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Establishing and evaluating a quality
improvement collaborative to address
hospital to home transitions for

older people

Kate Laver," Elizabeth Lynch,? Jesmin Rupa,’ Carmel Mcnamara,? Maria Crotty,’
Gillian Harvey,? STAAR-SA Study Collaborators

ABSTRACT

Introduction Hospital use increases with age. Older
people and their families have reported poor experiences
of care at the time of discharge home from hospital. As
part of a larger project, we established and evaluated a
quality improvement collaborative to address hospital to
home transitions for older people.

Methods We convened an expert panel of 34
stakeholders to identify modifiable issues in the hospital-
home transition period. We established a collaborative
involving health professionals across a range of agencies
working to common goals. Teams were supported by a
network manager, three learning sessions and quality
improvement methodology to address their identified area
for improvement. We used mixed methods to evaluate
whether the establishment of the quality improvement
collaborative built networks, built capacity in the health
professionals and improved the quality of care for older
people. Evaluation methods included interviews, surveys,
network mapping and case studies.

Results Nine teams (n=41 participants) formed the
collaborative and attended all meetings. Mapping
showed an increase in networks between participants
and organisations at the conclusion of the collaborative.
Interview data showed that building relationships across
services was one of the most important parts of the
collaborative. Survey results revealed that most (77%)
believed their quality improvement skills had developed
through participation. Advice and regular meetings to
progress project work were considered important in
ensuring teams stayed focused. In terms of improving
the quality of care, some participants indicated that they
achieved the stated aims of their project better than
expected (21%), most (41%) felt they achieved their aim
as expected, 26% got close to their aim and the rest did
not know the outcome (13%).

Conclusions Establishing a quality improvement
collaborative was a positive activity in terms of building
a network across organisations and progressing quality
improvement projects which aimed to achieve the same
overall goal.

BACKGROUND

Hospitals account for the greatest proportion
of health costs in Australia and public hospi-
tals received AUS$57.7 billion in funding in

Key messages

What is already known on this topic?

» The transition from hospital to home can be a diffi-
cult time for older people and is complicated by the
fragmented nature of health and aged care services.
Local solutions to improve transitions and prevent
avoidable hospital readmissions may be required.

What this study adds?

» We showed that coordinating efforts to prevent
avoidable admissions through a quality improve-
ment collaborative was an effective way of building
relationships between services. A network manager
employed to support the collaborative provided the
encouragement, reminders and connections across
services that helped teams progress their projects.

How this study might affect research, practice

or policy?

» While individual services can address parts of the
hospital to home transition process, creating rela-
tionships across services may be more effective in
improving quality and preventing readmissions.

2017-2018." Hospital use increases with age
and older people account for approximately
41% of overnight hospitalisations.” Research
shows that a number of factors increase the
risk of hospitalisation for older people. These
include: older age, being male, having lower
levels of education, living alone, having
multiple comorbidities and having a recent
hospitalisation.””

Older people typically spend longer in
hospital® and are at risk of complications such
as falls,7 delirium,8 functional decline’ and
medication related harm.'’ These adverse
events can have long term consequences
such as long-term disability or triggering
a move to a residential care home. Older
people describe negative experiences during
a hospital admission and report feeling insig-
nificant and powerless during their stay."" This
continues after discharge from hospital with
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people reporting that the transition home is often diffi-
cult and complicated by poor communication between
the hospital, caregivers, home support services and their
primary care practitioner."

The negative impact of potentially preventable hospital
admissions for both older people and the health system
means that there has been significant interest in reducing
these admissions. However, systematic reviews of studies
which aim to prevent hospital readmissions have shown
mixed results. Linertova et al found that neither hospital-
based approaches (eg, geriatric assessment, comprehen-
sive discharge planning) nor home-based approaches
(eg, outreach teams) consistently achieved desired
outcomes for older people.” They concluded that
success may be linked to targeting interventions to those
most in need rather than ‘one size fits all’ approaches.
An Australian think tank on the issue concluded that
a ‘whole of system’ approach was required with better
integration across primary and acute care with improved
engagement between service providers, patients and
carers.'

