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Abstract

Background Comprehensive care is important for ensuring patients receive coordinated delivery of healthcare that
aligns with their needs and preferences. While comprehensive care programs are recognised as beneficial, optimal
implementation strategies in the real world remain unclear. This study utilises existing implementation theory to
investigate barriers and enablers to implementing the Australian National Safety and Quality Health Service Standard
5 - Comprehensive Care Standard in acute care hospitals. The aim is to develop implementation enhancement
strategies for work with comprehensive care standards in acute care.

Methods Free text data from 256 survey participants, who were care professionals working in acute care hospitals
across Australia, were coded using the Consolidated Framework for Implementation Research (CFIR) using deductive
content analysis. Codes were then converted to barrier and enabler statements and themes using inductive theme
analysis approach. Subsequently, CFIR barriers and enablers were mapped to the Expert Recommendations for
Implementing Change (ERIC) using the CFIR-ERIC Matching Tool, facilitating the development of implementation
enhancement strategies.

Results Twelve (n=12) CFIR barriers and 10 enablers were identified, with 14 barrier statements condensed into
12 themes and 11 enabler statements streamlined into 10 themes. Common themes of barriers include impact of
COVID-19 pandemic; heavy workload; staff shortage, lack of skilled staff and high staff turnover; poorly integrated
documentation system; staff lacking availability, capability, and motivation; lack of resources; lack of education and
training; culture of nursing dependency; competing priorities; absence of tailored straties; insufficient planning and
adjustment; and lack of multidisciplinary collaboration. Common themes of enablers include leadership from CCS
committees and working groups; integrated documentation systems; established communication channels; access
to education, training and information; available resources; culture of patient-centeredness; consumer representation
on committees and working groups; engaging consumers in implementation and in care planning and delivery;
implementing changes incrementally with a well-defined plan; and regularly collecting and discussing feedback.
Following the mapping of CFIR enablers and barriers to the ERIC tool, 15 enhancement strategies were identified.
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Conclusion This study identified barriers, enablers, and recommended strategies associated with implementing a
national standard for comprehensive care in Australian acute care hospitals. Understanding and addressing these
challenges and strategies is not only crucial for the Australian healthcare landscape but also holds significance for the
broader international community that is striving to advance comprehensive care.
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Introduction

In acute care hospitals, patients often present with acute,
serious, and complex health conditions [1, 2], necessitat-
ing a comprehensive approach to address not only their
clinical needs but also physical and psychological needs
[3]. Many patients require coordinated care delivery from
a diverse team of care professionals throughout their hos-
pital journey [4]. Recognising the critical need to address
patients in a holistic manner, the concept of “compre-
hensive care” has arisen as a fundamental framework in
acute care settings [5].

Comprehensive care is the coordinated delivery of total
health care that meet patients’ needs and preferences
through multidisciplinary collaboration after shared
decision making with the patient, family or carers [5,
6]. Comprehensive care consists of three components:
person-centredness, multidisciplinary approach, and
coordination of care. A prior review of 16 studies inves-
tigating the effectiveness of comprehensive care indicates
that its implementation results in improved patient care
and health outcomes within acute care settings [7]. Three
countries, Australia, Norway, and the UK, have intro-
duced comprehensive care as a national standard [5, 6, 8,
9l.

Implementing national standards for comprehensive
care has proven to be challenging, internationally [10-
12]. The implementation of Norwegian standards did
not cover the expected proportion of patients [12], while
15% of the assessed health service organisations did not
meet all the requirements of Australian standard two
years after its mandate [10]. Review of implementation
of a new national standard is an important part of policy
implementation for quality improvement.

While widely recognised as a national standard, Xiong
et al’s (2023) review underscores the scarcity of studies
focusing on a national standard for comprehensive care
[5]. This scarcity emphasises the imperative for additional
research to assess the barriers and enablers associated
with the implementation of national standards for com-
prehensive care in acute care hospitals. To address this
gap, this study explored the implementation barriers and
enablers of the Australian Comprehensive Care Standard
(CCS) in acute care hospitals. Understanding the barriers
and enablers can improve the sustainability of the stan-
dard and provide learning opportunities for other coun-
tries that follow such a standard.

Background

In 2017, the Australian Commission on Safety and
Quality in Health Care (ACSQHC, or the Commission)
released the CCS, one of the National Safety and Quality
Health Service (NSQHS) Standards [6]. These standards
are mandated in all acute care hospitals in Australia. The
CCS has four criteria and 36 actions. Acute care hospi-
tals have been accredited against the CCS based on those
criteria and actions since 2019 and are reassessed every
three years.

Developing a comprehensive care plan is one of the
CCS criteria. A comprehensive care plan is also a com-
mon and essential criterion in a national standard for
comprehensive care [5, 6, 8, 9]. It is referred to as an
“Individualised Care Plan” in Norway and a “Person-
alised Care and Support Plan” in the UK. The care plan
is an important document that includes relevant patient
care information such as patients’ goals of care, available
resources, and action plans. It is an important commu-
nication tool for care planning and delivery. Meeting the
criterion of developing a comprehensive care plan is an
important component of implementing the CCS.

The implementation of the CCS is relevant to consumer
engagement, given its focus on patient experiences. Con-
sumer engagement is also becoming mandatory in many
countries [13]. The manner in which consumers are
engaged in the planning and implementation of the CCS
will affect the success of its implementation.

