 
encouraged to support stroke staff to deliver psychological support to patients at steps 1 247 
and 2, leaving the Clinical Psychologist available to directly support patients with more 248 
complex needs. This was already the case in one site, and planned within another, as re- 249 
ported in the pre-implementation interviews. Additionally, in one site, there already ex- 250 
isted strong links between voluntary stroke services in the community and the local NHS 251 
Talking Therapies service, with the two having previously collaborated to offer a wellbe- 252 
ing group for stroke survivors to attend.  253 

This collaboration was aimed to be replicated in the other sites, where there were 254 
already good links between stroke teams and voluntary services, and intervention pack- 255 
ages were designed to promote improved links with NHS Talking Therapies services to 256 
increase the availability of specialist psychology support. Following implementation of 257 
the psychological support intervention package, stroke staff reported becoming more 258 
aware of additional sources of support in the community (i.e. NHS Talking Therapies and 259 
voluntary services) through the intervention package’s training, pathway and manual. 260 
NHS Talking Therapies staff also reported better links with stroke teams, with each giving 261 
mutual support.  262 

Some NHS Talking Therapies staff felt there was not enough time between sessions 263 
with clients to make best use of the named contact in stroke teams to seek their advice on 264 
working with stroke survivors.  265 

Table 2. Pre- and post-implementation barriers and facilitators and intervention package aspects for 266 
theme Lack of specialist psychological support for stroke survivors. 267 

 268 

Pre-implementation barriers Pre-implementation facilitators 
Limited specialist clinical psychology support 
“From a specialist psychology angle, we’ve got a 
very tiny window of one afternoon a week where 
we’ve got access to the service… a lot of patients 
run the risk of being missed.” (Ward Manager, 
site D) 
 

Links between psychology and charity stroke 
services 
“The wellbeing group with the Stroke 
Association was brilliant because we had 
somebody from the Stroke Association present, 
and then there was me and my colleague who’s 
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Lack of specialty expertise/knowledge about 
stroke (NHS Talking Therapies)  
“In my PWP training, we touched on long-term 
conditions but it was quite brief and… it wasn’t 
related to stroke specifically.” (PWP, site B) 
 
Physical recovery prioritised over psychological 
wellbeing 
“Because we’re very much in a discharge culture 
unfortunately in the hospital, it’s about getting 
the equipment, the mobility they need, that 
psychology probably isn’t prioritised.” (Senior 
Physiotherapist, site D) 
 

a PWP so it worked really well.” (High Intensity 
Cognitive Behavioural Therapist, site D) 
 
Clinical psychologists wanting to support staff to 
deliver psychological support 
“I’d like [my role] to look more like work with 
staff rather than work with patients in [the acute 
and rehabilitation] setting, I think that’s the more 
effective use of my time there… empowering 
staff to deal with things when they come up. 
Because of my time… I can’t provide that sort of 
urgent response service.” (Clinical Psychologist, 
site D) 
 
 

Intervention package 
Training to increase awareness of importance of psychological support. Clinical psychologists 
encouraged to support stroke staff to deliver low-level psychological support. Facilitation of 
collaboration between stroke and NHS Talking Therapies services, providing reciprocal support and 
supervision.  
 
Post-implementation barriers Post-implementation facilitators 
Limited opportunity (time) to make use of 
named contacts provided 
“There wasn’t enough time in between sessions 
to contact [stroke team named contact].” (PWP 
site B) 

Increased focus on psychological care 
“The training has brought psychological needs to 
the forefront, so hopefully patients are getting 
more holistic care.” (Senior Occupational 
Therapist, site D) 
 
Support from senior management staff to engage 
with intervention package 
“It was good that there were managers [at the 
training], and knowing that they are on the side 
of us seeing people who had stroke as well.” 
(PWP, site B) 
 
Increased awareness of, and collaboration 
between, teams and services 
“I bumped into someone who works in the stroke 
team who I met on the ADOPTS training and we 
just agreed to meet up and try to help each other 
out.” (High Intensity Cognitive Behavioural 
Therapist, site C) 
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 269 