The work described in this paper was part of a larger
programme of work, the State Action on Avoidable Rehos-
pitalisations and Unplanned Admissions (STAAR-SA)
project, which aimed to address avoidable admissions for
older people in South Australia.”” A network of people
involved in hospital admissions and transitions was estab-
lished comprising healthcare professionals from primary,
acute and community care, researchers, aged care and
community care organisations, consumers and consumer
advocacy groups. The STAAR-SA programme of work
is described elsewhere'® but in brief involved (1) using
registry data to profile individuals at risk of admissions,
(2) evaluating the effectiveness of existing out-of-hospital
programmes within the state and (3) implementing a
state-wide quality improvement collaborative (QIC) to
improve care for hospitalised older people. This paper
describes the process and outcomes of the STAAR-SA
QIC.

QICs are a popular method of tackling healthcare
problems in a twice daily to improve care. Small teams
from multiple settings and/or sites are brought together
to address a specific, common issue. The teams are
supported by experts and involved in structured activ-
ities, usually over a course of several months. Teams
are guided to assess their own performance, develop
strategies to improve performance, trial strategies, eval-
uate progress and continue this cycle as required. QICs
have been applied in a number of settings and overall
outcomes are positive with a systematic review finding
that 83% of studies reported improvements in one or
more outcomes. "’

The aim of this project was to establish and evaluate a
state-wide QIC to improve the quality of care for older
people at times of transition between hospital and usual
living environment (home or residential care home).

METHODS

Aim

This study took place in South Australia and was guided by

a project steering group. Stakeholder meetings occurred

regularly and group newsletters providing updates on the

project were sent to a large group of interested parties.

The aim of the STAAR-SA QIC was to align quality
improvement activities with priority areas identified by
topic experts. The objectives were to:

1. Improve networks between different health and aged
care services involved in hospital transitions for older
people.

2. Build capacity in the workforce to undertake quality
improvement projects.

3. Improve the quality of care for older South Australians
at the time of transition.

Patient and public involvement
This study involved an expert panel to guide the process
of QIC and multidisciplinary groups as QIC participants:

Guiding the process: an expert panel

Prior to establishing the QIC, we convened an expert
panel to inform who should be involved, what work could
be done to improve care and advise on what outcomes
the collaboratives should strive to achieve. We invited
34 people to attend the panel discussion, from a diverse
range of sectors across metropolitan and regional South
Australia, including primary and allied health, aged care,
consumer advocacy, government and non-government
services and academia. The panel was provided with a
summary of the programme of work, data about predic-
tors of hospital admission in older people in South
Australia and a summary of the evidence for interven-
tions to prevent or reduce admissions. The expert panel
was separated into four small groups: two groups with
expertise in community care and two groups with exper-
tise in residential care. Groups were asked to map a plan-
ning diagram in which they identified the main problems
in preventable admissions, readmissions, and transitions.
They then reported back to the larger group on the main
problems identified. The whole group was then asked to
vote on the most important modifiable problems for each
population. Results of voting are presented in table 1. The
panel members were then asked in their small groups to
brainstorm how to measure change for these important
modifiable problems; notes were shared with the project
team at the end of the panel.

QIC participants

Calls to participate in the QIC were advertised beyond
the STAAR-SA project team to the stakeholder group who
were asked to promote the activity within their networks
and/or nominate teams to be involved. Self- nomination
was also accepted. We invited multidisciplinary groups
whose scope of work involved working with older (aged
65+) South Australians at some point during hospital
transition to be involved in the project. Where health
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Table 1
problems

Expert panel voting results: main modifiable

Residential care
Timely access to GPs with expertise in client group 19
Lack of shared care plans between hospital/GP/facility 18

Lack of current advance care plan 15
Access to good palliative care in aged care facilities 14
Need for more workforce training 14
Family concerns (want hospital care) 4

