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ARTICLE INFO ABSTRACT

Keywords: Objective: To embed the Living Well Toolkit package and to understand how it was implemented at each site and to
Implementation explore the experiences of users.

Person-centred Methods: The toolkit package was introduced in four rehabilitation settings using a tailored implementation process
Toolkit . . . . . . .

Communication negotiated with each site. The varied data sources were analysed drawing on directed content analysis.

Results: Clients with neurological conditions and clinicians initially weighed the merits of the toolkit package. A posi-
tive weighing up was prerequisite for deciding to use. Clinicians described considerable thought and planning to make
the toolkit package fit and flow in clinical practice. Users of the toolkit package described ways in which it shaped their
thinking.

Conclusion: Implementation of the toolkit package was a complex process for clinicians and services, involving ongoing
work to optimise its impact relative to the client and context. Clinicians and clients who used the toolkit package de-
scribed positive changes, congruent with person-centred communication.

Innovation: The Living Well Toolkit is freely available for all to use. Clinicians who used reflective and responsive think-

ing to make the toolkit package work found it provided them with a broader perspective of the client.

1. Introduction

A change in how we work with people living with neurological condi-
tion and their families is needed to address findings indicating people’s
long-term recovery and adaptation is often made difficult by a system
that struggles to deliver quality care [1-3]. Person-centred communication,
the utilisation of people’s expectations of care [4] and their strengths and
capacities [5] are frequently not translated into routine practice [2,9],
and services are often un-coordinated [6-8]. Importantly, studies have sug-
gested that relatively simple changes in how we listen to and work with
people living with a long-term neurological condition can improve their
outcomes, quality of care and assist them to take charge of their condition
resulting in improved health [9-12].

The overarching aim of the project was to operationalise three processes
(person-centred communication, harnessing of people’s strengths and re-
sources, and coordination of healthcare services across the lifespan) by de-
veloping a toolkit. In prior phases we developed and piloted the Living Well
Toolkit package [13,14] (henceforth called the toolkit package), compris-
ing two components. The first is a paper-based toolkit (Fig. 1) with three
sections ‘About me’, ‘My needs today’ and ‘People’, designed to be held by
the client and used in healthcare interactions as desired (henceforth called
‘client toolkit’). The second is a clinician’s resource that provides a

structural support for clinicians to promote a way of working consistent
with the client toolkit and the three core processes. Themes from earlier
phases of this work underpinned five key principles constructed into an ac-
ronym - ADAPT (Assume nothing, Discuss, Acknowledge client expertise,
Promote partnering, Tailor care) to guide practice (Fig. 2). This was pro-
duced as a prompt card with a central orienting question ‘Who is this person
and what do they need from me today?’ [13].

We previously piloted the toolkit package in four rehabilitation settings
to explore its utility and acceptability and related implementation processes
[14]. In brief, although the philosophy of the toolkit package resonated with
the values of clients with neurological conditions and clinicians, barriers lim-
ited the time, energy and work clinicians were able or prepared to invest, so
that uptake of the toolkit package was modest. Analysis informed revisions
to the toolkit package, including simplification of the client toolkit (Fig. 3)
and development of a training package for clinicians [14]. The training pack-
age included three modules (bronze, silver and gold), which were intended
to be interactive and reliant on discussion with and reflection from partici-
pants. Each module was a pre-requisite for subsequent modules. A series of
training videos were developed to be used in conjunction with the modules.
The refinements and training package were intended to improve sense-
making and minimise the cognitive barriers [14] to optimise implementa-
tion in a final phase (the focus of this paper).

Abbreviations: ADAPT, Assume nothing, Discuss, Acknowledge client expertise, Promote partnering, Tailor care.
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Fig. 1. Client toolkit.

1.1. Aim

The aim of this implementation phase was to embed the refined toolkit
package in routine service delivery. We wished to understand how the
toolkit package was implemented in each setting and to explore users’ expe-
riences of the toolkit package.

0 assume nothing
Q discuss

Q acknowledge expertise
Q promote partnering
@

tailor care

Fig. 2. ADAPT portion of clinician’s resource.
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2. Methods
2.1. Design

We used an acceptability-implementation hybrid design drawing on
qualitative methods [15]. Consistent with a knowledge translation ap-
proach [16], we focused on adapting the intervention to each context, iden-
tifying and promoting facilitators and assessing and responding to barriers.