3.4. Staff confidence to provide psychological support post-stroke 270 
In the pre-implementation interviews, when asked whose responsibility it was to 271 

provide psychological care, all staff stated it was everyone’s responsibility to manage the 272 
psychological wellbeing of stroke survivors. However, there were mixed beliefs about 273 
staff’s ability and confidence to identify and manage post-stroke psychological problems. 274 
More experienced stroke-specific staff were generally confident and felt able to identify 275 
mood issues and that they would be able to provide low-level psychological support. They 276 
were less confident with more moderate-to-severe issues, and felt this was beyond their 277 
role. Junior staff were generally confident in identifying low mood, but were less confident 278 
about managing such issues and would refer to more senior team members.  279 

Whilst most stroke-specific staff felt they had the skills appropriate for identifying 280 
mood problems, they felt that managing issues would require additional training. Junior 281 
stroke staff felt that they would benefit from learning more about how to support someone 282 
with mood problems and to refer and escalate issues appropriately. Senior stroke staff felt 283 
that they would benefit from training in low-level management of mood issues.  284 

In one site’s community stroke team, there was a strong history of training for staff 285 
in managing psychological issues, driven by the team’s Clinical Psychologist. In another 286 
site, stroke-specific staff felt that although they had direct links with a neuropsychology 287 
service, they were not benefitting in terms of receiving training and increasing skills.  288 

NHS Talking Therapies staff felt able to manage psychological issues, but had limited 289 
confidence because they lacked stroke-specialist knowledge. It was suggested that confi- 290 
dence was related to experience and that more experienced staff would be better placed 291 
to work with stroke survivors compared to newly qualified PWPs as this was perceived 292 
to be more challenging. NHS Talking Therapies staff generally felt they required addi- 293 
tional training to increase their knowledge of stroke and to be able to modify their usual 294 
therapies to meet stroke-specific needs. 295 

Given the low confidence in providing post-stroke psychological support, and the 296 
high appetite for training, the intervention package was designed to include training 297 
which would be delivered separately for stroke staff (to increase their knowledge and 298 
skills for providing psychological support) and NHS Talking Therapies staff (to increase 299 
skills in adapting therapies for stroke). Stroke nursing staff had indicated that it might be 300 
difficult to attend training given the demands of the ward and staffing issues. The inter- 301 
vention package aimed to address this by delivering training sessions that were repeated 302 
on different days, at different times, and at different locations. Despite this, some staff, 303 
particularly nursing ward staff, were unable to attend the training.  304 

Staff who were able to participate in the training aspect of the intervention package 305 
found it to be useful. Senior stroke staff reported greater confidence in identifying and 306 
managing mood issues. NHS Talking Therapies staff felt more confident working with 307 
people with communication difficulties following the training.  308 

Stroke staff also reported feeling more confident about their own limits in managing 309 
psychological problems, and their referral options. In one site, the training was continued 310 
and delivered as part of in-service training for all therapy staff working with the stroke 311 
team. 312 

In another site, the Clinical Psychologist working with the stroke team intended to 313 
deliver the training for NHS Talking Therapies staff, but this did not happen within the 314 
ADOPTS study period. There were also attempts from the community stroke team in an- 315 
other site to engage the local NHS Talking Therapies service in delivering training to staff 316 
in their service during the study period, but time pressures made this difficult, and so the 317 
intervention package may not have been fully implemented. 318 
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Table 3: Pre- and post-implementation barriers and facilitators and intervention package aspects for theme Staff 319 

confidence to provide psychological support post-stroke 320 

Pre-implementation barriers Pre-implementation facilitators 
Lack of confidence to manage low mood 
“Staff can get quite anxious… they can identify 
issues but the difficulty comes in managing 
them.” (Occupational Therapist, site B) 
 
Current training for stroke staff not sustainable 
“[Neuropsychology team] had been good in 
terms of helping us with education, but there are 
issues around contracts and what they currently 
provide and what we feel they can provide… at 
the moment they don’t have time for it in their 
contract.” (Stroke Consultant Physician, site A) 
 
Ward demands and staffing issues may make it 
difficult for nursing staff to attend training 
[quote] 
 
NHS Talking Therapies staff lacked stroke-
specialist knowledge 
“When you’re a newly qualified PWP it’s a bit 
more of a challenge anyway and you’re not quite 
so confident with the basic things, so the added 
challenge of stroke wouldn’t be easy… whereas 
if you’ve been doing it for longer then it’s easier 
to deal with the added complexities of stroke.” 
(PWP, site B) 
 

