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Abstract
Background: Nursing home hospital avoidance programmes have contributed to a 
reduction in unnecessary emergency transfers but a description of the core compo-
nents of the programmes has not been forthcoming. A well-operationalised health-
care programme requires clarity around core components to evaluate and replicate 
the programme. Core components are the essential functions and principles that must 
be implemented to produce expected outcomes.
Objectives: To identify the core components of a nursing home hospital avoidance 
programme by assessing how the core components identified at one nursing home 
(Site One) translated to a second nursing home (Site Two).
Methods: Data collected during the programme's implementation at Site Two were 
reviewed for evidence of how the core components named at Site One were imple-
mented at Site Two and to determine if any additional core components were evident. 
The preliminary updated core components were then shared with seven evaluators 
familiar with the hospital avoidance programme for consensus.
Results: The updated core components were agreed to include the following: Decision 
Support Tools, Advanced Clinical Skills Training, Specialist Clinical Support and 
Collaboration, Facility Policy and Procedures, Family and Care Recipient Education 
and Engagement, Culture of Staff Readiness, Supportive Executive and Facility 
Management.
Conclusion: This study launches a discussion on the need to identify hospital avoid-
ance programme core components, while providing valuable insight into how Site One 
core programme components, such as resources, education and training, clinical and 
facility support, translated to Site Two, and why modifications and additions, such as 
incorporating the programme into facility policy, family education and executive sup-
port were necessary, and the ramifications of those changes. The next step is to take 
the eight core component categories and undertake a rigorous fidelity assessment as 
part of formal process evaluation where the components can be critiqued and meas-
ured across multiple nursing home sites. The core components can then be used as 
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1  |  INTRODUC TION

Efforts to reduce hospital transfers from nursing homes has had 
some success. In the United States, where national initiatives to 
improve the quality of care and reduce unnecessary hospitalisa-
tions have been instituted, the number of transfers of nursing 
home residents with advanced illnesses have declined (McCarthy 
et al.,  2020). Similar reductions in transfers have been recognised 
internationally (Graverholt et al.,  2014), including Austria (Kada 
et al., 2017), Australia (Carter et al., 2020; Dai et al., 2021; Hullick 
et al., 2021; Testa et al., 2021). This is welcomed news because the 
hospital environment is not fully conducive to caring for older per-
sons (Parke et al., 2014). Older persons often experience delirium 
(Marcantonio,  2017), pressure injuries (Dwyer et al.,  2014), falls 
(Dolan et al., 2021) and nosocomial infections (Kaye et al., 2014) 
during hospitalisation that can lead to further medical complications 
(Creditor, 1993; Dwyer et al., 2014; Zisberg et al., 2015). In particu-
lar, physical activity, nutrition and continence care are often subop-
timal, contributing to immediate and post-hospitalisation functional 
decline in older persons (Zisberg et al.,  2015). Medication-related 
problems also arise during hospitalisation due to medication recon-
ciliation issues and the prescribing of medications that are not suit-
able for older persons (Beers Criteria Update Expert Panel, 2019). 
The risks are well noted, and efforts are underway by organisations 
such as the Geriatric Emergency Department Collaborative (GEDC) 
to improve the quality of care provided to older persons in the emer-
gency department and hospital settings (The Geriatric Emergency 
Department Collaborative, 2022).

Yet attention must still be made to avoiding unnecessary and 
inappropriate emergency hospital transfers from nursing homes 
in the first place (Lemoyne et al., 2019). Half of all nursing home 
residents are hospitalised at least once in the last year of life (Xing 
et al.,  2013). Hospitalisation is costly. The Australian Medical 
Association  (2021) estimated that during the first 6 months of 
2021 there were over 27,000 possibly avoidable hospital admis-
sions of persons from nursing homes, requiring approximately 
160,00 hospital patient days for an estimated cost $AU 312 mil-
lion. Some transfers can be avoided when programmes are in 
place that equip nursing staff with the skills and resources to iden-
tify and address risk factors (Hallgren et al.,  2016) and provide 
a higher level of care (Trahan et al., 2016). Different models of 
care for hospital avoidance programmes have been developed to 
address the high rate of emergency room visits experienced by 
older persons from nursing homes. Hospital avoidance, subacute 
care (O'Neill et al.,  2018), quality improvement and INTERACT 

(Ouslander et al.,  2014) admission avoidance (Crilly et al., 2011) 
and INTERCARE (Zúñiga et al., 2019) are just some of the names 
given to these programmes that provide specific care pathways, 
training, diagnostic equipment and communication instruction to 
expedite early detection of deteriorating health and allow for care 
to be provided in the nursing home instead of the hospital. While 

evidence-based building blocks for developing, implementing and evaluating nursing 
home hospital avoidance programmes.

K E Y W O R D S
aged, hospitals, nursing homes, process assessment, health care, skilled nursing facilities̀

SUMMARY STATEMENT OF IMPLICATIONS FOR 
PRACTICE

What does this research add to existing knowledge 
of gerontology?