2.2. Setting

We aimed to recruit six health and social services working with people
with long-term neurological conditions to implement the toolkit package
into their routine practices.

2.3. Intervention

We worked with each service to develop an implementation plan in col-
laboration with an implementation champion appointed from within the
service (Fig. 4), whose role was to promote the use of the toolkit amongst
staff. Together, we customised the toolkit package to enable integration
into existing service processes while retaining the core principles and
intended purpose of the toolkit. We offered a reflective training package
for staff at each facility [14].

In our interactions with implementation champions and clinical staff, we
emphasised the flexible nature of the toolkit package to suit the needs and
preferences of clients. We anticipated that clinical staff would routinely use
principles from the clinician’s resource to underpin their interactions and addi-
tionally would introduce the client toolkit to most of their clients. The timing
of introduction of the client toolkit was left to the discretion of clinical staff.

2.4. Participants

We aimed to recruit clients, clinicians or support workers involved in
their care and implementation champions from each setting to share their
experiences of interaction with the toolkit package.

2.4.1. Implementation champions

Each service appointed one implementation champion from the clini-
cians already working in the setting to lead the implementation of the
toolkit package and work with the research team to customise the imple-
mentation process to meet service-specific needs. They were invited to
share their experiences and reflections of the implementation process.

2.4.2. Clinicians and support workers (hereafter referred to as ‘clinicians’)

We invited all clinicians from each setting to provide feedback irrespec-
tive of their direct use of the toolkit package and/or completion of training
modules. This was because, at two of the sites, all clinicians had at least
some exposure to the toolkit package as the implementation champions
had embedded it into routine processes. We asked the implementation
champion in each setting to identify two clinicians from their setting who
were willing to additionally participate in an individual key informant in-
terview of up to 60 minutes. The implementation champions specifically
sought a clinician who had reported a positive interaction with a client re-
lated to use of the toolkit package and a clinician who had experienced
challenges when using the toolkit.

2.4.3. Clients

We aimed to recruit up to 25 consecutive consenting clients from each fa-
cility. Clients were included if they had a long-term neurological condition,
were over the age of 18 and had received healthcare services at one of the
participating facilities following implementation of the toolkit package. Cli-
ents were invited irrespective of their exposure or use of the client toolkit
as we were interested in exploring their experience of care given the potential
of the toolkit package to contribute to changes in service delivery without its
use being made explicit to clients. Clients were Invited through one of two
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About me
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The following questions may help you think about
the things you want your health professionals
to know.

The following questions may help you think about
what your needs are right now.

This question may help you think about the
significant people in your life and their role in your
health and well-being.

The most important issue for me today is:

What matters most to me about my life, my health and
wellbeing:

For example: being dole &0 drive is very imporeant. to me, T am the only
person in khe family wich g license, and T need o drive for

my job.

the kime.

Things | value when receiving health care: I need to know:

For example: I have a §ood undersanding of my condition 0 T like heakh
professiondls o involve The when they Mmake decisions dbouk My Lregement.

way I edk.

Anything else impacting my health and wellbeing today:

For example: I am having problems sleeping so therefore I feel tired dll

| can be supported with this by:
For example: Talking doouk things I could ry &0 get a becker night's sleep?

For example: Would medickion to help me sleep be a good ided?

What I'm currently doing to improve my health and wellbeing:
For example: I go for q wak once a week and I am krying ko improve the

These are the key people in my life and in what way they
support me and | support them.

For example:

Mary (Aunky) Me
She drives me to dll my
specidlist. appoinements
and keeps an eye on my

finances and that I pay 2.
my bills on times.

L help qunky by looking
afeer her 4og while she
is db work and I am ak
home 0 keep an eye
on the kids when they
come from school.

For example: I dm worried aboue my s0's behaviour de. school.

Fig. 3. Client toolkit: prompt version.

mechanisms: an invitation tab attached to the front page of the client toolkit
invited clients to contact the research team if willing to participate. For those
clients who did not receive a client toolkit, clinicians invited their participa-
tion and if willing, passed their contact details to the research team.

Clinicians who participated in informant interviews outlined above
identified clients who were also then invited to share their perspective of
the clinical interaction supported by the toolkit package.

