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ABSTRACT

Stroke rehabilitation centres could play a vital role in promoting recovery and improving the
quality of life of stroke survivors and their families. Many facets contribute to effective
rehabilitation, including coordinated specialised multi-disciplinary teams, ongoing access to
rehabilitation, early discharge planning and a goal-oriented approach to care. The concept of a
Centre of Clinical Excellence represents an aspirational benchmark in stroke rehabilitation,
characterised by exceptional patient care, innovative processes and optimising outcomes.
However, there are no clear ways to determine which stroke rehabilitation centres are Centres of

Clinical Excellence.

The International Stroke Recovery and Rehabilitation Alliance, in a collaborative effort between
researchers and consumers, identified seven defining criteria of Centres of Clinical Excellence
(CoCE) in Stroke Recovery and Rehabilitation. This PhD research, which was conducted with the
active participation of international stroke rehabilitation centres, was designed to trial and

evaluate the seven defining criteria and their underpinning indicators.

This research employed a pragmatic concurrent embedded mixed-method approach to explore
the evidence on CoCE and to trial and evaluate the measurable indicators in centres that provided
stroke rehabilitation. This method allowed the research questions to be answered from
guantitative and qualitative perspectives, allowing for a more complete analysis. Initially, a scoping
review was undertaken to explore how CoCE have been identified, developed or described in the
international literature. Then, the criteria and indicators of CoCE in Stroke Recovery and
Rehabilitation were trialled and evaluated using a survey and semi-structured interview tools that
were developed, guided by the Consolidated Framework for Implementation Research (CFIR) as
the theoretical framework. Centres were asked whether they were able to demonstrate the

performance of each criterion and indicator, and data were collected about participants’
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perceptions of the indicators and experiences when gathering information on these. The
responses regarding what data were collected at each site were descriptively analysed. Responses
regarding perceptions, facilitators and barriers were thematically analysed using the Framework

Analysis method and mapped to the constructs from the CFIR.

In total, 12 centres providing stroke rehabilitation services from low, middle and high-income
countries participated in this research. Centres were able to demonstrate evidence for most of the
indicators from Criterion 1 (Optimising Outcome and Delivering Rehabilitation), 3
(Interprofessional Working and Person-Centred Rehabilitation) and 6 (Receiving and Delivering
Education). The least demonstrated indicators were from Criterion 2 (Research Culture), 5
(Leadership) and 7 (Advocacy). Within Criterion 4 (Knowledge Exchange and Mentorship), most
centres were able to demonstrate nearly all the indicators in the Knowledge Exchange category

but not the Mentorship category.

Overall, the participants from the centres acknowledged that the criteria and indicators set useful
benchmarks for aspirational CoCE in Stroke Recovery and Rehabilitation. However, this research
found that there were elements that influenced the usability of the indicators at the centres.
These elements included the design of the indicators, the existing systems (Meso and Micro level)
within and beyond the healthcare centres (Macro level), and the process used to gather and
assess information to demonstrate performance on the criteria and indicators. It was noted that
the trialling of the indicators highlighted several gaps in service and service delivery, prompting
consideration for future service improvement initiatives at the centres involved. Additionally, the
results highlighted the priority of different healthcare centres based on socioeconomic status,

geographical location and healthcare funding model.

Ultimately, the centres reported that the overarching criteria were relevant and crucial to their

stroke service. They emphasised the need for further refinement of the underpinning indicators to
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improve the usability, which will be a key focus of future research. This research offers original
insights into the field of stroke rehabilitation. It provides valuable feedback on the criteria and
indicators, paving the way towards establishing a framework for Centres of Clinical Excellence in
Stroke Recovery and Rehabilitation. The outcomes from this research will guide the development
of a standardised framework for delivering excellent stroke care and outcomes for stroke survivors
to establish the aspirational Centres of Clinical Excellence in Stroke Recovery and Rehabilitation at

a global level.
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GLOSSARY

The terminologies used throughout the thesis have been explained below.

Accreditation

Applicability

Centres

Centres of Clinical
Excellence

Consolidated Framework
for Implementation
Research

Criteria and Indicators

Data

Dietitian

Interdisciplinary Team

Multidisciplinary Team

Participants

A formal process used to evaluate healthcare centres using pre-
defined standards to ensure compliance with quality and safety
benchmarks.

Considers the indicators and how relevant they are to the stroke
rehabilitation centres.

Healthcare centres /stroke rehabilitation units.

A healthcare institution recognised for consistently delivering high-
quality care, exceeding standard benchmarks.

A theoretical framework used to evaluate and guide the
implementation of interventions using multiple domains and
constructs.

Aspirational Centres of Clinical Excellence are measurable elements
used to assess a stroke rehabilitation centre. In the survey and
semi-structured interviews, indicators were also referred to as KPI
(Key Performance Indicator).

Evidence or information collected for indicators.

Dietitian or Nutritionist

A group of clinicians from various disciplines work and collaborate
to provide services.

A group of clinicians working in parallel to each other to provide
services.

Healthcare workers participating in the research. This was
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Patient-centred care

Physiotherapist

Quality improvement
program

Speech Pathologist

Stroke Recovery and
Rehabilitation

Trialability

Usability

predominately clinicians.

An approach that prioritises patient needs and preferences in all
aspects of care delivery.

Physiotherapist or Physical Therapist

Ongoing processes within healthcare centres to improve service
quality, patient safety and operational efficiency through
systematic and regular evaluation.

Speech Pathologist or Speech-Language Therapist

A multidisciplinary process aimed at restoring functional abilities,
improving quality of life and facilitating recovery after a stroke
event.

Evaluate the ease of testing the criteria and indicators.

Considers how well the design and function of the criteria and
indicators align with the needs of the centre and participants,
including ease of use.
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LIST OF ABBREVIATIONS

ACHC Australian Council on Health Care Standards International
AHA Allied Health Assistant

ALO Aboriginal liaison Officer (specific to Australian health services)
ANCC American Nurses Credentialing Centre

AROC Australasian Rehabilitation Outcomes Centre

CARF Commission on Accreditation of Rehabilitation Facilities
CFIR Consolidated Framework for Implementation Research
CINAHL Cumulative Index of Nursing and Allied Health Literature
CoCE Centres of Clinical Excellence

CoE Centres of Excellence

DT Dietitian

EQ-5D EuroQol 5 Dimension (a quality-of-life measure)

FA Framework Analysis

FIM Functional Independence Measure

GOC Global Oversight Committee

ISRRA International Stroke Recovery and Rehabilitation Alliance
JCl Joint Commission International
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KPI

LMIC

MDT

MEDLINE

NA

NICE

oT

PARIHS

PRISMA-Scr

PT

Ql

REDCaps

Riksstroke

SAC-HREC

SALHN

SF-36

SMART

SP

Key Performance Indicators

Low to Middle Income Country

Multi-disciplinary Team

Medical Literature Analysis and Retrieval System Online

Not Applicable

National Institute for Health and Clinical Excellence

Occupational Therapist

Promoting Action on Research Implementation in Health Services

Preferred Reporting Items for Systematic Reviews and Meta-Analyses Extension
for Scoping Review

Physiotherapist

Quality Improvement

Research Electronic Data Capture

Swedish Stroke Register

Southern Adelaide Clinical Human Research Ethics Committee

Southern Adelaide Local Health Network

36 Item Short Form Survey (a quality-of-life measure)

Specific, Measurable, Achievable, Relevant and Time-bound (goal-setting tool)

Speech Pathologist
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SweReh Sweden Rehabilitation

SW Social Worker

TDF Theoretical Domains Framework
TL Team Leader

UK United Kingdom

USA United States of America

WSO World Stroke Organisation
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CHAPTER 1: INTRODUCTION

Stroke is a leading cause of disability in adults, and with advancing healthcare, the survival after a
stroke is increasing.? With the increasing prevalence of survival post-stroke events, there are
growing demands for stroke rehabilitation services.? Stroke rehabilitation centres are continually
improving their care, and recently, the concepts of clinical excellence and Centres of Clinical
Excellence (CoCE) have emerged. Recognising this, a group of international stroke rehabilitation
researchers have developed a set of aspirational criteria and indicators that could be used to

identify and inform the development of a CoCE in Stroke Recovery and Rehabilitation.

This PhD research aimed to explore the concept of CoCE and to trial the criteria and indicators at
global stroke rehabilitation centres. This introductory chapter sets the framework of this thesis by
presenting the background context of CoCE and justification for this research. Additionally, it
outlines the justification of research aims, objectives and questions and the significance of this
research. The remainder of this chapter provides an overview of each chapter that will guide the

reader towards a nuanced understanding.

1.1 Research Background

Stroke rehabilitation is an important stage in the stroke continuum of care.! While extensive
research has been undertaken over the last 50 years on acute stroke care and preventative
medicine, it was in more recent years that research on stroke rehabilitation has become more
frequent.? Aligned with advances in research, clinical services also have been advancing how
healthcare is delivered. For example, many jurisdictions have healthcare accreditation processes
to support clinical services in delivering high-quality care. Since the early 2000s, some healthcare
centres that continually deliver care in line with clinical standards have started aiming higher, and

the concept of ‘clinical excellence’ has been appearing in the literature, describing care that is



above and beyond standard care.> Further, the concept of ‘centre of excellence’ or ‘centres of
clinical excellence’ wherein an entire department of facility delivers excellent care has also been

explored and these terms have been increasingly used in the literature in the last 10 years.®

1.2 Justification for the Research

Centres of Clinical Excellence (CoCE) has been widely used to describe centres outside and within
the healthcare systems. While some healthcare centres are calling themselves CoCE, there is
limited evidence on what defines a CoCE, and the processes involved in identifying as one.”
Further, the concept of a CoCE has not been described in stroke rehabilitation. As a result, further
research is needed to define a CoCE in stroke rehabilitation and identify the elements that
contribute to recognising a stroke rehabilitation centres as a CoCE. This research aims to bridge
the gap by trialling the published criteria and indicators® of CoCE in stroke rehabilitation published
by the International Stroke Recovery and Rehabilitation Alliance at stroke rehabilitation centres
globally. By trialling the indicators, this research will assess their relevance and adaptability to
stroke rehabilitation centres globally, identifying the participants’ perception of the indicators, and

explore the facilitators and barriers.

1.3 Research Aims

» Aim 1: To systematically explore, synthesise and summarise available evidence on CoCE.

» Aim 2: To map the defining criteria, selection and monitoring processes and evaluation
protocols used in the literature when describing/identifying or establishing a CoCE.

» Aim 3: To trial the published criteria and measurable indicators of CoCE in Stroke Recovery
and Rehabilitation at international stroke rehabilitation centres.

» Aim 4: To identify data collected for the CoCE criteria and indicators by the international
rehabilitation centres.

» Aim 5: To analyse the facilitators and barriers to identifying and/or documenting evidence
2



regarding the criteria and indicators at international stroke rehabilitation centres.
» Aim 6: To evaluate the practices that align with the criteria and indicators at stroke
rehabilitation centres based in diverse geographical regions and employing varying

healthcare funding models.

1.4 Research Objectives

The objectives of this research project were:

» Objective 1: Describe the defining criteria, selection processes, and monitoring and
evaluation protocols of CoCE that have been described in the published literature (Chapter

3: Scoping Review).

» Objective 2: Develop methods to trial the criteria and indicators of CoCE in Stroke Recovery
and Rehabilitation developed by the International Stroke Recovery and Rehabilitation
Alliance at international stroke rehabilitation centres (Chapter 4: Methods and

Methodology).

» Objective 3: Trial the criteria and indicators of CoCE in Stroke Recovery and Rehabilitation

at international stroke rehabilitation centres (Chapter 5: Descriptive Results).

» Objective 4: Compare and describe the data collected across the centres from different
socioeconomic and geographical contexts, as well as healthcare funding models (Chapter 5:

Descriptive Results).

» Objective 5: Identify, explore and evaluate the facilitators and barriers encountered while
trialling the criteria and indicators in stroke rehabilitation centres (Chapter 6: Thematic
Analysis).

» Objective 6: Examine and discuss the elements that influenced the trialling and evaluating
3



process, along with limitations and recommendations (Chapter 7: Discussion).

» Objective 7: Explore the influence and impact of using the criteria and indicators of CoCE in

stroke rehabilitation centres (Chapter 7: Discussion).

» Objective 8: Evaluate the implication of trialling the criteria and indicators at stroke

rehabilitation centres (Chapter 8: Conclusion).

1.5 Research Questions

The research questions were formulated to align with the research aims and objectives. The

primary research question was

» What were the stroke rehabilitation centres’ perceptions of the criteria and indicators of

the Centres of Clinical Excellence in Stroke Recovery and Rehabilitation?

The secondary research questions were

» What CoCE have been described in the literature?

» What are the defining characteristics of CoCE?

» How are CoCE selected or nominated?

» What monitoring processes are employed to remain as CoCE?

» How can the criteria and indicators of CoCE in Stroke Recovery and Rehabilitation be
trialled at international stroke rehabilitation centres?

» What evidence do the centres collect against the criteria and indicators?

» How do the stroke rehabilitation centres view the criteria and indicators of the CoCE in
Stroke Recovery and Rehabilitation?

» What were the facilitators and barriers identified by stroke rehabilitation centres when
trialling the criteria and indicators of CoCE in Stroke Recovery and Rehabilitation?

4



» What elements influenced the data collection against the indicators at the stroke
rehabilitation centres?

» What drives healthcare centres to seek recognition as CoCE in stroke rehabilitation?

» How did the trial of the criteria and indicators of CoCE in stroke rehabilitation impact

health service provision?

1.6 Significance of the Study

The findings from this research will contribute to understanding the mechanisms required to
improve stroke rehabilitation services globally, recognising stroke rehabilitation centres that
provide exceptional services and will set the stage for future research. This research will also
explore the outcomes of trialling the criteria and indicators at the international centres while
highlighting the pathways to achieving excellence in service delivery, research and patient
outcomes. Ultimately, this research aims to contribute to advancing the field of stroke
rehabilitation, highlighting pathways to excellence and inspiring future research and innovation,

regardless of geographic or socioeconomic factors.

1.7 Structure of the Thesis

The structure of this thesis is organised into eight chapters, as outlined below:

Chapter 1: Introduction—Current chapter. It provides a brief outline of how this research was
conceptualised and outlines the research aims, objectives, and questions. It also focuses on the
significance of this research and its original contribution to the field of stroke rehabilitation, how

this ties in with the research aims, and justification of the importance of this research.

Chapter 2: Background — This chapter provides an overview of the research, situating it within the
existing literature. It describes where stroke rehabilitation is positioned within the context of the

stroke continuum of care. It outlines the existing challenges in stroke rehabilitation from the

5



perspectives of healthcare funding and socioeconomics. This chapter also summarises the current
processes used to collect clinical and service outcomes to maintain the rehabilitation services and
the quality and safety processes utilised by healthcare centres. Finally, it explores the concept of
excellence, the current gaps in the field of stroke rehabilitation and the aspirational criteria and

indicators of CoCE in Stroke Recovery and Rehabilitation.

Chapter 3: Scoping Review — This scoping review chapter presents findings from the scientific and
grey literature about existing CoCE from a broad array of clinical settings. The chapter synthesises
and presents the results of the defining characteristics of CoCE and the selection and monitoring
processes currently conceptualised or used at these centres. This chapter contributes to the
current research on existing CoCE and how this can be adapted to guide CoCE in the field of stroke
rehabilitation. This scoping review highlighted that there were no established frameworks that
could be applied in this research, therefore a novel methodology had to be developed to trial the

criteria and indicators.

Chapter 4: Methods and Methodology — This chapter details the research design, methodology
viewed from the ontological and epistemological stances, and data collection and analysis
techniques used to answer the research questions. It includes the stance of the PhD candidate, the
justification for method selection, and how this aligns with research aims and objectives. This
chapter outlines the methods used to trial the criteria and indicators, and ethics considerations for

the participating centres.

Chapter 5: Descriptive Results—This chapter summarises the outcomes from the descriptive data
collected from the survey and semi-structured interviews. The responses are structured using the
criteria and indicators as subheadings. The responses are collated in tables with descriptions and

comparisons provided in narrative forms.



Chapter 6: Thematic Analysis—This chapter presents the thematic findings from the semi-
structured interviews. The themes were derived using the Framework Analysis method and coded
to the Consolidated Framework for Implementation Research. This chapter explores emerging
patterns and commonly identified themes, as well as participants' perceptions of the criteria and

indicators and how they influenced current practice.

Chapter 7: Discussion — This chapter triangulates, interprets and discusses the results from
Chapters 5 (Descriptive Results) and 6 (Thematic Analysis) and contextualising these with the
findings from Chapter 3 (Scoping Review). The discussions are centred on the usability,
applicability, and relevancy of the criteria and indicators and how the different levels of the
healthcare structure influence this. Additionally, the strengths and limitations of this research

were explored.

Chapter 8: Conclusion — This final chapter summarises the key contribution of this research to
advancing the aspirational CoCE in Stroke Recovery and Rehabilitation. It emphasises the
implications for practice, the significance of the findings, the recommendation and the impact of
future directions to advance this work. Additionally, it outlines the revised criteria and indicators

of the CoCE based on the findings from this research.



CHAPTER 2: BACKGROUND

2.1 Chapter Overview

This chapter provides a comprehensive introduction to stroke rehabilitation and its key challenges.
It examines the current global stroke guidelines and accreditation processes used by stroke
rehabilitation centres, providing a context of how they shape the current care standards, and
influence patient and service outcomes. Additionally, this chapter explores the concept of
excellence by reviewing the existing literature on ‘clinical excellence’ and ‘centres of clinical
excellence’, highlighting key concepts and trends. Finally, this chapter discusses the established
criteria and indicators of Centres of Clinical Excellence (CoCE) in Stroke Recovery and
Rehabilitation and identifies the gaps in knowledge that inform the research aim. Some parts of

this chapter have been submitted for publication.

Publication: Kandasamy T, Stockley RC, Hendriks JM, Fini NA, Bulto LN, Lynch EA. Conceptualising

Centres of Clinical Excellence: A Scoping Review. BMJ Open. 2024 Dec 1;14(12):e082704.

2.2 Stroke Rehabilitation in the Continuum of Care

Stroke is the second leading cause of death globally® and third leading cause of disability in
adults.'® 1 One in four people will experience a stroke event in their lifetime.'? Stroke and stroke-
related disability are more prevalent in lower to middle-income countries, with stroke burden
(stroke-related deaths and disability-adjusted life years) increasing rapidly.'® 14 In Australia, it was
estimated that one stroke occurs every 19 minutes, with increased prevalence among regional

Australians.1®

The World Stroke Organization (WSO) established the Global Stroke Guidelines and Quality
Committee in 2014 to improve evidence-based stroke care and, after further consultation,

founded the Global Stroke Services Action Plan.! This action plan led to the Global Stroke
8



Services Framework, which focused on the continuum of care after a stroke. The continuum of
care or stages of recovery (Figure 2.1) can be delineated as hyperacute, acute, and rehabilitation
(early subacute, late subacute, and chronic).’ ¢ Stroke service models or guidelines are tailored to
specific healthcare systems and differ between countries. However, resource availability,
infrastructure, and access to services can still influence care at any stage of the continuum even
within the same countries.’?> With the aim of reducing the risk of stroke and stroke-related deaths
and disability, stroke research tends to focus on primary and secondary stroke prevention, the
hyperacute and acute stages post-stroke. These developments include increasing education on
stroke risks and prevention, progressive and innovative treatment ideas, and optimising acute care

pathways and guidelines.

Rehabilitation phase

A

Early Late !
. Hyperacute @ Subacute EDE;D

*First 24 hours *1- 7 days *1weekto3 3 to 6 months *more than 6
months months

/

Figure 2.1 Continuum of Care showing stages of recovery after a stroke event. Adapted from WSO
guidelines.!

With advancing healthcare, ongoing work in stroke prevention and the continual effort to reduce
stroke mortality (e.g. revascularisation with tissue-type plasminogen activator or mechanical
thrombectomy), both in developing and developed countries, the prevalence of survival after a
stroke event is increasing, thereby increasing stroke morbidity.'® This increase has been associated

with an increased burden of disability caused by stroke on stroke survivors and their families,
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therefore highlighting the importance of increasing the focus in the stroke rehabilitation and

recovery phase.? 16

2.2.1 Within a Systems Perspective

Stroke rehabilitation exists within a complex health ecosystem, influenced by interconnected
factors operating at the macro, meso and micro levels. These levels are dynamically interacting,
creating a complex and adaptive system that can shape the uptake and receptivity of new
innovations.!’ Therefore, when trialling an innovation, the broader healthcare system elements
should be analysed to understand the dynamics within this complex adaptive system and the
interplay of these elements.*® This ensures that the dynamic of the macro-level policies (funding
and frameworks), meso-level resource allocations (organisational structures and processes), and
micro-level individual behaviours and experiences are accounted for to provide a holistic

understanding of how innovations are received and integrated within the health system.'’

2.3 Challenges in Stroke Rehabilitation: A Global Perspective

Stroke recovery and rehabilitation is an important phase in the stroke journey to regain
independence in physical, cognitive and communication functions and is key to reducing and
improving the level of disability.’* The rehabilitation process is dynamic, progressive, and goal-
oriented to improve the quality of life of stroke survivors.® Stroke rehabilitation commences once
the patient is medically stable and has identifiable goals for rehabilitation. The demand for
rehabilitation is increasing with increasing rates of disease, and timely access to rehabilitation is
important to promote early recovery of function.?? Effective rehabilitation often includes having a
coordinated specialised multidisciplinary team, early and ongoing access to rehabilitation, early
discharge planning, and a goal-oriented approach.? Stroke survivors from low- to middle-income
countries experience a lesser functional gains compared to those from high-income countries,

which can be associated with the quality of rehabilitation services.'#
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2.3.1 Stroke Rehabilitation in the Context of Healthcare Models

Internationally, rehabilitation after a stroke event varies due to healthcare funding models, access
to services, length of stay and local guidelines.?! Healthcare systems are often loosely based on

four healthcare funding models (Figure 2.2).

Universal Health Care (Beveridge Model) National Health Insurance \
e Funded by income tax deductions e Citizen pays into insurance scheme
e Free at point of use managed by the government
e E.g. Australia, New Zealand, United e Prively funded fee-for-service system
Kingdom, Cuba, Denmark, Sweden ¢ E.g. United States of America, South Korea,
Canada, Taiwan, Ghana

( Healthcare Fundingw

‘ Models J

Mixed Funding Model (Bismarck Model) Out of Pocket
e Funded by employers and employees e Citizens pay for healthcare on the spot
* E.g. Netherlands, Japan, Germany, France, e Most common in developing countries
Singapore e E.g. Rural India and China, South America
N V

Figure 2.2 The four types of healthcare funding model.

The Beveridge Model, also known as Universal Health Care (used in countries including the United
Kingdom, Spain, Australia, and Cuba), is based on a structure when the government acts as a
single-payer and provides the public with free healthcare.?? 22 Comparatively, the United States of
America and Taiwan do not have a universal health system and use the National Health Insurance
model, a privately funded fee-for-service system.??> Countries such as Germany, Japan, Singapore,
and the Netherlands have based their healthcare services on the Bismarck Model, which uses a
mixed system that funds healthcare through employer deduction.?? The final type of funding is
used in rural areas of India, South America, China, and Africa. It is known as the ‘out-of-pocket’
model, in which individuals pay for their care.3
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The healthcare models influence stroke rehabilitation differently in different phases of stroke
rehabilitation and funding availability. The variability in healthcare models can impact on the
standardisation of stroke care, thereby adding to the complexity of establishing the standard
uniform of care globally. For example, in the United States of America, those who experience mild
or severe strokes are managed in outpatient and skilled nursing facilities, respectively.?* Patients
with moderate-severe strokes are admitted into rehabilitation centres and treated aggressively
with a shorter length of stay and promotion of early discharge.?* Comparatively, countries with
Universal Health Care (based on the Beveridge Model) tend to accept patients later in their
journey into a rehabilitation program (sub-acute phase) with limited choices for inpatient
rehabilitation. They also stay longer within the program and are discharged with higher functional
independence measure (FIM) scores compared to rehabilitation centre based on other healthcare
funding.?* These differences in rehabilitation service delivery could be driven by the financial

accountability that different healthcare models impose.?*

2.3.2 Stroke Rehabilitation from Socioeconomics Perspectives

Stroke rehabilitation faces disparities in access, outcomes and quality of care, especially between
high and low to middle-income countries.?> The disparities are caused by socioeconomic
constraints, funding availability, resource limitations, workforce challenges and sub-optimal
rehabilitation services.?® These disparities are between high and low to middle-income countries
and among the marginalised and remote communities in high-income countries. Additionally, the
differences in access to rehabilitation are further amplified between lower and higher-income
countries, resulting in international rehabilitation experts raising “a call for action” to reduce
disparities and improve stroke rehabilitation delivery services in lower-income countries.?” This
highlights the need for a globally applicable framework that could encourage stroke rehabilitation

centres to strive for excellence in care. The call for action also highlighted the need to establish a
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framework or benchmark with global engagement to bridge the gap between countries with

different healthcare models and socioeconomic levels.?”

2.4 Stroke Guidelines

In 2016, the World Stroke Organisation (WSQO) developed a roadmap to deliver quality stroke care
to support healthcare administrators and clinical groups in implementing, monitoring, and
evaluating high-quality stroke rehabilitation services.m® The roadmap included core evidence-
based recommendations that should be delivered by all stroke rehabilitation services, including a
set of recommendations to be implemented at minimum (i.e. poorly resourced) services and a

further suite of recommendations that should be implemented in advanced stroke services.!

Stroke guidelines are developed by individual countries and reflect their unique healthcare
priorities. The guidelines primarily focus on outcome-based clinical care. Stroke guidelines often
describe the features across the stroke continuum of care, with some countries embedding the
elements of rehabilitation section within the guidelines and other countries developing separate
stroke rehabilitation guidelines. A study?® mapping the stroke guidelines globally concluded that
health professionals from high-income countries are more aware of the stroke guidelines
compared to low-to-middle-income countries (LMIC). Stroke experts from high-income countries
develop the guidelines for their specific healthcare systems, which, on occasion, are adopted by
other stroke services, especially those from LMIC.2° However, the guidelines may not be adaptable
to LMIC because of the different healthcare funding, resource availability, and infrastructure that
are available to high-income countries. The guidelines developed by LMIC can be of lesser quality
30 While implementing best practice guidelines and evidence-based recommendations does not
encompass all aspects of achieving clinical excellence, it provides the foundation to address global
disparities in stroke rehabilitation and ensure stroke survivors receive optimum care. Table 2.1

below lists examples of stroke guidelines and whether stroke rehabilitation has been included
13



within the guidelines or had its guidelines.

Table 2.1 Examples of stroke rehabilitation-specific guidelines and stroke guidelines with rehabilitation

components.
Rehabilitati
Country Stroke Guidelines ehabilitation
component
United Kingdom National Clinical Guideline for Stroke for UK and Embedded within
and Ireland Ireland 31,32 stroke guidelines
A li N E ithi
ustralia and New Living Clinical Guidelines for Stroke Management.33 mbeddeFi within
Zealand stroke guidelines
Guidelines for Adult Stroke Rehabilitation and Specific stroke
United States of Recovery: A Guideline for Healthcare Professionals rehabilitation
America from the American Heart Association/ American guidelines
Stroke Association.3
Specific stroke
Canada Rehabilitation and Recovery Following Stroke.3® rehabilitation

guidelines

2.5 Certification

While stroke guidelines are developed to help clinicians understand what clinical care should be
delivered to which patient cohort, certification programs are a means of monitoring clinical care
delivery at an organisational level. Participation in certification programs means to be recognised
as a clinical unit or organisation that provides quality, equitable care.3¢ Based on the Roadmap for
Quality Stroke Care, the WSO developed a stroke certification3” initiative to improve access to
quality acute stroke care globally. Adopting this, various countries or regions have developed
acute stroke certification programs (Figure 2.3) to increase the quality of acute stroke care (i.e. in

the first 24 to 48 hours post stroke) and improve patient outcomes. Some regions work in
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collaboration with WSO to deliver stroke certification programs specific to that region, and others
have sought national or external certification programs as portrayed in Figure 2.3 below. While
stroke certification for acute stroke has been developed, there are limited work in the
rehabilitation phase, therefore highlighting the importance of exploring certification within stroke

rehabilitation.

Region-specific (in

National-specific (based on

External program

collaboration with WSO)

WSO certificaiton program)

*WSO/MENA-SINO (Middle eAustralian Stroke Unit eJoint Commission

East North Africa Stroke and Certification Program International Stroke

Interventional Neuro-
Organisation)

*\WSO/NABH (National
Accredidtaion Board of
Hospitals and Healthcare
providers)

*WSO/SIECV (Latin America)

*ESO (European Stroke
Organisation) stroke units

and centre certification

Certification (e.g China,
United States of America,
Singapore, India)

DNV (Det Norske Veritas) -
Acute Stroke Ready
Certification (e.g. United

States of America, Norway)

Figure 2.3 Stroke certification programs that are used by different countries/regions.

2.6 Accreditation

Delving briefly into the quality and safety aspects of healthcare delivery, the goal is to ensure
healthcare centres participate in ongoing quality and safety improvement using stringent
standards and indicators, many of which incorporate evidence-based recommendations.3® Most
healthcare organisations internationally have to meet national accreditation standards, which

focus on quality and safety standards by addressing clinical practices, organisational performance,
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staff efficiency and high-quality care.3® These accreditation standards are often enforced and
regulated by governing bodies (i.e. funding bodies) to ensure the healthcare centres meet the
required health and safety standards. Accreditation processes also monitor consistent care
delivery and patient safety. Some of the accreditation bodies that are used by healthcare centres,
are the Joint Commission International (JCI), the Commission on Accreditation of Rehabilitation
Facilities (CARF) and the Australian Council on Health Care Standards International (ACHC). For
example, all public and private healthcare centres in Australia must meet the National Safety and
Quality Health Service Standards regulated by the Australian Commission on Safety and Quality
Healthcare. The accreditation processes typically assess healthcare centres against pre-defined
benchmarks using a mixture of documentation reviews, audits and site visits to ensure centres
meet the minimum health and safety expectations to maintain the standard of care. If a
healthcare centre fails to comply with accreditation standards, it may face sanctions, fines or

penalties.?®

Accreditation is important to ensure a consistent standard of care through focussing on clinical
processes. However, limited data tend to be collected on patient-centred outcomes such as
patient-reported outcomes and experience measures. Other limitations of accreditation processes
are that they tend to lack adaptability, and results cannot be benchmarked or compared between
different socioeconomic and cultural contexts and between countries if different accreditation
bodies are used. Accreditation does not typically focus on innovative healthcare which can hamper
healthcare centres from aiming for care beyond standard. Therefore, to strive for above the
standard care, healthcare centres may need to adopt different frameworks that encourages

innovation and excellence in care.

Recognising this gap, healthcare organisations are increasingly voluntarily initiating self-

development to deliver excellence in evidence-based, patient-oriented clinical care to improve
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patient outcomes.3**! This is in line with healthcare shifting from traditional medical models,
which are centred on morbidity and mortality, to wellness models, which focus on patient
satisfaction, patient-perceived health status, and quality of life.4? 43 Excellence in clinical care
encompasses elements such as healthcare access, equity of service provision, and services that
improve patient outcomes, patient experience, and health service efficiency. Healthcare centres
worldwide use various methodologies to measure and monitor service delivery to provide the best

care to their communities within their resource constraints.*?

2.7 The Concept of ‘Excellence’

Recognising the need for excellence in holistic clinical care, the concept of ‘clinical excellence’,**
along with similar terms such as ‘research excellence’,* ‘service excellence’*® and ‘operational
excellence’,’ are increasingly being used in the international literature to describe different

aspects of excellence in healthcare.

Focusing specifically on clinical excellence, the concept has been used to describe policy
development, engagement with the clinical workforce, health research, and the promotion of
excellence in specific areas of healthcare.® *® Some authors have defined the domains of clinical
excellence in different areas of medicine from the perspectives of clinicians.** *%>° For example,
three qualitative studies (Table 2.2 below) sought to identify elements that are important in
achieving clinical excellence. These differences in factors underpinning excellence highlight the
importance of making sense of the different terms and gaining an understanding of clinical
excellence, that encompasses the views of both the clinicians and the people who receive

healthcare.

Aiming for clinical excellence is important in healthcare. It inspires healthcare professionals to

pursue the best clinical care for their patients and encourages the healthcare facility to aspire for
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the latest evidence-based care for their community. Clinical excellence encourages healthcare
centres to strive to provide patients with up-to-date, evidence-based, high-quality healthcare and
a platform to promote interdisciplinary collaboration.>! For the purpose of this research, clinical

excellence will be defined as:

“Providing patients with an exceptionally high level of effective and efficient evidence-based
care while maintaining the highest quality and safety standards and promoting excellent

clinician engagement.

749, 50, 52-61

Table 2.2 Elements required to achieve clinical excellence, described by three studies: Christmas et. al.,

Kotwal et. al. and Kapur.

Christmas et.el*®

(Described eight domains of
excellence)

Communication and
Interpersonal Skills

Professionalism and Humanism
Diagnostic Acumen

Skilful Negotiation of the
Healthcare System

Knowledge

Scholarly Approach to Clinical
Practice

Passion for Clinical Medicine

Reputation for Clinical Excellence

Kotwal et. al*?
(Described seven domains

related to clinical excellence)

Communicating Effectively

Appreciating Partnership and
Collaboration

Having Superior Clinical
Judgment

Being Organised and Efficient

Connecting with Patients
Understanding Need for
Professional Growth and
Development

Being Professional and

Humanistic

18

Kapur®?

(Described 15 Pillars of
Excellence)

Evidence Based Thinking and
Practice?

Professional and Peer
Accreditation?

Decision Support Systems?

Effectiveness and Efficiency?

Learning and Risk Management?

Interpersonal Skills®

Collaboration and Leadership®

Resilience and Stress
Management®

User Involvement®

Moral Principles®

Policy and Succession Planning®
Teaching and Training®

Innovation®



Research and Publications®
Income Resource Generation®

aTechnical Pillars; ®Personal Pillars; “Future Pillars

Beyond defining different facets of excellence, a recent development has been to label healthcare
centres as Centres of Clinical Excellence (CoCE).® 752 While clinical excellence includes disease-
specific criteria, CoCE is inclusive of all aspects of care, from macro- to micro-systems and often
refers to a healthcare centre. CoCE is typically defined as an outstanding centre that undergoes
rigorous standards to provide care above and beyond the standard. CoCE ranges in scope from
entire healthcare organisations to single areas of medicine (e.g. departments/wards/clinics). Elrod

and Fortenberry (2017) defined CoCE as:

“A program within a healthcare institution which is assembled to supply an exceptionally high
concentration of expertise and related resources centred on a particular area of medicine,
delivering associated care in a comprehensive interdisciplinary fashion to afford the best
patient outcome possible.”®(®)

CoCE has been described in clinical areas, including cardiology, infectious disease, and oncology,
with variations in the usage of this term.*4 >0 62,63 Despite the emerging research in these areas,

no work has been identified reporting on CoCE in the field of stroke rehabilitation.

2.8 Criteria and Indicators of Centres of Clinical Excellence in Stroke Rehabilitation

The International Stroke Recovery and Rehabilitation Alliance (ISRRA) is a group of stroke
rehabilitation experts with clinical and scientific backgrounds collaborating together to improve
lives of stroke survivors. ISRRA highlighted a key theme for future research: the ‘development of a
network of Clinical Centres of Excellence in Stroke Recovery’.%* From the brief literature search
that was completed, it was found that published literature was available on research excellence in

the field of stroke, but very limited evidence exists on clinical excellence in stroke rehabilitation.

In 2020, ISRRA assembled an expert working group to collaborate and develop globally relevant
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criteria and measurable indicators to define CoCE in Stroke Recovery and Rehabilitation. The
criteria and measurable indicators were developed over two stages through multiple consultations
with stakeholders (researchers, clinicians, stroke survivors, and families) from different countries.
Stage one involved developing the criteria which was completed in 2020, and stage two was
completed in 2022 and involved developing and finalising the measurable indicators. This resulted

in seven criteria (Figure 2.4), which included 46 indicators and 25 sub-indicators.?
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Centers of Clinical Excellence

Criteria
OPTIMAL
OUTCOME

RESEARCH
CULTURE

INTERPROFESSIONAL
WORKING

KNOWLEDGE EXCHANGE r

LEADERSHIP

EDUCATION

ADVOCACY

O @)
Mol

(D

A

Indicators

Optimal outcome
Outstanding rehabilitation

Organizational processes and
systems
Links with external agencies
Staff expertise and culture

Support patient and family
involvement
Interdisicplinary teamwork

Knowledge exchange
Mentorship

Leadership development
Leaders engage with
stakeholders
National/international
Leadership

Receiving education
Delivering education

Communication
Equitable access
Advocacy

Figure 2.4 Criteria and Categories (Indicators) of Centres of Clinical Excellence in Stroke Recovery and
Rehabilitation. Adapted and modified from Stockley et. al.?



2.8.1 Summary of Criteria and Indicators

A full description of the criteria and the list of indicators have been published in the article that the
PhD candidate co-authored.? A complete list of indicators and sub-indicators is included in Chapter

5 (Descriptive Results). A brief description of the criteria is as follows:

Criterion 1 A CoCE in Stroke Recovery and Rehabilitation delivers outstanding
(Optimal Outcome) rehabilitation (evidence-based practice within the recommended

time) by ensuring optimal outcomes for stroke survivors, carers, and

services.
Criterion 2 A CoCE in Stroke Recovery and Rehabilitation has a positive research
(Research Culture) culture, research collaboration, and recognition with national and

international organisations. Additionally, it demonstrates the

translation of research into best clinical practice.

Criterion 3 A CoCE in Stroke Recovery and Rehabilitation demonstrated person-
(Interprofessional centred rehabilitation through interprofessional working relationships
Working)

in which clinicians, stakeholders, stroke survivors, and families work

together to achieve a common goal.

Criterion 4 A CoCE in Stroke Recovery and Rehabilitation encourages best
(Knowledge Exchange)  practices through knowledge exchange and mentorship between

centres, stakeholders and clinicians.

Criterion 5 A CoCE in Stroke Recovery and Rehabilitation demonstrates value-
(Leadership) based leadership to support workforce development and collaboration

between stakeholders and leaders.
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Criterion 6 A CoCE in Stroke Recovery and Rehabilitation promotes the delivery of
(Education) high-quality education to clinicians, stroke survivors, and families, as
well as opportunities for staff to engage in education for skill

development.

Criterion 7 A CoCE in Stroke Recovery and Rehabilitation should actively advocate
(Advocacy) for equitable access to stroke services and rehabilitation and promote

innovative service delivery through funding and research.

With the issues raised and the gaps identified above, this PhD research seeks to map and
synthesise evidence on CoCE. Then, this research aims to trial and evaluate the criteria and
indicators of CoCE in Stroke Recovery and Rehabilitation at international stroke rehabilitation

centres.

2.9 Chapter Summary

This chapter highlighted the current knowledge gap in acknowledging that the concept of ‘clinical
excellence’ or ‘centres of clinical excellence’ has been used in the field of stroke rehabilitation.
This chapter also outlined stroke rehabilitation within the stroke continuum of care and the
influence of socioeconomic status, healthcare funding, geographical areas, and resources on
service delivery and patient outcomes. Additionally, it highlighted the function of accreditation,
certification and stroke guidelines with regards to stroke rehabilitation. This underscored the
importance of this PhD research to explore how the pre-established criteria and indicators of CoCE
will change how the rehabilitation centres measure their performance, which might shift how
stroke rehabilitation is delivered. The next chapter in this thesis will explore the current evidence

on CoCE in the wider literature and how they are defined, developed, monitored and evaluated.
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CHAPTER 3: SCOPING REVIEW

3.1 Chapter overview

This chapter presents a review of the literature on the concept of Centres of Clinical Excellence
(CoCE). A scoping review methodology was used to map the defining characteristics of CoCE, the
criteria and processes used to select these centres, and the monitoring and evaluation protocols
used. A version of this scoping review has been published in BMJ Open (see Appendix B for the
formatted version of the publication). The scoping review protocol was prospectively registered
with Open Science Framework (see Appendix A). This chapter has been formatted to align with the
rest of the chapters in this thesis, with sections from the scoping review background included in

the previous chapter (Chapter 2: Background).

The publication was co-authored with Associate Professor Elizabeth Lynch, Associate Professor
Rachel Stockley, Professor Jeroen Hendriks, Dr. Lemma Bulto, and Dr. Natalie Fini. The PhD
candidate contributed approximately 80% of the completed work and was responsible for writing
up the protocol for the scoping review and the initial draft of the scoping review manuscript. The
PhD candidate also revised the manuscript with the suggested edits provided by the other authors
and was responsible for the submission process in accordance with publication guidelines. A co-
authorship form (signed by three main authors excluding the PhD candidate) was completed and

submitted along with the thesis.

The overall aims of the scoping review were:

» Aim 1: To systematically explore, synthesise and summarise available evidence on CoCE.
» Aim 2: To map the defining criteria, selection and monitoring processes and evaluation

protocols used in the literature when describing/identifying or establishing a CoCE.
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This chapter review answered the following questions:

> What CoCE have been described in the literature?

» What are the defining characteristics of CoCE?

» How are CoCE selected or nominated?

» What monitoring processes are employed to remain as CoCE?

The following documents are included in the appendix

Appendix A: Kandasamy T, Hendriks J, Stockley R, Lynch E. Conceptualising Centres of Clinical

Excellence: A scoping review protocol. 2023 Available from https://osf.io/rv7ad/

Appendix B: Publication: Kandasamy T, Stockley RC, Hendriks JM, Fini NA, Bulto LN, Lynch EA.
Conceptualising Centres of Clinical Excellence: A Scoping Review. BMJ Open. 2024 Dec

1;14(12):e082704.

Appendix C: Scoping review extraction - Data extraction Part 1 (Data extraction Part 2 has been

included within this chapter as Table 3.4)

3.2 Abstract

Background: Centres of Clinical Excellence (CoCE) are nominally healthcare centres that provide
excellent, patient-centred, evidence-based care. However, despite the increasing prevalence of
CoCE internationally, there is a lack of clarity on how these centres are identified, described and
monitored. This scoping review aimed to explore and map how CoCE has been described in the
literature. Additionally, it will investigate the defining characteristics, the selection criteria and

processes, and the monitoring and evaluation protocols used to establish the CoCE described in
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the literature.

Methods: A refined scoping review methodology using Arksey and O’Malley’s framework with
enhancement from Levac was applied. The Preferred Reporting Items for Systematic Reviews and
Meta-Analyses extension for Scoping Reviews were also used. A comprehensive search using
MEDLINE Ovid, PubMed, Web of Science, CINAHL and Scopus to identify relevant published
studies between January 2010 and June 2022. Additionally, grey literature was searched using
Google and Google Scholar. A bespoke data charting form was developed to collate data on the

features of each CoCE.

Results: In total, 5318 records were screened for relevance, and 50 records describing 45 CoCE
were included in this review. With the exception of one CoCE, all CoCE focussed on one clinical
condition/population, and most were published in the USA (n=25, 56%). These clinical conditions
were mostly cardiac disease (n=8, 17%), spinal surgeries (n=4, 9%), and pituitary tumours (n=4,
9%). More than half of the CoCE (n=30, 67%) described a structured process to establish CoCE. The
definitions of CoCE were not uniform. Common defining features included the volume of patients
treated, a concentration of medical expertise, a highly skilled multi-disciplinary team, delivery of
high-quality care, and achievement of excellent patient outcomes. The selection process as a CoCE
varied from self-identification with no explicit criteria or assessment process, to application and

assessment by an approval panel.

Discussion and Conclusion: Despite a growing prevalence of CoCE, there are inconsistencies in
how these centres are established, identified, monitored and evaluated. Common (but not
uniform) features of CoCE are highly skilled staff, high-quality care delivery and optimal patient

outcomes. No literature has been identified on CoCE in Stroke Rehabilitation.
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3.3 Background

Healthcare centres worldwide have a shared goal to continually improve healthcare delivery, often
using stringent standards and indicators.3® 3° Improvements in healthcare delivery can take the
form of defining best clinical practice or effectively demonstrating important aspects of care, such

as safety, access, affordability, equity, effectiveness and efficiency.

Most healthcare organisations must meet national quality and safety standards to address clinical
practice and organisational performance.?® Accreditation is instrumental in achieving a baseline
standard of care, but it has inherent limitations when it comes to achieving care that strives to be
excellent or seeks to optimise patient-reported outcomes and experience. Recognising this gap
between care that meets accreditation standards and “excellent” care, some healthcare centres
are taking proactive steps to engage in self-improvement and seek recognition for delivering

exceptional care.

This aspiration for excellence within healthcare is often labelled as ‘clinical excellence’,** with
organisations that deliver exceptional patient care being termed ‘Centres of Excellence’ or
‘Centres of Clinical Excellence’.® 732 A recently published review’ summarised evidence pertaining
to Centres of Excellence in healthcare, education, research, industry and information technology.
The authors of this review concluded that there are inconsistencies in how healthcare centres are
designated as Centres of Excellence and ambiguity between Centres of Excellence and regular

healthcare centres, with limited information on how these Centres were evaluated.

Attaining recognition as a CoCE could be a source of inspiration, as it encourages healthcare
centres and health professionals to pursue the best clinical care for their patients as well as being
recognised as the leader in healthcare provision.” This motivates healthcare centres to aspire to

promote high-quality, up-to-date, evidence-based care to their community.>! Despite the
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increasing use of the term CoCE, there is a lack of clarity about how this term is defined, how sites

are nominated and selected as a CoCE and how a CoCE is evaluated and monitored.

The primary aim of this scoping review was to map evidence on CoCE in healthcare. The scoping

review sought to explore and answer the following questions systematically:

» What CoCE have been described in the literature?
» What are the defining characteristics of CoCE?
» How are CoCE selected or nominated?