Community care

Poor communication between agencies 29
Lack of patient/carer involvement in own care 21
Timeliness and accuracy of discharge summaries 17
Poor communication about medication changes 12
Support (eg, food in fridge not organised in time) 5

GP, general practitioner.

professionals were interested but did not yet have a dedi-
cated team, the network manager who was appointed to
support STAAR-SA QIC helped them to form teams with
relevant stakeholders. We aimed to recruit a range of
health professionals including hospital medical special-
ists and general practitioners, nursing, allied health, para-
medics and health managers. We also invited consumers
to participate in the collaborative meetings so that they
could share their advice and experience with the teams.
Two consumers attended the learning sessions and were
also available to provide individual support to teams. In
addition, we encouraged teams to link with consumer
representatives in their own organisations.

The network manager was embedded in the state
health department and was an experienced allied health
professional with over 30 years’ experience working
within government health roles. Following recruitment of
teams, the role of the network manager was to communi-
cate regularly with the groups to provide encouragement,
support and share knowledge, to connect groups with
other relevant parties and other groups with shared goals
or interests.

The QIC team members were asked to identify an
issue linked to the modifiable problems identified by the
expert panel and to test ideas using a 'proof-of-concept’
approach that had the potential to improve quality of
care and reduce unplanned admissions and representa-
tions for older people. The QIC projects were initiated
from the ‘ground up’ by health professionals working
directly with clients and who were acutely aware of the
issues facing older people at times of transition. Each
QIC team (the Project Team), consisted of 3-5 project
team members and a project lead. Each project also had
an executive sponsor such as a senior geriatrician or a
department head. The role of the executive sponsor
was to support the QIC project, promote the activity at a
senior level and consider opportunities for sustainability.

QIC learning meetings

Members of the QIC were invited to attend three group
learning meetings over 10 months (see: timeline in
online supplemental appendix 1). These meetings were
held face to face and lasted approximately 3 hours each.
The first meeting involved introductions and presenta-
tions from the project steering group regarding the
evidence around hospital admissions in older people
and recommendations from the expert panel on priority
areas. In addition, attendees were presented with infor-
mation about QICs and quality improvement method-
ology. At the conclusion of the first meeting the Project
Teams used a template to begin to develop their project
plan. The template required participants to state their
problem, breakdown the problem, set a target, undertake
a root cause analysis, plan intervention, intervene (using
iterative Plan, Do, Study, Act, PDSA cycles) and evaluate.
At the first meeting participants were asked to complete
the template to the point of intervention planning. The
second meeting provided an opportunity for the Project
Teams to meet and share information about project
progress including barriers and enablers. The third
meeting involved each group sharing information about
the outcomes of their projects with the other groups and
discussions about sustainability.

Evaluation methods

This mixed-methods evaluation used surveys, field notes,
case studies, mapping and interviews to gain information
about whether the QIC achieved its intended objectives.
Objectives and methods of measurement are outlined in
table 2.

Survey

The same survey was used to measure the outcomes of
objectives 1 and 2. The survey included a mixture of likert
scales and open-ended questions (online supplemental
appendix 1). The survey was built in Qualtrics, and an
electronic link emailed to all participants in the QIC by
the projectsteering group at the conclusion of the project.
Responses were anonymous. Data were presented descrip-
tively in tables. We also sent an electronic questionnaire
asking participants in the QIC to map their relationships
with other service providers prior to and following the
project. We asked participants to do this retrospectively
(ie, ‘before working with the project, please indicate your
relationship with the following organisations’ and ‘after
working with the project, please indicate your relation-
ship with the following organisations’). Relationships
were plotted visually.