Our project explored the implementation and impacts
of the Australian CCS in acute care hospitals, includ-
ing the barriers and enablers associated with developing
a comprehensive care plan and consumer engagement.
Previous reports from our study covered care profession-
als’ insights into the issues associated with the develop-
ment of a comprehensive care plan, the approaches of
consumer engagement with the process, and the impacts
of the CCS on patient care and health outcomes [14]. The
focus of the current paper is on barriers and enablers to
the implementation of the CCS to enable generalisability
for international applicability.

Framework

Implementation science offers a range of theories
and frameworks that help to identify the barriers and
enablers and strategies to improve the implementa-
tion. The Consolidated Framework for Implementation
Research (CFIR) was used in the current study. The CFIR
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is deeply rooted in a comprehensive review of imple-
mentation literature and has been universally utilised in
health services research [15-18]. The CFIR is a compila-
tion of 48 constructs related to implementation across
five domains. The domains include characteristics of the
intervention (in this case, implementation of the CCS
in accordance with ACSQHC guidelines), the inner set-
ting (the hospital), the outer setting (the context in which
the hospital resides), individual characteristics of the
implementers (hospital staff), and the processes used for
implementing the intervention [15, 19]. The CFIR was
used as an organising framework to categorise reported
barriers and enablers based on thematic analysis of quali-
tative data collected from healthcare staff.

The Expert Recommendations for Implementing
Change (ERIC) [20, 21] is a refined compilation of imple-
mentation strategy terms and definitions, systematically
gathered from a wide range of stakeholders with exper-
tise in implementation science and clinical practice. The
CFIR-ERIC Matching Tool [22] was developed based on
expert consensus and was utilised to help guide choice
of theoretically informed matching strategies to address
CFIR barriers. It provides a prioritised list of strategies
to consider based on researchers’ knowledge of potential
CFIR barriers. The CFIR-ERIC Matching Tool is available
on the CFIR website (cfirguide.org, accessed on Novem-
ber 1, 2023). It proposes level one and level two strate-
gies, determined by the consensus level attained. A level
one strategy is characterised by over 50% agreement
among experts regarding its effectiveness in addressing
a particular CFIR construct, while a level two strategy is
defined by less than 50% agreement.

The CFIR-ERIC Matching Tool is based on the previ-
ous version of CFIR [15]. The CFIR was updated in 2022
[19], but the CFIR-ERIC Matching Tool has not been
updated yet. As a result, several new constructs added to
the updated CFIR, such as Critical Incidents, Opportu-
nity, Tailoring Strategies, Teaming, and Implementation
Team Members, do not currently have mapped strate-
gies in the CFIR-ERIC matching tool. To address these
new constructs, we have identified strategies from ERIC
that may be useful. The updated CFIR also includes new

Table 1 Alignment of constructs between the updated
and previous versions of the Consolidated Framework for
Implementation Research (CFIR)
Updated CFIR Constructs

(2022)

Implementation Leads

Previous CFIR Constructs (2009)

Formally Appointed Internal Imple-
mentation Leaders, Champions

Engaging Innovation Recipients  Patients/Customers

Motivation Individual Stage of Change, Individ-
ual Identification with Organisation
Capability Knowledge & Beliefs about the

Intervention, Self-efficacy
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constructs that align with constructs from the previous
version. The constructs from the earlier version were uti-
lised to capture the corresponding constructs in the new
version. For better clarity, these constructs are repre-
sented in a comparison table (Table 1).

Methods

This project was part of a larger study exploring the
implementation and impacts of the CCS in Australian
acute care hospitals [23]. This qualitative study utilised
open-ended responses to questions in a survey study that
aimed to explore care professionals’ knowledge, experi-
ences, and perceptions about the implementation and
impacts of the CCS in Australian acute care hospitals.

Survey development and administration

A questionnaire was developed for this study, under-
pinned by the Commission’s evaluation of the CCS
survey [11], the ACSQHC model [24], and previous lit-
erature [5, 7]. The development and administration of the
survey was described in detail previously [14]. BX, MMK,
and CS collaborated iteratively in developing and refining
the questionnaire, including a pilot test to ensure its con-
tent validity and appropriate scope.

The study population consisted of care professionals
(including doctors, nurses, midwives, pharmacists, and
other allied health professionals). We employed conve-
nience and snowballing sampling techniques to distribute
the survey through our research team and work organisa-
tions, healthcare organisations and facilities, and clinical
networks. Participation was voluntary. Ethical approval
was granted by the University of Queensland Human
Research Ethics Committee (ID: 2022 /HE001036).

The survey was completed by 649 participants, of
whom 256 (39%) responded to the open-ended ques-
tions analysed in the current article. The questionnaire
included five free-text questions that allowed respon-
dents to qualitatively report their reflections on the
implementation of the CCS.

The five questions were: (1) Did your organisation for-
mally involve patients or care partners in the prepara-
tion, training, or implementation process of the CCS? If
yes, how; (2) What is the proportion of patients in your
area/unit that have a care plan that meets the CCS? If not
“all” or “not applicable’, why do you think this is; (3) Are
there any challenges you are aware of at your organisa-
tion which interfere with implementing the CCS? If yes,
what are the challenges; (4) Were there any things that
were already in place that assisted in implementing the
CCS at your organisation? If yes, what are the things; and
(5) Please write down any comments you would like to
share about the implementation of the CCS.

The questions were designed to gather information in
a neutral manner, allowing respondents to provide input



Xiong et al. BMIC Health Services Research (2024) 24:974

without any assumptions being made about the presence
of barriers or enablers. This approach encouraged par-
ticipants to share their experiences and insights openly,
without feeling constrained by any preconceived notions.

