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Executive summary

This project sought to provide evidence of the impact of the Caledonian Practice Development Model on processes and outcomes of nursing practice with older people. The model involves practitioners in a transformational learning experience supporting local practice development actions designed to promote the implementation of evidence based practice. Learning is enabled through membership of a community of practice who collaborate and share knowledge through an internet based practice development college.  For expediency, the pace of the learning journey was hastened to 6-8 months, rather than the original 18 month experience. This was achieved through directing participants to individual learning resources designed to encourage values reconciliation rather than undertaking this as a specific collective learning stage. 

 Twenty four nurses from 18 sites representing three different care environments, namely NHS hospital wards, independent sector care homes and NHS day hospitals, were recruited to form three communities of practice. The study intervention focused on facilitating the nurses practice development skills and the enablement of evidence-based practice through the implementation of an NHSQIS Best Practice Statement chosen by each community. The hospital ward community chose the depression best practice statement, the care home community the nutrition best practice statement and the day hospital community chose the statement on physical activity in older people.

The impact of the model was assessed in two ways:

i) The impact on the practice area using baseline and outcome audits of individual patient care and unit level facilities.

ii) The impact on the nurses using three standardised questionnaires and focus group interviews recorded at the study’s completion  

At 8 months follow up the practice evaluations demonstrated improvements in the quality of care of individual patients and in terms of unit level facilities. 

 As judged against the target of implementing the selected best practice statements overall mean improvement across all patient audits was 18%. The overall mean improvement across all facilities audits was 14%.

The hospital ward community, implementing the depression best practice statement, reported a 27% improvement in patient audits and a 41% improvement in facilities. The care home community, implementing the nutrition best practice statement   reported a 19% improvement in patient audits and a 13% improvement in facilities. The day hospital community, implementing the physical activity best practice statement reported a 7% improvement in patient audits and an unexpected   deterioration (12%) in facilities. 

In terms of the impact on nurses, the practitioner questionnaires showed the nurses reported experiencing significantly greater autonomy and feelings of organisational support in their roles following the implementation of the model.  Curiously the group showed greater positive caring attributes at the study outset than at its conclusion. It is not clear why this occurred but might be partly explained through the changes applied to the values reconciliation phase.  The focus groups highlighted the perceived benefits of the model and it’s acceptability to practitioners. The consensus view echoed findings of previous work confirming the benefits of the practice development model, while recognising that it would be all the more effective if mainstreamed and prioritised at an organisational and strategic level. . 

The study provides encouraging evidence of the positive impact of the Caledonian practice development model in three contrasting practice environments within both the NHS and independent sector. A continuing challenge for those seeking to apply the approach is the readiness of the practice environment to embrace internet enabled approaches to learning and the availability of resources to enrich the learning environment.  

Introduction

This report describes the Gerontological Nursing Demonstration Project Practice Impact Study the purpose of which was to provide evidence of the impact of the Caledonian Practice Development Model on processes and outcomes of practice at unit and patient levels in three different care environments for older people. 

The previous 5 years of collaborative action research had resulted in the construction of a model of practice development, which involved:

· Building an internet based Practice Development College in which nurse participants undergo a transformational learning experience supporting local practice development
· An explicit value base and working definition of gerontological nursing

· A robust methodology for constructing, validating and demonstrating best practice statements to reflect the value base

· A model to involve older people in the college and construct companion guides to the best practice statements (Tolson et al, 2006)

This study examines the influence on nurse participants and their practice, of utilising the model of practice development to implement best practice statements. However, in this study the pace of the practitioner learning journey was accelerated, which reduced the learning experience from 18 months to 6-8 months. This was achieved through directing participants to individual learning resources designed to support values reconciliation rather than undertaking this as a specific collective learning stage. 
Project funding

Financial support to undertake the Practice Impact Study was provided by the Scottish Executive Health Department, NHS Education Scotland, and NHS Quality Improvement Scotland initially for one year with a further three month extension to accommodate the unexpected loss of one of the communities of practice due to hospital closure. The extension provided the opportunity to recruit a further community of practice and thus enable capture of a complete data set. 

Aim

The overall aim was to determine the impact of the Caledonian Practice Development Model on nursing practice in three contrasting care environments. Three specific objectives arose from the study aim:

· To identify the impact of implementing Best Practice Statements on nursing practice, at unit and patient levels, in day hospitals, care homes and hospital wards.

· To explore the effects of implementing the Caledonian Practice Development Model on nurses views about their work

· To explore and test a mechanism for paperless audit and action planning, using the Quasar 2 software (Health International UK Ltd).

Research design 

Identifying the impact of the Caledonian Practice Development Model on practice involved a pre and post intervention design using a mixed method approach to data collection. The research was undertaken with three communities of practice, of 8 to 15 members each. Three different care environments for older people were represented by the communities of practice namely care homes, day hospitals and hospital wards. 

Intervention 

The study intervention focused on facilitating the practice development skills of the nurses and the enablement of evidence based practice through the implementation of a Best Practice Statement. Individual nurses undertook the practice development learning programme based in the virtual college. The design of the programme was guided by research findings and participant experiences from previous action cycles in the Demonstration Project. Although flexible in nature, the programme was time-bound to a 6-8 month period with a fluid compendium of on-line activities. The condensed learning experience was achieved through directing participants towards values reconciliation using individual, rather than collective learning approaches in the initial phase of the study. The social participatory model of learning was reflected in the later stages of the Practitioner Journey (Tolson et al, 2006). The Practice Development Fellow facilitated the Community of Practice members’ journey through the programme and the practice development work throughout the study.

Methods of data collection

Objective 1.

The impact of the model on nursing practice was determined from the findings of baseline audits undertaken at the project outset (months 1-2) and following implementation of the model (months 7-8). The audits addressed the specific Best Practice Statement chosen by respective Communities of Practice. Audit tools were adapted from those developed during best practice statement construction by earlier communities of practice. Each audit comprised a single ‘facilities’ audit, which examined policies, resources and education together with a sample of ‘individual resident’ audits (one audit per resident) that focused on specific aspects of nursing care processes. 

Objective 2. 

Exploring the impact of the model on the individual practitioner took the form of individual pre and post-intervention surveys using the following tools:

· ‘Thoughts about Work’ questionnaire (Nolan et al, 1998)

· Revised Nursing Work Index (Aiken & Patrician, 2000)

· ‘Modified Caring Attributes’ questionnaire (Schofield et al, 2005)

Each was completed by the participants as an integral part of their learning experience, prior to commencement and on completion. In addition, individual activity in the virtual college was monitored by examining the user activities and statistics.

Following the 6 month intervention period focus group interviews were recorded to explore participants’ views on the practice development learning programme and its perceived impact on the practice areas and the individual nurse. 

Objective 3 

To explore the possibility of implementing a paperless audit system for practice development the Quasar software system (Healthcare International) was used for the initial facilities audit data collection. Attempts to manage and analyse this data using Quasar revealed a number of inadequacies in the software, for these research purposes. Ongoing discourse with Healthcare International failed to resolve the difficulties during the life of the project and a decision was made to discontinue use of the software. However the company has taken on board feedback from the research team about the likely and potential needs for the future, should they be marketing the software for such purposes and has committed to refining the software. An updated version of the software is in development but was not available for use within the time parameters of the study.

