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a b s t r a c t

Objectives: To synthesise current evidence addressing implementation approaches, challenges and fa-
cilitators, and impacts of national standards for comprehensive care in acute care hospitals.
Methods: Using Whittemore & Knafl’s five-step method, a systematic search was conducted across five
databases, including Medline (EBSCO), CINAHL (EBSCO), Cochrane Library, Web of Science, and Scopus, to
identify primary studies and reviews. In addition, grey literature (i.e., government reports and webpages)
was also searched via Google and international government/organisation websites. All searches were
limited to January 1, 2000 to January 31, 2023. Articles relevant to the implementation or impacts of
national standards for comprehensive care in acute care hospitals were included. Included articles un-
derwent a Joanna Briggs Institute quality review, followed by qualitative content analysis of the extracted
data adhering to PRISMA reporting guidelines.
Results: A total of 16 articles were included in the review (5 primary studies, 5 government reports, and 6
government webpages). Three countries (Australia, Norway, and the United Kingdom [UK]) were iden-
tified as having a national standard for comprehensive care. The Australian standard contains a unique
component of minimising patient harm. Norway does not have a defined implementation framework for
the standard, whereas Australia and the UK do. Limited research suggests that challenges in imple-
menting a national standard for comprehensive care in acute care hospitals include difficulties in
implementing governance processes, end-of-life care actions, minimising harms actions, and developing
comprehensive care plans with multidisciplinary teams, the absence of standardised care plans and
patient-centred goals in documentation, and excessive paperwork. Implementation facilitators include a
new care plan template using the Identify, Situation, Background, Assessment and Recommendation
framework for handover, promoting efficient documentation, clinical decision-making and direct patient
care, and proactivity among patients and care professionals with collaboration skills. Limited research
suggests introducing the Australian standard demonstrated some positive effects on patient outcomes.
Conclusion: The components and implementation approaches of the national standards for compre-
hensive care in Australia, Norway and the UK were slightly different. The scarcity of studies found during
the review highlights the need for further research to evaluate the implementation challenges and fa-
cilitators, and impacts of national standards for comprehensive care in acute care hospitals.
© 2023 The authors. Published by Elsevier B.V. on behalf of the Chinese Nursing Association. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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standards for comprehensive care in acute care hospitals
globally.

� Some differences existed in the components and implementa-
tion of Australian, Norwegian, and British national standards for
comprehensive care in acute care hospitals.

� The findings of this study indicate a gap in research regarding
national standards for comprehensive care in acute care hospi-
tals, which highlights the time-sensitive need for more policy-
based research following the recent introduction of the new
standards in Australia and the United Kingdom.
Fig. 1. Comprehensive care concept map.
1. Introduction

Comprehensive care is becoming a widely acknowledged stan-
dard for modern healthcare, as the traditional disease-specific
approach to care delivery is not sufficient to meet the complex
needs of patients [1]. The traditional approach often results in re-
ported gaps in safety and quality which can lead to inadequate care
for patients under specific conditions or to undesired outcomes
within particular populations [2]. Many patients require a range of
care services from multiple healthcare providers across several
settings, but lack of care coordination may result in inefficient,
inadequate, or fragmented care, which may cause unnecessary
hospitalisation, increased length of stay, and/or adverse events
[3,4]. As a result, modern healthcare is gradually shifting to a more
comprehensive or integrated approach to care delivery. A rapid
literature review identifying 16 articles on the effectiveness of
comprehensive care indicated that comprehensive care has the
potential to improve health service delivery which impacts both
patient-centred care and clinical outcomes in acute care hospitals
[5]. Additionally, comprehensive care has been shown to be cost-
effective for both care providers and patients [1,6].

According to the Australian Commission on Safety and Quality in
Health Care (ACSQHC), comprehensive care is defined as the “co-
ordinated delivery of the total health care required or requested by
a patient” (p. 44) [7]. This definition includes three components: a.
coordinated delivery of health care; b. multidisciplinary care plan
and delivery; and c. shared decision-making with patients, carers
and families. “Comprehensive care” as a concept has been estab-
lished in several countries, where many different terms are being
applied to the same concept such as “patient-centred care”,
“multidisciplinary care”, “coordinated care”, and “integrated care”
[1,8]. However, in reality, those terms have slightly different
meanings. To better represent the concept of comprehensive care,
we developed a concept map of comprehensive care (Fig. 1).

