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Abstract: Quality measurement initiatives promote quality improvement in healthcare but can be
challenging to implement effectively. This paper presents a Rapid Realist Review (RRR) of published
literature on Quality Care-Process Metrics (QCP-M) implementation in nursing and midwifery
practice. An RRR informed by RAMESES II standards was conducted as an efficient means to
synthesize evidence using an expert panel. The review involved research question development,
quality appraisal, data extraction, and evidence synthesis. Six program theories summarised below
identify the key characteristics that promote positive outcomes in QCP-M implementation. Program
Theory 1: Focuses on the evidence base and accessibility of the QCP-M and their ease of use by
nurses and midwives working in busy and complex care environments. Program Theory 2: Examines
the influence of external factors on QCP-M implementation. Program Theory 3: Relates to existing
cultures and systems within clinical sites. Program Theory 4: Relates to nurses’ and midwives’
knowledge and beliefs. Program Theory 5: Builds on the staff theme of Programme Theory four,
extending the culture of organizational learning, and highlights the meaningful engagement of nurses
and midwives in the implementation process as a key characteristic of success. Program Theory 6:
Relates to patient needs. The results provide nursing and midwifery policymakers and professionals
with evidence-based program theory that can be translated into action-orientated strategies to help
guide successful QCP-M implementation.

Keywords: quality metrics; nursing; midwifery; implementation; realist; person; outcome measures

1. Introduction

Quality measures such as metrics in healthcare promote standardized care, ensuring
consistently high quality, safe care. Framework reports published by the Department of
Health, and the Health Service Executive in Ireland [1–3], which draw on international
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literature on evidence-based Quality Care Process Metrics (QCP-M), indicate that when
effectively implemented, they provide a framework to identify gaps in care delivery. They
also enable action planning for quality improvement and offer a mechanism by which care
providers can be accountable for the quality of their care delivery [1–3]. This paper focuses
on understanding the dynamics of implementing specific nursing and midwifery Quality
Care Process Metrics (QCP-M), a complex intervention that operates across multiple clinical
organizations and care sectors across the Health Service Executive (HSE), to measure and
evaluate nursing and midwifery care process outcomes.

The implementation of QCP-M is compounded by the complexity of healthcare orga-
nizations, one of the most complex forms of human organization to manage [4], and the
multifaceted and dynamic nature of health service delivery [5]. Given this complexity, inter-
ventions such as QCP-M rarely work in the same way in different contexts [5]. The reality
is that effective healthcare interventions can have their impact mitigated by the conditions
of the healthcare context [5–7]. Implementation and context are inextricably bound.

Contextual influences explain much of the variation in implementation efforts and
their levels of success. They describe a set of circumstances or unique factors that surround
a particular implementation effort and take account of the broader systemic context and
the specific setting in which an intervention is implemented [8,9]. Context generates
multiple sources of contingency and a wide variety of confounding factors that directly
impact implementation [10]. These include historical and cultural influences, political
and social contexts, economics and resources, organizational structure, leadership, and
professional and patient behavior [8,11,12]. Context is also dynamic and bound by its
setting; therefore, what might constitute a contextual barrier in one environment may be an
enabler in another [8,13]. This explains why some interventions flourish in some practice
settings and languish in others [9].

The complex, context-dependent nature of implementing interventions has directed
attention to examining context. Evaluations of an intervention must consider the imple-
mentation process and acknowledge the broader social structural context within which clin-
icians, patients, and practices operate [10]. Conventional systematic reviews to determine
the evidence of whether interventions work (or not) often result in limited answers [14].
It is not sufficient to know if an intervention is effective; it is essential to understand why
the intervention works, how, for whom, and in which contexts. Therefore, understand-
ing context across multiple settings helps us to better understand how implementation
processes might lead to ‘scaling up’ and scaling out between settings which are critically
important for a national implementation initiative, such as the implementation of specific
Nursing and Midwifery QCP-M within healthcare systems. Evaluating the implementation
of complex interventions in healthcare practice is therefore important for policymakers and
implementation planners as it provides a theoretical framework to guide the process [10].

This study is informed by the RAMESES II (Realist And Meta-narrative Evidence
Syntheses: Evolving Standards) reporting guidelines for realist evaluations [15]. A study
protocol for conducting this Rapid Realist Review (RRR) was published in January 2021
(version 2) and outlined the study aim, which is to conduct an RRR through a synthesis of
the international literature (published and grey) that generates program theories to improve
understanding of facilitating and constraining influences related to the implementation
of nursing and midwifery QCP-M [16]. A RRR fundamentally improves understanding
of how programs work within specific contexts and what conditions may impede or
develop successful outcomes through iteratively structuring the empirical and theoretical
literature [17]. This flexible methodology seeks to explain generative causation within
social settings by identifying specific patterns of interaction and addressing the basic
question of ‘what is it about this intervention that works in this context and why?’ [14].
RRR was developed by Pawson [14] to examine existing data to better understand complex
problems. Wong and colleagues [15] suggest that complex problems comprise:

• Numerous interacting components within an intervention.
• Numerous behaviors demonstrated by those involved in an intervention.
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• Number of groups involved in an intervention.
• Variability and number of outcomes.
• Allowance for flexibility.
• Non-linear patterns.
• Reliance on people.
• Context dependency.

Pawson and colleagues [14] claim that the differences between a standard meta-
analysis approach and a realist approach are significant. Meta-analysis looks at program
effects, measuring effect sizes and seeking mean effect through a systematic review. How-
ever, realist understanding sees programs as theories, tests theories, and uses systematic
review to synthesis theory [14]. This understanding was fundamental to our choice of RRR
for this study.

2. Materials and Methods
2.1. Evaluation Design

In 2020, due to COVID-19 restrictions, the research team adopted a virtual techno-
logical approach to conduct the RRR. To undertake the review, a local reference panel
and an expert panel (Supplementary File S1) were established. The local reference panel
consisted of eight key intervention stakeholders and healthcare professionals as knowledge
users, who will utilize the results of this RRR to develop further and implement the inter-
vention of the QCP-M in clinical practice. An expert panel consisting of health systems
researchers from three Irish universities, with combined expertise in nursing, midwifery,
implementation science, quality improvement, and critical realism, assisted in defining the
research questions, reviewed the inclusion and exclusion criteria and tailored the search
strategy for clarity and consistency, contributed to the synthesis of findings and verified
interpretation of results. The inclusion of key stakeholders and knowledge users as part of
the review process increased the relevance, clarity, and awareness of the review findings’
transferability [18,19].

The RRR was conducted over six months from February to July 2021. The multifaceted
review design involved an eight-step approach [20], based on a collation of the five re-
view stages promoted by Pawson [21], a previously drafted protocol depicting access to
high-quality primary care for older people [22], and a project diagram design [23]. The
iterative eight-step design approach includes the location of excising theories, searching
the literature, document selection, quality appraisal, data extraction, validation of findings,
data synthesis, refinement of the initial program theory, and the dissemination of the review
findings. The eight-step approach is illustrated in Figure 1.
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Figure 1. Review design.

2.2. Locate Existing Theories by Searching the Literature

Pertinent to the literature review was identifying existing theories that successfully
implemented a suite of QCP-M relevant to nursing and midwifery practice. For the
researchers seeking to understand context, an RRR emphasizes the importance of under-
standing and explaining context-specific circumstances and the mechanisms that lead
to the outcome of an intervention, the intervention, in this case, being the QCP-M. The
research team agreed on the scope of the RRR to answer the question, ‘What factors enable
the successful implementation of a suite of quality care process nursing and midwifery
metrics (the intervention) across all areas in nursing and midwifery practice?’. Additional
sub-research questions were, ‘In nursing and midwifery quality care process metrics, what
contexts and mechanisms lead to positive implementation outcome?’, also, ‘In nursing
and midwifery quality care process metrics, what contexts and mechanisms lead to neg-
ative implementation outcomes?’ and ‘What were the dominant outcome patterns in
identified contexts?’

With the assistance of a college librarian, a search strategy was designed and conducted
involving a two-step approach. Firstly, a preliminary background search was conducted
in PubMed Central and Excerpta Medica Database (EMBASE) to identify the keywords,
subject headings, and alternative terminology associated with the topic to guide the forming
of the second search strategy. Specific Boolean operators such as AND, OR, NOT were used
to define the search, and truncation markers were applied. An inclusion and exclusion
criteria were developed and applied (see Table 1) All searches were limited to the English
language, involving human participants of all age groups with an available abstract dating
from 1 January 2010 to 31 July 2020. Articles sourced were reviewed and interrogated for
the development of an initial program theory related to the successful implementation of
interventions such as QCP-M for further refinement during the RRR process. Secondly,



Int. J. Environ. Res. Public Health 2021, 18, 11932 5 of 18

seven electronic databases were searched, including EMBASE, PubMed Central, The
Cumulative Index to Nursing and Allied Health Literature Complete (CINAHL Complete),
APA PsycINFO, Applied Social Sciences Index, and Abstracts (ASSIA), and Cochrane
Database of Systematic Reviews (CDSR). Grey literature published from 1 January 2010, to
31 July 2020 in the following databases was also included, Lenus Irish Health Repository,
Open Grey, Virginia Global e-Repository, and Clinical Trials.Gov.