» What monitoring processes are employed to remain as CoCE?

3.4 Method

3.4.1 Protocol and Registration

A scoping review was selected for this research as it allows for an inductive approach and answers
broad research questions. The scoping review protocol was developed to define the objectives and
methods of the scoping review based on the research question above. The scoping review
protocol was registered on the Open Science Framework in April 2022.%° The scoping review
framework proposed by Arksey and O’Malley®® with the refinement outlined by Levac, Colquhoun
and O’Brien®’ to evaluate the evidence on CoCE were used. The Preferred Reporting Items for
Systematic Reviews and Meta-Analyses extension for Scoping Reviews (PRISMA-ScR) were

followed.%8

3.4.2 Information Sources and Searches

A search strategy was developed with the support of a research librarian. The keywords used

were:

“centre of clinical excellence” OR “networks of excellence” OR “best practice” OR

“clinical exemplars” OR “integrated healthcare delivery” OR “excellence” OR

28



“clinical protocols” OR “clinical competence” as search terms, subject headings,

concepts or keywords.

The searched databases included MEDLINE Ovid, PubMed, Web of Science, CINAHL, and Scopus, to

identify recently published records between January 2010 and June 2022.

Example of literature search

MEDLINE Ovid: (((centre* or network* or best practice or institute*) adj3 clinical

excellence) or center of excellence or centre of excellence).ti,ab,kf.

CINAHL: Tl ( (((centre* or network* or best practice or institute*) adj3 clinical
excellence) or center of excellence or centre of excellence) ) OR AB (
(((centre* or network* or best practice or institute*) adj3 clinical

excellence) or center of excellence or centre of excellence) )

Web of Science: ((TI = (((centre* or network* or best practice or institute*) NEAR3 clinical
excellence) or center of excellence or centre of excellence)) OR
AB=((((centre* or network® or best practice or institute*) NEAR3 clinical
excellence) or center of excellence or centre of excellence))) OR
AK=((((centre* or network* or best practice or institute*) NEAR3 clinical

excellence) or center of excellence or centre of excellence))

Grey literature (government reports, policies, protocols, conference proceedings, unpublished
studies) and relevant websites using Google and Google Scholar were also searched. Reference

lists of included records were searched to check for further relevant records.

Inclusion and exclusion criteria are presented in Table 3.1. The records included were those that

discussed CoCE, which provided clinical care for people with any health condition in any setting
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(primary care, inpatient, outpatient, or community). Records had to describe how a CoCE was

defined, established, monitored, or evaluated to be included in the scoping review. Records that

used the term “CoCE” without outlining any criteria were excluded. Centres of Excellence that

were not designed to provide clinical care (such as Centres of Research Excellence) were excluded.

Given the exploratory nature of the research questions, there was no limitation to study

populations or interventions.

Table 3.1 Inclusion and exclusion criteria for the scoping review.5

Inclusion criteria

>

>

Records were available in the English language
It included information on CoCE

Healthcare organisations or services providing clinical care to people with any healthcare
condition

Records are published from January 2010
CoCE could be based in any geographical location

Studies describing the development/defining/monitoring/evaluation/frameworks of
CoCE

Exclusion criteria

>

Y VYV V V

Records that describe a study conducted at a CoCE (e.g. using participants from CoCE)
but not discussing or describing the CoCE

Centres that do not provide clinical care (e.g. Centres of Research Excellence or Centres
of Leadership Excellence)

Conference abstracts/papers, letters, NICE guidelines, JBI guidelines
Only looking at costs associated within one CoCE (no comparator)
Only looking at clinical outcomes for people receiving care at a CoCE (no comparator)

Using the term “CoCE” without outlining the criteria

Abbreviation: CoCE-Centres of Clinical Excellence; NICE-National Institute for Health and Care Excellence;

JBl-Joanna Briggs Institute
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3.4.3 Selection of Records

The search results were imported into Covidence, and duplicates were removed. As recommended
by Levac,®’ two reviewers independently screened titles and abstracts (the PhD candidate
completed all reviews and second reviewer was shared between the other authors - EL, JH, RS, NF,
and LB). Any disagreements were discussed between the two involved authors. Full-text
documents were reviewed by two reviewers (as for abstract and title screening) using the

inclusion criteria (Table 3.1).

One reviewer (PhD Candidate — TK) conducted the online search for relevant websites (first 20
pages on Google search), and two reviewers (TK and LB) independently completed the screening
and review of the grey literature. The inclusion and exclusion criteria were reviewed periodically
throughout the title and abstract screening process to ensure the criteria facilitated the

identification and inclusion of relevant studies.

3.4.4 Data Charting Process

A data extraction form was developed for the study. The following information were extracted:
author, country/region, the aim of publication, type of publication, name of CoCE, clinical focus
area, year CoCE established, the framework used (created or developed), function of CoCE,
resources (personnel, infrastructure, equipment), and processes used or established for CoCE (to
create, monitor and evaluate) The extraction process using the form was pilot tested with the first
15 eligible records to ensure consistent data collection. Two independent reviewers (TK and EL)
independently extracted data on all included studies using the extraction form on Covidence.
Then, the extracted data from each reviewer were compared to ensure similar information was
extracted and any discrepancies were discussed and resolved. Once the extractions were
completed, the data were downloaded to a Microsoft Word document to begin analysis. The

quality of individual records was not assessed due to the descriptive nature of the review aims.
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The extracted data included the type of CoCE, the clinical focus areas, the reported resources
required for CoCE, processes used or suggested for a CoCE, and delineating between theoretical
and physical centres. A theoretical centre was defined as a centre that describes aspirational
criteria/framework to develop a CoCE, and a physical centre was defined as a centre that has
documented criteria/framework/description used to establish a CoCE. Additionally, it was noted
whether CoCE used a published framework or described their own framework to define a CoCE or

guide the process of developing a CoCE.

3.4.5 Synthesis of Results

The research findings were synthesised according to the research questions, and data from all
included studies were presented in tabular form. Study characteristics were presented

descriptively, and the research questions were presented narratively.

3.4.6 Patient and Public Involvement

Patients were not involved in the design or completion of this study.

3.5 Results

3.5.1 Selection of Sources of Evidence

Overall, 9077 records were identified from a database search, and 36 were identified through a
grey literature search. A further three records were identified by reviewing reference lists of

included records. Fifty records describing 45 CoCE were included in the analysis (Figure 3.1).
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Figure 3.1 PRISMA-ScR flow diagram.®
Abbreviation: CoCE - Centres of Clinical Excellence; CoE - Centres of Excellence.
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3.5.2 Characteristics of Sources of Evidence

Most records (n=43, 86%) were published in or after 2015. Nearly all of the included records
(n=44, 88%) were published in peer-reviewed journals, but only 15 (30%) were research articles.
The remaining 28 (56%) records were other article types, such as editorials or case reports. The
literature search identified two websites as additional records. Table 3.2 describes the
characteristics of the sources of evidence (e.g. research articles, book chapters, etc), and Table 3.3
provides an overview of the characteristics of the CoCE, the description of a CoCE, the processes

used to monitor and evaluate the CoCE, and the resources used.

Table 3.2 Characteristics of sources of evidence, countries and clinical conditions.5

Types of literature from included records (n=50) N (%)
Research articles 15 (30%)
Others (Editorial, reports, case reports) from peer reviewed journals 28 (56%)
Book chapters 3 (6%)
Websites 2 (4%)
Systematic review 1(2%)
Government report 1(2%)

Country of Centre described (n=45)
United States of America 25 (56%)
Others 20 (44%)

Clinical Conditions from CoCE Described (n=45)

Cardiovascular disease 8 (18%)
Spinal surgery 4 (9%)
Pituitary tumours 4 (9%)
Diabetes 3(7%)
Pregnancy related 2 (4%)
Others 24 (53%)
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3.5.3 Synthesis of Results

Less than half (n=20, 47%) of the centres identified were physical CoCE. With the exception of one
CoCE, which provided care for people with diabetes and cardiovascular disease,®° all identified
CoCE treated a single clinical condition or population. The commonly described conditions were
cardiac disease’%77 (n=8, 17%), spinal surgeries’®8! (n=4, 9%), pituitary tumours8% (n=4, 9%),

diabetes® 887 (n=3, 6%), and obstetrics®® 8° (n=2, 4%).

Six CoCE (13%)7% 7> 72.82,90,91 \yere |ocated across several countries. The majority were described
as stand-alone clinical centres, such as wards, surgical centres, or clinics. Eight CoCE (18%)74 86, 92-97
were located in low- and middle-income countries. More than half of the CoCE were in the USA
(n=25, 53%). CoCE established in high-income countries were typically described in terms of high-
quality care delivery, such as standardised care and optimal outcome (n=12, 27%),”3 777, 79,87, 83,92,
93,98-100 comprehensive multi-disciplinary care (n=8, 18%)7% 828> 86,94,101-103 51 gccessible patient-

centred care (n=7, 16%).% 48 69, 83,90, 96, 104, 105

More than half of the CoCE (n=30, 67%) described a structured process that was used or could be
used to establish the CoCE. While many CoCE reported that the centres were established using a
framework or series of developmental stages, details regarding the developmental stages were
rarely available. Five CoCE reported using published frameworks (developed by Elrod and
Fortenberry,?3 %% 9 Christmas!® and National Cancer Institute’’) to guide their process of
establishing the CoCE. Table 3.4 outlines a detailed description of the results from the scoping
review, including the description of the CoCE criteria and the processes used to establish and

monitor CoCE, which will be explored throughout this chapter.
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Table 3.3 Summary of characteristics of Centres of Clinical Excellence, including resources and processes used. (Adapted from Kandasamy et al.®3)

Reported resources required

Processes used or suggested for CoCE

for CoCE
Country / . Theoretical Used or — L o
. Clinical focus Centre (T) ] S 1=
Author(s) Region . developed a c s ] = . Processes Processes
area of CoCE or Physical S S € 2 Criteria . .
Centre (P) framework a s s < described to establish | to monitor
9 © 2 © a CoCE a CoCE
"'E- w
Bitzer et al'% Europe* Sexual medicine T v v v v v
Burkett et al”® Not reported Spinal surgeries T v v v
Campbell et al*? India#t Cleft palate p v v v W v
USA* Obstetric —
Carvalho and Jill®® A”a‘;t;'es'a T v v v v v v
Perinatology
Casanueva et al® & International Pituitar
T Y T v v v
ritos tumours
Chang et al*® & USA* Lymphatic
Lymphatic Education & disease P v v v v v v
Research Network"’
Perun Specialty
;Z;Jque Velasquez et neurosurgical P v v v v v
centre
" -
Coon et ali%® USA Multiple System p v, v v,
Atrophy
Creehan et al'® USA* Pressure ulcer T v v v
*
Daming et al”® USA M‘aternal P v v v v v v
cardiac health
Deshmukh et al®* India# Oral healthcare P v v v v
" - -
Dietz et al®® USA Periprosthetic T v v v v v
joint infection
Distiller and Brown® South Africa® Diabetes P v v v v




Reported resources required

Processes used or suggested for CoCE

for CoCE
Country / - Theoretical Used or - o o
. Clinical focus Centre (T) ] S €
Author(s) Region . developed a c ] o - o Processes Processes
area of CoCE or Physical S S € 2 Criteria . .
Centre (P) framework a s s < described to establish | to monitor
9 © 2 © a CoCE a CoCE
"'E- w
Draznin et al®’ USA* Diabetes T v v v v
" -
El-Eshmawi et al”® USA Mlt‘ral valve P v v v v v v
disease
Elrod and Fortenberry® USA* 11 clinical areas P v v v v v
Ferguson and USA* Joint
Froehlich® replacement P v v v
Frara et al®® Authorship : Pitultary T v v v v v v
team from Spain tumours
Geetha et al'% USA* Nephrology P v v
Haider et al* LMIC Urology surgery T v v v v
King, Jamieson and USA* Hepatolo
B patelogy P v v v v
erg
" -
Kullar et al*1° USA Inf?ctlous P v v v v v
disease
Lancellotti, Dulgheru Multiple Heart Valve
and Sakalihasan * & European surgery T v v v v
Chambers et al”? countries
Li et i1 USA Multiple clinical T v, v,
areas
— —
Marinoff and China Low v‘|s‘|on and
Heiberger® viston P v v v
rehabilitation
Martin et al’ Various Spine T v v
countries
McLaughlin et al®* USA* Pituitary T v v v v v
Nakov et al”™ Bulgaria” Transthyretin P v v
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Reported resources required

Processes used or suggested for CoCE

for CoCE
Theoretical o
Coun.try / Clinical focus Centre (T) Used or © 5 t
Author(s) Region . developed a c ] o - o Processes Processes
area of CoCE or Physical S S € 2 Criteria . .
Centre (P) framework a s s < described to establish | to monitor
9 © 3 o a CoCE a CoCE
"'E- w
Amyloidosis
L Not specifically Atrial
75
Piccini et al identified Fibrillation T v v v v v
Pronovost et al*® USA* NA T v v v
Safer Care Victoria®® Australia Multiple clinical T v v
areas
" -
Sandhu et al® USA . A‘trlal. T v v
Fibrillation
Santos-Moreno et al*® South America Rheumatoid
112,113 Arthritis P v v v v v v v
*
Sheha and lyer® USA A‘mbulatory T v v v
Spinal surgery
Shikora, Delegge and USA* Nutritional
Van Way I11*% Support P v v v v v v v
*
Shommu et al!1 Canada Inflamm.atory T v
Bowel Disease
USA* Placenta
Silver et al® Acc‘reta T v v v
Intensive Care
Unit
Steiner et al'*® USA* Headaches T v v v
Tapela et al*® Rwanda% Cancer P v v v v v
USA* Diabetes and
Thomas et al® Cardiovascular P v v v
Disease
Vivian et al*® USA* Pancreatic P v v v v v v v
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Reported resources required

Processes used or suggested for CoCE

for CoCE
Country / - Theoretical Used or — L o
. Clinical focus Centre (T) ] S €
Author(s) Region . developed a c ] o - o Processes Processes
area of CoCE or Physical p K 5 3 £ 9 Criteria to establish | t it
Centre (P) ramewor a b= = £ described o establis 0 monitor
Q © = a CoCE a CoCE
"E w
disease
" -
Williams”’ USA Hypertrophlc T v v v v v
Cardiomyopathy
Wirth et al% Europe , Prostate Cancer T v v v v v
(Barcelona)
" - -
Wu et 3¢t USA Inpatient Spinal T v, v, v
Surgery
— -
Yao and Zhou®’ China Per.lton.eal P v v v v v
dialysis
Country / 21 (P)
Total Region 24 (T) 30 37 15 9 9 39 20 24

*High-income country; *Upper-middle income country; #Lower-middle income country; %Low-income country

39




3.5.4 Defining Characteristics of Centre of Clinical Excellence

Less than half (n=19, 42%) of the CoCE explicitly defined the characteristics of the CoCE. Seven

(16%) CoCE”# 78 80,83,91,99,110 ysa(d the definition from Elrod and Fortenberry:

“a program within a healthcare institution which is assembled to supply an exceptionally high
concentration of expertise and related resource centred on a particular area of medicine,

delivering associated care in a comprehensive, interdisciplinary fashion to afford the best

patient outcomes possible” 6

The most commonly described defining features of CoCE were high volumes of patients
treated/procedures performed, staffing and infrastructure resources and above-average quality of
care and patient outcomes. Key components that were reported regarding staffing were medical
expertise, highly skilled multi-disciplinary teams and staff: patient ratios. Other resources that
were described as part of the CoCE were infrastructure (n=15, 33%), such as building space and
examination rooms, and specialised equipment (n=9, 20%). High quality of care delivery was
described in terms of standardised care and optimal outcome (n=12, 27%),73 7>-77, 79, 87, 89,92, 93, 98-100
comprehensive multi-disciplinary care (n=8, 18%)7% 8% 85 86,94,101-103 5 5ccessible patient-centred
care (n=7, 16%).5 48 69, 83,90, 96,104 Sayen CoCE (15%) described the availability of treatment

protocols as an important feature. See Table 3.3 for details on the types of resources.

There were differences noted in the defining characteristics of CoCE in low- and middle-income
countries compared to CoCE in high-income countries. While most CoCE had common features
regarding staff expertise, equipment and patient outcomes, CoCE in low- and middle-income
countries tended to be established by collaborating with larger local or international healthcare
centres and to provide a healthcare service that otherwise was not available in the region, for

instance, neurosurgery in Peru and comprehensive dental care in Guwahati, India.
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Table 3.4 Summary of findings on description of criteria, processes used to establish CoCE and processes to monitor a CoCE. (Adapted from Kandasamy et al.53)

Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

Bitzer et al'®*

o Staffing and infrastructure recommendations
e Training and professional development opportunities
e Formal links with academic institution

Not reported

To audit outcomes, number of
patients, gender, diagnoses, and
interventions would be tracked, with
patient follow-up and satisfaction.
Complete a cost analysis.

Burkett et al’®

e High patient satisfaction

e Lower utilisation of medical services and medications

o Low overall cost of care

e Provide a quicker return to work or regular activity for
patients.

e Superior medical care with seamless coordination
between disciplines

e High volume of patients treated.

Not reported

Report that centres of excellence are
held to specific quality metrics to
maintain “centre of excellence”
designation, specific quality metrics
not reported.

Campbell et al*?

e High level of patient need

e Good working relationships between organisations

® Receptiveness and capacity of local government,
hospitals, and medical societies

e Political and economic environment consistent with the
ability to provide care

Local government approached Operation Smile
for assistance with treating its cleft backlog. Site

visit to determine site suitability.

Not reported

Carvalho and
Jilg8

e Must demonstrate adherence to all criteria below (each
clearly described in source documents):

e Personnel and staffing
Equipment, protocols, and policies

e Simulation and team training

e Obstetric emergency management

e Caesarean delivery and labour analgesia care

e Recommendations and guidelines for implementation

e Quality assurance and patient follow-up systems

Apply to the Society of Obstetric Anaesthesia
and Perinatology applications reviewed and
graded by the CoCE Subcommittee. If successful,

granted CoCE designation

Recertify every 4 years using the
same process
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

Casanueva et al

82

& Tritos®

e Provide the best standard of care to patients with
pituitary tumours and disorders

e Organise MDT clinical management

e Liaison between experienced neurosurgeons and expert
neuroendocrinology

e Specialised staff training

e Provision of educational courses

e Comprehensive patient information and data
management

e Sharing information with scientific bodies and
administrators

e Support endocrine units outside Pituitary tumours CoCE

e Advise health administrators and authorities on specific
problems

e Advance the science and scholarship of pituitary
tumours

e Include tumour data on national registries

Not reported

Currently, no formal accreditation
for Pituitary tumours CoCE exists.
The external body may or may not
perform the final step of validation
of the centre

Chang et al*® &

e Minimum criteria for comprehensive centres of

The Lymphatic Education and Research

The designation is valid for 3 years

Lymphatic excellence: Network Global Oversight Committee will
Education & e Mandatory list of staffing, including surgeons and review applications. All applications will be
Research therapist scored, using the following three individual
Network'?’ e Demonstrated proficiency in diagnosis, imaging, criteria:
conservative management, assessment tools, a. The quality of the overall
interventional therapies, surgery application/services.
b. Unique offerings or particular characteristics
that add to the Lymphatic disease clinic.
C. Miscellaneous (e.g., lymphatic disease
community citizenship, research).
Choque- Not reported Not reported Evaluated using volume of

Velasquez et

a|93

neurosurgery
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

Coon et al'®

Comprised of:

e Core clinical team

e Additional subspeciality care
e Longitudinal data collection
e Support group involvement
e Research opportunities

e Additional support

Not reported

Not reported

Creehan et al'*®®

Domains of American Nursing Credentialing Center
model for the Magnet Recognition Program

- transformational leadership

- structural empowerment

- exemplary professional practice

- new knowledge, innovation and improvement

Not reported

Not reported

Daming et al”®

e Established in tertiary care hospital.

o Created inpatient and outpatient protocol.

e Has a set of criteria specific to maternal cardiac CoE and
cardiac CoE and cardiovascular intensive care unit

Self-nominated as Centre of Excellence

e Monitoring productivity and
streamlining communication
between hospital

e Management and stakeholders are
the role of a program director.

Deshmukh et
a|94

CoE is an organisational environment that strives for and

succeeds in developing high standards of conduct in a

field of research, innovation and learning.

e Capacity building for staff

e Patient awareness

e Increase in number of patients visiting the units and
opting for treatment.

e Research initiatives

e Collaborations and networking

Not reported

Evaluation based on public health
program evaluation criteria -
assessing and documenting program
implementation, outcomes,
efficiency and cost-effectiveness of
activities.

Dietz et al*®

Suggestion of CoCE criteria but did not expand
o Multi-disciplinary care pathways and teams and

Not reported

Not reported
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Author(s) Criteria described Processes used to establish a CoCE Processes to monitor a CoCE
evaluation of surgeon's credentials,
e Electronic medical records
e Patient data management and or tracking
e Process metric
Distiller and e Integrated information technology systems Not reported Outcome-based monitoring protocol
Brown?® e Aligned finances and responsibility ¢ Glycaemic control

e Care planning

o Clinical engagement and leadership
® Robust clinical governance

o Multi-disciplinary team

e Hospital admission
e Microvascular disease outcomes

Draznin et al®”

e Focus on high-risk individuals and an open-door policy
o Clear communication to guide care

® Provision of comprehensive care

e Ongoing focus on quality improvement

e Ongoing monitoring of patient outcomes

¢ Education and dissemination

Not reported

Not reported

El-Eshmawi et
a|70

e Centres with surgeons that can achieve a very high
likelihood of a durable valve repair

e Dedicated multidisciplinary team (see staffing
resources)

e Transparent data management and quality assessment

Self-nominated -The centre was formed, and the
criteria used in this study were discussed.

Monitoring of proportion of patients
with successful valve repair;
durability of valve repair

Elrod and
Fortenberry®

e Supplies an exceptionally high concentration of
expertise and related resources centred on a particular
area of medicine

e Delivers care in a comprehensive, interdisciplinary
fashion

e Leads to best possible patient outcomes.

Overseen by organisation — an interdisciplinary

committee vets the proposed Centre of

excellence (assesses financial resources, culture

and leadership support)

Not reported

Ferguson and
Froehlich®

Not reported.

Self-nominated

e Length of stay
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

e Increased patient volume

e Monthly snapshot of - financial
(includes caseload, cost and
labour/case)
- operational (includes length of
stay, discharge to rehabilitation)
- patient experience
- quality (includes process
measures, infections, falls,
readmissions)

Frara et al®

o “Explicit and practical definitions for a degree of
excellence have not yet been defined”

e Require an integrated multidisciplinary group in a single
location

Most are self-appointed without any formal
acknowledgement

Discuss measuring effect via patient
outcomes, cost of treatment,
research outputs, and contribution to
scientific efforts (e.g. scientific
meetings, health registries)

Geetha et al'®

e Achieving a level of mastery related to

e Patient care

e Explicitly modelling this mastery to medical trainees

e Collaborating with investigators to advance science and
discovery

Not reported

Not reported

Haider et al**

e Patient care: must provide safe, effective and accessible
care to the highest possible standards depending on
geography, resources, infrastructure, patient population
and local culture with site-specific management
guidelines

e Training: provides leadership in best practices, research,
support and training for focus area

e Dissemination of knowledge is essential function of the
centre

Not reported

Recommend data collection to
quantify impact and identify areas
for change

King, Jamieson

Reviewed criteria of designated Centres of Excellence

Formally designated by insurers and employers

Need to monitor quality of care:
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

and Berg®

within Solid organ Transplant Networks— common

features include

o Number of patients treated

e Good patient and graft outcomes compared to national
average on Scientific Registry of Transplant Recipients

o Centres of Medicare and Medicaid Services certified

e +/- cost-effective care

e Patient factors

e Facility and program structure

e Transplant centre processes

e Waiting list management

e Post transplant care

o Clinical and patient centred
outcomes

e Cost effectiveness

e Team experience

¢ Organ donation environment

Kullar et al**®

e Sustained institutional leadership commitment and
accountability (e.g. mission statement, letter of
attestation from management, documentation of
physician leadership) Drug expertise (evidence of
infectious disease and pharmacy expertise)

e Action (e.g. action plan, disease specific protocol)

e Tracking (e.g. monitoring antibiotic use, demonstration
of use of electronic health record as part of
antimicrobial stewardship program)

e Reporting (e.g. demonstrated participation in national
reporting program)

e Education (documented professional development
program)

Infectious Diseases Society of America solicited
applications. Centres required to submit
documentation of core criteria. A committee of
6 Infectious Diseases pharmacists and physicians
with extensive antimicrobial stewardship

experience reviewed applications.

The CoCE designation is valid for 2
years, after which the institution
must re-apply

Lancellotti,
Dulgheru and
Sakalihasan”
&

Chambers et
a|72

e Specialist valve clinic acts as a hub between community,
other hospitals and extracardiac departments, and
between non-invasive cardiologists and surgeons and
interventional cardiologists

o Nominated cardiac experts with speciality skills

® Regular case discussions

o Systematic approach to reducing medical and surgical

Not reported

Have a high-volume operation rate
on valvular heart disease, which is
believed to be associated with better
repair results and potentially
improved outcome. This partly
explains why there is no obligation to
refer patients eligible for surgical
repair in centres of excellence

46




Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

risks

e Data review: Robust internal audit processes including
repair rates, rates of residual regurgitation,
complications, durability of repair and reoperation rate

e Results available for review internally and externally

e Involvement in national databases

Li et al'!? e Variable - can be selected and overseen by insurance Some insurers use of a panel of experts from Not reported
companies, medical professional societies, government | national organizations who understand the
organisations, employer professional associations, insurer's objectives and help select hospitals to
individual employers or hospitals themselves be part of the CoCE network.
e Insurers (different criteria used between different
companies) tend to use data and identify centres that
perform well on structural outcomes such as use of
protocols and outcome measures such as hospital
readmissions, complication rates, and volume. Cost
sometimes considered
Marinoff and Not reported Self-nominated following partnership between Not reported

Heiberger®

USA College and Chinese University

Martin et al”®

e Standardization of protocols for the workup of
suspected spinal cord compression across the regional
hospital system to improve time to diagnosis, transport,
and intervention.

e Unified and standardized vendors and equipment across
surgeons and the two departments to improve cost
savings and resource utilisation.

Not reported

Not reported

McLaughlin et
a|84

Propose that centres fulfil the following

e Provide multidisciplinary optimal clinical care to patients
with pituitary tumours and related disorders

e Provide residency, fellowship training and/or
continuing medical education and patient support

Not reported

Need to develop - suggested
recognition or verification process be
an ongoing process that is updated
biannually
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Author(s) Criteria described Processes used to establish a CoCE Processes to monitor a CoCE
e Contribute to research in the field of pituitary disorders.
Nakov’ Elements that should be considered: Not reported Not reported

e Establish a dedicated team of multidisciplinary experts

e Engage with patient advocacy group

e |nitiate a specific training regime to continue education
for new and existing members of the team

e Source appropriate funding to ensure sustainability

e Schedule regular team meetings to ensure an individual
plan for patient diagnosis, treatment and follow up

Piccini et al”®

e |[dentification and referral of patients

e Appropriate staffing and dedicated clinics that focus on
atrial fibrilliation patients

o Developing a comprehensive care team

e Specific treatment goals

e Evaluating and improving symptoms

e Rate and rhythm control

o Stroke prevention

e Treatment of risk factors

e Development of team based care pathways

e Quality improvement

Not reported

Not reported

Pronovost et
a|103

¢ Provide frictionless access

e Ensure coordinated compassionate navigation

e Apply rigorous appropriateness criteria for all the
expensive diagnostic studies and procedures

e Engage the entire team around the purpose of providing
high-value care

e Ensure the site of service and surgeon optimal

e Reduce variation and complications by using evidence-
based protocols

e Provide personalized care

Not reported

Outcome-based evaluation process
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

e Continually monitor, transparent report and improve
performance

Safer Care
Victoria®®

e Centres based on population health (e.g., acute, chronic
and prevention, older people, women and children and
funded program.

e Have 3 core functions: advocate and inform, guidance
and advice and improvement.

e Has a list of key groups that the centres partner with to
plan and deliver work

Not reported

Not reported

Sandhu et al’®

Focus area

e Access to care

o Stroke prevention

e Education

e Atrial Fibrillation quality improvement
o Atrial Fibrillation barrier

Not reported

Not reported

Santos-Moreno
et a|90, 112,113

o 3 types of CoCE were defined based on structure,
process and outcomes indicators
- structure indicators - Evaluate the institutional
capacity to deliver the expected results, adequate
infrastructure, suitable personnel, including
rheumatologists and other professionals, to ensure
comprehensive attention and the existence of
complementary resources
- process indicators (Adherence to management
recommendations based on treatment strategy by
objectives
- outcome indicators (The achievement of the objectives
proposed along the care or comprehensive patient must
be evaluated. The progression of the disease, functional
disability, and the achievement of remission goals must

Steps to implement CoE for RA

Step 1: implementing an attention model for
the patients diagnosed with rheumatoid
arthritis, in accordance with the requirements
of each type of centre of excellence

Step 2: filling the self-assessment form of each
type of centre of excellence and implementing
improvement actions

Step 3: requesting and preparing for a
verification visit

Step 4: receiving a verification visit

Step 5: official notice of the results of the
assistance and verification visit

e The follow-up should take place
according to the following 6
characteristics:

1. Clinimetrics

2. Decision-making factors based on
the results of the clinimetrics

3. Opportunities to access
treatment or follow-up

4. Patient education

5. Clinical care guidelines

6. Evaluation system

e Must be assessed and accredited
cyclically based on standards,
evaluators and evaluation and
qualification process.
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

be quantified using clinimetric scales.

o Different quality standards requirements for each CoCE
model and centres need to apply to get CoCE.

e 3 types of centres (must meet accreditation and meet
minimum criteria for each type)
- Standard
- Optimum
- Model

Sheha and lyer®°

Suggested to use Joint Commission certification that
requires healthcare facility to comply with national starts,
use of evidence-based practice and collect performance
measures. Also, to partner with American Academy of
Orthopaedic Surgeons to provide certifications to
standardised CoCE.

Key tenets for CoCE

o Creating value - highest quality care at lowest cost is the
overarching goal of CoCE in ambulatory spinal care (is
the confluence of safety, institutional processes, patient
satisfaction and outcome measures, overall cost to
patient, payer and society)

o Centralization of organization - "one-stop shop"
(integration of a variety of specialists under the
umbrella of one hospital system gives CoE the ability to
treat conditions that may complicate or arise from
patient's episode of care)

o Multidisciplinary team building and protocol creation
(utilisation of multidisciplinary meetings geared at
creating value and improving outcomes by carefully
scrutinizing patient treatment plans)

Not reported

Accreditation Association for
Ambulatory Health Care have
provided a set of criteria for
certification as an ambulatory
orthopaedic surgery CoCE

Shikora,
Delegge and

Criteria that were described were used for Bariatric CoCE
and to be adapted by Nutritional Support CoCE

Based on Bariatric CoCE
¢ Online application completed by surgeon or

Recertification is required every 3
years and includes an online
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

Van Way Il111

e Surgeon Specific Criteria to ensure surgeons have
obtained the experience and training necessary to
perform the appropriate surgical procedure

e Institute Specific Criteria to ensure that the facility is
committed to the program

facility

e Successful application results in provisional
status

e Within 2 years must seek full approval, pass
on-site inspection, and indicates has excellent
outcome

e Mandatory submission of all patient data to a
database

application followed by a site visit.

Shommu et al**®

Essential criteria of CoCE that were divided into short (1-3
years) and long terms (>5 years) goals/ activities specific
to Irritable Bowel Disease

e Excellence in Clinical Care

o Novel Discovery and Research

e Knowledge translation

Not reported

Not reported

Silver et al &

Suggested Criteria

o Multidisciplinary team

e Intensive care unit and facilities

e Blood services — blood bank with 24/7 service

Not reported

Not reported

Steiner et al*®

Suggested standards

e Competence of staff - staffed by headache specialists

® Provision of care — management of headache

e Quality and evolution and assurance - monitors quality
of care

o Networks and collaborations - maintains quality of
endeavour through networking, collaboration and the
sharing of experience with other international and/or
national centres.

e Teaching - principal resource for national postgraduate
training

e Research - useful research output in the field of

Agencies with appropriate competence and
authority might use these standards as a basis
for centre accreditation.

Not reported

51




Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

headache
e Empirical support of existence

Tapela et al*®

Key attributes that made it possible

o Meaning full partnership emphasising health systems
strengthening

e Innovative task and infrastructure shifting

e Strong Rwandan Ministry of Health leadership
coordinating efforts to embed services with the public
sector

e An equity-driven agenda to serve those most in need

Not reported

Not reported

Thomas et al®

Not reported

Appears self-nominated

Outcome-based & site-specific
patient outcomes (not benchmarked
to other services)

Vivian et al'® Objectives Process outlined. Not reported
e Provide the highest standard of care, services and e Establishing the foundation (leadership
support to each patient structure and purpose)
e Communicate process improvements and data to key e Formalising the program (clinical education
stakeholders in the pancreas domain training, MDT involvement)
e Analyse barriers and data to create better clinical o Solidifying the CoE status
pathways and care maps (certification/accreditation by external
e |[dentify best practice guidelines and use them in our institute)
pancreas population
o [dentify quality and utilisation metrics used to analyse
physician practices
Williams”? Key components of an Hypertrophic Cardiomyopathy A centre must meet various criteria set forth by | Not reported

(HCM) centre include.

o HCM multi-disciplinary team and an administrative HCM
coordinator.

e Administrative support for marketing and programmatic

the NCI both in terms of clinical expertise and
research capabilities
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Author(s)

Criteria described

Processes used to establish a CoCE

Processes to monitor a CoCE

development.

Wirth et al*>

Criteria with specific requirements are outlined in the
study

e Core team

¢ Associated services

o Multi-disciplinary team

o Diagnostic pathway

e Therapeutic pathway

When an institution successfully achieves all the
steps, it will be certified as a European Prostate
CoCE.

The certification will be reviewed
every 3 years, The accreditation
team will be prespecified, and it will
be composed of seven members of
the European Prostate CoCE.

Wu et al®!

The Blue Distinction Plus Centre program encompasses
quality criteria on structure, process, and outcomes and
cost criteria

A cost threshold was set at 1.05 times the national
average cost of surgery.

Facilities that met predetermined clinical requirements
and had spine surgery costs below the threshold received
the value designated Blue Distinction Plus Centre
designation.

Not reported

Facilities receiving a value
designation were associated with
lower costs (16-19% lower) and equal
or better quality outcomes,
compared with all other facilities.

Yao and Zhou®’

Not reported

Mentee sites were selected based on

e Using drop-out rate and time on therapy

o Willingness to improve Peritoneal Dialysis
outcomes.

e Mentor sites were selected based on

e Peritoneal Dialysis clinical outcome

e Willingness to participate in the program

Continuous quality improvement in
managing Peritoneal Dialysis centre.
Volume of patients.

Abbreviation: CoCE — Centres of Clinical Excellence; CoE — Centres of Excellence, MDT — Multidisciplinary Team
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3.5.5 Selection or Nomination Process of Centres of Clinical Excellence

In half (n=24, 53%) of the included CoCE, there were no details available about how centres were
selected as a CoCE (Table 3.4). While 21 CoCE reported that there was a selection or nomination
process to be recognised as a CoCE, the details of the selection/nomination process were
inconsistently reported. Processes used to select centres as CoCE were varied and included
application and assessment by an approval panel (n=9, 45%),% 4677, 88,57, 99, 110, 111, 116 ga|f.
identification as a CoCE with no explicit criteria or external assessment (n=6, 30%)%% 70, 73, 83, 95,104
and site visit by funding body to assess suitability (n=1, 5%).72 Only four (20%)°% 100. 102,114 coCE
presented the process used to select a CoCE in its entirety, as presented in Table 3.4. The bodies
providing oversight of the nomination or selection of the CoCE were professional bodies,”” 80 88,90,

102,110 jnsurers,®® 111 and organisations.® 9% 100

Table 3.5 Outline the selection or nomination process of a CoCE. (Adapted from Kandasamy et al, 2024%

Author(s) Steps outlined

Chang et al'2 & 1. Applications will be reviewed by the Lymphatic Education & Research
Lymphatic Network Global Oversight Committee. All applications will be scored, using
Education & the following three individual criteria:

Research a. The quality of the overall application/services.

Network'”’ b. Unique offerings or particular characteristics that add to the

Lymphatic disease clinic.
c. Miscellaneous (e.g., lymphatic disease community citizenship,

research).
Santos-Moreno 1. Implementing an attention model for the patients diagnosed with rheumatoid
et al® arthritis, in accordance with the requirements of each type of centre of
excellence.

2. Filling the self-assessment form of each type of centre of excellence and
implementing improvement actions.

Requesting and preparing for a verification visit.

Receiving a verification visit from REAL-PANLAR.

Official notice of the results of the assistance and verification visit.

Shikora,
Delegge and
Van Way 114

Online application completed by surgeon or facility.
Successful application results in provisional status.

wN R w

Within 2 years must seek full approval and pass on-site inspection and
indicates has excellent outcome.

E

Mandatory submission of all patient data to a database.

Vivian et al’® 1. Establishing the foundation (leadership structure and purpose).
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2. Formalising the Centre of Excellence program (clinical education training,
multi-disciplinary team involvement).
3. Solidifying the Centre of Excellence status (certification/accreditation by

external institute).

3.5.6 Monitoring Protocols to Remain as a Designated Centre of Clinical Excellence

Only 24 (53%) of the included CoCE reported a monitoring process (Table 3.4 and 3.5). Monitoring
was mandatory for six (25%)3® 90, 102,105,110, 114 CoCE through a recertification process. Other CoCE
reported the importance of monitoring outcomes such as productivity (n=5, 21%),’% 7393, 97,104
patient outcomes (n=9, 36%),5% 70, 81, 83, 86,99, 101, 103 3]ty metrics (n=3, 13%)’® 821 and efficiency
and cost-effectiveness of the program (n=1, 4%),°* but there was no evidence that this monitoring

process was routinely performed or overseen by any parties.

3.6 Discussion

This is the first scoping review completed on CoCE in healthcare. It provides in-depth insight into
CoCE, as reported in the literature. Despite the identification of numerous CoCE described as a
CoCE, the processes used to select more than half of the CoCE could not be identified. When
selection processes were documented, there was an inconsistent relationship between CoCE.
Further, there were inconsistencies in monitoring CoCE performance. Without consensus on what
defines a CoCE and without a recognised body to monitor the performance within each CoCE,
there is no guarantee that care being delivered by sites claiming to be CoCE is actually delivering

excellent (or even better-than-usual) healthcare.

The most common defining feature of CoCE included in this review was resource availability,
specifically personnel, infrastructure and equipment. It is well established that there are
associations between staffing levels, skill mix infrastructure and patient outcomes''’-*2! Further,

infrastructure and specialised expertise are key factors in establishing Centres of Excellence in
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Healthcare and other industries.*® Therefore these findings regarding features of CoCE are not at
all surprising, but reinforce that CoCE described in the literature have been designed to align with

what is known about healthcare delivery that leads to improved patient outcomes.

While frameworks and processes used to establish or describe a CoCE serve as valuable guides to
others in the field, they may have limitations when they have been developed for a specific
healthcare facility or disease group. For example, the Willis-Knighton Health System is a not-for-
profit healthcare network in Louisiana, USA, that operates eleven self-nominated centres of
excellence. The framework used to establish these centres of excellence was described by Elrod
and Fortenberry® and cited by authors of eight published CoCE in this review to describe or
establish their centres. While this framework was used as guidance, consideration should be given
as to whether this framework is fit for purpose beyond the state of Louisiana and in countries with
different healthcare models to the USA. Additionally, it is unclear whether this framework meets a
universally agreed definition of excellence in healthcare. Empirical research to define “excellent
care” from patients’, healthcare centres’ or funders’ perspectives could increase the validity of the

frameworks and, subsequently, the CoCE.

Selection procedures for CoCE were inconsistently reported and unavailable for nearly half the
included CoCE. The description of excellent care provided by the CoCE varied, seemingly
associated with which agency was responsible for creating the definition. Descriptions of
excellence encompassed patient-centric outcomes (e.g. optimising clinical outcomes and quality of
life), service-centric outcomes (e.g. staff skill development, resource availability and meeting
quality and safety accreditation) and economic outcomes (e.g. cost of treatment, length of stay).
The concept of excellence was sometimes conflated with a high volume of patients who received
care at the centre. Excellence for some centres from low- and middle-income countries was

defined (either by self-nomination or by the government or collaborating international
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institutions) to provide a particular healthcare service when none was previously available in the
region. Many of these aspects of excellence reflect commonly measured quality indicators of
healthcare in high-income countries, namely effectiveness, access, safety and efficiency.??
However, cost is not included as a quality metric in countries such as Australia, Canada or the UK
but is included as a measure of quality in the US Commonwealth Fund framework.?2 The inclusion
of cost as a feature of some CoCE could be reflective of the different funding models (e.g. fee-for-
service versus universal healthcare) or healthcare priorities within the centres or by the bodies
determining a site’s excellence. The centres that reported economic outcomes as a measure of
clinical excellence were predominantly located in the USA and were nominated by healthcare

funders.123.124

Benchmarking is a well-recognised process that identifies the best-performing healthcare centres
in terms of patient outcomes and system performance.'?® However, while there is an implicit
assumption that a CoCE will deliver care that is superior to another (non-excellent) centre, most of
the included CoCE in this review did not benchmark with other services using transparent criteria.
While a minority of the CoCE reported a certification process, there was no evidence that this
process included healthcare centres being benchmarked against other centres. Benchmarking
allows for the tracking of performance over time while comparing performance against other
centres, thereby demonstrating what is feasible to achieve in terms of quality of care.'? For the
CoCE reviewed in this scoping review, the lack of comparison with other healthcare centres, and
without a standardised set of explicit, evidence-based measurable criteria, creates disparities and

challenges in determining how these centres can be recognised as legitimate CoCE.

It is recognised that healthcare performance can be variable,?® so healthcare centres should
monitor and evaluate their programs to ensure continued excellence. This process needs to be

feasible within the time and resource constraints. Just over half the CoCE included in this review
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reported monitoring their service and described various processes, including measuring patient
outcomes, service productivity and quality metrics to maintain the designation of CoCE. Only six
CoCE reported a structured process, where their ongoing performance was reviewed and assessed
by an overseeing body to maintain their status as CoCE. Clearly, more attention should be paid to

demonstrating the sustainability of excellence centres.

3.7 Conclusion

Although CoCE are increasingly reported in the literature, there are inconsistencies in how these
CoCE are established, monitored and evaluated. Processes used range from self-designation or
adapting criteria from other centres to using external evaluation and periodic recertifications.
Features of CoCE centred around skilled medical and multi-disciplinary teams and other resources
such as infrastructure and equipment. More work is required to develop transparent systems and
processes to ensure that centres claiming to be “excellent” can demonstrate that they are
delivering the highest quality care. There were no CoCE identified in the field of stroke recovery

and rehabilitation.

3.7.1 Implication for Practice and Future Research

This review highlights the need for clear criteria that healthcare centres use to identify or establish
a CoCE. The processes used also need to be transparent, so they are easily available for
certification or auditing purposes. The concept of a healthcare centre promoting “excellence” can
also vary depending on different perspectives: patient, systems or funding. There needs to be
clear guidelines that highlight the impact of “excellence” from these perspectives to ensure
transparency, why a centre was nominated as a CoCE, and the monitoring processes used. The
findings from this review will contribute to international efforts to establish CoCE using robust,

transparent criteria and indicators.
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3.7.2 Strengths And Limitations of the Scoping Review

The strengths of the scoping review include the inclusive search strategies (peer-reviewed journals
and grey literature) and stringent review process using two independent reviewers throughout the
process. There is a potential that there may be established CoCE that have not published any
studies or reports, which were not identified in this review. Whilst assistance was sought from an
academic librarian to ensure the search strategies were clear and comprehensive, centres that
describe excellence using different terms and relevant information published in non-indexed
sources may have been missed. This is a particular challenge of this focus of work which straddles

healthcare organisation, clinical practice and academic research.

3.8 Chapter Summary

This chapter summarised how Centres of Clinical Excellence were described in the current literature,
and reported the defining characteristics, selection criteria and processes, and monitoring and
evaluation protocols of a CoCE. The results from the scoping review highlighted a marked variety in
positions for establishing a Centre of Clinical Excellence. Ultimately, there was no literature that
described a Centre of Clinical Excellence in Stroke Recovery and Rehabilitation that was identified
by this scoping review. These findings align with the theme ‘development of a network of Clinical
Centres of Excellence in Stroke Recovery’ highlighted by the International Stroke Recovery and
Rehabilitation Alliance.®* This leads to the current work completed by this expert group on defining
the aspirational criteria and indicators that could be used to conceptualise a CoCE in Stroke Recovery
and Rehabilitation. The use of these criteria and indicators at stroke rehabilitation centres will be
explored in this research. The next chapter will describe the methods and methodology that will be

used to trial these indicators at international stroke rehabilitation centres.
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CHAPTER 4: RESEARCH METHODOLOGY

4.1 Chapter Overview

High-quality research stems from a well-defined theoretical foundation and research
methodology. The theoretical framework underpins the philosophical assumptions and sets the
foundation for the research methods. Following on from the gap in the understanding of the CoCE
identified in the previous two chapters (Chapters 2: Background and 3: Scoping Review), this
chapter comprehensively describes the research position, the underlying paradigm that shaped
the methodological framework, and the methods used, all of which were selected to address the

aims of the research.

This chapter will explore

e The PhD candidate’s research position by considering the ontological and epistemological
stance that serves as the guiding principle for this research.

e The thematic framework that underpins the research questions, the development of the
data collection instruments, the mapping of the data analysis, and the organisation of the
results analysis.

e The methods used to identify, recruit, and the processes to complete the semi-structured
interviews or disseminate the survey (Research Aim 2).

e The ethical considerations involved in the research process, both locally and

internationally, for the participating stroke rehabilitation centres.