In Australia, the ACSQHC released the Comprehensive Care
Standard as part of the National Safety and Quality Health Service
(NSQHS) Standards to ensure that patients receive comprehensive
health care that meets their individual needs [4]. The first edition of
the standards was released in 2011, followed by a series of addi-
tional standards. One of the latest, the Comprehensive Care Stan-
dard was released in November 2017 and came into effect in
January 2019. Health service organisations have to meet all of the
NSQHS Standards to be awarded accreditation. The delivery of
comprehensive care relies on effective communication and team-
work among members of the healthcare team and patients, carers
and families partnering to identify, assess and address patients’
clinical risks, and determine their preferences for care [7].

Regardless of the magnitude of money invested every year in
health care, the quality of health services may still be poor [9].
Findings from previous studies indicate that healthcare organisa-
tions’ efforts to implement changes often fail [10,11]. Hence, there is
a need to assess not only summative endpoint health outcomes, but
also to conduct formative evaluations to examine implementation
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strategies and challenges in a specific context to optimise the
benefits of new care standards, prolong its sustainability, and
promote the dissemination of findings into other contexts [12]. The
objective of this literature review is to synthesise the available
research evidence on implementation approaches, challenges and
facilitators, and impacts of national standards for comprehensive
care in acute care hospitals. This review was initiated by an
awareness of the Australian Comprehensive Care Standard. How-
ever, we aim to identify and analyse national standards or guide-
lines for comprehensive care in acute care hospitals globally. By
doing so, we aim to contribute to a better understanding of the
implementation and impacts of national standards for compre-
hensive care in acute care hospitals internationally.

2. Method

This study used an “integrative review” approach and adhered
to the PRISMA guidelines for reporting on the research methodol-
ogy and findings. An “integrative review” is the broadest type of
research review allowing for combining data from studies con-
ducted using diverse methodologies and can provide a much more
holistic view of the prevalence of research on a topic compared to a
systematic review limited to a single preferred study design [13,14].
Whittemore and Knafl’s (2005) framework for integrative review
was followed, consisting of five stages: problem identification,
literature searches, data evaluation, data analysis, and presentation
[14].

2.1. Problem identification

The problem is identified: What are the implementation ap-
proaches, challenges and facilitators, and impacts of national
standards for comprehensive care in acute care hospitals?

2.2. Literature search

A search of computerised databases (Medline [EBSCO], CINAHL
[EBSCO], Cochrane Library, Web of Science, and Scopus) was carried
out using key concepts (comprehensive care standard, hospital/
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acute care, implementation, and impact/outcome). Medline
(EBSCO), CINAHL (EBSCO), and Cochrane Library were searched
using subject headings for all key concepts with supplementary
keywords for concept 1 (comprehensive care standard) and
concept 2 (hospital). Scopus and Web of Science were searched
using keywords for all key concepts. Specific search strategies are
listed in Table 1. The database search was limited to the period
between January 1, 2000 and August 31, 2021. The 2000 start date
was chosen to allow international comparisons and to capture any
preliminary Australianwork, because the first edition of the NSQHS
Standards was released in Australia in 2011, and comprehensive
care has been used internationally for a longer period. Based on the
references included in full-text screening, we identified countries
(i.e., Australia, the United Kingdom [UK], Norway, Canada, and the
United States of America [USA]) that may have a national standard
for comprehensive care and associated emerging terms (i.e., indi-
vidualised care plan, individualised plan, personalised care). To
locate relevant grey literature (i.e., government reports and web-
pages), we performed country-specific searches on Google and
international government/organisation websites using the existing
and emerging terms on October 28, 2021 (see details in Appendix
A). Database search and grey literature search were updated to
include the more recent research available up to January 31, 2023.
Additionally, we searched the reference lists of the included papers
for any potentially relevant primary studies, reviews, and govern-
ment reports and webpages. We also searched the papers pub-
lished by the authors whose articles had been included in the
review. To better understand the context inwhich the standards for
comprehensive care have been implemented, demographic, eco-
nomic, and health service utilisation for each identified country
were also investigated and described.
2.3. Literature selection

The results of computerised searches were downloaded to
Endnote, and duplicates were removed. Publication titles and ab-
stracts were then uploaded to Covidence, and any additional du-
plicates were also removed. The eligibility criteria for literature
selection, including the operational definitions of “comprehensive
care” and “national standard”, are presented in Table 2. The oper-
ational definition of “implementation” involves the actions, steps,
or strategies employed to introduce, adopt and execute a national
standard, including elements such as policy development, resource
allocation, education and training, monitoring and evaluation.
“Impacts” refers to the specific measures or indicators used to
assess and evaluate the effects or consequences of implementing a
national standard, such as changes in clinical processes, patient
outcomes (e.g., hospital-acquired complications, mortality rates,
Table 1
Key concepts and search strategy.