Participants

Recruitment

Initially three Communities of Practice (CoP) were recruited (table 1) using different recruitment strategies as described below: 

CoP 1 (hospital wards) comprised nurses in wards that were geographically located together in a single hospital site – the purpose of this was to explore any possible effects of co-located support and shared resources. One of the senior nurses approached the project staff and volunteered the hospital for this study.  She had been a member of a previous community of practice developing and testing a best practice statement and wished to continue her involvement with the study and extend it to include other staff in the hospital.

CoP 2 (care homes) were recruited via health board Care Home Liaison Nurses. These nurses coordinate education and support for nurses working in care homes in the area with the purpose of improving the quality of care provision. In the course of introducing this new service the liaison nurses were able to identify care homes and nurses with an interest in practice development and offer them a bespoke learning programme through participation in the practice impact study.

CoP 3 (day hospitals) were recruited from day hospitals (mental health or physical health) across Scotland using the recommended contacts from the virtual college link nurse network and a snowball sampling strategy.

The initial participant information is given in table 1.

	Practice location
	Number of sites
	Number of participants

	Small NHS hospital
	3


	12

	Care homes
	8


	13

	Day hospitals


	7
	9

	Total
	18
	34


Table 1. Initial participation in the practice impact study

During the initial stages of the study a number of participants withdrew from the project, an attrition rate of 62%. The reasons for leaving are shown in table 2.  

	Community of Practice
	Number of sites

leaving project
	Number of participants

leaving project
	Reason given (number of participants)
	Number of sites continuing
	Number of participants continuing

	Small NHS hospital
	3
	12
	Hospital closure
	0
	1

	Care homes
	3
	   5
	Leaving post (2)

Time pressures (2)

Moving care home (1)
	  5
	   8

	Day hospitals
	3
	   4
	Time pressures (3)

Competing project (1)
	  4
	  5

	Total
	9
	20
	
	9
	14


Table 2 – Practice Impact Study attrition

The small NHS hospital was unexpectedly and suddenly closed in October 2005 with dispersion of patients and staff to a number of sites across Lanarkshire. As a result the Community of Practice was effectively closed down, although one of the most active members was able to re-engage with the project at a later date from a different site. Notwithstanding the consequences of this distressing event for the hospital residents and the staff, from the perspective of the research any further data would be contaminated and thus, for the purposes of analysis, the complete set of baseline data collected from the small hospital sites had to be discarded.

In the light of these unforeseen events and in consultation with the study funders, the decision to undertake a second recruitment drive was made.  Practice Impact Study information leaflets were distributed throughout Scotland using the NHS Quality Improvement Scotland link nurse network, the National Practice Development Nurses Forum, the Demonstration Project link nurse network and the members of HealthqWest Research consortia.  The response was positive and further recruitment to the communities of practice took place as shown in table 3.  

	Practice location
	Number of new sites
	Number of continuing sites
	Total number of  sites
	Number of new participants
	Number of continuing participants
	Total number of  participants

	NHS hospital wards
	5


	0
	5
	4
	1
	5

	Care homes
	1


	5
	6
	2
	8
	10

	Day hospitals
	3
	4
	7
	4
	5
	9

	Total
	9
	9
	18
	10
	14
	24




Table 3  Study participation after second recruitment period

Best Practice Statement selection

At the inception of the project during the first of three face to face study days, each Community of Practice spent time as a group choosing a best practice statement to implement. They selected from the 5 available statements that have been produced by the Gerontological Nursing Demonstration Project. The selection involved a participatory process whereby group members examined and debated the merits of each best practice statement in light of their particular needs and local drivers towards developing evidence based care. The consensus or majority view prevailed. The researchers made no attempt to influence the decisions made.  Interestingly each Community of Practice selected a different best practice statement:

· Hospital wards – Working with frail older people to detect and prevent early depression

· Care homes – Nutrition for physically frail older people 

· Day hospitals – Working with dependent older people towards promoting movement and physical activity

Facilitation and Support for Practice Development

The aim of facilitation was to support the CoPs and individual practitioners through the change implementation process by facilitating learning. The learning followed a blended model (a combination of three face-to-face study days, facilitator site visits and online via the Caledonian Practice Development College), which previous CoPs had identified as the most effective approach (Booth et al 2006). Despite some technology access difficulties the majority of facilitation and support sessions took place online (discussed further on page 28).
The initial values reconciliation learning was undertaken on an individual basis through directed self-study in the virtual college. Facilitation of practice development utilised a modified formative group supervision framework (Proctor 2000). Here practitioners were supported to share their experiences thereby developing awareness of their current practices and underpinning knowledge and exploring other ways of working. The online facilitation was used as a pedagogical approach to practitioner-centred learning and as such did not simply focus on developing virtual college content but on recognition of the value of practitioner interaction and discourse. The experience of the practitioners in itself became an important learning and practical resource. Exchange of experience and solutions were seen as empowering and validatory of development work. Online facilitation sessions were aimed at enabling participants to identify solution-focused strategies to real challenges in developing areas of practice. Activities undertaken by participants during the course of the study included:
· A combination of synchronous and asynchronous meetings.

· Three face to face study days

· CoP members emailing and telephoning each other

· Availability of Resources section of the Virtual College thereby utilising resources compiled by previous CoPs

· Site visits by the practice development facilitator in response to direct requests

Examples of the content of online learning for each CoP are provided in appendix 1

Findings

1. Impact on practice -  audit results

The baseline patient and facilities audits were carried out between July and September 2005 and the outcome patient and facilities audits from March to May 2006. The completion rates for each period are shown in tables 4 and 5. 

The extra three months funding enabled the newly recruited community of practice to complete an equivalent practice development period to the other two communities prior to outcomes being explored. 

	CoP
	Number of units returned
	% return
	Total number of facilities audits completed
	Total number of resident audits completed

	Hospital wards
	5
	100
	5
	49

	Care homes


	6  


	100
	6
	180

	Day hospital
	4


	100
	4
	113

	Total
	13


	100
	13
	342


Table 4 – Baseline audit completion

	CoP
	Number of units returned
	% return
	Total number of facilities audits completed
	Total number of resident audits completed

	Hospital wards
	5
	100
	5
	78

	Care homes


	3


	50
	3
	100

	Day hospital
	7


	100
	7
	158

	Total
	15


	83
	15
	336


Table 5 – Outcome audit completion

Facilities audits

The following three tables present the findings from the single facilities audits provided by the members of each Community of Practice as indicated in the above tables 4 and 5. The findings for the depression audits are shown in table 6.
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depression
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psychological wellbeing
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Pre

Post


Table 6 Hospital ward CoP Depression BPS Facilities audit findings

Improvements were shown in 19 of the 25 criteria audited; deterioration in 1 and 5 remained unchanged over the audit period. The areas where improvements were reported included local policy provision and information on accessing services, including documentation of referral criteria. Provision of written information for older people and carers, together with provision of training for nursing staff were also prominent areas of reported facilities improvements. 

The only area in which deterioration was reported related to the care philosophy promoting independence and wellbeing. It is thought that this negative trend may reflect the nurses’ greater awareness of the likely presentation of such a care philosophy from working through the learning programme, or may simply be due to inconsistency in the rating process.

Nevertheless the results of the depression facilities audits indicate an overall mean improvement of 41%

Nutrition facilities audits

The findings for the nutrition facilities audits are shown in table 7, which indicates improvements in 19 of the 29 criteria assessed. Deterioration was reported in 5 areas and 5 remained unchanged. As for the depression facilities audits the reported improvements were found in areas where achievements are under the direct control of nurses. These included provision of local guidelines, local training and written referral criteria as well as specific dietary changes that would be likely to be cost-neutral such as providing full fat milk, rather than semi-skimmed. There were reported positive changes to mealtime practices such as increased supervision of mealtimes by registered nurses, welcoming of family assistance and reduction of background noise. 