2.5. Procedures

On completion of the training modules, services took at least three
months to embed the toolkit package into routine service delivery. Our im-
plementation coordinator (member of research team) led this process and
provided support to the service in coordination with the local implementa-
tion champion.

Implementation phases

Implementation
Champion

Planning
e Recruit implementation
champion
Plan implementation with
service
Tailor toolkit package

Training
Reflective training package

Data collection

Implementation

Client -
£l Coordinator

Clinician

Logbook

for clinicians
Bronze, silver, gold modules

Face to face / online

Embedding

Led by implementation
champion

Toolkit integrated into
service processes

Interviews and
emails

Training feedback
(after each
module)

Key informant
interviews

(includes meeting
minutes; locality
discussions;
implementation
decisions)

Questionnaires
and memos of

Surveys

client reflections

Fig. 4.

Implementation phases and related data collection.
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2.6. Data collection

We collected data from four different sources (implementation cham-
pions, clinicians, clients, implementation coordinator) in a range of formats
(Fig. 4). All data were in the written format, with the exception of inter-
views, which were audio recorded and then transcribed using intelligent
verbatim.

2.6.1. Implementation champions

The study implementation coordinator interviewed each service imple-
mentation champion at least twice for a maximum of 20 minutes per occa-
sion. The purpose was to collect information on the activities and strategies
the implementation champions adopted to support implementation, key
decisions, challenges and tensions and their general reflections on the pro-
cess. This data was supplemented by written documentation exchanged be-
tween parties relevant to the implementation process.

2.6.2. Clinicians

We invited clinicians to provide feedback about the content, relevance
and usefulness of the training modules through feedback forms. At least
three months into the embedding phase, the implementation champion dis-
tributed an online survey to all clinicians in their facility to capture accept-
ability and perceived impact of the toolkit package.

Interviews with nominated clinicians explored in-depth identified ex-
amples of toolkit use, including key features of those exemplar situations
and perceived impact on implementation.

2.6.3. Clients

All clients were invited to complete a questionnaire about their experi-
ences of interactions with their key clinician, along with an open-ended sur-
vey about their exposure to and use of the client toolkit. We used memos to
capture reflections offered by clients during survey administration.

2.6.4. Implementation coordinator

The implementation coordinator maintained a logbook to detail activi-
ties related to implementation of the toolkit package at each site. Activities
included training, meetings between researchers, implementation cham-
pion and clinical staff at localities. Meetings were scheduled prior to and
over the implementation period as needed and were specific to culture, pro-
cesses and issues at each site. The implementation coordinator was asked to
record any issues that arose, strategies employed and local decisions made.
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2.7. Analysis

We coded data from the multiple sources line by line using directed con-
tent analysis [17] to answer the two research questions: a) how was the
toolkit package implemented? and b) what are the perceptions of those ex-
posed to the toolkit package? After data familiarisation, we developed the
initial coding framework drawing on broad data categories, shown in the
appendix. We started with 31 codes, each relating to one or more of the cat-
egories. We revised and refined the codes as analysis proceeded by adding
and collapsing codes. We grouped related codes to form themes that related
to the two research questions.

3. Results

3.1. Settings

Four settings implemented the toolkit package into routine practice.
Basic characteristics of each setting are shown in Table 1. The three clinical
services each appointed an implementation champion but one, a support
agency, elected not to as the support workers had a culture of working au-
tonomously and had little contact with each other. Thus, there were three
sets of interviews from the implementation champions together with docu-
mentation related to implementation decisions at each locality. Sixteen cli-
nicians provided feedback on the training. Twelve clinicians (eight
physiotherapists, two occupational therapists, one speech language thera-
pist, one nurse) completed the online survey and three clinicians partici-
pated in interviews. Fifteen clients responded to the open-ended survey
and eight memos recorded the discussion between client participants and
the researcher. None of clients approached for an interview agreed to par-
ticipate.