# Key concept Medical subject headings

1 Comprehensive
care standard

(“Comprehensive Health Care” OR “Patient Care Team” OR
“Multidisciplinary Care Team”) AND Standard

2 Hospital Hospitals OR Acute care
3 Implementation “Delivery of Health Care” OR “Health Care Delivery”

4 Policy “Health Policy”
5 Patient outcome “Patient Outcome Assessment” OR “Treatment Outcome” OR “Hosp

Mortality” OR “Patient Readmission” OR “Length of Stay” OR “Patie
Satisfaction” OR “Quality of Life” OR “Quality of Health Care” OR “H
Care Costs”

6 Combine 1 AND 2 AND (3 OR 4 OR 5)
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readmission rates), patient satisfaction, resource utilisation, and
healthcare provider adherence to the standard.

Using the eligibility criteria (Table 2), literature selection was
conducted in two stages: Stage 1, title and abstract screening; Stage
2, full-text screening. Two authors (BX, MMK) worked as a pair and
independently reviewed the titles and abstracts, followed by the
full-text papers that were deemed relevant. Any disagreements
were resolved by consensus or in discussion with the third author
(CS) if required.

2.4. Quality appraisal

The quality assessment of included articles was performed using
Joanna Briggs Institute (JBI) critical appraisal tools [15]. JBI Critical
appraisal tools have been developed through collaboration be-
tween JBI and its partners, and endorsed by the JBI Scientific
Committee after undergoing rigorous peer review. It covers
appraisal guidance for various types of articles. Quality reviews of
included articles were undertaken by two independent reviewers
(BX, MMK), and disagreements between reviewers were resolved
through discussion and mutual agreement. Quality ratings for each
article are provided in Appendix B Table S1. Because the aimwas to
synthesise a body of literature to provide a picture of national
standards for comprehensive care worldwide, studies were not
excluded based on quality assessment.

2.5. Data extraction

Our study aimed to explore the implementation approaches,
challenges and facilitators, and impacts of a national standard for
comprehensive care internationally. To facilitate comparisons we
used the same extraction template for each article reviewed, using
the Australian NSQHS Comprehensive Care Standard [7] as a
framework. The template includes information on the release year,
title, aim, governing body, scope, status, service receivers, coordi-
nator, and implementation framework, resources challenges and
facilitators, and impacts of each identified standard. For each article
reviewed, we also extracted information on year, country, author,
article type, target audience, aim, contribution, and conclusion.
Data extraction was executed by one author (BX) and reviewed by
all authors.

2.6. Data analysis

The extracted data were managed via Excel spreadsheets. The
studies included were heterogeneous in nature owing to the
diverse methodology involved, making it unfeasible to pool quan-
titative data. Therefore, a qualitative content analysis [16] of the
Keywords

(“Comprehensive Care” OR “Integrated Care” OR “Collaborative Care” OR
Interdisciplinary Care OR Multidisciplinary Care) AND (Standard OR
SystemORQuality OR Regulation OR Rule OR Requirement OR Principle OR
Protocol OR Criteria)
Hospitals OR Acute care
Implementation OR Enforcement OR Execution OR Practice OR Application
OR Performance
Policy OR Guide

ital
nt
ealth

“Patient Outcome” OR Mortality OR Readmission OR “Length of Stay” OR
“Patient Satisfaction” OR “Quality of Life” OR “Quality of Care” OR “Cost of
Care”



Table 2
Inclusion and exclusion criteria.

Inclusion Exclusion

Occurs in acute care hospitals with a specific audience location identified
(e.g., international, national, local)

Outpatient services or rehabilitation or emergency department exclusively

Comprehensive care described in the paper should meet at least one of the
defining elements of the ACSQHC (or is justifiably similar) *:

a. Coordinated delivery of health care,
b. Multidisciplinary care plan and delivery in collaboration,
c. Shared decision-making with patients, family and carers.

Integration of healthcare services or systems exclusively.

Arises from a standard, accreditation, requirement, or principle:
� Identified as the expected national standard of safety and quality,
� Can be shown to be linked to funding or capacity to practice, and

potentially supported by relevant national laws or regulations.

Local or province-based initiatives cannot be shown to have a connection to a national (or
international) mandated program.
Guidelines that arise from a clinical or medical institution or fellowship (rather than a
government body) with a focus on clinical decision-making for diagnosis and treatment.

Applies to the development, implementation, impact, or practice of the
standard, including:

� Specific description of lived experience (any perspective),
� Specific reference to actionable recommendations or learnings
A clear description of the process involved in reaching conclusions

(including study, analysis, and review)#:
� Reproducible or part of a public quality cycle,
� Describe the methods,
� Conclusion not based on opinions.

Irrelevant title with no abstracts.
Published prior to 2000.
Full text not in English or Chinese.
Full text not available.