In contrast, the deteriorations and/or unchanged areas related to organisational service provision, including availability of allied health professional input and changes to the menus and meal provision. Despite this, the results of the nutrition facilities audits indicate an overall mean improvement of 13% over the duration of the study.

Physical activity facilities audits

The findings for the physical activity facilities audits are shown in table 8 and indicate a general trend of deterioration with an overall mean deterioration of 12%. Seven of the twelve areas audited reported a worsening of the facilities while three remained unchanged and two indicated improvements. Of particular note is the reported reduction in training and information on the benefits of physical activity, other than that which specifically relates to falls prevention. Interpreting these results suggests three possible explanations: firstly that the areas audited are outwith the direct sphere of influence of the nurse participants in the study, requiring higher level support and resources to influence and develop; secondly that the results reflect the more multidisciplinary nature of day hospital provision and the reliance on contributions from members of other disciplines members together with the slower rate of change that bringing the team together often entails; thirdly that factors external to the study, but of great potential influence on practitioners, may have interfered with the progress of the study. 
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Table 7 Care Home CoP Nutrition BPS facilities audit findings

[image: image3.emf]100

14

100

100

57

100

14

100

29

71

43

43

71

100

29

14

43

29

29

100

29

57

43

29

0 20 40 60 80 100

Training programmes in

place to inform staff of the

benefits of PA

Education programmes

on balance/strength/ fall

prevention

Evidence of ongoing

training/development of

staff 

Written guidelines on

nurse’s role in supporting

physical activity

An interdisciplinary falls

prevention strategy is in

place

Guidelines on supporting

physical activity made

known at induction

Falls prevention strategy

is made known to staff at

induction

Criteria for referral to

specialist services are in

place

Regular input from an

activity co-ordinator

Range of written info on

benefits of physical activity

Older people at risk of

falls are screened for hip

protectors

Hip protectors are worn by

people who agree to wear

them

Pre

Post


Table 8 Day Hospital CoP Physical Activity BPS facilities audit findings

Patient audits

The following three tables show the results from the patient audits for each best practice statement at baseline and outcome. Table 9 refers to the depression patient audits
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Table 9 Hospital ward CoP Depression BPS patient audit findings

Improvements are noted in 24 of the 28 areas audit with deterioration in 3 areas and 1 unchanged. Positive developments demonstrate improved documentation, such as implementing a recognised screening tool and increased goal setting and review. There is also evidence of a more relationship centred approach to care provision, with increased documentation of the older person and their family’s feelings about self, health, future care expectations and preferences. This may be reflective of the values work undertaken by the nurses in the learning programme. The overall mean improvement in patient audit scores for the depression patient audits was 27%.

Nutrition patient audits

Table 10 shows that there were improvements in all 11 areas audited and an overall mean improvement of 19%. As with the depression patient audits improvements were shown through improved assessment including nutritional risk screening, body mass index recording and review, factors affecting nutritional intake and personal preferences.
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Table 10 Care Home CoP Nutrition BPS patient audit findings
Physical activity patient audits

Table 11 indicates the results for the physical activity patient audits in which 8 areas improved and 2 deteriorated. As with the other two CoPs audits there were reports of improvements in documentation with increased use of a falls risk screening tool and comprehensive assessment with greater involvement of the older person in decision-making and evaluation. Improved care around specific disabilities and falls is also reported.

The areas of deterioration reflect the more structured approach to falls prevention evident in many practice areas whereby participation by the older person is expected when risk of falls is identified. This indicates the success of the improved screening reported and is thus interpreted as being of benefit and therefore a positive, rather than a negative, finding. The overall mean improvement in patient physical activity audit results was 7% 
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Table 11 Day Hospital CoP Physical Activity BPS resident audit findings
Summary of audit findings

Table 12 presents a summary of the audit changes for each Community of Practice between the baseline and outcome reports. It demonstrates that implementation of best practice statements was in progress in each Community of Practice, to a greater or lesser extent, with an overall trend towards positive improvements. When judged against the target of implementing the selected best practice statement the overall mean improvement across all patient audits was 18%. The overall mean improvement across all facilities audits was 14%.


[image: image7]
Table 12 Overall mean percentage changes between pre and post audits

The greater improvements noted for the patient audits compared with the facilities audits are thought to reflect the Practice Development Learning Programme in which participants were supported to identify priorities for developments in their practice areas based on their audit results. An individualised action plan was negotiated which, being solution focused, concentrated initially on activities and needs that were within the nurse’s sphere of influence. These tended to relate to direct patient care.

Plans to impact at the service/organisational level (mirrored in the facilities audit) took place concurrently however such developments are usually complex; requiring a more extended period of time and therefore impact in these audits was less evident over the six month implementation period.

In addition, as will be shown in the findings from the practitioner questionnaires and interviews presented later in this report, impacting on patient care at a local level is acknowledged as being within the individual nurse’s sphere of influence. However more indirect facilities developments are believed to require organisational changes, the achievement of which necessitates higher-level strategic or managerial support. While managerial permission was a requirement for individuals to participate in this study, active engagement of support at the organisational level was not within the study brief.

2. Impact on practitioners 

The impact of the model on the individual practitioners was explored using quantitative and qualitative methods. The three structured measurement tools were completed by the participants at the project’s outset and conclusion (table 13). The focus group interviews were held at the end of the study period.

	Participant surveys
	Number completed at baseline
	Number completed at outcome

	Perception of Workplace Change Schedule
	25
	14

	Revised Nursing Work Index


	25
	14

	Modified Caring Attributes Questionnaire
	25
	14

	Total
	75
	42


Table 13 Number of completed participant questionnaires 

pre and post intervention

i)  ‘Thoughts about work’ questionnaire and ‘perception of workplace change’

The tables below show the responses of the 14 participants who completed both baseline and outcome questionnaires.  As the tables indicate there was no identifiable trend in the data and the conclusion was one of ‘no change’ in these areas throughout the project’s duration. Statistical analysis of the ‘Perception of Workplace Change’ scores was undertaken by reversing the scores of the negative questions and calculating a total score. Following this a paired samples t-test, with alpha set at the 5% level (p< 0.05), showed no significant differences between the two measurement time points (p = 0.838). 