Appendix D: Consolidated Framework for Implementation Research Domains and Constructs

Appendix E: Publication co-authored by PhD Candidate: Stockley RC, Walker MF, Alt Murphy M,

et al. Criteria and indicators for centers of clinical excellence in stroke recovery and rehabilitation:
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A global consensus facilitated by ISRRA. Neurorehabilitation and neural repair 2024; 38: 87-98.

Appendix F: Survey Questions (Distributed using Qualtrics)

Appendix G: Ethics Approval Letter

Appendix H: Participant Information Sheet and Consent Form

4.2 Summary of Research Aims, Objectives and Questions

The first part of the thesis was designed to identify, map and synthesise evidence on Centres of
Clinical Excellence using a scoping review (Chapter 3). The second part of the thesis was designed
to trial the criteria and measurable indicators at national and international healthcare centres that

provide stroke rehabilitation services.

The primary research question for this PhD is:

» What were the stroke rehabilitation centres’ perceptions of the criteria and indicators of

the Centres of Clinical Excellence (CoCE) in Stroke Recovery and Rehabilitation?

Table 4.1 below outlines the research aims, research objectives, research questions and the

relevant chapters.
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Table 4.1 Summary of research aims, research objectives, research questions and relevant chapters.

Research Aims

Research Objectives

Research Questions

Chapter

Aim 1: To systematically explore,
synthesise and summarise available

evidence on CoCE.

Aim 2: To map the defining criteria,
selection and monitoring processes
and evaluation protocols used in
the literature when
describing/identifying or

establishing a CoCE.

Objective 1: Describe the defining
criteria, selection processes, and
monitoring and evaluation protocols of
CoCE that have been described in the

published literature.

What CoCE have been described in the
literature?

What are the defining characteristics of
CoCE?

How are CoCE selected or nominated?

What monitoring processes are

employed to remain as CoCE?

Chapter 3: Scoping Review

Aim 3: To trial the published
criteria and measurable indicators
of CoCE in Stroke Recovery and
Rehabilitation at international

stroke rehabilitation centres.

Objective 2: Develop methods to trial the
criteria and indicators of CoCE in stroke
rehabilitation developed by the
International Stroke Recovery and
Rehabilitation Alliance at international

stroke rehabilitation centres.

How can the criteria and indicators of
CoCE in Stroke Recovery and
Rehabilitation be trialled at international

stroke rehabilitation centres?

Chapter 4: Methods and Methodology

Aim 4: To identify data collected for
the CoCE criteria and indicators by
the international rehabilitation

centres.

Objective 3: Trial the criteria and
indicators of CoCE in Stroke Recovery and
Rehabilitation at international stroke
rehabilitation centres

Objective 4: Compare and describe the

data collected across centres from

What evidence do the centres collect

against the criteria and indicators?

Chapter 5: Descriptive Results
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different socioeconomic and geographical

contexts, as well as healthcare models.

Aim 5: To analyse the facilitators
and barriers to identifying and/or
documenting evidence regarding
the criteria and indicators at
international stroke rehabilitation

centres.

Objective 5: Identify and evaluate the
facilitators and barriers encountered
while trialling the criteria and indicators

in stroke rehabilitation centres.

How do the stroke rehabilitation centres
view the criteria and indicators of the
CoCE in Stroke Recovery and
Rehabilitation?

What were the facilitators and barriers
identified by stroke rehabilitation centres
when trialling the criteria and indicators
of CoCE in Stroke Recovery and

Rehabilitation?

Chapter 6: Thematic Analysis

Aim 6: To evaluate the practices
that align with the criteria and
indicators at stroke rehabilitation
centres based in diverse
geographical regions and
employing varying healthcare

funding models.

Objective 6: Examine and discuss the
elements that influenced the trialling and
evaluating process, along with limitations

and recommendations

What elements influenced the data
collection against the indicators at the

stroke rehabilitation centres?

Chapter 7: Discussion

Objective 7: Explore the influence and
impact of using the criteria and indicators

of CoCE in stroke rehabilitation

What drives healthcare centres to seek
recognition as CoCE in stroke

rehabilitation?

Chapter 7: Discussion

Objective 8: Evaluate the implication of
trialling the criteria and indicators at

stroke rehabilitation centres.

How did the trial of the CoCE in stroke
rehabilitation criteria and indicators

impact health service provision?

Chapter 8: Conclusion
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4.3 Methodology

The research framework acts as a philosophical position when designing a study. The study is

described in terms of ontology, epistemology, and axiology, which informs the theoretical

framework.?® This underpins the research methodology and, finally, the research methods used in

this study. Figure 4.1 below outlines the ontology, epistemology, axiology, methodology, and

methods used in this research within a pragmatic worldview.

Ontology
What is out there
to know?

Epistemology
How we know
what we know?

Axiology
What do we
value?

eNature of reality
*Single or multiple
realities

sRealist

*Deductive
(objective) or
inductive
(subjective)
evidence

skvidence-based
practice

* Patient-centred
care

sHealthcare
equity

» Cultural humility

Methodology
How to acquire
the knowledge?

sMixed methods

Methods
What can we use?

*Survey
sSemi-structured
interviews

Figure 4.1 The research framework used in this research, depicting the Ontology, Epistemology, Axiology,
Methodology and Methods.

4.3.1 Pragmatism Worldview

Among the four worldviews (Post-positivism, Constructivism, Participatory, and Pragmatism) that

could be applied to this research, the problem-centred, pluralistic pragmatic worldview, oriented

towards real-world practices and consequences of actions, was selected.'?® 127 This worldview

facilitates inductive and deductive thinking, enabling the use of qualitative and quantitative

methods in a single study guided by a practical and applied research philosophy.?®

Pragmatism can be described as “a theory of the nature of ideas and truth.”12°(PP85) pragmatists

believe that the realities are dynamic and constantly changing and can be viewed from multiple

perspectives, which allows freedom to choose the data collection and analysis methods specific to
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the research questions. Pragmatism can be used to describe the view of research designs,
methods and theoretical models.'3° From the program evaluation perspectives, pragmatic designs
can be used to investigate whether the program works or to examine the perspectives of
important stakeholders, which can be conducted in multiple heterogeneous settings and are very

likely to look at the standard of care.'*°

The pragmatic worldview aligns well with the objectives of this research. The scoping review in
Chapter 3 highlighted knowledge gaps on how Centres of Clinical Excellence (CoCE) are identified,
defined and monitored. Further, Chapter 3 identified the current absence of published literature
regarding CoCE focused on stroke recovery and rehabilitation service delivery. The pragmatic
worldview allowed the PhD candidate to view the problem and solution pluralistically from the
individual, organisation and systems perspectives. Therefore, instead of achieving excellence from
one perspective (i.e., only patient outcomes), the focus was also on the team, research, and
resources perspectives and how this impacted excellence. The pluralist view of multiple realities

informed the research questions, allowing for the analysis of indicators from various perspectives.

4.3.2 Ontological Foundation

Ontology is the study of being or reality with the aim of understanding the types of entities and
their interrelations.'?® The ontological position emphasises the importance of examining the
practical consequences and implications of different philosophical concepts. The philosophical
position of the research influences the researchers' ontological position. Two extreme stances that
were considered are realism (only one truth exists and does not change) and relativism (multiple

realities exist and are dynamic).!3% 132

Within the pragmatic worldview, ontology acknowledges the existence of single and multiple
realities; however, it is often overlooked, thereby only considering the research position from

epistemological and methodological stances.!®3 In a healthcare setting, the researcher's
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ontological position shapes the nature of health and practices, in addition to the researcher’s

experience and viewpoint, which can influence the research findings.

In this research, the quantifiable data and participants’ perceptions, which are shaped by their
beliefs and experiences, were recognised as valuable information to achieve an in-depth
understanding of the criteria and indicators. Aligning this to relativism as the chosen ontological
stance, enabled the PhD candidate to understand centres' varied perspectives and experiences

when trialling these criteria and indicators.126

4.3.3 Epistemological Stance

Epistemology examines the process of knowledge acquisition through iterative, independent and
subjective interpretation.'3! Additionally, it considers how knowledge is built through interactions
with the environment by exploring various theories of knowledge either through a deductive or
inductive approach.'3* In this research, the epistemological stance reflects the pluralist pragmatic
worldview, integrating subjective experience and objective data to address the research questions
effectively, where knowledge is influenced by interactions between people and environments,
shaped by their experience.'?° This research acknowledges the dynamic interplay between
individual experiences and systemic factors. Therefore, the pragmatic approach ensures that
knowledge generation is guided by practice outcomes. It allows for flexibility in methodology and
the inclusion of different perspectives, thereby drawing ideas from both worlds and abandoning

the forced dichotomy between post-positivism and constructivism.2®

4.3.4 Axiological Stance

Axiology, the study of the nature of value, encompasses both biased and unbiased perspectives
within the pragmatist worldview.1?® 13> These values underpinned the development of the
research questions and methodology used in the research. Axiological stance questions

researchers’ and participants’ personal values and the values embedded in the community or
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culture. Additionally, axiology enforces transparency in the value and acknowledges the role of

ethics.126:136

In this research, the axiology was rooted in the principles of patient-centred care, healthcare
equity, cultural humility and evidence-based practice. These were incorporated through the
guestions in the semi-structured interviews where the participants’ perception and views of the
criteria and indicators, and relevancy, adaptability and applicability to their stroke rehabilitation

service were explored.

4.4 Theoretical Framework

While the research framework acted as a philosophical position when developing the study design,
the theoretical frameworks provided a basis for guiding, understanding, and analysing the
processes and rationale underpinning the research.'3” 138 As this research was designed to trial the
criteria and indicators at international stroke rehabilitation centres, the implementation
frameworks were considered as the theoretical framework suitable for this research. The
frameworks for implementation science could be categorised into determinant frameworks,

process models, implementation theories, classic theories and evaluation frameworks.'3°

In line with the research aim, the determinant frameworks were best suited to identify,
understand, and explain what influences implementation outcomes (for example, the participants’
perceptions, facilitators, and barriers).'3° The three commonly used determinant frameworks in
health sciences were considered for this research: the Theoretical Domains Framework (TDF),
Promoting Action on Research Implementation in Health Services (PARIHS), and Consolidated

Framework for Implementation Research (CFIR).

The TDF is an integrative framework developed by Cane, O’Connor and Michie!%? based on the

behaviour change theory, which is influenced by cognitive, emotional, and social aspects of
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behaviour and readiness for change. While this framework is beneficial when assessing behaviour
change, it encompasses many domains and constructs (the revised version included 84 constructs
in 14 domains).49 A limitation of this framework for the current research project is that the TDF
does not consider the external factors that impact the implementation process (for example,
systems and processes).}*! Comparatively, the PARIHS, originally developed by Kitson, Harvey and
McCormack#? was developed for a healthcare setting and has elements (evidence, context and
facilitation) designed to capture the complexities around the implementation process. The aim of
this framework is to promote action through research translation into practice. However, there is
a limited focus on individual behaviour change (when compared to TDF).1*! While the TDF explores
behaviour change, the primary outcome for PARIHS was the success of the research

implementation.

CFIR is a comprehensive framework developed by Damschroder et al.'*3 144 using the common
constructs from 19 published implementation theories. The CFIR can guide the implementation
process across multiple settings, with the option of using some or all the domains or constructs.
While CFIR considers the five domains that influence the implementation process, it does not
provide guidance on how to implement the innovation.'*!* Nevertheless, this framework best fits
this research as it is adaptable and explores the elements from individual, organisational, and
systems perspectives. Within the healthcare system, CFIR is frequently used to explore various
implementation processes in areas of patient-centred care, healthcare delivery, disease
management, health-related topics, healthcare systems and quality improvement.** Studies have
evaluated the applicability and usefulness of the CFIR as an implementation framework for clinical
practice guidelines in nursing practice and concluded that the framework was helpful during the
development of the data collection tool and the analysis of the qualitative data. However, it can

be limited and could be supplemented with other tools.'*® Additionally, CFIR can be used to
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distinguish the facilitators and barriers that influenced the implementation process.#’

While the TDF, PARIHS, or CFIR could be suitable, the PhD candidate considered that CFIR had the
‘best fit” when the research aims and questions were considered, due to its capacity to explore the

success of innovation.138 139

4.4.1 Consolidated Framework for Implementation Research

This research used the CFIR to develop the research questions and data collection tool (survey and
semi-structured interview questions). The CFIR framework has five domains and 39 constructs that
provide a pragmatic framework to map and seek information on the usability of the indicators.*4*
Each domain has been presented in bold, along with a definition and description of how the

domain applies to the research, as described below:

e Intervention Characteristics could impact implementation success and are evaluated using
perceived internal or external origin, evidence quality and strength, relative advantages,
adaptability, trialability, complexity, design quality, presentation, and cost.'*3

o Inthis research, intervention characteristics encompassed clinicians’ perceptions of
the evidence underpinning the criteria and measurable indicators, their views on
the design, adaptability and suitability, and overall feedback on the criteria and

indicators.

e OQOuter Setting refers to any external factors that influence implementation and are
described using patient needs and resources, cosmopolitanism, peer pressure and external
policies and incentives.'*

o Inthis research, the external factors were the healthcare models and external

health policies and guidelines relevant to using the indicators.
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e Inner Setting comprises challenges or opportunities that arise from within the
implementing organisation that impact the implementation. This can be evaluated using

structural characteristics, networks and communications, culture and implementation

climate.1®3

o Inthis research, the Inner Settings that impacted the trial process were the

readiness of the clinicians/healthcare centre to gather evidence/data and resource

availability.

e Individual Characteristics are the Individual beliefs and attributes that impact
implementation. Thess can be appraised using knowledge and beliefs about the
intervention, self-efficacy, individual stage of change, individual identification with the
organisation and other personal attributes.3

o This research was designed to gather evidence from an organisational perspective
rather than the perspectives of individuals, so this domain was not represented as

strongly as other domains.

e Process of Implementation (or innovation process) is the appraisal of stages of
implementation such as planning, engaging, executing, reflecting and evaluating.143
o Inthis research, the processes used to trial and evaluate the indicators and the
strategies used to obtain the evidence for the criteria and indicators were

evaluated.

The types of questions that were developed for the semi-structured interview, guided by CFIR, are
listed below under each domain. These questions were used to initiate the interview, and based

on the responses provided by participants, follow-up questions were asked:
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Intervention Characteristic Domain

» What are your thoughts on these indicators?

» Would you like any clarification on any of the indicators?

» What does [indicator] mean to you?

» How well are these indicators integrated into practice?

» Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that should be included for your site/health services?

» Are there any indicators listed above that you think should not be included when

measuring the delivery of outstanding rehabilitation and optimal outcomes?

Outer Setting Domain

» How are the criteria and indicators adaptable to your healthcare model?

» What is missing from the indicator that is relevant to health service/model/country?

» What are your thoughts on how well your centres have achieved the indicator compared to
other centres/countries or areas?

» Would identifying as a CoCE change/impact service delivery?

Inner Setting Domain

» How does trialling the indicators impact your record-keeping?
» Was it difficult to collect evidence or meet the indicators?

» What are the systems/procedures used to consistently measure and retain the indicators?

Individual Characteristics Domain

» Did you have any issues with the trialling process?

» What types of evidence would you like to see be considered for each of the indicators?
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Implementation Process Domain

» Do these indicators fit your rehabilitation service?

» What type of data is collected?

» How is the data collected?

» Are there any facilitators or barriers to collecting this information?

» Exploring barriers/rationale if the indicators are not met or partially met .

4.5 Mixed-Method Approach

Guided by the theoretical framework and based on the pluralistic pragmatism worldview
mentioned above, the mixed-method approach is the most suitable method for this research. This
worldview acknowledges that this research is multifaceted, with the focus on the consequences of
the research, allowing the use of multiple methods of data collection.'?® The research questions

were explored using quantitative and qualitative strands, allowing for a more complete analysis.'#®

Creswell and Clark!* described six major mixed-method research designs: embedded design,
explanatory sequential design, convergent parallel design, exploratory sequential design,
transformative design, and multiphase design. The mixed-method approaches are determined
based on the level of interactions (independent or interactive), the priorities of the strands (
guantitative, qualitative or equal), the timing of the strands (sequential, concurrent or multiphase
combination) and the procedure to mix the strands (mixing at the level of design, data collection,
data analysis or data interpretation).'*® The process used to select the most suitable mixed-

method approach was determined using the following criteria below (Figure 4.2).1%8
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\/

Where does the
interaction

between
quantitative and
qualitative strands
occur?

\/

What are the

priorities of each
strand?

\/

When are the data

collected and how
it is used?

\/

How the strands
are mixed?

\/

In this research, the
interaction occurred during
the data collection stage
through the survey and semi-
structured interviews. Both
guantitative and qualitative
strands were conducted
concurrently.

The research placed greater
priority on the qualitative
strand over the quantitative
strand.

This research employed
concurrent timing, where both
the qualitative and
quantitative strands were
implemented in a single phase
of the research.

In this research, the strands
were mixed at the design level
using embedded mixing, where
the supplemental quantitative
strands were embedded within

the larger qualitative strand.

Figure 4.2 The process of selecting the most suitable method for this research.

Based on the selection process above, this research adopted a concurrent embedded mixed-

method approach to trial and evaluate the indicators in centres that provided stroke
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rehabilitation.'?® Both the qualitative and quantitative data were collected and analysed
concurrently, with the qualitative strand adding more depth to the responses received. This
approach aligns with a pragmatic worldview, allowing for a comprehensive understanding of

indicators’ fit within centre priorities, usability and relevance to healthcare models.

4.6 Methods

Research methodology and approaches determine the methods used in this research. This section
outlines the centre and participant selection, data collection procedures and data analysis

techniques. Figure 4.3 below outlines the method used in this research.
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Literature review
(Chapter 3)

Scoping Review

Research Tools
Development
(Section 4.6.2)

Created and piloted data
Finalising Indicators with ISRRA expert working group collection tools for survey and
semi-structured interviews

Ethics Submission
(Section 4.7)

Initial ethics submission to Flinders University

Recruitment
(Section 4.6.3)

Centre recruitment

Refer to
Stakeholder Figure 4.6 for
Engagement Semi-structured interview Survey — » detailed
(Section 4.6.4) recruitment
processes

Further centre-specific ethics
application (if required)

Data Collection
(Section 4.8)

Trialling of the criteria and
indicators at stroke Dissemination of survey
rehabilitation centres

Data Analysis
(Section 4.9)

Transcription of interviews Downloaded from
into Microsoft Word for Qualtrics into Microsoft
analysis Excel for analysis

4.6.1

Descriptive Analysis &
Thematic analysis using Descriptive analysis
Framework Analysis method

Figure 4.3 Overview of research methods.

Indicators

This section describes the PhD candidate's involvement in the development of the indicators,

which was led by the PhD candidate’s supervisors. The criteria and measurable indicators of CoCE

in Stroke Recovery and Rehabilitation were developed by an international expert working group

with consultation with consumer groups prior to centre recruitment. The PhD candidate joined the

expert working group after the seven criteria were developed and had a key role in developing and

refining the measurable indicators for each criterion (See publication co-authored by PhD
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candidate, Appendix E). This publication discussed the finalised criteria and indicator development

processes used in this research. The indicators are also listed and described in Chapter 5: Results.

The PhD candidate was involved in the design and dissemination of a survey led by her supervisors
that was designed to collect information from the ISRRA expert group of researchers and
clinicians, and a separate aphasia friendly survey for consumers. The purpose of these surveys was
to identify the elements that defined each criterion. When responses were received, the PhD
candidate and supervisors inductively analysed the responses to derive the common themes that
were to be included as indicators under each criterion.® Multiple iterations of coding, indicator
generation and sorting indicators within criteria were completed to reduce duplication between
indicators, and to maximise clarity. Once completed, the indicators were circulated to the wider
ISRRA group for consultation and were finalised to be used in PhD candidate’s research. A detailed
method for developing the indicators has been published.? Generation of the indicators for the
criteria of CoCE in Stroke Recovery and Rehabilitation is the only component of the research
presented in this thesis that the PhD candidate did not lead, but was actively involved throughout

the process.

4.6.2 Research Instruments and Resources

This section describes the development of tools and resources used in this research to trial the
indicators at international rehabilitation centres. Once the indicators were approved by the ISRRA
expert group, the final version was translated into Chinese using approved and accredited
translator service. This was to improve the usability of the indicators to ensure that appropriate
data were collected. The language gap was identified during the initial recruitment process when
the indicators were discussed with ISRRA researchers from China. The researchers from other
countries with English as their secondary language favoured using the English version of the
indicators.
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The indicators were evaluated in two ways, with each consenting centre indicating whether they
preferred to participate by completing a survey or a series of in-depth semi-structured interviews.
While it was anticipated that the interviews would yield more detailed information, the PhD
candidate considered that a survey might be more appealing to resource and time-poor centres
because it was less time-consuming, thereby facilitating the inclusion of centres from different

global regions.

4.6.2.1 Survey

A survey instrument was developed in Microsoft Word to systematically collect information on
each criterion and the associated indicators. Questions were designed to capture detailed
information for each indicator and were framed by the CFIR domains, namely features of the
criteria and indicators (innovation), Inner Setting, Outer Setting, processes used to trial the criteria
and indicators, and characteristics of the individuals (as described in Section 4.5: Theoretical
Framework). The survey comprised closed- and open-ended questions to aid comprehensive
responses to the questions. The closed responses required the participants to respond ‘Yes’ or
‘No’ regarding whether they collected information on the indicators. If the participants responded
‘Yes’, they were asked open-ended questions about what information was collected (Figure 4.4
below). The survey was uploaded into Qualtrics'*°, and the skip logic option was used to ensure
that relevant questions were asked for each centre (responses to previous questions were used to
guide subsequent questions). This also reduced the burden on participants. Participants were also
asked to indicate and explain if specific indicators were deemed relevant or not relevant for each

criterion.
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Optimal Outcomes
1. Do you routinely collect information on

FPatient outcomes

Clinical/physiological measures
Patient-reported outcomes
Patient-reported experience
Self-management skills

o Yes

o MNo

If yes, what information do you routinely collect

Clinical/physiological measures

Patient reported outcomes

Patient reported experience

Self-management skills

Figure 4.4 Example from the survey instrument.

Five allied health professionals from Australia pilot-tested the survey tool to ensure the survey
questions' clarity, comprehensibility, and appropriateness. Based on the feedback, minor edits
were made, and the survey was deemed ready for distribution. Formal data on inter-rater
agreement were not collected during the pilot phase, as the pilot phase aimed to refine language
and format, rather than assess scoring consistency. Participants were emailed a survey link
connected to a landing page that presented detailed information about the research. Participants
needed to consent to participate for the survey questions to be presented. The survey took up to

45 minutes to complete. The full survey is included in Appendix F.

4.6.2.2 Semi-structured interview questions for in-depth evaluation

There are many forms of research interviews, and selecting the types of interviews to be used in a

research project will depend on the amount of information required from the participant.t>!
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Structured interviews can be used to ask all respondents the same questions to reduce bias.*>! In
contrast, unstructured interviews use an informal style of questioning, with the phrasing of
questions varying for each respondent and more flexible follow-up questions from the
interviewer.>! Semi-structured interviews are mid-way between these two styles and are
commonly used in social sciences.'® 132 In semi-structured interviews, the interviewer usually has
an interview guide comprising a list of open-ended questions to cover during the interview. The
interviewer has the flexibility to explore specific topics in response to the interviewee’s answers,

for instance, by asking probing questions for more detail or seeking clarification.1>% 153, 154 155

Based on this research’s objectives and research questions, semi-structured interviews were
deemed suitable as they promoted flexibility for the PhD candidate to explore the participants’
answers further and to vary the questioning style based on the centre’s preference. This method
of data collection was also used to explore and understand the participant’s views and perceptions
of the criteria and indicators of CoCE in Stroke Recovery and Rehabilitation. The semi-structured
interview questions were developed, guided by the CFIR domains explained above in Section 4.4.1.
The questions were designed to explore the integration of indicators into the centre’s practice and
participants' perceptions and experiences of collecting evidence against the indicators. Figure 4.5
below illustrates the types of questions that were asked for each indicator, each criterion and at
the end of the trial period, which was during the final scheduled interview session with the

interviewed centres.
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How well are these indicators integrated into

(

,L For each criterion

practice?

Were there any barriers to collecting this
data?

Are there other indicators reflecting this
criterion that are relevant to your centre and
should be included?

Are any of the listed indicators reflecting this
criterion that are not relevant to your centre

A\ 4

and should not be included?

How is the data collected?

v

N

Questions
(Semi-
structured
Interviews)

-

For each indicator

v

\.

Systems/procedures used to measure and
retain indicators?

Are there data/evidence collected against
the indicator?

> What type of data is collected?

Feedback on Indicators

{

LAt conclusion of trial

\ A

Justifications if the indicators are not met or
partially met

Justification on why would like to identify as
CoCE in stroke recovery and rehabilitation

Suitability for healthcare services/ models

Would identifying as CoCE change/ impact

A 4

service delivery

Perceptions on if centres met criteria

compared to other centres/countries

Figure 4.5 List of semi-structured interview questions for each criterion, each indicator, and at the
conclusion of the trial.
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4.6.3 Recruitment Process

Centres that provided stroke rehabilitation were recruited to participate in the survey or in-depth
semi-structured interview evaluations. Following the recruitment of the centres, individuals
working within the centres were recruited to participate in the research. The recruitment process

is summarised in Figure 4.6 below.

Centre Key

it Coordinator Representatives

Send survey to

Survey

participants

Choose either...

Correspend with
research team and
other participants

Semi-structured
Interview

Select Key
Representatives

Figure 4.6 Centre recruitment process to participate in the survey or semi-structured interview.

4.6.3.1 Centre recruitment

While the indicators were being finalised, the PhD candidate designed the proposed research
methods for trialling the indicators at stroke rehabilitation centres and presented these to the
ISRRA expert group. This included information on the research aims, consent, processes involved
in participating in the survey and interview, centre selection criteria, the anticipated time
requirement, and the ethics process. The ISRRA expert group members were asked to nominate
centres that would like to participate in the research, either in the survey or interview. A reminder

email was sent out one month later.
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The centre selection criteria included:

» Need to provide stroke rehabilitation services to stroke survivors.

» Centres can be stand-alone stroke rehabilitation centres or centres that include stroke
rehabilitation in a rehabilitation unit.

» Representation from low, middle and high-income countries.

» Representation from metropolitan and regional/rural centres.

» Representation with centres using different healthcare funding models.

Expert working group members were asked to email the PhD candidate with details of potential
stroke rehabilitation centres that were interested in participating and a nominated contact person
within the specific centre. In some (but not all) cases, the contact person was the expert working
group member. The PhD candidate collated responses from the expert working group and met
with supervisors to finalise the centres based on the selection criteria. Twenty centres were
nominated to participate in the research, and 16 centres met the criteria and agreed to participate
(one centre did not provide stroke rehabilitation, and the other three did not consent). From the
16 centres, only 12 were included in this thesis as ethics were not approved until after the cut-off

date for this thesis (this will be explored in the next chapter — Chapter 5: Results).

The centres were purposively selected to include those from low-, middle-, and high-income
countries, from different geographical regions with different national languages, and healthcare
funding models (fee-for-service vs. universal healthcare vs. mixed model). In addition, a Regional
Australian centre providing healthcare to a large Indigenous population was strategically recruited

to trial and evaluate the measurable indicators from cultural perspectives.

4.6.4 Stakeholder Engagement

4.6.4.1 Semi-structured interview
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Following centre selection, an initial email was sent to the relevant contact person (Figure 4.6
above), who were either expert working group members or nominated by the expert working
group. The email explained the research aims and included an invitation to set up the first meeting
with the PhD candidate and her principal supervisor over Microsoft Teams. The agenda of the first
meeting covered explaining the research, discussing ethics requirements for the centre (whether
local ethic approvals were required), and nominating participants (multidisciplinary team
healthcare professionals/team leaders/program managers) and the ‘key representative’ from the

centre.

The role of the key representative was to liaise between the research team and the participants
from the centre. The key representative was selected on the premise that they work in the stroke
rehabilitation service, were interested in participating in the study and had the required resources
(e.g., were able to participate in 1:1 training and support sessions for the duration of the study,

had working internet, allocated project time within their role).

4.6.4.2 Survey
For the survey, the PhD candidate emailed the key representative nominated by the ISRRA expert

group member to advise that the stroke rehabilitation centre had been nominated to participate
in the research. The key representatives were invited to discuss the study aims, ethics
requirements, and anticipated time requirements over email. Then, the key representative was
asked to consult their teams, and if the centre agreed to participate, the key representative was
asked to contact the PhD candidate for further information on the processes to participate in the
survey. A follow-up email was sent to the key representative one week later as a reminder. Once
the participation was confirmed and the ethics requirements met (if needed), the PhD candidate
emailed the survey link (and QR code) to the key representative with a request for the survey to

be disseminated to the clinicians/program managers/team leaders in their cohort to be completed
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and the anticipated survey close date.

4.7 Ethics approval

This research was classed as low risk, and ethics approval was received prior to the

commencement of this research from:

» The Southern Adelaide Clinical Human Research Ethics Committee (SAC-HREC) via Flinders
University (Project number: 5776)

» Southern Adelaide Local Health Network (Office for Research number: 112.23)

Additionally, the PhD Candidate assisted the interviewed centres that required further ethics
approval and/or local research governance to uphold the centre’s research requirement. The PhD
candidate assisted with ethics applications for the centres in Singapore, Malaysia and Regional
Australia. The centres in Singapore required the PhD candidate to complete courses to gain
certification before submitting the ethics application. The Regional Australian centre required
regional governance approval before applying for regional ethics. The centre in Malaysia required
identity clearance from the PhD candidate and all the supervisors as part of the ethics application.
The processes to gain ethics approval at these centres were extensive, which delayed data
collection from all three countries. Therefore, only the data from Regional Australia (out of three
that required ethics) was included in this thesis, as data collection was completed before the due
date for the thesis write-up. Centres in Sweden, Metropolitan Australia, and China deemed the
research to be a quality improvement project and did not require ethics approvals. Refer to

Appendix G for the Ethics Approval letter from SAC-HREC.

4.8 Data Collection Process

4.8.1.1 Survey

The survey was formatted and disseminated using the Qualtrics platform and was open for four
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weeks. Key representative(s) from the participating centres were sent a QR code or a link via email
to complete the survey. The key representative(s) were asked to complete one survey per centre.
However, some centres completed one survey per service (inpatient versus outpatient).
Additionally, the key representative could also complete the survey on behalf of the stroke
rehabilitation centre. There was no pre-specified number of participants per centre as the
participants were asked to collaborate with their teams when completing the survey. An email
reminder to complete the survey was sent in Weeks 2 and 3. To ensure the survey completion
rate, a hard copy of the survey was also made available to centres that requested it. Survey

response data were exported from Qualtrics into Microsoft Excel for analysis.

4.8.1.2 Semi-structured interviews

Semi-structured interviews were conducted to gather information from the centres. Each centre
had a designated key representative responsible for liaising between the researcher and local
participants (i.e. the rehabilitation clinicians, managers, and/or team leaders). The local

participants were invited to participate in the interview sessions.

All interviews were completed remotely over Microsoft Teams with participants from each centre,
and were audio recorded using the recording function in Microsoft Teams. The semi-structured
interview data was transcribed into Microsoft Word using the Microsoft Teams recording and

transcription option, and field notes were taken by the PhD candidate.

Information on the criteria and indicators was collected over four subsequent interviews. The
structure of the interviews differed slightly between centres to accommodate local processes and
preferences. For example, some centres sent through the completed information prior to the
scheduled interview and discussed what they had documented during the interview, whereas
other centres discussed the indicators at the interview, sometimes sending through the discussed

information after the scheduled interview. Semi-structured interviews were conducted with either
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individual participants or small groups, depending on site preferences and availability. Two centres
opted for individual participants (however, participants collaborated with their teams and
recorded the responses before the interview), while others participated in group interviews. When
group interviews were conducted, the same participants attended the interviews each time. Table
4.2 outlines the timeline and interview aims for the centres. Refer to Figure 4.5 above for a

summary of the semi-structured interview questions.
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Table 4.2 Outlines the aims for each interview session for interviewed centres.

Interview

Anticipated time

requirement

What is covered in each scheduled interview

Interview 1

~ 30 minutes

An initial interview was set up between the centre’s key
representatives and the PhD Candidate. The consent form was
explained (see Appendix H)and signed, and preliminary data
(background information) was collected. Then, the centre was
orientated to the seven criteria and the indicators. The data
collection and recording method and the type of data the PhD
Candidate was seeking were also discussed. Criterion 1 was
emailed to participants and asked to document any evidence of
individual indicators for discussion at the next scheduled

interview.

Interview 2

~ 60 minutes

Discussed indicators in Criterion 1. Additional questions on the
views of the criterion were asked at the end. The participants
were orientated to Criteria 2 and 3. Any feedback or queries

from the previous interview were resolved.

Interview 3

~ 60 minutes

Discussed each indicator in Criteria 2 and 3. Additional questions
on the views of each criterion were asked at the end. The
participants were orientated to Criteria 4 to 7. Any feedback or

gueries from the previous interview were resolved.

Interview 4

~ 90 minutes

Discussed each indicator in Criteria 4 to 7. Additional questions
on the views of each criterion were asked at the end. Any

feedback or queries from the previous interview were resolved.
Participants were asked the post-trial questions as illustrated in

Figure 4.5.

The PhD candidate provided ongoing 1:1 support to the key representatives and participants over

Microsoft Teams for the trial duration. Support entailed discussing the indicators and resolving any
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issues or ambiguity in evidence-seeking, data collection, and/or recording. Additional Microsoft
Teams meetings were scheduled if requested by the participating centre or if further information

sessions were required. Field notes were recorded during and after each weekly interview session.

4.9 Data Analysis

The centres are not identified in the results to preserve anonymity. However, the results were

reported by the country that participated.

4.9.1 Descriptive Data

The quantitative data collected for this research included centre demographics information and
the dichotomous responses (yes/no) from both the survey and semi-structured interviews
regarding whether data were collected on the indicators. The data were collated and descriptively
analysed to summarise key findings. The demographic data offer insight into the centre’s general
characteristics. The dichotomous responses were summarised and presented under each relevant
indicator and criterion, allowing for comparison between centres. The results are tabulated and

reported in detail in Chapter 5: Descriptive Results.

4.9.2 Thematic Analysis using Framework Analysis

The qualitative data from the semi-structured interviews were rigorously analysed to identify
themes and patterns using Framework Analysis (explained in detail in the next section). This is a
systematic and structured method for organising and interpreting qualitative data, involving

several steps, each with a distinct function.

The Framework Analysis approach was initially developed in the social policy research domain to
understand complex behaviours and systems.?>® Framework Analysis is a very flexible tool that is
not aligned with a particular epistemological, philosophical or theoretical approach and is neither

inductive nor deductive when used for thematic analysis, which is useful for this research that sits
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along this continuum.*>” The ‘framework’ involves numerous interconnected stages (Figure 4.7
below), each with a distinct function. Data management comprises four stages: familiarisation
with the data, developing a coding framework, coding and charting. These four stages frequently
occur iteratively, with the coding system being refined as the researcher becomes more familiar
with the data and codes more data to the framework. Data interpretation involves mapping and

interpreting the data, subsequently developing the themes.

Framework Analysis was selected for use in this research as the commonalities and differences
needed to be analysed before focusing on relationships between the data, therefore seeking to
draw descriptive and/or explanatory conclusions clustered around themes.'>’ Additionally,
framework analysis allows for a more nuanced understanding of how participants interpreted and
engaged with indicators without being overly constrained by existing categories, enabling themes
to emerge organically from the data while still allowing for structured mapping to CFIR constructs.
In this research, the findings of the qualitative analysis were presented in a comprehensive and
structured manner. Each theme and sub-theme were described in detail, supported by quotes
from the interview transcripts. The framework analysis process was tabulated and included in the

results in Chapter 6: Thematic Analysis.
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FAMILIARISATION WITH
DATA
DEVELOPING A CODING
FRAMEWORK
DATA
MANAGEMENT
CODING
CHARTING
DATA
( INTERPRETATION

* Mapping and Interpretation

Figure 4.7 Summary of stages of the Framework Analysis method.

Familiarisation

Familiarisation involves listening to audio recordings, reading transcripts, and studying field notes
to get to know the data.'®’ This was completed by the PhD candidate who transcribed the semi-
structured interview recordings by reviewing the audio recordings, the field notes, and other
information sent by centres outside the interview schedule. As the PhD candidate assumed
responsibility for facilitating all the interviews and taking all the notes, it was easier to familiarise
with the data at this stage. Additionally, conceptualising the thematic framework was a flow-on

progression.1°®

When all the transcripts, field notes and additional information were collated for each centre, the
PhD candidate reviewed the interview transcripts and audio recordings multiple times to become
familiar with the data and gain an understanding of the content. The field notes were also

included in the transcripts.
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Developing a coding framework

During the familiarisation process, initial attempts were made to identify key issues, concepts,
themes, and sub-themes. The themes were framed from three perspectives: pre-existing

knowledge, participant responses, and patterns from the responses.'*®

In this research, the PhD candidate analysed the responses from the transcripts and field notes to
develop the initial theme or concept by grouping the facilitators, barriers, and perceptions of the
indicators. Initial concepts were grouped into “a particular theme” while familiarising with the
data. This was frequently updated as new concepts were established during this process. Each
centre was analysed and tabulated independently until the final stage of mapping and

interpretation.

Codin

The coding process involves the thematic framework or index being systematically applied to the
data in its textual form.%® In this research, once the framework was developed, the next step was
to develop the codes by assigning the responses to further themes and sub-themes. Some
responses were identified as requiring multiple codes as different concepts were discussed within
a single interview response. The codes from Criterion 1 were cross-checked with the supervisors to

ensure they were applicable and relatable to the theme.

Charting

The final step in the data management stage was charting. The charts were developed with
headings and subheadings drawn from the thematic framework, from a priori research questions,

or with considerations on how best to present and write up the study.>®

In this research, following the coding stage, responses were charted into different tables according
to the research question, with the final version of the table shown below (Table 4.3). Each

response was given a code mapped to the CFIR framework—categorised by the domains and
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constructs. The principal supervisor cross-checked codes mapped to the CFIR domains and
constructs to ensure there was agreement and consistency in mapping methods. Any differences

were resolved with discussions. The table below portrays the table used in the charting stage.

Table 4.3 Example of the table in the Charting stage.

Participating Quote from participants to Theme Codes CFIR domains and
centres for semi- describe how the indicators constructs
structured were integrated into practice

interviews

Mapping and Interpretation

Data interpretation was the final stage in the overall process. This stage involved mapping and
interpreting the patterns and forming conclusions from the data. In this stage, similarities and

differences between centres were identified. More codes are developed to aid the process.*>®

Table 4.4 below shows the final version of the data mapping used to explain and discuss the
developed themes. The themes were compared and contrasted between the centres to identify
the common patterns and main themes. The themes were discussed in relation to the CFIR
framework and its applicability to the research. These themes were developed from the responses

of the perceptions, barriers and facilitators related to the indicators and criteria.

Table 4.4 Example of the final table used in the mapping stage.

How are the indicators integrated into What are the facilitators and barriers to

practice? achieving the indicators?

The strength of using framework analysis was the dynamic process that allowed ideas to be
reconsidered and reworked in the analytical process as the processes were documented.® The
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results from the qualitative data are presented to answer the research questions in Chapter 6:

Thematic Analysis.

4.9.3 Data Integration

This research used a concurrent embedded mixed method approach to analyse both qualitative
and quantitative data concurrently and answer the research questions comprehensively.
Integrating qualitative and quantitative data allowed for a multifaceted examination of the
indicators in stroke rehabilitation centres. Data from individual centres were analysed, compared,
and contrasted to other centres. In Chapter 5: (Descriptive Results), data from both strands were
visually presented to show the comparison between the centres. Following this, the data from the
semi-structured qualitative strand were coded using the Framework Analysis (as described above)
and mapped to the CFIR domains and constructs in Chapter 6 (Thematic Analysis). Both the

strands were triangulated and discussed in Chapter 7: Discussion.

4.10 Limitations

There are limitations to the mixed method approach that can impact this research. While effective
in collecting data for individual indicators, the quantitative strand with survey and semi-structured
interview data lacked sufficient depth to provide a complete picture of how the indicators fit in
the individual, organisation and system perspectives. However, this approach effectively collected
data for individual indicators for analysis and comparison purposes. To complement this approach,
the qualitative strand from semi-structured interviews provided in-depth data on participants’
perceptions that can be used for thematic analysis. The downside of using a semi-structured
interview is the impact on the rigour due to loss of naturalness in responses and lack of

homogeneity with the questioning.
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4.11 Chapter Summary

This chapter provides an overview of the research methodology that guided this research, drawing
on different approaches to answer the research questions effectively. This research adopted the
concurrent embedded mixed methods approach, integrating qualitative and quantitative strands
to provide a holistic understanding of the research topic. Additionally, the rationale for using the
chosen theoretical frameworks has been explored with a detailed description of how they
informed the methods used in this research and will be used to code the themes during the data

analysis process. The next two chapters will report on the findings of this research.
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CHAPTER 5: DESCRIPTIVE RESULTS

5.1 Chapter Overview

The findings from this research are reported across two chapters: Chapters 5 and 6. The findings
discussed in this chapter will outline and explore the descriptive responses from the survey and
semi-structured interviews, including whether evidence against the indicators was collected.
Chapter 6 will focus on the outcomes from the thematic analysis of the semi-structured
interviews. The findings in this chapter have been reported under each criterion of the Centres of
Clinical Excellence (CoCE). The findings were reported within each criterion under the individual
sub-indicators, indicators, or categories. This is to ensure the findings are presented cohesively

and succinctly and to avoid repetition.

Chapter outline

» Summary of centres

Criterion 1: Optimal Outcomes
Criterion 2: Research Culture
Criterion 3: Interprofessional Working
Criterion 4: Knowledge Exchange
Criterion 5: Leadership

Criterion 6: Education

Criterion 7: Advocacy

YV V. .V V V V V V

Chapter Summary

The research question addressed in this chapter was

» What evidence do the centres collect against the criteria and indicators?

Appendix I: Transcribed interview responses from the semi-structured interviews

95



Recap from the previous chapter: Summary of data collection and data coding in the tables.

The surveyed and interviewed centres were asked if the data on the measurable indicators were
routinely collected and the type and frequency of data collected. The survey responses were
binary (yes or no). If the response was ‘yes’, further information on the type of data collected was
ascertained using free text. The interviews consisted of open-ended questions to allow

participants to elaborate on the indicators and provide feedback. The responses were coded as:

v Participants from the centres answered yes or responded that they collected data

against the indicator and were able to describe the data collected.

J* Participants from the centres responded ‘Yes’ to the questions but did not provide

an explanation or if the explanation was irrelevant to the questions.

X Participants from the centre responded no or that they do not collect data against

the indicator.
‘Partial’  When participants from the centre did not collect data on all the sub-indicators.

The terms criterion, category, indicator, and sub-indicator throughout this chapter will be depicted

as the example in Figure 5.1.

Criterion Category Indicator Sub-Indicator

Criterion 1 H Optimal OQutcomes }— Patient Outcomes Clinical/ Physiological
measures

Figure 5.1 Example of Criterion, Category, Indicator and Sub-Indicator.
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5.2 Summary of Each Centre

Surveys were completed by centres in Chile, Denmark, India (two centres), Ghana, the United
Kingdom and Singapore (pending ethics approval for interview, however, was able to participate in
survey). Interviews were completed with Australia (two centres), China (two centres) and Sweden.

Table 5.1 presents an overview of the centres.

In total, 67% (n=8) of the centres were based in metropolitan areas (>100 000 people), 25% (n=3)
were based in regional and rural areas (between 5000 to 100 000 people), and one centre was
based in a remote area (<5000 people). It is worth noting that the terms regional and rural do
differ between countries. Therefore, the participants were given an estimated population to refer
to when responding to this question. The geographical area and population size were defined

using the Rural, Remote and Metropolitan Area classifications.?>®

All 12 centres provided inpatient rehabilitation services, and with the exception of the centre from
Denmark, all centres also provided outpatient rehabilitation services. Only three (25%) centres
provided rehabilitation services in the home. All centres had Physiotherapists and Registered
Nurses involved in their service, with most centres (n=11, 92%) providing Occupational Therapy
and Speech Therapy. Only five (39%) centres have a Social Worker involved in their services. All
the centres had at least one medical professional (rehabilitation physician, neurologist and/or
general practitioner) supporting their rehabilitation services. Seven (58%) centres had a

psychologist's input, and some centres reported neuropsychologist care.
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Table 5.1 Summary of Centre (Location), Types of rehabilitation services provided, Core team members and other disciplines involved.

Type of services

Core team members

c - ] 7]
S - g .E = g - S '3 © - g dh.) k71 g
I c S o v P 'E R - 9 C K] < — =
Centre (Location) s 8| 28| BE 5 [cpps & ® 5 g 2 AR s -25 o & 3
EZ | B5| 22| £ (53| 8 |22 £ |8e| 85| £ | 2| 3|2 2
a2 | &8 | 35 Q 2 2 5 @ 6| o S8 o< 1] ] = < °
£ c 3 c © S @ £ O ] g [ SE| 5w o o ‘S > ]
| Oaw | £* = o 0| Z al 2 |8 e ) o a £
(3 € | g o < 2 ) s
Survey
Chile (Metropolitan) v v v v v v v v v v v v Neuropsychologist
Denmark (Remote) v v v v v v v v Neuropsychologist
Ghana (Metropolitan) v v v v v v
India (Metropolitan) v v v v v v v v v
India (Regional) v v v v v v v v v v v
Singapore
gapore v | v v v | v Vi v | v | v |V v
(Metropolitan)
Trainee and Assistant
Practitioners, Assistant
. . Psychologist, Orthotics,
United Kingdom v v v v v v v v v v Orthoptist, Dietitian,
Stroke Specialist Nurse
(Trust)
Interview
Australia Neuropsychologist, PT.
. v v v v v v v v v v v and OT AHA, Pharmacist
(Metropolitan) L .
and Geriatric Medicine.
Australia (Regional) v v v v v v v v v v v
China (Metropolitan) v v v v v v v v
China (Regional) v v v v v v v v v
Neuropsychologist,
Sweden (Metropolitan) v v v v v v v v v v Nurse and PT Assistant,
Physicians.
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Table 5.2 summarises the funding model of each centre and the auditing/accreditation process for

inpatient and outpatient rehabilitation services. Six (50%) centres reported a mixed funding model

(combination of national health insurance and out-of-pocket funding), and five (39%) centres

reported a Universal Health Care model. The centres from Denmark and Metropolitan India

reported the National Health Insurance and Employer Funded model, respectively. Five (30%)

centres reported stroke-specific audits or accreditation for inpatient rehabilitation services.