Note: * Our screening goes from a broad to a finer scope. If a definition meets one of the three components, it will enter full-text screening. A definition has to meet all three
components to enter data extraction. # This criterion does not apply to government reports and webpages, but other selection criteria for the government documents and
webpages retrieved were the same as those for the primary studies and reviews to ensure consistency in the review process.
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extracted data was conducted. A concept-driven approach was
employed in the analysis, whereby a predefined set of codes (i.e.,
components of a standard, implementation approaches of a stan-
dard, factors affecting the implementation of a standard, impacts of
implementing a standard) aligned with the research questions was
used to systematically assign codes to the qualitative data in a
structured manner. Quantitative data from individual studies were
reported when applicable, whilst ensuring the rigour and
comprehensiveness of the synthesis of information.

3. Results

Through the systematic search, a total of 7,978 non-duplicate
articles were identified, of which 7,926 were excluded during the
title and abstract screening stage. The full texts of the remaining 52
articles and 12 articles identified from other sources were
reviewed, of which 48 were excluded after the full-text screening.
Finally, 16 articles were included in this review. The reasons for
exclusion and the numbers included/excluded are described in the
PRISMA flowchart (Fig. 2).

3.1. Characteristics of included articles

Of the 16 included articles, 5 were primary studies (3 quanti-
tative studies and 2 qualitative studies). Three countries (Australia,
Norway and the UK) were identified as having national standards
for comprehensive care (Appendix B Table S2).

3.2. Countries with national standards for comprehensive care

As shown in Appendix B Table S3, the three countries vary
greatly in population with the UK, Australia, and Norway having a
population of 67.1, 25.7, and 5.4 million, respectively [17]. Australia
has a slightly lower percentage of the population over age 65 and a
lower mortality rate than Norway and the UK. Australia spent a
lower percentage of Gross Domestic Product (GDP) on health than
Norway and the UK, but it has more acute care hospital beds per
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capita and a shorter average length of stay for acute care than
Norway and the UK. As shown in Appendix B Table S4, the three
countries all have national healthcare systems, which offer auto-
matic and universal coverage for primary healthcare [18].
Approximately half of the Australian adult population has private
supplementary insurance, while in the UK and Norway, it is only
about 10%. Unlike Australia and Norway, the UK mostly has case-
based payments, which is a way of funding according to the cases
treated rather than per service or bed days.

3.3. Overview of national standards for comprehensive care

Australia introduced the “Comprehensive Care Standard”
(Table 3) as part of the NSQHS in 2017 for uptake in 2019 [19]. This
standard was developed and released by the ACSQHC, which is a
corporate Commonwealth entity and part of the Australian Gov-
ernment Department of Health. The Comprehensive Care Standard
is mandated in all public and private hospitals, day procedure
services and public dental services across Australia [20]. Some
other health service organisations may be required to implement
the Comprehensive Care Standard due to funding arrangements.

Norway introduced the “Individual Care Plan” (Table 3), a
mandatory multidisciplinary plan for individual care, by law in
2001 [21]. It was included in the Patient Right Act in 2001 and the
Act related to social services in 2005 [8]. The Norwegian Directorate
of Health is the authority of administrating, applying and inter-
preting legislation and regulation in areas of health policy. The
Individual Care Plan is provided in all settings where health and
care services are provided [22]. Different parts of the health and
care service are required by laws to cooperate on an individual care
plan and care coordination [23].

The UK introduced “Personalised Care” (Table 3) by National
Health Service (NHS), as one of five key priorities within the NHS
Long Term plan in 2019 [24]. Resource allocation and oversight in
the UK were delegated to NHS England, an arms-length body, by
the Health and Social Care Act 2012 (an act of the Parliament of the
United Kingdom). NHS England and NHS Improvement, as a new



Fig. 2. PRISMA flow diagram of the selection process for articles related to the national standards for comprehensive care.
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single organisation since April 2019, have beenworking together to
better support care delivery. Personalised Care was set to be
implemented through 21 Personalised Care demonstrator sites.
Each site implements Personalised Care at a local-level scale. The
delivery of Personalised Care aims to reach 2.5 million people by
2023/24 and the aim is to double by 2028/29.

3.4. Components of national standards for comprehensive care

As specified in the Australian Comprehensive Care Standard,
comprehensive care is delivered to all patients in acute care hos-
pitals, including patients at the end of life [25]. Comprehensive care
planning commences after the clinical assessment and diagnosis
[25]. More in-depth risk screening and assessment will inform the
development of a comprehensive care plan with the patient. A
comprehensive care plan is a single document describing the
agreed goals of care, and outlining identified risks, actions taken
and key treatment information for a patient to achieve those goals
[25]. Information should be together in an accessible format. No
default template or content was required for the comprehensive
care plan. Nine key components of a comprehensive care planwere
recommended to be included in comprehensive care plans [25].
The Comprehensive Care Standard contains a unique component of
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minimising patient harm including actions related to falls, pressure
injuries, nutrition, mental health, cognitive impairment, and end-
of-life care. However, the Comprehensive Care Standard does not
cover detailed information about the care coordinator [26].