Managing stroke survivors’ psychological 
wellbeing is all staff’s responsibility 
“I think it's everybody's responsibility… 
including healthcare support workers as well as 
the trained staff.” (Ward Manager, site C) 
 
Training would help increase confidence and 
skills 
“More training for us as speech therapists, not to 
be psychologists, but to perhaps know a little bit 
more about what to do, what way we could go 
and when.” (Speech and Language Therapist, 
site A) 
“Not so much formal training in terms of skills 
work, but more informative with an overview of 
what kind of impact stroke can have and the 
different severities within it.” (PWP, site A)  
“There’s definitely interest in more training and 
support to enhance how we adapt therapy.” 
(NHS Talking Therapies Service Manager, site C) 
 

Intervention package 
Training for stroke staff (to increase knowledge and skills for providing psychological support) and 
NHS Talking Therapies staff (to increase skills in adapting therapies for stroke). Flexibility in 
delivery days/times/duration.  
 
Post-implementation barriers Post-implementation facilitators 
Nursing staff were unable to attend training 
“There was the ADOPTS training but… some of 
the therapy staff went on it but I didn’t go on it, 

Greater confidence in identifying and managing 
mood issues 
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it was too busy on the ward.” (Junior Nurse, site 
C) 
 
Intended training was not always delivered, e.g. 
by clinical psychologist, or NHS Talking 
Therapies 
“I asked [NHS Talking Therapies] if they could 
come and talk about mental health, and 
obviously stroke-related, and how we could 
help, but they didn’t have time to come 
physically to provide training… they could only 
send out information.” (Occupational Therapist, 
site B) 
 

“In the training, thinking about the way we 
communicate… I found really useful and able to 
adapt.” (PWP, site B) 
 
Training was cascaded and incorporated into 
standard in-service training 
“I’ve incorporated it into in-service training for 
therapy staff, because things around 
psychological impact weren’t really there, and 
the feedback’s been really positive.” (Senior 
Occupational Therapist, site D) 

 321 

3.5. Reinforcing the stroke care pathway to address disconnect between services 322 
In pre-implementation interviews, stroke staff were generally able to describe the 323 

pathways they had in place. In some services, there was a formal pathway, while in others 324 
pathways were more informal. In hospital, junior staff often reported any issues regarding 325 
mood to the Occupational Therapist in the team. NHS Talking Therapies staff reported 326 
that no pathway existed in their service which was stroke-specific. Procedurally, across 327 
the four sites, screening for mood problems was often reported as only being carried out 328 
once in stroke services. There were a variety of screening tools used across the different 329 
services, and no standardised way of communicating mood issues on referral between 330 
services. NHS Talking Therapies staff also felt that the measures of mood used in their 331 
services were not appropriate post-stroke.  332 

The pathway aspect of the intervention package was designed so that, where possi- 333 
ble, there was consistency in the screening tools used to make the scores more meaningful 334 
across services. As part of the intervention package, a specific section relating to mood 335 
was added to existing referral forms in stroke services to facilitate communication about 336 
mood on transition between services e.g. from hospital to community. In post-implemen- 337 
tation interviews, some staff, generally more junior staff, reported being unaware of the 338 
psychological care-pathway. In one site where the manual and pathway required ap- 339 
proval at an executive level, which was not achieved within the study period, there was 340 
some uncertainty about how and when to implement the intervention package. Other staff 341 
stated they were aware of the care-pathway introduced as part of the intervention pack- 342 
ages, and that it was now embedded as part of their practice and found it to be beneficial, 343 
both for staff using it, and for stroke survivors. Some staff stated that they were not aware 344 
that a manual existed; this was mainly unregistered staff (Healthcare Assistants). How- 345 
ever, staff who were aware of the manual were using it and found it particularly useful 346 
for determining which screening tools were appropriate to use. 347 

In pre-implementation interviews, both stroke and NHS Talking Therapies staff felt 348 
that knowing each other and having named contacts in the different services would pro- 349 
mote more collaborative working.  350 

As part of the intervention package, contact details of various services were provided 351 
during training and within the manual. Following implementation of the intervention 352 
package, some staff were not aware of the contacts in their area. However, other staff 353 
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reported that they had used the details of the local stroke or NHS Talking Therapies cham- 354 
pions to build links across teams.  355 