•	 This research fills a gap in the literature by describing 
the core components of a nursing home hospital avoid-
ance programme and their importance.

•	 This research provides insight into how a nursing home 
programme was adapted to suit local culture at a second 
site and the impact this had on the programme's core 
components.

What are the implications of this new knowledge 
for nursing care with older people?

•	 Attention and resources will be directed towards the 
core components of hospital avoidance programmes 
that are needed to successfully keep nursing home resi-
dents with deteriorating health out of the hospital.

•	 Nursing home nurses will reimagine their roles and the 
level of care provided when an evidence-based hospital 
avoidance programme is introduced.

How could the findings be used to influence policy 
or practice or research or education?

•	 The findings will bring awareness to the importance of 
identifying the core components of a hospital avoidance 
programme, especially if the programme is to be avail-
able at different locations.

•	 The findings will initiate a discussion and further re-
search around the core components of a hospital avoid-
ance programme.

•	 The findings will provide a framework for replicating and 
comparing hospital avoidance programmes.
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these types of programmes all aim to reduce unnecessary hospital 
transfers and some have reported success, the extent to which 
the core components of these programmes are similar or differ 
is not well defined or understood, making comparisons between 
programmes with positive or negative outcomes difficult to as-
sess. Core components are ‘the essential functions and principles 
that define the programme and are judged as being necessary to 
produce outcomes in a typical service setting and the associated 
elements and intervention activities’ (Blase & Fixsen, 2013, p.3).

A widely recognised and reported programme that aims to re-
duce unnecessary hospitalisations is the U.S. based Interventions 
to Reduce Acute Care Transfers INTERACT II quality improvement 
programme that trains and supports nursing home staff in early 
identification of health problems (Ouslander et al., 2014). The pro-
gramme includes corporate and facility leadership education, nurs-
ing staff education, communication tools, care paths and advance 
care planning tools (Ouslander et al.,  2014). Nursing homes that 
utilised INTERACT II reported up to a 24% reduction in hospitalisa-
tions (Ouslander et al., 2011). However, a later study involving 85 
nursing homes determined that the training and support provided 
by the programme did not result in a statistically significant effect on 
transfers or hospitalisations (Kane et al., 2017). The authors ques-
tioned whether programme delivery differences across the different 
nursing homes may have been a factor and the extent of support 
and training may have been insufficient (Kane et al., 2017). This lack 
of consistency and interpretation of the delivery of the components 
are the reason why the core components of a hospital programme, 
and how they should be delivered, is needed to achieve the expected 
outcome of a reduction in unnecessary hospitalisations.

When a programme is introduced to reduce hospital transfers 
in a residential nursing home, a clear understanding of the core 
components will help to ensure limited and appropriate resources 
are properly allocated towards these items and outcomes accu-
rately interpreted (Blase & Fixsen, 2013). If adaptations to the core 
components are made to suit the local context they need to be de-
scribed and evaluated to determine if they have had either a posi-
tive or negative impact on the programme's success or effectiveness 
(Augustsson et al., 2015; Pérez et al., 2016). The evaluation may lead 
to amendments to the core components. Thus, identification of the 
core components has a wider application to not only an aid in com-
paring the programmes but in the development of best practices.

This article reports on an opportunity to formulate a list of the 
core components of a nursing-home-driven hospital avoidance pro-
gramme by assessing how an initial list of core components iden-
tified at one nursing home (Site One) was translated to a second 
nursing home (Site Two).

1.1  |  Background on the Programme

In 2013, nursing and managerial staff at Site One, a 94-bed nurs-
ing home in regional Queensland, Australia, with input from other 
healthcare professionals in the community, developed a pilot hospital 

avoidance programme named the Sub Acute Care Programme, which 
will be herewith referred to as the Programme. The nursing home 
managers identified a high number of hospital transfers were occur-
ring and received funding to develop a model of care for delivering 
subacute care within the nursing home. Subacute care within the 
study setting was defined as a point when the resident requires ‘…
more intensive treatments, interventions and frequent assessment 
for a complex condition that does not require hospitalisation’ (Dwyer 
et al., 2017). The Programme aimed to prevent potentially avoidable 
transfers of older persons to hospital and to decrease length of hos-
pital stay for residents admitted. The Programme sought to achieve 
this by upskilling and empowering nursing staff with the required 
resources to detect and act upon signs of deteriorating health. The 
Programme employed a three-step ‘traffic light’ system to detect, 
assess and treat common clinical conditions known to lead to hospi-
talisation of nursing home residents.

The Theory of Planned Behaviour served as the theoretical 
framework for the evaluation of the Programme and helped to gauge 
nursing staff response to the change in practice (Ajzen, 1991). After 
reviewing research on similar programmes and reflecting on their 
own experience, the Programme developers identified the core 
components of the programme prior to the Programme's launch. 
These core components are described in Table 1.