Findings

Anticipation of being a link nurse/experience of being a link nurse:

	
	Pre (n=14)
	Post (n=14)

	Made no difference to the way I feel about my job
	2

14.3%
	5

35.7%

	Increased my job satisfaction 
	12

85.7%
	8

57.1%

	Decreased my job satisfaction
	0

0%
	1

7.1%


Thoughts about current Job:

	
	Pre (n=14)
	Post (n=14)

	A long-term job I will stay in
	6

42.9%
	7

50%

	An opportunity for career advancement
	5

35.7%
	5

35.7%

	Other please specify
	2

14.3%
	1

7.1%

	Don't know
	1

7.1%
	1

7.1%


 Feelings about current job:

	Relaxed
	Rarely
	A moderate amount
	Quite Often

	Pre

(n = 14)
	3

21.4%
	3

21.4%
	8

57.1%

	Post

(n = 14)
	3

21.4%
	6

42.9%
	5

35.7%


	Enthusiastic
	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	0
	1

7.1%
	11

78.6%
	2

14.3%

	Post

(n = 14)
	1

7.1%
	1

7.1%
	9

64.3%
	3

21.4%


	Stressed


	Never
	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	0

4%
	1

7.1%
	10

71.4%
	2

14.3%
	1

7.1%

	Post

(n = 14)
	0


	4

25%
	6

37.5%
	4

37.5%
	0




	Bored
	Never
	Rarely
	A moderate amount
	Quite Often

	Pre

(n = 14)
	6

42.9%
	6

42.9%
	1

7.1%
	1

7.1%

	Post

(n = 13)
	4

30.8%
	8

61.5%
	0

0.0%
	1

7.7%


	Satisfied


	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	0
	4

28.6%
	9

64.3%
	1

7.1%

	Post

(n = 13)
	2

15.4%
	4

30.8%
	6

46.2%
	1

7.7%


	Disillusioned
	Never
	Rarely
	A moderate amount
	Quite Often

	Pre

(n = 14)
	1

7.1%
	5

35.7%
	5

35.7%
	3

21.4%

	Post

(n = 14)
	1

7.1%
	5

35.7%
	5

35.7%
	3

21.4%


	Valued
	Never
	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	1

7.1%
	1

7.1%
	3

21.4%
	8

57.1%
	1

7.1%

	Post

(n = 14)
	0

0.0%
	3

21.4%
	6

42.9%
	3

21.4%
	2

14.3%


	Fed Up
	Never
	Rarely
	A moderate amount
	Quite Often

	Pre

(n = 14)
	4

28.6%
	8

57.1%
	1

7.1%
	1

7.1%

	Post

(n = 14)
	1

7.13%
	9

64.3%
	3

21.4%
	1

7.1%


	Isolated
	Never
	Rarely
	A moderate amount
	Quite Often

	Pre

(n = 14)
	7

50%
	2

14.3%
	3

21.4%
	2

14.3%

	Post

(n = 14)
	2

14.3%
	7

50%
	3

21.4%
	2

14.3%


	Inspired
	Never
	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	0

0.0%
	1

7.1%
	6

42.9%
	6

42.9%
	1

7.1%

	Post

(n = 14)
	1

7.1%
	3

21.4%
	3

21.4%
	7

50.0%
	0




	Frustrated


	Never
	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	1

7.1%%
	4

28.6%
	3

21.4%
	6

42.9%
	0



	Post

(n = 14)
	1

7.1%
	3

21.4%
	4

28.6%
	4

28.6%
	2

14.3%


	Privileged
	Never
	Rarely
	A moderate amount
	Quite Often
	All of the time

	Pre

(n = 14)
	0
	2

14.3%
	2

14.3%
	7

50%
	3

21.4%

	Post

(n = 14)
	1

7.1%
	1

7.1%
	3

21.4%
	5

35.7%
	4

28.6%


Perceived changes in the work place over the proceeding year (POWC)

	The sense of personal achievement I get from work has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	4

30.8%
	4

30.8%
	4

30.8%
	0


	1

7.7%

	Post

(n = 14)
	1

7.1%
	5

35.7%
	7

50.0%
	1

7.1%
	0




	The levels of stress I feel has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	3

23.1
	2

15.4%
	7

53.8%
	1

7.7%
	0

	Post

(n = 14)
	1

7.1%
	2

14.3%
	11

78.6%
	0


	0




	My feelings of being a valued employee have
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	2

15.4%
	2

15.4%
	6

46.2%
	3

23.1%
	0

	Post

(n = 14)
	0
	2

14.3%
	10

71.4%
	2

14.3%
	0




	The morale of my colleagues has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	0


	3

23.1%
	6

46.2%
	2

15.4%
	2

15.4%

	Post

(n = 14)
	0

0.0%
	6

42.9%
	4

28.6%
	3

21.4%
	1

7.1%


	My workload has
	Increased a lot
	Increased a little
	Stayed about the same

	Pre

(n = 13)
	6

46.2%
	4

30.8%
	3

23.1%

	Post

(n = 14)
	4

37.5%
	5

31.3%
	5

31.3%


	The quality of care I am able to give has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	2

16.7%
	5

41.7%
	3

25%
	1

8.3%
	1

8.3%

	Post

(n = 14)
	0
	5

35,7%
	7

50%
	1

7.1%
	1

7.1%


	The resources I have to provide care have
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little

	Pre

(n = 13)
	1

7.7%
	5

38.5%
	6

46.2%
	1

7.7%

	Post

(n = 14)
	0
	2

14.3%
	12

85.7%
	0




	My job satisfaction has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a lot

	Pre

(n = 13)
	3

23.1%
	3

23.1%
	6

46.2%
	1

7.7%

	Post

(n = 14)
	0
	4

28.6%
	9

64.3%
	1

7.1%


	My feelings of job  security have
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a  lot

	Pre

(n = 13)
	1

7.7%
	8

61.5%
	2

15.4%
	2

15.4%

	Post

(n = 14)
	1

7.1%
	11

78.6%
	2

14.3%
	0




	Staffing levels have
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	3

23.1%
	8

61.5%
	2

15.4%
	0

	Post

(n = 14)
	3

21.4%
	7

50.0%
	2

14.3%
	2

14.3%


	My satisfaction with my overall working conditions has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	1

7.7%
	3

23.1%
	8

61.5%
	0


	1

7.7%

	Post

(n = 14)
	0
	1

7.1%
	11

78.6%
	1

7.1%
	1

7.1%


	My satisfaction with my pay has
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	1

7.7%
	6

46.2%
	3

23.1%
	3

23.1%

	Post

(n = 14)
	0
	10

71.4%
	2

14.3%
	2

14.3%


	The amount of time I have for direct care
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	1

7.7%
	0
	4

30.8%
	5

38.5%
	3

23.1%

	Post

(n = 14)
	0


	0
	6

42.9%
	5

35.7%
	3

21.4%


	The quality of communication with managers has
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 12)
	0
	5

41.7%
	4

33.3%
	0
	3

25%

	Post

(n = 14)
	1

7.1%
	3

21.4%
	7

50%
	1

7.1%
	2

14.3%


	My responsibilities have
	Increased a lot
	Increased a little
	Stayed about the same
	Decreased a little

	Pre

(n = 13)
	5

38.5%
	3

23.1%
	4

30.8%
	1

7.7%

	Post

(n = 14)
	2

14.3%
	5

35.7%
	6

42.9%
	1

7.1%


	The amount of time I have to talk to patients/ residents has
	Increased a lot
	Stayed about the same
	Decreased a little
	Decreased a lot

	Pre

(n = 13)
	1

7.7%
	5

38.5%
	5

38.5%
	2

15.4%

	Post

(n = 14)
	0
	6

42.9%
	5

35.7%
	3

21.4%


ii) Revised Nursing Work Index

Analysis of the pre and post paired data using a paired samples t-test, with alpha set at the 5% level (p< 0.05) showed no statistically significant difference in the two measurement time points for the full scale scores. However, analysis of the four sub-scales contained within the main scale revealed statistically significant differences in favour of the outcome measurement points for autonomy in the workplace and for organisational support (table 14). Thus this group of nurses reported experiencing greater autonomy (p =0.019) and increased organisational support (p = 0.037) in their roles following the implementation of the model. 

These findings are reflected in the audit results previously reported, which highlight the improvements made to processes and outcomes of practice that are directly within the control of the nurses. The revised nursing work index analysis indicates the benefits for nurses of implementing changes and developing practice at the local level in relation to individual patient care.

