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Abstract

Rationale, Aims and Objectives: The field of implementation science is critical for
embedding research evidence into healthcare practice, benefiting individuals, orga-
nizations, governments, and the broader community. Implementation science is
messy and complex, underpinned by many theories and frameworks. Efficacious
interventions for older people with multiple comorbidities exist, yet many lack ef-
fectiveness evaluation relevant to pragmatic implementation within aged care
practice. This article outlines the conceptualization and development of an Im-
plementation Framework for Aged Care (IFAC), fit-for-purpose for an aged care
organization, Bolton Clarke, intent on embedding evidence into practice.

Method: A four-stage process was adopted to (1) explore context and relevant
literature to conceptualize the IFAC; (2) identify key elements for a draft IFAC;
(3) expand elements and refine the draft in consultation with experts and (4) apply
the IFAC to three existing projects, identifying key learnings. A checklist to oper-
ationalize the IFAC was then developed.

Results: The IFAC is grounded in codesign principles and encapsulated by the
implementation context, from a social, cultural and political perspective. The
IFAC addresses the questions of (1) why do we need to change?; (2) what do we
know?; (3) who will benefit?; (4) who will make the change?; (5) what strategies
will be used?; and (6) what difference are we making? Three pilot projects: early
adoption of a Wellness and Reablement approach; a care worker and virtual
physiotherapist-led program to prevent falls; and a therapeutic horticulture
program for residential communities, highlight learnings of applying the IFAC
in practice.

Conclusion: This fit-for-purpose IFAC was developed for a proactive and responsive
aged care provider. The simplicity of the six-question IFAC is underpinned by

substantial theoretical perspectives for its elements and their connections.
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1 | INTRODUCTION

Realizing the benefits of effective innovations in healthcare, and likely
uptake into practice requires more effort and attention on im-
plementation planning.! Research has traditionally concentrated on the
efficacy of interventions—what works as a best practice rather than
what works in practice?; but there is now far greater focus on accel-
erating the translation of efficacious interventions through embedded
pragmatic trials.®> The focus has shifted to understanding the adoption
(or nonadoption), implementation, and spread of healthcare interven-
tions,™ with a growing recognition of the complex adaptive nature of
health systems and intricacies of context,’ the role of healthy colla-
borations between stakeholders,” and more flexible methods to support
implementation in these complex adaptive systems.® Implementation
science is not a neat, linear sequential journey, but rather is chaotic,
dynamic, and fluid,” making it a challenge to adopt a cohesive plan.

In response to the consistent failure to move research into policy and
practice in a timely and cost-sensitive manner, the field of implementation
science in healthcare is burgeoning®; however, the aged care environ-
ment remains somewhat neglected and presents its own unique chal-
lenges. A growing older population with multiple health conditions and lag
in adopting cost-effective evidence-based practices is placing increasing
demand on healthcare systems.>*? Complexity science, as an extension
of implementation science, is useful for considering both the integrated
nature of care required for older people with multimorbidity and that
translation of evidence into practice is uncertain, unpredictable, and de-
pendent upon social relations and local context.>** Over the last decade
in Australia, the aged care system has undergone major reform in re-
sponse to recurrent calls for improved access, quality, consumer choice
and financial sustainability.*> This has resulted in the Living Longer, Living
Better legislation, completion of a Royal Commission into Aged Care
Quality and Safety and introduction of the Aged Care Quality
Standards.’> '’ These reforms have provided the impetus for change that
is necessary within the Australian aged care system. However, changes
must be underpinned by implementation science principles, to ensure
that effective interventions identified through research actually reach the
breadth of their intended audience (i.e., all stakeholders within the aged
care system).

To that end, codesign principles must form the foundation of any
implementation approach. Codesign methodology entails the active
engagement of all stakeholders, drawing on their unique experiences
to shape the design of tools, products or programs.*®*? Critical in the
process is (a) a systems perspective with recognition of the complex,
nonlinear process and local contextual adaptation; (b) centrality of
participant experience, through respect, trust and inclusion; and (c)
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This complexity is then consolidated into an 18-question checklist to operationalize
the IFAC, necessary to advance the translation of evidence into clinical practice.

healthcare, health services research

recognition that governance and processes are as important as the
outcomes.”°

Implementation and complexity science highlight the multifaceted
relational processes inherent in health and aged care systems. Normal-
ization Process Theory is particularly focused on how these social pro-
cesses influence the integration required to operationalize change in
practice.?* There is an urgent need for a fit-for-purpose implementation
framework within the Australian aged care environment, drawing on the
most appropriate components of work previously undertaken. Although
implementation tools and frameworks exist,’>?® there are often in-
sufficient prompts or guidance to effectively operationalize them for aged
care practice alongside insufficient focus on implementation outcomes, as
distinct from clinical outcomes. The aim of this article is to describe the
development of the Bolton Clarke Implementation Framework for Aged
Care (IFAC)—a framework that is fit-for-purpose in the context of com-
munity and residential aged care, drawing on the principles of codesign.
While not wanting to add to the plethora of frameworks in circulation, the
emphasis of the IFAC is on how it works in practice, guided by a checklist
for operationalization. The Double-Diamond design framework”* provides
a structure for the foundation of the IFAC, adapted in Figure 1 below.