Data analysis

Data were entered into NVivo software (Version 12.3.0)
[25] for analysis. Participants generally provided concise
and note-like responses instead of detailed and discur-
sive ones, aligning with the survey’s format for input [13].
A deductive content analysis approach [26] was used
to code data with predefined codes based on the CFIR.

Table 2 Demographic characteristics of respondents (n=256)

Characteristics (denominator) Count
(%)
Gender (n=245)
Female 136 (55.5)
Male 104 (42.4)
Unspecified 5(2.0)
State and territory (n=245)
Queensland 97 (39.6)
South Australia 40 (16.3)
Australian Capital Territory 35(14.3)
New South Wales 28 (114)
Victoria 14 (5.7)
Tasmania 13(5.3)
Western Australia 11(4.5)
Northern Territory 7 (2.9)
Location (n=244)
Metro 96 (39.3)
Regional 108 (44.3)
Rural 35(14.3)
Remote 5(2.0)
Organisation (n=245)
Public 189 (77.1)
Private 56 (22.9)
Work area/unit (n=244)
Emergency department 62 (25.4)
General Medicine 55(22.5)
Surgery 31(12.7)
ICU 25(10.2)
Other 71 (29.1)
Profession (n=244)
Registered nurse/midwife 113 (46.3)
Allied health professional 68 (27.9)
Medical doctor 63 )
)

(
(25.8
Being a manager/director/leader in their profession (n=244) 104 (42.6
Work experiences (n=244)

Less than 3 years 24 (9.8)
3-10years 127 (52.0)
11-20 years 47 (19.3)
More than 20 years 46 (18.9)

Note. Location is classified according to the Modified Monash Model. Available
from https://www.health.gov.au/topics/rural-health-workforce/classifications/
mmm
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New codes were created if some parts of the texts did
not directly fit into any of the CFIR constructs. Frequen-
cies of quotes on constructs were counted. A prioritisa-
tion process based on cumulative majority (n>=10) was
conducted to provide a focus for enhancing implemen-
tation. Then, theme analysis [27, 28] was used to gener-
ate barrier and enabler statements and themes using an
inductive approach based on CFIR barriers and enablers.
Finally, CFIR-ERIC Matching Tool was used to create
matching strategies to address prioritised barriers and
amplify prioritised enablers.

BX performed the initial qualitative analyses, and PP
reviewed and validated the analysis. Consensus discus-
sions were held to resolve disagreements. CS provided
guidance and support when disagreement existed. All
authors assisted with reviewing and refining coded
themes.

Results

Demographics of respondents

Most respondents were employed in public hospitals
(n=189, 77.1%) located in Queensland (#=97, 39.6%).
The majority worked in regional (#=108, 48.4%) or metro
(n=96, 39%) areas, with 46.3% (n=113) being registered
nurses/midwives. About 42.6% (n=104) held leadership
roles, and 52.0% (n=127) had 3-10 years of work expe-
rience. Table 2 shows the demographics of respondents.

CFIR domains and barrier constructs

Thirty-five (n=35) constructs from five domains were
mentioned as barriers. Twelve constructs across four
CFIR domains were selected for prioritisation and map-
ping as they represented the cumulative majority of
respondents. Table 3 summarised the barrier coding
results.

The inner setting of the hospital itself emerged as a
predominant barrier affecting the implementation of
the CCS. Respondents identified several key elements
within the inner setting, with the structural characteris-
tics (n=110), available resources (#=36), and access to
knowledge and information (#=28) being dominantly
mentioned. The individual domain was also a crucial
barrier (n=115), with motivation (n=37), opportu-
nity (n=29), and capability (n=28) being frequently
mentioned.

CFIR domains and enabler constructs
Twenty-nine (n=29) constructs from five domains were
mentioned as enablers. Ten constructs across three CFIR
domains were selected for prioritisation and mapping.
Table 4 summarised the enabler coding results.

The inner setting of the hospital itself also emerged as
a predominant enabler affecting the implementation of
the CCS. Respondents most frequently cited structural
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Table 3 Barrier coding results from survey

CFIR
Domain

Constructs Barrier statement Exemplar Quotes (Role, Years of Experience)

Outer setting  Critical inci- COVID impact to « Healthcare generally has become significantly substandard since the advent of the COVID