	
	Present in current job:
	Strongly agree
	Somewhat agree
	Somewhat disagree
	Strongly disagree

	
	
	Pre
	Post
	Pre
	Post
	Pre
	Post
	Pre
	Post

	1
	Adequate support services allow me to spend time with my patients
	
	1

7.1%
	7

50%
	8

61.5%
	7

50%
	4

30.8%
	
	

	2
	Doctors and nurses have good working relationships
	
	4

28.6%
	7

50%
	10

71.4%
	7

50%
	
	
	

	4
	Management that is supportive of nurses
	3

21.4%
	2

14.3%
	8

57.1%
	5

35.7%
	3

21.4%
	6

42.9%
	
	1

7.1%

	6
	Nursing controls its own practice
	2

14.3%
	
	10

71.4%
	10

71.4%
	2

14.3%
	3

21.4%
	
	1

7.1%

	11
	Enough time and opportunity to discuss patient care problems with other nurses
	4

28.6%
	
	6

42.9%
	10

71.4%
	3

21.4%
	3

21.4%
	1

7.1%
	1

7.1%

	12
	Enough registered nurses on staff to provide quality patient care
	5

35.7%
	1

7.1%
	5

35.7%
	7

50%
	4

28.6%
	3

21.4%
	
	3

21.4%

	13
	A nurse manager who is a good manager and leader
	5

35.7%
	3

23.1%
	6

42.9%
	6

46.2%
	3

21.4%
	3

23.1%
	
	1

7.7%

	17
	Freedom to make important patient care and work decisions
	7

50%
	5

35.7%
	7

50%
	9

64.3%
	
	
	
	

	24
	Not being placed in a position of having to do things that are against my nursing judgement
	5

35.7%
	3

21.4%
	8

57.1%
	9

64.3%
	1

7.1%
	2

14.3%
	
	

	27
	Much teamwork between doctors and nurses
	8

57.1%
	7

50%
	5

35.7%
	6

42.9%
	1

7.1%
	1

7.1%
	
	

	35
	A nurse manager backs up the nursing staff in decision-making even if the conflict is with a doctor
	7

50%
	4

28.6%
	2

14.3%
	5

35.7%
	4

28.6%
	4

28.6%
	1

7.1%
	1

7.1%

	48
	Patient allocations foster continuity of care ( ie the same nurses care for the patient from one day to the next)
	9

64.3%
	5

38.5%
	4

28.6%
	5

38.5%
	1

7.1%
	3

23.1%
	
	


Table 14 Revised NWI subscale results

Grey shading indicates the questions that comprise the ‘Autonomy’ subscale. Those without shading are included in the ‘Organisational support’ subscale

iii)  Modified Caring Attributes Questionnaire

Statistical analysis was undertaken which involved reversing the negative items in the scale and calculating a mean caring attributes score (CAS) for each respondent, pre and post intervention. The higher the CAS, the more the respondent is in agreement with positive caring attributes. Differences between the total group of respondents at baseline and outcome time points were examined using a paired samples t-test, with alpha set at the 5% level (p< 0.05). An analysis of variance (ANOVA) was undertaken to explore any differences between the three CoPs at baseline and outcome.

The analysis showed a statistically significant difference between the baseline and outcome questionnaires in favour of the baseline MCA (p = 0.037), indicating that the caring attributes were more positive at the study outset than at its conclusion. There were no differences between the individual CoPs at either time point, suggesting that this finding was distributed across the participant group and not an artefact of one particular Community of Practice.

These findings are explained in relation to the values base of the project. With the previous communities of practice a great deal of initial time and effort was devoted to values reconciliation whereby participants had the opportunity to explore their understanding of gerontological nursing and the principles that they, as individuals and collectively, believe form its underpinnings. Given the shorter, time-limited nature of the learning programme in this study, there was less attention given to values reconciliation and limited opportunity to develop the value base. The learning undertaken by the participants in this study was largely individual in relation to the value base of gerontological nursing, with greater focus being given over to demonstrating outcomes of care and practice development. 

A second consideration in interpreting these findings is the conceptual incompatibility between the Modified Caring Attributes tool and the gerontological nursing value base, which forms the lens through which the best practice statements the participants were implementing were viewed. The act of completing the Modified Caring Attributes questionnaire may have raised the participants’ awareness of their own values however without sufficient opportunities to explore and resolve the issues, they may have become self-critical, which is then reflected in the Modified Caring Attributes scores.

From previous work the conceptual incompatibility with the demonstration project value base of the Modified Caring Attributes Questionnaire was known. Nevertheless, although extending beyond the original research brief there was interest in exploring the knowledge the findings from using this tool might add. The findings confirmed that participants undergo maturational changes in completing the learning programme, however they concur with previous data in highlighting the importance of sufficient and appropriate support for participants to complete the transformational learning journey (Tolson, 2006). It is false economy to provide the structured learning programme without investing in the support to facilitate progress and achieve sustainable changes. 

Focus group interviews

Two focus groups were held, involving 8 study participants. The purpose was to further explore views on the practice development learning programme and its perceived impact on practice areas and the individual nurse. A question-led thematic content analysis of the verbatim transcripts was undertaken using NVivo (version 7). Three main questions were asked of the data:

· What was the value of the model to the practice areas?

· What was the value of the model to the practitioners?

· What were the barriers to model implementation encountered by the practitioners?

Summary of focus group findings

i) Value of the model

All focus group participants showed clear understanding of the requirements for developing evidence based practice and the dynamics of change, particularly in relation to the current healthcare climate. Individual aspects of the model were identified as being of particular value to this process however the main theme of the analysis centred on the structured support provided by the practice development model. 

Structured support for the processes and mechanisms required to develop evidence-based practice was considered essential by the participants who recognised the longitudinal nature of successful change implementation and the need for ongoing facilitation. 

Even though it’s hard work to develop a guideline or a best practice statement they sort of go out and lie around a bit, so my feeling is to get the best practice into practice and to get it embedded has always been the hard thing ..  .. ..unless people are supported it doesn’t really happen too well, its all a bit random

In this sense the virtual college was seen as a supportive resource as it enabled easy access, not only to resources and toolkits, but also to other practitioners and care environments. Thus it was possible to share with others, despite being in an isolated situation, or to gain a different perspective.

Its always nice to be able to talk to other people and get different views …especially if you work and your very entrenched in one organisation … sometimes it just handy to get a different view point.

The nature of the support provided by the model was seen to be of benefit to the practice areas. The mechanism for this was recognised as a cascade system, which enabled others to understand and engage with the new clinical activities from the role modelling, teaching and increased knowledge of the CoP member.

I mean I think if you keep encouraging people they will think and be creative about their practice rather than just copy the whole time what they’re seeing going on. They will question things and they will think if somebody is uncomfortable or the nourishment is not good enough. They will know that there are better ways to do it and I think that’s what’s happened. They know that there are better ways to do it and you know with (CoP member) taking a special interest in what she’s doing she’s found out all sorts of things about food supplements and enhancements that were just being chucked about before and now she’s actually educated the staff, all staff, to know what their doing. Now that’s a major step forward you know, sitting down, the approach to eating, meal times with people with dementia, making sure that they get the proper nutrition and so forth, in a timely way.

In addition the virtual college was suggested as a conduit by which a unit’s performance could be monitored against others – a form of ‘virtual’ benchmarking. This is a perspective that has not previously been identified and may reflect the maturation of the model and its functioning.