This article details the development of the IFAC from its con-
ceptualization, design, expansion of discrete elements through to the
final product, highlighting its evolution via three projects undertaken
by Bolton Clarke, and is structured according to the four components

of the Double-Diamond Framework.

1. Discover: Conceptualization of the implementation Framework
through exploring the literature, gathering insights, and the con-
text of the aged care environment.

2. Define: Identify the key elements of an implementation Frame-
work as relevant for the aged care sector, and draft the IFAC.

3. Develop: Expansion of draft IFAC components, through con-
sultation with implementation science experts.

4. Deliver: Application of the IFAC in three pilot projects in aged care

(By Your Side, Wellness and Reablement (W&R) and Let's Dig In!,

further described below).
2 | METHOD
2.1 | Conceptualization of the IFAC
The ‘Discover’ phase for IFAC development comprised two components.

First, challenges associated with translating research evidence into prac-
tice in the context of aged care were explored, and second, current
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* Establish meaningful
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FIGURE 1 Adapted codesign framework

literature was reviewed to identify existing models, frameworks and
theories; to learn from existing research and theory as a basis for this fit

for purpose IFAC. Conceptualization of the IFAC occurred through:

1. Initial identification of the need for an implementation framework
to guide the work of the aged care provider's Research Institute
(C. M, R. O. and J. L.), in alignment with an organization-specific,
proactive and independent Human Research Ethics Committee,
an engaged Governing Board and Executive Management
team and a strengthening reputation across the organization's
home care, retirement living and residential care business streams.

2. Gathering information and insights from multidisciplinary Research
Institute team members about the challenges and opportunities of
implementing research into practice within the organization.

3. An extensive search of electronic databases for relevant im-
plementation frameworks, models and theories (CINAHL, Med-
line, PubMed and PsycINFO), using search terms (and derivatives)
of ‘implementation’, ‘models’ and ‘frameworks’, (2009-2018),
supplementing the work carried out by Ward et al.>® which
identified 28 frameworks, models and theories.

4. Review of identified frameworks, models and theories for relevance
according to their appropriateness for embedding evidence into
aged care provider practice, while avoiding those which were ob-
scure and overly complex (see Supporting Information Material).

5. Review of the selected frameworks, models and theories, in-
cluding their strengths and limitations, by Research Institute team
members; with input from independent clinical academic experts

in Implementation Science (see Supporting Information Material).

2.2 | Identify the key elements of an
implementation framework as relevant for the aged
care sector

The ‘Define’ phase was aimed at synthesizing the ‘Discover’ phase
findings, specifically to identify critical IFAC components.?* For
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Develop Deliver

* Turning ideas into
improvements

» Choose which improvements to
make and how to make them

¢ Solutions created and
prototyped

* Turning the ideas into action
« Service finalised and launched

pragmatic reasons, a full systematic review was not undertaken.
Including the 28 models identified by Ward et al.,>® we examined a
total of 35 frameworks, models and theories for relevance (CM and
RO). While most were well-known and widely utilized, many were
deemed inappropriate for the explicit intended purpose of an
IFAC. Other frameworks were not directly relevant but provided
useful information about underpinning theories. Nine models/
frameworks were identified as potentially relevant for an aged care
provider, with their corresponding strengths and limitations noted
(as pertinent to their function within aged care provider practice
(see Supporting Information Material). Most relevant, and thus
heavily influencing the components of the IFAC, was the work of

Lavis et al.,>®

who identified five key questions to support the
transfer of knowledge within an organization: what, to whom, by
whom, how and with what effect should research knowledge be
transferred. After the draft IFAC (Figure 2) was reviewed by staff
with the organization, discussed at meetings with different de-
partments, it was considered to be clear and concise, neither am-
biguous nor overly prescriptive, and aligned with the organization's
values and mission. The socio-cultural-political, or broader ‘real
world’, context, is crucial to understanding the how or why of re-
search outcome variability and must be accounted for when em-
bedding research into practice.? Localized, specific context is also
crucial in exploring why research evidence should be embedded
into practice at all, given that leaders can only inspire action for
change when teams understand why the change is required.?’