Outcome measures of the success of the Programme included 
pre- and post-comparisons of medical record data on rates of hos-
pital admissions, length of hospital stay, the number of residents 
receiving sub-acute care and staff engagement. Subsequent to the 
introduction of the Programme at study Site One, there was a sta-
tistically significant increase in the frequency of subacute care de-
livered by nursing staff, and decreased number of hospital transfers 
and length of hospital stays (Parkinson et al., 2015). Data from focus 
group interviews indicated nursing staff believed that they bene-
fitted from the structure and support provided by the Programme 
(O'Neill et al., 2017; Parkinson et al., 2015). The structure and sup-
port provided in the Programme helped nursing staff to detect signs 
of deterioration of the resident early and to respond appropriately 
(O'Neill et al., 2017). Nursing staff had a significantly more positive 
attitude towards early detection of deteriorating resident health and 
provision of sub-acute care after the introduction of the Programme 
(O'Neill et al., 2018).

Given these successes, the Programme was subsequently im-
plemented at a second affiliated nursing home (Site Two), with 
one objective being to evaluate how the core components of the 
Program were translated from one site to the next. During the first 
year after implementation of the Programme at Site Two, 112 sub-
acute episodes were recorded, hospital admissions were reduced 
by 19% and there was a 31% reduction in length of hospital stay 
(Carter et al., 2020). The Programme is currently being implemented 
and evaluated across 12 nursing homes as part of an Australian 
government initiative to reduce unnecessary hospitalisation of 
nursing home residents (Australian Government Department of 
Health, 2019). Given the evidence that the Programme has achieved 
the expected outcomes and to facilitate successful replication/
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scalability of the Programme at subsequent sites, confirmation of 
the core components is required.

Thus, the aim of this study was to clarify the core components 
of the Programme by examining the core components as they were 
translated from Site One to Site Two. Research questions asked were 
as follows:

1.	 What adaptations were made to the Site One core components?
2.	 Were the adaptations perceived to have a positive or negative 
impact?

3.	 Should any adaptations or additions be integrated into the core 
components?

1.2  |  Design

Identification of the core components was just one area of focus 
during the year-long evaluation of the implementation of the 
Programme at Site Two. The researchers adopted a pragmatic action 
research approach that followed a Plan, Do, Study, Act cycle, which 
is an iterative four-stage model used to guide implementation and 
evaluation of quality improvement initiatives in healthcare (Taylor 
et al., 2014). The research coordinator organised monthly meetings, 
and the data were collected from these meetings, as well as from 
interviews, reflections, training sessions and site visits that were un-
dertaken throughout the year to discuss and review the implementa-
tion process. The frequent meetings and reviews of the process lead 
to actions being taken to further facilitate the Programme's integra-
tion into Site Two.

To further facilitate the implementation process and organise 
the data collected, the integrated version of the Promoting Action 
on Research Implementation in Health Services framework, referred 
to as the i-PARIHS framework, was utilised (Harvey & Kitson, 2016). 
The theoretical antecedents of i-PARIHS focus on what is being 
implemented, who is targeted, the characteristics of the imple-
mentation site and the implementation process itself (Harvey & 
Kitson, 2016).

1.3  |  Study setting and participants

Site One and Site Two are owned by the same regional not-for-profit 
aged care provider but are located in two geographically distant 
areas of regional Queensland, Australia. The differences between 
the two sites are outlined in Table 2. A key difference between the 
two sites was the availability of medical support. Site One had ac-
cess to affiliated General Physicians (GPs) plus hospital-based Nurse 
Practitioners (NPs) and eventually their own NP; while Site Two did 
not have this level of support and relied on GPs affiliated with the 
facility. Clinical lead nurses were assigned to provide clinical guid-
ance around the Programme at both sites when the programme was 
introduced.

Participants in the overall implementation study included 
the members of the nursing home staff and external research-
ers. The researchers were invited by the manager to participate 
in the implementation of the Programme because of their re-
search expertise and ability to provide an objective evaluation 
of the Programme. The participants' input is documented in the 

Initial Programme 
Core components Operational description of the components

Decision support tools RADD index™: A flip-chart guide to help staff identify and proactively 
manage changes in a resident's condition related to eight 
conditions.

Resident Early Warning Observation chart: Resident observation chart, 
track and trigger tool for documenting vital signs

SBAR (Situation, Background, Assessment, Recommendation) 
Communication tool

Advanced Care Planning

Clinical Management Guidelines: Urinary Tract Infection, chest pain, 
dyspnoea, constipation delirium, dehydration, falls, palliative care

Advanced Clinical Policies & Procedures

Advanced clinical 
skills training

Initial mandatory face-to-face workshops on: Sub Acute Programme, 
tools and resources, new equipment; and eight conditions 
that commonly lead to hospitalisation: urinary tract infection, 
chest pain, dyspnoea, constipation, delirium, dehydration, falls, 
palliative care

Specialist clinical 
support and 
collaboration

Access to clinical support from medical personnel Health Specialist 
In-Reach team; Clinical lead Nurses; Nurse Practitioner; 
Geriatrician; Wound Specialist; Clinical Champions