Table 4: Pre- and post-implementation barriers and facilitators and intervention package aspects for theme Reinforcing 356 

the stroke psychological care pathway 357 

Pre-implementation barriers Pre-implementation facilitators 
No formal pathway 
“I think at the moment there is nowhere for us to 
go for advice… from a psychological perspective 
we don’t have anywhere to go and quite often we 
do need some guidance, so I think it would be 
really good if we had specific links identified to 
us.” (Ward manager, site C) 
 
No standardisation of screening or referral 
“We use the circles and the, I think that’s a really 
good one, but the [mental health team] don’t use 
that.” (Occupational therapist, site B) 
 
 

Knowing about other services and being able to 
discuss cases, with key contacts 
“Communication between the different teams, 
like a forum where people can talk about the 
different services they work in, what they offer, 
and then you’ve got contact people that are just a 
phone call away. I think that would be a massive 
help.” (High Intensity Cognitive Behavioural 
Therapist, site C) 
 

Intervention package 
Manual to ensure consistency of screening tools and standardise referral forms and options. Key 
named contacts in each of stroke and NHS Talking Therapies services for mutual support.   
 
Post-implementation barriers Post-implementation facilitators 
Unawareness of psychological care pathway and 
implementation of manual 
“We had the manual, but we were sort of… when 
are we supposed to do it, do we start it?” 
(Therapy Assistant, site A) 

Manual used by range of staff 
“The manual’s really good for teaching our 
rotational staff, our junior staff, who’ve never 
assessed somebody’s mood before.” 
(Physiotherapist, site D) 
 
Care pathway embedded into service 
“Staff now know clearly what to do to escalate 
issues and who to talk to.” (Occupational 
therapist, site B) 
“We had therapy staff and nurses that did the 
training. And it really broadened their 
knowledge. They had no idea what we would 
look at if a patient had low mood. They wouldn’t 
really know what to do. So again, through the 
ADOPTS, and because we’re following the 
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ADOPTS pathway, they’re much more tuned in 
to that side of things.” (Occupational therapist, 
site C) 
 
Increased links and collaboration between 
services 
“After the training, I got in contact with the 
stroke ward at the hospital, just to make them 
aware that we will see people that are struggling 
because of a stroke, and we can also contact them 
if we need some extra advice.” (PWP, site C) 
 

 358 

 359 

Some of the barriers identified in pre-implementation interviews were felt to have 360 
been addressed through the intervention package. However, there were other barriers that 361 
remained even after the intervention package was implemented, e.g. the lack of clinical 362 
psychology support, and the need for training, which was due to the accessibility of the 363 
training as many staff were unable to attend. The barriers that were felt to have remained 364 
were generally those that were beyond the parameters of the study and the intervention 365 
package.  366 

4. Discussion  367 
This study was the first to explore staff perceptions of psychological care for stroke 368 

survivors, pre- and post-implementation of an intervention package incorporating a col- 369 
laborative care-pathway, staff training, psychological support manual, and staff supervi- 370 
sion. The implementation of a multi-faceted intervention package presents both opportu- 371 
nities and challenges. Barriers identified in pre-implementation interviews included a lack 372 
of specialist psychological support, a lack of confidence and skills to manage stroke sur- 373 
vivors’ psychological needs, and limited collaboration and consistency between different 374 
services. The intervention packages implemented in the four sites were designed to ad- 375 
dress these barriers and befit the needs and resources available in each site. Following 376 
implementation of the intervention packages, some barriers were felt to have been ad- 377 
dressed and others were not. This is the first study to propose what is required for effective 378 
implementation of an intervention package incorporating a collaborative care pathway for 379 
enhancing post-stroke psychological support.  380 