Table 1. The inclusion and exclusion criteria applied.

Criterion Inclusion Exclusion

Population Humans
Any study population other

than humans; e.g.,
animal studies

Language Written in English Any other language that is
not English

Time Period January 2012–July 2020 Outside this time period

Study Focus

Studies that report on the
implementation and/or evaluation of

the implementation of QCP-M or
other nursing or midwifery quality
care measurement processes, both

nationally and internationally

Articles that do not look at
QCP-M/or other healthcare
interventions and initiatives

Type of Study

Peer-reviewed primary studies from
academic journals and grey literature
from, for example, reference lists and

institutional repositories

Non-peer reviewed articles;
e.g., newspaper articles,

opinion pieces, and reviews

Geographic Location Any location within an
international context None

A PICO framework was adopted for the structuring of the keywords (see Table 2).
In the PICO framework: (P)—Population refers to the sample of subjects. Here, the ‘P’
refers to nurses and midwives. (I)—Intervention refers to the treatment or intervention that
will be provided, which is the Quality Care Process Metrics. (C)—Comparison identifies a
reference group for comparison, control group, or the study design. No comparison group
was identified. (O)—Outcome represents what results are to be measured to examine the
effectiveness of the intervention. Furthermore, it relates to the research question: What
factors enable the successful implementation of a suite of quality care process nursing and
midwifery metrics across all areas of nursing and midwifery practice?

Table 2. PICO search terms used in the review of the literature.

Question PICO Search Terms

What factors enable the
successful implementation of

a suite of Quality Care
Nursing and Midwifery
Metrics in nursing and

midwifery practice?

P
I
O

‘Nurse’ OR ‘Midwife’ OR ‘nurse specialist’ OR
‘nurse practitioners’ OR ‘clinical nurse specialists’

OR ‘midwife specialist’
AND

‘quality care’ OR ‘clinical care’ ‘nursing care’ and
‘measurement’ and ‘processes’ and ‘indicators’ as

separate terms
AND

‘facilitators’ OR ‘enablers’ OR ‘implementation’

The initial high-level program theory identified, suggests that the intervention of
Quality Care Process Metrics (QCP-M) in clinical practice has a positive impact on nursing
and midwifery care processes. This initial theory described how the intervention of QCP-M
is expected to work.
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2.3. Document Selection

Results from database searches were inputted into Covidence [24]. The initial title and
abstract screening through Covidence were completed by four members of the research
team, divided into two groups (AC and MC) and (SS and CR). The local reference panel
searched the grey literature for inclusion or exclusion, and any title or abstract conflicts
were reviewed in Covidence by a RE methodology expert (SPT) and resolved. Four
teams comprising of two to three reference panel members each conducted a full-text
screening in Covidence (OD, RL, and CB), (LO’C and MN), (DOB and RS), and (SS and
CR). Likewise, full-text screening conflicts were reviewed by an expert in RE methodology
(SPT) and resolved.

2.4. Quality Appraisal

The Crowe Critical Appraisal Tool (CCAT) was utilized for quality appraisal of the
initial 68 studies included. Three researchers (LO’C, YC, and MB) appraised the selected
68 studies for their level of quality. A standardized approach was adopted, and each study
was mapped using the CCAT Form (v1.4) [25] following the allocated study identifica-
tion number provided in Covidence. Both the individual category scores and the total
score, as recommended by the CCAT, were included within the final decision for study
inclusion. Requested guidance from the CCAT author, specifically concerning the map-
ping of systematic reviews, provided valuable feedback and was applied. All systematic
reviews were mapped according to the apparent themes described and the strength of
the evidence supporting each theme. Themes were arranged from those displaying the
most evidence to those displaying the least evidence. Application of the CCAT reduced
the initial 68 studies selected for inclusion to 37, which were included for data extraction,
synthesis, and analysis.

2.5. Data Extraction, Synthesis, and Analysis

A framework was designed to guide the data extraction activities, and a data extraction
tool was generated to tabulate the findings from the included papers. Expert panel meetings
occurred regularly, and panel members were divided into three teams to extract CMO-
configurations (CMOc) from the selected papers (SPT, MM, AC, and MB), (CD, DT, and
TF), and (VL, SS, and CR). During panel meetings, CMOc of individual included papers
were discussed by all members and exhausted through consensus. The final review of
themes was entered into NVivo 12, a specialized qualitative software, to facilitate coding
and thematic analysis of the data. Panel members participated in a final adjudication of
approved CMOc and themes. Following the final adjudication, the final agreed coding was
completed in NVivo 12.

To facilitate understanding of the evidence generated during the RRR, the CMOc iden-
tified were mapped to existing implementation theory using the Consolidated Framework
for Implementation Research (CFIR). Damschroder and colleagues (2009), developed the
CFIR, which identifies constructs across five multilevel domains that influence effective
intervention implementation and effectiveness. This framework assisted the interpretation
of the review findings as it facilitated a systematic evaluation of multilevel implementation
contexts and helped identify factors that may have influenced intervention implementation
and effectiveness. The CFIR is a well-validated framework for implementation evaluation,
offering an organizational framework for synthesizing and building knowledge about
what works, where, across multiple settings [8,26].

The linking of the CMOc to the CFIR (Supplementary File S2) enabled us to connect
the program theories to an evidence-based framework that focuses on intervention imple-
mentation within the healthcare context, which, as already outlined, is multifaceted and
complex [4,27]. The analysis enables the translation of generic constructs from implementa-
tion theory into context-dependent narratives that can inform policymakers in the direction
required to support implementation.
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3. Results
3.1. Data Analysis

We identified 5581 references across all search methods; of these, we identified 722 du-
plicates for removal. Titles and abstracts of 4858 documents were then reviewed, leading
to a full-text review of 195 documents. Of these, 127 documents were removed, and 31
additional documents were removed post the CCAT quality appraisal process. A total of
37 documents were included in the RRR and enabled the refinement of the initial CMO
hypotheses. This constituted 37 documents from our database search, fully outlined in
the Supplementary File (S3), and five documents from a grey literature search [1,3,28–30]
(Figure 2).
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Document characteristics included 21 primary research studies, 3 quality improvement
case studies, and 13 others, such as reviews or syntheses. Of the 37 documents, 25 referred
to nursing, two to midwifery, and six to both nursing and midwifery. Of these, 28 referred
to policy, with twelve referring to specific quality measurement initiatives.

3.2. Initial Programme Theories

The literature review related to the research question ‘what factors enable the success-
ful implementation of a suite of nursing/midwifery Quality Care Process Metrics (QCP-M)
across all areas in nursing and midwifery practice’ facilitated Initial Programme Theory
(IPT) development relating to the QCP-M. Specifically, congruent with realist methodology,
it enabled an understanding of what about the QCP-M works, for whom, in what circum-
stances, and why [31]. As indicated in Figure 3, five IPTs were developed that we mapped
to existing implementation theory in the CFIR [8], which has been associated with effective
implementation. Each IPT is elaborated below with specific Context (C), Mechanism (M),
and Outcomes (O) explicated.
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3.2.1. IPT1 Specific Characteristics of the QCP-M

In introducing the intervention of QCP-M into clinical sites, the source (internal or
external), design of and evidence base for the intervention (C) influence how staff interact
with its deployment (M), leading to variation in anticipated outcomes from the QCP-M (O).

3.2.2. IPT2 External Factors Influencing QCP-M Implementation

The degree to which the clinical site’s quality metric goals are aligned with other
external organizations that influence policy, guidelines, and benchmarking (C) influences
how the organization implements the QCP-M (M), resulting in differing experiences of and
outcomes from the intervention (O).

3.2.3. IPT3 Internal Factors Influencing QCP-M Implementation

The existing cultures and systems within clinical sites are facilitative of quality inter-
ventions (C) and support practice cultures and practice settings that nurses and midwives
engage with (M), impacting the state of readiness of the clinical site for sustainable imple-
mentation of the QCP-M (O).

3.2.4. IPT4 Individuals’ Perceptions of QCP-M Implementation

Nurses and midwives have their own perceptions and beliefs about QCP-M (C), influ-
encing how they react to their introduction (M), leading to variation in QCP-M adoption
and outcomes (O).

3.2.5. IPT5 The Process of Engaging Nurses and Midwives in QCP-M Implementation

The successful introduction of QCP-Ms into a clinical site is dependent on the quality
of individual sites’ staff engagement (C) and staff being adequately supported by change
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champions or implementation leads (M) that influence the degree of success of the QCP-M
implementation (O).

3.3. Theory Refinement

The developed IPTs were subjected to iterative adjudication by both the review panel
and the expert panel who facilitated IPT development through confirming, refuting, or
refining developed CMOc [15]. Figure 3 demonstrates the iterative adjudication of the
five ITP leading to a final set of six program theories. Literature relevant to the iterative
development of each program theory is cited as relevant, and CMOc and their data sources
are detailed in Supplementary File S4.