The Norwegian Individual Care Plan is delivered to patients with
long-term and complex needs for coordinated care in acute care
hospitals, including children [8,22]. For the Individual Care Plan, the
planning process needs to be initiated promptly upon request from
any party, including the patient, next of kin or legal guardian. An
individual care plan includes an outline of the patient’s goals of
care, along with the necessary objectives, resources and services
required for meeting various aspects of their needs, independent of
diagnosis, age or level of care [21]. The plan indicates the allocation
of responsibility between the patient and various professionals,
along with a schedule for implementation [8]. No default template
was required for an individual care plan except for the content for
the individual care plan specified in Norway’s health and social care
legislation [23]. In Norway, it is statutory that all municipalities and
health trusts must have a coordinating unit for habilitation and
rehabilitation [22]. This unit is given overall responsibility for the
work with the individual plan and the appointment, training and
supervision of the coordinator, preparation of procedures and
more. A coordinator must be appointed among the service



Table 3
Summary of identified countries that have a national standard for comprehensive care.

Country Australia Norway United Kingdom

Release year 2017 2001 2019
Formal title National Safety and Quality Health Service

(NSQHS) Standards - Comprehensive Care
Standard

Individual Care Plan (individuell omsorgsplan)/
Individual plan (individuell plan)

Personalised care

Aim To ensure that patients receive comprehensive
health care that meets their individual needs, and
considers the impact of their health issues on
their life and wellbeing.
To ensure that risks of harm for patients during
health care are prevented and managed through
targeted strategies.

To address the acknowledged lack of coordinated
care, to meet the need for improved coordination
and quality of care provided, and to increase
patient involvement in health care planning.

To support people to have choice and control over
the way their care is planned and delivered, based
on ‘what matters’ to them and their strengths,
needs and preferences.

Governing body Australian Commission on Safety and Quality in
Health Care (ACSQHC).
Part of Commonwealth Government, Department
of Health.
Reports to the Australian Parliament and the
Minister for Health.

Norwegian Directorate of Health (Helsedirektør).
Reports to the Norwegian Parliament and the
Minister of Health and Care Services.

National Health Service (NHS) England and NHS
Improvement.
Part of the Department of Health and Social Care.
Reports to UK Norwegian Parliament and
Secretary of State for Health and Social Care.

Scope All types of hospitals, day procedure services, and
public dental services

All settings where health and care services are
provided

To reach 2.5 million people by 2023/24

Status Implemented; under review Implemented; legislated Implementation underway; tested in 21
demonstrator sites

Service
receivers

All patients, including patients at the end of life Patients with long-term and complex needs for
coordinated care

People with long-term health conditions or
complex needs

Coordinator Not specified Specified Mentioned
Implementation

framework
A conceptual model:
a) a focus on patient experience;
b) systems, processes and protocols to deliver

comprehensive care;
c) organisational culture and governance to

support a comprehensive care approach.
Four criteria:
a) Clinical governance and quality improvement

to support comprehensive care;
b) Developing the comprehensive care plan;
c) Delivering comprehensive care;
d) Minimising patient harm.

N.A. Six key components:
a) Shared decision-making;
b) Personalised care and support planning;
c) Enabling choice;
d) Social prescribing and community-based

support;
e) Supported self-management;
f) Personal health budgets and integrated

personal budgets.

Implementation
resources

Guidelines, accreditation workbooks, online
courses

Guidelines, mandatory courses Guidelines, accredited training program

Implementation
challenges

Difficulties in implementing governance
processes, end-of-life care actions, minimising
harms actions, and
developing comprehensive care plans with
multidisciplinary teams;
Absence of standardised care plans and patient-
centred goals in documentation;
Excessive paperwork.

Care planning process mostly managed by local
health and social care professionals, rather than
hospital staff and general practitioners

N.A.

Implementation
facilitators

A new care plan template that has an efficient
structure of the documentation, uses the Identify,
Situation, Background, Assessment and
Recommendation (ISBAR) framework for
handover, and promotes clinical decision-making
and direct patient care.

Proactivity among patients and care
professionals;
Technical skills for web-based collaboration.

N.A.

Implementation
impacts/
outcomes

Increased adherence to the Comprehensive Care
Standard;
Gradual decrease in the delirium rate;
Patients had high satisfaction with person-
centred care and variable involvement in their
daily care plan.