Table 5.2 Summary of Centre funding, Inpatient and outpatient auditing or accreditation processes.

(Metropolitan)

Employer Funded

Questionnaire

Inpatient Outpatient
Centre Funding model auditing/accreditation auditing/accreditation
process process
Survey
Chilean Accreditation of . o
o Chilean Accreditation of
Quality in Health Care. o
. . ] ] o Quality in Health Care.
Mixed funding (National Joint Commission ] o
i . o Joint Commission
Chile Health Insurance and Out International Accreditation . o
. . International Accreditation
of Pocket Funding) for Hospitals. .
L for Hospitals.
Stroke Center Certification
on Latin America.
Denmark National Health Insurance None Not Applicable
Mixed funding (National
Ghana Health Insurance and Out None None
of Pocket Funding)
India

Questionnaire

India (Regional)

Mixed Funding (National
Health Insurance and Out-
of-pocket funding)

National Accreditation
Board for Hospital and
Healthcare Providers.

National Accreditation
Board for Hospital and
Healthcare Providers.

Singapore

Mixed Funding (National
Health Insurance and Out-
of-pocket funding)

None

None

United Kingdom

Universal Health Care

Sentinel Stroke National
Audit Programme.

In-house auditing tool.

Interview

Australia
(Metropolitan)

Universal Health Care

Hospital-specific
accreditation.

National Stroke Foundation
— Audit

Service level audit.

None
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Inpatient Outpatient

Centre Funding model auditing/accreditation auditing/accreditation
process process
Discipline-specific
document audit for allied
health.
Hospital-specific Hospital-specific
accreditation. accreditation
National Stroke Foundation | National Stroke Foundation

Australia . — Audit — Audit

. Universal Health Care ) ) . .

(Regional) Service level audit. Service level audit
Discipline-specific Discipline-specific
document audit for allied document audit for allied
health. health
Need to obtain and retain
Joint Commission

China . . International accreditation.

. Mixed Funding . . None

(Metropolitan) Certification for primary,
secondary and tertiary
hospital requirements.
Need to obtain and retain
Joint Commission

. . . . International accreditation.
China (Regional) Mixed Funding None

Certification for primary,
secondary and tertiary
hospital requirements.

Sweden

Universal Health Care

Commission on
Accreditation of
Rehabilitation Facilities

Commission on
Accreditation of
Rehabilitation Facilities
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5.3 Criterion 1: Optimal Outcomes

Criterion 1 is defined as ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery

deliver outstanding rehabilitation to ensure optimal outcomes (health, social and well-being) for

people living with stroke.’® Figure 5.2 below provides an overview of the categories, indicators and

sub-indicators from this criterion.

Criterion Category Indicator

Patient Outcomes

Optimal Outcomes

Carer Outcomes

Service Outcomes

Assessment of
rehabilitation
requirements

Deliver outstanding

rehabilitation

Rehabilitation
interventions

Coordinated
ongoing care and
support

Sub-Indicator

Clinical/Physiological
measures

Patient-reported outcomes

Patient-reported experience

Self-management skills

Carer reported outcomes

Carer reported experience

Carer self-management skills

Comprehensive/holistic
assessment

Ongoing assessment at regular
time

Evidence-based

Addresses patient's goals

Integrated delivery

Figure 5.2 Overview of Categories, Indicators and Sub-Indicators of Criterion 1.

Time of commencement
Duration
Dose

Procedures/methods

Criterion 1 is the most important criterion defining a Centre of Clinical Excellence.? This criterion

has 17 measurable indicators and sub-indicators for optimal outcomes, which were defined from

the perspectives of the patient, carer, and service. Table 5.3 provides an overview of responses

collected from the surveys and interviews.
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Table 5.3 Routinely collected data on the indicators in the 'Optimal Outcomes' and 'Delivering

Outstanding Rehabilitation' categories.

Criterion 1
Optimal Outcomes Delivering Outstanding Rehabilitation
Centre Patient Carer Service Rehabilitation | Rehabilitation Coorfimated
. . . ongoing care
outcomes | outcomes | Outcomes | requirements interventions
and support
Survey
Chile v X v v v v
Denmark v ) 4 v v v v
Ghana X X X v X X
India
(Metropolitan) v v v v v v
India (Regional) v )¢ X v v X
Singapore v X v v v X
United Kingdom v v v v v X
Interview
Australia
(Metropolitan) v v v v v v
Australian
(Regional) v X v v X
China . .
(Metropolitan) Partial X X v Partial X
China .
(Regional) Partial X X v v v
Sweden v v v v v v

In the ‘Optimal Outcome’ category, most centres collected data on patient outcomes (n=9, 75%)

and service outcomes (n=9, 75%), but only 4 (33%) collected data on carer outcomes. In the

delivery of outstanding rehabilitation category, all centres (100%) collected data on the

assessment of rehabilitation requirements, most centres (n=10, 83%) collected data on

rehabilitation interventions, and half of the centres (n=6, 50%) collected data on coordinated

ongoing care and support. The following sections have further described each indicator and sub-

indicator in detail.

5.3.1 Optimal Outcomes

5.3.1.1 Patient Outcomes

‘Patient Outcomes’ include clinical/physiological measures, patient-reported outcomes, patient-

reported experience, and self-management skills. Table 5.4 below outlines the responses for these
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sub-indicators.

Table 5.4 Routinely collected data for the ‘Patient Outcomes’ sub-indicators.

Patient Outcomes

5L

Centre Cll_nlcal'/ Patient-reported Patient-reported Self-management
physiological . .
outcomes experience skills
measures
Survey
Discipline-specific Activities specific Collected using Net
Chile P P balance confidence | Promotor Score ) ¢
measures .
scale Guide
Denmark Discipline-specific I Patlel’.lt sat|§fact|on I
measures guestionnaire
Ghana X X X X
India Physiological “ . .
(Metropolitan) measures. SF-36 v v
India (Regional) Physiological Barthel Index v* v*
measures.
Singapore Discipline-specific EQ-5D* Patient survey v*
measures.
Patient-centred Self-management
United Kingdom v* goal setting, EQ-5D- | Verbal reports &

program provided.

measures.

documentation.

randomly for
feedback.

Interview
Quality project
. Discipline-specific Goal review evaluations, Discipline-specific
Australia . . . . .
. and Service-specific | Task-based self- national surveys, and Service-specific
(Metropolitan)
measures. reported and ward feedback | measures.
forms.
Collecting for
. Discipline-specific inpatients. Tools
Australia P . P P . No formal
. and Service- X are available for
(Regional) . . . processes.
specific. outpatient services
but not collected.
China Discipline-specific
(Metropolitan) measures. X X X
Informal — hospital
Discipline-specific Quality of Life —no | administration will
China (Regional) and physiological formal contact patients X

Sweden

Discipline-specific
and Service-specific
measures.

EQ-5D*, patient
goal attainment -
collected at
admission, exit and
follow-ups.

Rehabilitation
satisfaction
questionnaire.

Program to work at
home in an
outpatient setting.

#Quality of life questionnaires.
v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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5.3.1.1.1 Clinical/Physiological measures

Most centres reported collecting discipline-specific measures or rehabilitation service-specific
measures. The centre from Metropolitan Australia, Regional Australia, Chile, Regional China,
Denmark, Sweden and UK reported discipline-specific (or used by the discipline) Physiotherapy
measures (e.g. Timed-up and Go, 10-Meter Walk Test, Fugl Meyer Assessment, Modified Ashworth
Scale), Occupational Therapy measures (cognitive screens, Rivermead Behavioural Memory Test,
Activity of Daily Living, sensory profile) and Speech Therapy measures (Water swallow test,
Western Aphasia Battery, Fibreoptic Endoscopic Evaluation Swallowing). The centres from
Metropolitan China, Regional India and Regional China reported physiological measures such as
blood pressure, heart rate, and oxygen saturation. The centres in Australia, Denmark, Singapore,
and Sweden reported rehabilitation service-specific measures such as the Functional

Independence Measure (FIM) and Australian Therapy Outcome Measures.

5.3.1.1.2 Patient-reported outcomes

All centres other than centres from Regional Australia, Ghana, and Metropolitan China collected
patient-reported outcome measures. The centres from Metropolitan Australia, the UK and
Sweden reported that documentation of goal setting was considered as a patient-reported
outcome. Patient-specific questionnaires (SF-36, EQ-5D, Barthel Index, Activity Specific Balance

Confidence Scale and Quality of Life) were also reported as patient outcomes.

5.3.1.1.3 Patient-reported experience

Seven centres (58%), including centres from Metropolitan and Regional Australia, Chile, Regional
China, Denmark, Singapore and Sweden, reported that patients completed questionnaires to rate
their experiences during admission or post-discharge. The centre from Metropolitan Australia
reported that patient-reported experience was more valuable than patient-reported outcomes,

and Sweden similarly reported the importance of collecting these data.
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“[Centres reported that] Not everyone knows that patient-reported outcomes and patient-
reported experiences.”

5.3.1.1.4 Self-management skills

The centres from Regional Australia, Chile, Metropolitan China and Regional China were the only
centres that did not collect data on ‘Self-management skills’. Seven centres (58%) reported
collecting data on this indicator, but only three centres (Metropolitan Australia, Sweden and the

UK) reported how self-management skills were demonstrated.

5.3.1.2 Carer Outcomes

‘Carer Outcomes’ included the carer-reported outcomes, carer-reported experience and carer self-

management skills sub-indicators. Table 5.5 below outlines the responses for these indicators.

Table 5.5 Routinely collected data on the ‘Carer Outcomes’ sub-indicators.

Carer Outcomes

Centre Carer-reported Carer-reported Carer self-management
outcomes experience skills
Survey
Chile X
Denmark X
Ghana X
India (Metropolitan) v*
India (Regional) X
Singapore X
United Kingdom Part of a pilot study using CAT-S (Carer’s Alert Thermometer for Stroke Family)
Interview
Discipline-specific

Carer training (coping

Australia Discipline-specific measures (Aishwarya .
. strategy, emotional
(Metropolitan) measures care call and carer .
. regulation group)
report on grief and loss)

Australia (Regional) X ) ¢ Carer training
China (Metropolitan) ) ¢ ) ¢ X
China (Regional) ) ¢ ) ¢ X
Sweden X X X

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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Only three (25%) centres (Metropolitan India, the UK and Metropolitan Australia) reported that

data were collected about carer outcomes. The UK reported that the data were collected as part

of an ongoing research project (the Carer’s Alert Thermometer for Stroke Family pilot study).

While the centre from Metropolitan Australia reported that the data for the sub-indicators were

collected, it was not formally documented, and there were no tools in place. One further centre

(Regional Australia) collected data on carer self-management skills, which were rated during carer

training sessions. The centre from Sweden welcomes carers to participate in meetings and plans to

create a questionnaire for carers in the future.

5.3.1.3 Service Outcome

Table 5.6 summarises the ‘Service Outcome’ indicator. Data about the length of stay was

commonly collected (n=7, 58%), followed by discharge destination (n=3, 25%) and hospital-

acquired complications (n=3, 25%).

Table 5.6 Routinely collected data on the ‘Service Outcomes’ indicators.

Centre ‘ Service outcomes
Survey

Chile Length of stay, in-hospital survival rate

Denmark Length of stay, number of sessions, assessments

Ghana ) ¢

India ) ¢

(Metropolitan)

India (Regional) v*

Singapore

Length of stay, number of treatment episodes, discharge destinations, service
utilisation,

United Kingdom

Length of stay, discharge destinations

Interview

Australia Length of stay, number of episodes, FIM efficiency, discharge destinations, hospital-
(Metropolitan) acquired complications rate, re-admission rate

Australia Length of stay, Separations, National Weighted Activity Unit, clinical benchmarks,
(Regional) occupied bed days, therapy hours, hospital-acquired complications rate

China X

(Metropolitan)

China (Regional) X

Sweden

Length of stay, time to admission, hospital-related complications, unplanned transitions

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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5.3.2 Deliver Outstanding Rehabilitation

5.3.2.1 Assessment of rehabilitation requirements

This indicator included ‘comprehensive/holistic assessments’ and ‘ongoing assessments at regular

time points’ sub-indicators (Table 5.7).

Table 5.7 Routinely collected data for the sub-indicators in the ‘Assessment of Rehabilitation
Requirements’ indicator.

Assessment of rehabilitation requirements

Centre Comprehensive/holistic assessment On.gomg assessment at regular time
points
Survey
Chile Use a complexity-based model to provide comprehensive patient assessment.
Denmark Ongoing assessment during hospital stay.
Ghana v*
India Neurological assessment
(Metropolitan) '
India (Regional) v*

Singapore

Discipline-specific assessment. Assessment completed on admission, discharge, and
weekly during hospital stay.

United Kingdom

Discipline-specific assessment, multi-disciplinary input from acute to 6 months post-
discharge.

Interview

Australia
(Metropolitan)

Multi-disciplinary team input (with
access to additional services), links with
discharge coordinator, palliative care,
Aged Care Assessment Team, National
Disability Insurance Scheme and State
Health Injury Unit.

Regular discipline-specific assessment,
patients assessed within the time
requirement.

Aust.ralia Multi-disciplinary team input. Regular and ongoing discipline-specific

(Regional) assessment.

China Assessment on admission and discharge,

(Metropolitan) v* specific assessment during the hospital
stay.

China (Regional) v* Once a month.

Sweden Assessment on admission and discharge,

Multi-disciplinary team input. discipline-specific assessment during

the stay.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

5.3.2.1.1 Comprehensive/holistic assessment

All centres reported collecting data on the comprehensive assessment of rehabilitation
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requirements, although four centres (33% - Metropolitan and Regional China, Regional India and
Ghana) did not describe the type of data collected. Assessments were conducted by separate
disciplines (UK and Singapore) or multi-disciplinary teams (Metropolitan Australia, Regional
Australia and Sweden). Details of who conducted the assessments were not provided in the survey

responses by centres from Chile, Denmark or Metropolitan India.

5.3.2.1.2 Ongoing assessment at regular time points

The centres in Denmark, Singapore, Australia, China, and Sweden reported conducting regular,
ongoing, discipline-specific assessments during hospital stays. Additionally, the centres from
Singapore, Metropolitan China, and Sweden reported that assessments were completed upon

admission, during the stay, and discharge.

5.3.2.2 Rehabilitation interventions

This indicator included ‘evidence-based intervention’ (exploring the time of commencement,
duration, dose and rehabilitation procedures), ‘interventions that address a person’s goals’ and
‘integrated service delivery’ sub-indicators as outlined in Table 5.8 below. All centres apart from
the centre from Ghana collected some data on delivering evidence-based rehabilitation

interventions.

5.3.2.2.1 Evidence-based interventions

Time of commencement: The centres from Metropolitan Australia, Regional Australia,
Metropolitan China, Sweden, and the UK (n=5, 42%) reported that the multi-disciplinary team
assessed patients within a recommended timeframe. This timeframe varied between centres, with

some centres reporting within 24 Hours.

Duration: When asked about the duration of therapy, the centres from Metropolitan Australia,
Regional Australia, Chile, the UK, and Sweden reported daily therapy provided to patients with a

duration ranging from 30 to 45 minutes per discipline per day. The centre from Sweden reported
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that there were guidelines for the duration of therapy in the acute care stroke units, but there
were no guidelines or recommendations for stroke rehabilitation. The centre from Regional China
reported a total duration of 30 minutes per discipline per day for therapy, while the centre from
Metropolitan China reported one year of therapy. The centre from Denmark reported that the

number of sessions depended on the availability of funding.

Dose: Dose is defined as the amount of activity (e.g. three times a day) or repetition (30 times).
Only two centres of the five interview centres reported on the dose of rehabilitation (these data
were not specifically sought in the survey). The centre from Metropolitan Australia reported that
the dose was discipline-specific for therapy. The centre from Sweden reported that the dose is
dependent on each patient’s goal, and while there is a national recommendation for the duration,

there is none for the dose.

Procedure/methods: The two Chinese centres reported that Chinese traditional medicine was
offered to all stroke patients. The centres from Regional Australia and Sweden described the
evidence-based practice for the types of procedures/methods offered. The common responses

from all the interviewed centres were that the indicator was unclear and needed clarification.

5.3.2.2.2 Addresses person’s goals

The centres from Australia, Regional India, the UK and Sweden reported addressing patients' goals

either through individual discipline or as a team. The centre from Regional Australia reported:

“Yes, there are conversations about goals; are they patient or therapist-driven? Start [by]
being patient-driven. The patient provided a copy of the goals; however, they were not
reviewed weekly at a case conference. [Would be] Ideal [to] review weekly. We do reasonably
well. Attempts to do patient-driven however sometimes impacted by their
insight/expectations of return to functioning.”

The centre from Metropolitan China reported that there are no goal-setting processes and that

therapy is based on the medical team’s orders, while the centre from Regional China reported that
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clinicians determined patients' goals and reflected that the centre needed to improve this

measure.

5.3.2.2.3 Integrated delivery

The centres were asked to demonstrate the process of promoting the integrated delivery of stroke
rehabilitation between disciplines and services. The centres from Metropolitan Australia, Regional
Australia, Metropolitan China, Sweden, and the UK (n=5, 42%) reported evidence of pathways
(including frequent team communication between staff within the service and between services)
to minimise duplication and streamline the continuity of care delivery as patients transition from
inpatient to community services. The centre from Regional China reported that clinicians provide

individual care, so there will not be duplications.
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Table 5.8 Routinely collected data on the sub-indicators in the 'Rehabilitation Intervention' indicator.

Rehabilitation Interventions

Evidence-based interventions

(Metropolitan)

Centre Addresses a person’s I d deli
Time of . Procedure goals ntegrated delivery
Duration Dose
commencement /methods
Survey

Chile Daily multi-disciplinary rehabilitation sessions. Use of electronic clinical records.
Denmark A number of sessions depended on the Diagnostic Related Groups payment system.
Ghana X
India J*

India (Regional)

Multi-disciplinary team and patient lead goals. New procedures are reviewed regularly.

Singapore

v* (Not collecting data on integrated delivery)

United Kingdom

Patients are assessed within the timeframe. Daily therapy (individual and group) and regular goal reviews with patients and families.
Integrated pathway and access to all patient records between inpatient and community. Trust shared records.

(Metropolitan)

hours

addressed with the
patient/carer.
Documented.

Interview
Individual disciplines .
- Continuum of care
address discipline- .
L - . with the overlapped
. Discipline-specific specific goals, and L
Australia . . . . S . workforce to minimise
input within 24 45-minute sessions | Discipline-specific v* team goals are

duplication. Weekly
MDT and co-location
of staff.

(Metropolitan)

patient admission

depending on the
improvement

J*

Chinese traditional
medicine

Australia Discipline-specific. . Evidence-based Goals set as a team Multi-disciplinary
. o 2 to 3 hours a day 5-day service . . .
(Regional) Within 24 hours therapy with patients. sessions.
Communication
L - between medical,
1 year or more Discipline-specific team, therapists and
China Within 24 hours of v ’ procedures and ’ P

nurses with shift
handovers. Daily
progress is logged into
online records.
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Centre

Rehabilitation Interventions

Evidence-based interventions

Addresses a person’s

Integrated delivery

pathways for each
profession

patient, team and
carers. Client-centred
care.

Time of . Procedure
Duration Dose goals
commencement /methods
Discipline-specific
30 minutes P P S . L
. . . procedures and Clinicians determine Individual care from
China (Regional) | Twice a day allocated per v* . .\ s
. Chinese traditional goals. clinicians.
discipline ..
medicine
Individual
Based on National rehabilitation plan and
. and local stroke planning meeting
. According to the . . Weekly team
Sweden On arrival 5 days a week o 8 guidelines and formulated with y
patient's plan conference

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or if the explanation was irrelevant to the questions.
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5.3.2.3 Coordinated ongoing care and support

Only seven centres (58%) collected data on coordinated ongoing care and support (see Table 5.9).
The centre from Chile described interdisciplinary rounds and goal-planning meetings between
clinicians, patients, and families. The centre from Metropolitan Australia reported weekly multi-
disciplinary meetings, and the centre from Sweden met with the patients and documented
information on digital systems to communicate with facilities outside the hospital as part of

coordinated ongoing care and support.

Table 5.9 Routinely collected data on the 'Coordinated Ongoing Care and Support' indicator.

Centre ‘ Coordinated ongoing care and support
Survey
Chile Multi-disciplinary team rounds twice a week, a goal planning meeting for discharge
between clinicians, patients and family.
Denmark v*
Ghana X
India I
(Metropolitan)
India (Regional) X
Singapore X
United Kingdom
(Metropolitan) X
Interview
’(L\l\jlzttl;aol:)aolitan) Weekly multi-disciplinary team meeting to coordinate ongoing care and support
Australia No formal processes — Patients can transition from inpatient to ambulatory or
(Regional) supported care
China
(Metropolitan) X
China I
(Regional)
Meeting with patients, digital systems to communicate with facilities outside the
Sweden

hospital

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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5.4 Criterion 2: Research Culture

Criterion 2 is defined as ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a

strongly developed research culture, demonstrated by proactive national and international research

collaborations and translation of research into best clinical practice’.? Figure 5.3 below provides an

overview of the indicators and sub-indicators from this criterion.

Criterion Category Indicator

Research elements in all job

descriptions and role profiles

Organised initiatives to support

positive research culture
Organisational
processes and systems

Infrastructure and resources to

support research activity
A recognised pathway or strategy to

Criterion 2

implement research into practice
Links with universities

Formalised links with

external agencies . .
Research collaborations with other

national and international centres

Leading research, applying for and
winning research funding

Staff expertise and
culture

Research leadership from multiple
professional groups

Broad methodological research
knowledge across staff base

Sub-Indicator

Regular research activities for
all staff

Embedded quality
improvement program

Allocated research time

Systems to support high quality
data collection

Regular
— collection of
outcome data

Figure 5.3 Overview of Categories, Indicators and Sub-Indicators of Criterion 2.

This criterion included 11 measurable indicators and sub-indicators focused on research culture,

research collaboration, research activity and translation of research into practice. The responses

have been summarised in Table 5.10 below.
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Table 5.10 Overview of the responses from the Indicators in 'Organisation Processes and Systems', 'Formalised Links with External Agencies' and 'Staff
Expertise and Culture' categories.

Criterion 2

Organisation Processes and Systems

Formalised Links with
External Agencies

Staff Expertise and Culture

Research Organised | Infrastructu A Links with Research Leading Research Broad
elementsin | initiatives re and recognised university collaboratio research, leadership | methodolo
Centre all job to support a | resources to | pathway or n with other applying from gical
descriptions positive support strategy to national and for and multiple research
and role research research implement international winning professiona | knowledge
profiles culture activity research centres research | groups across staff
into funding base
practice
Survey
Chile v v v v v v v v
Denmark X v v X v v v v
Ghana v X X X X X X X
India (Metropolitan) v v v v v v v v
India (Regional) v v X v X v X X
Singapore v v v v v v v v
United Kingdom v v X X v v X X
Interview

Australia
(Metropolitan) v v v v v v v v v
Australian (Regional) X v Partial X v v X X X
China (Metropolitan) X v Partial v v v X v X
China (Regional) v Partial )4 X v X v X X
Sweden v v v v v v v v v
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5.4.1 Organisation Processes and Systems

Nine centres (75%) identified that there are research elements in all job descriptions and role
profiles, ten centres (83%) have organised initiatives to support a positive research culture, six
centres (50%) have the infrastructure and resources to support research activity and seven centres
(58%) have a recognised pathway or strategy to implement research into practice. Table 5.11

summarises the responses for the indicators within organisation processes and systems.

5.4.1.1 Research elements in all job descriptions and role profiles

Nine centres (75%) responded that research elements were included in all the job descriptions and
senior role profiles, but not routinely included in graduate or base-grade clinical roles. The centre
from Metropolitan Australia discussed the research component for each professional group and
how it was built into each role profile. Comparatively, the centre from Regional Australia reported
that quality improvement was built into the role description but that quality improvement
activities do not necessarily have to be research-based. Similarly, the centre from Sweden stated
that all staff are expected to complete research activity as it is “integrated into career pathways

and salary.”

The centre from Metropolitan China stated that the research elements were not included in the
job description and role profiles; however, all staff, especially those in senior positions, were

required to have input in the research.

5.4.1.2 Organised initiatives to support a positive research culture

Ten centres (80%) reported having organised initiatives to support a positive research culture.
Formal and informal journal clubs and quality improvement activities were the most common
initiatives. The centres from Regional Australia stated that research was not a priority compared to
clinical work. Similarly, the centre from Sweden reported that unmet clinical needs tend to impede

research activity. The centre from Sweden also reported that the clinician’s interest in research
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could also impact their research activity and vary depending on their role. Centres from
Metropolitan and Regional China described that it was necessary and a priority to do research and

produce research output as part of the clinician’s employment and career progression.

5.4.1.3 Infrastructure and resources to support research activity

Infrastructure and resources to support research activity were measured using allocated research
time and systems to support high-quality data collection (Table 5.11). Four centres (33%) reported
that clinicians are allocated research time (Chile, Metropolitan Australia, Singapore, and Sweden).
Eight centres (67%) reported using quality data collection systems for research (REDCaps, HIMedc,

National Riksstroke) and patient data (AROC, SweReh).

5.4.1.4 A recognised pathway or strategy to implement research into practice

More than half the centres (n=7, 58%) responded that recognised pathways or strategies were
available for implementing research into practice, with three centres describing clinicians being
involved in this process. Chile reported that a formal process was available for research

translation.
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Table 5.11 Routinely collected data for the indicators in the 'Organisational processes and systems' category.

Organisation processes and systems

Organised initiatives to support a positive
research culture

Infrastructure and resources to support
research activity

A recognised pathway or

activity

Centre
. Systems to support strategy to implement
Regular research Embedded quality Allocated research y . PP &Y . P .
. L . . high-quality data research in practice
activities for all staff improvement program | time .
collection
Survey
. .. Specific department coordinated all research- | Research initiatives follow
There is no report on regular research activity. e s . . . .
. . . . related initiatives, including applying for established processes and
Chile Data is routinely collected from clinical processes . . . .
. protected times and funding. Using REDCap requirements to develop
and stored in database systems. . . . L
registration system for data collection clinical research.

Clinical specialists within each discipline participate | Medical records are imported into a business
Denmark in monthly meetings with the head of research intelligence portal, which staff may access and X

within their field of work. use for research purposes.
Ghana X X X
India (Metropolitan) v* v* v*

. Journal club used as a pathwa
. . Weekly journal club (logged). No report on Ql . p' y

India (Regional) X to implement research in

practice.

Singapore

J*

Monthly reporting of time spent in research
activities. FTEs are allocated for research
based on grant success. Have access to
electronic documentation data that can be
used to extract and analyse data for clinical
improvement purposes.

Research efforts were
translated to clinical practice,
and a system of clinician

researchers held part clinical
and part research workloads.

United Kingdom

The team includes a professor involved in a
research project. All staff must complete Level 2
quality improvement training at a minimum.

X

X

Interview

Australia
(Metropolitan)

Regularly conference
attendance and
presentations.
Participate in multi-

Completed regularly
using local and national
database.

REDCap and internal
database. AROC data
collection. Stroke
foundation audit

Allocated as per
discipline.

Completion of research
translation course, strategic
meeting discussing best
practices and decisions.
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disciplinary journal
club. Interdisciplinary
education sessions.

Informal journal club
part of the Ql project.

Patient-reported
experience measure

Quality improvement
platform and data

papers and projects.

Australia (Regional) Som? dISCIleeS are used as part of the Ql X collection. AROC data X
provided with an . .
. project and AROC data. collection.
allowance for training
Journal clubs, training
Outcome data . .
. . and research lectures . HIMedc system for Staff implement research into
China (Metropolitan) completed on admission X . .
once a week. Not . data collection practice.
and discharge.
documented.
Meeting once a week
China (Regional) to discuss research X X X X

Sweden

Organised journal
clubs, professional
developments and
lectures. Uptake is
dependent on the
clinician’s interest and
priority.

Annual report or
research activity.

Clinicians may be
provided time for
research

Quality registers
(National Riksstroke —
for research mostly).
Rehabilitation
register (SweReh)

Partly involved through
Physiotherapy/Occupational
Therapy

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or if the explanation was irrelevant to the questions.
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5.4.2 Formalised Links with External Agencies

Most centres (n=11, 92%) reported collecting data on formalised links with external agencies.

Interviewed centres that provided detailed responses, reported having a link with the universities,

mainly due to student involvement through placements. Four (80%) of the interviewed centres

reported collaborating in research with other national and international centres. Table 5.12

summarises these indicators.

Table 5.12 Routinely collected data for the indicators in the 'Formalised Links and External Agencies'

category.
Formalised Links with External Agencies
Research collaborations with
Centre . . . . . . R
Links with universities other national and international
centres
Survey
Chile The research department has links with other centres and
encourages collaboration.
Recognised as part of the university research clinic and have to apply
Denmark to maintain this status. No information on collaborations with other
centres, but they are visible through our publications.
Ghana X
India (Metropolitan) v*
India (Regional) X

Singapore

Academic clinicians hold joint appointments with universities. Have
research collaborations with international universities.

United Kingdom

Allied health professor for stroke & neuro is employed through the
university to embed research into service priorities.

Interview

Australia (Metropolitan)

Links with universities. Also, links
with honours students for
research.

Involved in studies through other
universities.

Australia (Regional)

Links with the university through
students.

Limited involvement in study or
trials.

China (Metropolitan)

Links with University

J*

China (Regional)

Links with the University for
teaching tasks and students.

X

Sweden

Local agreements in place and
through students.

Through clinicians with research
experience.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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5.4.3 Staff Expertise and Culture

Only six (50%) centres reported collecting data on all the indicators pertaining to staff expertise

and culture. Most centres (n=9, 75%) reported having the expertise to lead and win research

funding, although centres from Metropolitan Australia explained that their successful research

grants were not exclusively related to stroke. Over half of the centres (n=8, 67%) reported having

research leadership from multiple professional groups, with the centre from Regional China

reporting that research leadership was through the professors at the university. Eight centres

(67%) reported that there was broad methodological research knowledge across the staff base.

Centres from Chile, Singapore, Regional China, and Sweden reported that this was done through

access or support from the affiliated university. Ghana responded ‘yes’ to only the first indicator in

the criterion (‘Research elements in all job description’ — as shown in Table 5.9 above) and

indicated a lack of staff expertise and culture in research (as shown in Table 5.13).

Table 5.13 Routinely collected data for the indicators in the 'Staff Expertise and Cultures' category.

Staff Expertise and Culture

Leading research,

Research leadership from

Broad methodological

research

Centre
applying for, and winning | multiple professional research knowledge
research funding groups across staff bass
Survey
Information sharing and . N~
. All investigations were Courses offered by the
. applying for research . o
Chile led by medical and non- institution to carry out
funds were led by a . . .
- medical professionals. quality research.
specialised department.
Research groups led by
A position to monitor major occupational Wards have ongoing
funding applications, groups: medical, research projects, as
Denmark . .
amounts, and success occupational therapy, research is integral to
rates. physiotherapy, nurse, and | clinical practice.
neuropsychologist.
Ghana ¢ X X
India v* v* v*
(Metropolitan)
. . Empl database f
India (Regional) mployee database for X X

Singapore

Research database with
half-yearly tracking of
grants, publications and
research roles

Research leadership in
physiotherapy and
occupational therapy.

Link to medical university,
so able to consult on
specific research designs.
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Centre

Staff Expertise and Culture

Leading research,
applying for, and winning
research funding

Research leadership from
multiple professional
groups

Broad methodological
research knowledge
across staff bass

They work together with
neurologists.

United Kingdom

Funding for Neuro rehab
online as a virtual
platform for stroke as
part of a research
agenda.

X

Interview

Australia
(Metropolitan)

Successfully won research
grants, may not be
stroke-specific

Focus on postgraduate
training and staff with
PhD qualification

Access to research staff
within the department

Australia

(Metropolitan)

(Regional) X X X
China Resources available to
X v* staff on research

methods

China (Regional)

Applying and winning
funds is encouraged.

Through professors from
the university

Through self-learning but
have access to support
from university

Sweden

Through clinicians with
research experience

Good relationship with
leadership positions

Through access to
university and clinicians
with research experience

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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5.5 Criterion 3: Interprofessional Working

Criterion 3 is defined as ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery
ensure inter-professional working and person-centred rehabilitation where colleagues, persons
with stroke and carers work together towards a common goal.’® Figure 5.4 below provides an

overview of the indicators and sub-indicators from this criterion.

This criterion has nine measurable indicators that were focused on interprofessional relationships
and collaborative goal-setting between clinicians, stroke survivors and families. The responses
have been summarised in the following the Tables 5.14 and 5.15. The centre from Singapore
responded that evidence for the indicators was collected but cannot be extracted; therefore,
detailed responses on individual indicators were unavailable.

Information provided routinely to patient and family about
rehabilitation process and rehabilitation team

Collaborative goal-setting process

Regular opportunities between team, patient and family
for 2-way information exchange

Organisations and systems to proactively
support patient and family involvement
in rehabilitation journey

Shared decision-making between rehabilitation team,
patients and carers

Virtual communication available when indicated

Criterion 3 Processes to identify all key stakeholders in stroke
rehabilitation within and beyond the centre

Culturally safe care provision

Regular opportunities for rehabilitation team to
collaboratively review patient goals, progress and plans
Systems to support coordinated inter-
professional teamwork
Input from each team member is respected and valued

Figure 5.4 Overview of Categories, Indicators and Sub-Indicators of Criterion 3.
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5.5.1 Organisations and Systems to Proactively Support Patient and Family Involvement in the
Rehabilitation Journey

Table 5.14 below summarises the responses collected from this category.

5.5.1.1 Information provided routinely to patient and family about the rehabilitation process
and rehabilitation team

Information was routinely provided to the patient and family during initial meetings or daily ward
rounds at 11 centres (92%). The centre from Regional Australia reported that staff have
conversations with patients and families about rehabilitation expectations and willingness to
participate before starting their rehabilitation journey. Similarly, the centre from Sweden reported
that they invited the family to the initial and discharge meeting for information sharing. The
multidisciplinary team is also available for informal catch up with the families during their
inpatient stay. The centre from Metropolitan Australia highlighted the continual journey from

acute care to living in the community and family involvement throughout this process.
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Table 5.14 Summary of responses for the indicators in the 'Organisations and Systems to Proactively Support Patient and Family Involvement in Rehabilitation
Journey' category.

Criterion 3
Organisations and Systems to Proactively Support Patient and Family Involvement in Rehabilitation Journey
Information . Regular Processes to
. . Collaborative ... . . . .
provided routinely . opportunities Shared decision- . identify all key
. goal setting . Virtual .
Centre to patient and between team, making between — stakeholders in
. process (goals . irer e communication Culturally safe
family about patient and rehabilitation . stroke ..
e s agreed upon by . . available when e care provision
rehabilitation . family for 2-way | team, patients - rehabilitation
team, patient, . . indicated iy
process and family) information and carers within and beyond
rehabilitation team y exchange the centre
Survey
Documented During goal- The physiatrist
team goal- . . . . . Cultural safety
. setting meetings | During goal- identifies key . .
. setting . . . . is monitored by
Chile X . . with family and setting meetings. X stakeholders and .
meetings with . . Quality and
. patients. Documented. coordinates the
patients and Safety.
. Documented. process.
families.
The MDT met
The MDT met fortnightly with . .
fortnightly with the patient and Meetings with Offered for Frequent meetings
Denmark nigntly P MDT, patient and v* ) s & X
patients and family to . patients. with stakeholders.
. . family.
families. discuss goals.
Documented.
Ghana X X X X X X X
India
* * * * * * *
(Metropolitan) v v v v v v v
The material Discussed .
. . . Virtual follow-
provided to the biweekly during ups
. . caregiver was MDT round. ’
India (Regional) documented and Documented as X X gf:ulli:te:]; X X
audited twice a per SMART 9 y
home rehab)
year. goals.
singapore J* J* J* J* J* J* J*
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Criterion 3

Organisations and Systems to Proactively Su

pport Patient and Family Involvement in Rehabilitation Journey

Information . Regular Processes to
. . Collaborative .. .. . .
provided routinely . opportunities Shared decision- . identify all key
. goal setting . Virtual .
Centre to patient and between team, making between — stakeholders in
. process (goals . rer e communication Culturally safe
family about patient and rehabilitation . stroke ..
e agreed upon by . . available when e care provision
rehabilitation . family for 2-way | team, patients - rehabilitation
team, patient, . . indicated iy
process and family) information and carers within and beyond
rehabilitation team y exchange the centre
. . . Part of the
Information Goals are Stroke booklet Family meetings .
. . oy . . integrated care
provided by the reviewed with information, | and discharge . .
Online board. Service

MDT to the patient

regularly during

progress and self-

planning copies

latforms are improvements
United Kingdom and stroke review MDT meetings management plan | were provided to P P X
. . . . used as part of | completed
completed at 6- with patients. provided to the patient and . . .
. . virtual therapy. | regionally. Links to
week and 6 Goals are patients and family. .
- stroke association
months. recorded. families.
for therapy.
Interview

Australia
(Metropolitan)

Welcome video and
brochure. Family
meeting. Rehab
process and

Family meeting
with
patient/carer

Family meeting
and welcome
meet-and-greet.

Standard practice
of individual
discipline or
family meetings.

Telestroke
program and
telehealth in all

Through family
meetings and
external
stakeholders

Social workers
explore cultural
heritage. Access
to Aboriginal
Liaison Officer,
interpreter, and

. and team to During therapy Documentation outpatient . -
education start . . . .. through social cultural training.
review goals. sessions. provided to clinics. .
early. . worker. Journey packs in
families. .
different
languages.
Key worker sets | Daily MDT . . Aboriginal
y . y. . Conversations Telehealth links . . & .
. Welcome pack. goals with meeting. Family . . Identifying aged Liaison Officer
Australian . . . . . with carers and for family . .
. Conversation at the | patients. Family | meeting or family . . care providers. No | involvement.
(Regional) . family meetings or .
start of rehab is not always present on the . formal processes Specific stroke
. documents. social support .
included. ward round. journey pack for
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Criterion 3

Organisations and Systems to Proactively Su

pport Patient and Family Involvement in Rehabilitation Journey

Information

Collaborative

Regular

Processes to

than outpatient.

provided routinely . opportunities Shared decision- . identify all key
. goal setting . Virtual .
Centre to patient and between team, making between — stakeholders in
. process (goals . rer e communication Culturally safe
family about patient and rehabilitation . stroke ..
e agreed upon by . . available when e care provision
rehabilitation . family for 2-way | team, patients - rehabilitation
team, patient, . . indicated iy
process and family) information and carers within and beyond
rehabilitation team y exchange the centre
Aboriginal
clients.
Main goals set
with patients
. Discussed during and families at Daily ward Daily ward
China .
. daily ward rounds. | start of rehab. rounds. rounds. X X X
(Metropolitan)
Documented. Team goals set | Documented. Documented
to achieve main
goals.
Goals set with
atients and Depends on the
. . Discussed during P - Daily ward P
China (Regional) . families at start team and X X X
daily ward rounds. rounds. . .
of rehab. But situation.
rarely reviewed.
Meet at start and
Information Family is not Family is not Not required by
. end of rehab. Not .
provided to the always . always involved. . . law. Everyone
. . . always with . . Itis a team's i
Sweden patient and family. | included. . Most discussions | When needed. - who requires
. . family. Better . responsibility. . .
Documented in Reviewed oy . are held with care will receive
. . with inpatient .
patient journal. frequently. patients. care.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or if the explanation was irrelevant to the questions.
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5.5.1.2 Collaborative goal-setting process

Collaborative goal setting was reported by 11 centres (92%) and goals were documented in the
medical records. The centre from Metropolitan China reported they set the primary goals with
their patients, and then the team sets ongoing minor goals to assist achieving the main goals.
Centres from Metropolitan Australia, Regional India, the UK reported that the goals were reviewed
frequently, compared to the centre from Regional China reported that goals are not frequently
reviewed. The centre from Regional Australia reported that family was not always included in the

goal-setting processes.

“Family not always included — dependent on their presence Keyworker completes goal setting,
not always multiple disciplines. Brought back to the team and discussed. At times, visualised
goals, however not consistently for each patient. Family meeting completed throughout and
discussed updated goals/where to work towards.”

5.5.1.3 Regular opportunities between team, patient and family for 2-way information
exchange.

Ten centres (83%) reported that the patient, family and team regularly exchange information
during ward rounds. The centre from Sweden reported that family may not always be present in

this process.

“It is not a regular meeting, [it is] a meeting in the beginning and [the] end [of inpatient stay].
The communication with family is better with inpatient care than with outpatient. With
outpatient, some of them choose not to involve the family as much. The patient chooses not to
involve the family.”

5.5.1.4 Shared decision-making between rehabilitation team, patients and carers

Shared decision-making was demonstrated by eleven centres (92%). The centre from Sweden

reported that carers may not always be involved in this process.

“A bit of culture in Sweden may be that the patient is more individual than the whole family.
Of course, they can have the family as a support. We mostly discuss with the patient.”

5.5.1.5 Virtual communication available when indicated

The centre from Metropolitan China, Regional China, Chile, and Ghana reported that virtual
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communication was not offered in their centres. However, the remaining eight centres (67%) had
virtual communication available for communication with family members, virtual therapy, and
diagnosis purposes. The centre from Metropolitan Australia reported that their clinicians support

regional clinical in stroke rehabilitation.

“[Metropolitan] telestroke program evidence of supporting regional...therapists links with
[regional] stroke therapists provide education to [regional] stroke clinicians. Telehealth
available for all outpatient clinics.”

5.5.1.6 Processes to identify all key stakeholders in stroke rehabilitation within and beyond the
centre

Up to eight centres (67%) had processes to identify all key stakeholders within and beyond the
centres. The centres from Chile and Metropolitan Australia) reported that a specific discipline was
responsible for communicating with the stakeholders, while other centres (Regional Australia,

Sweden, the UK and Denmark) reported it was a team responsibility.

5.5.1.7 Culturally Safe Care Provision

Half the centres (n=6, 50%) were able to identify and demonstrate evidence of culturally safe care
provision. The centres from Metropolitan Australia and Regional Australia have access to cultural
support (Aboriginal Liaison Officers). The centre from Sweden interpreted this indicator differently
and reported on personal or professional viewpoint on the relationship between stroke survivor

and their families:

“A bit of culture in Sweden may be that the patient is more individual than the whole family.
Of course, they can have the family support. We mostly discuss with the patient and prompt
the patient side.”

5.5.2 Systems to Support Coordinated Inter-Professional Teamwork

Nine centres (75%) described systems supporting coordinated inter-professional teamwork (Table
5.15 below). Four centres (33%) described a multidisciplinary team meeting where goals are
discussed. The interviewed centres (n=4, 80%) were able to demonstrate that there were regular

opportunities for the rehabilitation team to collaboratively review goals either weekly goal
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discussion (Regional Australia and Metropolitan China), formal multi-disciplinary meetings

(Metropolitan Australia) and that the system was documented in the policy (Sweden).

Table 5.15 Routinely collected data for the indicators in the 'Systems to Support Coordinated
Interprofessional Teamwork' category.

Systems to Support Coordinated Interprofessional Teamwork

Regular opportunities for

Centre rehabilitation team to collaboratively | Input from each team member is
review patient goals, progress and respected and valued
plans
Survey
Chile Multi-disciplinary team meeting to share goals and plans. Documented.
Denmark X
Ghana Patients attend scheduled medical appointments with physicians.

India (Metropolitan)

J*

India (Regional)

Biweekly Multi-disciplinary meetings to review and everyone’s inputs are

considered. Documented.

Singapore

J*

United Kingdom

Multi-disciplinary team approach to goal setting including nursing, therapists

and wider team.

Interview

Australia
(Metropolitan)

Formal multi-disciplinary team
meetings and informal between
disciplines. Joint sessions, working in
the same space to share information.

Everyone was given a turn to speak.

Australian (Regional)

Weekly case conference. Morning
daily meetings. Family meeting

Sections for the team to document.
Opportunity for the team to speak.

China (Metropolitan)

Weekly discussion but not formally
documented.

Yes — but not documented

China (Regional)

X

X

Sweden

Documented in the policy, but it also
given

Documented in the policy, but it also
given

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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5.6 Criterion 4: Knowledge Exchange

Criterion 4 is defined as ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery
exchange new knowledge and actively promote mentorship with National/International colleagues
and people living with stroke to advance best practice.’® Figure 5.5 below provides an overview of

the indicators and sub-indicators from this criterion.
Criterion Category Indicator

Collaborations with external
organisations to exchange knowledge
about best practice

Knowledge Exchange Protected time allocated for knowledge
exchange activities

Opportunities for staff to participate in
training using different modalities for
knowledge exchange activities

Criterion 4

Formal inter-disciplinary mentorship
program for individual clinicians

Formal mentorship program for clinical
centres

Mentorship

Investment in mentorship training for
mentors

Protected time for mentoring

Figure 5.5 Overview of Categories, Indicators and Sub-Indicators of Criterion 4.