3.4. Finalised Theories
3.4.1. Programme Theory 1: Evidence Base and Accessibility of the QCP-M

Program theory 1 focuses on the evidence base of QCP-M and their ease of use by
nurses and midwives working in busy and complex care environments. The program
theory is supported by five CMOc extracted from seven literature sources.

The source and evidence base of QCP-M is important to nurses and midwives working
in diverse clinical settings. These factors, in addition to the degree of complexity of
QCP-M and their adaptability to a local context, influence how nurses and midwives
interact with, trial, and use them and can lead to successful implementation and use of
the QCP-M [32–37].

The scientific evidence base of QCP-M [33,34,36,37] and their source [36,37] is consid-
ered important by nurses and midwives and influences their attitudes to their use. QCP-M
that are uncomplicated and adaptable to trial and use in local contexts facilitate successful
program implementation and outcomes [32,34–36].

3.4.2. Programme Theory 2: The Influence of External Factors on QCP-M Implementation

Program theory 2 is supported by two CMOc extracted from five literature sources.
The program theory addresses external strategies to spread interventions such as national
policy and regulations and the degree to which clinical sites are outward-facing.

Clinical sites that are outward-facing and well-networked are adept at introducing and
implementing external strategies (including policy, regulation, guidelines, and QCP-M)
and using available resources to spread the intervention. Nurses and midwives in these
sites engage with provided resources (such as champions and materials), resulting in an
increased chance of intervention success [33,36,38–40].

External collaboration with networks regionally and locally [36] reduces the pos-
sibility of variance in the implementation of strategies such as QCP-M [33], increasing
the likelihood of an evidence-based approach [33] in a standardized way [38]. Where
interventions are supported at a national level [38] by an implementation framework [40]
and organizations are externally facing, then there is a more standardized approach to
implementation [33], leading to successful adoption of the intervention.

3.4.3. Programme Theory 3: Existing Cultures and Systems within Clinical Sites

Program theory 3 comprises 5 CMOc extracted from 24 literature sources. The program
theory addresses how existing cultures and learning climates within clinical sites reflect
their readiness for QCP-M implementation.

Clinical sites that show readiness for QCP-M implementation have strong internal
networks and communication systems that facilitate a practice culture compatible with
the introduction of quality interventions and a learning climate supportive of nurses and
midwives who are implementing the QCP-M, resulting in an increased chance of the
intervention becoming embedded in practice [34,36,38–57].
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Clinical sites that have effective internal networks and communication systems [34,
41,44,46,50] and an organizational commitment to, and readiness for change implementa-
tion [40,42–45,48,52,53,55,57] evidence practice cultures that are supportive of staff [32,38,
40–43,47,50,53] and compatible with quality interventions [38–41,44,47,48,57] in a support-
ive learning climate [36,41–43,45,46,48,49,54–57] leading to the successful adoption and
integration of the QCP-M into clinical practice.

3.4.4. Programme Theory 4: Nurses’ and Midwives’ Knowledge and Beliefs

Program theory 4 focuses on the particular knowledge set, values, and beliefs of
individual nurses and midwives. It is supported by two CMOc extracted from eleven
literature sources.

The implementation of QCP-M in clinical sites is influenced by nurses and midwives,
whose local knowledge, values, beliefs, and individual characteristics determine their inter-
action with the intervention. Awareness of this facilitates the successful implementation
of the QCP-M within the clinical setting [34,39,41,44,45,51,54,58–61].

Clinical sites recognise and respect the knowledge [34,39,41,45,54,58,61], beliefs [36,
44,54,61], and values [45] of nurses and midwives and their unique individual characteris-
tics [41,51,58–60], thereby facilitating the promotion and adoption of quality improvement
initiatives [61].

3.4.5. Programme Theory 5: Engaging Nurses and Midwives in QCP-M Implementation

Three CMOc extracted from sixteen included papers support program theory 5. The
program theory relates to the factors that influence nurse and midwife engagement in the
implementation of QCP-M.

QCP-M introduced into clinical sites that have supporting education and training func-
tions, and champions/implementation leads to support them, facilitate staff engagement
with evidenced-based practice programs, leading to their successful implementation and
adoption [32–34,38–44,48,53,54,61].

Successful QCP-M implementation and adoption is facilitated where staff feel involved
and engaged [32,40,41,53,61,62], where clinical sites have education and training functions
to support staff learning [32,33,39,41,42,44] with dedicated champions/implementation
leads to support them [38] [32–34,38,40,42,43,48,53,54,59,61,62].

3.4.6. Programme Theory 6: Patient Needs

Program theory 6 is supported by three CMOc extracted from twelve papers and is
associated with patients’ needs, the perceived benefits of quality interventions for them,
and their involvement in intervention design.

Clinical sites that work in partnership with their patients and their families have an
awareness of their needs and understand the benefits of quality initiatives for them [32,
34,37,44,49,51,57,58,63].

Where patients and their families are aware of standards of care [32], are involved [49,
51,64] work in partnership [49,63] or co-design quality interventions [37,44,49,51,57,65]
and where staff have an awareness of the perceived needs of patients [37], patients are
empowered, facilitating audits of standards of care.

4. Discussion

This paper presents an RRR of published and grey literature relating to the imple-
mentation of Quality Care-Process Metrics (QCP-M) to improve the quality of care across
nursing and midwifery settings. The review is relevant in the context of broader health-
care debates that recognize the implementation challenges associated with improvement
approaches. The Programme Theory (PT) generates a better understanding of ways to
promote the successful implementation of QCP-M. In implementing any improvement
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within healthcare, there is a risk that the implementation methodology fails to consider
the social interactions and complex dynamics in healthcare settings [66,67]. The reality is
that improvement interventions often fail to achieve widespread uptake despite strong evi-
dence for their benefit [68,69]. This suggests that to improve health services then the study
of quality improvement interventions and methodologies in healthcare is of paramount
importance [70]. There is also a need for further evidence-based research that can offer
practical opportunities to promote transformational improvement across a health system
are needed [70,71]. This speaks to locating improvement interventions, such as QCP-M,
within conceptual frameworks that emphasize systems thinking and avoids seeing them as
decontextualized toolkits [72].

4.1. Summary of Findings

The PT findings outline key characteristics that promote the successful implementa-
tion of QCP-M in nursing and midwifery practice in a range of contexts. These will be
contextualized within the quality improvement and implementation science literature.

Program theory 1 focuses on the evidence base and accessibility of the QCP-M and on
their ease of use by nurses and midwives working in busy and complex care environments.
This review found nurses and midwives adopt QCP-M more readily when they appreciate
the evidence underpinning the metric and can trial and adapt it to their local context.
Intervention characteristics, including evidence, adaptability, and trialability, and how
they are perceived by those using them, influence implementation [8,73]. The need for
ongoing adaptation of an intervention to its context is a crucial recommendation. It is
recognized as vital for achieving sustainable change and lasting improvement rather than
diminishing outcomes over time [8,74]. Implementation planners should provide education
on the intervention and adopt a responsive, iterative implementation approach that enables
stakeholders to make intervention adaptations as appropriate (Braithwaite 2018).

The second program theory examines the influence of external factors on QCP-M
implementation. It highlights the role of external and internal strategies to support im-
plementation. It identified that successful implementation requires input from external
strategies aligned to internal organizational strategies through, for example, education
and training, champions, and implementation leads. This is especially effective for well-
networked, outward-facing organizations that collaborate readily. This finding supports
evidence that external strategies, e.g., national implementation programs and policy initia-
tives, often termed a “policy push”, generate organizational motivation and intervention
spread. However, external strategies alone do not increase the capacity of organizations
to implement [8,73]. Managers of healthcare organizations face the unenviable task of
working with limited resources (Foshay and Kumziemsky, 2014) to deliver high-quality
care. Organizations face pressure to sustain a quality service and deliver change while
achieving operational and strategic excellence and keeping the service patient-focused [75].
Therefore, it is essential that internal strategies focus on quality improvement initiatives
that align with organizational goals and identify meaningful performance metrics [76]. This
finding is practically important so that organizations do not assume that external strategies
are sufficient and that internal investment is also required to support implementation.

The third PT relates to existing cultures and systems within clinical sites. Organiza-
tional culture, which is an active, interacting facet of implementation [8,77–79]. This review
is consistent with the literature, which found that a strong learning culture supports staff
information needs, fostering staff commitment and readiness for QCP-M adoption [8,80].
Furthermore, an important enabler of improvement deployment in an organization is a
top-down and bottom-up approach with support from management and the engagement
of teams of clinicians and other staff in a supportive culture [81]. Management is seen to
have a supportive role in the implementation of any improvement initiative, facilitating,
educating, and empowering teams to apply implementation tools [82], and it is reiterated
that improvement methodologies need management support and the provision of staff
education and training [83].
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The fourth PT relates to nurses’ and midwives’ knowledge and beliefs. Organizational
awareness of their beliefs speaks in particular to person-centeredness and the need for
person-centred approaches to care, inclusive of every person involved in the patient’s care,
not just the patient [84,85]. The importance of knowing both our own, our colleagues, our
patients, and our organizations’ values and beliefs [86] is important because clarifying
values and beliefs underpins our work and practice and makes clear that improvement
initiatives (such as the QCP-M) are much more than decontextualized toolkits [72] and
require a consensual decision-making approach.