3.2. Themes

We constructed three themes which represent a general sequence of in-
teraction with the toolkit package (Fig. 5). The first theme Weighing the
Merits describes the initial assessment made by clients and clinicians of
the toolkit package. A positive weighing up appeared to be a prerequisite
for Making it Work (the second theme). Clinicians described considerable
thought and planning to make the toolkit package fit and flow in service deliv-
ery. The final theme Shaping Thinking describes the changes depicted by
clients and clinicians through their use of the toolkit package. Each of these

Table 1
Characteristics of implementation settings.
Settings
Context Community rehabilitation Residential rehabilitation clinic Community rehabilitation clinic Support Agency for a specific
clinic (neurorehabilitation) (neurorehabilitation) (neurorehabilitation) neurological condition
City City Small city servicing rural surrounds City
Multidisciplinary team with Multidisciplinary team with 37 staff members Multidisciplinary team with 31 staff Charitable organisation providing
10 staff members members support via support worker visits.
1 general manager and 3 support
workers.
Training* 3 modules delivered in 3 modules delivered in 3 sessions 3 modules delivered in 3 sessions 3 modules delivered in 2 sessions
3 sessions
Attendance numbers: Attendance numbers: Attendance numbers: All four staff attended both sessions.
Bronze - 8 Bronze - 11 (module formed part of staff Bronze - 31 (all teams)
Silver -5 induction) Silver — 18 (rehabilitation team only)
Gold - 3 Silver — 19 (different staff members to bronze  Gold — 10 (same as silver module)

module)

Gold - 12 (same staff members as silver

module)

Implementation Philosophy of toolkit package Client toolkit separated into three parts and
integrated into three different established

processes. Some changes made to wording.
Although clients may have interacted with one Client toolkit not physically introduced to Individual support workers responsible
or more of the parts, they did not see client

Process was explicitly introduced in
new client welcome pack
Individual clinicians
responsible for introduction

of client toolkit toolkit in entirety

Toolkit viewed as a resource to be
issued if appropriate

Some of the content of toolkit extracted
and inserted into assessment forms,
which were compulsory for staff to use.

any clients. for introduction of client toolkit.

Notes: * For more details about the training modules, please refer to Mudge et al, 2020 [14].
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Continuum of engagement with toolkit package

Making it work

Weighing the

Shaping
merits thinking
Thought and

Fit and flow .
planning

Fig. 5. Themes related to the continuum of engagement with the toolkit package.

themes and subthemes represent decision junctures at which individuals
continue or cease interacting with the toolkit. Examples of decisions to en-
gage or not are discussed in more detail below.

3.2.1. Weighing the merits

The starting point for clinical services was recognition that the toolkit
package aligned with their philosophy of practice. This decision was usu-
ally conceptual rather than practical. Services also valued the toolkit pack-
age as a structure to support service initiatives:

‘I guess that whole idea about the client being at the centre and client making
the choices and the client being the expert and being self-managing and being
heard by the therapist and the professionals working around the client as op-
posed to the client having to fit in with the systems or the structure of how it
was done in the unit. It just fitted with what we were achieving or trying to
achieve at [our service] just working a whole lot more flexibly and not just
paying lip service to the idea of being client centred.” (Service manager)

Organisational support was critical for buy-in to implement the toolkit
package, however, was not sufficient alone to achieve buy-in. Clinicians in-
dividually assessed the toolkit package, many recognising its alignment to
person-centred care. For some clinicians this meant they did not perceive
it to be different from their current practice:

It’s not information that I think we are not covering anyway and I think that’s
probably why it’s not getting used is because we feel like we are addressing it
already. (Service provider)

In this example, the toolkit package was not perceived to add value to
the current way of working. There were other instances where it was per-
ceived to duplicate information gathered through other tools already in
use. Some clinicians viewed the toolkit package as another resource, com-
peting with other methods of supporting person-centred practice. Such re-
sponses appeared to lead to dismissal of and disengagement with the
toolkit package.

Similarly, some clients perceived there was no need for the client
toolkit, particularly if they worked with clinicians who they perceived
knew what mattered to them and with whom they had good communica-
tion. A few clients dismissed the toolkit because they did not see the toolkit
to be consistent with their personality or style of communication:

...putting pen to paper was not something I was going to do. (Client)