n=30 dentsn=13 health care system, pandemic (nurse, > 20 years)
staff, and consumers - Process fatigue - especially post COVID when everyone is exhausted (allied health, > 20
years)
Inner setting  Structural Documentation system - Our systems and processes for multidisciplinary team communication into a single source
n=215 characteristics  (electronic, paper- of truth are not yet fit for purpose (allied health, 11-20 years)
n=110 based, or mixed) is not  + We are currently using a paper-based plan that is not suited to our needs (nurse, > 20
- Work infra- integrated years)
structure n=95 High volumes, com- « [Documentation] is a challenging task with EMR [electronic medical record] that does not
o High work- plexity, and severity of  have a summary patient page which includes all components of the standard (doctor, >20
load n=16 patient causing heavy  years)
o Staff short- workload - Paper to digital workflows. Paper had all information in one spot. Digital is spread through-
age n=43 Staff shortage, lack of ~ out and MDT aren't all together (nurse, 3-10 years)
o Staff charac-  skilled staff, and high - Alarge and complex organisation with very high patient numbers (allied health, > 20
teristicn=11 staff turnover years)
- Documenta- - Lack of skilled staff, junior medical staff with regular rotations (allied health, 3-10 years)
tion system - High staff turnover, resignation, secondment and relocation (nurse, 11-20 years)
(information - Lack of workforce/nurse ratio breeches due to workforce shortages (allied health, 3-10
technology years)
infrastructure)
n=22
Available re- Lack of resources, espe- - It always comes down to resources - short staffing; recent industrial action meaning staff
sourcesn=36  cially human resources not doing certain duties (allied health, > 20 years)
and funding - Lack of funding (nurse, 11-20 years)
Access to Lack of education and - Lack of training, education and support (allied health, 3-10 years)
knowledge &  training - Lack of comprehensive ongoing training (doctor, 3-10 years)
information
n=28
Culturen=12  Implementation work - While it was presented as a document that all medical, nursing and allied health staff
is nursing focused and  could contribute to, in reality, the onus is on nursing staff to complete the entire document
dependent (nurse, 3-10 years)
- Nursing dependent (nurse, 11-20 years)
Relative priority Competing priority - Competing priorities of nurses, focus on the ‘tasks’ of nursing and pressures for beds and
n=11 between clinical care  focus on discharges makes people rushed and overlook the fundamentals at times (nurse,
and documentation <3years)
- Competing priorities limiting up-to date written communication (allied health, 3-10 years)
Individual Motivation Lack of buy-in from - Not activated by all staff (nurse, > 20 years)
n=115 n=37 doctors and allied - Has become a nursing focused standard with lack of buy in from other allied professions
health professional (nurse, > 20 years)
- No MDT buy-in (nurse, 11-20 years)
Opportunity Lack of availability - Time constraints and too many assessments and documentation requirements (nurse,
n=29 3-10 years)
- Limited clinician time to assess and provide comprehensive care (doctor, > 20 years)
Capability Lack of knowledge and - Limited time and skills of clinicians in developing shared care plans with patients and
n=28 awareness family (doctor, > 20 years)
Implementa-  Tailoring strate- Lack of tailored - A complex environment where acute emergencies take precedence (allied health, > 20
tion giesn=16 strategies to fit vari- years)
n=50 ous hospital settings, ~ «In ED we do more of an action plan than a comprehensive care plan for majority of pa-

especially ED
Insufficient planning
and adjustments and
lack of cumulative opti-
misation practices

tients simply due to their reason from presenting (nurse, <3 years)

- Temporal arrangement (allied health, 3—-10 years)

- Simultaneous service changes/ high turnover of executives and senior leaders/ inconsis-
tent approach (allied health, 11-20 years)

Doingn=14

Teaming n=10 Lack of multidisci- - Lack of interactive team work between workers (allied health, <3 years)
plinary collaboration - MDT aren't all together (nurse, 3-10 years)
Note. n denotes the frequency of quotes within a construct; constructs mentioned by respondents 10 times or more were prioritised and presented in this table.

CFIR: Consolidated Framework for Implementation Research; MDT: multidisciplinary team, ED: emergency department
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Table 4 Enabler coding results from survey
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CFIRdomain Construct Enabler statement Exemplar Quote (Role, Years of Experience)
Inner setting Structural characteris-  Integrated documentation - The doubled sided PARIS form allowed a quick assessment of risk factors for
n=172 ticsn=39 system each admitted patient. Following completion of this, relevant forms would be
- Work infrastructure  Comprehensive care com-  collected such as a Mini-Cog or falls risk assessment that remained in a bed-
n=28 mittee and working groups  side patient file and were reviewed and updated regularly (nurse, 3-10 years)
o Committee n=20 - ieMR [integrated electronic medical record] orders, reporting and monitor-
- Documentation ing identifies whether risk assessments have occurred and whether care
systemn=10 plans have been put in place (allied health, > 20 years)
- Standard 5 committee and some sub working groups under standard 5 - eg
falls (nurse, >20 years)
Communication Good communication with - Adhere to the regular meeting system. Research the central problem, con-
n=38 consumers and regular staff  stantly summarise experience, pay attention to information feedback (allied
meetings health, > 20 years)
- Hold regular meetings with patients and families for them to make sugges-
tions and comments on our care services (nurse, 3-10 years)
Access to knowledge  Education, training and « Seminars and periodic workshops (nurse, 3-10 years)
& information n=37  information are accessible to - Posters on the ward corridors (allied health, > 20 years)
both care professionals and
consumers
Available resources Resources (especially risk « A well-equipped facility (nurse, 3-10 years)
n=33 screening and assessment - Standardised assessment tools (allied health, 3—-10 years)
-materials & equip- tools and procedures) are - Handover practices, communication tools (nurse, 11-20 years)
mentn=13 available
-procedures & proto-
colsn=16
Culturen=12 Culture of - A deeper “patient-centred” service concept in the whole hospital (nurse,
recipient-centredness 3-10 years)
Individual Implementation team Consumers representation - Consumer representation on Standard 5 committee and some sub working
n=60 members n=31 on committees and working  groups under standard 5 - e.g. falls (nurse, > 20 years)
groups « Consumer embedded into the Comprehensive Care committee to ensure
key linkages with bodies of work undertaken, and with the Consumer Advi-
sory Group (allied health, > 20 years)
Implementation leads Comprehensive care - Comprehensive Care Committee and a good governance structure in the
n=12 committee organisation (allied health, > 20 years)
- Standard 5 Committee leads the work and makes people accountable (al-
lied health, > 20 years)
Implementa-  Engaging Innovation  Engaging consumers in - Patient-led handover (nurse, 11-20 years)
tion recipients n=60 implementation and in care - Involving patients and families in all aspects of improvement work, includ-
n=135 planning and delivery ing planning, design, implementation, and evaluation (doctor, > 20 years)

Doingn=11 Strategic implementation
including care plan tool trial
and quality improvement
project

Reflecting & evaluat-
ing Implementation  from both consumer and
n=41 staff

« Careful planning and execution (doctor, > 20 years)
- Timely implementation of clinical handover policies (nurse, 3-10 years)

Collect and discuss feedback « Opinions were sampled from patients and care partners through survey,
and a kind of service box (doctor, <3 years)

Note. n denotes the frequency of quotes within a construct; constructs mentioned by respondents 10 times or more were prioritised and presented in this table.