At the other end of the spectrum, measuring impact, including
short- and long-term outcomes, is critical. As mentioned above,
codesign of research, and its implementation into practice, is gaining
momentum, identifying and shaping healthcare solutions by the
people who are, or may be, directly impacted by the outcomes.*®*?
Implementation outcomes, as distinct from dissemination outputs
through education and communication, include acceptability (i.e.,
agreeable or palatable), appropriateness (relevance or compatibility)
and feasibility (extent to which it can be successfully used) of
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FIGURE 2 Implementation Framework for Aged Care (IFAC)

interventions.?® In addition, longer-term impact is vital, as outlined
by the National Health and Medical Research Council, including the
influence of research on policy and practice, impact between and
within teams, and improvements related to societal participation

and the social determinants of health.?’

2.3 | Expansion of draft framework components

The third phase of the codesign process was ‘Develop’, whereby the
overall IFAC was critically reviewed, each component further scru-
tinized to ensure its relevance in the IFAC as a whole, and to deepen
understanding of its purpose’® through consultation with im-

plementation science experts.

24 |
experts

Consultation with implementation science

Face-to-face and online consultative discussions were undertaken
with three clinical academic implementation science experts (Pro-
fessorial level, each with over 25 years' expertise). Their collective
feedback informed expansion of the elements of the IFAC through
consideration of:

e Separation of knowledge generation from implementation, with
clear data-driven questions;

e Expansion of the definition of socio-cultural-political context;

e Articulation of organizational readiness for change;

e Prioritization of process evaluation with an emphasis on planning,
including theoretical underpinnings with mechanism of action,
contextual adaptation and implementation monitoring;

o Substantive codesign processes, ensuring representative views of
all relevant stakeholders and end knowledge users using various
engagement strategies;

e Shared goals and shared understanding through relational
coordination;

e Recognition of, and response to, sustainability at each step, with a
reflective process embedded throughout; and

e Importance of using other theories, tools and frameworks (from a

‘toolbox’) catering to specific needs, preferences and purposes.

3 | RESULTS
3.1 | Project/program context

The socio-cultural-political context is deliberately depicted in the IFAC
as encompassing the iterative, cyclical implementation process.
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This context is omnipresent, influential to a greater or lesser degree
throughout the entire process. Aged care reform has been ongoing
for several years, designed to improve quality of care—The Caring for
Older Australians report was released by the Productivity Commis-
sion in 2011°% the Living Longer Living Better (LLLB) bill passed into
legislation in 2013°%; the Tune report was an independent review
of the LLLB reforms®?%; and the introduction of mandatory Aged
Care Quality Standards in 2019, to name a few. In addition, the
2019-2020 Australian Royal Commission into Aged Care Quality and
Safety has prompted further reform across the sector. Aged care
providers must respond swiftly to changes at both State/Territory
and National levels, with the implementation of research into practice
not always the highest priority. Additionally, the context included
socially driven campaigns to address ageism, such as EveryAGE
Counts®® and the World Health Organization Global Campaign to
Combat Ageism.**

The Readiness Assessment for Pragmatic Trials (RAPT) model
draws attention to alignment with stakeholder priorities as a key
factor,®> which is often related to the broader socio-cultural-political
context in which implementation will occur. Two recent reviews
highlighted the challenge of defining and measuring context, with 12
dimensions crossing micro (individual), meso (organization) and macro
(broader aged care landscape) levels.?*® A standardized approach to
context mapping for the IFAC expands on the RAPT model compo-
nents of alignment (i.e., with external stakeholder priorities), accept-
ability (i.e., willingness to adopt the intervention), feasibility (i.e.,
implementing under existing conditions) and cost (i.e., economic
viability).>> These components are included within the final opera-
tional checklist for implementation within the provider, Bolton Clarke
(see Appendix 1).

3.2 | Implementation approach

Codesign is at the heart of implementing evidence into practice and is
a way for individuals with different expertise, but similar interests in
the outcomes, to work together collaboratively. In a research context,
codesign involves all those who may be influenced by the research
from design through to dissemination and implementation; and is
distinct from conducting research that is to, about or for them.®”
Codesign principles have shifted the paradigm from healthcare ex-
perts being the holder of all knowledge, to incorporate valuable
knowledge of those receiving and delivering services.*® Codesign
recognizes both explicit (e.g., sourced from literature) and tacit (e.g.,
insights and experiences) forms of knowledge (e.g., as identified
through literature, or clinical guidelines) as complementary, synthe-
sized into new knowledge.*>”*° Outputs from a codesign process are
likely to be fit-for-purpose, acceptable, valuable and enduring.?° A
plethora of frameworks also exist for supporting consumer involve-
ment in research, such that it is suggested organizations choose from
a menu of resources rather than relying on a single framework.** The
Bolton Clarke Research Institute utilizes a combination of the Design

k24

Council's Double Diamond Framework~" and the six-stage process of
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‘engage, plan, explore, develop, decide and change’ as used in New
Zealand to plan for improvements to cancer services'® as per
Figure 1. This has also been guided by a Bolton Clarke internal
document titled ‘Partnering with Consumers Framework
2018-2025’, which is reflective of the organization's context, pur-
pose and desired outcomes, in accordance with the Partnering with