Training has often been deemed by staff as a solution to service gaps and for the 381 
implementation of a range of healthcare services in various settings globally [31,32]. This 382 
study’s pre-implementation interviews also identified the need for training, which was a 383 
component of the intervention package to facilitate the implementation of a matched-care 384 
approach to psychological support. Generally, the training component of the intervention 385 
package was felt to have been implemented well, and was reported as beneficial by those 386 
able to attend sessions, in particular increasing staff confidence to provide psychological 387 
support and ultimately enhance patient care. However, training attendance varied by staff 388 
role; therapy staff in stroke teams were more likely to attend training than were nursing 389 
staff and junior/unregistered staff. This was attributed to the difficulty in releasing nursing 390 
staff for training and was a common theme across sites. All training was delivered in- 391 
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person, whereas now training is more likely to be offered online, and could be self-paced 392 
which may be more accessible. The study was in a period when the UK’s NHS was expe- 393 
riencing a staffing crisis, with 50% staffing overall, so implementation of the training 394 
might have been affected. In sites and services where managers were engaged, staff were 395 
more likely to attend training and feel more comfortable with supporting stroke survivors 396 
psychologically; this was true for both stroke and NHS Talking Therapies services. A cul- 397 
ture which includes supportive management is important for implementing the interven- 398 
tion package, as in previous research [33].  399 

In one site, training was cascaded to staff who had been unable to attend, and there 400 
seemed to be an increase in skills and knowledge for providing psychological support 401 
overall, alongside a shift in care with a greater emphasis on psychological wellbeing. Cas- 402 
cade training may be an effective solution to being unable to attend the main training. 403 
However, cascade training may not allow nursing staff to receive training, e.g., in another 404 
study, where the unpredictable and persistent demand for nursing care made attendance 405 
difficult [34]. In other sites, there was less awareness of the training, pathway and manual, 406 
particularly among junior/unregistered staff, suggesting that the intervention package 407 
was not being cascaded to all staff. This indicates a challenge in sustaining the intervention 408 
package; sustainability of interventions has been a significant challenge in other 409 
healthcare settings, e.g. USA mental health care [35]. The intervention package was not 410 
well-cascaded despite the belief that psychological care was everyone’s role and respon- 411 
sibility. Staffing issues may have contributed to this, and time constraints have previously 412 
been a barrier to psychological provision post-stroke [36]; although this suggests the cul- 413 
ture of physical needs prioritised over psychological needs even after implementation of 414 
the intervention package.  415 

The manual was generally deemed beneficial and was being consistently used as a 416 
tool to guide management of psychological issues. However, there were some staff who 417 
were unaware of the manual; again, this was more common among junior staff in both 418 
stroke and NHS Talking Therapies teams. In one site, the manual was not finalised as it 419 
required signing off by an individual at executive level; the processes for introducing an- 420 
ything new in this site was a barrier for implementing this aspect of the intervention pack- 421 
age. In this site there was some confusion about what was to be implemented when; the 422 
manual was not seen as something that should be in use. This suggests an issue around 423 
ownership of the intervention package, despite the involvement of different services in its 424 
development. This is similar to other research where senior staff developed intervention 425 
ownership but this did not extend across the multidisciplinary stroke team [34]. It may be 426 
that having a local champion that could be involved practically in implementing the in- 427 
tervention package would negate the ownership issue. However, facilitation of an inter- 428 
vention by one or two individuals might be insufficient to overcome contextual factors 429 
[37] and the context and existing resources determine how the implementation could be 430 
facilitated. In studies of co-designed interventions for suicide prevention, clear communi- 431 
cation and effective team structures were found to facilitate effective implementation [38]. 432 
Although the ADOPTS study used a participatory approach, it tended to be more senior 433 
staff who participated in stakeholder meetings to develop intervention packages. Encour- 434 
aging junior staff to be involved in the development phases and facilitating the implemen- 435 
tation of intervention packages may increase their ownership of it. This approach has been 436 
used in the USA, where staff from different services and across levels of care have been 437 
successfully engaged in implementation efforts through the use of ‘innovation tourna- 438 
ments’, inviting staff to submit their ideas for implementing evidence-based practices [31]. 439 
The involvement of all stakeholders has been deemed important for effective implemen- 440 
tation of co-designed interventions for the prevention of suicide [38,39].In a future study, 441 
increased ownership of the intervention package might be facilitated through some mod- 442 
ification to the staff training, with more content relating to the overall intervention and 443 
incorporating the pathway and manual, and through the use of an alternative participa- 444 
tory design ensuring involvement of stakeholders across all roles and disciplines.  445 
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There were inter-site differences regarding access to a clinical psychologist, and even 446 
among sites with access, there were inter-site differences regarding the nature of their role. 447 
In some sites, the clinical psychologist felt their role was to enhance the capacity of the 448 
service through educating and mentoring staff with less advanced skills, increasing psy- 449 
chological support at steps 1 and 2. Already having a clinical psychologist well-known to 450 
the stroke teams allowed for greater collaboration for training and supervision and the 451 
challenge of limited clinical psychology support seemed to be better addressed through 452 
increasing education for staff by the clinical psychologist. In other sites the clinical psy- 453 
chologist felt they should be more involved in directly supporting patients and there was 454 
less investment in increasing the capacity of stroke staff. Although clinical psychology 455 
teams were known to stroke teams, the collaboration between the two could be improved, 456 
and following implementation of the intervention package there was still a feeling that 457 
specialist input was lacking. Therefore, the perceived nature of staff’s roles may play an 458 
important part in implementing the intervention package and collaboration between ser- 459 
vices.  460 