CFIR: Consolidated Framework for Implementation Research

characteristics (7=39), communication (2=38), access
to knowledge and information (#=37), and available
resources (n=33). Implementation domain was also
a crucial enabler, with engaging innovation recipients
(n=60) and reflecting & evaluating implementation
(n=41) the constructs most commonly mentioned.

Themes of barriers and facilitators
Based on CFIR-coded barriers and enablers, barrier
and enabler statements were generated. Twelve (n=12)

themes of barriers and 10 themes of enablers were
merged from the statements, as shown in Fig. 1.

ERIC strategy mapping

CFIR-coded barriers and enablers were mapped to the
ERIC tool to enable the selection of strategies. Strategies
were selected based on the level of agreement regard-
ing their efficacy in addressing barriers or reinforcing
enablers [29]. We prioritised strategies with the highest
percentage of agreement. In instances of close agreement
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Outer setting
Impact of COVID

Inner setting

Staff shortage, lack of skilled staff and
high staff turnover

High volumes, complexity, and severity
of patient causing heavy workload

meetings
Competing priority between clinical care
and documentation

Lack of resources, especially human

resources and funding
Education, training and

Lack of education and training

consumers
A culture of nursing dependency

Culture of patient-centeredness

Individuals

Comprehensive care committee:
and working groups

Good communication with
consumers and regular staff

/
I
1
1
I
I
1
I
I
1
1
i
1

Poorly integrated documentation systems Integrated documentation system !
! Lack of multidisciplinary collaboration
I
I
1
1
|
I
1
|
I
1
1
I
I

Resources (especially risk:
screening and assessment tools
and procedures) are available

information are accessible to
both care professionals and
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7 Implementation .

Lack of tailored strategies to fit hospital
setting, especially in emergency department

Insufficient planning and adjustments and
lack of cumulative optimisation practices

Engaging consumersiin implementation
andlin care planning and delivery.

Collect and discussifeedback from both
consumers and staff

Strategic implementationiincluding care
plan tool trial and quality improvement
project

Innovation

The complexity of the CCS

Legend:

Consumers representation on comprehensive care

committee and working groups

* green box represents positive influence or facilitators;
* black box represents negative influence or barriers.

adapted by The Centre for Implementation

Characteristics

Staff lacking availability, capability, and motivation

based on original CFIR paper (Damschroder et al.,
2022; The Centre for Implementation, 2022).

Fig. 1 Overview of barriers and enablers on the implementation of the Comprehensive Care Standard (CCS) organised according to the Consolidated

Framework for Implementation Research (CFIR) domain

Note: The complexity of the CCS standards was mentioned nine times and was added in this figure so that all five domains of the CFIR framework could

be covered

percentages (e.g., 43% and 40% for addressing the bar-
rier of innovation complexity), multiple strategies were
selected. Following this analysis, 15 strategies surfaced
as potentially effective for enhancing implementation, as
outlined in Table 5. The matrix generated by the CFIR-
ERIC Matching Tool is provided in the Supplementary
file 1.

Discussion

To the best of the authors’ knowledge, this study is the
first to identify the barriers and enablers influencing the
implementation of a national standard for comprehen-
sive care in acute care hospitals, using a rigorous imple-
mentation methodology. Our findings offer insights and
learning experiences for other countries in the planning
and refining stages of the implementation of a national
standard for comprehensive care, as well as for hospi-
tals seeking to adopt such a standard. Furthermore, the
study utilised the CFIR-ERIC Matching Tool to develop
tailored implementation enhancement strategies for
acute care hospitals, addressing common barriers and
promoting enablers to improve the CCS implementation.
Unlike conventional studies that predominantly focus on

barriers and their solutions, our research incorporates
enablers into the analysis to both address issues hinder-
ing optimal implementation and enhancing the current
approach [29].

From an implementation science perspective, iden-
tifying barriers and enablers is crucial for several
reasons. First, it allows for tailored interventions. Cus-
tomised strategies increase the likelihood of success as
they address an organisation’s specific needs and fit its
unique environment and challenges, thereby improving
the effectiveness of the implementation [30]. Second, it
allows for the efficient allocation of resources, directing
efforts where they are most needed rather than other
areas where they might not be as effective. This targeted
approach could maximise the impact of the resources
available [19]. Third, it enhances stakeholder engage-
ment. When stakeholders are aware of the potential chal-
lenges and facilitators, they are more likely to support the
implementation process and contribute valuable insights
and resources, fostering a collaborative environment
[19]. Fourth, it aids in risk mitigation. By proactively
identifying barriers, hospitals can anticipate poten-
tial risks and develop contingency plans, minimising
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Table 5 Summary of enabler and barrier constructs mapped to ERIC strategies
CFIR construct Barrier Enabler ERIC Strategy (Most Strongly Recommended) % of Agreement
Relative priority V Conduct local consensus discussions 46
Motivation \V Identify and prepare champions 44
Make training dynamic 40
Conduct local consensus discussions 39
Build a coalition 36
Capability V Conduct educational meetings 56
Conduct ongoing training 41
Provide ongoing consultation 41
Make training dynamic 41
Structural characteristics N \J Assess for readiness and identify barriers and facilitators 36
Available resources N N Access new funding 78
Access to knowledge & information V J Conduct educational meeting 79
Culture N V Identify and prepare champions 52
Doing V \J Purposely reexamine the implementation 45
Reflecting & evaluating implementation \J Develop and implement tools for quality monitoring 60
Audit and provide feedback 56
Implementation leads \ Identify and prepare champions 67
Engaging Innovation recipients v Involve patients/consumers and family members 59
Communication N Promote network weaving 57
Organise clinician implementation team meetings 52