Although some clinicians and clients did not engage with the toolkit
package past this initial assessment point, others who found it aligned
with their thinking, were prepared to invest time and effort into making
it work. This second theme, making it work also describes services who
engaged in an ongoing process of implementation to promote the toolkit
package, encouraging and involving staff in a way that accounted for the
service context and allowed staff to progress at their own pace in adopting
new habits. Fit and flow was an important aspect of making it work and
describes the logistics and mechanics of making the toolkit package work.
Firstly, at a service level this entailed fitting the toolkit package with estab-
lished processes, timing its introduction relative to the clinical pathway,
identifying which staff member was most appropriate for introduction, as
well as more practical considerations, such as how to chop and change
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(implementation champion) the adaptable aspects of the toolkit package
to optimise uptake by clinical staff. The negotiation between each service
and the research team was tailored to the service’s needs and attempted
to be responsive to perceived barriers. Small changes to the toolkit package
and the implementation process continued throughout the course of the im-
plementation period in consultation with each service. Clinicians also con-
sidered fit and flow at an individual client level. Even though clinicians
became more familiar with the toolkit package and learnt from the imple-
mentation process, they described still having to work to make it fit and
flow for each client. This involved considering the logistics and mechanics,
such as session structure and context and the timing of introduction. In the
following quote, a clinician contrasts two different occasions of introducing
the toolkit.

Because there were discreet circumstances when it was real to introduce it
with these forthcoming significant appointments for these people; that seemed
very appropriate to use at the time to do that. Where it didn’t seem to work for
me was when I tried to introduce it cold, “Just have a think about your inter-
actions with your health professionals.” And I got a bit blanked really because
itwas like, “Where does this come from?” and I think it did feel like I was try-
ing to overlay something in addition to what we were trying to achieve on the
day for that client.

The clinician became aware that how and when she introduced the
toolkit made a difference to the client’s perception of utility of the toolkit.
Clinicians felt some pressure to get the introduction right so the toolkit
did not feel like an add-on to the session.

The other main component of making it work was thought and plan-
ning, which represents the mental work clinicians described to prepare for
use of the toolkit package clinically. Thought was also required in response
to a client’s reactions and behaviours. The data shows that clinicians consid-
ered each client and their context and used proactive, reactive and reflec-
tive aspects of clinical reasoning. Clinicians used their professional
judgement to identify optimal situations for use of the toolkit package, par-
ticularly relative to the introduction of the client toolkit. They grappled
with questions such as, Who is the ideal client? When is the best time to in-
troduce it? How do I describe it?

Yeah... so it’s kind of knowing when to introduce that [the client toolkit], be-
cause we do the same if we are doing fatigue management and then bring out
some resources on that. It’s bringing them to [the session] and, ‘This is what
we are focusing on that this session.” at this time, when they can take it in.
So, it’s weighing up not overloading them and, ‘Can they take it?’ versus,
‘It’s going to be too much for them’. (Clinician)

In coming to answers to these questions, clinicians considered aspects
such as the client’s cognitive capacity, personality, ability and context. Cli-
nicians also showed flexibility by using the questions of the client toolkit
within their sessions to test whether they had accurately judged the timing
and response of the client. While this level of clinical reasoning was pre-
dominant in the clinician data, proactive thought and planning was also
evident at a service level, for example in deciding when and how to intro-
duce the client toolkit within the continuum of care.

Clients emphasised trust as a critical factor for them to share informa-
tion with clinicians. From their perspective, trust was the important ele-
ment in making it work. As one client phrased it, ‘All depends on trust.’
Trust was also needed in those around them to keep what was written in
the client toolkit private. The paper-based medium of the client toolkit
was raised several times in relation to trust as it was perceived to be more
difficult to secure than an electronic version.

Clients and clinicians both described aspects of Shaping Thinking
through their use of the toolkit package. ‘Makes you think’ is a quote from
a client describing the impact the questions in the client toolkit had on
him and typifies what use of the toolkit package made possible for him. Cli-
ents elaborated that the questions in the client toolkit also helped clarify
their thoughts. In some cases, this triggered a focus on the future for some
clients, particularly of broader needs than health alone: ‘keeps health in
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focus but opens up more than that’ (client). Clinicians and clients perceived
that the client toolkit fostered control for clients that used it. One client ex-
plained, ‘It [the client toolkit] helps you get something positive out of it [session
with a clinician]. Clinicians described a broadening of their perspective
and a better understanding of what was important to the client and
expressed those clients who used the client toolkit were more easily able
to communicate their needs through the structure provided.