Clinical sites that recognize the needs and the preferences of the individual nurse
and midwife and have respect for them as persons are well placed to deliver expected
outcomes from interventions such as the QCP-M. These factors can also be seen as ‘hu-
manizing’ process improvement, which is a key context for any successful improvement
process [87]. They also acknowledge the essential requirement of active staff engagement
and empowerment in any quality improvement strategy [88], which have been shown to
deliver expected outcomes from collaborative, inclusive, and participative improvement
interventions [88–90] that contribute to overall organizational culture.

The fifth PT builds on the staff theme of PT four, extending the culture of organiza-
tional learning, and highlights the meaningful engagement of nurses and midwives in the
implementation process as a key characteristic of success. Within the contextual settings of
contemporary organizations, it is suggested that there is recognition that individuals’ poten-
tial to be ‘maximized and realized’ has resulted in a greater emphasis on finding conditions
that enable people to ‘flourish’ in their work environments [91]. Effective staff engagement
includes engaging staff in the learning process during implementation. Learning, in this
case, is most effective in influencing implementation success when it is integrated into
an everyday workflow where staff interact freely with QCP-M implementation leads and
champions. This supports the view that improvement initiatives are better in an envi-
ronment with a nuanced learning system with effective feedback loops. This strategy
helps to build momentum for a quality improvement culture [69]. Those planning QCP-M
implementation should consider the importance of implementation leads and champions in
supporting QCP-M. These leads and champions can play an important role in supporting
effective teamwork, having an awareness of staff time and workload management and
the relationships among staff, enabling the creation of a democratic and inclusive culture
that in itself facilitates space for the creation of person-centred practice [88]. It has been
identified that those at middle manager level are most effective for positively influencing
healthcare implementation as they diffuse and synthesize information, mediate between
strategy and day-to-day activities, and sell innovation implementation [92].

The sixth and final program theory relates to patient needs. The study found that
clinical sites that partner with patients and their families to enhance understanding of the
rationale for, and the intended outputs of QCP-M, provide evidence of more empowered
patients, and this facilitates audits of standards of care. This is further enhanced where
patients are involved in or co-design QCP-M for implementation and where there is a
shift of focus to more patient-centred care instead of medically dominated and disease-
focused [93]. Furthermore, person-centeredness, underpinned by robust philosophical
and theoretical concepts, has an increasingly solid footprint in policy and practice [94].
This concurs with quality improvement literature which identifies that patient-centred
organizations are more likely to implement quality improvement and change [95–99].

4.2. Contribution to the Existing Literature and Application of Findings

To the best of our knowledge, this is the first RRR on the effective implementation
of QCP-M in nursing and midwifery. It should facilitate healthcare teams’ learning, con-
tribute to service improvement and inform future implementation planning. The review
contributes new knowledge to the nursing and midwifery literature and, more broadly, to
quality improvement and implementation science.
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This review provides actionable findings that discern positive influences and identify
some key implementation strategies required to support the sustainable scaling-up of
QCP-Ms. The findings provide guidance to healthcare policymakers and practitioners
across the health system embarking on similar quality initiatives.

4.3. Strengths and Limitations of This Review

The realist analysis approach embraces contextual complexity providing a more in-
depth understanding of why and how things work [18]. It gives an outcomes-focused
knowledge synthesis from a content expert panel and published research, ensuring rele-
vance with emergent healthcare priorities [100]. This review was systematic and compre-
hensive but not exhaustive as the literature search was limited to English language papers,
and the studies included in this review, while not deliberately geographically limited,
are predominantly from Europe. However, we note that the exclusion of non-English
publications from systematic reviews on interventions has been evidenced to have a min-
imal effect on overall conclusions and can be seen as a viable methodological shortcut,
especially for rapid reviews [101]. Methodological rigor was strengthened by adhering to
RAMESES II. The reviewers were immersed in seeking explanations and testing theories
until data saturation was achieved [102]. However, it must be acknowledged that it is an
interpretive analytic process. The CMO configurations identified were not clearly defined
in the literature and are therefore theorized and need further testing.

4.4. Further Research

This RRR has expanded program theory on QCP-M implementation across nursing
and midwifery practice. Future empirical studies to further advance our understanding
are advised. Other research should test and refine this program theory using primary data
based on the experiences and perspectives of different stakeholders involved with QCP-M
across the healthcare system. This study did not thoroughly examine the interrelationship
between program theories, and further research could do this. The RRR has identified
six PTs and their inherent CMOc relating to the research question. A follow-up Realist
Evaluation may further explore and test these PTs and CMOc in a range of real-life contexts
of nurses and midwives and provide an opportunity for the PTs to be confirmed, refuted,
or refined [103] to further develop a theory of how and why QCP-M work or do not work,
in what circumstances and for whom.

5. Conclusions

Adopting a RRR, this paper provides an understanding of the complex dynamics
of implementing nursing and midwifery QCP-M as a quality improvement initiative to
promote safe, quality person-centred care. RRR seeks to inform the researcher’s under-
standing of the relationships between context, mechanism, and outcomes (CMOc) for
specific interventions [104] and enabled us to have an understanding of what about QCP-M
implementation worked/didn’t work, for whom, and in what circumstances. This under-
standing facilitated progression from our IPT to the evidence-based refinement of causative
factors [14,105]. It is also suggested that while RRR is a useful research approach, that it
should allow for organic interpretation [106]. Our mapping of CMOc to existing imple-
mentation theory using CFIR was an example of the organic use of RRR, which, whilst
following the RAMESES II guidelines, enabled us to contextualize our findings within
implementation science fully. This RRR focused on how those working in complex, busy
nursing and midwifery clinical settings feel supported in practical ways to adopt QCP-M
into their practice. These results highlight important considerations for implementation
planners and policymakers to target strategies that support the process and foster support
for and from staff using QCP-M systems. The program theories presented in this paper
may help guide implementation planning.



Int. J. Environ. Res. Public Health 2021, 18, 11932 14 of 18

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/ijerph182211932/s1, File S1: Representation List of Reference & Expert Panels, Table S2:
Extraction Template with CFIR Framework, Table S3: Included Documents and Table S4: CMOc and
PT Refinement.

Author Contributions: Conceptualization, S.P.T., C.D. and M.B.; Methodology, S.P.T., C.D. and M.B.;
Software, S.P.T., C.D. and M.B.; Validation, S.P.T., C.D. and M.B.; Formal analysis and investigation,
S.P.T., C.D., M.M. (Martin McNamara), A.C., V.L., T.F., C.R., S.S., D.T. and M.B.; Resources, S.P.T.,
C.D. and M.B.; Data curation, S.P.T.; Writing—original draft preparation, S.P.T., C.D. and M.B.;
Writing—review and editing, S.P.T., C.D., M.B., L.O., A.C., V.L., M.C., M.M. (Martin McNamara), T.F.,
R.S., C.R., D.O., M.N., O.D., D.T., Y.C., S.S., S.M., C.B., L.D., R.L., A.G. and M.M. (Máire McGeehan);
Visualisation, S.P.T., C.D. and M.B.; Supervision, L.O. and S.P.T.; Project administration, L.O. and
M.C.; Funding acquisition, L.O. All authors have read and agreed to the published version of
the manuscript.

Funding: This research was funded by the HEALTH SERVICE EXECUTIVE, grant number 10990,
and the APC was funded by the Health Service Executive.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the Human Research Ethics Committee of UNIVERSITY
COLLEGE DUBLIN, Research Ethics Committee Reference: REC/21/006 and UCD Research Ethics
Committee Exemption Reference Number: LS-E-21-104-OConnor on the 10 March 2021.

Informed Consent Statement: Patient consent was waived as this section of the overall study
included a review of the literature related to quality care process metrics, sensitive to nursing and
midwifery care.

Data Availability Statement: The data presented in this study are available as part of the article and
also included within the Supplemental Files.