Consumers Standard.*

3.3 | Implementation process

1. Why? One of the most critical questions in gaining the support of the
entire team for successful implementation into practice is why do we
need to change? There are finite resources within the health and aged
care system, and for individual organizations; making it important to
understand why we are making a change, if at all. Health and aged
care are complex adaptive systems, with complexity science giving
insights into ambiguous social practices (i.e., culture), multiple dynamic
forces, uncertainty and imprecision that are at the heart of a change
process.™® Competing priorities and pressures must be acknowledged
to use limited health and aged care resources most effectively and
efficiently. For the purposes of this IFAC, these are categorized into
areas affecting: (1) individual older people and their families (e.g., en-
suring person-centred and consumer-directed care)®®; (2) organiza-
tional (e.g., ensuring progress toward organizational mission, linked to
their espoused values)™; (3) public/community (e.g., upholding soci-
etal obligations of a Right to Health)**; (4) regulatory environment
(e.g., action planning for inclusive and culturally appropriate services in
line with the Aged Care Diversity Framework)*® and (5) financial
considerations (e.g., fiscally adept management of aged care services).
Change requires a triggering mechanism, a deep knowing and un-
derstanding of why we need to change, so that momentum can be
maintained through an often lengthy and intricate process.*®

When unpacking the why in relation to an IFAC, it is also im-
portant to consider the distinction between implementation and dis-
semination. Dissemination involves planned methods (e.g., peer-
review publication and conference presentations) that lead to
awareness raising of an evidence-based intervention, whereas im-
plementation is the process and factors that lead to uptake of the
intervention in a particular setting.*” Not all research needs to be, nor
should be, implemented, but if it is to be implemented, then it must be
‘ready to go’, that is, supported by evidence of effectiveness.

2. What? The question of what we need to know focuses attention on

whether an intervention/program/tool is ready to be embedded into
routine care practice. Evidence is important. Evidence-based practice
that integrates the best available research evidence with clinical ex-
pertise and personal preferences and values*® emphasizes that implicit
or tacit knowledge is just as valuable as other more explicit forms of
knowledge. Ideally, interventions should be considered efficacious
before moving to the next phase of pragmatic testing, with known
internal validity under research conditions.> Research has historically
tended to focus more on the efficacy of interventions (i.e., what works
as best practice) with less attention on effectiveness (i.e., what works
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in practice).? In response, there is increasing focus on pragmatic trials,
particularly effectiveness-implementation hybrid designs,*’ with the
purpose of moving research into practice in a timely manner (i.e.,
faster than the estimated 17 years required) to convert 14% of re-
search into patient care.”® Assessment of each of the nine Readiness
for Assessment for Pragmatic Trials (RAPT) domains provide useful

guidance,35

some of which have already been addressed through
context mapping above. The remaining domains are assessment of the
implementation protocol (i.e., sufficiently detailed to allow replication),
evidence (i.e., supportive of efficacy), risk (i.e., understanding inter-
vention safety), measurement (i.e., ensuring capture of outcomes) and
impact (i.e., usefulness of results), all of which are included in the
operational checklist found in Appendix 1. Additionally, intervention
fidelity is a critical consideration, with numerous frameworks avail-
able.>* The core components of an intervention, related to expected
outcomes, must be articulated (i.e., components of the intervention

that cannot be adapted regardless of the context).”?

. With whom?

4. By whom?

Identifying both who will benefit and who will make the change
is crucial. Both time and effort are needed to identify all key
stakeholders, to understand their roles, motives and required level
of engagement/participation for successful implementation. Co-
design elements are again prominent in this stage, with im-
plementation informed by a diverse group of stakeholders whom
the research evidence impacts.”® Numerous individuals and or-
ganizations benefit from implementation: older people and their
carers; frontline health and aged care professionals; organizational
management (of various sectors/departments of organizations);
local administrators; State/Territory and National policy makers;
regulatory bodies; industry bodies; research funders and re-
searchers. Engaging key stakeholders will help to identify the
value proposition of the intervention/program/tool; and to de-
velop key messages that will resonate with a variety of audi-
ences.”® For a aged care organizations, impact of implementation
needs to be understood throughout every level of the organiza-
tion. Support of an executive sponsor is critical, given there are
invariably changes to internal policies and procedures necessary
for implementation. Importantly, the mere identification of key
stakeholders is not sufficient.