I have clients who now feel empowered to seek their own answers from their
GPs and specialists. They also question aspects of the work that I do with them
and I encourage them to do this. (Clinician)

One clinician described a client who used the client toolkit to prepare
for a needs assessment and consequently had a more positive experience
than he had previously:

I'was delighted actually and I think it was really important for this person be-
cause my impression is that they weren’t usually treated as an expert and
weren’t usually listened to and went with the flow with however the health
professional decided things were going to go. (Clinician)

In some services, the client toolkit was not visible to clients, where cli-
nicians had embedded the questions from the client toolkit into their prac-
tice instead of using the client toolkit itself. They perceived the questions
were beneficial and augmented their practice. They noted that the ques-
tions were broader than those they typically asked, which led to a better un-
derstanding of the client and their context. Clinicians particularly valued
the insight they gained into what mattered to their client. For example, a
clinician contrasted her experience when using the toolkit questions and
what that enabled, compared to her previous way of working:

... get a better idea of what the client really wanted out of their therapy as a
whole; what the end picture looked like to him, more than the impairment/
activity focused discussions we would often have [previously]. (Clinician)

Clinicians felt a more collaborative partnership was facilitated by the
toolkit package, including forging a stronger therapeutic relationship.
One implementation champion promoted the use of the toolkit package
for clinicians who expressed difficulty building rapport with clients. Clini-
cians also identified the toolkit package had reduced their use of assump-
tions and helped them build partnerships with clients. Consequently,
clinicians felt they had a better understanding of the client's values, per-
spectives and needs.

Many clinicians recognised the toolkit package resonated with their phi-
losophy of practice and as such, acted as a reminder of the importance of
person-centred practice. Clinicians gave examples of how the toolkit pack-
age provoked a heightened consciousness in clinical interactions:

I think sometimes the concepts still come up when I am doing my daily ther-
apy anyway and I notice I am more conscious with checking in with a patient
or a client about what’s the most important issue for them as opposed to just
assuming that it was just like what we’d said a few months back. (Clinician)

There was evidence that, for clinicians, the toolkit package provoked
ongoing reflective practice:

The training and the resources are extremely useful; they keep me alert to my
practice and encourage me to reflect on continuing and managing a client
centred approach with clients. (Clinician)

4. Discussion and conclusion
4.1. Discussion
Our findings indicate the toolkit package needed to pass many decision

junctures to be successfully used (Fig. 5). Initially clinicians and clients
weighed the merits and proceeded only if they anticipated some benefit.
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When clinicians decided to engage further, they demonstrated thoughtful
reflection and work to incorporate the toolkit package into routine practice
[18,19]. Most of those who did use the toolkit package, used aspects of it
rather than it in its entirety. Those who did not use the toolkit package
did not necessarily dismiss it initially or at all. For some, it was not used be-
cause of other priorities or other ways of achieving a similar result; gener-
ally careful thinking was evident in this decision process. These are
important findings as researchers often attribute low uptake and implemen-
tation challenges to clinicians and services [14,20,21], which may not do
justice to the work that clinicians, in particular, do to consider whether
and how to use a tool and then to optimise the potential of a tool for a par-
ticular client in their unique context. We recognise, however, that such a
view does not account for pre-existing assumptions clinicians may hold in
terms of for whom and under what circumstances a tool might be optimally
integrated into practice (if at all). A challenge for researchers and clinicians
implementing tools for person-centred practice is recognising that the rea-
sons clinicians may not take up these tools is nuanced. It is important to rec-
ognise clinicians as thoughtful and reflexive and motivated to make tools
work while also acknowledging that clinicians may hold inherent assump-
tions within their clinical reasoning processes [21-25] which have the po-
tential to limit who can benefit. This implementation challenge is perhaps
particular to person-centred practice where tools have the potential to
embed fixed assumptions [26], which may be problematic given the uncer-
tainties and tensions inherent in implementation [18].

Clinicians described ongoing work they needed to do to make the
toolkit fit and flow, even when using the toolkit package repeatedly. Be-
cause each client used the toolkit as best suited their needs, clinicians’ learn-
ing and experience with previous clients may have had little relevance to
subsequent clients, necessitating a high level of cognitive participation
[27,28]. Despite refinements to the toolkit package to improve coherence
[14], flexibility of use [29] remained a key feature consistent with
person-centred practice [26] but likely contributed to the sense of ongoing
work. We also recognise the range of drivers in service delivery [19], which
may have competed with implementation of the toolkit and likely added to
the work for clinicians to determine what should be prioritised for the par-
ticular context [30].