Acknowledgments: The authors wish to thank Laura Damschroder (Veterans Affairs Ann Arbor
Healthcare System Research & Development Center of Excellence, Center for Clinical Management
Research) for her indirect assistance. We also thank the members of the expert group (University
College Dublin, University of Limerick, and Dublin City University) for their direct contribution and
revision process and the members of the reference group (University College Dublin, University of
Limerick, and Dublin City University) for their contribution to the revision process. Finally, we thank
the Health Service Executive for funding support.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Health Service Executive. Guiding Framework for the Implementation of Nursing and Midwifery Quality Care-Metrics in the Health

Service Executive Ireland; Health Service Executive: Dublin, Ireland, 2015; p. 44.
2. Department of Health. Framework for National Performance Indicators for Nursing & Midwifery; Department of Health: Dublin,

Ireland, 2017.
3. Health Service Executive. National Guideline for Nursing and Midwifery Quality Care-Metrics Data Measurement in Acute Care 2018;

Health Service Executive: Dublin, Ireland, 2018.
4. Drucker, P.F. The New Realities; Harper & Row: New York, NY, USA, 1993.
5. May, C.; Finch, T.; Mair, F.; Ballini, L.; Dowrick, C.; Eccles, M.; Gask, L.; MacFarlane, A.; Murray, E.; Rapley, T.; et al. Understanding

the implementation of complex interventions in health care: The normalization process model. BMC Health Serv. Res. 2007, 7, 148.
[CrossRef]

6. Rycroft-Malone, J.; Burton, C.R. Is it Time for Standards for Reporting on Research about Implementation? Worldviews Evid.-Based
Nurs. 2011, 8, 189–190. [CrossRef]

7. Pfadenhauer, L.M.; Gerhardus, A.; Mozygemba, K.; Lysdahl, K.B.; Booth, A.; Hofmann, B.; Wahlster, P.; Polus, S.; Burns, J.;
Brereton, L.; et al. Making sense of complexity in context and implementation: The Context and Implementation of Complex
Interventions (CICI) framework. Implement. Sci. IS 2017, 12, 21. [CrossRef] [PubMed]

8. Damschroder, L.J.; Aron, D.C.; Keith, R.E.; Kirsh, S.R.; Alexander, J.A.; Lowery, J.C. Fostering implementation of health services
research findings into practice: A consolidated framework for advancing implementation science. Implement. Sci. IS 2009, 4, 50.
[CrossRef] [PubMed]

9. May, C.R.; Johnson, M.; Finch, T. Implementation, context, and complexity. Implement. Sci. IS 2016, 11, 141. [CrossRef] [PubMed]
10. May, C. Towards a general theory of implementation. Implement. Sci. IS 2013, 8, 18. [CrossRef]

https://www.mdpi.com/article/10.3390/ijerph182211932/s1
https://www.mdpi.com/article/10.3390/ijerph182211932/s1
http://doi.org/10.1186/1472-6963-7-148
http://doi.org/10.1111/j.1741-6787.2011.00232.x
http://doi.org/10.1186/s13012-017-0552-5
http://www.ncbi.nlm.nih.gov/pubmed/28202031
http://doi.org/10.1186/1748-5908-4-50
http://www.ncbi.nlm.nih.gov/pubmed/19664226
http://doi.org/10.1186/s13012-016-0506-3
http://www.ncbi.nlm.nih.gov/pubmed/27756414
http://doi.org/10.1186/1748-5908-8-18


Int. J. Environ. Res. Public Health 2021, 18, 11932 15 of 18

11. Nilsen, P.; Bernhardsson, S.; Sahlgrenska, A. Neuroscience Institute of, Department of Health Physiology, Rehabilitation,
universitet Göteborgs, University Gothenburg, sektionen för hälsa och rehabilitering Institutionen för neurovetenskap och
fysiologi; Academy Sahlgrenska. Context matters in implementation science: A scoping review of determinant frameworks that
describe contextual determinants for implementation outcomes. BMC Health Serv. Res. 2019, 19, 189. [CrossRef]

12. Rogers, L.; De Brún, A.; McAuliffe, E. Defining and assessing context in healthcare implementation studies: A systematic review.
BMC Health Serv. Res. 2020, 20, 591. [CrossRef]

13. Fulop, N.; Robert, G. Context for Successful Quality Improvement: Evidence Review; The Health Foundation: London, UK, 2015; p. 34.
14. Pawson, R.; Greenhalgh, T.; Harvey, G.; Walshe, K. Realist review—A new method of systematic review designed for complex

policy interventions. J. Health Serv. Res. Policy 2005, 10, 21–34. [CrossRef]
15. Wong, G.; Westhorp, G.; Manzano, A.; Greenhalgh, J.; Jagosh, J.; Greenhalgh, T. RAMESES II reporting standards for realist

evaluations. BMC Med. 2016, 14, 96. [CrossRef]
16. O’Connor, L.; Coffey, A.; Lambert, V.; Casey, M.; McNamara, M.; Teeling, S.P.; O’Doherty, J.; Barnard, M.; Corcoran, Y.; Davies, C.;

et al. Quality care process metrics (QCP-Ms) in nursing and midwifery care processes: A rapid realist review (RRR) protocol.
HRB Open Res. 2021, 3. [CrossRef] [PubMed]

17. Cooper, C.; Lhussier, M.; Shucksmith, J.; Carr, S.M. Protocol for a realist review of complex interventions to prevent adolescents
from engaging in multiple risk behaviors. BMJ Open 2017, 7, e015477. [CrossRef]

18. Saul, J.E.; Willis, C.D.; Bitz, J.; Best, A. A time-responsive tool for informing policy-making: Rapid realist review. Implement. Sci.
IS 2013, 8, 103. [CrossRef] [PubMed]

19. Shé, É.N.; Keogan, F.; McAuliffe, E.; O’Shea, D.; McCarthy, M.; McNamara, R.; Cooney, M.T. Undertaking a Collaborative Rapid
Realist Review to Investigate What Works in the Successful Implementation of a Frail Older Person’s Pathway. Int. J. Environ. Res.
Public Health 2018, 15, 199. [CrossRef] [PubMed]

20. Weetman, K.; Wong, G.; Scott, E.; Schnurr, S.; Dale, J. Improving best practice for patients receiving hospital discharge letters: A
realist review protocol. BMJ Open 2017, 7, e018353. [CrossRef]

21. Pawson, R.; Greenhalgh, T.; Harvey, G.; Walshe, K. Realist synthesis: An introduction. In ESRC Research Methods Programme
University of Manchester; Faculty of Social Sciences, University of Manchester: Manchester, UK, 2004; p. 55.

22. Ford, J.A.; Jones, A.P.; Wong, G.; Clark, A.B.; Porter, T.; Shakespeare, T.; Swart, A.M.; Steel, N. Improving access to high-quality
primary care for socioeconomically disadvantaged older people in rural areas: A mixed-method study protocol. BMJ Open 2015,
5, e009104. [CrossRef]

23. Wong, G.; Brennan, N.; Mattick, K.; Pearson, M.; Briscoe, S.; Papoutsi, C. Interventions to improve antimicrobial prescribing of
doctors in training: The IMPACT (IMProving Antimicrobial presCribing of doctors in Training) realist review. BMJ Open 2015, 5,
e009059. [CrossRef]

24. Covidence Terms of Service. Available online: https://www.covidence.org/terms/ (accessed on 7 May 2020).
25. Conchra Research & Technology. Crowe Critical Appraisal Tool (v1.4). Available online: https://conchra.com.au/2015/12/08

/crowe-critical-appraisal-tool-v1-4/ (accessed on 25 March 2020).
26. Kirk, M.A.; Kelley, C.; Yankey, N.; Birken, S.A.; Abadie, B.; Damschroder, L. A systematic review of the use of the Consolidated

Framework for Implementation Research. Implement. Sci. IS 2016, 11, 72. [CrossRef]
27. Mazzocato, P.; Thor, J.; Bäckman, U.; Brommels, M.; Carlsson, J.; Jonsson, F.; Hagmar, M.; Savage, C. Complexity complicates lean:

Lessons from seven emergency services. J. Health Organ. Manag. 2014, 28, 266–288. [CrossRef]
28. Health Service Executive. National Review of Clinical Audit November 2019; Health Service Executive: Dublin, Ireland, 2019; p. 112.
29. Health Service Executive. Quality care-metrics in Nursing and Midwifery. Available online: https://healthservice.hse.ie/

about-us/onmsd/quality-nursing-and-midwifery-care/quality-care-metrics-in-nursing-and-midwifery.html (accessed on 7
April 2020).

30. World Health Organization. Nursing and Midwifery. Available online: https://www.who.int/news-room/fact-sheets/detail/
nursing-and-midwifery (accessed on 18 May 2021).

31. Pawson, R.; Tilley, N. Realist Evaluation; The British Cabinet Office: London, UK, 2004.
32. Sims, S.; Leamy, M.; Davies, N.; Schnitzler, K.; Levenson, R.; Mayer, F.; Grant, R.; Brearley, S.; Gourlay, S.; Ross, F.; et al. Realist

synthesis of intentional rounding in hospital wards: Exploring the evidence of what works, for whom, in what circumstances and
why. BMJ Qual. Saf. 2018, 27, 743–752. [CrossRef] [PubMed]

33. Cross, B.; Cheyne, H. Strength-based approaches: A realist evaluation of implementation in maternity services in Scotland. J.
Public Health 2018, 26, 425–436. [CrossRef]

34. Sopcak, N.; Aguilar, C.; O’Brien, M.A.; Nykiforuk, C.; Aubrey-Bassler, K.; Cullen, R.; Grunfeld, E.; Manca, D.P. Implementation
of the BETTER 2 program: A qualitative study exploring barriers and facilitators of a novel way to improve chronic disease
prevention and screening in primary care. Implement. Sci. IS 2016, 11, 158. [CrossRef]

35. Abhyankar, P.; Cheyne, H.; Maxwell, M.; Harris, F.; McCourt, C. A realist evaluation of a normal birth program. Evid. Based
Midwifery 2013, 11, 112–119.