..because I am hearing from colleagues who work for the larger groups and they’re telling me that they are gaining access and if I see that its working for them I’m assuming that perhaps our standards have the potential to fall and not to keep abreast of best practice 

Everybody needs to look outward. I don’t think you can just sit in your own little cocoon and think well I’m doing this alright – there comes a time when you have to have a good look at things

As would be expected the resources in the virtual college were appreciated by the participants, both in terms of their credibility for practising nurses and in terms of their accessibility and thus their labour and time saving properties.

As far as I’m concerned in quite an isolated care home situation the virtual college is a godsend because you cant get away to go to courses or conferences, if you do you do it on your day off. You know there’s a limit to how much nurses can read I mean we all know that don’t we, so getting in to the virtual college once a week or if its easy access in a resource room and people can just go in there, get information when they need it. I just think it’s the way forward because how else do people in care homes get together?

 yes its been useful cos it gives you access to lots of… it gives you sites that you might not discover on your own because I’m not very good at the internet searches I must admit, working out exactly how to find them, so lots of the resources I’ve been able to pick up from new without actually having to do the donkey work myself.

The college resources included the Best Practice Statements, which were universally seen as helpful and, somewhat unexpectedly, appeared to be the routinely accepted practice guidance for clinical areas, including those extending beyond the sites in the study from both the NHS and the Independent sector. 

Another area of perceived value was expressed by staff from one of the care homes where they believed there were clear benefits from the link with the University in terms of their business

that’s the one place I would say I’ve actually noticed a huge impact of it all, is when we bring people in to show them round the home and we explain because we’ve still got posters up to explain that we’re working with Caledonian University and that we have all you know this back up behind us and we’re implementing new things, people love to hear that and it also makes the staff sound  a lot more knowledgeable and the fact that we’re actually trying to make a difference.

ii) Barriers to model implementation

When the perceived barriers to implementing the model were discussed there was recognition of the recurring challenges to practice development, rehearsed in previous reports (Tolson 2004; Tolson et al 2005, Booth et al 2006). These include time and resources constraints, the need for recognition and ongoing support for practice development from high level nurses and managers and cultural changes to legitimise the requirements of workbased learning. 

However, the discussion of barriers to implementing evidence based practice in the focus groups largely centred around the current organisational changes taking place in both the NHS and the independent sector, which were seen as having an overwhelmingly negative influence on practice development.  Specific factors raised by participants included NHS reorganisation and the implementation of Agenda for Change

At the moment we’re going through the assimilation process. We have all got our banding and most of them are okay, mine wasn’t but that’s beside the point, and I think they feel they are concentrating on that and don’t want really anything else at the moment. They are all worrying about well what’s coming next on the agenda for change and things and they seem to think more on that as opposed to patients.

We’re having a problem at the moment. We’re primary care whereas Hairmyres and Wishaw are acute but we’re changing back to acute so there’s a reshuffle again in Lanarkshire of different things happening.

Participants from care homes were equally as concerned about their current situation citing company mergers and increased regulation as the key factors impinging on their practice development work

A lot of things are just reorganisation for the sake of it. The things that we’re having to change just now I don’t see a lot of it as being beneficial but it has to be done to make everybody unified and it means that we don’t have as much time to spend on things like the project which were really effective but we’re having to stop doing all those things just now to implement company changes.

I think in the care home field with the changes that have happened in the last five years with the care commission coming on board and the amount of standards and requirements that we have to follow on a day to day basis and the paperwork for that in itself is huge anyway, when you actually bring in anything else they just cant cope with it, its inundating them with stuff
These external influencers were seen to be more powerful than internal drivers for evidence based practice and resulted in tangible ‘change fatigue’ with negative consequences for practice development.


I certainly ….think, the staff are jaded and they’re sick and tired of change and it just seems to be change for change sake so they’re not keen to embrace anything that’s new.

The key message arising from the focus groups emphasised the crucial influence of the context to practice development and adds to the weight of evidence suggesting that consideration of contextual issues, including the timing of any project within the political arena, must be a priority in shaping a successful initiative.

Access to virtual college

A fundamental criterion for participation in this study was the ability to access an internet-linked computer. Without this facility the participant was not able to gain entry to the virtual college and so could not participate fully in the practice development learning programme, although as the programme used a blended approach they could attend face-to-face meetings. The question of access to an internet-linked computer was asked during the recruitment of participants to the study and indeed a number of potential participants were prevented from progressing their application because of limited or no access to the essential information technology. From the outset all recruits to the project confirmed that they could access an internet-linked computer in order to undertake the work involved. Nevertheless, verbal discussions in the early stages indicated that computer access presented problems for some members of all three CoPs, with informal exploration suggesting that the difficulties emanated from technical problems and time constraints, largely resulting from competing demands on the individual.  It was apparent at this point in the study that those working in the independent sector care homes faced greater challenges than those working in the NHS. 

Although not planned at the study’s outset, in response to these observations, a care home telephone survey was designed to explore the IT issues in greater detail. The findings are shown in table 15    

	Care Home ID
	Number internet linked computer
	Broadband or dial up
	Site of computers
	Staff who can access
	Staff who do access in practice

	1
	2
	Dial up
	Managers office

Owners office
	Manager

Administrator

Nurses

Care assistants

Ancillary staff
	Manager

Administrator

	2
	1
	Broadband
	Managers office
	Manager

Administrator

Nurses

Care assistants
	Manager

	3
	2
	Broadband
	Managers office

Administrators office
	Manager

Administrator

Nurses

Care assistants

Residents

Receptionist
	Manager

Administrator

	4
	3
	Broadband
	Managers office

Administrators office
	Manager

Administrator

Deputy manager
	Manager

Administrator

	5
	4
	Broadband
	Managers office

Administrators office

Nurses station (2)
	Manager

Administrator

Nurses
	Manager

Administrator

Care manager (nurses)

	6
	2
	Broadband
	Managers office

Administrators office
	Manager

Administrator

Deputy manager
	Manager

Administrator

Deputy manager

	7
	3
	Broadband
	Managers office

Administrators office

Reception desk
	Manager

Administrator

Care manager

Receptionist
	Manager

Administrator

Receptionist

	8
	1
	Broadband
	Administrators office
	Manager

Administrator


	Manager

Administrator




Table 15 Findings from IT survey of care homes

The survey revealed a mismatch between the theoretical availability of internet-linked computers to the care home nurses and the reality of the nurses actually accessing them. There were 4 common explanations for this: 

i) A perceived lack of organisational commitment to widening access to IT to include nursing and care staff. This was thought to be due to concerns about possible inappropriate use of the internet by these staff 

ii) Housing of internet-linked computers in managers or administrators offices, thus use during office hours, where available, required to be negotiated and impacted on others’ work.

iii) Nursing staff were not given passwords and/or access was restricted because confidential materials, such as personnel information, were stored on the computer

iv) Computer-based activities were not seen as ‘work’ therefore nurses do not have time allocated within their working hours to participate. 

In summary, this survey indicated that for the care home nurses in particular the reality of full participation in the study, including use of the virtual college, involved them using their own computer facilities in their own time.

Conclusions

This study provides evidence to demonstrate implementation of evidence-based practice and the positive impact of the Caledonian Practice Development model in three contrasting care environments, in both the NHS and the independent sector. Practitioners who were facilitated through the practice development learning programme were enabled, within a relatively short period of time to effect changes to their practice areas. Developments took place at the level of the individual practitioner and their immediate sphere of influence, with consequent changes to patient care and direct benefits shown. This particular project did not set out to broker support at higher organisational levels therefore it is perhaps not surprising that facilities developments, although prevalent, were not seen across the board. In effect there was practice development at the micro level that did not consistently infiltrate the system. 