Interviews

Interviews with project leads and the network manager
were conducted by a research assistant (JR), audiore-
corded and transcribed. In-person or videoconferencing
methods were available depending on the preference of
the project lead. Two members of the team (JR and KL)
reviewed the transcripts and coded information in NVivo.
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Table 2 Research objectives and approach to measurement

Research objectives

How measured

1. Improve networks between different health and aged care
services involved in hospital transitions for older people

2. Build capacity in the workforce to undertake quality
improvement projects

3. Improve the quality of care for older South Australians at the
time of transition

Electronic survey sent to all participants in the QIC at the
conclusion of the project.

Network Manager to map connections between the QIC

teams and with other relevant South Australian services.

Electronic survey sent to all participants in the QIC at the
conclusion of the project.

Interviews with Project Leads

Obtaining case studies from each of the workgroups. Case

study information obtained from Project Templates (A3s) and
interviews with Project Leads (qualitative data).

QIC, qualitative improvement collaborative.

The codes were discussed by KL and JR and key themes
identified in relation to the research questions. Discus-
sion then occurred with the wider research team.

Case studies

The network manager provided each team project lead
with a case study template in which to report the outcomes
of their project. The project lead completed this with
assistance from the network manager as required.

RESULTS
We recruited 41 health or aged care workers who formed
9 quality improvement teams. As three of the teams
shared similar aims they worked together as a larger team
as indicated below. There were no withdrawals of teams
between the first learning session and the completion of
the project and all teams adopted the suggested approach
of intervening using PDSA cycles. The aims of the teams
are presented in in online supplemental appendix 1.
Surveys were sent to 41 participants in the QIC. At the
conclusion of the project a total of 35 people completed
the survey (response rate 85%). Most (n=25, 71%) of
these were project team members and the remainder
were project leads. At least two respondents from each
project team completed the survey (range 2-6).
Interviews were conducted with the nine project leads
(n=9, 100%).

Did the QIC improve networks between services?

Results of the survey suggested that most participants
had a better understanding of local organisations and
that the activities of the QIC had led to improved
relationships with key stakeholders (as presented in
table 3).

Most (74%) respondents reported that they were prob-
ably, or definitely likely to maintain these relationships
after the QIC ended. All respondents (100%) reported
that contact from the network manager was helpful.
Survey responses included that the network manager
helped direct effort, maintain focus, and drive the
project forward when teams lacked the time to do this
themselves. In terms of creating a network, the manager
brought participants together within services and across
local health networks and assisted with standardisation of
approaches across the state. The manager outlined how
‘There might have been some things where I used my networks to
find out information for them’ (Participant3). The network
manager also directly supported teams with setting up
databases to track progress. On a personal level, teams
found the manager warm, supportive, encouraging, well-
connected and knowledgeable.

We received 37 responses to the electronic ques-
tionnaire ascertaining relationships with other service
providers before and after the QIC. Results are presented
in figure 1.

Table 3 Survey responses

Level of agreement, n (percentage)

Strongly Somewhat Somewhat Strongly

Statement disagree disagree Neutral agree agree
By participating in the QIC, | have a better understanding of other 0 1@ 1@ 24 (69) 9 (26)
organisations that provide care for older people in South Australia

Participating in the QIC has assisted me to establish or build 1) 1) 2 (6) 17 (49) 14 (40)
relationships with other key stakeholders who provide care for older

people in South Australia

| believe my skills in being able to ‘do’ quality improvement 0 2 (6) 6(17) 16 (46) 11 (31)

activities have improved through being involved in this project

Number of respondents: n.
QIC, quality improvement collaborative.

4
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BEFORE AFTER

Blue dash line = knew about organization butdid not talk directly
Solid black line = spoke with people from this organization regularly

Figure 1 Relationships between participants from the
organisations before and after the project.

While services were initially aware of other organi-
sations, the level of communication between these had
increased at the conclusion of the project. Before the
QIC, participants reported that they spoke regularly with
people from an (external) organisation on 95 occasions
and this increased to 139 occasions at the conclusion of
the QIC.

Participants reported that building relationships was
one of the most helpful aspects of participating in the
collaborative. Sometimes this involved developing rela-
tionships within their own organisations:

...there were people within our health network that
were involved that I hadn’t previously had anything
to do with (Participant2).