Note: Critical Incidents, Opportunity, Tailoring Strategies, Teaming, and Implementation Team Members do not currently have mapped strategies from ERIC. CFIR:
Consolidated Framework for Implementation Research; ERIC: Expert Recommendations for Implementing Chance

disruptions and enhancing the resilience of the imple-
mentation plan [31]. Finally, a thorough understanding
of barriers and enablers sets the stage for continuous
improvement. As the implementation progresses, ongo-
ing assessment and adaptation ensure that the evidence-
based recommendations remain relevant and effective,
allowing for adjustments based on real-world feedback
and evolving circumstances and leading to more sustain-
able and successful implementation outcomes [32, 33].
A crucial element of continuous improvement from a
policy perspective is the explicit identification of barriers
and enablers and the sharing of this information in the
wider industry community to support broader effective-
ness of implementation (a key priority for policy based
initiatives).

Our below discussions were organised using CFIR-
coded barriers and enablers, fostering a consistent ter-
minology beneficial for future research utilising the
same framework. The CFIR-ERIC Matching Tool offers
a structured method to link barriers and enablers with
appropriate strategies.

Barriers

We identified twelve CFIR barriers affecting the imple-
mentation of a national standard for comprehensive care
in acute care hospitals. The barriers cover a range of chal-
lenges, with deficits in the hospital’s structural charac-
teristics, including work infrastructure limitations and
documentation limitations, emerging as a prominent bar-
rier. Additionally, staff lacking motivation, opportunity,
and capability were identified as three distinct barriers.

Other challenges comprised deficits in resources, limited
access to knowledge and information, a culture of nurs-
ing dependency, lack of multidisciplinary collaboration,
competing priorities, the absence of tailored strategies,
insufficient planning and adjustments, and the impact of
the COVID-19 pandemic.

Deficits in the hospital’s structural characteristics were
particularly important, with literature consistently high-
lighting their influence on implementation [34, 35]. The
original sub-construct of “information technology infra-
structure” was modified to “documentation system” to
better align with the prevailing context of many hospitals
in Australia utilising paper-based documentation infra-
structure [36]. High patient volumes, alongside the com-
plexity and severity of their conditions, contributed to a
substantial workload, exacerbated by issues such as staff
shortage, turnover, and lack of skilled workforce. These
factors, along with competing priorities, likely impact
task allocation, limiting staff’s ability to undertake new
initiatives or improve practices [35, 37, 38]. Inadequate
systems further exacerbated the challenge of organising
work tasks and procedures [39]. Poorly integrated docu-
mentation systems, whether electronic, paper-based, or
mixed, led to duplicative efforts and reduced efficiency
[40]. The ERIC strategy of assessing readiness and iden-
tifying barriers and enablers may be crucial in addressing
these challenges.

The lack of available resources dedicated to implemen-
tation, such as insufficient human resources, funding,
tools, and procedures, was identified as another barrier.
This resonates with previous studies highlighting a sense
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of under-resourcing, especially in small rural hospitals
[11]. One crucial resource highlighted by this study, as
well as in prior literature, is a standardised comprehen-
sive care plan used by all disciplines, regardless of the
information source (paper or electronic) [5, 11]. The
ERIC strategy proposed to address this issue is to access
new funding, recognising that the scarcity of resources
often stems from inadequate funding. Adequate pro-
vision of funding, along with materials, tools, and
equipment, plays a pivotal role in the successful imple-
mentation and delivery of an innovation [41-43].

The COVID-19 pandemic exacerbated the challenges
of implementation, leading to understaffing, increased
workload, and significant disruptions in health service
delivery, especially in resource-limited hospitals. This
aligns with previous literature citing COVID-19 as a bar-
rier to implementing the CCS [11]. The global scale of
the COVID-19 problem, its enormity, and the complex-
ity of finding solutions were evident, with no hospital
managing it well. It underscores the capabilities of both
governments and hospitals in handling crises. The full
implementation of the CCS was extended by one year to
2023. Similarly, other countries, such as China, also post-
poned the implementation of their national standard to
fully support the prevention and control of the COVID-
19 pandemic [10, 44, 45].

Three distinct barriers related to innovation deliver-
ers were identified. The lack of opportunity, capability,
and motivation among staff posed significant challenges
to the implementation process. This aligns with previ-
ous feedback to the Commission, indicating ‘differing
opinions across disciplines about the value of the com-
prehensive care plan’ [11]. Literature consistently empha-
sised the importance of proactive involvement of care
professionals in planning activities [46]. The ERIC strate-
gies of conducting educational meetings, identifying and
preparing champions, conducting ongoing training, pro-
viding ongoing consultation, making training dynamic,
conducting local consensus discussions, and building a
coalition were identified as crucial enhancement strate-
gies. These strategies are beneficial to ensure that staff
are well-prepared and motivated to effectively implement
and sustain the CCS.