Criterion 4 has seven indicators that explored knowledge exchange and mentorship with other
experts and people living with stroke. The responses have been described in the following

sections.
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5.6.1 Knowledge Exchange

Table 5.16 Routinely collected data for the indicators in the 'Knowledge Exchange' category.

Criterion 4

Knowledge Exchange

Collaborations with

Opportunities for staff to

Centre .. Protected time allocated | participate in training
external organisations to . . .
for knowledge exchange | using different modalities
exchange knowledge -
. activities for knowledge exchange
about best practice A
activities
Survey
Collaborate with a university to exchange knowledge about best practices. Other
Chile centres visit to improve their care model. Learning objectives collected end of
training.
Denmark Staff has opportunities to participate in training.
Ghana X
India I
(Metropolitan)
India (Regional) v*

Singapore

Monthly tracking of time spent in training/education/coaching

United Kingdom

X

Interview

Australia
(Metropolitan)

Discipline-specific interest
group, Stroke community
of practice, inter-
disciplinary education
sessions, virtual clinical
support for the regional
centre.

Encouraged to attend
development sessions.
Clinicians are encouraged
to visit our stroke units.

Encouraged to attend and
present at conferences
and round tables.

Links with metropolitan

Used different modalities:

guidelines,
representatives in
regional network groups

Australian face-to-face, webinar,
. centres for support. X . .
(Regional) . . conferences, social media.
Stroke foundation audits.
Not formally documented
Regular clinical practice
China group. Receives and sends Social media, online
. trainees to other hospitals X lectures, conferences,
(Metropolitan) . .
(national and offline lectures.
international)
China (Regional) X ) ¢ ) ¢
Within professional group,
network meetings,
national clinical practice Webinars, conferences,
Sweden P X

documentaries.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
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Table 5.16 summarised the responses on how the centres demonstrate knowledge exchange. Five
survey centres (71%) demonstrated evidence for knowledge exchange. The centre from Singapore
reported that training times were tracked for record-keeping. The interviewed centres responded

to the individual indicators from within the knowledge exchange category and reported below.

5.6.1.1 Collaborations with external organisations to exchange knowledge about best practice

Collaboration with external organisations (such as links to another stroke centre) were
demonstrated by four interviewed centres (80%). The centres from Metropolitan Australia, China,
and Sweden reported collaborations within their professions, while the centre from Regional

Australia reported no connections with international groups.

5.6.1.2 Protected allocated time for knowledge exchange activities

Among the interviewed centre, the centre from Metropolitan Australia that reported there was
protected time allocated for knowledge exchange activities. The centre from Regional China
reported that they were not allocated during work hours. However, there are expectations that

these activities were completed outside working hours.

5.6.1.3 Opportunities for staff to participate in training using different modalities for
knowledge exchange activities

Four centres (80%) demonstrated opportunities for staff to participate in training using different
modalities. The most common modalities described were conferences (n=4, 80%) and webinars
(n=2, 40%). The centre from Metropolitan China reported social media use for knowledge
exchange, whereas the centre from Metropolitan Australia reported that using different

modalities were not a priority to participate in training.

133



5.6.2 Mentorship

Table 5.17 Routinely collected data for the indicators in the 'Mentorship' category.

Criterion 4
Mentorship
Formal
interdisciplinary Formal Investment in
Centre . . . .
mentorship mentorship mentorship Protected time
program for program for training for for mentoring
individual clinical centres mentors
clinicians
Survey
Have dedicated staff to train new staff and monitor professional, technical and
Chile clinical standards through feedback and training initiatives. These staff receive
individual coaching and leadership training.
Denmark X
Ghana X
India (Metropolitan) X
India (Regional) v*
Singapore Monthly tracking of time spent in training/education/coaching
United Kingdom X
Interview
Discipline-specific.
Australia Not all disciplines | Mentor regional Mentorship
(Metropolitan) have formal hospital training available X
mentorship
Australian
(Regional) X X X X
China Documerllted in N
(Metropolitan) X the hospital Training lectures X
system
China (Regional) X X X X
Included in the
Sweden X X X job description

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

In the mentorship category, three surveyed centres (43%) collected data, with the centre from

Chile reporting that they have a dedicated staff to train and monitor new staff. The other two

centres did not describe mentorship in their responses (Table 5.17 above). While the centre from

the UK did not describe formal mentorship, it did report that the Trust (external organisation)
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offers mentorship or coaching.

The centre from Metropolitan Australia was the only centre to describe that formal and
documented discipline-specific mentorship. Although, the centres reported that they did not have
formal inter-disciplinary mentorship program, the centres reported discipline-specific informal

mentoring (Metropolitan China and Sweden).

The centres from Metropolitan Australia and Metropolitan China reported that formal mentoring
programs were available for clinical centres, and the centres were invested in mentorship training.
However, these centres did not describe what type of training was available or if it was formal or

informal.

The centre from Sweden was the only centre that reported allocated and protected time for staff
mentoring, with mentoring documented in the job description. However, Sweden did not have

formal mentorship programs.
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5.7 Criterion 5: Leadership

Criterion 5 is defined as ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have

a shared strong ethical and value-based leadership, that inspires, motivates and drives forward

successful rehabilitation.’® Figure 5.6 below provides an overview of the indicators and sub-

indicators from this criterion.

Criterion Category

Development of leadership and
workforce

Criterion 5

Leaders engaging with key
stakeholders

National/ international leadership

/

Indicator

Rehabilitation workforce
development

Leadership development

Engagement of leadership
with patient or carers

Leadership actively promotes
delivery of successful
rehabilitation

Representation on influential
national/international groups
and professional bodies

Figure 5.6 Overview of Categories, Indicators and Sub-Indicators of Criterion 5.

Sub-Indicator

Commitment to recruitment of
the ‘best’ staff

Processes to promote
professional growth and
development of staff

Mechanisms to gain feedback
to/about leaders and access
leadership

\

' ™\

Investment in training and time to
grow leaders

N J

e N\

Systems to support staff to take
up global leadership roles

Criterion 5 have eight measurable indicators and sub-indicators that explored ethical and value-

based leadership in the centre.

5.7.1 Development of Ethical and Value-Based Leadership

Table 5.18 below outlined the responses collected from the surveyed centres as a single response

on how the centres develop workforce and leadership.
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Table 5.18 Routinely collected data from the surveyed centres for the indicators in the 'Development of
Ethical and Valued Based Leadership' category.

Development of Ethical and Valued-Based Leadership (Surveyed centres)

are set yearly.

Centres
Rehabilitation workforce development Leadership development
An up-to-date description of the role
profile. Processes for recruitment that
. Ieadgrshlp used .to select the best Formal feedback of the leaders yearly.
Chile candidate. Requirement to undergo . .
. . . Leadership development is voluntary.
psychological tests. 3-month trials prior
to permanency. All staff completed
mandatory training.
Yearly development meetings for each
Denmark employee with their managers. Results Training for leaders available.
are written down and checked the year
after.
Ghana X X
India
* *
(Metropolitan) v v
India (Regional) The team’s plan is discussed, and goals I

Singapore

Individual development plan and twice-
year appraisal.

Leadership training, mentoring network
and recognition of international
leadership roles.

United Kingdom

Improvement plan to ensure staff are
appropriately trained (using training
matrix) in their field. Transition roles are
offered to recruit and develop staff
before promotion to higher roles.

Internal and external courses are
available.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

5.7.1.1 Rehabilitation workforce development

‘Rehabilitation workforce development’ includes the commitment to recruit the best staff and

processes to promote professional growth sub-indicators. Six surveyed centres (86%) reported

there were pathways for their workforce development. The centres from Denmark and Regional

India reported a yearly development review for every employee, and the centre from Singapore

reported twice-yearly appraisals.
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Table 5.19 Routinely collected data from the interviewed centres for the indicators in the 'Development
of Ethical and Valued Based Leadership' category.

Development of Ethical and Valued-Based Leadership (Interviewed centres)

Rehabilitation workforce

development

Leadership development

Mechanisms
. Systems to
to gain Investment
Centre . Processes to . . . support staff
Commitment to feedback in training
. promote . to take up
recruitment of . to/about and time to
professional global
best staff leaders and grow .
growth leadership
assess leaders
. roles
leadership
Through word Opportunities for
of mouth and education and
. L Not formal Management
. also a work shadowing. | Discipline-
Australia . . e but support for
(Metropolitan) consideration Regular specific discipline- attending
for the sponsorship of feedbacks - .
N specific presentations.
sustainability of | conference
service attendance
Formal
Performance appraisal, Growing
Review and staff survey. leaders
Australian Merit-based Development No processes | program %
(Regional) processes twice a year, to gain and leading
scholarship feedback clinicians
available for staff | higher than program
TL
Hospital
committed to
re.crurc.lng staff N Weekly
. with higher Regular training . .
China meeting with
. degrees, more lessons and v* v*
(Metropolitan) ; head of
academic conferences
. department
achievements
and clinical
skills
Leaders recruit
staff with high
hina (Regional
China (Regional) | ~° = . X X X X
gualification
Sweden v* v* Yearly survey v* v*

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

5.7.1.1.1 Commitment to recruitment of best staff

All five centres (Table 5.19 above) responded that they were committed to recruiting the best

staff. Recruitment could occur through a merit-based process (centres from Regional Australia,
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Metropolitan China and Regional China) or recognition of expertise through word-of-mouth

(centre from Metropolitan Australia):

“It is not structure. If | see that there’s good staff elsewhere, | will try and approach them.
That’s essentially been what | have been doing, approaching people that | know are excellent
and constantly providing opportunities.”

Additionally, the centre from Regional Australia identified that while recruitment processes are in

place, the commitment to ensure recruitment of the best available staff might be lacking:

“There is a process to recruit the best staff, but struggle to get experienced clinicians, and
commitments should be actually putting more value on getting people to move here, should
there be more incentives? Therefore not committed?”

5.7.1.1.2 Processes to promote professional growth

The ‘processes to promote professional growth’ were identified by four interviewed centres (80%)
(Table 5.19 above). Processes described included conference attendance, regular training and
work shadowing (a professional development activity that allows an individual to closely observe a
professional in their role to gain insight into their responsibility and skills). The centre from
Regional Australia reported that performance reviews and development plans were completed

twice a year.

5.7.1.2 Leadership development

‘Leadership development’ includes the ‘mechanisms to gain feedback about leaders’ and ‘assess
leadership’, ‘investment in training and time to grow leaders’ and ‘systems to support staff in
taking up global leadership roles’. Six surveyed centres (86%) (Table 5.19 above) reported that
there were pathways in place for leadership training and development. Further, four interviewed
centres (80%) reported that there were pathways for team leaders or discipline leaders to receive

feedback on their leadership performance.

Although four of the interviewed centres (80%) reported ‘investing in training and time to grow

leaders’, only the centres in Metropolitan and Regional Australia provided evidence for this
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indicator. The centre from Metropolitan Australia reported that there was no formally allocated

time for leadership training within the rehabilitation team, but opportunities were available within

the individual disciplines. The centre from Regional Australia reported that there were

opportunities for clinicians to participate in leadership programs. Three interviewed centres (60%)

reported that there were systems available to support staff to take up leadership roles globally.

The centre from Regional Australia indicated that while there were no systems in place to provide

formal support, motivated staff were able to pursue international leadership opportunities:

“...[Name] has journal/editorial board opportunities, however not encouraged through work
processes. It is personal drive.”

Table 5.20 Routinely collected data on the indicators in the 'Leaders Engaging with Key Stakeholders' and
'National/International Leadership' categories.

Leaders engaging with key stakeholders

National/ international
leadership

Leadership actively

Representation on

Centre Engagem'ent .0 f promotes delivery of influential national/
leadership with . .
patients and carers succes_s_ful . mternatlon?I groups .

rehabilitation and professional bodies
Survey

Opportunities for continuous improvement, training, courses and workshops

Chile are available through university links. Linked to the National Stroke
Association and World Stroke Organisation

Denmark Staff engaged in groups and professional bodies. No formal process.

Ghana X

India (Metropolitan) v*

India (Regional) v*

Singapore

Appraisal system to identify national/international leadership.

United Kingdom

X

Interview

Australia
(Metropolitan)

Seniors have clinical
caseloads and engage
through a feedback
system.

X

Membership in Stroke
Foundation living
guidelines.

Australian (Regional)

X

Team leader involved in
processes.

Local boards

China (Metropolitan)

Head of department do
ward rounds once a
week.

Head of department
attend weekly reporting
of patient progress.

Represented in National
Centre for Gerontology.

China (Regional) X X X
Staff in influential posts,
Sweden v* v* groups and professional

organisations.
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v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

5.7.2 Leaders Engaging with Key Stakeholders and National/International Leadership

When asked if the’ leaders were engaging with the key stakeholders’ and ‘represented national or
international groups’, five surveyed centres (71%) responded that their centres collected data for
these categories (Table 5.20 above). The interviewed centres were questioned on the indicators,
and three interviewed centres (60%) reported that their leadership engages with patients and
carers. The centre from Metropolitan Australia reported that this was part of the clinical senior
roles within the team, and the centre from Metropolitan China reported that the head of
departments completed this during weekly ward rounds. When the interviewed centres were
asked if ‘leadership actively promoted the delivery of successful rehabilitation’, three centres
(60%) reported either their team leader (centre from Regional Australia) or head of department
(centre from Metropolitan China) was involved in this process. The centre from Sweden did not
provide how they demonstrated this indicator. Four interviewed centres (80%) reported that
there were staff representatives in the national/international and professional bodies. The centre

from Metropolitan Australia reported no formal time allocated for this responsibility.
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5.8 Criterion 6: Education

Criterion 6 is defined by ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery use
their specialist knowledge to provide continuous, high-quality education to people with stroke,
carers, staff and the general public.’”® Figure 5.7 below provides an overview of the indicators and

sub-indicators from this criterion.

Criterion Category Indicator

Pathways for staff to gain higher-degree
qualification

Receiving Education On-site educational opportunities

Criterion 6

Support for off-site education

Delivering conference presentations and in-
services to health professionals

Delivering Education

Providing education to stroke survivors and
carers, and the public

Figure 5.7 Overview of Categories, Indicators and Sub-Indicators of Criterion 6.

Criterion 6 has five measurable indicators designed to explore the concept of staff receiving and
delivering education to stroke survivors, carers, staff and the general public. The responses have

been summarised in the Table 5.21 below.
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5.8.1 Receiving Education

Table 5.21 Routinely collected data on the indicators in the 'Receiving Education' category.

Receiving Education

Pathways for staff to . . .
Centre A v Onsite educational Support for off-site
gain higher-degree .. .
e opportunities education
qualifications
Survey
Chile Rehabilitaiton clinicians teach at the university. Courses, seminars and scientific
conferences are available for staff to participate.
Denmark X
Ghana In-house training for staff and new recruits.

India (Metropolitan)

X

India (Regional)

Information collected on training programs and the impact of training.

Singapore

In-house stroke and spasticity workshops available to staff. Overseas
conferences and learning trips funded for staff.

United Kingdom

Staff are offered the essentials to stroke master module as part of their
development. Staff are encouraged to attend courses at university, in-house

and external training.

Interview

Australia
(Metropolitan)

Scholarship opportunity
for post-graduate
courses. Self-driven by
clinicians.

Monthly Stroke-specific
education, scheduled
discipline-specific
education, and generic
courses are also
available.

Department specific.

Australian (Regional)

Opportunity to
participate in Rural
Generalist Program and
Masters of Clinical
Rehabilitation. Initiated
by University and

FIM training, team
building sessions but
limited in stroke

Some support is
available through
scholarships and self-
directed secondment.

encouraged to complete
PhD.

clinicians.

China (Metropolitan) J* 7+ 7
Priority to staff applying

China (Regional) for Masters and staff are % %

Sweden

Opportunity available
for staff.

Discipline-specific and
for the rehabilitation
team.

Funding is available as it
is a requirement of the
hospital.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

Table 5.21 above outlines the responses collected on educational opportunities for staff. The
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surveyed centres responded to the category, while the interviewed centres provided more detail
by responding to the indicators within the category. Among the survey respondents, five centres
(71%) demonstrated how staff receive education, with the most common pathway through in-

house training.

All five interviewed centres responded that pathways and opportunities were available for staff to
gain higher degree qualifications. The centre from Sweden described that the opportunity was
there for all staff, but not everyone wanted to pursue an academic pathway. Four interviewed
centres (80%) responded that on-site education was available to staff, with only the centre from
Metropolitan Australia reporting stroke-specific education. Similarly, four interviewed centres
(80%) responded that supports were available for off-site education opportunities and funding. No

centres specified if this was stroke-specific education.

5.8.2 Delivering Education

Table 5.22 below outlines the responses collected on staff delivering education to clinicians via

conferences or in-services and providing education to stroke survivors, carers and the public.

Table 5.22 Routinely collected data for the indicators in the 'Delivering Education’ category.

Delivering education

Centre Delivering conference presentations Providing education to stroke
and in-services to health professionals | survivors and carers, and the public
Survey
There are opportunities to participate in scientific societies and clinical
Chile congresses, share practices and knowledge with other professionals, and interact

with different patient associations.
Presentations on research dissemination at conferences are documented

Denmark through the university database.
Ghana Providing education to stroke survivors and carers.
India (Metropolitan) v*
India (Regional) Have the opportunity to participate.
. Monthly statistics on the number of talks/services delivered. Recognition for
Singapore

public talks in the appraisal system.
Offer staff to attend university to deliver lectures on specialist modules such as
neuro assessment. This is documented.

Interview

United Kingdom
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Delivering education

(Metropolitan)

Deliver on the Stroke Study day.

Centre Delivering conference presentations Providing education to stroke
and in-services to health professionals | survivors and carers, and the public
Education to stroke survivors once a
Australia Staff frequently present to other sites. | year. Driving education to patient and

family peer support groups for stroke
survivors and carers.

Opportunity to present at conferences

Australian and in-services. Hands-on mobility, Education during stroke week. Stroke
(Regional) transfer and positioning training with education for stroke survivors.
nursing staff.
China I Through public media or offline
(Metropolitan) lectures.
Only days with events such as
China (Regional) X Physiotherapy Day or World Stroke
Day.
Sweden I Patient education was provided. No

education for the public.

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.
All the centres (100%) provided evidence for this category. Staff within the centres were provided
opportunities to present at conferences and to stroke survivors and families. Most centres
reported having formal documentation on staff delivering education or conference sessions. Four
interviewed (80%) centres reported that staff have opportunities to deliver conference
presentations and in-services to health professionals. The centre in Regional Australia reported
collaborating with other staff (e.g. nursing staff) to conduct in-service (short training sessions) to
improve rehabilitation techniques (e.g. patient transfers, mobility, use of short-handled aids). All
the interviewed centres (100%) reported that education was provided to stroke survivors and
carers. No centre reported on providing education to the public. While two centres reported
education during Stroke Week or World Stroke Day, the centre in Sweden reported that this is not

a usual practice:

“[Providing education] for the public is not the hospital’s responsibility. We present for the
patient organisation if they ask us to do”

The centre in Metropolitan Australia reported that they had trialled a program that focused on
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providing education sessions to the public, but it was not widely received:

“We ran a short pilot program to provide education to the public, but the turnout was very
low”
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5.9 Criterion 7: Advocacy

Criterion 7 is defined as ‘Centres of Clinical Excellence in Stroke Rehabilitation and Recovery
advocate and promote equitable access and optimal delivery of stroke rehabilitation services and
funding for innovative research.’® Figure 5.8 below provides an overview of the indicators and sub-

indicators from this criterion.

Criterion Category Indicator

Processes that facilitate
ongoing communication with Systems to promote equitable access
key stakeholders

Equitable access to stroke Process to monitor access

Criterion 7 rehabilitation

Process to improve access if problems
identified

For access to stroke rehabilitation services

Regular advocacy and outreach
activities

For innovative research

Figure 5.8 Overview of Categories, Indicators and Sub-Indicators of Criterion 7.

Criterion 7 comprises of six measurable indicators aimed to explore advocacy, equitable access,

optimal delivery of stroke rehabilitation, and funding availability for innovative research.

Table 5.23 below outlines the responses collected on this criterion.
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Table 5.23 Routinely collected data for the indicators and categories in Criterion 7.

Processes . e Regular advocacy and
Equitable access of stroke rehabilitation & .. _y
that outreach activities
facilitate
. Process to
ongoing Systems to . For access
Centre . Process to improve For
communic | promote . . to stroke . .
. . . monitor access if ... .. | innovative
ation with | equitable rehabilitati
access problems . research
key stake- | access . - on services
identified
holders
Survey
A non-profit organisation designed to service populations with high socioeconomic
Chile levels. Identified gap in equity and looking for ways to improve service in lower-
income population.
Denmark X
Ghana X
India I
(Metropolitan)
India (Regional) v*

Singapore

Regular monitoring of discharges to follow-up services with waiting time indicators.
The national framework is used to stratify patients; this information was collected
via electronic documentation.

United Kingdom

Links with Stroke Association who are working on access. Completed by training and
recognising signs of stroke and access to care. Continual monitoring of access for the
minority population to improve accessibility.

Interview
Stakeholde
rmeeting Consultant
as needed. Have a
. goes to the
Discharge process and
. . Yes — acute
Australia processes Hospital a . Answered
. . oo . processes hospital to .
(Metropolitan) include specific committee . . . previously
o available identify
specific that can be
rehab
handovers reported to .
patients
to external
agencies
N
ot . Generic
formalised. svstem and
Staff a\éce tance
Australian allocated to into P Telehealth
. dinat f t
(Regional) coordinate program X X or remote X
and patients
. were based
communica |
te with key
stakeholder postcode
. Through Through
China
. bli bli
(Metropolitan) X X X X pu I.C Pu !c
media media
Priority is
. . given to
China (Regional
ina (Regi ) X governmen X X X X
t officials
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Processes . e Regular advocacy and

Equitable access of stroke rehabilitation & .. _y
that outreach activities
facilitate

. Process to
ongoing Systems to . For access
Centre . Process to improve For
communic | promote . . to stroke . .
. . . monitor access if ... .. | innovative
ation with | equitable rehabilitati
access problems . research
key stake- | access . - on services
identified

holders

and social

elites
Ongoing
continuousl | Legally

Sweden * *

y or when bound v v X X
needed

v* Participants from the centres responded ‘Yes’ to the questions but did not provide an explanation or
if the explanation was irrelevant to the questions.

Seven centres (58%) reported collecting data on advocacy and equitable access to stroke
rehabilitation services. The centres from Singapore, the UK, Metropolitan India, Regional India,
Metropolitan Australia, Regional Australia and Sweden reported having documented processes to
promote equitable access, but systems to monitor access were less frequently reported. Chile
reported that the centre was designed to service populations from a higher socioeconomic status,

and gaps have been identified; therefore, work was in progress to improve the service.

Three interviewed centres (60%) reported having ‘processes for ongoing communication with key
stakeholders’, but that these processes were ad hoc. The responses to regular advocacy and
outreach activities indicators varied between centres, with centres reporting indicators were not
applicable or had previously answered in another criterion. The centre from Regional Australia
reported that telehealth was used to improve access to services for remote patients, and the
centre from Metropolitan China relied on public media to advocate for access. The centre from

Sweden reported:

“We don’t have to go out and advertise and promote our care. We are not competing between
centres, and people know what to expect when they go to the hospital.”
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No centre reported conducting advocacy or outreach activities for innovative research.

5.10 Chapter Summary

This chapter outlined and explored the responses from the survey and semi-structured interviews
descriptively, whether data was collected and, if yes, the type of data that was collected. The
responses indicated that centres could demonstrate evidence for most of the indicators from
‘Criterion 1: Optimal Outcomes’, ‘Criterion 3: Interprofessional Working’, Criterion 4: the
Knowledge Exchange category’ and ‘Criterion 6: Education’. Comparatively, the centres
demonstrated a lesser number of indicators from ‘Criterion 2: Research Culture’, ‘Criterion 4: the
Mentorship category’, ‘Criterion 5: Leadership’, and ‘Criterion 7: Advocacy’. No centres recruited
in this research were able to demonstrate evidence against all the indicators and criteria of CoCE.
The following chapter will explore the outcome of the thematic analysis from the semi-structured
interviews to identify patterns and themes that influenced the trialability of the criteria and
indicators at stroke rehabilitation centres. The findings from this chapter and the next chapter

(Chapter 6: Thematic Analysis) will be discussed together in Chapter 7: Discussion.
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CHAPTER 6: THEMATIC ANALYSIS

6.1 Chapter Overview

This chapter presents the analysis of the qualitative responses from the semi-structured
interviews collected from the interviewed centres. This chapter was structured to address the

research questions below.

» How do the stroke rehabilitation centres view the criteria and indicators of the CoCE in
Stroke Recovery and Rehabilitation?
» What were the facilitators and barriers identified by stroke rehabilitation centres when

trialling the criteria and indicators of CoCE in Stroke Recovery and Rehabilitation?

Appendix I: Transcribed interview responses from the semi-structured interviews

6.2 Framework Analysis: Coding and Charting Stage Results

The interview responses from the interviewed centres were thematically analysed using the
Framework Analysis method (refer to Section 4.10.2), and the codes were mapped to the
Consolidated Framework for Implementation Research (CFIR). Tables 6.1 and 6.2 below portray
the coding and charting processes undertaken during thematic analysis for two questions asked

during the semi-structured interviews.

6.2.1 Integration into Practice

Participants were asked to describe or explain how the indicators could be integrated into their
practice at their centres for each criterion. The responses to this question have been coded and
charted, and presented in Table 6.1 below. These responses were explored in detail throughout

this chapter and specific quotations from the table were used to support the analysis.
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Table 6.1 The ‘integration into practice’ thematic coding using Framework Analysis Method and mapping to CFIR domains and constructs.

Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

CRITERION 1

Metropolitan Australia

“Indicators are embedded well into practice.”

“Indicators are well documented and integrated
into practice.”

Indicators are part of everyday practice

Innovation Domain
Construct G: Design

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct F: Compatibility

Regional Australia

“Service outcomes — collected and documented

well.”

“" H ”
Some are integrated well and some are not

Information on indicators easily
available or accessible

Some indicators are part of everyday
practice, and some are not routinely
used

Inner Setting Domain
Construct F: Compatibility
Inner Setting Domain
Construct F: Compatibility

Metropolitan China

“Not routine to collect patient experience.”

“Not routine to measure delivering outstanding
rehabilitation.”

“We don'’t record therapy provided as we follow
doctor’s orders.”

Indicators not collected as not routinely
used

Indicator is not applicable or relevant
due to the current system in place

Inner Setting Domain
Construct F: Compatibility
Construct D: Culture

Innovation Domain
Construct D: Adaptability

Inner Setting Domain
Construct A.3: Work Infrastructure
Construct F: Compatibility

Regional China

“Patient outcomes are measured informally
using verbal feedback.”
“Not routine to collect carer outcomes.”

Information not formally measured — no
formal systems in place

Indicator not collected as not routinely
used

Inner Setting Domain
Construct F: Compatibility
Inner Setting Domain
Construct F: Compatibility

Sweden

“Supposed to be using but still trying to use.”
(coordinate ongoing care)

Aware of criterion, priority for service
but difficult to meet as not collecting
data on it.
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Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

“Carer outcomes — made us think as not
something we will consider a priority, but we do
have tools.”

Have tools available but not a priority to

be measured

Outer Setting Domain
Construct B: Local Attitudes
Construct C: Local Conditions
Construct G: External Pressure

Inner Setting Domain
Construct D.2: Recipient-Centeredness
Construct G: Relative Priority

CRITERION 2

Metropolitan Australia

“We’re doing a lot of it [based on] our
examples. [However], no structured pathway. So
for it to be ongoing, we’d probably need to
make a bit more formalised process”

Indicators are part of everyday practice

Need formalised pathway

Inner Setting Domain
Construct F: Compatibility

Regional Australia

“Poorly integrated and not a priority”

“We have some sort of infrastructure for PD —
lots of hoops to jump through to get funding”

“Some are integrated well, and some are not”

Not part of everyday practice

Some indicators are part of everyday
practice, and some are not routinely
used

Inner Setting Domain
Construct D: Culture
Construct F: Compatibility
Construct G: Relative Priority

Implementation Process Domain
Construct B: Assessing Needs
Inner Setting Domain

Construct F: Compatibility

Metropolitan China

“Mostly [integrated]”

“All the staff are required of research
achievements, especially those with deputy or
senior titles.”

Part of everyday practice, with some
indicators formally document

Inner Setting Domain
Construct D: Culture
Construct F: Compatibility
Construct G: Relative Priority

Regional China

“Our clinicians and physios are very involved in
their research work. Because they need to
publish papers and attend research projects for
their professional title evaluation”

Part of everyday practice, with some
indicators formally document
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Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

“Not routine to collect carer outcomes”

Indicator not collected as not routinely
used

Inner Setting Domain
Construct F: Compatibility

Sweden

“Mostly clinical priorities first, but we have
activities all the time going on that will support
the research part”

“Many researchers still have a part in the clinic,
so they don’t just do research”

Clinical tasks are prioritised, and
incidental activities that support
research

Researchers are involved in clinical work

Inner Setting Domain

Construct B: Relational Connection

Construct G: Relative Priority

Implementation Process Domain
Construct B: Assessing Needs

CRITERION 3

Metropolitan Australia

“Frequently [integrate] and good at this one”

Indicators are part of everyday practice

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture

Regional Australia

“Well integrated”

“We can do better at culturally safe
provision...help support while in hospital”
“We are missing a layer of clinical seniors that
will help us work together”

Indicators are part of everyday practice
Improve on data collection

Need more support to achieve some
indicators

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct J: Available resources

Individual domain
Construct B: Mid-level leaders

Metropolitan China

“We have shift handover every morning. Nurses
and physios attend. Weekly meeting that all the
doctors and therapist will attend, we will
communicate patient’s detailed information.

“It is in practice, but it is not implemented due
to time factor — we know it has to happen but
there is no policy to enforce it”

Part of everyday practice — long-
standing work culture

Systems available but not utilised

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct J: Available resources
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Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

Regional China

“Every morning all clinicians will get together to
share information . We don’t share detailed
information, just state how many patients we
have now and how many are discharged”

Part of everyday practice — long-
standing work culture

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture

Sweden

“This is the foundation of how we work”

“It is a team, with the team and with the
patients and their relatives”

Long-standing culture of work

Inclusive practice and collaboration with
patients and family

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct D.2: Recipient-Centeredness

CRITERION 4

Metropolitan Australia

“Clear indicators. Mentorship is important.”

“Can formalise it more as it is not integrated
into standard practice. Also stroke specific
mentorship, not just discipline-specific
mentorship”

Indicators are part of everyday practice

Systems not available to collect data

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct J: Available resources

Regional Australia

“Well integrated except for protected time for
knowledge exchange and mentorship”

“There are huge gaps — mentorship is very
valuable as resources, particularly with
knowledge sharing”

“No rehab clinical network in the state- a big
loss”

Some Indicators are part of everyday
practice

Systems not available to collect data

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct J: Available resources

Metropolitan China

“Well integrated into practice”

Part of everyday practice

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
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Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

Regional China

“[The ones that are applicable are] integrated
well into practice”

“Never heard of some indicators”

Some Indicators are part of everyday
practice

Outer Setting Domain
Construct B: Local Attitudes

Sweden

“Well integrated except for mentorship”

“The hospital has a framework that says that
the University Hospital and in order to be
University Hospital and university unit, there are
certain criteria that you have to do”

Long-standing culture of work

Systems in place

Outer Setting Domain
Construct B: Local Attitudes
Construct D: Partnership and
Connections

Inner Setting Domain
Construct D: Culture

CRITERION 5

Metropolitan Australia

“It would be helpful to have leadership defined
as some professions in the ward does not have
stroke leaders”

“Well and truly integrated”

Indicators are part of everyday practice

Not clear indicators

Innovation Domain
Construct G: Innovation Design

Outer Setting Domain
Construct B: Local Attitudes

Regional Australia

“Some integrated well but no all.”

“Engaging leadership with patients and carers —
interesting — what does it mean, what is the
purpose? Very vague”

Some Indicators are part of everyday
practice

Not clear indicators

Innovation Domain
Construct G: Innovation Design

Outer Setting Domain
Construct B: Local Attitudes

Metropolitan China

“Confused about the concept of best staff and
the commitment to recruit”

“[1s it] for both research and clinical practice?”

Not clear indicators

Innovation Domain
Construct G: Design

Outer Setting Domain
Construct B: Local Attitudes

Regional China

“We have group leader, sector leader and
hospital leader — don’t know which one is asked
for the criterion”

Not clear indicators

Innovation Domain
Construct G: Design

Sweden

“Indicators not very clear”

“Do you really need this [indicator -best staff]”

Not clear indicators

Not relevant indicators

Innovation Domain
Construct G: Design
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Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

“[Indicators] not clear”

Outer Setting Domain
Construct B: Local Attitudes

CRITERION 6

Metropolitan Australia

“Repetitive on the education and conference”

Repeated indicators

Innovation Domain
Construct G: Design

Regional Australia

“Yes, education opportunity out there but is
self-driven, impacted by staffing levels and
clinical priorities”

“Lots more opportunity in metro”

“off-site versus on-site — need clarification”

No system in place to identify data

Vague indicator

Innovation Domain
Construct G: Design

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct J: Available resources

Metropolitan China

“The criterion and KPI are clear”

Clear indicators

Innovation Domain
Construct G: Design

Regional China

“What is in-services - never heard of some
indicators”

Different terminology

Innovation Domain
Construct G: Design

Sweden

“Many of the indicators were also in earlier
guestions we went through. Felt like we have
answered this before — structured in different
ways or have less KPI for each criterion. Some
questions were for clinical and some for
patients”

Repeated indicators

Innovation Domain
Construct G: Design

CRITERION 7

Metropolitan Australia

“Integrated well but needed explanation on KPI.
Not very clear — need more explanation or
different wording or examples”

Vague indicators

Innovation Domain
Construct G: Design

Regional Australia

“We all in same page about advocating patients
to access stroke rehab, however, limited by
resources”

Need a system in place
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Innovation Domain
Construct D: Adaptability




Interviewed Centres

Quote: indicators were integrated into practice

Theme Codes

CFIR domains and constructs

“Advocating — outside our control to accept
within recovery window”

Metropolitan China

“Straightforward criterion but vague KPI”

Vague indicators

Innovation Domain
Construct G: Design

Regional China

“Straightforward criterion but vague KPI”

Vague indicators

Innovation Domain
Construct G: Design

Sweden

“I'think it's important to have it because we
have quite a large part of a population where
with immigrants and, as you said, with health
literacy, we use quite a lot of translators and
there's been discussion in the policies in the by
the politicians that certain political parties say
that we would save money by not using
interpreters as much as we do.”

Need a system in place

Innovation Domain
Construct D: Adaptability
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6.2.2 Facilitators and Barriers to Achieving the Indicators

The participants' responses to the question asking to identify the facilitators and barriers to
collecting data against the indicators have been coded and charted and presented in Table 6.2
below. These responses were explored in detail throughout this chapter and specific quotations

from the table were used to support the analysis.
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Table 6.2 The ‘facilitators and barriers to achieving the indicators’ thematic coding using Framework Analysis Method and mapping to CFIR domains and
constructs.

Interviewed Centres Quote: Facilitators and barriers to achieving the indicators | Codes CFIR

CRITERION 1

Metropolitan
Australia

“Some indicators similar”
“Some indicators are vague”
“Service outcomes — vaguely worded — unsure how to

answer”
“Some indicators are not a priority”

“Some indicators not documented or no formalised tools
used, however part of therapy”

’

“Patient-reported experience more valuable than outcomes”

“Would prefer examples with each one”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Not a priority to collect
information on indicator

No documentation and no
formalised tools in place,
however indicators measured
informally

Some indicators are a priority

Need examples to understand
indicators

Innovation Domain
Construct G: Design

Innovation Domain
Construct D: Adaptability

Inner Setting Domain

Construct F: Compatibility
Construct G: Relative Priority
Inner Setting Domain

Construct C: Communication
Construct F: Compatibility
Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting

Innovation Domain

Construct D: Adaptability
Construct C: Relative Advantage

Inner Setting Domain

Construct F: Compatibility
Construct G: Relative Priority
Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies

Regional Australia

“Indicator too big/broad”
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Indicators are vague, ambiguous

Innovation Domain




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“Need clarification”
“Outcome could mean complications”

“No system and resources available to document each
indicator — time utilised for clinical work, even if indicators
are important and relevant”

“Not well documented in records to identify indicator”

“Confusing terminology — are they measures or observations
along the way”

“Different terminology — not called patient reported
outcome, but goal setting”

“Not sure what procedure/methods mean”
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and too broad

Indicators could have different
meanings — need examples

Indicators could be called
something different — need to
be generic globally

Workload demands impacting
service priority

No systems in place

Information not easily available
to collect on indicators

Indicators could have different
meanings — need examples

Indicators could be called
something different — need to
be generic globally

Construct G: Design

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Outer Setting Domain

Construct G: External Pressure

Inner Setting Domain

Construct A: Structural Characteristic
Construct F: Compatibility

Construct G: Relative Priority
Construct J: Available Resource

Implementation Process Domain
Construct I: Adapting

Inner Setting Domain

Construct F: Compatibility

Implementation Process Domain
Construct I: Adapting

Innovation Domain

Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct I: Adapting




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“Duration versus dose is vague”
“Collecting data but no feedback loop to complete process”

“No ambulatory feedback, but the tool is available”

“No formal processes available for self-management skills”

“Indicator not well documented”

Indicators are used, but the
system does not allow for
feedback on the data collected

Have tools available but
indicators not measured — no
process

Not using formalised tools

The indicator was not
documented therefore, unable
to seek out information

Outer Setting Domain
Construct G: External Pressure

Inner Setting Domain

Construct A: Structural Characteristic
Inner Setting Domain

Construct F: Compatibility

Individuals Domain

Construct H: Innovation Deliverers
Inner Setting Domain

Construct A: Structural Characteristic
Construct F: Compatibility

Construct J: Available Resources
Inner Setting Domain

Construct A.3: Work Infrastructure
Construct F: Compatibility

Metropolitan China

“Don’t deliberately collect indicators separately. Covered in
medical documentation”

“Confused about rehabilitation interventions”

“Confused about the difference between clinical measures
and patient-reported outcomes”

“We don’t quite understand what the dose stands for”

“Clinical skills, self-reported outcomes and self-management
skills are overlapping”

“We don't use the word optimal outcome”

Indicators are incidentally
collected during daily clinical
processes

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Cross-over between indicators

Indicators could be called

Inner Setting Domain
Construct A: Structural Characteristic

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct I: Adapting

Innovation Domain

Construct F: Complexity
Construct G: Design

Innovation Domain
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

something different — needs to
be generic globally

Construct D: Adaptability
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Regional China

“Optimal outcomes — vaguely worded”

“l don’t know what that coordinated, ongoing care and
support”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Indicators could be called
something different — needs to
be generic globally

Innovation Domain
Construct G: Design

Innovation Domain
Construct D: Adaptability
Construct G: Design

Implementation Process Domain
Construct I: Adapting

Sweden

“No regulation or recommendation for duration, but should
be”

“Don’t have service outcome and FIM is under used”

“Struggling with the question dose, know it is important but
we have no clue”

“Easy to understand delivering outstanding rehabilitation”

“Some information was not easily accessibly”
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Gaps in service identified

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Information on indicators easily
available

Information not easily available
to collect information on
indicators

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic

Innovation Domain
Construct F: Complexity
Construct G: Design

Innovation Domain
Construct G: Design

Inner Setting Domain
Construct F: Compatibility

Implementation Process Domain




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“Carer outcome — we don’t explore much”
“Carer outcome is vague”

“Who is a carer” need definition

“We don’t want carers to be involved”

“Tricky part is the vocabulary and what answer to give”
“Don’t use abbreviation”

“Use of easy/everyday words” “helpful to have examples for
each one”

“What is duration and intensity — terminology a little bit
different”

“Not everyone knows patient reported outcomes and
experiences”

“Not everyone understands time of commencement”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Indicators could have different
meanings — need examples
Indicator is not applicable or
relevant due to the current
system in place

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Indicators could have different
meanings — need examples

Indicators could be called
something different — need to
be generic globally

The terminology used describe
the indicator is unclear

Construct I: Adapting

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct I: Adapting

Innovation Domain

Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D.2: Recipient-
Centeredness

Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

CRITERION 2

Metropolitan
Australia

“We regularly attend conferences, and often as a team with
aim to present in conference.”

“Embedded within work for PD — for study leave/to attend
the conference with funding”

“Ql done regularly from database however no set program
just strongly encouraged by seniors.”

“No particular barriers”

Indicators were relevant to
current system

Information on indicators easily
available

No barriers identified

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural
Characteristics

Construct F: Compatibility
Construct J: Available Resources
Innovation Domain

Construct D: Adaptability

Implementation Process Domain
Construct H: Reflecting & Evaluating

Regional Australia

“Not always fit within all roles.”

“Quality improvement is included in the job description but
no specifics about research.”

“No allocated time for research.”

“Not a priority and not emphasis as part of day to day
working”

“No — vary — dependent on position and experience”

“We should have the opportunity to attend relevant
conferences, but it doesn’t triumph clinical load when short-
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Gaps in service identified

Workload demands impacting
service priority

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Outer Setting Domain

Construct G: External Pressure

Inner Setting Domain

Construct A: Structural Characteristic
Construct G: Relative Priority
Construct J: Available Resource

Implementation Process Domain




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

staffed”

“We have some sort of infrastructure for PD — lots of hoops
to jump through to get funding”

“Look different in metro”

“No — we are not doing it so no information to collect — not
applicable. We still think it should be a priority”

Indicator is not applicable or
relevant due to the current
system in place

Gaps in service identified

Construct I: Adapting

Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct F: Compatibility

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct A: Structural Characteristic
Construct G: Relative Priority

Metropolitan China

“No, we don’t have such a thing. Everyone just has to use
their spare time”

“Yes, it would be better to give an example to illustrate”

“Would prefer examples for each KPI”
“But we don’t document it.”

Gaps in service identified

Not easy to understand
indicators without examples

No documentation and no
formalised tools in place,
however indicators measured
informally

Outer Setting Domain
Construct C: Local Conditions
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Regional China

“Can’t collect some (e.g quality improvement program,
regular collection of outcome data, allocated research times,
systems to support high-quality data collection, a recognised
pathway or strategy to implement research into practice)
because we don’t have this”

“Would prefer examples for each KPI”

“Research culture - “I don’t understand what research
culture mean”

Not a priority to collect
information on indicator

Not easy to understand
indicators without examples

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Innovation Domain
Construct D: Adaptability

Inner Setting Domain
Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Sweden

“In daily clinical work, these activities are unfortunately

quite often down-prioritized prior clinical work.”

Workload demands impacting

service priority

Outer Setting Domain
Construct G: External Pressure

Inner Setting Domain

Construct A: Structural Characteristic
Construct G: Relative Priority
Construct J: Available Resource

Implementation Process Domain
Construct I: Adapting

“The research is quite accessible at the University Hospital in
general and compared to other hospitals.”

“l found these criteria relatively easy to check because we
have many of those organisation structures just because we
are a university hospital. Those structures and their
organisation is roughly in place and are positive, it is also in

Indicators were relevant to
current system

Information on indicators easily

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct D: Partnership &
Connection
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

the university hospital’s mission. It is the patient work,
clinical work, research innovation and teaching”

“We have documentation, plans, and work descriptions to
state this”

“It was quite easy — because of the closeness to university.
What we were struggling with was that we may not live up
to these as much as we would like”

available

Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility
Construct J: Available Resources

CRITERION 3

Metropolitan
Australia

“No barriers — have these documented (e.g. accreditation
process)”

“KPIs are straightforward”

“Vague” cultural evidence as it is more in practice than
documentation. “...but that's quite vague...harder to provide
evidence because we just know we do it.”

“Collaborative goal setting — covered in the first criteria”

No barriers identified

Information on indicators easily
available

Indicators are incidentally
collected during daily clinical
processes

Indicators are vague, ambiguous
and too broad

Information collected from
another indicator or criterion

Innovation Domain
Construct D: Adaptability
Construct G: Design

Implementation Process Domain
Construct H: Reflecting & Evaluating
Innovation Domain

Construct F: Complexity

Construct G: Design

Inner Setting Domain

Construct A: Structural Characteristic
Innovation Domain

Construct G: Design

Regional Australia

“Very informal and not formally documented”
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No documentation and no
formalised tools in place,
however indicators measured
informally

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“Needed clarification — what does it mean”

“Do well in virtual communication as “we are a country site
therefore provide a lot of services to other areas”

Indicators are ambiguous
therefore need clarification

before collecting information on

the indicators
Indicators were relevant to
current system

Innovation Domain
Construct G: Design

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility
Construct J: Available Resources

“Need better process for goal setting”

“Systems to support coordinated interprofessional
teamwork - | think we are missing a whole layer of clinical
seniors that will help us work together”

Gaps in service identified

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct A: Structural Characteristic

Metropolitan China

“I think it’s overlapping with a..”
“Yes, but we don’t document this.”
“It is in practice but it is not implemented due to time factor

—we know it has to happen but there is no policy to enforce
it”

Cross-over between indicators

No documentation and no
formalised tools in place,
however indicators measured
informally

Innovation Domain

Construct G: Design

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting

Regional China

“Sometimes we do not. Sometimes the treatment or therapy
of clinicians and physios can not reach a consensus.
Sometimes we overlook someone’s opinion.”
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No documentation and no
formalised tools in place,
however indicators measured
informally

Inner Setting Domain

Construct A.3: Work Infrastructure
Construct C: Communication
Construct F: Compatibility




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“Culturally safe care provision - “They don’t care about this
and asked my leader and they don’t know anything”

Indicators not relevant to
current system

Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting

Innovation Domain

Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility
Construct J: Available Resources

Sweden

Culturally safe care provision “l don’t think we are required
by law”

“We discussed the meaning of culturally safe care provision
and equal rights. We made a greater inclusion in that” —
should be explained more and what information required
with an example as it will differ a lot in different countries. |
am thinking man, woman, sex, ethnicity, religion”
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Indicator is not applicable or
relevant due to the current
system in place

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D.2: Recipient-
Centeredness

Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct I: Adapting




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“Same discussion we had earlier about the importance of
relatives and family, we would not involve them to be actual
caregivers. They are important but in a different way. They
support more mentally or more psychologically or as a
partner or whoever but role in their family role and not the
carer”.