N.A. N.A.

Note: NHS ¼ National Health Service. N.A. ¼ not available.
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providers, giving priority to the preferences of the patient and user
when selecting one. Even if the patient and user do not desire an
individual care plan, a coordinator should still be offered.

British Personalised Care not only supports people with long-
term health conditions or complex needs in acute care hospitals,
but it takes whole-population approaches to support people of all
ages and their carers to manage their health and wellbeing and
make informed decisions and choices [24]. Personalised Care has a
unique component of personal health budgets and integrated
personal budgets. The personalised care and support plan (PCSP) is
developed following an initial comprehensive assessment [27].
430
There is no set template for the PCSP, but it has to meet five criteria
[27]. As specified in Personalised Care, each person has a single,
named care coordinator, but the detail of the care coordinator is not
given [24].

3.5. Implementation approaches of national standards for
comprehensive care

In Australia, a conceptual model was developed by ACSQHC to
support the implementation of the Comprehensive Care Standard
in acute care hospitals. This model categorised the organisational
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requirements necessary to support the delivery of comprehensive
care into three domains (Table 3) [26]. ACSQHC also specified four
criteria for implementing the Comprehensive Care Standard
(Table 3) [25]. ACSQHC has developed implementation guides,
accreditation workbooks, online courses, and other resources to
help health service organisations to meet the Comprehensive Care
Standard [28e30]. An accreditation scheme and a survey study
were used to evaluate the implementation of the standard [28,29].

Norway does not have a defined framework for implementing
the Individual Care Plan in acute care hospitals. Norway published
laws, regulations, and national guides to guide the delivery of the
Individual Care Plan. The Norwegian Directorate of Health devel-
oped guidelines, provided mandatory training programs, and
initiated projects to inform care professionals and managers about
the Individual Care Plan and to ensure that proper planning pro-
cesses were followed by both hospitals and municipalities [21].

A comprehensive model of Personalised Care was developed in
the UK to make personalised care ‘business as usual’ across health
and care [24]. This model comprises six key components or pro-
grams (Table 3), and each is defined by a standard. NHS England
also developed a delivery plan that listed 21 actions to roll out
Personalised Care across England [24]. NHS has developed guide-
lines and accredited personalised care training programs for gen-
eral practitioners, nurses and allied health professionals. A virtual
organisation, the Personalised Care Institute, is responsible for
setting the standards for evidence-based training in personalised
care in England.

3.6. Factors affecting implementation of national standards for
comprehensive care

A range of factors has been found to affect the implementation
of the Australian Comprehensive Care Standard in acute care hos-
pitals. Murgo et al.’s (2022) [28] evaluation of the assessment
outcome data of health service organisations revealed under-
performance in implementation and identified common issues
experienced by organisations. These issues include difficulties in
implementing governance processes, demonstrating effective care
planning, and implementing end-of-life care actions and some
minimising harms actions. ACSQHC’s (2022) [29] survey study
identified the challenges of implementing the Comprehensive Care
Standard, with developing a comprehensive care plan being the
most challenging due to reasons such as no standard care plan used
by all disciplines and difficulties in care planning with a multidis-
ciplinary team (MDT). Patersen et al. (2022) [31] implemented a
new care plan template to meet the requirement of the Compre-
hensive Care Standard. They found the aspects that worked well in
practice included efficient structure of the documentation, using
the Identify, Situation, Background, Assessment and Recommen-
dation (ISBAR) framework for handover, and promoting clinical
decision-making and direct patient care. On the other hand, the
aspects that did not work well in practice included patient signa-
ture on the daily care plan, lack of MDT involvement supported by
the documentation, excessive documentation of paperwork, and
patient-centred goals not being captured in the documentation.

Two peer-reviewed papers that examined the implementation
of the Norwegian Individual Care Plan in acute care hospitals were
found [8,21]. Bjerkan et al.’s (2011) [21] questionnaire study of the
use of individual care plans revealed that the deployment of indi-
vidual care plans did not cover the expected proportion of the
population. This was independent of the municipalities’ size, po-
litical government, funding situation, or planning process of the
plan. The planning process wasmostlymanaged by local health and
social care professionals, rather than hospital staff and general
practitioners. Bjerkan et al.’s (2014) [8] interview study reported
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that if either users or care professionals (or both) were proactive,
care planning worked well. If neither users nor care professionals
were proactive, no planning activities occurred. It was important to
make both patients and care professionals see the planning process
as meaningful and develop the technical skills required for web-
based collaboration.

No publications were identified that reported on the imple-
mentation of British Personalised Care.