Furthermore, a lack of access to knowledge and infor-
mation was identified as an important barrier. Consis-
tent with previous literature, despite the Commission’s
publication of resources, a perception of a lack of access
to knowledge and information persisted [11]. An inves-
tigation into web activity regarding the Commission’s
publication of resources revealed that newer resources
were downloaded much less frequently than older ones,
possibly due to staggered releases and disjointed link-
ages between resources. The ACSQHC’s (2022) study
[11] emphasised the need for the Commission to develop
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a targeted communication strategy aimed at improving
awareness among nurses, allied health workers, medical
staff, and quality managers about the resources devel-
oped on comprehensive care. The ERIC strategy of con-
ducting educational meetings could be used to address
this barrier.

Challenges in implementing small steps, tests, or cycles
of change to optimise the delivery of comprehensive care
were noted, a barrier not highlighted in the ACSQHC’s
(2022) study [11]. Recognising the importance of suffi-
cient planning, taking an incremental approach involves
breaking the innovation down into manageable parts that
can be implemented gradually [47]. In our study, nine
respondents mentioned the complexity of the CCS as a
barrier. The ability to implement innovation incremen-
tally, can help decrease perceptions of complexity and,
consequently, implementation difficulty. It also allows
deliverers to have enough time to do their work and to
learn new skills associated with the new innovation [48].
The ERIC strategy of purposely re-examining the imple-
mentation process was identified as a valuable approach
to address these challenges.

A culture of nursing dependency and a lack of multi-
disciplinary collaboration were also identified as barriers,
emphasising the need for joint efforts in comprehensive
care. This aligns with previous literature highlighting
the importance of involvement of a multidisciplinary
approach in comprehensive care [5, 11]. The culture
within an organisation is crucial, playing a significant role
in determining whether it fosters a happy and healthy
work environment, where teams collaborate rather than
working in isolation [49]. The ERIC strategy of identify-
ing and preparing champions, particularly from multi-
ple disciplines, is essential for promoting organisational
commitment to implementing the CCS and fostering
multidisciplinary collaboration.

The absence of tailored strategies fitting diverse hos-
pital settings, especially in the ED setting, emerged as a
notable barrier, given the mandatory nature of the CCS
as a national standard for all Australian hospitals. Rec-
ognising the varied situations of hospitals, operationalis-
ing tailored implementation strategies became essential
for addressing barriers and leveraging enablers within
the context of each hospital. After assessing needs and
contexts, implementation strategies can be selected and
tailored to address specific implementation challenges
which may influence implementation in a given context
[50, 51]. Powell et al. (2015) proposed four methods,
including implementation mapping used in our study,
that could be used to match implementation strategies to
identified barriers and enablers [51].
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Enablers

Ten CFIR enablers were identified, good structural char-
acteristics (including an integrated documentation sys-
tem and processes supporting comprehensive care),
established communication channels, access to knowl-
edge and information, available resources, a culture of
patient-centeredness, engaging consumers in the delivery
of comprehensive care, leadership from CCS committees
and working groups, the inclusion of consumers in the
implementation team, implementing changes incremen-
tally with a well-defined plan, and regularly reflecting and
evaluating the process. Several of these constructs are
the reverse of the previously mentioned barriers, and as
such, they have already been addressed. Therefore, they
will not be revisited in the subsequent discussion. Con-
structs coded as enablers only and selected for prioriti-
sation included Communication, Implementation leads,
Implementation team members, Engaging recipients, and
Reflecting & evaluating implementation.

Having formal leadership roles such as CCS com-
mittees and working groups as implementation leads
enabled the implementation. This aligns with previous
literature, which shows that implementation leads could
improve implementation outcomes, either directly or by
enhancing the implementation climate [52, 53]. In CFIR,
the sub-construct of “Implementation Lead” is used to
focus on “individuals who are leading the implementa-
tion effort” [54]. However, our study revealed a notewor-
thy deviation, as respondents identified teams, rather
than individuals, in the role of implementation lead.
Teams as implementation leads could offer strategic and
operational management of the processes, contributing
to implementation success [55]. This observation indi-
cates a potential limitation of CFIR, which currently may
not fully capture the important role of teams within the
‘role’ sub-construct.

Involving consumers as implementation team mem-
bers and engaging consumers in the implementation
and delivery of comprehensive care align with the sig-
nificance of partnering with consumers [5, 11, 13]. The
Australian NSQHS Standards outline various activities
in which consumers should be involved, including service
planning, care design, management and evaluation [56].
Previous studies have shown the real-word examples of
mechanisms for partnering with consumers and partner-
ing activities [13]. Our findings also confirm previous
research indicating that consumers were more commonly
involved in existing committees or working groups,
rather than being integrated into overall strategy or gov-
ernance [13]. Further exploration of the consumer’s role
is warranted to better understand their potential contri-
butions and enhance their integration into overall strate-
gic and governance frameworks.
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Effective communication, both formal and informal,
including activities like meetings, emerged as facilita-
tors. Strong intra-organisational communication is
positively linked to implementation, as it decentral-
ises decision-making to front-line teams or individuals
[57-59]. The ERIC strategy to address this is to promote
network weaving and organise clinician implementation
team meetings. Establishing a welcoming environment
through effective communication, fostering peer col-
laboration, and clearly communicating mission and goals
are all factors that enhance effective implementation
[60]. Additionally, our findings underscored the impor-
tance of communication not just with staff but also with
consumers.