“Under this KPI the teamwork is addressed only as system
support; | think the teamwork as a way of working should be
more visible somehow — maybe lift it into the KPI 1 more
clearly — it is more the culture of teamwork and the holistic
view on team and common understanding of teams that
somehow disrepairs in the presented KPls. Important to
make the TEAM work more visible.”

Indicator is not applicable or
relevant due to the current
system in place

Additional indicators to be
explored

Innovation Domain
Construct D: Adaptability

Inner Setting Domain
Construct D.2: Recipient-
Centeredness

Construct F: Compatibility
Construct G: Relative Priority

Innovation Domain
Construct D: Adaptability
Construct G: Design

CRITERION 4

Metropolitan
Australia

“Not well backfilled — not a priority”

“Different modalities — not a priority”

Formal mentorship program for clinical centres — “Unsure
how to answer this — mentor Geraldton Hospital”

“No clear pathway for mentorship training”

Not a priority to collect
information on indicator

The terminology used to

describe the indicator is unclear

Gaps in service identified

Innovation Domain
Construct D: Adaptability

Inner Setting Domain
Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic

Regional Australia

“There is a gap — no stroke support group”
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Gaps in service identified

Outer Setting Domain
Construct C: Local Condition




Interviewed Centres Quote: Facilitators and barriers to achieving the indicators | Codes CFIR
“No connection with any international rehab group” Construct D: Partnership &
Connections

“No allocated time”

“Nothing formal”

“Nothing to collect — so no barrier”

“Barrier to mentorship is the distance from major centres”

No documentation and no
formalised tools in place,
however indicators measured
informally

Gaps in service identified

Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting

Outer Setting Domain

Construct E: Policies & Law

Inner Setting Domain
Construct A: Structural Characteristic

Metropolitan China

“Vague — “What does it mean”? need clarification”

“No, we don’t have interdisciplinary mentorship program,
just within rehabilitation”

“? Protected time for knowledge exchange and mentorship —
none allocated within work hours — expectation to be
completed outside work hours or during however it is
relevant to be included as KP1”
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Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Indicator is not applicable or
relevant due to the current
system in place

Innovation Domain
Construct G: Design

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility
Construct J: Available Resources




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“No difficulty with knowledge exchange with other hospitals,
but more difficulty with national groups and rarely with
international groups”

Gaps in service identified

Outer Setting Domain
Construct D: Partnership &
Connections

Construct E: Policies & Law

Inner Setting Domain
Construct A: Structural Characteristic

Regional China

“No — only do face-to-face communication — not other
modalities”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Innovation Domain
Construct G: Design

“Difficult to find some information on knowledge exchange.
Only have information within own university”

“? Protected time for knowledge exchange and mentorship —

none allocated within work hours — expectation to be
completed outside work hours”

“Never heard about some key performance indicators”

“Very young rehab unit — developing city”

Information not easily available
on indicators

Indicator is not applicable or
relevant due to the current
system in place

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Inner Setting Domain
Construct F: Compatibility

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct F: Compatibility
Construct J: Available Resources
Innovation Domain

Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct I: Adapting

173




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Sweden

Formal mentorship program for clinical centres — “what is
the difference from point a)”

“Criteria 4 is more the clinical exchange or collaboration or
the research because we have talked about the research
collaboration already in the earlier points. Is there any
difference in clinical collaboration, research collaboration.”

“In general, we had a little bit trouble with those 4,5 and 6
to differentiate and others — we struggled a little bit.
Differentiate from the others and there were many
questions little bit similar.”

“The hospital has a framework that says that the University
Hospital and in order to be University Hospital and university
unit, there are certain criteria that you have to do.”

“Most people are aware that teaching and research are part
of requirements” and “with that there goes the
collaboration”

“We are said to be the last line, so we are to support
everyone around”. “more qualified hospital, decided by
politicians, so we have to support”. “It is the policy” “We
need to help not because we have to help”

Cross-over between indicators

Information collected from
another indicator or criterion

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Indicators were relevant to
current system

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct I: Adapting

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct D: Partnership &
Connections

Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility
Construct J: Available Resources

CRITERION 5

Metropolitan
Australia

“Mostly through word of mouth.”

“Not formal”
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No documentation and no
formalised tools in place,
however indicators measured
informally

Inner Setting Domain
Construct A: Structural Characteristic
Construct C: Communication

Implementation Process Domain
Construct I: Adapting




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Leadership actively promotes delivery of successful
rehabilitation — “Vague — did not understand”

Leaders engaging key stakeholders — “it is very vague. Needs
explanation”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

The terminology used describe
the indicator is unclear

Innovation Domain
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Regional Australia

“There is process to recruit best staff but struggle to get
experienced clinicians and commitments should be actually
putting more value on getting people to move here, should
there be more incentives?”

“Not encouraged through work processes, personnel-
driven.”

“No systems in place to access through work”
“Vague — need clarification — TL role or clinician role? “is it
clinical leadership or patient related” Need more definition

or explanation — difficult to answer”

“Is it clinical or non-clinical leadership” —vague and a big
difference between these”

“Not much information available”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Gaps in service identified

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Indicators could have different
meanings — need examples

The terminology used describe
the indicator is unclear
Information not easily available
to collect on indicators

Innovation Domain
Construct F: Complexity
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Innovation Domain

Construct F: Complexity

Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Inner Setting Domain
Construct F: Compatibility

Implementation Process Domain
Construct I: Adapting
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Metropolitan China

“What do you mean by “leaders”?”

“Confused about the concept of “best staff” and the
commitment to recruit the best staff — do we need to
provide more salary to attract the best staff or something
else”

“Best staff — both research and clinical practice?”
“Yes. But we don’t document it.”

“Needs to be clearer”

“Leadership — vague as well — department or hospital?
“Need to make it clear what is this leadership about”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

The terminology used describe
the indicator is unclear

No documentation and no
formalised tools in place,
however indicators measured
informally

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

The terminology used describe
the indicator is unclear

Innovation Domain
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Construct J: Available Resources

Implementation Process Domain
Construct I: Adapting

Innovation Domain

Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Regional China

“Yes, our leaders desire to recruit staff with high academic
qualifications. We recruit clinicians with PhD”
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Indicators were relevant to
current system

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“No, the only way to assess the leader’s leadership is how
the leader leads us to make a profit. Most of the
mechanisms of assessing leadership is confidentia

I”

“Needs to be clearer”

” llI

“We lack communication — “we are not like a big family
provide service and they receive service”

“We don’t have right to lead patients”.

“My responsibility is to tell them what to do”

“We have group leader, sector leader and hospital leader —
so we don’t know which one you mentioned here”

Indicator is not applicable or
relevant due to the current
system in place

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Indicator is not applicable or
relevant due to the current
system in place

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

The terminology used describe
the indicator is unclear

Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct F: Compatibility
Innovation Domain
Construct F: Complexity
Construct G: Design

Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D.2: Recipient-
Centeredness

Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Sweden

“Need to ask the questions differently —as you won’t get
anything from this question otherwise”
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Indicators are ambiguous
therefore need clarification

Innovation Domain
Construct D: Adaptability




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

“This was partly taken up under research and knowledge
exchange, mentoring KPls, | think a better discrimination
between these is needed.”

“We don’t know what 360 means — you have a lot of
examples but we don’t’ know that it means. If you are doing
this internationally, it is not clear”

“I am convinced we have this, but your questions were not
very clear to us”

“We talked about career stages, and discussion with
leadership. It is encouraged but not listed”

“Suggestion: this part had a bit too many different angles
but difficult to separate”

before collecting information on
the indicators

The terminology used describe
the indicator is unclear

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Cross-over between indicators
No documentation and no
formalised tools in place,
however indicators measured
informally

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

The terminology used describe
the indicator is unclear

Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Innovation Domain
Construct D: Adaptability

Inner Setting Domain
Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

CRITERION 6

Metropolitan
Australia

“Repetitive on the education and conference”

“Receiving education: Covered in other criteria”

Information collected from
another indicator or criterion

Innovation Domain
Construct G: Design
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Regional Australia

“There are no pathways, they are just sent out by
universities”

“Education opportunity out there but is self-driven,
impacted by staffing levels and clinical priority”

“Offsite versus onsite — need clarification (face to face versus
telehealth)”

Gaps in service identified

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Outer Setting Domain
Construct D: Partnership &
Connection

Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct F: Compatibility

Construct G: Relative Priority
Innovation Domain

Construct G: Design

Metropolitan China

The criteria and KPI “It is pretty clear”

Information on indicators easily
available

Innovation Domain
Construct G: Design

Regional China

“Our hospital encourages the staff to apply for PHD and
supports staff to finish their PHD, including financial support,
but staff must go back to our hospital when they graduate.”

“What is in-services” — not a terminology used in China

Indicators were relevant to
current system

The terminology used describe
the indicator is unclear

Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct F: Compatibility
Construct J: Available Resources
Innovation Domain

Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

179




Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Sweden

“It is an opportunity — “not everyone needs to or wants to go
the whole academic way”.

“The region sets money to apply and also to apply within its
own organisation

“It is encouraged and requirement at the hospital that
certain amount of money have to set aside for staff
development”

“Many of these questions were also in earlier questions we
went through. Felt like we have answered this before —
structured in different ways or have less KPI for each criteria.
Some questions was for clinical and some for patients”

Indicator is not applicable or
relevant due to the current
system in place

Indicators were relevant to
current system

Information collected from
another indicator or criterion

Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct F: Compatibility
Construct G: Relative Priority
Innovation Domain
Construct D: Adaptability
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain

Construct F: Compatibility
Construct J: Available Resources
Innovation Domain

Construct G: Design

CRITERION 7

Metropolitan
Australia

For innovative research - “Answered in previous criteria”

“Not very clear — need more explanation or different
wording or example”

Information collected from
another indicator or criterion

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Innovation Domain
Construct G: Design

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Regional Australia

”Vague”

For access to stroke rehabilitation services — “vague
indicator”

“Not formalised process to facilitate communication —it is
general knowledge”

“Limited opportunities to be involved with stroke research.”

“Location barrier for research and monitoring and lack of
acute unit stroke care — therefore processes to rehab are
muddled”

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

No documentation and no
formalised tools in place,
however indicators measured
informally

Gaps in service identified

Innovation Domain
Construct D: Adaptability
Construct G: Design

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Implementation Process Domain
Construct I: Adapting

Outer Setting Domain

Construct D: Partnership &
Connection

Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct F: Compatibility

Construct G: Relative Priority

Metropolitan China

“Not sure what this means”

“What do you mean by equitable access of stroke
rehabilitation”

“Straight forward criteria and KPI but vague”

Indicators could have different
meanings — need examples

Indicators could be called
something different — needs to
be generic globally

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Implementation Process Domain
Construct B: Assessing Needs
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Interviewed Centres

Quote: Facilitators and barriers to achieving the indicators

Codes

CFIR

Construct E: Tailoring Strategies
Construct I: Adapting

Regional China

“Not fair and equitable in my hospital — because we have 90
beds, but most of the are occupied. Some patients take
priority, especially within sector. The clinicians will select
who will receive treatment in our sectors”

“selected according to severity sometimes and other times
down to social class” “We have VIPs”

“Sometime citizens have to wait up to a month — so longer
waiting period”

“limited medical resources”
“Straight forward criteria and KPI but vague”

Gaps in service identified

Indicators are ambiguous
therefore need clarification
before collecting information on
the indicators

Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct D: Partnership &
Connection

Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct F: Compatibility

Construct G: Relative Priority
Innovation Domain

Construct D: Adaptability

Construct G: Design

Sweden

“Sweden has strong laws for that”

“Not applicable”
“We don’t have to go out and advertise and promote our

care clearly. We are not competing between centres, people
know what to expect when they go the hospital
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Indicators were relevant to
current system

Indicator is not applicable or
relevant due to the current
system in place

Innovation Domain
Construct G: Design

Outer Setting Domain
Construct E: Policies & Law

Inner Setting Domain
Construct F: Compatibility
Innovation Domain
Construct D: Adaptability

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain




Interviewed Centres Quote: Facilitators and barriers to achieving the indicators | Codes CFIR

Construct D.2: Recipient-
Centeredness

Construct F: Compatibility
Construct G: Relative Priority

For innovative research - “Not clear for us why this is here or | Cross-over between indicators Innovation Domain
what should be included here - feels like this was added on Construct F: Complexity
and it didn’t fit anywhere so it was included here.” Construct G: Design
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6.3 Framework Analysis — Mapping and Interpretation Stage

The final stage in the Framework Analysis method is the ‘Mapping and Interpretation’ stage. The

mapped CFIR constructs and domains for two questions asked during the interviews for all seven

criteria have been recorded in Table 6.3, as shown below.

Table 6.3 Framework Analysis - Mapping and Interpretation Stage for two questions from the interview
using CFIR.

Criterion

Questions asked in semi-structured interview

How are the indicators integrated into
practice?

What are the facilitators and barriers to
achieving the indicators?

Criterion 1

Innovation Domain

Construct D: Adaptability
Construct G: Design

Outer Setting Domain

Construct B: Local Attitudes
Construct C: Local Conditions
Construct G: External Pressure

Inner Setting Domain

Construct A.3: Work Infrastructure
Construct D: Culture

Construct D.2: Recipient-Centeredness
Construct F: Compatibility

Construct G: Relative Priority

Innovation Domain

Construct C: Relative Advantage
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Quter Setting Domain
Construct B: Local Attitudes
Construct E: Policies & Law
Construct G: External Pressure

Inner Setting Domain

Construct A: Structural Characteristic
Construct A.3: Work Infrastructure
Construct C: Communication
Construct D.2: Recipient-Centeredness
Construct F: Compatibility

Construct G: Relative Priority
Construct J: Available Resources

Individuals Domain
Construct H: Innovation Deliverers

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Criterion 2

Inner Setting Domain

Construct B: Relational Connection
Construct D: Culture

Construct F: Compatibility
Construct G: Relative Priority

Implementation Process Domain

Construct B: Assessing needs

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Outer Setting Domain

Construct B: Local Attitudes

Construct C: Local Conditions
Construct D: Partnership & Connection
Construct E: Policies & Law

Construct G: External Pressure

184




Criterion

Questions asked in semi-structured interview

How are the indicators integrated into
practice?

What are the facilitators and barriers to
achieving the indicators?

Inner Setting Domain

Construct A: Structural Characteristics
Construct C: Communication
Construct F: Compatibility

Construct G: Relative Priority
Construct J: Available Resources

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct H: Reflecting & Evaluating
Construct I: Adapting

Criterion 3

Outer Setting Domain

Construct B: Local Attitudes

Inner Setting Domain

Construct D: Culture
Construct D.2: Recipient-Centeredness
Construct J: Available resources

Individual domain

Construct B: Mid-level leaders

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Outer Setting Domain
Construct B: Local Attitudes
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct A.3: Work Infrastructure
Construct C: Communication
Construct D.2: Recipient-Centeredness
Construct F: Compatibility

Construct G: Relative Priority
Construct J: Available Resources

Implementation Process Domain
Construct B: Assessing Needs
Construct H: Reflecting & Evaluating
Construct I: Adapting

Criterion 4

Outer Setting Domain

Construct B: Local Attitudes
Construct D: Partnership and Connections

Inner Setting Domain

Construct D: Culture
Construct J: Available resources

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Outer Setting Domain

Construct C: Local Condition

Construct D: Partnership & Connections
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct F: Compatibility

Construct G: Relative Priority
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Criterion

Questions asked in semi-structured interview

How are the indicators integrated into
practice?

What are the facilitators and barriers to

achieving the indicators?

Construct J: Available Resources

Implementation Process Domain
Construct B: Assessing Needs
Construct I: Adapting

Criterion 5

Innovation Domain
Construct G: Innovation Design

Outer Setting Domain
Construct B: Local Attitudes

Innovation Domain
Construct D: Adaptability
Construct F: Complexity
Construct G: Design

Outer Setting Domain
Construct B: Local Attitudes
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct D.2: Recipient-Centeredness
Construct F: Compatibility

Construct G: Relative Priority
Construct J: Available Resources

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Criterion 6

Innovation Domain
Construct G: Innovation Design

Outer Setting Domain
Construct B: Local Attitudes

Inner Setting Domain
Construct D: Culture
Construct J: Available resources

Innovation Domain
Construct D: Adaptability
Construct G: Design

Quter Setting Domain

Construct B: Local Attitudes

Construct D: Partnership & Connection
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct F: Compatibility

Construct G: Relative Priority
Construct J: Available Resources

Implementation Process Domain

Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

Criterion 7

Innovation Domain

Construct D: Adaptability
Construct G: Design

Innovation Domain

Construct D: Adaptability
Construct F: Complexity
Construct G: Design

186




Questions asked in semi-structured interview

Criterion How are the indicators integrated into What are the facilitators and barriers to
practice? achieving the indicators?

QOuter Setting Domain

Construct B: Local Attitudes

Construct D: Partnership & Connection
Construct E: Policies & Law

Inner Setting Domain

Construct A: Structural Characteristic
Construct C: Communication
Construct D.2: Recipient-Centeredness
Construct F: Compatibility

Construct G: Relative Priority

Implementation Process Domain
Construct B: Assessing Needs
Construct E: Tailoring Strategies
Construct I: Adapting

6.4 Facilitators and Barries Identified when Trialling the Centres of Clinical
Excellence criteria and indicators

The responses to this research question were collected for all seven criteria in the semi-structured
interviews by asking the participants to identify any facilitators and barriers that impacted data
collection when the criteria and indicators were trialled at the centres. The responses (for all seven
criteria) were mapped to all five CFIR domains, with most of the themes mapped to the Innovation
Domain (i.e. characteristics of the criteria and indicators), Outer Setting Domain (i.e. the
healthcare system) and Inner Setting Domain (i.e. the rehabilitation centre). Fewer barriers and
facilitators were mapped to the Individuals Domain (i.e. personnel) and Implementation Process
Domain (i.e. how the indicators were trialled at the centres). Figure 6.1 below provides a summary
of the CFIR domains that were coded and mapped to the participants’ responses across the seven

criteria of CoCE.
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Figure 6.1 Summary of all the CFIR domains mapped across seven CoCE criteria.

The facilitators and barriers identified when the criteria and indicators were trialled at stroke
rehabilitation centres are presented below with examples, in the order of the greatest number of
facilitators and barriers to the least. The constructs that were identified in two or less criteria were

explained briefly within each domain.

6.4.1 Inner Setting Domain

The most identified facilitators and barriers were mapped to the Inner Setting domain, a total of
eleven constructs, with some themes categorised as both facilitators and barriers (Figure 6.2
below). The Inner Setting domain was described as where the innovation was trialled, i.e., in this
research, stroke rehabilitation centres.'** The most frequently mapped constructs, ‘Compatibility’,
‘Relative Priority’, ‘Culture’ (& the sub-construct ‘Recipient Centredness’), ‘Structural

Characteristic’ (& the sub-construct ‘Works Infrastructure’), ‘Available Resources’, and
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‘Communication’ have been explained in detail below.

INNER SETTING
DOMAIN

Compatibility Relative Priority

Structural
Characteristic

Culture Communication

Recipient Work Available
Centredness Infrastructure Resources

Figure 6.2 Summary of the constructs mapped to the CFIR - Inner Setting Domain across seven CoCE
criteria.

6.4.1.1 Compatibility

All seven criteria were identified as compatible with the centre’s current workflow and processes.
Participants reported that the indicators, particularly those within Criterion 1 (Optimal Outcomes)

were well used within their practice:

“I think [Criterion 1] is embedded into our practice in a lot of the disciplines. So we've got
discipline-specific outcome measures, procedures, protocol that is the expectation of staff to
do when they're rotated, it's including orientations for most disciplines.” (Metropolitan
Australia)

Additionally, participants also reported that regular opportunities were available to complete
research or quality improvement projects, either through formal processes or informally through

encouragement from senior staff. This was either through research activities:
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“The research [Criterion 2] is quite accessible at the University Hospital in general and
compared to other hospitals.” (Sweden)

“We regularly attend conferences [Criterion 2], and often as a team with aim to present in
conference.” (Metropolitan Australia)

or quality improvement projects:

“Quality improvement [Criterion 2] is included in the job description but no specifics about
research.” (Regional Australia)

“[Quality improvement — Criterion 2] done regularly from database however no set program
just strongly encouraged by seniors.” (Metropolitan Australia)

Centres also regularly collaborated with universities for research projects:

“Our hospital is the affiliated hospital of .... We clinicians and physios undertake some teaching
tasks. We are also tutors of university students. We can use ... university library to search
data.” (Criterion 2, Regional China)

“Hospital belongs to ... University therefore there is a lot of collaboration between this hospital
and around China. It might be a little personal because the collaboration is based on
someone’s project” (Criterion 2, Metropolitan China)

The participants from some centres reported the data was easily identified and collected against

some criteria and indicators due to the current structure in place:

“Do well in [virtual communication] as “we are a country site therefore provide a lot of
services to other areas.” (Criterion 3, Regional Australia)

“I found these criteria [Organisational processes and systems] relatively easy to check because
we have many of those organisation structures just because we are a university hospital. Those
structures and their organisation is roughly in place and are positive, it is also in the university
hospital’s mission. It is the patient work, clinical work, research innovation and teaching.”
(Criterion 2, Sweden)

“[Support for offsite education] is encouraged and requirement at the hospital that certain
amount of money have to set aside for staff development.” (Criterion 6, Sweden)

In contrast, participants from Regional China reported that evidence for some criteria were not
easily collected evidence because the indicators were not relevant due to the current system in

place:
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“[Mechanisms to gain feedback about leaders and assess leadership] No, the only way to
assess the leader’s leadership is how the leader leads us to make a profit. Most of the
mechanisms of assessing leadership is confidential.” (Criterion 5, Regional China)

“[Processes that facilitate ongoing communication with key stakeholders] no formalised
process [available] to facilitate communication [ with key stakeholders] — it is general
knowledge.” (Criterion 7, Regional Australia)

Additionally, two out of three indicators from the Knowledge Exchange category in Criterion 4
(Knowledge Exchange and Mentorship) were well established within all the centres, with
participants describing various modalities and collaboration to exchange knowledge within the

centre and program.

6.4.1.2 Relative priority

All centres identified that time was not allocated for research, with participants from Regional
Australia and Sweden indicating that clinical tasks take precedence over research tasks. Therefore,

there was limited information and opportunities to participate in research:

“In daily clinical work, these activities [research — Criterion 2] are unfortunately quite often
down [less] prioritised prior [compared to] clinical work” (Sweden)

“Research [Criterion 2] is not necessarily a priority compared to clinical — use more Ql and that
is more important” (Regional Australia)

“[Criterion 2 — Allocated research time] No, we don’t have such a thing. Everyone just has to
use their spare time” (Metropolitan China)

The participants from Metropolitan Australia reported that patient-reported outcomes in Criterion

1 were not a priority:

“It's vague more because...[we’re] not good at patient-reported outcome...I'm sure there are
centres that concentrate a lot on patient-reported outcome that would know exactly what this
is about. So | think that's more of a reflection on us as a unit rather than it shouldn't be
measured.” (Metropolitan Australia)

Additionally, participants from Metropolitan and Regional China reported that all clinicians,
especially senior clinicians, were required to undertake research tasks as part of employment and

career development:
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“For one thing, clinicians and physios are more involved in the research work, because they
must publish papers or attend research projects for their professional title evaluation.”
(Criterion 2, Regional China)

6.4.1.3 Culture & Recipient — Centredness

Culture refers to the organisational culture that influences the employees and their
environment.'*3 Culture was a commonly identified facilitator when collecting evidence on Criteria
2 (Research Culture) and 3 (Interprofessional Working and person-centred rehabilitation). This
construct captures a centre's values and norms that align with the indicators. Participants from
Metropolitan and Regional China described a daily routine that was part of their work culture for

sharing information with all health professionals:

“We have shift handover every morning. Nurses and physios attend. Weekly meeting that all
the doctors and therapist will attend, we will communicate patient’s detailed information.”
(Criterion 3, Metropolitan China)

Similarly, participants from Sweden described inter-professional working as:

“The foundation of how we work—it is a team, with the team and with the patients and their
relatives.”

The sub-category ‘Recipient-Centeredness’ was identified in four out of seven criteria. This
construct explores the needs of the recipient. The participants from Sweden reported that while
family is important for support in Swedish culture, family members are not considered to be

carers. They highlighted how the role of families is considered in their plans for discharge.

“[Criterion 3] ...importance of relatives and family, we would not involve them to be actual
caregivers. They are important but in a different way. They support more mentally or more
psychologically or as a partner or whoever but role in their family role and not the carer.”

6.4.1.4 Structural Characteristic & Work Infrastructure

The participants’ responses regarding their centres’” documentation systems, staffing levels, and
workflow processes were mapped to this construct. The identified themes were all barriers.

Routine protocols and documentation systems currently in place affected the trialling of the
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indicators at all centres:

“[Rehabilitation Intervention — Criterion 1] We don’t deliberately collect the indicators
separately. It is covered in medical documentation.” (Metropolitan China)

“[Systems to support staff to take up global leadership roles — Criterion 5] — Not encouraged
through work processes, [it is] personnel-driven. There are no systems in place to access
through work.” (Regional Australia)

6.4.1.5 Available Resources

Facilitators were not identified for this construct. A lack of resources (time, personnel, funding)
was reported to be a barrier to collecting evidence for the indicators in almost all (six of the seven)

criteria:

“No system and resources available to document each indicator — time utilised for clinical
work, even if indicators are important and relevant.” (Criterion 1, Regional Australia)

“Protected time for knowledge exchange and mentorship? [Criterion 4] — None allocated
within work hours — expectation to be completed outside work hours or during however it is
relevant to be included as indicator.” (Metropolitan China)

“[Allocated research time — Criterion 2] No, we don’t have such a thing. Everyone just has to
use their spare time” (Metropolitan China)

This construct was sometimes mapped together with the ‘Relative Priority’ construct because
resources were prioritised to the most important responsibilities. For example, clinicians prioritise
clinical work over research due to their limited time to complete their tasks; therefore, a lack of

resources influences the priority of services.

6.4.1.6 Communication

This construct is used to explore information sharing in the Inner Setting domain and was mapped
across six out of seven criteria as a barrier when trialling the indicators. This was mainly related to
a lack of documentation or familiar tools to collect/ share information to enable ease of data

collection against the indicators.

“[Criterion 7 - Advocacy] Not formalised process to facilitate communication — it is general
knowledge.” (Regional Australia)
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6.4.2 Innovation Domain

The Innovation domain explores the innovation (i.e. the criteria and indicators) that were being

trialled at the centres.'** Within this domain, the facilitators and barriers were mapped to four

)

constructs across all seven criteria: ‘Design’, ‘Adaptability’, ‘Relative Advantage’ and ‘Complexity

constructs (Figure 6.3 below).

7 INNOVATION )
INNOVATION
DOMAIN

Design
Relative Advantage

Adaptibility

Complexity

Figure 6.3 Summary of the constructs mapped to the CFIR - Innovation Domain across seven criteria.

6.4.2.1 Design

The design of all seven criteria and numerous indicators were identified as either a facilitator or
barrier, or both. This construct includes how the innovation was created and presented. The
participants recognised that the indicators in Criteria 1 and 4 were well presented; therefore, it

was easier to seek information, and also identified that it integrated well at the centre:

“Clinical measures are fine, [easy to understand]” (Criterion 1, Metropolitan Australia)
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While, some centres understood the indicator (as quoted above), others had difficulty (as below).

“Does patient-reported outcome [Criterion 1] refer to the quality of life, function status and
fatigue and pain? We use quality of life score, numerical rating scale to evaluate pain.”
(Regional China)

Unclear terminology or complex wording was identified as a barrier to collecting information
against indicators in all the criteria. The most common feedback was that the indicators needed

refining to improve the ease of understanding, so information could be easily collected:

“[Commitment to recruitment of the best staff — Criterion 5] - Best? Do you really need this
qguestion? Would we answer no here? Don’t see the point in this question - They may have
different opinions about what's best for the organization, because whether you look at in your
own domain, or take helicopters with perspective and need to ask the questions differently —
as you won’t get anything from this question otherwise.” (Sweden)

“We discussed the meaning of culturally safe care provision and equal rights — should be
explained more and what information required with an example as it will differ a lot in
different countries. | am thinking man, woman, sex, ethnicity, religion.” (Criterion 3, Sweden)

“Who is a carer? — we distinguish as next of kin, family and carer — what do you mean? You
mean someone who actually performs care daily activities for another person? Or do you
mean someone who lives in the same household?” (Criterion 1, Sweden)

“Confused about the difference between clinical measures and patient-reported outcomes.”
(Criterion 1, Metropolitan China)

Other indicators were described as vague, and participants were unsure how the evidence of

meeting the criteria could be provided:

“Vague” cultural evidence [Criterion 3] as it is more in practice than documentation... Quite
vague, some of that valued and respected and that culture stuff is harder to provide evidence
for because we know we do it.” (Metropolitan Australia)

[Input from each team member is respected and valued — Criterion 3] “Not sure how to answer
— vague question and how do document this?” (Regional Australia)

Difficult to distinguish the difference between Indicators ‘formal interdisciplinary mentorship
program for individual clinicians’ and ‘formal mentorship program for clinical centres.”
(Criterion 4, Sweden)

Furthermore, feedback was received that some indicators were described using unfamiliar
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terminologies, particularly in countries where English was not the primary language:

“Depends on patient. We don’t use the word optimal outcome [Criterion 1]. We just do our
best with the patient. Maybe the patient wants to be more able to look after themselves or
hand function. If we can do that, maybe that’s the optimal outcome for us” (Metropolitan
China)

“We don’t know what 360 [degree feedback — Criterion 5] means — you have a lot of examples,
but we don’t know what it means. If you are doing this internationally, it is not clear. | am
convinced we have this, but your questions were not very clear to us.” (Sweden)

“What are in-services? [Criterion 6] — Not a terminology used in China” (Regional China)

Participants from Sweden identified no barriers when gathering evidence on some indicators
because they recently submitted similar evidence for the Commission on Accreditation of
Rehabilitation Facilities (CARF). However, while the participants reported they had the evidence
available, they were not sure if the evidence fit for the indictors due to ambiguity and unfamiliar
terminology used. The centre from Metropolitan Australia also reported that the indicators were

ambiguous and needed clarification:

“And if you were to reformat this document to try to differentiate and maybe give example to
differentiate between patient-reported outcome versus patient-reported experience [Criterion
1].” (Metropolitan Australia)

Two criteria (Criterion 5: strong ethical and value-based leadership; Criterion 7: advocacy and
promoting equitable access) and their underpinning indicators were particularly unclear to
participants. All centres reported that the indicators were vague and could not ascertain whether
they were relevant to their centre. Some indicators described a broad range of evidence. For
example, the statement for leadership in Criterion 5 was reported to be ambiguous, and a clearer

definition was needed to determine the type of leadership included in the indicators:

“We have group leader, sector leader and hospital leader — so we don’t know which one you
mentioned here. Needs to be clearer” (Regional China)

Additionally, the participants identified overlapping indicators either within or between criteria,
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which was a barrier to collecting relevant information for Criteria 3,4 and 6:

“Criteria 4 is more the clinical exchange or collaboration or the research because we have
talked about the research collaboration already in the earlier points. Is there any difference
between clinical collaboration and research collaboration? We thought this is something we
already discussed and already answered — so it needs to be differentiated it much more”
(Criterion 4, Sweden)

“Receiving education [Criterion 6] were covered in other criteria” (Metropolitan Australia)
“Collaborative goal setting [Criterion 3] — covered in the first criteria.” (Metropolitan Australia)

6.4.2.2 Relative Advantage

The relative advantage construct was used when the innovation was better than the current
processes in place. The participants from some centres reported that some of the indicators within
Criterion 1 were more important than routinely collected data at their centre; for example, the
information from patient-reported experience was noted to be more valuable than the

information from patient-reported outcomes:

“We probably don't have too many patients reported outcomes [Criterion 1] measures, but
the [patient reported] experience seems a bit more valuable.” (Metropolitan Australia)

6.4.2.3 Adaptability

This construct was identified in all seven criteria as either a facilitator and/or barrier to assess
whether the indicators were adaptable to the centres. Participants from Sweden and Regional
Australia indicated that some indicators in Criterion 3 were adaptable to the current processes at

their centres:

“[Indicators] goes under the CARF for accreditation. Here | think we are quite good, by
individual planning meetings of care/rehab with patients and family and team. Individual
meetings with doctor, nurse, and patient responsive health professional (not always family.)”
(Criterion 3, Sweden)

“Do well in virtual communication [Criterion 3] as we are a country site therefore provide a lot
of services to other areas.” (Regional Australia)

Comparatively, feedback was also received that selected indicators within the criteria were not
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relevant to the health centre:

“[Service outcome — Criterion 1] don’t have anything like that. How long [patient stay in
rehabilitation] depends on their need and gain and development in the time period. Clinical
estimate using technical experience. | think the Functional Independence Measure is
underused.” (Sweden)

“No length of stay for patients — sometimes they can stay up to half a year in the hospital.”
(Criterion 1, Regional China)

“[Culturally safe care provision — Criterion 3] - They don’t care about this and asked my leader,
and they don’t know anything.” (Regional China)

“[Culturally safe care provision — Criterion 3] - | don’t think we are required by law. It is a
natural process, we don’t discuss it.” (Sweden)

6.4.2.4 Complexity

This construct was mapped as a barrier in six out of seven criteria. Some participants reported that
the indicators or the mechanism to achieve the indicators were complex; therefore, obtaining

evidence for these indicators was challenging:

“No, the only way to assess the leader’s leadership [Criterion 5] is how the leader leads us to
make a profit. Most of the mechanisms of assessing leadership is confidential.” (Regional
China)

6.4.3 Implementation Process Domain

Four constructs were identified as barriers in this domain: ‘Assessing Needs’, ‘Adapting’, and
‘Tailoring Strategies’ (Figure 6.4 below). This domain identifies the factors or strategies that were
used to trial the criteria and indicators at the stroke rehabilitation centres.’** The ‘Assessing
Needs’ and ‘Adapting’ constructs were identified across all the criteria, while ‘Tailoring Strategies’

was identified as a barrier for some criteria.
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Figure 6.4 Summary of the constructs mapped to the CFIR — Implementation Process Domain across
seven criteria.

The construct ‘Assessing Needs’ was mapped across all the criteria with common feedback that
the indicators needed to reflect the participant' priorities, preferences and needs during the
trialling process.'#* Participants from the centres reported that trialling of these indicators was not
a priority compared to clinical work, therefore the data collection was influenced by their limited

resources:

“No system and resources available to document each KPI — time utilised for clinical work,
even if KPIs are important and relevant.” (Criterion 2, Regional Australia)

Working in conjunction with this construct is the ‘Tailoring Strategies’ which explores the
strategies used in the trialling process to reduce the barriers. Five of seven criteria were mapped
to this construct as a barrier because the indicators needed additional information to support data

collection:
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“[Criterion 2- A recognised pathway or strategy to implement research into practice] Yes, it
would be better to give an example to illustrate” (Metropolitan China)

“[Indicators within Criterion 7] is not very clear — need more explanation or different wording
or example.” (Metropolitan Australia)

In addition to the centres’ priorities and preferences, the indicators were explored from the
perspectives that they were adaptable to fit into the centres’ current systems and processes. The
‘Adapting’ construct was mapped to all the criteria, and the participants from the centres reported
that the indicators should be flexible and, adapting to the current workflow was deemed crucial to

ensure that evidence could be collected against the indicators:

“No system and resources available to document each indicator — time utilised for clinical
work, even if indicators are important and relevant.” (Regional Australia)

“We discussed the meaning of culturally safe care provision and equal rights [Criterion 3]. We
made a greater inclusion in that” — should be explained more and what information required
with an example as it will differ a lot in different countries. | am thinking man, woman, sex,
ethnicity, religion.” (Sweden)

6.4.4 Outer Setting Domain

Six constructs were identified within this domain: ‘Local Conditions’, ‘Policies & Laws’, ‘External
Pressure’, ‘Partnership & Connections’, and ‘Local Attitudes’ (Figure 6.5). This domain includes the
system from the Inner Setting (e.g., stroke rehabilitation centres) and explores the influence of the

external environment on the criteria and indicators.1#*
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Figure 6.5 Summary of the constructs mapped to the CFIR - Outer Setting Domain across seven criteria.

The participants reported that trialling and collecting evidence against the indicators were
impacted by the current systems and processes in place, external to the rehabilitation centres.
This theme coded to the ‘Local Conditions’ (for two of seven criteria) and ‘Policies & Law’ (in all
the criteria) constructs. Participants from Regional Australia recognised that evidence for some
indicators was not commonly documented and could not be collected using their current systems.
However, the recent shift towards electronic medical records enabled more thorough information
documentation and easier access, facilitating the evidence collection for the indicators.
Participants from Sweden also discussed the pre-existing structure that assisted with data

collection:

“l found these criteria [Criterion 2] relatively easy to check because we have many of those
organisation structures just because we are a university hospital.”
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While the participants from Sweden reported the connection with external organisations to be a
facilitator, participants from other centres reported this as a barrier. This barrier can also relate to
the constructs ‘External Pressure’ and ‘Partnerships & Connections’. These constructs are coded
together as the pressures are from external connections (i.e. university), which can impose
different pressures and expectations, which can shift the priority of a service. For example, the
participants from Metropolitan China stated that systems and processes influenced by external

bodies impacted their ability to collect evidence:

“[Organisations and systems to proactively support patient and family involvement in
rehabilitation journey — Criterion 3] If you want to give advice to patient through phone or far
distance, then we don’t have a policy that encourage us because we can’t charge fees for that
and no standard. Maybe it is more government problem if we want to ensure the patient gets
more consistency in their treatment.” (Criterion 3, Metropolitan China)

An aligned barrier was the lack of partnership with other external groups which also influenced
data collection for some indicators (e.g. Criterion 2: Research collaboration with other national

and international centres).

Finally, the ‘Local Attitude’ construct was coded to five of seven criteria. This refers to the cultural
norms and beliefs of the local community (external to the rehabilitation centres) that aligned with
the criteria and indicators when trialled at the centres. This ties in with other coded constructs
explored above within the Outer Setting domain. The examples below demonstrate how local
beliefs and views could influence care provided, thereby affecting data collection for particular

indicators, i.e. equitable access, Criterion 7:

“Not fair and equitable in my hospital (Criterion 7) — because we have 90 beds, but most of the
are occupied. Some patients take priority, especially within sector. The clinicians will select
who will receive treatment in our sectors” (Regional China)

“What do you mean by equitable access of stroke rehabilitation...\We also have ‘VIP’ with
higher priority, [other patients] will receive same treatment but may not be same quality.”
(Criterion 7, Metropolitan China)
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6.4.5 Individuals Domain

This domain identifies the roles and characteristics of individuals that impact on providing
evidence on the indicators.'#* Only two constructs were identified in this domain: ‘Innovation

Deliverers’ and ‘Mid-level Leaders’ (Figure 6.6 below).

INDIVIDUALS DOMAIN

Mid-Level ... Innovation

Leaders ’ 1 Deliverers

Figure 6.6 Summary of the constructs mapped to the CFIR - Individuals Domain across seven criteria.

Both these themes were identified in Criteria 1 and 3, respectively. The ‘Mid-level Leaders’
referred to individuals in leadership positions responsible for data collection on the indicators, and
the ‘Innovation Deliverers’ were individuals who were responsible for using the indicators. Despite
having tools and systems to collect evidence against the indicators, participants from the centres
reported that the tools were not being utilised therefore, no data were collected for certain

indicators:

“No ambulatory feedback [on patient-reported outcome measures — Criterion 1], but the tool
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is available.” (Regional Australia)

6.5 Impact Health Service Provision

6.5.1 Adaptability to the Healthcare Model

Participants from Metropolitan Australia reported that the indicators fitted quite well within the
current healthcare system. They related this to Australia's versatile healthcare model, which
focused on different aspects of stroke rehabilitation, such as patient experience, research funding,

and staff development:

“I think it fits in quite well. Yes, in Australia, we're very spoiled with funding for health.”
(Metropolitan Australia)

Conversely, participants from Regional Australia stated that geographical location impacts funding
availability and allocation, especially for research and education opportunities. The participants
stated that being in a regional area had an impact on opportunities to attend professional
development and funding for research projects, both of which were limited. This potentially
affects the centre’s ability to meet all the indicators and criteria for the designation as a Centre of
Clinical Excellence, which implied that the indicators were not as adaptable to the healthcare

service in regional services:

“Country sites don’t receive funding for research and none of them will be considered stroke
centres because there are no funding for research like metro site.” (Regional Australia)

Participants from Sweden, Metropolitan and Regional China reported that most indicators were
relevant to their health services. Metropolitan and Regional China reported that some indicators

were difficult to obtain due to a lack of transparency and restricted access to information:

“It is impossible for me to ask my leader how to evaluate their leadership — we don’t have right
and some things are confidential” (Regional China)

6.5.2 Impact on the Current Rehabilitation Service

Metropolitan and Regional Australia participants recognised that being involved in this research
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had highlighted gaps in the current service that could be addressed. The participants also reported
that the indicators could be used to measure and improve their services and the outcomes for
stroke survivors and families. For example, patient experiences were not formally collected, and
tools to initiate the process were not available. Therefore, the team reported actively seeking

support to change this practice to include this indicator within the service:

“Well, you've prompted us to check patient experience outcome. Yeah, which we hadn't
formalized before. And that's probably one of the most important things.” (Metropolitan
Australia)

Similarly, participants from Metropolitan and Regional China reported that they were interested in
investigating and adapting relevant and useful aspects of some indicators that were not currently

being collected:

“Indicators that we don’t use in our routine work, we will consider to document more regular
or officially.” (Metropolitan China)

The five centres perceived the indicators' usability both positively and negatively. They observed
that the indicators fit well within the healthcare service and, to a certain extent, the healthcare
model. Conversely, the centres reported that resource limitations influenced indicators’ usability

within the centres.

When asked about how the indicators may change their current rehabilitation services, most
centres identified gaps within their service that could be improved by adapting their practice to
align with the indicators, except for one centre (Sweden) that reported these indicators will not
impact current rehabilitation services. Participants from Sweden indicated that these criteria and
indicators would not change the current service provision, especially with the current CARF
accreditation process, which is comprised of similar requirements. However, these indicators are a

good reminder of the accreditation requirements that need to be met:
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“I don't think it is going to change anything but it was good to see because we had CARF
accreditation a few months earlier so we already gone through most of these questions.”
(Sweden)

6.6 Drivers for Rehabilitation Centres Seeking Recognition as Centres of Clinical
Excellence

When asked about the reasons for identifying as a Centre of Clinical Excellence (CoCE), the
participants highlighted similar reasons for the centre’s rehabilitation service standing out from
customers’ perspectives. The participants from Metropolitan Australia reported that the centre’s

achievement should be promoted, and achieving the status of a CoCE will display this:

“That looks good for patients as well, saying that they're receiving rehab at a centre for
excellence... If you're going to receive good rehab, you're going to have better rehab. So, like
building that trust with them quickly.” (Metropolitan Australia)

Participants from Regional Australia reported that the CoCE label will attract more resources,

promoting higher quality rehabilitation services in the regional areas:

“You would get higher quality services, due to meeting all the criteria therefore will have
better resources. But you need everything that comes with it to meet the indicators.”
(Regional Australia)

Metropolitan and Regional China participants reported that identifying as a CoCE could set a
standard within the health system to attract more patients and provide the best clinical outcomes.
Participants from Sweden identified that it was important to have goals to strive for, and labelling
as a CoCE will encourage the centre and team to strive to meet all the standards and encourage

competition to be the best in service delivery and patient outcomes:

“Proudness — Competition — Goals to strive for — have good internal standards for ourselves”
(Sweden)

6.7 Chapter Summary

This chapter explored the emerging patterns and commonly identified themes using Framework

Analysis and coded them to CFIR. The constructs that were frequently coded, which investigated
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the influences from the rehabilitation centres' perspectives (Inner Setting domain), the design of
the indicators (Innovation domain) and the policies surrounding the rehabilitation centre (Outer
Setting domain). It also explored the participants' perceptions of the criteria and indicators and
how they influence current practice. The participants from the centres reported that while all
criteria and indicators were highly relevant, some indicators were ambiguous and overlapped and
they did not have systems to collect evidence for every indicator. The next chapter (Discussion),
will triangulate, interpret and discuss the results from Chapters 5 (Descriptive Results) and 6

(Thematic Analysis).
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CHAPTER 7: DISCUSSION

7.1 Chapter Overview

This research was designed to trial and evaluate the criteria and indicators of Centres of Clinical
Excellence (CoCE) at national and international healthcare centres that provide stroke
rehabilitation. Following on from the last two results chapters, this chapter draws together and
discusses the findings from Chapter 5 (Descriptive Analysis) and Chapter 6 (Thematic Analysis) and

contextualises these with current literature (Chapter 2) and the literature review (Chapter 3).

This chapter is structured to:

1. Discuss how the outcomes from the scoping review (Chapter 3) guided the main research,
in addition to summarising the main findings from Chapter 5 and Chapter 6.

2. Discuss the factors that influenced the data collection against the indicators.

3. Discuss the usability of the criteria and indicators.

4. Explore the macro (CFIR: Outer Setting), meso (CFIR: Inner Setting) and micro (CFIR:
Individuals) systems and how this influences the use of the indicators.