To drive implementation, understanding and harnessing stake-
holder salience is important to ensure that individuals with the most
influence, urgency and legitimacy can best effect change.”® Im-
plementation research has identified that person/s with established
credibility and the necessary skills, experience and attitude, are best
placed to implement the targeted change.'®%° This/these person/s
will need to be aware of power dynamics and may need to navigate
competing or opposing, but equally important, areas.”® It is crucial for
this/these person/s to have an intimate working knowledge of the key
areas and have strong relationships with stakeholders so that they are
well-placed to share the evidence for implementation and build ca-
pacity as needed to support implementation.”>>” The success of these
people as change champions relies not only on what they do but

MEYER ET AL

characteristics attributed to who they are, which can aid the selection
(e.g., influence, ownership, physical presence, persuasiveness, grit and
empathic leadership).”*>® They are not necessarily senior staff, but
rather may be representative of a less skilled aged care workforce
who are often precluded from initiatives.”” Mapping stakeholder en-
gagement clarifies the communication and relational requirements
necessary to effect change. Questions related to this mapping can be
found in the checklist in Appendix 1, with helpful resources from the
Victorian Department of Health and Human Services®® and about

Relational Coordination.®*

. How?

Complexity increases when considering the question of what
strategies will be used, essentially how it will be implemented.
Likely, multiple methods with multiple personnel will be required.
Linkage and exchange efforts, whereby relationships are central,
with equal weight placed upon those undertaking implementation
and those adopting the implementation, will likely have greater
success than purely push strategies (information is pushed to end-
users in various formats) and pull strategies (end-users seek out
and use relevant evidence).®>%®

Operationalisation of the IFAC was informed by several the-
ories, including Normalization Process Theory (see Figure 3), to
afford a consistent framework that can be used to describe, assess
and enhance implementation potential.®*

Normalization Process Theory (NPT): provides the foundational
structure for implementation, including the four constructs®’: (1) co-
herence (the discovery and sense-making work, as per the codesign
framework outlined above); (2) cognitive participation (the relational
work, focused on engaging key stakeholders); (3) collective action (the
operational work that people do to enact the intervention) and (4)
reflexive monitoring (assessing and understanding how the new in-
tervention affects themselves and others).

(1) Coherence is the sense-making work that people undertake
individually or collectively when faced with operationalising a
set of practices.

(2) Cognitive participation is the engagement work required to move
evidence into practice. Cognitive participation is heavily influ-
enced by the quality of the relationships between parties and
their ability to communicate and function as a team. Relational
coordination is an approach, including a mapping exercise, to im-
proving work processes and task integration through commu-
nication dimensions (frequent, timely, accurate and problem
solving) and relationship dimensions (shared goals, shared
knowledge and mutual respect).® A change team must be es-
tablished, including representatives from all stakeholder groups
involved in the implementation as outlined above. This change
team has the necessary skills and influence to act on the Rela-
tional Coordination mapping to improve work processes and task
integration through collective action.

(3) Collective action incorporates how people work together, build-
ing accountability and confidence in the intervention and each
other, and integrating the intervention according to skill levels

and context. The Behaviour Change Wheel is key to this
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FIGURE 3 Intersection of several theories to inform the ‘how'

component, with its core elements of capability (physical and
psychological); opportunity (physical and social) and motivation
(automatic and reflective). The principles of the Behaviour
Change Wheel have a plethora of ‘active ingredients’ for de-
scribing behaviour change techniques that fall under nine cate-
gories of: (i) education (e.g, communication/marketing); (ii)
persuasion (e.g., guidelines); (iii) incentivisation (e.g., fiscal mea-
sures); (iv) coercion (e.g., monitoring and feedback); (v) training
(e.g., skill building); (vi) restriction (e.g., legislation); (vii) environ-
mental restructuring (e.g., equipment); (viii) modelling (e.g., de-
monstration of behaviour) and (ix) enablement (e.g., goal setting
and support).®® Interventions have greater success when under-
pinned by theory and, in response, the Theoretical Domains
Framework (TDF) was developed to guide implementers in the-
ory selection for the most suitable behaviour change techni-
ques.’® Mapping the barriers and enablers to intervention
implementation using the Behaviour Change Wheel, and using
these findings to inform the pathway of change using the
TDF enables the generation of targeted approaches to pathways
of change.®” Examples of strategies/techniques have been in-
corporated into the checklist in Appendix 1.

(4) Reflexive monitoring is the final stage, reflecting and evaluating
the above components to make a positive difference from
implementing evidence into practice as per the next section.