Therefore to sustain developments continued support of practitioners is necessary together with strategies to invoke organisational change. The issue of whether it is sufficient to focus on the practitioner level, or whether support for practice development from higher organisational levels should be secured, requires to be debated and resolved. There is recognition that achieving this would require policy level mainstreaming of the model and the support of national agencies. 

The need for policy level support was further highlighted by the findings emphasising the significance of the context for practice development and the influence of policy factors that are beyond the control of the individual participant. These have a powerful impact on not only the person’s ability to engage in practice development but also their motivation to do so. They confirm the necessity to take into consideration the timing of practice development within the overall policy context.

The study reinforced the importance of the values reconciliation work. This has been shown to be of great benefit to practitioners and to practice development in previous action cycles in the Demonstration Project but was less prevalent in this study, which sought to explore the effects of time-limiting the implementation of the model. The evidence confirms that practice improvements will occur, regardless of whether the values reconciliation takes place, however the individual practitioner has less opportunity to gain on a personal level and thus their motivation may be affected. This is likely to impact on the continuation of efforts to develop practice and its sustainability.  
In essence, without the values reconciliation the practitioner does not fully complete the transformational journey, which creates inertia in the Practice Development Model through an impoverished ‘scholarship of practice’ and thus the momentum towards evidence based practice, is reduced.

Recommendations

1. That the Caledonian Practice Development Model is recognised as an effective, evidence based approach to practice development.

2. That in order to maximize practice impact the Caledonian Practice Development Model is implemented in full, with due attention given to the value base of care.

3. That strategies are adopted to promote sustainable practice development which moves beyond the level of the individual practitioner, such as is achievable through implementation of the Caledonian Practice Development Model.

4. That stakeholders consider opportunities to embed and mainstream approaches to practice development with demonstrable impact.
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Appendix 1 – Examples of online facilitated sessions

	Nutrition BPS CoP
	Depression BPS CoP
	Physical Activity CoP

	12 online sessions
	10 online sessions
	10 online sessions

	· BPS familiarisation session

· Audit Tools advice

· Action Planning and SMART Objective

· BMI and Nutritional Assessment Tools (MUST & MNA)

· Training Sessions: Alternative Height Measurements

· Discussion: “Dedicated Mealtimes” (Focus on Closed Mealtimes, Supervised by registered staff)

· Re-Audit

· Looking forward discussions: Moving from Pilot sample to full implementation
	· BPS familiarisation session

· Audit Tools advice

· Action Planning and SMART Objectives

· Training Sessions: Depression in Older Age

· GDS and Referral to Specialist Services

· Discussion: “Impact of Life Transitions on mental health”

· Re-Audit

· Looking forward discussions: Moving from Pilot sample to implementation of GDS Depression Screening in Elderly Directorate within Lanarkshire NHS via Clinical Community & Clinical Governance
	· BPS familiarisation session

· Audit Tools advice

· Action Planning and SMART Objectives

· Discussion: Implementing Falls Risk assessment as part of Staff induction training programme

· Discussion: Training Resource Identification

· Patient / Client: Information Sources

· Re-Audit

· Looking forward discussions: Incorporating NHSQIS BPS in staff Induction Training Package  




Figure 1 – Content of online facilitated group learning sessions

Appendix 2 – Facilities audit findings

	Audit question
	Proportion yes responses (%) - baseline
	Proportion yes responses (%) - outcome
	% change 

(+ / -)

	Guidelines for older people moving to care home
	1 (20%)
	2 (40%)
	+20%

	Local policy on use of depression screening tool
	1 (20%)
	2 (40%)
	+20%

	Screening policy indicates frequency of review
	1 (20%)
	1 (20%)
	

	Policy for staff on transition of an older person to care home
	1 (20%)
	2 (40%)
	+20%

	Written information for staff on cause/prevention of depression
	1 (20%)
	1 (20%)
	

	Written information for carers on cause/prevention of depression
	1 (20%)
	5 (100%)
	+80%

	Written information for patients on cause/prevention of depression
	1 (20%)
	3 (60%)
	+40%

	Policy on frequency/format of review meetings 
	1 (20%)
	3 (60%)
	+40%

	Policy reflects need for increased support with health/life changes
	1 (20%)
	5 (100%)
	+80%

	How to access local sources of advice/support on mental health
	5 (100%)
	4 (80%)
	-20%

	How to access local sources of advice/support on hearing disability
	4 (80%)
	5 (100%)
	+20%

	How to access local sources on communication difficulties
	3 (60%)
	4 (80%)
	+20%

	Criteria for mental health referral 
	1 (20%)
	1 (20%)
	

	Criteria for hearing disability referral
	1 (20%)
	4 (80%)
	+60%

	Criteria for speech and language referral
	3 (60%)
	5 (100%)
	+40%

	Care philosophy promote independence/wellbeing
	5 (100%)
	1 (20%)
	-80%

	Screening/assessment made known to nurses at induction
	2 (40%)
	5 (100%)
	+60%

	Training available for nurses on communicating with older people
	3 (60%)
	5 (100%)
	+40%

	Training for nurses on depression screening with older people
	1 (20%)
	1 (20%)
	

	Training for nurses on factors which influence/prevent depression 
	1 (20%)
	5 (100%)
	+80%

	Training for nursing staff on criteria for referral to specialist services
	1 (20%)
	5 (100%)
	+80%

	Training for nursing staff on signs/symptoms of depression
	1 (20%)
	5 (100%)
	+80%

	Training for nursing staff on physical activities for psychological wellbeing
	1 (20%)
	1 (20%)
	

	Opportunities for regular updates
	1 (20%)
	5 (100%)
	+80%

	Staff given time to attend
	1 (20%)
	4 (80%)
	+60%


Table 16 - Depression BPS facilities audit results

	Audit question
	Proportion yes responses (%) - baseline
	Proportion yes responses (%) - outcome
	% change (+ /-)

	Nutritional guidelines
	(4) 66%
	(3) 100%
	+34%

	Education and Training available
	 (5) 83%
	(3) 100%
	+17%

	Min training on assisting older people with feeding
	(3) 50%
	(2) 66%
	+16%

	Monthly meetings with catering, nursing and managers
	 (2) 33%
	(2) 66%
	+33%

	Weight measuring equipment
	(6) 100%
	(3) 100%
	

	Height measuring equipment
	(4) 67%
	(3) 100%
	+33%

	Dietetics services
	(3) 50%
	(2) 66%
	+16%

	Referral criteria to dietetic services
	(5) 83%
	(3) 100%
	+17%

	Occ therapy available
	(2) 33%
	(1) 33%
	

	Referral criteria to Occ Therapy
	(2) 33%
	(2) 66%
	+33%

	Dental services provided
	(3) 50%
	(2) 66%
	+16%

	Referral criteria to dental services
	(3) 50%
	(1) 33%
	-17%

	Speech & language provided
	(2) 33%
	(1) 33%
	

	Referral criteria for swallow assessment
	(4) 67%
	(3) 100%
	+33%

	Nurses screen people for swallow difficulties
	(3) 50%
	(3) 100%
	+50%

	Printed info available for nurses to discuss nutrition
	(2) 33%
	(2) 66%
	+27%

	Full fat milk provided
	(5) 83%
	(1) 100%
	+17%

	Older person have choice in where and who with they dine
	(5) 83%
	(2) 66%
	-17%

	Food/drink available out with meal times
	(6) 100%
	(3) 100%
	

	Registered nurses supervise all meal times
	(5) 83%
	(3) 100%
	+17%

	Patients choose their meals from menus
	(3) 50%
	(2) 66%
	+16%

	Choice of at least 2 main dishes at meal times
	(5) 83%
	(3) 100%
	+17%

	Choice of  2 main dishes for those with culturally specific needs
	(3) 50%
	(1) 33%
	-17%