5. Discuss how application and perceptions of the criteria and indicators differ between
countries, within a country and in comparison, to other established CoCE from the current
literature.

6. Discuss the strengths and weaknesses of this research.
And answer the following research questions:

» What elements influenced the data collection against the indicators at the stroke
rehabilitation centres?

» What drives healthcare centres to seek recognition as CoCE in stroke rehabilitation?

7.2 Summary of Findings

7.2.1 Scoping Review on Centres of Clinical Excellence (Chapter 3)

While the aim of this research was to trial and evaluate the criteria and indicators at stroke

centres globally, it was imperative to identify how CoCE were defined, measured and evaluated in
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other clinical settings. To achieve this, a scoping review was completed before commencing the
primary research and has been presented in Chapter 3. The scoping review highlighted that there
were marked inconsistencies in how the CoCE were defined, and an absence of clear and
transparent criteria and processes used to identify or establish, monitor, and evaluate CoCE.
Additionally, the review found that there was no published literature that described a CoCE in a
stroke rehabilitation setting. This underscores the importance of this research in defining the
criteria and indicators of aspirational CoCE in Stroke Recovery and Rehabilitation. The findings
from this scoping review were considered when the criteria and indicators were trialled at the

stroke centres globally and assisted with the evaluation of this research.

7.2.2 Outcome from the Descriptive Analysis (Chapter 5)

The responses from the survey and interviews were descriptively analysed to record whether data
were collected against the indicators and, if so, what information was collected to demonstrate
the performance of the indicators. Overall, the number of centres were able to show evidence for
most of the indicators within ‘Optimal Outcome’ (Criterion 1), ‘Interprofessional Working’
(Criterion 3) and ‘Education’ (Criterion 6). The least collected data were for indicators for
‘Research Culture’ (Criterion 2), ‘Leadership’ (Criterion 5) and ‘Advocacy’ (Criterion 7). In
‘Knowledge Exchange’ (Criterion 4), most centres collected data against the Knowledge Exchange
category, but very few collected data for the ‘Mentorship’ category. The centres reported that
processes to gather information on the criteria and indicators were available; however, different
elements influenced the data collection on the indicators at their centres. These elements will be

discussed in this chapter from Section 7.3.

7.2.3 Factors that Influenced the Usability of the Criteria and Indicators (Chapter 6)

The interview responses were thematically analysed using Framework Analysis to identify the

common themes on the usability of the criteria and indicators at the centres. The identified
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themes were mapped to the CFIR domains: Innovation, Outer Setting, Inner Setting, Individuals,
and Implementation Process. The recurring themes that were coded across the criteria were
ambiguous terminology and overlapping indicators, which were mapped to the Innovation
domain. The compatibility of the indicators with the current healthcare systems and the priority of
the service and tasks also emerged as important themes and were mapped to the Outer Setting
and Inner Setting domains, respectively. Lastly, the clinicians' knowledge of the processes used
within the centre and the processes on how the criteria and indicators were trialled influenced the

ease of use and were mapped to the Individuals and Innovation Process domains, respectively.

Table 7.1 below summarises the criteria, the relevant categories, and the participants’ feedback
from the centres. It highlights whether data could be collected for the indicators within each
category, whether the categories and the underpinning indicators were important and if the
indicators within the categories required revision for clarity. ‘Partial’ has been used when data was

not collected for more than half the indicators within the category.

Table 7.1 Overall summary of criteria, relevant categories and participant's feedback on data availability,
the importance of the indicators and if the indicators/categories needed revision for clarity.

Criterion 'Cat.egorles encompassing the D'ata Important/ Clear
indicators available Relevant
Optimal out

Criterion 1: Optimal Dplllma outc;:)m(;_f, v v v

Outcomes e |vgry Ol:l standing v v v
rehabilitation
Organisational processes and Partial v v

Criterion 2: Research systems

’ Formalised links with external

Culture . v v v
agencies
Staff expertise and culture X v v
Organisations and systems to

Criterion 3: proa?cti.vely support .patient and v v %

. family involvement in the
Interprofessional e e
. rehabilitation journey

Working -
Systems to support coordinated
. . v v v
inter-professional teamwork

Criterion 4: Knowledge Knowledge exchange Partial v v

Exchange Mentorship X v X

Criterion 5: Leadership Development of workforce and Partial v v
leadership
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L i ing th D |
Criterion 'Cat.egorles encompassing the 'ata mportant/ Clear
indicators available Relevant
Leaders engaging with key
stakeholders X v X
National/ international leadership v v v
Receiving education
Criterion 6: Education — g - v v v
Delivering education v v v
Processes that facilitate ongoing
communication with key v v v
stakeholders
Criterion 7: Advocacy Equitable access of stroke
rehabilitation X X X
Regular advocacy and outreach
activities X X X
7.3 Commonly Used Criteria and Indicators
Criteria
More Optimal Outcome Research Culture Less
commonly e—————— Interprofessional Working Leadership ———————— e commonly
used Education Advocacy used

Figure 7.1 Commonly and less commonly used criteria.

Participants from the centres deemed all seven criteria identified by the Expert Working Group?®
were valuable in establishing an aspirational CoCE in stroke rehabilitation. ‘Optimal Outcomes’
(Criterion 1), ‘Interprofessional Working’ (Criterion 3) and ‘Education’ (Criterion 6) were perceived
as more usable by the centres because current data recording systems facilitated the collection of

information against most of the indicators within these criteria (Figure 7.1).
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Participants from every centre identified data collected against the indicators from the optimal
outcome and delivery of rehabilitation categories (Criterion 1), regardless of the centre’s
geographical region or socioeconomic status. This is not surprising, given that clinical outcomes
were ranked the most important aspect of rehabilitation in a clinical setting by international
research experts, clinicians and people with lived experience of stroke.® Furthermore, the core
business of rehabilitation centres are to provide recommended care and often governed by quality
and safety accreditation standards, that require minimum standards for delivering safe, effective
and patient-centred care.’>® Compliance with these accreditation processes is usually the
prerequisite to operating a healthcare centre (or a stroke rehabilitation centre), thereby ensuring

patients are receiving care that is of benchmarked quality.

National and international stroke bodies also recognise the importance of delivering high-quality
rehabilitation to stroke survivors. For example, in 2014, the World Stroke Organisation developed
a guideline and action plan with specific core evidence-based recommendations for clinical
practice, including rehabilitation assessment, therapy requirements, and patient education.!
Further, several countries (Chapter 2: Table 2.1) have developed stroke rehabilitation guidelines
reflecting their unique healthcare contexts and priorities, often primarily focusing on clinical care

provision that is aligned with the best clinical outcomes.

From a clinician’s perspective, it was unsurprising that the data for indicators for the ‘Optimal
Outcomes’ category were well documented because clinicians generally collect patient outcome
data routinely as part of their assessment and ongoing management plan. These indicators align
with both the primary priority of stroke rehabilitation centres and with the defining features of
CoCE in other clinical areas that have been described in the literature, which were patient-centred
102

care, encompassing timely access to care,’® patient-reported outcomes,’> and coordinated care.

Patient outcomes and related information (e.g. goal setting, access to care) are also collected for
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national stroke registries and auditing requirements and will be discussed in Section 7.5.1.1 below.

In addition to routinely monitoring and documenting clinical care delivery and optimal patient
outcomes, most participating centres also demonstrated that they had systems and processes in
place to build relationships between the clinicians in the rehabilitation team, stroke survivors, and
their families/carers (Criterion 3). This is reassuring, given that interprofessional teamwork plays
an important role in evidence-based stroke care by including and promoting holistic care, thereby
providing efficient healthcare service.? 10 Similarly, patient-centred or collaborative goal setting is
an important aspect of rehabilitation that supports shared decision-making and can promote self-
management skills.1®* Centres reported that information sharing and goal setting (either during
ward rounds or family meetings) were almost always provided to patients, and some centres also
included their carers and families. Accordingly, the participants reported routinely performing and
recording collaborative activities that could be used as evidence for this criterion. Demonstrating
alignment between clinical excellence in different clinical areas, previous literature on CoCE has
highlighted the importance of coordinated, interdisciplinary care,? 102/ 108,116 3nd collaboration

between clinicians to share knowledge.%?

Most centres collected data on ‘Education’ (Criterion 6), with participants from the centres stating
that educational opportunities were widely available for staff. However, limited time and funding
impacted the staffs' education uptake. High-quality stroke rehabilitation is recommended to have
education systems in place for both patients and families as well as to improve clinicians’ skill
levels.? It is imperative in a stroke rehabilitation centre that centres provide support and training
to stroke rehabilitation clinicians, as part of maintaining excellent evidence-based knowledge and
skills to ensure the centre is serviced by specialised staff.2* 11¢ The limited resources identified by
the centres reaffirm what has been described in the literature, wherein organisational practice

barriers such as inadequate time, systems, and resources negatively affect education uptake or
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delivery.163 164 This is important to address because whether Centres provide dedicated time for

staff education may discriminate between Centres that do and do not achieve recognition as CoCE.

The ‘Education’ Criterion was closely related to the ‘Knowledge Exchange’ criterion (Criterion 4).
While the ‘Receiving Education’ category from the ‘Education’ criteria included pathways for
higher qualification, as well as on-site and off-site educational opportunities, the ‘Knowledge
Exchange’ category consisted of the time allocation to network and collaborate with other
organisations. These indicators required further clarification during the trialling process to enable
data collection, which will be discussed in the following section as part of the design. All centres
generally were able to demonstrate activities in the ‘Knowledge Exchange’ category well. As
continual education and knowledge plays an important role in the growth of clinicians, it would be
valuable if a stroke rehabilitation centre has systems in place to ensure the rehabilitation staff met
their professional development requirements, to enable evidence-based practice and ongoing
growth in the professional capacity.?° The importance of training and education® ¢ and

116

networking with other centres to share experience''® were recognised as important features in

CoCE described in the published literature.

Centres in this PhD research project did not widely collect data for the indicators in the
mentorship category, the second category within Criterion 4. This was due to a reported absence
of systems to promote mentorship within the centres unlike the stringent processes for
knowledge exchange and continual professional development that were identified by participants.
Mentorship can be integrated into development programs and staff training'®> 166 and has been
described as an important aspect of a CoCE to support the development of clinical skills and
promote service growth and advocacy.'®” Highlighting the importance of mentorship through its
inclusion as a criterion of a CoCE in Stroke Recovery and Rehabilitation can promote advances in

stroke rehabilitation by ensuring systems are in situ at stroke rehabilitation centres to support
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holistic excellence, encompassing staff skill development, service delivery, and community

advocacy.

7.3.1 Why was less Data Collected on Some Indicators?

The centres inconsistently collected data for the indicators from ‘Leadership’ (Criterion 5) and
‘Advocacy’ (Criterion 7). With further exploration through the interviews, it was found that the
participants questioned the relevancy of these indicators to a CoCE in stroke rehabilitation, and
perceived that the indicators were less important (Figure 7.1 above). Other factors also influenced
the usability of these indicators, including participants’ limited knowledge and understanding of
the healthcare systems, the current processes in place in their centres and the complexity of the

terminologies used to describe the indicators.

In addition to the factors above, participants reported that they were uncertain about how
‘Leadership’ could be measured. Important feedback received from the participants was around
the level of leadership. Participants wanted clarification on the level of leadership that was
referred to by the indicators, as this would affect the type of data collected against those
indicators. While the centres reported difficulty collecting data to demonstrate the indicators from
‘Leadership’ in this research, it was still identified as an important feature of a Centres of
Excellence in a review conducted by Manyazewal.” The role of leadership within a CoCE is to
provide structure and support for staff, work with stakeholders to improve service, and establish
processes to support sustainability.” 1° Leadership encompasses many levels, from hospital
directors to unit directors to informal opinion leaders, all of whom can influence staff morale and
clinical service delivery.®® Clinical leadership is crucial and entails different responsibilities
compared to hospital leadership (e.g., team leader/manager). Moreover, clinical leaders are
responsible for the decisions surrounding patient care pathways and clinical processes.'®® To
address these challenges, future efforts could focus on developing clear and transparent metrics
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to measure leadership across different levels of leadership, to align with overarching goals of

CoCE.

Similar to the factors that influenced centres’ ability to demonstrate ‘Leadership’, centres were
unclear on how to collect data for the indicators in ‘Advocacy’. Studies have shown that patient
care can be greatly improved when clinicians are involved in patient advocacy, and a lack of
advocacy can negatively impact service delivery.}’® Features of CoCE in other clinical areas include
recruiting highly skilled staff,*'® adopting equitable care, and focusing on patient access,?> which
resonate with indicators from the ‘Leadership’ and ‘Advocacy’ criteria.”” Therefore, more work is
needed to determine how to demonstrate the achievement of these indicators in stroke

rehabilitation settings.

The participants reported that while they agreed that research activity and culture (Criterion 2)
were important, there was very little evidence collected against the indicators. All centres
reported that there were opportunities for the clinicians to participate in local quality
improvement activities and journal clubs, but there were limited resources and few systems in
place to support clinicians’ attendance at these activities. In general, most centres reported low
levels of research activity due to external limitations or factors, such as a lack of resources (time,
staffing challenges) and an imbalance in clinical and research priority. Barriers to research activity
were most frequently observed in the centres from regional areas and low- to mid-socioeconomic
status. These centres reported that clinical care tended to be prioritised over research activities
unless it was part of an individual’s job description. Similar barriers were cited in wider literature
that resource-poori® settings and lack of processes'’! in place negatively impact clinicians’
abilities to participate in research and service improvement initiatives. Other studies on CoCE have

described ‘Research Culture’ as an important facet of a CoCE.108 116
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Healthcare inequities persist, particularly in rural and remote areas where access to quality
services is often limited.'’2 Therefore, this highlights the importance of clinicians working in rural
and remote areas having access to opportunities for professional development and engagement in
clinical research, to enhance service delivery and patient outcomes.'’? 173 Patients treated in
research-active hospitals experience better clinical outcomes, including reduced mortality rates,
hence, healthcare leaders and centres should recognise the importance of clinical research and
actively support it to improve patient outcomes.”? Fostering an active research-positive culture
not only improves patient care but also boosts staff morale and retention.’* Encouraging research
participation across all healthcare settings, including rural areas, is vital to achieve equitable

health outcomes nationwide.

7.4 Usability of Criteria and Indicators

Beyond the trialability of the criteria and indicators at the centres, the usability of the indicators
was also explored in this research. The responses from the interview identified that the usability
was influenced by ambiguous indicators (too specific or not specific enough), language (using
terms that were not conventional), overlapping indicators (between the criteria or with other

indicators), user fatigue (length of the criteria and indicators) and applicability to the centre.

The centres reported that some of the indicators were ambiguous or too broad. They required
clarification from the PhD candidate on the definition of the indicators and requested that
examples be included as a supporting document with the criteria and indicators. This feedback
was also tied in with the language and terminology that were not globally applicable, which was
seen as a barrier when trialling the indicators. It is important to adapt diverse and globally
applicable terminology, because inconsistent and contradictory language and terminology can act
as barriers in health research and implementation. Furthermore, a language barrier can hinder the

understanding of the indicators, especially in countries that do not speak English as a primary
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language.l’”> Addressing the language barrier can improve the criteria and indicators' usability by
ensuring simpler, more succinct, culturally appropriate language and terminology are used,
without alternative meaning to describe the indicators.'’® In this research, steps were taken to
translate the indicators for Chinese users, with the participants from both the centres from China
reporting it was easier to understand the translated criteria and indicators. Thereby, translating
them into other languages may also have been useful in assisting participants from other countries

understand the terminology used for the indicators.'’’

Finally, the participants advised that there were too many indicators, and some indicators
overlapped with other indicators both within and between criteria. While the interviewed
participants had the opportunity to seek clarification of the overlapping indicators, the
participants responding to the survey did not. The survey participants suggested that some of the

indicators had been answered in the previous questions.

Moreover, the number of indicators and lack of clarity between indicators may have led to user
fatigue, which was reported and observed in the final interviews at several sites. The interviews
were scheduled for 1 or 1.5 hours, run over four weeks, and the participants were asked to find
information on each indicator outside this time. With hindsight, this was a substantial amount of
work for participants. Comparatively, during an accreditation process, a longer preparation period

(up to 12 months) is allowed for the hospital to prepare for the organisation-wide survey.
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7.5 Interplay of Outer Setting, Inner Setting and Individuals

Healthcare funding

Outer Setting (Macro)

Organisation culture

Resources

Inner Setting (Meso) Policies

Workflow

Daily practice
Individual (Micro)

Staff competency

Figure 7.2 The relationship between CFIR - Outer Setting (Macro), Inner Setting (Meso) and Individuals (Micro)
Domain.

7.5.1 Impact of Systems and Processes on the Use of Criteria and Indicators

Healthcare systems (e.g., healthcare funding or rehabilitation centres) and processes play an
important role in determining the feasibility, relevancy and adaptability when testing, trialling or
implementing new frameworks or policies. Different elements at various healthcare system levels
could impact this, independently or interconnectedly. The World Health Organisation discussed
the importance of systems thinking to understand the interplay within and between health

systems when evaluating interventions.’8

The implementation of interventions (or innovations) is multifaceted, and complexity arises from
factors such as the intervention having multiple components or the implementation pathway
involving multiple steps and multiple individuals or teams.”® Complexity could be rooted in

different levels within a healthcare intervention (Figure 7.2 above), ranging from the macro level
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(the healthcare system and policies, CFIR: Quter Setting), the meso level (community or
organisational structure, CFIR: Inner Setting), to the micro level (individual clinicians or patients,
CFIR: Individuals). Beyond this, the complexity could stem from the implementation process or the
innovation itself (discussed in Section 7.4). The interaction between the different systems levels
can influence the processes, structures and outcomes of innovation, thereby recognising
healthcare systems as complex adaptive systems.'8% 81 The interaction between the levels (macro,
meso and micro) within healthcare system are referred to as ‘healthcare vortex’. These levels are
not only interconnected within and across the levels, but they are also dynamic, with a focus on

the healthcare needs shaping the interaction within the healthcare system.!®

Similarly, various factors at different levels influenced the trialling and evaluation processes of the
criteria and indicators. At the system and policy level (macro or Outer Setting), the funding
allocation, accreditation processes, healthcare regulations and healthcare standards were a few

examples of what influenced (positively or negatively) the trial of these criteria and indicators.

7.5.2 Macro level

Countries have different macro-level (CFIR: Outer Setting) factors that can influence the
implementation of an innovation. This research found that some macro-level factors that
influence the uptake of criteria and indicators are national/regional data registry, accreditation
processes and funding allocation for different levels of care. The national-level healthcare policies
influenced data collection for certain criteria and indicators. Policies such as the National Strategic

182 ;

in Australia or Action Plan for Stroke in Europe!83

Action Plan for Heart Disease and Stroke
promote standardised care across the stroke continuum (spanning from hyperacute to chronic
stroke). These policies promote a standard approach to stroke care, ensuring consistency and

quality across the individual region, country, or health systems, aligning with their funding models.

Along with the standardised policies that influenced the trial and evaluation of the criteria and
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indicators, different centres also had national-level data collection infrastructures (for example,
clinical registries) that were already in place. Registries serve as a data repository to collect
information from all aspects of clinical outcomes within the country. Some examples of national

stroke registries that were available to participating centres:

» Australia The Australian Stroke Clinical Registry'® and the National Stroke

Foundation Audit!8>

» United Kingdom South London Stroke Register!® and Sentinel Stroke National Audit
Programme®®*

» China China National Stroke Registry®’

> India Indian National Stroke Registry'88

> Singapore Singapore Stroke Registry!8°

> Denmark DanStroke (Dansk Stroke Register)'*

» Sweden Riksstroke (The Swedish Stroke Register)!8

These systems assist in keeping track of data to improve stroke care by setting benchmarks to
adhere to national and international guidelines on stroke management. Participants in this
research reported that they knew how to gather data for certain indicators because the data were
commonly collected for the audit or as part of the registry. However, most stroke registries collect
data for acute stroke care, with minimal information collected from the sub-acute rehabilitation
phase. A study systematically reviewed 21 stroke registries (inclusive of Australia, UK, Sweden,
Singapore, Denmark) and reported that the majority of the stroke registries within their review
focussed on acute stroke care and predominately collected patient and service outcomes (related

to ‘Optimal Outcome’ in this research).?®!
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In addition to the registries, all the participating centres were also involved in national-level
accreditation processes. As described in the background chapter (Chapter 2), accreditation
processes seek to validate healthcare centres against pre-defined standards to ensure the centres
meet high quality and safety standards. Participants from eight centres reported that their centre
participated in the accreditation process for inpatient services. Among all the accreditation bodies
used by the centres participating in this research, only one accreditation body had a framework for
stroke speciality programs and rehabilitation, which is the Commission on Accreditation of
Rehabilitation Facilities.'®? A more general accreditation process that is generic to healthcare
centres is the Joint Commission International®®® (three centres) and the Australian Council on
Health Care Standards International®®* (two centres), which have various categories used in the
accreditation process. Two other centres participated in national hospital specific accreditation
programs. Accreditation includes a review of processes for patient outcomes, staff competency
and leadership, depending on the accreditation body.'®> Some of these elements align with the
criteria and indicators used in this research, with all accreditation bodies collecting data on patient

outcomes, aligning with Criterion 1: Optimal Outcomes.

Finally, the healthcare funding model influences resource allocation, service prioritisation and data
collection infrastructure within a healthcare system and, subsequently, in a healthcare centre,
thereby affecting data collection for the criteria and indicators.?®® Funding affects how outcomes
are measured, especially in terms of health equity and health outcomes.'® Healthcare centres
within all healthcare funding models collect data on components of patient outcomes, and other
data are collected depending on the funding model. Countries with Universal Health Care funding
(Australia, UK, Sweden) have national-level centralised data collection systems focusing on health
outcomes and preventative health.?* The focus for stroke rehabilitation is achieving higher

Functional Independence Measures on discharge with reintegration into the community.
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Comparatively, the healthcare systems adopting the National Health Insurance funding model
(United States of America) have detailed and centre-specific financial and operational information,

focusing on shorter lengths of stay and intensive treatment to promote early discharge.?*

Similarly, funding levels differ between high-income and low-to-middle-income countries,
impacting resource allocation, outcome data collection, and the establishment of national and
local policies.’®” Regardless of the funding level and geographical area, all centres in this research
collected data on clinical outcomes. However, less priority was given to other areas, such as
research or mentorship in low- to middle-income countries. While the centres from low- to
middle-income countries reported wanting to delve into other priority areas within a stroke CoCE,
the higher priority was to collect formalised data on the clinical outcome criterion. Comparably, a
cancer CoCE established in a low-income country discussed the limited resources such as
infrastructure, personnel, training, treatment and data infrastructure that influenced the cancer

service in a resource-constrained setting.’®

Comparing the centres, it can be inferred that the centres based in high-income countries were
more likely to focus on refining their established stroke rehabilitation services to improve patient
outcomes and satisfaction, and advance their treatment approach through innovative
techniques.®® Comparatively, low- to middle-income countries would focus on setting up basic,
equitable, and affordable care, depending on resource availability.'® This is likely because the
centres from high-income countries would already have more access to resources, infrastructure
and a basic rehabilitation centre level; therefore, they would aim to meet higher than the standard

level of care.

7.5.3 Meso level

The trialling process of the criteria and indicators was influenced at the meso-level (CFIR: Inner

Setting) practices such as local centre policies, culture, leadership, resource allocation and
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communication.’® The meso level in this research refers to the healthcare centres, including the
stroke rehabilitation centres. For some centres, the stroke rehabilitation unit was part of the
bigger rehabilitation centre. Therefore, the policies were not specifically applicable only to stroke

rehabilitation.

The policies and procedures of the stroke rehabilitation centres influenced the data collection
processes from the perspective of how the data was collected and the complexity of the data
infrastructure.?? As presented previously, the pre-existing policies and data infrastructure made it
easier for centres to identify the required data to collect against some of the indicators of the
CoCE in stroke rehabilitation. The participants recognised there were minimal barriers to collecting
information on indicators with pre-existing data collection processes, such as ‘Optimal Outcome’,
‘Interprofessional Relationship’ and ‘Education’ criteria. Conversely, their policies did not explicitly
recommend documentation of other indicators (e.g., respectful behaviour and culturally safe care
provision from within ‘Interprofessional Relationship’ criterion). However, they are part of the job

and person specification and were reported as a value that was upheld by the team.

In addition to the pre-existing policies discussed above, the healthcare centre’s workflow
influenced how the data were gathered for the indicators. An example is the embedded quality
improvement programs reported by many centres (Criterion 2 — Background). Healthcare centres
often have quality improvement projects as part of their routine processes to improve their
service, which can work in collaboration with accreditation processes or service audits.?%! Quality
improvement cycles can run in conjunction with audit or accreditation cycles to improve the
service and meet compliance, especially in the patient and service outcome.?°* Another example
of the local systems supporting excellence was the relationship centres had with external
organisations (e.g. universities). These relationships facilitated pathways for staff to access

professional development and, particularly in the teaching centres, to collaborate with
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universities. The participants reported that the collaboration with the university for student

placements opened up opportunities for staff to access resources.

The responses from this research highlighted that the stroke rehabilitation centres’ priority setting
also influenced the data collection at the stroke rehabilitation centres. While funding impacts
resource availability at the macro level, resource allocation depends on the healthcare centre's
policies. Funding allocations within healthcare organisations tend to be determined by factors
such as stakeholders’ input, community needs and funding availability.?°? For example, in the
wider literature, a stroke rehabilitation centre in a low-to-middle-income country may prioritise
patient outcomes, whereas centres in high-income countries might focus on equity, advocacy, and

innovative surgeries, confident in their provision of high-quality care.?%?

Finally, the documentation or lack of documentation also impacts data availability against the
indicators. This is related to the workflows and policies at the healthcare centres, affecting data
collection. For example, some centres did not document some aspects of the indicators (e.g.,
‘Optimal Outcomes’ — carer-reported outcome measures, duration of therapy provided) as it was
not a local requirement. Lack of documentation processes was also identified as a barrier that
impacted the trialling process. A similar documentation gap was recognised as a challenge in
another CoCE in the wider literature, and it was suggested that using electronic medical records
would improve data collection.®® Participants from this research provided similar responses;
centres that used electronic medical records were able to find data for optimal outcomes,
whereas centres using paper-based records reported that electronic medical records would have

improved the ease of finding data for the optimal outcome criterion.

Data were also compared across the centres within the same country or against other countries.

There were varying results within each criterion that could be linked to the above-mentioned
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influences, such as funding, resources and priorities of each centre. Delving deeper into this, even
within the same funding model (i.e. within-country comparisons of the two Australian centres, two
Chinese centres and two Indian centres), the responses varied based on local priorities and
resources. The centres had different infrastructure and resources; the metropolitan centres had
staff with research roles and research links with universities, therefore were already collecting
data on ‘Research Activities’ (Criterion 2). Additionally, the funding level is often higher in
metropolitan areas, promoting better infrastructure, resources, and specialised skills.2%® This
distinction can also be seen in ‘Advocacy’ (Criterion 7), where centres based in regional areas were
able to identify the need for equitable access for stroke survivors and held strong value towards

advocacy.

7.5.4 Micro level

The final system that influenced the data collection on the indicators was the micro level (CFIR:
Individuals domain). Micro level refers to the participants (primarily clinicians) who trialled the
indicators at their centres. In this research, the three factors that influenced the data gathering at
the micro level were the participant’s understanding of the indicators, whether the indicator
reflected the participants’ priorities (e.g. clinical versus research), and the participants’
information documentation (e.g. documenting in clinical case notes). It was found that the
participants frequently required clarification on the indicators and often requested examples,
especially when trialled at centres with English as a secondary language. The usability of the
criteria and indicators depends on the user’s ability to understand, comprehend, and evaluate
them to ensure best possible outcome. This highlights that future users of these indicators will
likely benefit from training or access to a manual on the types of data to collect against the

indicators.

On the micro-level, the clinicians’ view of the indicators and the alighnment to their daily practice
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influenced the data collection for the indicators. For example, the participants deemed that
identifying data for indicators within the ‘Leadership’ criterion was a lower priority compared to
the ‘Optimal Outcome’ criterion. This was due, in some cases, to participants not being confident
about how to collect data for these indicators, and at other centres, the participants did not deem

the indicators a priority and, therefore, did not collect data.

7.6 Research Findings Compared to other Established Centres of Clinical
Excellence

The scoping review identified that multi-disciplinary input and patient outcomes were the
commonly described features of a CoCE. This corresponds to the ‘Optimal Outcome’ and ‘Inter-
professional Working’ criteria and indicators in this research, which collected data against most of
the indicators. Resources and infrastructure were also described as important components of a
CoCE. The scoping review also found that a CoCE can be a combination of patient-centric, service-
centric or economic-centric, again primarily discussed in this research in the ‘Optimal Outcome’

criterion.

In this wider literature, the studies described multiple steps, pathways, or criteria required to
establish a CoCE. For example, a publication on a prostate cancer CoCE'?> discussed a four-step
process that included the clinical step (multi-disciplinary team members and services), the
research step (monitoring of outcomes), the education step (certification of the centre through
fellowships) and quality control (data infrastructure and outcome measurements). Comparatively,
the publication on oral healthcare CoCE®* described the CoCE as an initiative that is dependent on
essential features such as patient outcomes and experiences, standardised processes, leadership
and a multi-disciplinary approach. Another example is the CoCE of Nutritional Care!>, which
described three themes of excellence in clinical care (clinical outcomes, practice guidelines),

research (research programs, data sharing) and knowledge translation (education, resources for
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patients and clinicians, stakeholder engagement, guideline development). Based on the three brief
summaries of the features of a CoCE established in other clinical areas, it can be extrapolated that
the criteria and indicators used in the aspirational CoCE in Stroke Recovery and Rehabilitation align
with similar requirements of CoCE discussed in the wider literature. Taking it further, the criteria
explored in this research were also prioritised according to perceived importance and were
inclusive of other factors such as equitable access, mentoring, and delivering education to
patients, which are not frequently seen in other CoCE in the literature. Additionally, the criteria
and indicators developed by the International Stroke Recovery and Rehabilitation Alliance are
aspirational criteria with the aim of identifying the top-performing stroke rehabilitation centres

internationally.

Beyond the realm of healthcare, a scoping review’ explored 78 literature (from healthcare,
research, education, information technology and industry), and concluded that 12 essential
foundations were encompassing a centre of excellence. Six out of the 12 essential foundations
reviewed by this publication were similar to the criteria that were established for the CoCE in
Stroke Recovery and Rehabilitation. The identified essential foundations were specialised
expertise, leadership, high-impact research, collaboration and partnership, organisational

structure and innovation.

7.7 Contribution of this Research to the Field of Stroke Rehabilitation

Healthcare centres undergo accreditation processes to ensure they comply with quality and safety
standards, typically defined by country-specific guidelines. These standards focus on achieving
baseline compliance for patient care and operational safety. In contrast, the criteria and indicators
for CoCE in stroke rehabilitation have been designed to emphasise global adaptability and an
aspiration to strive for excellence beyond compliance. The criteria and indicators developed are

flexible and adaptable to various healthcare funding models, socioeconomic contexts, and
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resource constraints. Unlike accreditation, which generally assesses adherence to a static snapshot
matrix using predefined standards,?%* the CoCE in stroke rehabilitation criteria and indicators
prioritise innovation and superior outcomes in addition to patient-centric care, rather than simply
aiming for the minimum standards set by the accreditation. The indicators focus on a more
inclusive approach by addressing stroke rehabilitation holistically, incorporating aspects such as
interdisciplinary coordinated care, education and mentorship, leadership and coordinated ongoing
care. Additionally, it expects continuous quality improvement and data-driven decision-making,
allowing stroke rehabilitation centres to continually strive for excellence. While adherence to
guidelines is fundamental, it is not synonymous with achieving clinical excellence. Overall, the
CoCE in Stroke Recovery and Rehabilitation initiative focuses on moving past standard quality and
safety compliance and encourages healthcare centres to aspire to be the leaders in stroke
rehabilitation globally. Furthermore, beyond the contribution to the field of stroke rehabilitation,
this research also outlined methods in which the parameters of a CoCE (criteria and indicators) can
be tested and refined in other clinical centres. This will be discussed further in Section 8.1 (Chapter

8: Conclusion).

7.8 Recommended Revision of Criteria and Indicators

Based on the findings from this research, a few of the criteria and indicators® of the CoCE in Stroke
Recovery and Rehabilitation could be revised to improve usability and reduce duplication of data

collection (suggestions colour coded and presented in Table 7.2 below):

Green: Participants deemed the indicator usable. However, some indicators overlapped, or

participants needed examples to provide a response.

The indicator may benefit from further refinement to improve its usability.

Additionally, including a glossary to define and contextualise each indicator is strongly
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Red:

recommended, as the glossary will provide clear definitions and examples to ensure

consistent interpretation across different rehabilitation centres.

The recommendation is to exclude the indicator due to duplication or because it was

perceived as irrelevant to a CoCE in Stroke Recovery and Rehabilitation.

Table 7.2 Recommended Revision of the Criteria and Indicators.

Criterion 1: Optimal Outcomes

Category

Optimal
outcomes

Deliver
outstanding
rehabilitation

Indicator

Patient outcomes

Carer outcomes

Service outcomes

Assessment of rehabilitation
requirements

Rehabilitation interventions

230

Participants’
Sub-indicator P

feedback
Clinical/ Too broad.
physiological Direction on
measures which measures

to use.
Patient-reported Requires
outcomes clarification.
Reported
overlapping.
Patient-reported
experience
Self-management
skills

Carer reported Clarification on
outcomes carer. May also
not be relevant
to some centres
Carer reported
experience
Carer self-

management skills

Comprehensive/
holistic assessment
Ongoing assessment
at regular time

points

Evidence-based Requires

1. Time of clarification on
commencement dose, duration

2. Duration and

3. Dose procedures/

4. Procedures/ methods

methods




Category

Indicator

Coordinated ongoing care and
support

Sub-indicator

Addresses person’s

goals

Integrated delivery

Participants’
feedback

Criterion 2: Research Culture

Organisationa
| processes
and systems

Formalised
links with
external
agencies

Staff
expertise and
culture

Research elements in all job
descriptions and role profiles

Organised initiatives to support a
positive research culture

Infrastructure and resources to
support research activity

A recognised pathway or strategy to
implement research into practice
Links with universities

Research collaborations with other
national and international centres

Leading research, applying for and
winning research funding
Research leadership from multiple
professional groups

Broad methodological research
knowledge across staff base

Regular research
activities for all staff
Embedded quality

improvement

program (Regular

collection of
outcome data)

Allocated research

time

Systems to support
high-quality data

collection

Need
clarification

Criterion 3: Interprofessional Working

Organisations
and systems
to proactively
support
patient and
family
involvement
in
rehabilitation
journey

Information provided routinely to
patient and family about
rehabilitation process and
rehabilitation team

Collaborative goal setting process
Regular opportunities between team,
patient and family for 2-way
information exchange

Shared decision-making between
rehabilitation team, patients and
carers

Virtual communication available
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Overlap with
first indicator

Overlap with
first indicator



Category

Systems to
support
coordinated
inter-
professional
teamwork

Indicator Sub-indicator

when indicated

Processes to identify all key
stakeholders in stroke rehabilitation
within and beyond the centre

Culturally safe care provision

Regular opportunities for
rehabilitation team to collaboratively
review patient goals, progress and
plans

Input from each team member is
respected and valued

Participants’
feedback

Vague
(clarification on
documentation)

Vague
(clarification on
documentation)

Criterion 4: Knowledge Exchange

Knowledge
exchange

Mentorship

Collaborations with external
organisations to exchange knowledge
about best practice

Protected time allocated for
knowledge exchange activities
Opportunities for staff to participate
in training using different modalities
for knowledge exchange activities
Formal interdisciplinary mentorship
program for individual clinicians
Formal mentorship program for
clinical centres

Investment in mentorship training for
mentors

Protected time for mentoring

Criterion 5: Leadership

Development

Commitment to
recruitment of the

‘best’ staff

Rehabilitation workforce
development Processes to
promote

professional growth
and development of

staff

Mechanisms to gain
feedback to/about
leaders and assess

Leadership development

leadership
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Clarification on
‘best’,
participants
were not keen
on this term
Overlapping
with indicator
in knowledge
exchange

Needs
rewording



Category

Leaders
engaging with
key
stakeholders

National/inter

Indicator

Engagement of leadership with
patients and carers

Leadership actively promotes delivery
of successful rehabilitation

Representation on influential

Sub-indicator

Investment in
training and time to
grow leaders
Systems to support
staff to take up
global leadership
roles

Participants’
feedback

Vague (level of
leadership)
Vague between
clinical and
non-clinical

Covered in
other criteria

Offsite versus
on-site needs
clarification

national national/international groups and
leadership professional bodies
Pathways for staff to gain higher-
degree qualifications including
g Receiving master’s and PhD
®  education
.§ Onsite educational opportunities
&
.g Support for off-site
E Delivering conference presentations
S Delivering and in-services to health professionals
education Providing education to stroke
survivors and carers, and the public
Processes
that facilitate
ongoing
communicati
on with key
> stakeholders
@
§ Equitable Systems to promote equitable access
2 access of -
~ Process to monitor access
5 stroke. o Process to improve access if problems
‘= rehabilitation -
2 identified
5] Regular
advocacy and  For access to stroke rehabilitation
outreach services
activities

For innovative research

Vague (need
more
clarification,
overlap)

Vague and not
applicable
Vague

Vague

Vague

Answered
previously
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7.9 Strengths and Limitations

The strengths and limitations of this research should be acknowledged and considered. One
notable strength of this research was the global scope due to the recruitment of participating
centres internationally. The centres were successfully recruited from regions with various
healthcare funding models, socioeconomic status (low, middle and high-income countries) and
geographical areas (metropolitan and regional centres). While the recruitment for this research
was relied on voluntary participation from the stroke rehabilitation centres, the PhD Candidate
successfully recruited centres from LMIC and regions with spoken languages other than English to
participate in both the survey and interview groups. However, centres with established processes
and more resources were more likely to participate or provide complete data, therefore resulting
in an over-representation of HIC responses. This diversity deepened the data collected and
offered valuable insight into how these criteria and indicators could be applied internationally.
This research also highlighted the key challenges encountered during the trialling process, such as
variability in data collection infrastructure and influences of local and national policies and
processes. These findings highlighted the complexity of adapting and integrating the criteria and
indicators at diverse stroke rehabilitation centres. Finally, the participants expressed that they
were keen to understand the criteria and indicators and explore their applicability to their centres,

which allowed for comprehensive data collection from the semi-structured interviews.

The mixed method approach allowed for a more holistic but comprehensive exploration of
research questions, integrating the breadth of data (through quantitative data) and depth of
responses (through qualitative data). The integration of the quantitative data provided a broad
overview, capturing the pattern of evidence against the indicators across the rehabilitation
centres. The responses from the qualitative data offered an in-depth understanding of

participants’ perceptions, experiences and thoughts regarding the criteria and indicators.
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Therefore, by triangulating the results, this research was able to delve into the complexities of the
reasons behind data collection against the indicators. This strengthened the validity of findings,
capturing a multi-level or systems perspective, thereby contributing to the vigour of the research

outcomes.

While this research was carefully designed and the most appropriate data collection and analysis
methods were employed, the methodology and recruitment strategies used were novel, which
limits comparability to previous research on CoCE. In addition to this, other limitations were still
present. One limitation was the time restriction and the prolonged and complex ethics approval
processes, which limited the number of stroke rehabilitation centres participating in the in-depth
analysis via semi-structured interviews. Additional centres in Singapore (3 x centres) and Malaysia
(1 x centres) participated in semi-structured interviews in the second half of 2024, but these data
are not presented in the thesis due to time constraints to analyse the data. The option to
complete a survey was offered as an alternative to address this limitation because most centres
did not require ethical approvals to complete the online survey. Further, the option to complete a
survey rather than weekly interviews facilitated participation of centres with time and staff
constraints. The surveys provided a snapshot of information at the time; however, recruiting
additional centres to participate in the semi-structured interviews would have provided more
comprehensive and in-depth responses. It would have been particularly beneficial to better
understand the perception of the CoCE from centres in low-income countries, especially on how
the CoCE would operate in resource-constrained settings. Additionally, the indicators were
analysed collectively rather than segmented by type due to the limited timeframe and resources.
This research did not explicitly categorise the indicators according to the structure—process—
outcome framework. While this framework offers a valuable lens for examining service standards,

the primary aim of this research was to trial and explore the usability and relevancy of the CoCE
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criteria and indicators. Future research may benefit from mapping these indicators onto the

structure—process—outcome framework to support more granular evaluation and benchmarking.

Researchers and clinicians from United States of America and Canada, who were affiliated with the
International Stroke Recovery and Rehabilitation Alliance, were invited to participate in this
research to trial the proposed criteria and indicators. Unfortunately, these invitations were
declined, primarily due to increased workload and resource constraints faced post COVID-19
pandemic. Given that most of the literature on CoCE identified in the scoping review (Chapter 3)
focused on centres based in the USA, for future studies, it will be valuable to engage with clinicians
from these regions, as their insights and experiences can contribute to the understanding and

applicability of CoCE criteria and indicators.

Although it may not be a direct limitation, the participants’ roles within the centres could have
influenced the responses provided for the indicators. While this research aimed to recruit a
balanced group of managers and clinicians to capture a range of perspectives, the majority of the
participants were clinicians with clinical experience and active caseloads. As a result, their
responses may have been framed through the clinical lens and reflective of their perspectives
from their clinical experience, focusing more on patient and operational aspects instead of
broader organisational and strategic considerations. This was evident from their responses on
their understanding of the indicators, such as ‘Optimal Outcome’ compared to ‘Leadership’. It is
possible that the latter would have been responded to differently if the participants held
managerial or exclusive leadership roles. The predominance of clinician participants could have led
to narrower perspectives on these indicators. While this focus on clinicians’ perspectives aligns
with the research aims, it highlights the potential benefit of engaging a broader range of
participants from different roles for future research to capture a more holistic view and

understanding of the criteria and indicators.
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Additionally, the data collected relied on participants’ self-reported experiences and current
knowledge of the systems and processes. While this was very valuable to this research, the
absence of structured data documentation or infrastructure in some centres could have impacted
the participants’ recall and accuracy of information. Furthermore, there is also a chance that the
participants may not have access to all the information required for the indicators, and also might
be up to date with the activities within their centres. Finally, another potential limitation is the
integration of barriers and facilitators within the same thematic units. While this approach
reflected the interwoven nature of participants’ experiences, it may have reduced the clarity in
distinguishing specific enablers from challenges. Future research may benefit from the analysis of

these dimensions separately to provide a more targeted response.

Despite the limitations, this research contributes to significant original knowledge in Stroke
Recovery and Rehabilitation, as well as the establishment of CoCE. In addition to evaluating the
indicators at the centres, it offers a critical analysis of their applicability, relevance and challenges
in real-world settings. It also offers a ‘bottom-up’ perspective from the clinicians’ point of view on
how these indicators may work at their centres. This research provided valuable insights into the
facilitators and barriers to applying the criteria and indicators at stroke rehabilitation centres

aiming to achieve excellence in stroke care.

7.10 Chapter Summary

This chapter triangulated and discussed the findings from Chapter 5 (Descriptive Analysis) and
Chapter 6 (Thematic Analysis), in light of Chapter 3 (Scoping Review). It also discussed the
elements that influenced data collection and the usability of the criteria and indicators.
Additionally, this chapter also explored the relationship between macro (CFIR: Outer Setting),
meso (CFIR: Inner Setting) and micro (CFIR: Individuals) systems and the influence on the

trialability of these indicators. Finally, the differences between the countries were also
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highlighted, along with the strengths and limitations of this research. While the aims of this
research to trial the criteria and indicators at international stroke rehabilitation centres were
achieved (Aim 4: To identify data collected for the CoCE criteria and indicators; Aim 5: To analyse
the facilitators and barriers to identifying and/or documenting evidence regarding the criteria and
indicators ; Aim 6: To evaluate the practices that align with the criteria and indicators), further
work is needed prior to international implementation as this research found that several

indicators were not well-understood and, therefore, needs further refinement.
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CHAPTER 8: CONCLUSION AND RECOMMENDATIONS

This research was designed and conducted to trial and evaluate the criteria and measurable
indicators of Centres of Clinical Excellence (CoCE) in Stroke Recovery and Rehabilitation. It was
conducted at international stroke rehabilitation centres and included countries from different
socioeconomic status levels, funding models, resource allocation, and national languages, as
detailed in the Method and Methodology chapter (Chapter 3). The outcomes from the research
were explored and discussed in Chapters 5 (Descriptive Results), 6 (Thematic Analysis) and 7

(Discussion).

None of the centres were able to provide evidence meeting all the criteria and indicators,
reflecting the aspirational nature of these criteria and indicators. While numerous factors, as
discussed in Chapter 8 (Discussion), influenced the trialability of the criteria and indicators at the
stroke rehabilitation centres, the outcomes from this research do not diminish their validity and
potential value. Instead, it highlights that the criteria and indicators are aspirational and were
designed to set excellent standard, aiming to inspire excellence at stroke rehabilitation centres.
The inability to meet all the criteria and indicators does not suggest a failure but rather

underscores the challenges within the field.

The centres recruited for this research were not exclusively top-performing stroke rehabilitation
centres. Instead, they represent the broader spectrum of stroke rehabilitation services, selected
based on the willingness to participate and trial the criteria and indicators at their centres. This is
to ensure the findings from the research reflect the real-world application of the criteria and
indicators and inclusive of the centres regardless of their geographical location or socioeconomic

status.

The primary aim of the work was to develop the criteria and indicators of CoCE was to identify
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international leading centres exemplified by their ability to demonstrate performance on the
majority of the criteria and indicators. These centres have the potential to represent “gold
standard” benchmarks in Stroke Recovery and Rehabilitation care and to show what is possible in
the field of stroke rehabilitation. Establishing a systematic and transparent process to determine
these leading centres is critical for advancing global stroke rehabilitation practices. Once
identified, these centres could shape the foundation of a global network of Centres of Clinical
Excellence in Stroke Recovery and Rehabilitation. This network could facilitate the sharing of
resources and best practices, and foster collaborative clinical and research partnerships, especially

in under-resourced centres.