36. Eldh, A.C.; Fredriksson, M.; Halford, C.; Wallin, L.; Dahlström, T.; Vengberg, S.; Winblad, U. Facilitators and barriers to applying
a national quality registry for quality improvement in stroke care. BMC Health Serv. Res. 2014, 14, 354. [CrossRef]

37. Hooft, S.M.; Been-Dahmen, J.M.J.; Ista, E.; Staa, A.; Boeije, H.R. A realist review: What do nurse-led self-management interventions
achieve for outpatients with a chronic condition? J. Adv. Nurs. 2017, 73, 1255–1271. [CrossRef] [PubMed]

http://doi.org/10.1186/s12913-019-4015-3
http://doi.org/10.1186/s12913-020-05212-7
http://doi.org/10.1258/1355819054308530
http://doi.org/10.1186/s12916-016-0643-1
http://doi.org/10.12688/hrbopenres.13120.2
http://www.ncbi.nlm.nih.gov/pubmed/33564745
http://doi.org/10.1136/bmjopen-2016-015477
http://doi.org/10.1186/1748-5908-8-103
http://www.ncbi.nlm.nih.gov/pubmed/24007206
http://doi.org/10.3390/ijerph15020199
http://www.ncbi.nlm.nih.gov/pubmed/29370094
http://doi.org/10.1136/bmjopen-2017-018353
http://doi.org/10.1136/bmjopen-2015-009104
http://doi.org/10.1136/bmjopen-2015-009059
https://www.covidence.org/terms/
https://conchra.com.au/2015/12/08/crowe-critical-appraisal-tool-v1-4/
https://conchra.com.au/2015/12/08/crowe-critical-appraisal-tool-v1-4/
http://doi.org/10.1186/s13012-016-0437-z
http://doi.org/10.1108/JHOM-03-2013-0060
https://healthservice.hse.ie/about-us/onmsd/quality-nursing-and-midwifery-care/quality-care-metrics-in-nursing-and-midwifery.html
https://healthservice.hse.ie/about-us/onmsd/quality-nursing-and-midwifery-care/quality-care-metrics-in-nursing-and-midwifery.html
https://www.who.int/news-room/fact-sheets/detail/nursing-and-midwifery
https://www.who.int/news-room/fact-sheets/detail/nursing-and-midwifery
http://doi.org/10.1136/bmjqs-2017-006757
http://www.ncbi.nlm.nih.gov/pubmed/29540512
http://doi.org/10.1007/s10389-017-0882-4
http://doi.org/10.1186/s13012-016-0525-0
http://doi.org/10.1186/1472-6963-14-354
http://doi.org/10.1111/jan.13189
http://www.ncbi.nlm.nih.gov/pubmed/27754557


Int. J. Environ. Res. Public Health 2021, 18, 11932 16 of 18

38. Cheyne, H.; Abhyankar, P.; McCourt, C. Empowering change: A realist evaluation of a Scottish Government program to support
normal birth. Midwifery 2013, 29, 1110–1121. [CrossRef] [PubMed]

39. Stalpers, D.; De Vos, M.L.G.; Van Der Linden, D.; Kaljouw, M.J.; Schuurmans, M.J. Barriers, and carriers: A multicenter survey of
nurses’ barriers and facilitators to monitoring of nurse-sensitive outcomes in intensive care units. Nurs. Open 2017, 4, 149–156.
[CrossRef]

40. Avra, S.; Janet, D.; Ian, C.; Jacques, L.; Yona, L. Original qualitative research Barriers and facilitators to improving health care for
adults with intellectual and developmental disabilities: What do staff tell us? Health Promot. Chronic Dis. Prev. Can. 2018, 38,
349–357.

41. Francis-Coad, J.; Etherton-Beer, C.; Bulsara, C.; Blackburn, N.; Chivers, P.; Hill, A.-M. Evaluating the impact of a falls prevention
community of practice in a residential aged care setting: A realist approach. BMC Health Serv. Res. 2018, 18, 21. [CrossRef]

42. Gee, M.; Bhanbhro, S.; Cook, S.; Killaspy, H. Rapid realist review of the evidence: Achieving lasting change when mental health
rehabilitation staff undertake recovery-oriented training. J. Adv. Nurs. 2017, 73, 1775–1791. [CrossRef]

43. Li, S.-A.; Jeffs, L.; Barwick, M.; Stevens, B. Organizational contextual features that influence the implementation of evidence-based
practices across healthcare settings: A systematic integrative review. Syst. Rev. 2018, 7, 72. [CrossRef] [PubMed]

44. Bryce, C.; Fleming, J.; Reeve, J. Implementing change in primary care practice: Lessons from a mixed-methods evaluation of a
frailty initiative. BJGP Open 2018, 2, bjgpopen18X101421. [CrossRef] [PubMed]

45. Pearson, M.; Brand, S.L.; Quinn, C.; Shaw, J.; Maguire, M.; Michie, S.; Briscoe, S.; Lennox, C.; Stirzaker, A.; Kirkpatrick, T.; et al.
Using realist review to inform intervention development: Methodological illustration and conceptual platform for collaborative
care in offender mental health. Implement. Sci. IS 2015, 10, 134. [CrossRef]

46. Baatiema, L.; Otim, M.E.; Mnatzaganian, G.; de-Graft Aikins, A.; Coombes, J.; Somerset, S. Health professionals’ views on the
barriers and enablers to evidence-based practice for acute stroke care: A systematic review. Implement. Sci. IS 2017, 12, 74.
[CrossRef]

47. McCluskey, A.; Vratsistas-Curto, A.; Schurr, K. Barriers and Enablers to implementing multiple stroke guideline recommendations:
A qualitative study. BMC Health Serv. Res. 2013, 13, 323. [CrossRef] [PubMed]

48. Hanson, H.M.; Warkentin, L.; Wilson, R.; Sandhu, N.; Slaughter, S.E.; Khadaroo, R.G. Facilitators and barriers of change toward an
elder-friendly surgical environment: Perspectives of clinician stakeholder groups. BMC Health Serv. Res. 2017, 17, 596. [CrossRef]

49. Bee, P.; Price, O.; Baker, J.; Lovell, K. Systematic synthesis of barriers and facilitators to service user-led care planning. Br. J.
Psychiatry 2015, 207, 104–114. [CrossRef]

50. Bull, E.R.; Hart, J.K.; Swift, J.; Baxter, K.; McLauchlan, N.; Joseph, S.; Byrne-Davis, L.M.T. An organizational participatory research
study of the feasibility of the behavior change wheel to support clinical teams implementing new models of care. BMC Health
Serv. Res. 2019, 19, 97. [CrossRef]

51. Williams, L.; Burton, C.; Rycroft-Malone, J. What works: A realist evaluation case study of intermediaries in infection control
practice. J. Adv. Nurs. 2013, 69, 915–926. [CrossRef]

52. Riippa, I.; Kahilakoski, O.-P.; Linna, M.; Hietala, M. Can complex health interventions be evaluated using routine clinical and
administrative data? —A realist evaluation approach. J. Eval. Clin. Pract. 2014, 20, 1129–1136. [CrossRef]

53. Noyes, J.; Lewis, M.; Bennett, V.; Widdas, D.; Brombley, K. Realistic nurse-led policy implementation, optimization, and evaluation:
Novel methodological exemplar. J. Adv. Nurs. 2014, 70, 220–237. [CrossRef] [PubMed]

54. Craig, L.E.; McInnes, E.; Taylor, N.; Grimley, R.; Cadilhac, D.A.; Considine, J.; Middleton, S. Identifying the barriers and enablers
for a triage, treatment, and transfer clinical intervention to manage acute stroke patients in the emergency department: A
systematic review using the theoretical domains framework (TDF). Implement. Sci. IS 2016, 11, 157. [CrossRef]

55. Buswell, M.; Goodman, C.; Roe, B.; Russell, B.; Norton, C.; Harwood, R.; Fader, M.; Harari, D.; Drennan, V.M.; Rycroft Malone, J.;
et al. Investigators at University of Hertfordshire Report Findings in Fecal Incontinence (What Works to Improve and Manage
Fecal Incontinence in Care Home Residents Living With Dementia? A Realist Synthesis of the Evidence). J. Am. Med. Dir. Assoc.
2017, 18, 752–760.e1. [CrossRef]

56. Gordon, A.L.; Goodman, C.; Davies, S.L.; Dening, T.; Gage, H.; Meyer, J.; Schneider, J.; Bell, B.; Jordan, J.; Martin, F.C.; et al.
Optimal healthcare delivery to care homes in the UK: A realist evaluation of what supports effective working to improve
healthcare outcomes. Age Ageing 2018, 47, 595–603. [CrossRef]