6. With what effect?

For all stakeholders, formative and summative evaluaiton is
critical to answering the question what difference are we making? An
implementation outcome taxonomy exists encompassing constructs

components

of: (1) acceptability (i.e., agreeable or palatable); (2) adoption (i.e.,
uptake of action into practice); (3) appropriateness (i.e., perceived fit
and relevance); (4) cost (i.e., accounting for intervention type, im-
plementation strategy and setting); (5) feasibility (i.e., extent to
which the intervention can be used in the given setting); (6) fidelity
(i.e., degree to which the intervention is implemented as intended);
(7) reach/saturation and (8) sustainability (i.e., extent to which the
intervention is maintained or embedded into ‘business as usual’).®®
In line with current Australian National Health and Medical Re-
search Council guidelines, ensuring impact, rather than only outputs
and short-term outcomes, is crucial and must be part of an im-
plementation evaluation plan, particularly focusing on health, eco-

t.29

nomic, social and knowledge impact.©” These constructs have been

incorporated into the checklist in Appendix 1.

3.4 | Application of the IFAC in three pilot projects
in aged care

The ‘Deliver’ phase aimed to apply the IFAC checklist to three Bolton
Clarke projects, aligning with the IFAC components and identifying
learnings in the implementation process. As mentioned above, the IFAC
does not follow a neat linear journey and, as such, the IFAC checklist
(Appendix 1) is designed to be flexible for the aged care professionals
using it to implement a new evidence-based intervention into practice.
Examples from each of the projects can be seen in Table 1, aligning with
the IFAC components and checklist questions, with consideration of the
socio-cultural-political context and use of codesign principles for each
project outlined below.
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3.5 | Project 1: By Your Side: A care worker and
virtual physiotherapist led falls prevention program

3.5.1 | Project overview

This pilot project recruited 13 older people being supported by home-
based personal care, to participate in a 12-week falls prevention program
based on the Otago Exercise Program. The Otago Exercise Program is
effective in reducing the number of falls and fall-related injuries in high-
risk older people by 35%.°”° Eight home care workers were trained by a

physiotherapist to supervise an individually designed exercise program

was adopted by 19 of the 90 residents of the

care home (21%). However, the program
reached all residents as the produce harvested

therapeutic horticulture program is feasible
and acceptable in care homes. Let's Dig In!
from the garden was used to prepare their
meals. Fidelity to the program was monitored
through following the Soil to Supper principles
and aligning with the Spring/Summer program
for planting and weekly activities. Let's Dig In!
is in its third year of operation at this care
home, with a second program started in the
dementia care unit. Another six care homes
are in the process of establishing a similar
program for their residents

whilst in the person's home. The physiotherapist was responsible for the

Examples from Project 3 Let's Dig In!

initial assessment and development of the exercise program, then pro-
vided ongoing support virtually via the home care worker's computer.
Physiotherapy assessments, as well as interviews with the exercise par-
ticipants and the home care workers, were conducted at 8 and 12 weeks.

Socio-cultural-political context project execution was episodi-
cally impacted by (1) changes to the government funding structures;
(2) integration of a new organizational client management system; (3)
introduction of the nationwide centralized portal for aged care ser-
vices (necessitating training as a priority for staff); and (4) care worker

case load priorities and scheduling commitments.

with older people is meaningful and valuable.
For sustainability, staff knowledge and
understanding of the approach, with ongoing

support from a ‘change team', was deemed
critical but not fully successful in this project.
For longer term sustainability, W&R training

is to be incorporated into the onboarding
process for all new frontline staff members

3.5.2 | Codesign principles

Examples from Project 2 wellness and

reablement

Advisory group consultation flagged client and organizational need in the
first instance (‘The Why’). Early in the commencement of the pilot study, a
focus group was conducted with four older people to ascertain their
views on, and preferences for, various exercise and education content
and delivery scenarios (enacted through role play) related to falls
prevention.

Key internal stakeholder consultation for implementation of the
By Your Side program highlighted the need for a program co-
ordinator, a focus on clients with lower care needs and the upskilling
of the entire care worker workforce.

considered. For sustainability, By Your Side
training is to be incorporated into the

implementation. A cost analysis is being
onboarding process for all new

Examples from Project 1 by your side
physiotherapists and care workers

3.6 | Project 2: Focus on W&R in-home support
and residential care

3.6.1 | Project overview

A W&R approach has been shown to provide numerous benefits for older
people, such as improved function, independence, subjective well-being
and quality of life.”””® To enable the implementation of a whole of
organization evidence-based W&R approach in home-based support and
residential care, a pilot project was instigated with five specific work

IFAC checklist components

groups where staff were to complete and implement a standardized ‘My

(Continued)

Wellness Plan’ with older community members. Training was undertaken
with 209 staff, including nurses, allied health and personal care workers.

Three of the five work groups completed the project, with 18 older

TABLE 1
IFAC
components

people and eight staff interviewed at program completion.
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3.6.2 | Socio-cultural-political context

This project was conducted amidst several external contextual fac-
tors that impacted its success: (1) a Royal Commission into Aged Care
Quality and Safety; (2) introduction of new mandatory Aged Care
Quality Standards and (3) an organizational restructure.