More commonly, participants spoke of the benefit of
being connected to external services that were involved
within the network.

...it was hugely beneficial because it gave me access to
leaders within SA Ambulance (Participantl).

Working in collaboration with external providers offered
new perspectives:

I think everybody sees situations based through their
own lens, and that’s heavily influenced by what your
discipline is, so I think nursing sees patients in a
different way to medicine, in a different way to the
ambos. So, this was a really good opportunity to see
what we had in common ... and then start to bridge
those gaps (Participantl).

Participants found that they shared a lot of the same
problems:

...it was also really good to see people from other
health networks and see that they have exactly the
same types of presentations, and exactly the same
challenges that we have here (Participantl).

The role of the network manager was key in building rela-
tionships. The network manager initiated regular contact
with project teams—usually weekly to fortnightly. With a
background working in multiple roles in the state health

service the manager was well positioned to link the teams
with other relevant people, services and initiatives.

She’d give us contacts around—we were seeking
information around palliative care documentation
and the language to use, and she gave us a few
contacts from that, from palliative care in town, and
from Central—Central Health Network. So, we sort
of had lots of people who I'd never heard of before,
but you know, through email I came to know them
really well (Participant6).

The teams described the network manager as being
responsive, supportive, guiding them through the quality
improvement process and ensuring teams did not get
stuck in the detail and remained focused on the bigger
picture. The regular meetings and actions ensured that
teams continued to take action. The network manager
reported that developing the relationship was critical:

I think the biggest thing is building the relationships
and the trust with the clinicians. So, if I said I was
going to go something, making sure that I delivered
on that and in a timely way and respecting that they
are all busy clinicians (Participant3).

Did the STAAR-SA QIC build capacity in the workforce to
undertake quality improvement projects?

Survey results showed that most (77%) respondents
agreed that their ability to do quality improvement activi-
ties had improved. Almost two-thirds (64%) reported that
they used the skills developed through participation in
the QIC in other projects.

Although team members were involved in the network
because they had some leadership responsibilities in their
organisations, few had taken part in quality improvement
activities or at this level:

I have done quality improvements at a ward level but
... not overarching such a large footprint or working
with other health networks, I haven’t done that
(Participantl).

...it’s actually really nice to be involved in something
that was a bit of a more formal QI and a more formal
project. And because it is good to sometimes step
through and apply a bit of a structure to it and a
model to it (Participant9).

They spoke of the opportunity to be involved in a state-
wide project:

...it was very beneficial for me to see how a project
at this level works and to be able to have, work with
people who are highly esteemed or work at a very high
level, and to be able to be in a collegial manner with
them was hugely beneficial for me (Participantl).

Clinicians sometimes reported that being involved
required a multitude of skills such as considering how
to measure change, conducting online education and
public speaking. Above all, they found the structure of
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the process, the tools and the support of the network
manager helped them to develop their skills in quality
improvement. The network manager reported a key
benefit of the project was the encouragement to try some-
thing new:

...it gave people the ability to try things that they
perhaps wouldn’t have tried otherwise, and we often
use the phrase don’t be afraid to fail and think outside
the box” (Participant3).

Did the QIC improve the quality of care for older South
Australians at the time of transition?

One in five (21%) survey respondents indicated that
they achieved the stated aims of their project better than
expected and a further 41% of respondents felt they
achieved their aim as expected. Some (26%) got close
to their aim but achieved less than expected and some
(12%) didn’t know. In terms of degree of improvement,
outcomes on selected measures improved significantly
(25% respondents), improved slightly (47% respond-
ents), reported no measurable change (16%) or did
not know (13%). All respondents indicated a degree
of success in implementing quality improvements; 55%
reported ‘very successful’ and 45% reported ‘partly
successful’ implementation. The network manager linked
likelihood of success with having support from leaders
within the organisation:

...those that had good connections with their
leadership teams and the trust of their leadership
teams to make decisions (Participant3).