57. Jeffs, L.; Kuluski, K.; Law, M.; Saragosa, M.; Espin, S.; Ferris, E.; Merkley, J.; Dusek, B.; Kastner, M.; Bell, C.M. Identifying Effective
Nurse-Led Care Transition Interventions for Older Adults with Complex Needs Using a Structured Expert Panel: Identifying
Effective Nurse-Led Care Transitions Using a Structured Expert Panel. Worldviews Evid.-Based Nurs. 2017, 14, 136–144. [CrossRef]
[PubMed]

58. Yamada, J.; Potestio, M.L.; Cave, A.J.; Sharpe, H.; Johnson, D.W.; Patey, A.M.; Presseau, J.; Grimshaw, J.M. Using the theoretical
domains framework to identify barriers and enablers to pediatric asthma management in primary care settings. J. Asthma 2018,
55, 1223–1236. [CrossRef] [PubMed]

59. Wutzke, S.; Benton, M.; Verma, R. Towards the implementation of large scale innovations in complex health care systems: Views
of managers and frontline personnel. BMC Res. Notes 2016, 9, 327. [CrossRef] [PubMed]

60. McInnes, R.J.; Aitken-Arbuckle, A.; Lake, S.; Hollins Martin, C.; MacArthur, J. Implementing continuity of midwife carer-just a
friendly face? A realist evaluation. BMC Health Serv. Res. 2020, 20, 304. [CrossRef]

http://doi.org/10.1016/j.midw.2013.07.018
http://www.ncbi.nlm.nih.gov/pubmed/23968777
http://doi.org/10.1002/nop2.85
http://doi.org/10.1186/s12913-017-2790-2
http://doi.org/10.1111/jan.13232
http://doi.org/10.1186/s13643-018-0734-5
http://www.ncbi.nlm.nih.gov/pubmed/29729669
http://doi.org/10.3399/bjgpopen18X101421
http://www.ncbi.nlm.nih.gov/pubmed/30564708
http://doi.org/10.1186/s13012-015-0321-2
http://doi.org/10.1186/s13012-017-0599-3
http://doi.org/10.1186/1472-6963-13-323
http://www.ncbi.nlm.nih.gov/pubmed/23958136
http://doi.org/10.1186/s12913-017-2481-z
http://doi.org/10.1192/bjp.bp.114.152447
http://doi.org/10.1186/s12913-019-3885-8
http://doi.org/10.1111/j.1365-2648.2012.06084.x
http://doi.org/10.1111/jep.12175
http://doi.org/10.1111/jan.12169
http://www.ncbi.nlm.nih.gov/pubmed/23713840
http://doi.org/10.1186/s13012-016-0524-1
http://doi.org/10.1016/j.jamda.2017.05.025
http://doi.org/10.1093/ageing/afx195
http://doi.org/10.1111/wvn.12196
http://www.ncbi.nlm.nih.gov/pubmed/28071867
http://doi.org/10.1080/02770903.2017.1408820
http://www.ncbi.nlm.nih.gov/pubmed/29261346
http://doi.org/10.1186/s13104-016-2133-0
http://www.ncbi.nlm.nih.gov/pubmed/27352864
http://doi.org/10.1186/s12913-020-05159-9


Int. J. Environ. Res. Public Health 2021, 18, 11932 17 of 18

61. McConnell, T.; O’Halloran, P.; Porter, S.; Donnelly, M. Systematic Realist Review of Key Factors Affecting the Successful
Implementation and Sustainability of the Liverpool Care Pathway for the Dying Patient. Worldviews Evid.-Based Nurs. 2013, 10,
218–237. [CrossRef]

62. Williams, L.; Rycroft-Malone, J.; Burton, C.R. Implementing best practice in infection prevention and control. A realist evaluation
of the role of intermediaries. Int. J. Nurs. Stud. 2016, 60, 156–167. [CrossRef]

63. Brown, S.; Lhussier, M.; Dalkin, S.M.; Eaton, S. Care Planning: What Works, for Whom, and in What Circumstances? A Rapid
Realist Review. Qual. Health Res. 2018, 28, 2250–2266. [CrossRef]

64. Bunn, F.; Goodman, C.; Reece Jones, P.; Russell, B.; Trivedi, D.; Sinclair, A.; Bayer, A.; Rait, G.; Rycroft-Malone, J.; Burton, C.
What works for whom in the management of diabetes in people living with dementia: A realist review. BMC Med. 2017, 15, 141.
[CrossRef]

65. Foster, A.; Croot, L.; Brazier, J.; Harris, J.; O’Cathain, A. The facilitators and barriers to implementing patient-reported outcome
measures in organizations delivering health-related services: A systematic review of reviews. J. Patient-Rep. Outcomes 2018, 2,
1–16. [CrossRef]

66. Joosten, T.; Bongers, I.; Janssen, R. Application of lean thinking to health care: Issues and observations. Int. J. Qual. Health Care
2009, 21, 341–347. [CrossRef]

67. Goodridge, D.; Westhorp, G.; Rotter, T.; Dobson, R.; Bath, B. Lean and leadership practices: Development of an initial realist
program theory. BMC Health Serv. Res. 2015, 15, 362. [CrossRef] [PubMed]

68. Greenhalgh, T.; Papoutsi, C. Spreading and scaling up innovation and improvement. BMJ 2019, 365, l2068. [CrossRef] [PubMed]
69. Braithwaite, J. Changing how we think about healthcare improvement. BMJ 2018, 361, k2014. [CrossRef]
70. Dixon-Woods, M. How to improve healthcare—An essay by Mary Dixon-Woods. BMJ 2019, 365. [CrossRef] [PubMed]
71. Bates, D.W.; Sheikh, A.; Asch, D.A. Innovative environments in health care: Where and how new approaches to care are

succeeding. Health Aff. 2017, 36, 400–407. [CrossRef]
72. McNamara, M.; Teeling, S.P. Developing a university-accredited Lean Six Sigma curriculum to overcome system blindness. Int. J.

Qual. Health Care 2019, 31, 3–5. [CrossRef]
73. Greenhalgh, T.; Robert, G.; Macfarlane, F.; Bate, P.; Kyriakidou, O. Diffusion of Innovations in Service Organizations: Systematic

Review and Recommendations. Milbank Q. 2004, 82, 581–629. [CrossRef] [PubMed]
74. Chambers, D.A.; Glasgow, R.E.; Stange, K.C. The dynamic sustainability framework: Addressing the paradox of sustainment

amid ongoing change. Implement. Sci. IS 2013, 8, 117. [CrossRef]
75. Gabutti, I.; Mascia, D.; Cicchetti, A. Exploring “patient-centered” hospitals: A systematic review to understand change. BMC

Health Serv. Res. 2017, 17, 364. [CrossRef]
76. Tolga Taner, M.; Sezen, B.; Antony, J. An overview of six sigma applications in the healthcare industry. Int. J. Health Care Qual.

Assur. 2007, 20, 329–340. [CrossRef]
77. Geerligs, L.; Rankin, N.M.; Shepherd, H.L.; Butow, P. Hospital-based interventions: A systematic review of staff-reported barriers

and facilitators to implementation processes. Implement. Sci. IS 2018, 13, 36. [CrossRef]
78. Mannion, R.; Davies, H. Understanding organizational culture for healthcare quality improvement. BMJ 2018, 363, k4907.

[CrossRef]
79. Dopson, S.; Fitzgerald, L. Knowledge to Action? Evidence-Based Health Care in Context; Oxford University Press: Oxford, UK, 2006.
80. Carroll, J.S.; Edmondson, A.C. Leading organizational learning in health care. Qual. Saf. Health Care 2002, 11, 51–56. [CrossRef]

[PubMed]
81. Andersen, H.; Røvik, K.A.; Ingebrigtsen, T. Lean thinking in hospitals: Is there a cure for the absence of evidence? A systematic

review of reviews. BMJ Open 2014, 4, e003873. [CrossRef]
82. McFadden, K.L.; Lee, J.Y.; Gowen, C. Factors in the Path from Lean to Patient Safety: Six Sigma, Goal Specificity and Responsive-

ness Capability. Qual. Manag. J. 2015, 22, 37–53. [CrossRef]
83. Antony, J.; Snee, R.; Hoerl, R. Lean Six Sigma: Yesterday, today and tomorrow. Int. J. Qual. Reliab. Manag. 2017, 34, 1073–1093.

[CrossRef]
84. McCormack, B.; McCance, T.V. Development of a framework for person-centred nursing. J. Adv. Nurs. 2006, 56, 472–479.

[CrossRef]
85. McCormack, B.; McCance, T. Person-Centred Nursing: Theory and Practice; Blackwell: Chichester, UK, 2010. [CrossRef]
86. Dewing, J.; McCormack, B. Engagement: A critique of the concept and its application to person-centred care. Int. Pract. Dev. J.