3.6.3 | Codesign principles

Implementation of this project was codesigned from the outset via a
full-day planning workshop with key executive and operational
management representatives and the ‘change champions’ of the five
implementation sites (in metropolitan, regional and rural/remote
areas). To ensure the generalizability of the program, the project
reference group included staff from clinical, personal care and ad-
ministrative areas of the business. ‘The Why' of needing intervention
implementation within the organization was understood and con-
firmed by all, and they determined: (1) appropriate areas of Bolton
Clarke for W&R implementation; (2) managerial knowledge and ex-
perience of W&R to aid implementation (3) program funding available
to deliver the W&R program.

The project materials were also codesigned—W&R principles
were developed with key staff members and the ‘My Wellness Plan’
template was developed with a group of community members who
form the organization's Community Partnership Group to ensure

applicability for users of the materials.

3.7 | Project 3: Let's dig in! A therapeutic
horticulture pilot program for residential care
3.7.1 | Project overview

The growing evidence-based recognition of the therapeutic value of
horticultural and nature-based activities for individuals in residential
aged care’* prompted the trial of the Let's Dig In! program in an
individual care home. The 12-week program focused on enablement
and the promotion of well-being through a weekly gardening pro-
gram. Ten residents participated in the program plus assessment of
functional capacity pre- and postprogram. Seven residents were in-
terviewed at the completion of the program to explore their per-

ceptions of the program.

3.7.2 | Socio-cultural-political context

Meaningful engagement is a central tenet of residential care home
activity programs to promote active participation and optimal well-
being. For people with cognitive impairment or dementia, this is
particularly important to reduce the behavioural and psychological
symptoms of dementia. A new activity or program must be integrated
into an environment that is often besieged by inadequate staffing

= 431
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levels and skill mix, and unannounced visits for assessment and au-
diting purposes by the aged care regulator, as outlined in the recent
findings of the Royal Commission into Aged Care Quality and
Safety.””

3.7.3 | Codesign principles

Codesign of the existing Let's Dig In! program firstly involved all
participants recognizing ‘The Why’, followed by focus around the
activity delivery for each session. The choice of which herbs and
vegetables to plant aligned with, and were modified for, care home
resident needs, preferences, and characteristics. The program deliv-
ery also accounted for and was adapted to, the local environment,

climate and materials.

3.7.4 | Learnings from the project case studies
The three project case studies were implemented with varying success,
and highlight crucial aspects that were missing during implementation,
showcasing important learnings collated in Table 2. NPT, as depicted in
Figure 3, provides a structure to contextualize these learnings.
Coherence (sense making) aligns with the IFAC components of
the socio-cultural-political context and codesign principles. Con-
textual mapping was undertaken at the commencement of each of
the projects, but this did not result in success, as, like any complex
system, there was continuing change throughout the programs during
implementation. An iterative process throughout would have identi-
fied the changing external landscape and organizational priorities
earlier, with greater chance of successful adaptation. The relational
work, as identified in NPT, was again completed relatively well at the
commencement of the projects, but lost momentum throughout. This
component is arguably the most important, relying on strong, trans-
parent and enduring relationships with a ‘change’ team comprising
people with the necessary skills, influence and personality. The op-
erational work through collective action was consistent throughout
the projects but was perhaps overly reliant on key team members.
Again, a ‘change’ team would ensure that the burden of operational
work does not fall on the shoulders of a few individuals. Evaluation of
the implementation was undertaken with varying success, likely to be
enhanced in the future by considering all aspects of impact. Reflec-
tion on the entire implementation process is critical and yet is often

poorly executed due to the pressure of the next competing priority.

4 | DISCUSSION

Implementation science aims to move evidence into practice and, as we
have learnt over the past years, this is far from a simple linear process.
Complexity science provides a more comprehensive lens through which
to understand the interconnections in complex, dynamic health and aged

care systems.™® The development of the IFAC was heavily influenced by
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TABLE 2
IFAC component

Socio-cultural political context

Codesign principles

Why do we need to change?

What do we know?

Who will benefit?
Who will make the change?

What strategies will be used?

What difference are we
making?