While we were unable to capture pre-post outcome data
for all teams, all project leads could describe positive
outcomes for clients arising from the work:

There were two patients that we knew that had been—
that we had, our doctor had been to our education
session, and they were discharged to residential care.
So, we looked them up to see what happened, and
the 7-step pathway and the discharge summary were
fantastic, they were really good (Participant6).

Importantly, most of the teams described that they would
continue to either maintain service improvements or
continue to initiate further improvements:

I can only see us going from strength to strength, it’s
actually really quite good (Participantb).

Despite efforts within the QIC to connect services, partic-
ipants reported that there were limits as to what could be
achieved in terms of seamless care transitions, often due
to restrictions in other services’ capacities. They partic-
ularly mentioned the challenges in aligning care with
general practices or residential aged care home facilities
as these organisations typically have many sites, a different
staff profile (with few senior clinicians) and operate via
different funding mechanisms, meaning that communi-
cation with these stakeholders was hard.

Box1 Case studies
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Virtual support for patients in residential aged care homes
Problem: Residents presenting to hospital when care would be more
appropriately provided within the residential aged care home. The
ambulance service attending 40-50 calls per day from residential care
homes with the majority of patients (85%) transferred to hospital.
Collaborative group: consultant geriatricians, nurse consultants,
operations manager and team leader ambulance service.

Strategies to address: Identify a single point of contact who can
provide advice remotely, develop pathways for alternatives to hospital
presentation, extended hours of operation.

Qutcomes: Most residents referred to the ambulance are now
remaining at the residential aged care home rather than being
transferred to hospital (Across the three health networks, 66%, 62%
and 71% of patients are now remaining at the residential aged care
home).

Country health in-home monitoring

Problem: High number of chronic-disease related hospital admissions
for people currently receiving home care packages in the Riverland,
South Australia. Contributors included no discharge notification to

the community home care package team upon hospital discharge,
long waiting periods for doctor appointments, limited health literacy
amongst patients and lack of general practitioner (GP) involvement in
care planning and patient goals.

Collaborative group: Service director, team leader, nurse, home care
package case manager, manager of service reform.
Strategies to address: Virtual clinical care home remote ambulatory
monitoring for home care package clients at risk of hospital admission,
education of case managers and support workers on telehealth and
chronic disease self-management, introduction of AWACCS Tool to
monitor and document changes in health status.

Qutcomes: New referral process, increased knowledge in support
workers about health and monitoring of changes, resources supplied
to allow monitoring of patient’s condition in their own home, improved
knowledge about patient health for GPs and specialists. Changes in
admission rates to hospital are unknown.

AWACCS Tool, Activities of daily living, Weight and Nutrition, Awareness,
Condition, Cognition, Social.

Two case studies are presented below which describe
what and how the team improved the service and the
subsequent outcomes for older South Australians (box 1).

DISCUSSION

In the absence of clear evidence for interventions that can
prevent or reduce hospitalisations in older people, it is
important to focus on strategies which are most likely to be
successful given the context and nature of existing prob-
lems. As part of a larger programme of work we formed a
QIC involving nine teams across different services. Each
team had its own aims, strategies and evaluation plan. Our
evaluation suggested that the STAAR-SA QIC was effec-
tive in terms of improving networks between services and
building capacity in clinicians to conduct quality improve-
ment initiatives. Unfortunately, we were not able to use
rigorous methods (such as an interrupted time series
analysis) to understand the effects of the collaborative on
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outcomes for older people. A single process measure that
could be used by all teams was also lacking. Our partici-
pants did however report positive outcomes of their work
in the surveys and in the case studies.