Diagnostic medical 
equipment

Diagnostic equipment not typically found in nursing home setting 
that can be used to assess and manage clinical deterioration

TA B L E  1 Site One Programme core 
components
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various data collected from the implementation team meetings, 
interviews, reflections and focus groups. The seven participants 
conducting the evaluation of the core components were purpose-
fully chosen by the research coordinator because of their in-depth 
knowledge of the implementation process and evaluation of the 
Programme at both sites and are referred to as the evaluators. The 
evaluators include three external researchers and four nursing 
home staff. Table  3 further describes the participants and their 
roles including the following: nursing home staff, involvement in 
the implementation process, serving as external researchers or 

evaluators and whether or not their input was collected during the 
implementation process and included in the data set.

1.4  |  Ethical considerations

The University Human Research Ethics Committee approved 
this research (H14/01–012). Participation was voluntary. Signed 
consent forms were obtained from the primary subjects and the 
evaluators.

TA B L E  2 Demographic comparison of Site One and Site Two

Features Site One Site Two

Community Population (2016) 49,573 (Australian Bureau of Statistics, 2016) 51,102 (Australian Bureau of Statistics, 2017)

Number of beds 94 95

Medical support providers Residential Aged Care hospital outreach team 
comprising; hospital-based nurse practitioners, 
General Practitioners serving nursing home 
population, a Nurse Practitioner on staff (midway 
through pilot introduction)

General Practitioners serving nursing home 
population.

Abbreviations: AU, Australia; QLD, Queensland.

TA B L E  3 Participant roles and credentials

Credentials Nursing home staff
Involved in 
implementation process

External 
researchers

Included in data 
set Evaluator

PhD, RN x x x x

PhD x x x x

PhD, RN x x x x

PhD Candidate, RN x x x

Manager, RN x x x x

Chief Clinical Officer, RN x x x x

Facilities Manager, RN x x x x

RN, NP x x x x

PhD, Health economist x x x

Clinical Nurse, RN x x x

Clinical Nurse Manager, RN x x x

Senior Research Fellow, 
Implementation Scientist, 
RN

x x x

Senior Research Fellow, 
Health Economics

x x x

Research Project Manager x x x

Professor, Health Economics, 
PhD

x x x

Professorial Research Fellow, 
RN

x x x

2 RNs, 3 ENs, 3AINs, 1 
Speech clinician

x x

Abbreviations: AIN, Assistant in Nursing; EN, Enrolled nurse; NP, Nurse Practitioner; PhD, Doctor of Philosophy; RN, Registered Nurse.
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2  |  MATERIAL S AND METHODS

Data were collected over the course of one year during the imple-
mentation of the Programme at Site Two. Consistent with the prag-
matic actions approach (Taylor et al., 2014), various modes of data 
were collected to document the implementation process. Table 4 de-
scribes the data collection methods from the implementation team 
meetings, participant interviews/focus groups, reflections and staff 
surveys that provided a rich history of the implementation process 
and the insight into how the Programme core components were 
translated to the second site.

The data from these sources were collected and organised using the 
i-PARIHS framework by the research coordinator. Given the vast amount 
of data collected in Step One, illustrative concepts and summaries were 
used to describe the findings. Figure 1 illustrates the five steps followed 
in the data assembly and analysis process for purposes of this study.

2.1  |  Step One

Summaries from all sources of data were categorised consistent with 
the i-PARIHS framework for successful implementation: innovation, 

recipients, facilitation and context (Harvey & Kitson,  2015; See 
Table 5).

2.2  |  Step Two

Using the initial Core Components from Site One as a framework, 
the research coordinator independently reviewed the i-PARIHS 
framed data and extracted references to Site One core components 
and sought to identify if there were any additional components of 
the Programme that emerged as being essential to the Programme's 
success.

2.3  |  Step Three

After reviewing the results of Step Two, the research coordina-
tor followed a three-step assessment approach provided by Pérez 
et al.  (2016) to assess the initial core components and how these 
translated to Site Two. The components were defined by whether 
they had been implemented, not implemented or if there had been 
any omissions, modifications, or additions and their perceived 

TA B L E  4 Description of data collection methods

Team meetings 
(n = 44)

Monthly team meetings were recorded and transcribed as a valuable source of project process information. All team 
meetings began with an open reflection on activities and progress report by all team members to capture important 
data. This data were used to guide the implementation process. The three teams were as follows: Health economics 
group, research group, implementation group

Participant 
interviews / 
focus groups 
(n = 17)

Qualitative interviews were undertaken with external and internal facilitators, staff and resident family to identify past 
relevant experiences, and barriers and facilitators to the programme.

Questions included:
Who do you think is going to be most affected by (the Programme)? How do you think (the Programme) will fit into (this 
facility)?

Who will most likely accept it? Resist?
Will it require significant changes in the current system of delivery of care? Will it present a challenge to people's ways of 
thinking?