Journalof Evaluationin Clinical Practice MEYER er AL
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Collated learnings from the three projects

Collated learnings to inform IFAC

Comprehensive contextual mapping to be undertaken to understand the internal and external pressures and
priorities that may influence implementation. This will ensure that the intervention is acceptable and feasible
to all stakeholders, resulting in a strong commitment to the implementation and necessary contingencies in
place. With an ongoing iterative codesign methodology, contextual mapping can recur as required throughout
the project, given that the aged care landscape can change rapidly. Clear articulation of alignment of
the implementation with internal organizational priorities is key, with transparent, timely and actionable
decision-making authority should priorities change

Codesign sessions to be conducted with all key stakeholders, rather than a subset, from the outset of the
implementation to identify and pre-empt potential barriers and challenges. Within an aged care provider, this
may include representation from clinical, operational, information technology, learning and development,
people and culture and marketing arms of the business. Critically, older people are included as key
stakeholders. Codesign is to be an iterative process over time to allow for identification and rectification of
errors as distinct from only stakeholder consultation at project commencement. Engagement with executive
and operational management to occur early and repeatedly over the course of the implementation. Promotion
of an inclusive codesign process will ensure that sessions are accessible to all participants—physically,
financially and informational (e.g., access to technology, microphones, large print materials and interpreters)

Clear articulation and communication of why a change is to be instigated will ensure that all key stakeholders are
engaged with the implementation from the outset. The why is to be transparent and enduring, requiring
ongoing commitment from all key stakeholders. A communication strategy in line with the implementation plan
can maintain the visibility of the why

A program, product or tool should ideally have supportive efficacy data before being embedded into practice. An
evidence-informed program is not sufficient on its own even with efficacy data from explanatory trials. For
implementation to be effective, evidence-informed programs must be ready to be embedded into practice

Older people will benefit from programs, products or tools that enhance their physical, psychological and social
well-being. Frontline staff and operational management will benefit from enhanced work processes, task
integration and team relationships. The organization as a whole will be more effective and efficient, as well as
an employer and provider of choice

A skilled project manager is responsible for overall coordination of the implementation plan, liaising with subject
matter experts, consumers and executive/operational teams as required. A ‘change team' is crucial to support
the project manager in successful implementation, including people who have the appropriate mix of skills,
influence, physical presence and personality traits

Coherence (sense making) occurred through codesign to varying degrees and is a crucial upfront component.
Relational coordination was not used within the projects in a formalized manner, but clearly, quality
relationships and the ability to function as a team is vital. Behaviour change techniques were utilized, focused
on capability (e.g., training of staff for all three projects), opportunity (e.g., staff chosen to be the early adopters
of Wellness & Reablement) and motivation (e.g., care workers supported by management to extend their scope
of practice for By Your Side)

This section is about impact—health, economic, social and knowledge impact, encompassing constructs of
acceptability; adoption; appropriateness; cost; feasibility; fidelity; reach/saturation; and sustainability

existing theory, but has been represented visually in a simple, under-
standable format, easily identifiable by all arms of the Bolton Clarke
business. An implementation checklist (Appendix 1) ensures that the
complexity is in digestible format to allow the IFAC to be operationalized.

Older people who are clients or residents within aged care ser-
vices often have high care needs, with multimorbidity and psycho-
social issues prevalent. Addressing these challenges through
implementing evidence-informed practice is enhanced using a com-
plexity lens, whereby we acknowledge the messiness, better under-
stand contextual factors and use different mechanisms for change in
different circumstances. The learnings from the three project case
studies (as seen in Table 2) highlight the importance of contextual

mapping using codesign methodology, clear articulation of why

change is needed, a ‘change team’ with the necessary skills and in-
fluence, and evaluation measures focused on impact.
Even with this approach, there is additional work required to

enable successful implementation:

1. In the current aged care context of this organization, there is
limited understanding by key decision makers as to the time re-
quired to undertake implementation, particularly the preparatory
time and ongoing support needed for intervention/activity deliv-
ery into practice. More work is needed to increase awareness that
new interventions do not ‘just happen’ so that there is recognition
and support for the required resources (time and staffing levels)

crucial for successful implementation.



MEYER ET AL

2. Codesign, albeit a crucial aspect to effective implementation, is
time-consuming and resource intensive. Mechanisms of backfill
for clinical roles is crucial for this component, but the aged care
sector does not currently have an adequate workforce to en-
able this.

3. Development of a learning organization, whereby all stakeholders
are engaged in ongoing care delivery improvements, is a challenge
within aged care. This is due to both resource constraints, and
workplace culture, whereby work undertaken by aged care pro-
viders is insufficiently valued, with limited research efforts to

support the advancement of care delivery.

5 | CONCLUSION

Implementation of evidence into practice is challenging, yet crucial. Nu-
merous theories, models and frameworks exist, but each have their lim-
itations for the purposes of the aged care environment. This article has
conceptualized key elements from the implementation science literature
into a draft framework, expanded these elements through consultation
and application to existing projects. A fit-for-purpose framework (the
IFAC) has been consolidated, underpinned by several existing theories.
Further, the checklist allows for the complexity of the IFAC to be oper-

ationalized within community and residential aged care.
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