3.7. Impacts of the standards for comprehensive care

Only one peer-reviewed paper that examined the outcome of
the Australian Comprehensive Care Standard in acute care hospitals
was found [32]. Oberai et al. (2021) [32] reported that the imple-
mentation of the tailored delirium intervention increased adher-
ence to the Comprehensive Care Standard and led to a gradual
decrease in the rate of delirium in patients aged 65 years and over
admitted to the hospital with a hip fracture. In this study, there was
33.6% adherence to the Comprehensive Care Standard after the
implementation in 2019 compared to 4.7% before the imple-
mentation. Findings suggest more work is required to further in-
crease adherence. The research also highlighted the importance of
exploring whether adherence varies in particular populations, such
as non-English speakers. Paterson et al. (2022) [31] found that
patients had high satisfaction with person-centred care and vari-
able involvement in their daily care plan. However, they also found
that communication between clinicians and patients was some-
times insufficient, and patients experienced a lack of integration
between MDTs.

No publications were identified that examined the explicit
outcomes of the Norwegian or British comprehensive care related
standards.

4. Discussion

Australia, Norway, and the UK were identified as countries
having national standards for comprehensive care in acute care
hospitals. The three countries vary greatly in population size but are
similar in the percentage of the population over age 65 and life
expectancy. Australia spent a lower percentage of GDP on health
and had a shorter average length of stay for acute care than Norway
and the UK. The three developed countries have a national
healthcare system and a decentralised trusteeship structure.
However, some differences existed between the structure and
implementation of the standards across the three countries.

In Norway, the standard is intended for patients with long-term
and complex needs. This is currently the same in the UK. They
intend to extend this to all patients, but the date is uncertain. In
Australia, the Comprehensive Care Standard already applies to all
patients, showing a move towards inclusiveness by ensuring that
standards for comprehensive care are guiding the care of all pa-
tients. However, there is no evidence to indicate whether imple-
menting standards for comprehensive care will benefit all patients,
especially regarding the economic effects [5,33]. Future studies are
needed to explore the effects of implementing a national standard
for comprehensive care among all patients. This will help policy-
makers in other context to understand the potential benefits and
challenges of implementing such standards and inform their de-
cision-making.

The evidence from Australia suggests there is an opportunity to
incorporate specific harms, including falls, pressure injuries,
cognitive impairment, malnutrition, self-harm and suicide,
violence and aggression, and seclusion and restraint, into patient
care plans to ensure that patients are receiving safe and high-
quality care in acute care hospitals. These specific harms are
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common in acute care hospitals and can cause serious conse-
quences [34], and incorporating them into care planning has the
potential to develop targeted interventions to address them.
However, due to the current lack of evidence regarding the impacts
of addressing them in a national standard for comprehensive care,
there is an opportunity to explore the effect of the Australian
Comprehensive Care Standard on these specific harms in the future.

A care plan is a document describing agreed goals of care and
outlining planned activities for a patient. It is intended to
strengthen the coordination between care professionals and the
patient [8]. The three countries specified that patients only have
one integrated care plan, and no default template was required. The
focus of a care plan is not its form, but the shared decision-making
with patients, carers and families to achieve their goals of care.
Norway’s health and social care legislation specified the content of
the Individual Care Plan. However, in Australia and the UK, the type
and the content of the plan are expected to vary depending on the
complexity and needs of the patient, the setting, and the type of
service. Given the common challenges in developing a standard
care plan, policymakers, healthcare providers, and researchers
could consider developing a compatible template that could be
adapted to different patients, settings, and types of services to
improve care coordination and delivery.

Information about a care coordinator varies greatly among these
three countries. The Comprehensive Care Standard does not cover
information about a care coordinator, considering that allocating an
official care coordinator for every patientmay not be feasible [26]. It
does recognise that delivering safe and high-quality comprehensive
care requires a distinct care coordinator assigned to support the
patient care journey [26]. Norway has specified a care coordinator
for the Individual Care Plan in the laws and regulations. NHS has
mentioned a care coordinator but does not specify more details.
However, a lack of instruction, training, and specified care co-
ordinators may cause the underuse of the standards [35]. Future
studies are needed to understand how to optimise care co-
ordinators’ role in implementing the standards, and whether
different approaches have had an impact on effectiveness.