Will it enhance the resident experience?
Could it introduce greater efficiency in the provision of care?
Who are the formal and informal leaders? Do they support the changes? Are they providing motivation and support?
Do you think the current culture supports innovation and change? Why?
What is your past experience of introducing changes? Any training in project implementation? What mechanisms are in 
place to support learning and embedding changes into routine practice?

Reflections (n = 6) Similar to the team meeting open reflections, team members were asked to provide reflection on events, site visits and 
activities they attended. A guide was provided that included questions based on the Gibb's model of reflection that 
included:

•	 Describe the situation or issue.
•	 What were your feelings and how did you react?
•	 What was good and bad about the situation or experience?
•	 What sense did you make of the experience?
•	 What have you learnt from reflecting on this experience?
•	 What would you suggest be done differently?
•	 Any other thoughts? Recommendations?

Staff surveys A pre-program 20-question survey adapted from the Readiness to Change Assessment (ORCA) and the Alberta Context 
Tool and Context Assessment List was made available to the nursing home staff to provide insight into the context 
within which the programme was about to be introduced by assessing organisational culture, leadership and staff 
perceptions related to learning and evaluation. Using a Likert scale, the questions assessed 3 categories: Evaluation, 
Leadership and Culture. Simple descriptive statistics were generated for the pre-programme survey responses.
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impact, either negative or positive and also any perceptions of the 
balance between adaptation and adherence (Pérez et al., 2016). This 
step addresses the research questions.

2.4  |  Step Four

A list of the refined core components was assembled.

2.5  |  Step Five

To check the credibility of the refined core components, a Core 
Component Credibility Survey was developed and emailed to the 
seven evaluators. The survey listed the identified core components 
and included columns for evaluators to agree or disagree that the 
items listed are core components. Respondents were invited to 
add comments or suggest other items. The survey sought to vali-
date the accuracy of the core components and to determine if the 
evaluators believed they corroborated their experiences (Lincoln & 
Guba, 1985). The survey was available for two weeks. Using a con-
sensus approach, the responses were then discussed by the evalua-
tors to confirm the final refined core components.

3  |  RESULTS

Table 6 illustrates Step Three and how the components were op-
erationalised, delivered and implemented at Sites One and Two, and 
lists the core items at each site. All four categories of the initial core 

components were operationalised at Site Two; however, due to the 
contextual differences between sites, not all Site One core compo-
nents items were readily translated to Site Two and some required 
modifications. These modifications were consistent with the plan, 
do, study act cycle (Taylor et al., 2014) and were made at the discre-
tion of the Site Two on-site facilitators who lead the Programme im-
plementation due to their local operational knowledge. Of the nine 
specific operational components (column 2, Table 6), two were not 
introduced, seven were implemented, with all requiring some ele-
ment of modification; four new core component categories were 
added (column 1, Table 6). The core items added included: facility 
policy and procedures; family and care recipient education and en-
gagement; culture of staff readiness; supportive executive and facil-
ity management.

Table 7 presents the refined core components, including optional 
components, of the Programme agreed upon by the seven evalua-
tors responding to the Core Component Credibility Survey. These 
items are viewed by the evaluators as essential to the hospital avoid-
ance programme to produce the expected outcome of a reduction in 
unnecessary hospitalisations.

3.1  |  Learnings about modifying core components

Consistent with the i-PARHIS framework, modifications to a pro-
gramme may be necessary to address local contextual needs (Kitson 
& Harvey, 2016). To accommodate the local cultural context, modi-
fications were made to the Programme both prior to the programme 
launch at Site Two and during the implementation phase (Table 6). 
The Site Two implementation teams' reflections and the subsequent 
modifications provided insight into local culture, why adaptations oc-
curred and how such changes influenced full Programme implemen-
tation and adoption. In Research Meeting #44, a senior researcher 
stated: ‘In hindsight, all this is about fidelity. You don't know it until 
you run it twice. You can assume what the core elements are and put 
that in place at the next site. You allow for adaptability. You engage 
those stakeholders at the new site and let them make some deci-
sions, yet you didn't know the core elements needed to really be the 
core elements until you tried it at another place’.

As an example, at Site One a suite of decision-support tools was 
developed to guide nursing staff in identifying and responding to 
signs of deteriorating health. One of the main tools was an evidence-
based Resident Early Warning Observation chart designed to assist 

F I G U R E  1 Overview of the five-step data collection and analysis process

Step One
Organize data from 

transcripts, team 
meetings, 
participant 

interviews, focus 
groups, survey and 

reflections

Step Two
Review and extract 
references to pilot 

program core 
components and 
items considered 

essential  for 
positive outcomes

Step Three
Determine if 

components were 
implemented, not 

implemented, 
modified or if 

components were 
added

Step Four
Compile list of 
refined core 
components 

Step Five
Gain consensus 

amongst evaluators 
on  list of refined 
core components 

with team

TA B L E  5 Categories of the i-PARIHS framework 
(Harvey & Kitson, 2015)

Innovation How the evidence is adapted in diverse ways to suit 
a particular situation.