A strength of QICs is that they support implementation
of evidence in different contexts. Another strength is
involving health professionals who work on the front line
in the work. The local team considers the best way to over-
come local barriers and how to best adapt the evidence.
The ‘ground up’ approach was novel, and the result is
improved ownership of the work and local solutions most
likely to be acceptable to their population. Our data also
showed that we built capacity among QIC members to
lead future quality improvement initiatives. Collection of
rigorous data arising from QICs works well in structured
settings (eg, hospitals) in groups focused on the same
hard outcome (eg, number of tests ordered or drugs
prescribed) where this data is routinely collected and
easy to obtain (eg, administrative data within a hospital).
We invited health professionals to join the STAAR-SA
QIC from different settings (community, hospital) and
to address different outcomes (eg, medication review,
patient satisfaction, transfer to hospital following ambu-
lance call). This meant that collection of data was diffi-
cult and unable to be pooled across groups. Interestingly,
involving health professionals from different contexts
proved to be a strength. Participants were able to appre-
ciate problems from other perspectives, build relation-
ships across services and gain access to leaders from
external sites. With limited time and resources, we chose
to invest in building engagement within the STAAR-SA
network and with the QIC teams. The trade-off was that
we did not have the resources to provide financial support
for the teams to assist with rigorous data collection. This
tension is likely to be common among all QICs working
with healthcare teams in real-world settings.

The Royal Commission into Aged Care Quality and
Safety in Australia largely overlooked the issue of hospital-
home transition. However, the Commissioners repeat-
edly identified how fragmented care resulted in worse
outcomes and a key recommendation included in the
final report was that the government ‘coordinate the
development of an integrated system for the long-term
support and care of older people providing for their
needs for welfare support, community services directed
at enhancing social participation, affordable and appro-
priate housing, high-quality healthcare and aged care’."”
Achieving integrated care across health and aged care
settings requires whole system redesign which is rarely
achievable. This project took steps towards integration
by examining how services can better work together to
improve outcomes for older people at the interface of
acute-community and health-aged care services.

QICs range in terms of their methods and approaches.
The roles of the personnel involved are rarely described
in detail. In this QIC, the role of the etwork manager
was the key to supporting teams to make progress. The
manager’s previous employment in different roles in the

health service was useful in assisting the teams to build
relationships. The network manager’s office was situated
within the central SA Health team which also increased
their knowledge of current initiatives across the state.
The expertise, responsiveness and facilitation skills used
by the network manager likely contributed to the lack of
withdrawals and the high levels of satisfaction reported
by teams. We are seeking to sustain the partnerships
and work conducted to date by applying for funding to
employ a network manager to work across sectors.

The key limitation of this evaluation is that we were
unable to rigorously evaluate whether the quality improve-
ment resulted in reduced preventable admissions or
rehospitalisations among older people. Ideally, we would
have used an interrupted time series analysis to examine
effects on a single key outcome however we had limited
resources to invest in the evaluation. A further limitation
is that the teams did not collect or present high-quality
pre—post data. We encouraged teams to measure their
own improvement over time and there were limitations in
what data were collected and the methods of data collec-
tion. Another limitation of the work is that teams tended
to address quality by focusing on improving communi-
cation and team processes. This is understandable given
that these factors can be influenced and controlled by the
team. However, literature shows that older people report
the hospital discharge process leaves them feeling power-
less and insignificant; more work could have been done
to improve quality by empowering consumers.

The findings of this study suggest that QICs involving
health professionals across sectors can assist in improving
the integration of care. The findings also show that
different sites have different priorities but supporting
the sites through the process of quality improvement can
result in positive outcomes and helps to build capacity in
clinicians. Finally, deliberate and action-focussed activi-
ties (such as establishing a QIC) to connect people across
silos helps to build a network for ongoing collaboration.
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Figure 1A: Timeline presenting the activities of the STAAR-SA Quality Improvement

Collaborative (authors’ illustration)

Table 3A: Overview of the aims of the STAAR-SA Quality Improvement Collaborative

teams

Team

Aim of project

Virtual support for patients from
residential care homes

(3 Local Health Network teams
which formed 1 QIC team)