2015, 5, 1–10. [CrossRef]
87. Breckenridge, J.P.; Gray, N.; Toma, M.; Ashmore, S.; Glassborow, R.; Stark, C.; Renfrew, M.J. Motivating Change: A grounded

theory of how to achieve large-scale, sustained change, co-created with improvement organizations across the UK. BMJ Open
Qual. 2019, 8, e000553. [CrossRef]

88. Teeling, S.P.; Dewing, J.; Baldie, D. A Discussion of the Synergy and Divergence between Lean Six Sigma and Person-Centred
Improvement Sciences. Int. J. Res. Nurs. 2020, 11, 13. [CrossRef]

89. Connolly, K.; Teeling, S.P.; McNamara, M. Live well after stroke. Int. Pract. Dev. J. 2020, 10, 1–16. [CrossRef]
90. Donegan, D.; Teeling, S.P.; McNamara, M.; McAweeney, E.; McGrory, L.; Mooney, R.; University College Dublin, I.; Ireland, H.S.E.;

Rcsi Hospital Group, D.I.; Ulster University, N.I. Calling time on the ‘dance of the blind reflex’: How collaborative working
reduced older persons ‘length of stay in acute care and increased home discharge. Int. Pract. Dev. J. 2021, 11, 1–14. [CrossRef]

http://doi.org/10.1111/wvn.12003
http://doi.org/10.1016/j.ijnurstu.2016.04.012
http://doi.org/10.1177/1049732318768807
http://doi.org/10.1186/s12916-017-0909-2
http://doi.org/10.1186/s41687-018-0072-3
http://doi.org/10.1093/intqhc/mzp036
http://doi.org/10.1186/s12913-015-1030-x
http://www.ncbi.nlm.nih.gov/pubmed/26345184
http://doi.org/10.1136/bmj.l2068
http://www.ncbi.nlm.nih.gov/pubmed/31076440
http://doi.org/10.1136/bmj.k2014
http://doi.org/10.1136/bmj.l5514
http://www.ncbi.nlm.nih.gov/pubmed/31575526
http://doi.org/10.1377/hlthaff.2016.1311
http://doi.org/10.1093/intqhc/mzz074
http://doi.org/10.1111/j.0887-378X.2004.00325.x
http://www.ncbi.nlm.nih.gov/pubmed/15595944
http://doi.org/10.1186/1748-5908-8-117
http://doi.org/10.1186/s12913-017-2306-0
http://doi.org/10.1108/09526860710754398
http://doi.org/10.1186/s13012-018-0726-9
http://doi.org/10.1136/bmj.k4907
http://doi.org/10.1136/qhc.11.1.51
http://www.ncbi.nlm.nih.gov/pubmed/12078370
http://doi.org/10.1136/bmjopen-2013-003873
http://doi.org/10.1080/10686967.2015.11918449
http://doi.org/10.1108/IJQRM-03-2016-0035
http://doi.org/10.1111/j.1365-2648.2006.04042.x
http://doi.org/10.1002/9781444390506
http://doi.org/10.19043/ipdj.5SP.008
http://doi.org/10.1136/bmjoq-2018-000553
http://doi.org/10.3844/ijrnsp.2020.10.23
http://doi.org/10.19043/ipdj.102.005
http://doi.org/10.19043/ipdj.111.004


Int. J. Environ. Res. Public Health 2021, 18, 11932 18 of 18

91. McCormack, B.; Titchen, A.; Queen Margaret University, E.S.; Ulster University, N.I. No beginning, no end: An ecology of human
flourishing. Int. Pract. Dev. J. 2014, 4, 1–21. [CrossRef]

92. Birken, S.A.; Lee, S.-Y.D.; Weiner, B.J. Uncovering middle managers’ role in healthcare innovation implementation. Implement. Sci.
IS 2012, 7, 28. [CrossRef] [PubMed]

93. O’Connor, L. The Nature of Scholarship, a Career Legacy Map and Advanced Practice: An Important Triad; Springer International
Publishing AG: Cham, Switzerland, 2019.

94. Phelan, A.; McCormack, B.; Dewing, J.; Brown, D.; Cardiff, S.; Cook, N.; Dickson, C.A.W.; Kmetec, S.; Lorber, M.; Magowan, R.;
et al. Review of developments in person-centred healthcare. Int. Pract. Dev. J. 2020, 10, 1–29. [CrossRef]

95. de Iongh, A.; Erdmann, S. Better healthcare must mean better for patients and carers. BMJ 2018, 361, k1877. [CrossRef] [PubMed]
96. Batalden, P. Getting more health from healthcare: Quality improvement must acknowledge patient coproduction—An essay by

Paul Batalden. BMJ 2018, 362, k3617. [CrossRef]
97. Feldstein, A.C.; Glasgow, R.E. A Practical, Robust Implementation and Sustainability Model (PRISM) for integrating research

findings into practice. Jt. Comm. J. Qual. Patient Saf. 2008, 34, 15. [CrossRef]
98. Graham, I.D.; Logan, J. Innovations in Knowledge Transfer and Continuity of Care. Can. J. Nurs. Res. 2004, 36, 89–103.
99. Kitson, A.; Harvey, G.; McCormack, B. Enabling the implementation of evidence-based practice: A conceptual framework. Qual.

Health Care 1998, 7, 149–158. [CrossRef]
100. Davies, C.; Fattori, F.; O’Donnell, D.; Donnelly, S.; Shé, É.N.; Shea, M.O.; Prihodova, L.; Gleeson, C.; Flynn, Á.; Rock, B.; et al.

What are the mechanisms that support healthcare professionals to adopt assisted decision-making practice? A rapid realist review
BMC Health Serv. Res. 2019, 19, 960. [CrossRef]

101. Nussbaumer-Streit, B.; Klerings, I.; Dobrescu, A.I.; Persad, E.; Stevens, A.; Garritty, C.; Kamel, C.; Affengruber, L.; King, V.J.;
Gartlehner, G. Excluding non-English publications from evidence-syntheses did not change conclusions: A meta-epidemiological
study. J. Clin. Epidemiol. 2020, 118, 42–54. [CrossRef]

102. Wong, B.M.; Kuper, A.; Hollenberg, E.; Etchells, E.E.; Levinson, W.; Shojania, K.G. Sustaining Quality Improvement and Patient
Safety Training in Graduate Medical Education: Lessons from Social Theory. Acad. Med. 2013, 88, 1149–1156. [CrossRef]

103. Pawson, R.; Tilley, N. Realistic Evaluation; SAGE: London, UK, 1997.
104. Newton, T.; Deetz, S.; Reed, M. Responses to social constructionism and critical realism in organization studies. Organ. Stud.

2011, 32, 20. [CrossRef]
105. Pawson, R. Middle-range realism. Eur. J. Sociol. 2000, 41, 43. [CrossRef]
106. Byng, R.; Norman, I.; Redfern, S. Using Realistic Evaluation to evaluate a practice-level intervention to improve primary

healthcare for patients with long-term mental illness. Evaluation 2005, 11, 24. [CrossRef]

http://doi.org/10.19043/ipdj.42.002
http://doi.org/10.1186/1748-5908-7-28
http://www.ncbi.nlm.nih.gov/pubmed/22472001
http://doi.org/10.19043/ipdj.10Suppl2.003
http://doi.org/10.1136/bmj.k1877
http://www.ncbi.nlm.nih.gov/pubmed/29773551
http://doi.org/10.1136/bmj.k3617
http://doi.org/10.1016/S1553-7250(08)34030-6
http://doi.org/10.1136/qshc.7.3.149
http://doi.org/10.1186/s12913-019-4802-x
http://doi.org/10.1016/j.jclinepi.2019.10.011
http://doi.org/10.1097/ACM.0b013e31829a0fec
http://doi.org/10.1177/0170840610394289
http://doi.org/10.1017/S0003975600007050
http://doi.org/10.1177/1356389005053198

	Introduction 
	Materials and Methods 
	Evaluation Design 
	Locate Existing Theories by Searching the Literature 
	Document Selection 
	Quality Appraisal 
	Data Extraction, Synthesis, and Analysis 

	Results 
	Data Analysis 
	Initial Programme Theories 
	IPT1 Specific Characteristics of the QCP-M 
	IPT2 External Factors Influencing QCP-M Implementation 
	IPT3 Internal Factors Influencing QCP-M Implementation 
	IPT4 Individuals’ Perceptions of QCP-M Implementation 
	IPT5 The Process of Engaging Nurses and Midwives in QCP-M Implementation 

	Theory Refinement 
	Finalised Theories 
	Programme Theory 1: Evidence Base and Accessibility of the QCP-M 
	Programme Theory 2: The Influence of External Factors on QCP-M Implementation 
	Programme Theory 3: Existing Cultures and Systems within Clinical Sites 
	Programme Theory 4: Nurses’ and Midwives’ Knowledge and Beliefs 
	Programme Theory 5: Engaging Nurses and Midwives in QCP-M Implementation 
	Programme Theory 6: Patient Needs 


	Discussion 
	Summary of Findings 
	Contribution to the Existing Literature and Application of Findings 
	Strengths and Limitations of This Review 
	Further Research 

	Conclusions 
	References