Evaluating and reflecting throughout the implementa-
tion process to cumulatively optimise it facilitated the
overall progress. This aspect was not identified in the
ACSQHC’s (2022) study [11]. While historically less
attention has been paid to the need for group and per-
sonal reflection, more recent literature acknowledges its
key role in strong teaming and team-building [61]. Allo-
cating time for reflection or debriefing before, during,
and after implementation is one way to promote shared
learning and improvements [62]. Timely availability of
data for monitoring, evaluation, and process improve-
ment is crucial [42]. The ERIC strategy of developing and
implementing tools for quality monitoring and auditing
and providing feedback may enhance implementation.

Strengths and limitations

To the best of our knowledge, this project stands out as
the first that applies the CFIR-ERIC Matching Tool to
identify strategies for overcoming barriers and amplify
enablers in implementing a national standard for compre-
hensive care [5]. The strategies outlined in the study con-
tribute to the emerging body of knowledge on effective
implementation practices. Furthermore, data were drawn
from a national survey administered to care professionals
in acute care hospitals across Australia, providing a broad
and diverse sample. The diversity of the sample enriches
the study’s insights, offering a comprehensive perspec-
tive from care professionals in various roles and posi-
tions. Additionally, this study employs a robust approach,
quantifying the frequency of identified constructs and
extracting common themes through a cumulative pri-
ority method. This methodological rigor enhances the
reliability and validity of the findings. Moreover, the
use of an implementation science framework in evalu-
ating a national standard is a novel aspect of this study.
Few national standards undergo evaluation with such a
framework, making this work pioneering and potentially
valuable for other national mandatory programs facing
similar challenges. Given the increasing need for com-
prehensive care, this project serves as a useful example
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for enhancing the implementation of comprehensive care
models. The insights gained are timely and can inform
strategies to strengthen and improve the delivery of com-
prehensive care.

This study also has some limitations. The survey was
conducted during a period when the full implementa-
tion of the CCS was extended. Most hospitals had com-
pleted the accreditation assessment, but hospitals were
at different stages of their implementation journey. These
variations may impact the reported barriers. While the
CFIR-ERIC Matching Tool suggests strategies for over-
coming barriers, hospitals need to carefully interpret
and select strategies based on their feasibility and appli-
cability. Thus, although expert consensus was higher for
Level 1 strategies, hospitals should also consider Level
2 strategies if those are more applicable and feasible to
implement based on the context at their hospital [63].
The CFIR-ERIC Matching Tool was developed based on
expert consensus, highlighting the need for empirical
evaluation to assess the feasibility and suitability of the
recommended strategies within the Australian context.
Future studies are essential to validate these strategies in
Australian hospital settings. It should be noted that some
new CFIR constructs do not have matched strategies in
the matching tool, including Critical incidents, Oppor-
tunity, Tailoring strategies, Teaming, and Implementa-
tion Team Members. However, some strategies identified
from the ERIC were relevant and may addressed them,
including assessing for readiness and identifying bar-
riers and facilitators, revising professional roles, tai-
loring strategies, organising clinician implementation
team meetings, promoting network weaving, and using
advisory boards and workgroups. Besides, the brevity
of survey responses may limit the depth of information
obtained. Important barriers or facilitators may have
been underexplored, and a more detailed exploration
could be achieved through in-depth interviews [23].

Future work

As a next step, we have conducted an interview study to
explore the specific implementation approaches used by
hospitals to implement the CCS, the barriers and facilita-
tors they faced, and the impacts of the implementation.
This study will provide deeper insights into the contex-
tual factors influencing implementation and offer practi-
cal recommendations for enhancing the implementation
of a comprehensive care standard. We will elaborate on
these findings in future publications, providing a more
detailed analysis and cross-referencing the current study
to build a cohesive body of knowledge.
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Conclusion

This study constitutes a noteworthy addition to the
global literature on comprehensive care, offering valu-
able insights for both research and practice communi-
ties. By examining the real-world barriers and enablers of
implementing a standard for comprehensive care within
a developed country setting, our findings contribute to
the identification of strategies and perceived enablers
while shedding light on the challenges inherent in com-
prehensive care implementation. The application of the
CFIR-ERIC approach not only yielded clear and concise
recommendations but also aligned closely with empirical
evidence, suggesting that the implementation enhance-
ment strategies have the potential to improve the uptake
and engagement with comprehensive care. These derived
recommendations serve as a practical blueprint, intended
to be tested for effectiveness in future studies. The study
is focused in Australia, a country currently implementing
a national comprehensive care standard, therefore, the
findings hold broader implications for informing interna-
tional policy and practice regarding the strategies and key
challenges encountered by national organisations imple-
menting comprehensive care. Acknowledging the limita-
tion of our brief survey, we advocate for future research
endeavours to delve deeper into the nuanced approaches
used for the introduction and implementation of policy
standards. Investigating how a policy standard is imple-
mented, monitored, and what lessons are gained from the
process will contribute valuable insights to the ongoing
enhancement of healthcare practices. Incorporating in-
depth interviews into our methodology has the potential
to yield richer insights into both barriers and facilitators,
enhancing our understanding of the complexities inher-
ent in policy implementation. As a next step, we plan
to conduct a deeper exploration through semi-structed
interviews with care professionals working at hospitals.
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