Recipients People affected by and who influence 
implementation at both the individual and 
collective team level.

Facilitation Concerns the role of the facilitators and the 
facilitation process.

Context Expressed as the different contextual layers 
including micro-, meso- and macro-context level 
that act to aid or inhibit implementation.
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staff in recognising, interpreting and initiating a response to a resi-
dent's deteriorating health. This chart is a track and trigger tool for 
documenting vital signs. Site Two did not initially adopt this chart 
because a traditional general observation chart was already in place 
for documenting vital signs and additional documentation, albeit an 
evidence-based early warning observation chart, was perceived to 
be neither warranted nor welcomed. With time and further educa-
tion on how these charts track trends and help detect early signs of 
clinical deterioration, the Resident Early Warning Observation chart 
was introduced along with a site-specific policy on when and how to 
use it. Hence, the existing system for documenting vital signs did not 
change but this tool was added and was reinforced as being a core 
component.

Another area where modifications were made and then later cor-
rected was clinical skills training. Site One had an initial mandatory 
full day, face-to-face training session for nursing staff that covered 
all aspects of the Programme, including the decision-support tools 
and eight conditions that typically lead to hospitalisation. At Site 
Two, clinical skills training was delivered as a series of ‘on the job’ and 
‘point of care’ training sessions. These staggered training sessions 
were organised on an as-needed basis or as new equipment arrived. 

Our study found this latter approach to be less effective in changing 
staff behaviour and supporting timely recognition of clinical deteri-
oration. Training was more focused on operating the equipment ver-
sus the overall objective, which was the early recognition of clinical 
deterioration and resident safety.

Approximately five months following the commencement of the 
Programme at the Site Two, an external facilitator noted that study 
site staff categorisation of ‘subacute cases’ recorded in the admin-
istrative data was not consistent with the Programme's definition. 
Because nursing staff had been detecting and responding to deteri-
orating health prior to the programme's implementation, and there 
were protocols and practices already in place, it was difficult for the 
nursing staff to grasp what was meant by subacute care versus reg-
ular care for health problems. In Health Economics Meeting (#28) 
the Manager, RN reported that in a review of the data nurses were 
entering all cases into the database and not clarifying which ones 
were subacute care versus regular incidents:

(Nurses) should be reporting on only those residents 
that they are actually providing more advanced care 
than previously. What they were doing was putting 
all the falls in and not really doing anything more. … 
They just did their obs (vital signs) and that was it. Had 
to provide more advanced clinical care than observa-
tions. Not just same old same old. … If monitoring or 
doing ECG then it would be subacute.

Steps were immediately taken to address the misunderstand-
ing. The implementation and research teams determined the misun-
derstanding could have been avoided if the decision-support tools 
and a mandatory intensive training session had occurred prior to the 
Programme's launch during the mandatory face-to-face training, as 
had occurred at Site One.

In Meeting #44, Manager RN said: ‘We did full day intensive 
training up front at (Site One) and offered that at (Site Two) but 
they weren't keen at the time’. It was agreed during that discussion 
that mandatory, up front intensive training would help to ensure 
that nursing staff were well educated in early detection around 
specific conditions and had a clear understanding as to what sub-
acute care is and that it required a higher level of clinical care than 
had been previously provided. Therefore, because of this incident, 
and recognition that it might happen at other nursing homes, ini-
tial mandatory face-to-face training was reinforced as a core com-
ponent. This incident also highlighted the need for assessing the 
nursing staff readiness and willingness to change their views on 
how care is delivered in the nursing home. Nursing staff need to 
recognise the change in their roles and responsibilities in recognis-
ing and responding to early signs of deteriorating health amongst 
the residents.

The implementation and research teams recognised early that 
the level of clinical support available at Site Two differed from Site 
One. Therefore, they knew they had to identify and work with ex-
isting stakeholders and formulate modifications to suit the local 

TA B L E  7 Refined core components of the Programme

Decision Support tools

--Clinical decision-making guidelines for managing acute 
deterioration

--Track and trigger tool to monitor vital signs

--Use of standard communication tool (such as SBAR)

Advanced clinical skills training

--Initial mandatory face-to-face training on early identification of 
deterioration and response (around main conditions leading to 
hospital transfers)

--Clear definition and description of subacute and subacute care 
requirements

--Training on clinical management of conditions identified as likely 
to result in hospitalisation (i.e. UTIs, chest pain, falls, delirium, 
dehydration, dyspnoea, palliative care, constipation)

Specialist clinical support and collaboration

--Knowledgeable and enthusiastic on-site clinical leader(s)

--Clinical Champions (optional)

--External stakeholders' engagement and support (i.e. GPs, NPs, 
GP Practice Nurses, RAC team)

Diagnostic medical equipment (i.e. bladder scanners, ECG machines, 
vital sign monitors) (optional)

Facility policy and procedures on early identification of 
deteriorating health and providing subacute care