	Choice of  2 main dishes for those with swallowing difficulties
	(3) 50%
	(1) 33%
	-17%

	Menu cycle 3 weekly or longer
	(5) 83%
	(3) 100%
	+17%

	Menus available in range of different formats
	(3) 50%
	(1) 33%
	-17%

	Feedback given to caterers on food, wastage, menu choice
	(6) 100%
	(3) 100%
	

	Friends/family welcome at meal times to assist older person
	(5) 83%
	(3) 100%
	+17%

	Actions taken to reduce background noise at meal times
	(4) 67%
	(3)100%
	+33%


Table 17 - Nutrition BPS facilities audit results
	Audit question
	Proportion yes responses (%) - baseline
	Proportion yes responses (%) - outcome
	% change (+ /-)

	Training programmes in place to inform staff of the benefits of PA
	7 (100%)
	5 (71%)
	- 29%

	Education programmes on balance/strength/ fall prevention
	1 (14%)
	7 (100%)
	+86%

	Evidence of ongoing training/development of staff 
	7 (100%)
	2 (29%)
	-71%

	Written guidelines on nurse’s role in supporting physical activity
	7 (100%)
	1 (14%)
	-86%

	An interdisciplinary falls prevention strategy is in place
	4 (57%)
	3 (43%)
	-14%

	Guidelines on supporting physical activity made known at induction
	7 (100%)
	2 (29%)
	-71%

	Falls prevention strategy is made known to staff at induction
	1 (14%)
	2 (29%)
	+14%

	Criteria for referral to specialist services are in place
	7 (100%)
	7 (100%)
	

	Regular input from an activity co-ordinator
	2 (29%)
	2 (29%)
	

	Range of written info on benefits of physical activity
	5 (71%)
	4 (57%)
	-14%

	Older people at risk of falls are screened for hip protectors
	3 (43%)
	3 (43%)
	

	Hip protectors are worn by people who agree to wear them
	3 (43%)
	2 (29%)
	-14%


Table 18 Physical activity BPS facility audit results

	AUDIT CRITERIA
	Pre
	Post
	% change

	Was an information pack given to the older person that provides them with information about the ward and the hospital?
	50
	58
	+8

	Was the older person given the opportunity to question and clarify aspects of the information pack?
	47
	51
	+4

	Is there evidence that assessment highlights this person's health and life changes?
	43
	87
	+44

	Does the initial assessment include the use of a recognised screening tool for depression?
	0.8
	17
	+16

	Are findings from screening documented?


	4
	20
	+16

	Do findings from depression screening inform decisions made about this person's treatment and care?
	22
	19
	-3

	Are findings from depression screening used by the multidisciplinary team to inform collaborative planning?
	22
	21
	-1

	Are the older person's thoughts and feelings about health and life changes documented in the assessment?
	18
	68
	+50

	Are appropriate interventions planned in response to the results of the screening tool and clinical assessment?
	31
	54
	+23

	Are the older person's thoughts and feelings about health and life changes documented in the ongoing  evaluations?
	20
	67
	+47

	Are the older person's expectations of care documented?


	29
	68
	+23

	Are the older person's aspirations for the future documented?


	31
	77
	+46

	Are the older person's care preferences documented?


	42
	87
	+45

	Are the older person's care needs documented?


	82
	97
	+15

	Does care documentation demonstrate that the older person is involved in planning their care?


	41
	82
	+41

	Does the older person have access to their care plan or a copy of it?


	71
	95
	+24

	Does care documentation demonstrate that the family is involved in planning the older persons care, according to the wishes of the individual?
	58
	90
	+32

	Is contact with specialist services documented?
	85
	81
	-4

	Does care documentation reflect appropriate interdisciplinary care?


	100
	100
	

	Does this care documentation include agreed goals?


	69
	97
	+28

	Does this care documentation include review dates?


	52
	95
	+43

	Does care documentation show evidence of planning to facilitate successful transition to a care home?
	19
	43
	+24

	Does care documentation show evidence of planning to facilitate successful adaptation to health and life changes?
	31
	72
	+41

	Are the older person's comments on how they are feeling, or the effectiveness of their care, written in the care documentation?
	40
	91
	+51

	Are the family's comments on how the older person is feeling, or the effectiveness of their care, written in the care documentation?
	51
	96
	+45

	Does documentation show evidence of planned physical activities, taking into account the older persons preferences and interests?
	36
	64
	+28

	Does care documentation demonstrate involvement of family, friends and others in caring for this person?
	48
	92
	+44

	Is there evidence in the care documentation that the older person maintains links with the wider community?
	30
	45
	+15


Table 19 Depression BPS patients audit results

	AUDIT CRITERIA
	Pre
	Post
	% change

	Was nutritional screening undertaken and documented for this older person on admission?


	80
	87
	+7

	Is nutritional screening of this older person repeated on a regular (at least monthly) basis?
	77
	100
	+23

	Is body mass index (BMI) recorded for this older person?
	77
	95
	+18

	Has the body mass index (BMI) been reviewed regularly?
	63
	85
	+22

	Are medical conditions which may influence nutritional needs documented for this older person?
	77
	86
	+9

	Are allergies or intolerance’s which may have adverse effects with respect to nutritional and fluid intake documented for this older person?
	75
	86
	+11

	Is oral status assessed and recorded?
	70
	94
	+24

	Are the older person’s food and fluid likes and dislikes recorded?
	75
	95
	+20

	Are specific cultural, ethnic or religious dietary preferences documented?
	13
	37
	+24

	Does the older person’s care plan reflect the findings from the nutritional screening?
	66
	92
	+26

	Are the older person’s environmental and social preferences for meals recorded?
	42
	64
	+22


Table 20 Nutrition BPS patients audit results

	AUDIT CRITERIA
	Pre
	Post
	 change

	Documentation shows a comprehensive assessment of the individual’s needs around physical activity, including physical and cognitive factors that influence movement abilities
	83
	91
	+8

	There is evidence that the older person is involved in the decision making and risk taking process around physical activity
	87
	99
	+12

	Documentation shows that therapeutic support has been offered or referrals made for specific disabilities (hearing, vision, cognitive, language)
	58
	87
	+29

	There is evidence that physical activity, which includes balance and strength training, is offered to the older person on a regular basis
	76
	81
	+5

	Documentation shows evidence that the older person exercises choice in participating in regular physical activity
	76
	50
	-26

	Documentation shows evidence of planned activities, provided by staff or others with appropriate training, which takes into account the older person’s capabilities, preferences and interests
	90
	87
	-3

	The older person is able to comment on how they are feeling, and on their level of satisfaction with their efforts
	83
	91
	+8

	There is evidence that the effectiveness of agreed activity programmes is evaluated
	98
	99
	+1

	There is a validated falls risk assessment tool completed for this person
	53
	87
	+34

	There is evidence that interdisciplinary falls prevention strategies are implemented for this person
	41
	46
	+5


Table 21 Physical activity BPS patients audit results
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