The legislation progress of the standards for comprehensive care
differs among these three countries. In Australia, there is no direct
legislation governing the accreditation process used to assess and
guarantee the implementation of the Comprehensive Care Stan-
dards. There is a provision for legislative oversight through funding
mechanisms that require accreditation and can impose various
sanctions if standards are not met (including administrative over-
sight by the regulator, loss of licenses and/or loss of funding) [2].
Norway has included the standard in laws and regulations. Per-
sonalised Care was set out in the NHS Long Term Plan and its
legislation is still in progress in the UK. The change set out in the
Long Term Plan started by voluntary effort and empirical experi-
ment, then establishes itself bymerit, and ultimately the State steps
in and makes it a universal service [36]. The legislation would
support more rapid progress in implementation [36]. Strength in
legislation development needs to be matched by strength in the
implementation of the standards for comprehensive care to achieve
desired outcomes. There is no evidence to indicate whether the
Norwegian or UK way is better for implementing the standards for
comprehensive care.

Australia and the UK have a defined framework and published
explicit guidelines on implementing the national standards for
comprehensive care, while Norway does not. Australia has the
ACSQHC and the UK has NHS England to govern their standards.
Norwegian Health Authorities used a dissemination strategy to
implement the Individual Care Plan, but without comprehensive
guidelines on how managers within health and social care should
carry out further implementation in their organisations [37]. The
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dissemination strategy is a targeted distribution of information,
mainly written, to spread information about laws and regulations
to health and social care workers [37]. This strategy is not neces-
sarily a systematic use of strategies to introduce the Individual Care
Plan. Previous literature indicates that passive dissemination of
information is generally ineffective when it comes to the imple-
mentation of changes [38]. In order to have a more effective
implementation, countries like Norway may benefit from the
design of a systematic strategy and defined frameworks and
structures in the implementing a national standard for compre-
hensive care.

The Norwegian Individual Care Plan, the first national standard
for comprehensive care introduced in 2001, involves a collaboration
of health care and social care services across sectors after 2005. In
the UK, Personalised Care, introduced in 2019, takes a whole-
system approach, integrating services around the person
including health, public health, social care, and wider services [24].
In Australia, the Comprehensive Care Standard, introduced in 2017,
is targeted at hospitals and similar health services and does not
appear to link directly to social care, which may limit the role of the
care coordinator and care plan. There was some reporting of
implementation work in Norway [21], but more research is needed
to explore solutions for improved care standard implementation.
There is limited evidence showing the impacts of the national
standard for comprehensive care on patient outcomes in any of the
three countries identified through this literature review. Follow-up
research needs to be undertaken to understand the impact of
health policy on health services and patient outcomes.

5. Strengths and limitations

The strengths of this review include a rigorous and systematic
search strategy. To our knowledge, these findings provide a unique
overview of current evidence of addressing policy, implementation,
and impacts of national standards for comprehensive care globally.
Two papers were excluded because they were not able to be
translated in a timelymanner for this reviewand other publications
may have been missed due to different terminologies not being
picked up by the authors despite due diligence. The international
evidence presented is limited to comparisons among three coun-
tries (Australia, Norway, and the UK), as these were the only
countries identified with national standards for comprehensive
care in acute care hospitals based on our search strategy and
criteria. Although it is a synthesis of articlesmostlymade up of non-
research evidence, the best available evidence has been included.
As McArthur et al. (2015) [39] pointed out, “systematic reviews of
text and opinion may be considered as legitimate sources of evi-
dence, especially when there is an absence of other research de-
signs” (p.195). Results of the literature search indicate several gaps
in research regarding national standards of comprehensive care
which highlights the time-sensitive need for more policy-based
research following the recent introduction of the new standards
in Australia and the UK. The scarcity of research papers evaluating
the national standard for comprehensive care may be attributed to
several constraints, both methodological and political, in real-
world public policy evaluations. The widespread nature of the na-
tional standard would have made experimental designs unfeasible,
further complicated by the concurrent or sequential implementa-
tion of multiple standards. The rapid implementation and poor data
availability would also have hindered comprehensive assessments.
Hospitals’ cautious approach and the fear of negative evaluation
results likely added to the lack of research. Addressing these chal-
lenges and fostering collaboration between researchers and health
authorities can improve the quality and depth of policy evaluations
in the future.
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6. Conclusion

Although comprehensive care has become a central theme in
healthcare worldwide, only Australia, Norway, and the UK were
identified as having national standards for comprehensive care.
Differences in the components and implementation of the national
standards for comprehensive care among these countries holds
significant implications for policymakers, healthcare providers, and
researchers, and the insights gained from this study can be gener-
alised to other contexts. Policymakers should take into account the
specific needs and challenges of their own countries when
formulating and implementing national standards for compre-
hensive care. Findings from this study revealed a gap in the liter-
ature reflecting knowledge about the implementation challenges,
and the impacts of the standards of comprehensive care. There is
the opportunity to examine the factors affecting the implementa-
tion of the national standards for comprehensive care and its effects
on patient outcomes in both Australia and the UK given the more
recent requirement for implementation in 2019.
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