Culture of staff readiness to change

Supportive executive and facility management

Family and care recipient education and engagement around 
subacute programme

Abbreviations: ECG, Electrocardiogram; GP, General Physician; NPs, 
Nurse Practitioner; RAC, Residential Aged Care; SBAR, Situation, 
Background, Assessment, Recommendation (communication tool); UTI, 
urinary tract infection.
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model of care. At Site One, access to clinical support was available 
from health care providers within an outreach team, clinical lead 
nurses, a nurse practitioner, General Practitioners (GPs) and Clinical 
Champions; whereas Site Two relied solely on GPs affiliated with the 
nursing home for support and guidance. Because first contact with 
the GPs was through the nursing staff at the GP's office, the clinical 
nurse leads and site manager took steps to engage this cohort with 
the Programme. In the process, they uncovered a gap in the commu-
nication between the GP and nursing home and collaboratively de-
veloped a fax form to alert the GP office that the nursing home had 
a resident with deteriorating health in need of immediate attention. 
Through this exercise, it became clear that specialist clinical support 
and collaboration is site specific, and stakeholders need to be identi-
fied and engaged to support positive outcomes.

There was also disagreement during implementation at Site 
Two over inclusion of clinical implementation leaders, which we 
labelled as ‘Clinical Champions’, as core components. The Clinical 
Champions at Site One were selected by management from the 
nursing staff and provided with additional training to lead and sup-
port the nursing staff during the introduction of the Programme. 
Site Two opted not to assign Clinical Champions. In an interview, 
the NP, RN noted ‘We learned (at Site One) the Champions did not 
work because it was too easy for the staff to pass care onto the 
Champions’. During discussion, the evaluators felt that the Clinical 
Champions would have played an important role in supporting the 
clinical nurse leads at the Site Two and should be considered an 
optional core item for future sites. The comments below support 
this recommendation:

In meeting #23, CCO, RN said: ‘Champs drove the programme 
(at Site One) initially. We questioned the benefits. Hearing here I'm 
thinking they were a critical success factor’.

Meeting #24 – Manager, RN – ‘In original project we had really 
strong clinical leadership. What I'm seeing is we need to have that. 
Without, you're not seeing the change happen that you would ex-
pect to happen’.

The diagnostic medical equipment called for as part of the 
Programme (electrocardiogram machine, bladder scanner, infu-
sion pumps, pulse oximeters and vital sign monitors) are not typi-
cally found in the nursing home setting. Unlike Site One, where the 
equipment was introduced up front, the equipment at Site Two was 
introduced at different stages of implementation with training on 
how to use the equipment. Diagnostic equipment was valued core 
components at Site One; however, the evaluators recognised that 
diagnostic medical equipment is expensive and therefore may not 
be an option for some nursing homes. Therefore, it was decided 
that the equipment should be an optional core component. On the 
responses to the Core Component Credibility Survey, an evaluator 
noted: ‘Whilst the diagnostic equipment can aid the decision-making 
process, the costs may be prohibitive for some facilities. The key is 
for staff to be skilled and confident in clinical assessment to iden-
tify and assess changes early, for observations to be monitored and 
tracked, GP notified, a timely response from the GP and early inter-
ventions and management of deterioration’.

Furthermore, four core components were added after imple-
mentation and review at Site Two. The first was the inclusion of the 
Programme in the facility policy and procedures. Staff needed as-
surance that the practice changes around providing subacute care in 
the nursing home were supported by documented policy and proce-
dures. A policy outlining the requirements for staff providing care to 
residents receiving Subacute Care was adopted. It outlined: defini-
tions of terms roles, policy and procedures. The second addition was 
a culture of readiness to change.

At Site One, there was a recognition that all levels of staff need 
to be willing to embrace change in practice and that managers in 
particular must fully support the programme; however, these items 
were not listed as being core components until their value was rein-
forced throughout discussions around the implementation process 
at Site Two. At Site Two, consenting staff completed a survey based 
on the Organisational Readiness to Change Assessment (ORCA; 
Humphreys et al., 2012) prior to the introduction of the Programme 
to assess their willingness to change their practice. The survey re-
sults showed that the staff felt the nursing home was ready to un-
dertake the intervention. This step was viewed as key to determining 
whether efforts to change practice would be embraced by the staff 
and should be considered prior to the introduction of any new pro-
gramme. The third added core component was family and care recip-
ient education and engagement. Nursing home residents and their 
family members are often involved in hospital transfer decisions and 
have the power to insist that a transfer takes place when a resident 
is unwell (O'Neill et al., 2015). This power struggle between what the 
family wants and what the healthcare providers perceive is needed 
often leaves the nursing staff feeling powerless (O'Neill et al., 2015). 
Therefore, the evaluators agreed family members had to feel confi-
dent that the care available in the nursing home is appropriate and 
comparable to what their loved one would receive in the hospital 
setting. A brochure was created at Site Two to provide information 
to family members and residents regarding the higher-level of care 
available. Staff also talked about the programme at family meet-
ings. This component was seen as requisite for positive programme 
outcomes.