Reducing unplanned admissions/re-presentations to
hospital for residents of residential care homes using

virtual support

Geriatric Evaluation Management
(GEM) ward to residential care

home

Improving transition of care from hospital to
residential care for new residents with

behavioural/psychological symptoms of dementia

End of Life Care

Improving End of Life Care planning for patients
transitioning from hospital to residential care facilities

for the first time

Home rehabilitation

Reducing unplanned up-transfers for patients on

Home Rehabilitation
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Team

Aim of project

‘Something missing in the

middle’

Improving transition from hospital to home for
patients at high risk of representation due to their non-

clinical care needs (e.g., Groceries, social support)

Pharmacy High Risk Medication

Review

Improving identification of patients at risk of
representation to hospital due to high-risk
medications, and developing pathways to facilitate

medication review in the community

Country Health Consumer Led

health in-home monitoring

Improving identification and monitoring of consumers
receiving community home care packages who are at
risk of presenting/representing to hospital due to their

chronic condition or functional decline

Note: GEM, Geriatric Evaluation and Management, QIC, quality improvement collaborative.

Questionnaires

Evaluation of quality improvement collaborative

1. What was your role in the Quality Improvement Collaborative?
o Project Lead
o Project Team Member
2. Which Quality Improvement Project were you involved with?
Ans:
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3. Please rate your level of agreement with the following statement: Through
participating in the Quality Improvement Collaborative, I have a better understanding
of other organisations that provide care for older people in South Australia.

O O O O O

Strongly agree

Agree

Neither agree nor disagree
Somewhat disagree
Strongly disagree

4. Participating in the Quality Improvement Collaborative has assisted me to
establish or build on relationships with other key stakeholders who provide care for older
people in South Australia.

O O O O O

Strongly agree

Somewhat agree

Neither agree nor disagree
Somewhat disagree
Strongly disagree

5. If so, are you likely to maintain these relationships after the Quality Improvement
Collaborative ends?

O O O O O

Probably yes
Definitely yes
Possibly
Probably not
Definitely not

6. I believe my skills in being able to 'do' quality improvement activities have
improved through being involved in this project.

O O O O O

Strongly agree

Agree

Neither agree nor disagree
Disagree

Strongly disagree
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7. Did you find the contact from the Quality Improvement Collaborative Network
Manager helpful?
o Yes - please explain why below
o No - please explain why below

This question relates to your quality improvement project.
8. To what extent did your Team achieve the stated aims of your project?

We did even better than we had expected

We achieved our aim as we expected

We got close to our aim, but achieved less than expected
We did not achieve anything

Things got worse

Don't know

O O O 0O O O

9. To what extent did outcomes improve on your Team's selected measures

Improved significantly
Improved slightly

No measurable change
Worse

Much worse

Don't know

O 0O O O O O
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10. How successful do you think your Team has been at implementing quality

improvements?
o Very successful
o) A little bit successful
o) Not successful

11.  Have you used the skills that you developed through participation in the Quality
Improvement Collaborative in other projects?

o Yes
o No

Any further comments or feedback about your participation in the QIC?

Footnote:

Questions 3,4,5,7 assess whether the quality improvement collaborative improved networks
between services.

Questions 6,11 assess whether the quality improvement collaborative built capacity in the
workforce to undertake quality improvement projects.

Questions 8,9,10 assess whether the quality improvement collaborative improved the quality
of care for older South Australians at the time of transition.
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Q1. BEFORE working with the STAAR-SA project, please indicate your professional
relationship with the following organisations:

I knew very little I knew a bit about I spoke with people I work for this
about this but did not talk from this organisation work Tor thi
. . organisation
organisation directly regularly
Q2. Please add extra information here if you need to clarify your response:

Note that we have blanked out the names of the individual organisations for their anonymity.
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Q3. WITHIN the STAAR-SA work please indicate professional relationships with the
following services

I know very little I learnt more about I spoke with people .
about this but did not talk from this T work for this
. . L organisation
organisation directly organisation

Q4.  Please add extra information here if you need to clarify your response

Note that we have blanked out the names of the individual organisations for their anonymity.
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