Data from individual clinicians and the implementation champions
showed evidence of reflexive practice, previously identified as a critical
step in making changes to clinical practice [12,23]. Some clinicians re-
ported positive interactions and/or outcomes with clients which they at-
tributed to use of the toolkit package. Positive experiences often act as
validation of the legitimacy of the new approach to clinicians [21-23] and
may even provide evidence to ‘sceptical’ colleagues of the merits of an inter-
vention [31], however, we did not observe this effect. This difference may
be due to modest uptake of the toolkit package, the relative isolation of cli-
nicians in two of the services due to geographical spread and structures re-
lating to contracting in the private sector.

Although the client toolkit was not widely used by clients in this imple-
mentation study, we designed the toolkit package in collaboration with cli-
ents to incorporate features that highlight client strengths and resources
and promote planning for long-term care [13] We recognise that the client
toolkit needed to be in the hands of clients for this to be achieved and we
argue that clients are in the best position to decide if, when and how to
use the toolkit [13]. We consider that making the toolkit freely available
to clients [32] gives more control to clients who wish to use such a tool.

We believe that the negotiation with each service was critical to imple-
mentation. As a research team, we underestimated the amount of time and
the extent of change required to make the toolkit package fit the needs and
processes of each setting. We have deliberately avoided making assess-
ments regarding how successful implementation was in each site for two
reasons: a) we purposefully selected diverse implementation sites. As
such, the unique and particular features of each site make comparison
across sites difficult.; and b) each site tailored implementation to ensure
fit within their service culture, needs and processes and so any pre-
conceived ideas we had about what might constitute successful implemen-
tation were challenged through the course of this research to the extent that
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it did not feel appropriate to make judgements about whether one approach
was more successful than another.

We acknowledge this study has limitations. While the pragmatic and
participatory approach to implementation was a strength in terms of
being able to attend to the unique needs of each participating service, it
led to a variability in implementation approach and reach across services
which made sampling, data collection and interpretation complex.

Although clinicians were positive about the ADAPT principles of the
toolkit package, they identified limited opportunities or need for toolkit in-
troduction to clients. Instead, the client toolkit questions were integrated
into clinical templates in one service and were produced as separate
worksheets in another. This meant that clients in these services did not
have an opportunity to engage with the full client toolkit so did not interact
with it as originally conceptualised. We believe the invisibility of the client
toolkit to clients was further compounded by our research process of using
clinical services as the mechanism to introduce the client toolkit. We ac-
knowledge this was philosophically contradictory to the intent of the
toolkit as it reinforced clinical control [12,19] precluding, for the most
part, client ownership of the toolkit (and indeed, the decision to use it, or
not).

The themes draw heavily on the experience of clinicians as limited dis-
tribution of the client toolkits to clients resulted in a small pool of potential
client participants, none of whom agreed to participate in an interview. Cli-
ent interviews would have potentially contributed to a richer understand-
ing of the client perspective than the surveys did. We recognise this as a
further unintended consequence of our research process.

4.2. Innovation

Although we conceptualised the clinician’s resource and client toolkit as
a package, these components can be used separately and are freely avail-
able [32]. Clinicians readily integrated the clinician’s resource without ref-
erence to the client toolkit, highlighting the principles can stand alone and
have the potential to shift clinicians towards a greater degree of person-
centred communication. Clinicians who used reflective and responsive
thinking to make the toolkit package work found it provided them with a
broader perspective of the client.

5. Conclusion

Implementation of the toolkit package involved many decision points
for all users. Alignment with values was needed to initially engage but
the implementation of the toolkit package was a complex process for clini-
cians and services that involved ongoing work to optimise the impact of the
toolkit package for the client and context. Clients emphasised trust as an im-
portant factor, which influenced their use. Clinicians and clients who used
the toolkit package described positive changes, congruent with person-
centred communication.
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Appendix A. Initial coding framework

Overarching categories

1. Initial implementation drivers at an organisational level
. Implementation decisions and their impact
. Factors impacting clinician engagement with the toolkit package
. Factors impacting client engagement with the client toolkit
Implementation challenges
. Perceived value and benefit to users of the toolkit package
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