A study limitation is that it was conducted in only four sites; so findings may not 461 
generalise to other sites, and future studies could involve more sites, incorporating more 462 
service delivery models. However, the four sites differed in their stroke service delivery 463 
models, resources available, and existing links with mental health services. The differ- 464 
ences between sites might give some indication as to which challenges to implementation 465 
of a collaborative-care package might be more important to consider, in which type of site. 466 
However, this might only be applicable to UK NHS settings and more information about 467 
services and collaborative-care in other settings would be needed to identify potential im- 468 
plementation challenges and how these might be overcome. Despite this, the challenges 469 
reported here are similar to challenges reported in other healthcare settings in other coun- 470 
tries, particularly around accessing training [31,32].  471 

There were fewer post-implementation interviews conducted than pre-implementa- 472 
tion due to study time constraints as the implementation period had to be extended (as 473 
reported in the main findings paper [26]), so perspectives about the actual challenges to 474 
implementing the intervention packages may not be as comprehensive as the perceived 475 
challenges. Furthermore, post-implementation interviews with NHS Talking Therapies 476 
staff were only with those staff who had completed the training as part of the intervention 477 
package, so there is no real indication about why some NHS Talking Therapies staff did 478 
not participate in training and what the actual challenges were for NHS Talking Therapies 479 
services in implementing this aspect of the intervention package. Additionally, no post- 480 
implementation interview was conducted with a clinical psychologist aligned to a stroke 481 
team, so it is not possible to determine how the nature of their role may or may not have 482 
changed following implementation of the intervention package. The timing of the post- 483 
implementation interviews meant that it was not possible to gauge any sustained impact 484 
of the intervention packages, and how this may be related to engagement of staff at all 485 
levels. Since this study was conducted, there have been developments in NHS Talking 486 
Therapies to offer services in long term conditions, and for staff to make links with phys- 487 
ical health services, which was a key element of the ADOPTS intervention package. Future 488 
studies should take these developments into consideration in the design and implemen- 489 
tation of a collaborative care pathway, and could explore the effectiveness and cost-effec- 490 
tiveness of the intervention package. 491 

5. Conclusion 492 
The current study adds new knowledge to the literature around the barriers and fa- 493 

cilitators to implementation of a health intervention within a collaborative care pathway. 494 
The implementation of our intervention package to improve post-stroke psychological 495 
support through increased staff skills and collaborative working between services relied 496 
on the engagement of staff at all levels across all services. The nature of the investment 497 
from staff impacted on ownership of the intervention package, beliefs about priorities, 498 
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and overall enhancement of service capability. Staff engagement and investment might be 499 
increased through modification of service delivery models or use of a champion to facili- 500 
tate implementation, ultimately enhancing effective implementation of the ADOPTS in- 501 
tervention package and increasing post-stroke psychological support provision. The strat- 502 
egies proposed for effective implementation could also be applied in future studies, and 503 
in other settings, of collaboratively developed multi-faceted intervention packages. 504 
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ABI: Acquired Brain Injury service 506 

ADOPTS: Accelerating Delivery of Psychological Therapies after Stroke 507 

ESD: Early Supported Discharge 508 

HIT: High Intensity Therapist 509 

IAPT: Improving Access to Psychological Therapies 510 

MDT: Multi-disciplinary Team 511 

NHS: National Health Service 512 

PWP: Psychological Wellbeing Practitioner 513 

TDF: Theoretical Domains Framework 514 
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