4  |  DISCUSSION

The process of identifying the core components of this novel nurs-
ing home hospital avoidance programme serves to bring attention to 
the need to identify core components, so that similar programmes 
can be evaluated and compared to establish best practices. This pilot 
study clarified essential core components and provided valuable in-
sights into how the core components were translated, why modi-
fications were necessary and the ramifications of those changes. 
The appraisal captured information about the components from a 
variety of perspectives over the course of a year-long study, result-
ing in a better understanding of the challenges of programme im-
plementation and the importance of future monitoring around the 
core components. Similar to the findings of Östlund et al.  (2015), 
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consideration of the core components led to a deeper understand-
ing and knowledge of the Programme. Adaptations to the original 
core components were perceived to be both positive and negative. 
Some of the adaptations led to strengthening aspects of the core 
components. The evaluation also helped identify core components 
that were initially overlooked and reinforced why this type of evalu-
ation is valuable.

It was also clear from this evaluation that although both facilities 
were operated by the same nursing home company, there were con-
siderable differences in available human and non-human resources 
between sites. Some of the differences were not evident until well 
after the programme was launched. This highlights the need to fully 
assess the resources available before introducing a programme to 
ensure the outcome expectations can be achieved. We refer again 
here to the INTERACT reference in the introduction where pro-
gramme outcomes were not achieved across 85 nursing home sites 
and a possible barrier included scarce resources (Kane et al., 2017). 
In this study, we were aware of some of the differences in resources 
and expectations between the two sites before we launched the 
Programme at Site Two and determined that allowing the differ-
ences to unfold would help us to better understand the programme 
and the core components. As a result, one of the key learnings from 
our study was that the timing and content of the advanced clinical 
skills training should not be compromised.

Because nursing home nurses are already involved in detection 
of deteriorating health and response, there needs to be a clear un-
derstanding from the start that the adoption of a hospital avoid-
ance programme requires the earliest detection and a higher level 
of resident care. This awareness is best achieved if the definition 
of subacute is clearly described, and training is provided on early 
detection and the expected higher level of care prior to launching 
the programme. Nurses, in particular, must be clear on the higher-
level care requirements and responsibilities assigned when a new 
programme is introduced (Carusone et al., 2006). Furthermore, ac-
cess to a clinical nurse lead who is available to answer questions and 
concerns about unwell residents can improve nursing staff knowl-
edge and clinical skills during the transition (Carusone et al., 2006). 
INTERCARE assigns a nurse to this role (Zúñiga et al.,  2019). We 
concur that this role is important and should be viewed as a core 
component. This is an example of where definition of the roles and 
responsibilities of this lead person would be helpful in evaluating 
their contribution across different hospital avoidance programmes.

Another important learning from this study was the impor-
tance of informing and engaging families and care recipients in the 
Programme. Families play a key role in resident care and deciding 
on whether care should be provided at a hospital versus the nurs-
ing home and this power influences nursing practice and decision-
making (O'Neill et al., 2015). Family decision makers benefit from 
interventions that are inclusive (Carnahan et al., 2017). Nurses need 
to include families in patient care (Aerens et al., 2021). Participation 
will help families feel confident that the higher level of care available 
in the nursing home is safe and appropriate. Thus, family and care 

recipient education and engagement should be an essential core 
component in a hospital avoidance programme.

Finally, the pragmatic action research approach used in this study 
reinforces the need to monitor and evaluate a programme during 
its implementation and to measure its effectiveness. This step is re-
quired to build evidence-based practices.

4.1  |  Limitations

The evaluation of the translation of the core components of this hos-
pital avoidance programme from Site One to Site Two was complex 
because many factors were evaluated during the implementation 
process, including the process itself. This study included monthly 
meetings and reflections amongst a diverse team of researchers, 
nursing home staff and programme implementation experts. We un-
derstand the limitations of using internal evaluators but believe their 
conclusions were evidence-based and guided by the learnings from 
the implementation process. Nursing home residents and their fam-
ily members were made aware of the programme, but we recognise 
their inclusion in the planning and implementation would have been 
an asset to the overall programme.

5  |  CONCLUSIONS

Hospital avoidance programmes are needed to prevent unneces-
sary emergency transfers from nursing homes. The Programme is 
a nursing-home initiated hospital avoidance programme that has re-
duced hospital transfers and length of hospital stays. Implementing 
the Programme at a second site provided an opportunity to refine 
and strengthen the core components of the programme. In the pro-
cess, some of the challenges of programme implementation and ad-
aptation to suit local context have been identified. The foundational 
core components of a successful hospital avoidance programme 
have been determined to be: decision-support tools, advanced clini-
cals skills training, specialist clinical support and collaboration, facil-
ity policies and procedures, family education, a culture of readiness 
to change and supportive executive and facility management. The 
next step is to take these core components and undertake a rigorous 
fidelity assessment as part of a formal process evaluation where the 
components can be critiqued and measured across multiple nursing 
home sites in order to solidify the core components.
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