8.1 Implications for Practice

This section answers the final research question of:

» How did the trial of the CoCE in stroke rehabilitation criteria and indicators impact health

service provision?

From a stroke rehabilitation centre perspective, the criteria and indicators of the CoCE serve as an
aspirational benchmark to encourage rehabilitation centres to strive for higher-than-standard
practice. These indicators challenge the centres to integrate innovation, evidence-based practice,
and patient-centred care into their practices, creating an environment where excellence is the
norm. In addition to fostering innovation in rehabilitation, being recognised for clinical excellence
in stroke rehabilitation could foster a sense of pride and professional satisfaction and be a
motivational factor to continually improve care delivery. Ultimately, the CoCE in stroke
rehabilitation initiative was designed to redefine the standards for high-quality stroke

rehabilitation.

Although clinical centres have processes in place to collect data on patient outcomes and service
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outcomes, limited processes are available to collect data on non-clinical aspects of rehabilitation
service, such as education, leadership and research. A comprehensive data collection
infrastructure wherein data on all indicators can be collected would assist the centres in the future
to demonstrate the evidence for clinical excellence. It will also assist in identifying gaps in their
service for continual quality improvement and will be discussed in the next section (Section 8.2

Recommendation and Future Directions).

From a clinician’s perspective, this research provided insight and potentially shifted the clinicians’
view from solely focusing on clinical aspects of rehabilitation to incorporating other aspects of
services that promote excellence in their centres. This was apparent during the interview
processes, where the participants from all the centres were motivated to share their current
practices and explore innovative approaches as a step towards excellence to improve their service.
This paradigm shift can enhance patient care and empower clinicians as they contribute to the
global advancement of stroke care. It offers opportunities for professional growth and recognition,
encouraging clinicians to be innovative and contribute to broader knowledge of excellence in
stroke rehabilitation. In turn, this supports the global advancement of stroke care by fostering an
interconnected community of practice and emphasises measurable outcomes and data-driven

improvements.

In addition to the clinical implications, the insight from this research could guide stroke
rehabilitation policymakers in developing a robust framework at regional and national levels. The
indicators could promote the type and quality of information required to achieve excellence. This
could be integrated into the policies to align with local practices, incorporating international
guidelines or plans such as the World Stroke Organisation’s Action Plan.? With stroke rehabilitation
data infrastructure improving consistently, a policy change should strive towards including stroke

rehabilitation as part of national-level data collection, where the rehabilitation component of

241



stroke care can be measured by continual improvement in stroke rehabilitation services.
Additionally, establishing a CoCE in Stroke Recovery and Rehabilitation would encourage increased
focus on stroke rehabilitation, which will encourage data collection thereby continually improving
the data infrastructure in the future. Finally, the centres can use the outcome of this research to
improve their services. The identified unmet indicators during the trial can be used as targets to

implement ongoing quality improvement activities.

On a global level, this research aims to improve equity in rehabilitation using the indicators as a
benchmark for excellence. By making the criteria and indicators freely available, stroke
rehabilitation centres globally can use these indicators as an approach to identify priorities and
advocate for resources to improve the quality of care. Additionally, it provides a global benchmark
to enable rehabilitation centres to promote excellence-driven goals in their national policies and
strategies. This ultimately, reduces the burden of stroke through accessible, high-quality

rehabilitation services.

8.1.1 Broader Implication for Global Healthcare

The findings from this research extend well beyond the scope of stroke rehabilitation and have far-
reaching implications for broader healthcare areas. Focusing on the development of CoCE and its
innovative approaches, this research provides a framework for elevating healthcare standards and
promoting excellence across diverse clinical settings. It sets a precedent for other programs aiming
to establish CoCE in various healthcare domains. The criteria are adaptable and can serve as a
blueprint for integrating tailored measurable indicators to foster clinical excellence, innovation

and improved care.

Beyond trialling the criteria and indicators, this research also developed and presented a method
for trialling these indicators across different stroke rehabilitation centres. This method provides a

robust methodological framework for trailing the indicators by integrating both quantitative and
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gualitative perspectives. It offers a comprehensive lens for future studies looking at trialling similar
indicators in other healthcare domains. A key strength of this research is its focus on clinicians’
perspectives through a bottom-up approach, prioritising insights from professionals who are
directly interacting with patients. This contrasts with traditional top-down approaches that often
impose frameworks without adequately considering factors that influence from the ground level.
This methodology fosters greater engagement and buy-in from clinicians, which is important for

the success of future implementation.

8.2 Recommendation: Refinement of the Criteria and Measurable Indicators

Noting the feedback from the participants of this research and as summarised in Section 7.8
(Recommended Revision of Criteria and Indicators), the indicators need further refinement to
enhance their ease of use and clinical applicability. The terminology used to describe the
indicators should be globally relevant. Some indicators (such as ‘cultural safe care provision’) were
not internationally recognised. This could have been due to the use of the term culturally safe
care, which is more prominent in countries with Indigenous populations, where staff are required
to complete cultural competency and are aware of culturally safe practices. In this research, the
participants from the centres in Australia and Chile recognised that they had systems in place for
culturally safe care. The concept of culturally safe communication can be used in three ways. It can
be used to describe the communication style (i.e. sensitive and open communication), clinician’s
beliefs, and values or strategies used when collaborating with patients and family.?% Therefore,
the wording of the criteria needs to be clear and easy to understand, especially for use in
countries with English as a second language. Moreover, uncertainty in the wording may have
caused an indicator to be misinterpreted. Another example was that the indicators ‘duration” and
‘dose’ needed clarification during the interviews due to their ambiguous definitions behind their

use. This highlights the importance of rectifying this by either refining the indicators and/or
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providing a glossary of terms, defining each indicator and providing examples.

Additionally, there should be no overlap between criteria, yet this was reported by participants. All
overlapping criteria need to be examined to determine whether a true overlap exists, or whether
the descriptions (and differences between criteria) need to be clarified. The indicators could be
further evaluated to reduce the number of indicators to lessen user fatigue (and this also
addresses the overlaps). The indicators were also referred to as measurable indicators in the
original paper?; however, not all the indicators were reported as measurable by the participants.
The participants from nearly all the centres suggested that they would like a numerical rating to
measure the indicators. Therefore, the indicators should be refined to ensure they are

measurable. Additionally, the quantification of the indicators needs to be considered.

8.3 Recommendation: Using the Indicators as a Quality Improvement Activity

One practical application of the indicators is to adopt and integrate them into a structured quality
improvement program within the healthcare centres. By focusing on specific criteria at the
indicator level, the centres can systematically identify areas for improvement and target the
development of evidence to achieve the indicator. A suggested approach is the adoption of a
traffic light system for visual representation and monitoring. The indicators could be categorised

into three levels:

» Red: Indicators requiring immediate attention or improvement.
> : Indicators are partially met and require further input.

» Green: Indicators that have data collected against them.

This allows centres to track progress over time, collect evidence and allocate resources to move
the indicator from red to green. This also would help the clinicians and stakeholders to visualise

the improvement and provide a target to meet, thereby demonstrating their commitment to
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guality improvement and clinical excellence.

Notably, since the data collection phase in this research, two centres have reported that they are
integrating the indicators into their quality improvement activities. This feedback highlights the
practical utility of the indicators as a tool for benchmarking and advancing care standards. This has
facilitated a focused effort to address gaps in care and to align their service to the CoCE criteria
and indicators. Therefore, reinforcing the indicators’ value is not only a measurement for
excellence but also a tool to improve the quality of services, cultivating a culture of continuous

improvement within the healthcare centres.

8.4 Recommendation: Further Prioritising of the Criteria

The criteria and indicators could be categorised into two distinct groups: essential criteria and
optional but recommended criteria. This differentiation would allow centres with diverse funding
models, socioeconomic contexts and resource constraints to aim to identify as centres of clinical
excellence while recognising their unique challenges. The ‘Essential Criteria’ could represent the
core elements that every CoCE must meet, e.g. the top three or four criteria (Optimal Outcomes,
Research Culture, Interprofessional Working and Knowledge Exchange). Whereas the ‘Optional but
Recommended Criteria’ aims to enhance a centres’ ability to innovate and exceed the essential
standards. While not mandatory, these optional criteria provide opportunities for centres to excel
further. Recognising that achieving excellence in every criterion may not be feasible for all centres,
particularly those in resource-constrained settings, this approach allows centres to be
acknowledged as CoCE in specific areas of excellence in stroke rehabilitation. For example, a
centre might excel in patient outcomes or research culture but face challenges in leadership due
to external factors. This tailored approach ensures that the criteria and indicators encourage
centres to focus on achieving the essential areas while working towards meeting the optional

criteria over time. This promotes inclusivity and acknowledges that the CoCE is not a one-size-fits-
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all solution but is dynamic and adaptable to the local context.

8.5 Recommendation: Collaborating with Other Organisations

The World Stroke Organisation (WSO) published guidelines and action plans (WSO Roadmap to
Quality Stroke Care)! for every phase of the stroke journey to achieve standardised and consistent
evidence-based care that can be used at any level of healthcare. This guideline was split into
minimum, essential, or advanced stroke services, each with its own set of quality indicators. In the
rehabilitation phase, the guidelines indicated that the minimum services included outcome-
specific indicators, while the essential and advanced services included service access,
interdisciplinary professionals' involvement, training and education for clinicians and patients,
respectively, and data collection strategies.! In line with the WSQ’s Stroke Centre Certification
Program3’ in the acute stroke phase (highlighted in Chapter 2: Background), the WSO is currently
working on a stroke certification process in the rehabilitation phase. The International Stroke
Recovery and Rehabilitation (ISRRA) expert group is actively collaborating with the WSO
rehabilitation certification working group to identify the aspects that each initiative explores and

the processes involved.

The results from this research will be used by ISRRA to guide conversations with other stroke
rehabilitation accreditation bodies (e.g., Commission on Accreditation of Rehabilitation Facilities)
and stroke organisations (e.g. Australia New Zealand Stroke Organisation) to determine how they

can work together toward excellence in stroke rehabilitation in the future.

8.6 Future Research

This research provides a foundation for developing detailed implementation, monitoring and
evaluation processes for CoCE. A key finding from the scoping review revealed many existing CoCE

do not have structured processes to monitor and evaluate the CoCE once implemented.
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Therefore, future research for the criteria and indicators should focus on the following elements:

» Exploring and describing the implementation process — to provide support and improve
usability, a well-defined implementation process should be developed either in person or
over a videoconferencing system.

» Setting up a monitoring and evaluation processes — a robust monitoring and evaluation
systems will ensure the centres are continuing to meet the indicators. This could be
external audits, periodic reviews, or self-assessments.

» Defining how the indicators are measured - identifying how the indicators can be
measured to retain the term measurable indicators and to improve usability.

» Creating a data dictionary/ glossary of terms with examples — a clear definition of each
indicator should be established with examples to reduce discrepancies and to enhance the
consistency of evidence.

» Refining the indicators — the indicators should undergo a refinement process to address
any overlap, ambiguity and improve clarity. The expert working group will be using the
feedback from this research to refine the indicators prior to implementing them at other
stroke rehabilitation centres.

» Development of user-friendly tools to support implementation: Once the indicators are
finalised, tools will be developed to support local implementation. These tools will be
developed in paper-based and electronic formats. The expert working group will liaise with
interested stroke rehabilitation centres and provide them with these tools to aid data
collection on the criteria and indicators.

» Engaging staff from different levels of the workforce — recruiting clinicians and managers
during the implementation process to ensure diverse responses and perspectives. It allows

for a wider scope of evidence since the indicators are both clinical and non-clinical in
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nature.

» Longitudinal studies to assess long-term outcomes — Establishing a robust system to
monitor and evaluate the outcomes from CoCE. This could involve developing
comprehensive frameworks to assess the long-term influence of CoCE on patient care,
clinical practices, service outcomes, staff satisfaction and impact on the workforce, and
financial implications or economic evaluations of the CoCE criteria and indicators.

» Tailoring to local context — As discussed in Section 8.2 (Implication for practice),
developing a framework of ‘Essential Criteria’ and ‘Recommended Criteria’ to promote
flexibility and adaptability of the CoCE criteria and indicators to be tailored to local context.

» Application of criteria and indicators to other areas — could explore how these criteria and

indicators could be adapted to other areas in healthcare.

In summary, this research made a significant original contribution to knowledge by demonstrating
how the design and usability of the indicators, coupled with influences from the healthcare
systems at the macro (Outer Setting), meso (Inner Setting), and micro (Individuals) levels,
influenced the trialling process across different settings. This was accomplished by exploring which
criteria and indicators were easily demonstrated with data, examining how the data collection
process for the indicators was influenced by different levels of health systems, and the factors that
affected the usability within a healthcare centre. This research provides essential insights into the
application of these indicators in diverse healthcare centres, paving a path to achieving excellence
in stroke rehabilitation. Furthermore, it synthesises the implications for clinical practice and
patient outcomes, proposes recommendations, and identifies key directions for future research.
The significance of this research extends beyond theoretical advancements to practical
application, providing a foundation for future initiatives aimed at reshaping healthcare services

worldwide. By bridging the gap between standard practices and excellence in stroke rehabilitation,
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this research offers a comprehensive perspective on advancing healthcare systems and fostering

continued innovation in clinical care and patient outcomes.
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ABSTRACT

Introduction With a growing interest and awareness in providing evidence-based, person-centred healthcare,

the concept of clinical excellence in healthcare provision is increasingly used to promote high guality care.
Clinical excellence could serve as a concept to promote interdisciplinary collaboration where it may overcome
the evidence-practice gap and improve service delivery. There is a lack of consistency in how clinical excellence
is defined and measured, which makes it hard to implement clinical excellence into healthcare practice. In recent
years, healthcare facilities are defining Centres of Clinical Excellence with the purpose of delivering clinical
excellence in healthcare. Therefore, the objectives of this scoping review are to map the available evidence on
healthecare facilities that deliver clinical excellence, and to clarify the key definitions of Centres of Clinical
Excellence.

Methods and analysis A refined scoping review methodology will be used to evaluate the currently available
evidence about Centres of Clinical Excellence. Databases including MEDLINE Ovid, PubMed, Web of Science,
CINAHL and Scopus will be searched to identify relevant published studies. Additionally, grey literature
(government reports, policies, protoools, conference proceedings, unpublished studies) will be searched using
Google and Google Scholar. Only articles written in English, published in last 20 years that consider Centres of
Clinical Excellence will be included. Two reviewers will review the abstracts and full text independently and a
third reviewer will be consulted to resolve any disagreement to determine final inclusion into the review. A
bespoke data charting form will be developed to capture the methods used to evaluate and monitor Centres of
Clinical Excellence. Findings will be presented in a narrative format, and their implications, discussed and
reported for future research and practice.

Ethics and dissemination This scoping review does not require human ethics committee approval as only
secondary data will be examined. The findings will be disseminated through presentation at conferences and
relevant forums. The completed scoping review will be submitted in a peer reviewed journal and will form part
of a PhiD thesis.

INTRODUCTION

Healtheare is constantly evolving with new disease profiles, treatment discoveries, technological advancement
and ever-changing healthcare initiatives. There has been a shift from the traditional medical models of
healthcare centred on morbidity and mortality to wellness models that focus on patient satisfaction, patient
perceived health status and quality of life (1, 2) Many governmental and non-governmental agencies around
the waerld are involved in reforming health to improve healthcare, healtheare access and to provide equitable
services to improve patient outcome, patient experience and health service efficiency.

There is a growing body of evidence on defining best clinical practice and demonstrating important aspects of
care, such as safety, access, affordability, equity, effectiveness and efficiency. However, it is common for there
to be significant gaps between the generation of new research evidence and translation into clinical practice.(3)
it takes on average 17 years from the time the research is completed to the time it is routinely implemented
into clinical practice, demonstrating the disconnect between development and implementation of clinical
evidence.(4-6) Healthcare organisations and health agencies are recognising there is a need to reduce the
evidence-practice gap by making healthcare organisations more accountable for evidence-based service
delivery.
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One method to ensure high quality healthcare delivery is through ongoing quality and safety improvement using
stringent standards and indicators, many of which incorporate evidence-based recommendations.(7)] Most
healtheare arganisation internationally will have to meet national accreditation standards, which focus on the
quality and safety standards, addressing clinical practices, organisational performance, staff efficlency and high-
quality care.[8) While this is of key importance to ensuring a basic average standard of care, accreditation does
not traditionally consider the best available evidence, nor does it usually include patient reported outcome and
experience measure. Recognising this gap, healthcare organisations are increasingly voluntarily initiating self-
development with the aim to deliver excellence in evidence-based, patient-oriented clinical care to improve
patient outcomes. (8-10)

Recognising the need for excellence in holistic elinical care, the concept of ‘clinical excellence’ {11), along with
similar terms ‘research excellence’(3), ‘service excellence’|12) and ‘operational excellence’{13), are being used
increasingly in the international literature to describe different aspects of excellence in healthcare. Focussing
specifically on clinical excellence, the concept has been used to describe policy development, angageament with
the clinical workforce, health research and promoting excellence in specific areas of healthcare. (14, 15) Some
authors have defined the domains of clinical excellence pertaining to different areas of medicine from the
perspectives of cliniclans.[11, 16, 17) Making sense of the different terms and gaining an understanding of
clinical excellence that encompasses the views of not only clinicians, but alsa those of people who receive
healtheare s reqguired.

Beyond defining different facets of excellence, a recent development has been the descriptions of healthcare
organisations as Centres of Excellence.(15, 18, 19) Centres of Excellence range in scope, from entire healthcare
organisations to single areas of medicine (eg. departments/wards/clinics). A recently published review(19)
summarised evidence pertaining to Centres of Excellence in areas of healthcare, education, research, industry
and infarmation technology. This study concluded that there are inconsistencies with the way the centres are
coined with the term Centres of Excellence.(19)

Alming for clinical excellence is important in patientcare as it inspires healthcare professionals to pursue the
best clinical care for their patients and encourages the healthcare facility to aspire for the latest evidence-based
care for their community. Clinical excellence could serve as a platform to promote interdisciplinary collaboration
where it may overcome the evidence-practice gap and improve service delivery. Establishing clinical excellence
would encourage healthcare facilitates to strive to provide patient with up-to-date evidence-based high quality
healtheare therefore reducing the evidence-practice gap.(20) We are characterising ‘clinical excellence’ as
providing patients with exceptionally high level of effective and efficient evidence-based care while maintaining
highest quality and safety standards and promoting excellent clinician engagement. (16-18, 21-29) We are
interested in learning what is known about the healthcare facilities and institutions that provide excellent clinical
care or are deemed to be Centres of Clinical Excellence. As we are seeking to identify the types of available
evidence currently available on Centres of Clinical Excellence, and to clarify the key definitions of these Centres,
a scoping review is the most appropriate knowledge synthesis methodology. This paper outlines the protocaol
for a scoping review to collect evidence on different aspects of Centres of Clinical Excellence, incuding how
these are defined, implemented and monitored.

METHODS/DESIGNS

We will employ the scoping review method developed by Arksey and O"Malley(30) with the refinement of this
method outlined by Levac, Calguhoun and O'Brien|31) to evaluate the evidence on Centres of Clinical Excellence.
The Arksey and O Malley({30) framework describes a 5-stage scoping review methodology which we have set out
below: identifying the research question, identifying relevant studies, study selection, charting the data and
collating, summarising and reporting the results. Additionally, we will use the Preferred Reporting Items for
Systemnatic Reviews and Meta-Analyses (PRISMA) PRISMA Extension for Scoping Reviews [PRISMA —5cR) to guide
with retrieval and inclusion of the evidence and to report the scoping review (32)
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Stage 1: Identifying the research question

The first stage covers formulation of the research questions based on the study objectives. We have identified
four research guestions based on the study objectives discussed above. Levac, Colguhoun and O'Brien(31)
recommended a “clearly articulated scope of ingquiry™ by defining the concept, target population and the health
outcomes to ald the formation of research questions.(31) Given the exploratory nature of our research
questions, we have no [imitation to study populations or interventions.

Owur scoping review sets out to answer these research questions:

What Centres of Clinical Excellence have been described in the literature?

What are the defining characteristics of Centres af Clinical Excellence?

How are Centres of Clinical Excellence selected or nominated?

What are the monitoring protocols employed to remain as Centres of Clinical Excellence?

oM

Stage 2: Identifying relevant studies

Scoping reviews use an exploratory approach to comprehensively search and systematically map the evidence
available on an area of interest_(33) They can address broad research guestions using specific parameter to
ensure thorough review of the literatures. The parameters are databases used, the search strategy and the
eligibilivy criteria.

Databases

We will conduct a comprehensive search using MEDLINE Owid, PubMed, Web of Science, CINAHL and Scopus to
identify relevant published studies. We will also search through grey literature (government reports, policies,
protocols, conference proceedings, unpublished studies) and search for readily identifiable websites using
Google and Google Scholar.

Search strategy

A search strategy was developed with the support of a research librarian to identify potential and alternative
keywords that best describe the research subject. The following keywords will be used: “centre of clinical
excellence” OR “networks of excellence”™ OR “best practice™ OR “clinical exemplars” OR “integrated healthcare
delivery” OR “excellence”™ OR “clinical protocels” OR “clinical competence” as search terms, subject headings,
concepts or keywords, The search will be restricted using the pre-determined inclusion criteria as shown in table
1

We will also use advanced Google search to identify grey literature and relevant websites (e.g. CORE, MedNar
and MNICE) using the same keywords. Further searches will be completed using snowballing technigue ta identify
additional studies. The searches will be documented and the references will be imported or added to Endnote
%9.(34) For any studies or documents that are not available online, we will contact the lead author of the relevant
document to request a copy of the paper.

Inclusion and exclusion criteria

inclusion and exclusion criteria were developed to set boundaries for the scoping review and will be modified as
we grow familiar with the literature. The inclusion criteria that will be used are outlined in table 1. To be included
in the study, the literature must be published after 2002 and provide information about Centres of Clinical
Excellence that provide clinical care for people with any health condition in any setting {primary care, inpatient,
outpatient or community] in any part of the world. Centres of Excellence that do not provide clinical care (such
as Centres of Research Excellence) will be excluded.
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Table 1 inclusion and exclusion criteria used to set parameters

Inclusion criteria

Available in English language

Information on Centres of Clinical Excellence

Healtheare organisation or service providing clinical care to people with any healtheare condition
Published from lanuary 2002

Any geographical location

L

Stage 3: Study selection

Duplicates will be remowved prior to screening titles and abstracts. As recommended by Levac(31), we will have
two reviewers (TK and EL) screen titles and abstracts and review full-text documents using the inclusion eriteria
(zee table 1). One reviewer (TK) will conduct the online search for relevant websites (first 20 pages on Google
search). The selection of the final documents will be agreed on by two reviewers (TK and EL) and a third
researcher (RS or 1H) will be consulted if there are any disagreements to reach consensus.

Stage 4: Charting the data

We will develop a data charting form using Microsoft Ward in a tabular format to extract data from each study
using methods outlined by Arksey and O'Malley|30) and Levac.[31) All reviewers (TK, EL, RS and JH ) will complete
the pilot charting of three studies to determine if our data charting method is consistent with our research
questions. If required, modification will be made to the charting farm to ensure its rigour to capture all the
required data. Each iteration of the charting form will be reviewed by all authors until consensus has been
reached. At this point, the remaining data charting will be completed by a single author (TK), and a second
reviewar (EL) will review 10% of the charted data to check for accuracy. The data charting form will include the
standard information on author, year of publication, type of publication and a descriptive summary of the key
findings relating to Centres of Clinical Excellence as shown in table 2,

Table 2 Data charting form

Data charting form

Author

Year of publication

Type of publication

Setting of Centres of Clinical Excellence (e.g. hospital versus specific health unit, country)
Health Condition

Year Centre of Clinical Excellence was established

Definition of Centre of Clinical Excellence

Process used to nominate Centre of Clinical Excellence

Criteria used to monitor Centre of Clinical Excellence

YWY YYYYYY

Stage 5: Collating, summarising and reporting the results
Qur assessment will be presented in a narrative format, addressing the research guestions. We will use the

PRISMA — 5cR checklist to guide our data collection and reporting.(32) Finally, the implications from the findings
will be synthesised, discussed and reported for future research and practice.
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DISCUSSION

Literature identified in this scoping review may differ from most literature included In traditional scoping reviews
because very limited information may be available in academic literature. Rather, the authors are anticipating a
large amount of evidence will be identifled through the grey literature search, with anecdotal reports of the
term “Centres of Clinical Excellence” being used to attract clients to fee-for-service healthcare. This review will
be the first research work to map the evidence on how Centres of Clinical Excellence are defined and monitored,
and how clinical excellence is demonstrated. We anticipate findings from this review will contribute to
intermational efforts to establish Centres of Clinical Excellence using robust, transparent criteria and processes,

Strength and limitations of this study

= This scoping review will systematically and comprehensively search electronic databases and grey
literatures to identify the available evidence on Centres of Clinical Excellence.

* We are expecting to find most of our evidence in the grey literature as there might be limited evidence
available in the academic literature.

*  Searching electronic databases and grey literature will Identify information about Centres of Clinical
Excellence published by both academic and health service authorship teams for academic, health service
and patient/public/fcommunity audiences.

» This review will collate all relevant information about Centres of Clinical Excellence, an area of growing
interest internationally.

Patient and public involvement
There will be no patient or public Imvolvement in our scoping review.

Ethics and Dissemination

We will review secondary sources and do not require human ethics committee approval. All sources will be
adequately referenced. The findings of our scoping review will be disseminated through presentation at
conferences and relevant forums. The completed scoping review will be submitted in a peer reviewed journal
and will form part of a PhD thesis,
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ABSTRACT

Objectives Centres of clinical excellence (CoCE) are
healthcare facilities that provide excellent healthcare.
However, despite their increasing prevalence, it is unclear
how CoCE are identified and monitored. This paper
explores how CoCE has been described in the Iterature,
induding its defining charactenstics and selection and
monitoring processes.

Design We conducted a scoping review following Arsey
and 0'Malley's framework, enhanced by Levac ef al
Additionally, we adhered to the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses extension for
Scoping Reviews guidelines.

Data sources A comprehensive szarch using MEDLUINE
(wid, PubMed, Web of Science, CINAHL and Scopus was
conducted to identify relevant literature from January 2010
to June 2022,

Higibility criteria for selecting studies We induded
publizhed studies and grey literature that described how a
CoCE was defined, established, monitored or evaluated.
Data extraction and synthesis Two independent
reviewers completed the title and abstract screening,
reviewed the full texts and extracted data.

Results 50 records descrbing 45 inttiatives were
included. More than half were published in the USA
{n=25, 56%). All but one initative focused on one clinical
condition/population, most commaonly cardiovascular
diszase (n=8, 17™), spinal surgeries (n=4, 9%) and
pituitary tumours {n=4, 9%). Most initiatives (n=30, 67%)
described a structured process to establish CoCE. The
definitions of CoCE were not uniform. Common defining
features included the volume of patients treated, medical
expertise, a highly skilled multidisciplinary team, high-
quality care and excellent patient outcomes. ldentification
as a CoCE varied from self-identification with no explicit
critena to application and assessment by an ap proval
panel.

Conclusion Despite a growing prevalence of CoCE,
there are inconsistencies in how CoCE are established,
identified, monitored and evaluated. Common (but not
uniform) features of CoCE are highly skilled staff, high-
quality care delivery and optimal patient outcomes.

INTRODUCTION

Healthcare facilities worldwide have a shared
goal to continually improve healthcare
delivery, often using stringent standards and
indicators.” * Imprevements in healthcare
delivery can take the form of defining best

.' Rachel C Stockley
. Lemma N Bulto," Elizabeth A Lynch®

2 Jeroen M Hendriks,**

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The study used inclusive search strategies (peer-
reviewed joumals and grey literaturs) and a
stringent review process using two independent
reviewers throughout the process.

= The study used Arksey and O'Malley's frame-
work with enhancement from Levac ef af and the
Preferred Reporting ltems for Systematic Reviews
and Meta-Analyses extension for Scoping Reviews
guidelines.

= We may have missed establizhed centres of clinical
excellence that have not published any studies or
reparts or published in non-indexed sources.

clinical practice or demonsirating important
aspects of care, such as safery, access, afford-
ability, equity, effectiveness and efficiency.
Most healthcare organisatons must
meet national quality and safery standards
to address clinical practice and organisa-
tional perfarmance.l Accreditation 15 instru-
mental in achieving a baseline standard
of care; however, it is not usually designed
io recognise excellent care or o optimise
patient-reported outcomes and experience.
Recognising this gap between care that meets
accreditaton standards and ‘excellent’ care,
some healthcare facilities are making proactive
steps to engage in self-improvement and seek
recognition for delivering exceptional care.
Excellence within healthcare is often
labelled “clinical EKCE“EDEE',E and organi-
sations that deliver exceptional patient care
have been called centres of excellence or
centres of clinical excellence {CaCE}."E
Other dimensions of excellence that have
been described in  healthcare include
‘research Exce]lence'f ‘service excellence®
and ‘operational excellence’.’ A recently
published review” summarised evidence
pertaining to cenires of excellence in health-
care, education, research, industry and infor-
mation technology. The authors of this review
concluded that there are inconsistencies in
how healthcare facilities are designated as
centres of excellence and ambiguity between

BM) Group
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cenires of excellence and regular healthcare facilities,
with limited information on how these centres were eval-
uated. Similarly, research excellence has been reviewed
from educadon and clinical research perspectives, and
frameworks are frequently not comprehensi\re,ﬁ with
unclear methods used to determine excellence.

Attaining recognition as a CoCE could be a source of
inspiration to facilifies that are recognised as leads in
healthcare pn:wisian.m Health professionals within the
facilities can be inspired to pursue and maintain the best
clinical care for their patients by promoting hlgh—quallry,
up-teedate, evidence-based care to their community."
Additionally, CoCE can work with accreditation bodies
to set higher benchmarks that encourage nnovative
patient-centred care. Accreditation bodies can adopt and
maintain advanced standards of care over time, helping
healthcare centres to continually raise the standards of
patient outcomes. !

Despite the increasing use of the term CoCE, there is a
lack of clarity about how this term is defined, how sites are
nominated and selected as CoCE and how CoCE are eval-
uated and monitored. Therefore, the primary aim of this
scoping review was to map evidence on CoCE in health-
care. We sought to explore and answer the following
questions systematically:

1. What CoCE have been described in the literature?

2. What are the defining characteristics of CoCE?

4. How are CoCE selected or nominated?

4. What monitoring processes are employed to remain as
CoCE?

Through conducting this review, we planned to explore
the multifaceted dimensions of CoCE.

METHOD

Protocol and registration

We registered the scoping review protocol on Dpen
Science Framework. We employed the scoping review
framework proposed by Arksey and C:'Il.-ialkvjr15 with
the refinement outined by Levac ef af® to evaluate the
evidence on CoCE. We followed the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses extension
for Scoping Reviews."

Identifying relevant studies
We developed a search strategy with the support of a
research librarian (online supplemental file 1). We
searched MEDLINE Owid, PubMed, Web of Science,
CINAHL and Scopus to identify published records
berween January 2010 and June 2022. We also searched
for grey literature (government reports, policies, proto-
cols, conference proceedings and unpublished studies)
and relevant websites using Google and Google Scholar.
We also searched the reference lists of included records
to check for further relevant records.

Inclusion and exclusion criteria are presented in box 1.
We included records that discussed CoCE that provided
clinical care for people with any health condition in any

Box 1

Eligibility criteria for article selection

Inclusion criteria

= Muailable in the English language.

= Information on CoCE.

= Healthcare organisations or services providing clinical care to peo-

= Published from January 2010.

= Any geographical location.

= Studies descrbing the development/defining/monitoring/evalua-
tion/frameworks of CoCE.

Exclusion criteria

= Records that describe a study conducted at CoCE (en, using partic-
ipants from CoCE).

= Centres that do not provide clinical care (eg, Centres of Research
Excellence or Centres of Leadership Bxcellence).

= Conference abstracts/papers, letters, NICE guidelines, JBI guidelines.

= Only looking at costs associated with one CoCE (no comparatar).

= Only looking at clinical outcomes for people receming care at CoCE
{no comparator).

= Uging the term ‘CoCE’ without outlining the criteria.

CoCE, centres of dinical excellence; JBI, Joanna Briggs Institute; NICE, National
Institute for Health and Care Excallence.,

sefing (primary care, inpatient, outpatient or commu-
nity). To be included, records had to describe how a
CoCE was defined, establizhed, monitored or evaluated.
We excluded records that used the term ‘CoCE’ without
outlining any criteria. Centres of excellence that were
not designed to provide clinical care (such as centres of
research excellence) were excluded. Given the explor
atory nature of the research questions, there was no
limitation to study populations or interventons.

Study selection

The search results were imported into Covidence, and
duplicates were removed. As recommended by Levac
et al" two reviewers independently screened fitles and
abstracts and reviewed full-text documents using the inclu-
sion criteria (see box 1), One reviewer (TK) conducted
the online search for relevant websites (first 20 pages on
Google search) and two reviewers (TK and LNB) inde-
pendently completed the screening and review of the
grey literature. The inclusion and exclusion criteria were
reviewed periodically throughout the dile and abstract
screening process to ensure the criteria facilitated the
identfication and inclusion of relevant stdies.

Charting the data

A data extraction form was developed for the smdy
{online supplemental tables 1 and 2}. We pilot-tested the
exiraction form with the first 15 eligible records to ensure
consistent data collecton. Two reviewers (TK and EAL)
independently extracted data on all included studies
using the extraction form on Covidence. The quality of
individual records was not assessed due to the descriptive
nature of the review aims.

2
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Collating, summarising and reporting the results

We synthesised the research findings according to
the research questions and presented data from all
included studies in tables. Study characteristics were
presented descriptively, and the research questions
were presented narratively. Henceforth, the CoCE will
be identified as initiatives and the search results will
be defined as records. Each initiative will be described
either as a theoretical centre (describing aspirational
criteria/frameworks to develop a CoCE) or a physical
centre where clinical care is provided. Initiatives that
described a framework were classified as ‘creating’
a framework, ‘using’ or ‘adapting’ a pre-existing
framework.

Patient and public involvement
Patients were not involved in the design or completion of
this study.

RESULTS

Selection of sources of evidence

Owerall, 9077 records were identified from a database
search, and 36 records were identfied through a grey liter-
ature search. A further three records were identified by
reviewing reference lists of included records. 50 records
describing 45 CoCE initiatives were included in the anal-
ysis (figure 1). The complete search results and strategies
are available in online supplemental file 1. Among the
records excluded at fulltext review, 25 (n=28%) records
described or labelled a centre as a CoCE but did not
provide any selection criteria or any details about how the
centres were nominated or monitored.

Characteristics of sources of evidence

Most records (n=43, 86%) were published in or after
2015, Nearly all the included records (n=44, 88% ) were
published in peerreviewed journals, but only 15 (30%)
were research articles, the remaining 28 (56%) records

f ™
E Records identified through
'.E database search (n=8041)
o CAMNAHL = 1357 Records identified through
E Scoput w TN grey literature gearch (ne3)
Wb of Scie il
Fuibad & 2000
2 Mg = 2543
= A
- ]
. l "
Duplicates removed (n=3T58)
A
¥
"y
Records screenad for relevance Records excluded [neS182)
(n=5318) g
E' \
: :
G ' ‘\
Ll Records assessed for eligibility Records excluded (n=89)
e
(m=136)
o Conference
-~ abstract/letter/iteratura/care
pathway (n = 20)
» Defining Clinical Excellence
(n=18)
- = MNod CoCE (n=17)
« Description of Cantra {n=4)
Additional records identified from + Wrong setting (n = 8]
réviewing réference iS5t (n=3) + Best PFECHCE (N = T
W Languaqc in=4)
— = Chnical Qutcome (n = 2)
* Proposal of COE (n=3)
s CoCE intheary (n = 1)
¥ I\h‘_ _/
H
'g Records included (n=50]
S describing 46 initiatives
E

Figure 1 PRISMA flow diagram. CoCE, centres of clinical excellence; COE, centre of excellence; PRISMA, Preferred Repaorting

[tems for Systematic Reviews and Meta-Analyses.
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Table 1 Characteristics of included records

N (%)
Types of literature from included records (n=50)
Ressarch articles 16 (30)
Others (editorial, reports, case reports) from 28 (66)
pesr-reviewed journals
Book chapters 3 (B)
Websites 2(4)
Systematic review 1(2)
Government report 1(2)
Country of Centre or initiatives described (n=45)
uUsA 25 (56}
Others 20 (44)
Clinical conditions from initiatives described (n=45)
Cardiovascular dizease 8(18)
Spinal surgery 4(9)
Pituitary tumours 4 (g)
Diabetes 37
Pregnancy related 204
Others 24 (83)

were other article types such as editorials or case reporis.
Two wehsites were identified as additional records for
initiatives identified through the literature search (see
tables 1 and 2).

Synthesis of results

Less than half (n=20, 47%) of the identified initiatives
were physical CoCE. With the exception of one CoCE
which provided care for people with diabetes and cardio-
vascular disease, all identified CoCE treated a single
clinical condition or population. The most commonly
described conditions were cardiovascular disease!®
(n=8, 17%), spinal surgeries”~ (n=4, 9%), pituitary
tumours® ' (n=4, 9%), diabetes™ *** (n=8, 6%) and
obstetrics™ * (n=2, 4%).

Some CoCE (n=6, 13%) were located across several
countries, ! * ## ® %% ereas the majority were described
as stand-alone clinical centres, such as wards, surgical
cenires or clinics. Eight CoCE (18%) were located in
low-income and middle-income countries.™ * *** More
than half of the included CoCE were located in the USA
in=25, 53%). CoCE established in high-income countries
were typically described in terms of high quality of care
delivery, such as standardised care and optimal outcome
|::]'.I=]2, 27%)’19 2]1-23 25 35 35 98 30 4446 comprehensive mult-

. 18%}155 81 52 40 4740 ar accessible

disciplinary care (n=8 1525 55 3
16%).

patient-centred care (n=7,

More than half of the initiatves (n=30, 67%) described
a structured process to esmblish a CoCE. While many
initiatives reported that the CoCE was established using
a framework or series of developmental stages, details
regarding the developmental stages were rarely available.

Five initiatives were reported using published frameworks
(Elrod and FDI[E[I]JE]T}?,EB 748 Christmas™ and National
Cancer Inst.ituleEs] to guide their process to establish the
CoCE (see table 2 for further details).

Defining characteristics of CoCE
Less than half (n=19, 42%) of the initatives explicitly
defined the characteristics of the CoCE. Seven (16%)
initiatives™ **** ® ¥ 5 ysed the definition from Elrod
and Fortenberry’: ‘a programme within a healthcare inst-
tution which is assembled to supply an exceptionally high
concentration of expertise and related resource centred
on a particular area of medicine, delivering associated
care in a comprehensive, interdisciplinary fashion to
afford the best patient outcomes possible’ (p.16) A

High volumes of patients reated or numbers of proce-
dures performed, staffing, infrasoucmre, high quality of
care and above-average patient outcomes were the most
commonly described defining features of CoCE. Staffing
components included medical expertise, highly skilled
multdisciplinary teams and staff-to-patient ratios. Other
resources that were described as part of the CoCEs were
infrastructure (n=15, 33%), such as building space and
examination rooms and specialised equipment (n=9,
20%). High quality of care delivery was described in
terms of standardised care and optimal outcome (n=12,
970,), 19 2198 25 5 5 58 59 4dd6 comprehensive multidis-

16 38 81 82 40 47-49 .
82, 18%) or accessible

ciplinary care (n=
plinary 41529 86 42 80 5L T

patientcentred care (n=7, 16%).
availability of treatment protocols was described as an
important feamre in seven initiatives (15%) (see mable 2
for details).

There were differences noted in the defining charac-
teristics of CoCE in low-income, middle-income and high-
income countries. Universally, most CoCE had common
features regarding staff expertise, equipment and patient
outcomes. However, CoCE in low-income and middle-
income countries tended to provide a healtheare service
thatotherwise was not available in the region, for instance,
neurosurgery in Peru™ and comprehensive dental care in
Guwahati, India.*®

Selection or nomination process of CoCE

Mo details were available about how sites were selected
as CoCE in half (n=24, 53%) of the included initatives.
While 21 inidatives reported that there was a selection
or nomination process to be recognised as a CoCE,
the demils of the selection or nomination process were
inconsistently reported. When reported. processes used
to select centres as CoCE were varied and included
application and assessment by an approval el (n=9,
4]51.%) BT B8 s hane se]f-;rdentiﬁl:;];ﬁnn E:n a CoCE
with no Ex!:»]icit criteria or exrternal assessment (n=6,
30%) " P19 and site visit by funding body to assess
suitability (n=1, 5%)."* Only four (20%/) 45 4 57 initia-
tives presented the process used to select the CoCE in
its entirety, which are presented in mble 3. The bodies

3
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Table 3 Outline of selection/nomination process of GoGE

First author Steps outlined

Chang et a® 1. Applications will be reviewed by the LEERN Global Cversight Committee (GOC). All applications
Lymphatic Education & will be scored, using the following three individual criteria:

Research Netwark™ 1. The quality of the overall application/zervices.

2. Unique offerings or particular characteristics that add to the lymphatic disease clinic.
3. Miscellaneous (eq, lymphatic dissase community citizenship, researnch).

Santos-Moreno ef af™ 1. Implementing an attention model for the patients diagnosed with rheumatoid arthritis, in
accordance with the requirements of each type of centre of excellencea.
2. Filling the self-asszesament form of each type of centre of excellence and implementing

improvement actions.

3. Requesting and preparing for a verification visit.
4. Receiving a verification visit from BEAL-PANLAR.
&. Official notice of the results of the assistance and verification visit.

Shikora, Delegge and Van 1. Online application completed by surgeon or facility.
Way IIF 2. Successful application results in provisional status.
3. Within 2 years must seek full approval and pass on-ste inspection and indicates has an excellent

outcome.

4. Mandatory submission of all patient data to a database.

Vivian ef a*? 1. Establishing the foundation (leadership structure and purpose).
2. Formalising the centre of excellence programme (clinical education training, multidisciplinary

team involvement).

3. Solidifying the centre of excellence status (cerification/accreditation by external instituts).

CoCE, cantres of clinical excallance.

providing oversight of the nomination or selection of the
. . 0% 96 54 56 48 54 . 4K Bb
CoCE were professional bodies, insurers
. 4 88 46
and organisations.

Monitoring protocols to remain a designated cenire of clinical
excellence

Only 24 (53%) of the included initiatives reported
a monitoring process for the CoCE Monitoring was
mandatory for 6 (25%)™ * * **** initatives through
recertification process. Other initiatives reported the
importance of monitoring outcomes such as produc-
tivity (n=5, 21%) ’1'3 1959 45 &0 patient outcomes (n=9,
SE%LII:-IEE?EBE-UEE&D&T&B quality metrics (n=3, lg%jﬂlﬂﬁﬂ?
and cost-effectiveness of the programme (n=1, 4%},“ but
there was no evidence that this monitoring process was
routinely performed or overseen by any parties.

DISCUSSION

Summary of evidence

To our knowledge, this is the first scoping review to

summarise what is known about CoCE in healthcare.
Despite identifying numerous CoCE initiatives, we were

unable to identify selection processes used in more than

half of the included initiatives. When selection processes

were documented, they varied between initiatives. Further,

there were inconsistencies in monitoring CoCE perfor-

mance. Without consensus on what defines a CoCE, and

without a recognised body to monitor the performance
within each CoCE, there is no guarantee that care being
delvered by sites claiming to be CoCE are delivering
excellent (or even better-than-usual) healthcare.

The most common defining feature of CoCE included
in this review was resource availability, specifically
personnel, infrastructure and equipment. These findings
are not surprising; it is well established that there are asso-
clations between stafﬁréqﬁgewls, skill mix, infrastruciure
and patient outcomes. For example. higher nursing
staffing levels and employment of more skilled staff are
associated with better patient outcomes such as reduced
rates of pressure injuries, mortality and falls."® ™ Features
such as infrastructure and specialised expertise are also
key factors in centres of excellence in other industries.”
The inclusion of these features within CoCE reinforces
that the included CoCE were designed to align with what
is known about healthcare delivery that leads to improved
patient outcomes.

While frameworks or processes used to establish or
describe CoCE may be valuable to guide others in the
field, they may have limitations if these processes were
developed for a specific healthcare facility, stakeholder
cohort or disease group. For example, the Willis-Knighton
Health System is a notfor-profit healthcare network in
Louisiana, USA, that operates 11 self-nominated centres
of excellence. The framework used to establish these
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centres of excellence was described by Elrod and Forten-
berry and cited by authors of 8 initiatives in our review to
describe or establish their centres. Consideration should
be given as to whether this framework is fit for purpose
beyond the state of Louisiana and in countries with
different healthcare models from the USA. Additionally,
it is unclear whether this framework meets a universally
agreed definition of excellence in healthcare. Empirical
research to define ‘excellent care’ from the perspec-
tives of patdents, healthcare facilities or funders could
increase the validity of the frameworks and, subsequently,
the CoCE. A recent study (published afier our review
was completed) has idenitified defining criteria of “aspi-
rational’ (vs pragmartic, feasible or cost-effective) CoCE
in stroke recovery and rehabilitation from the perspec-
tive of healthcare providers, survivors and caregivers and
researchers. These criteria and the underpinning indi-
cators could be used by facilides seeking recognition as
CoCE in sroke healthcare prm-'isicrn.ﬁs

Selection procedures for CoCE were inconsistently
reported and were unavailable for nearly half the included
initiatives. The description of excellent care provided by
the CoCE varied, seemingly depending on the agency
responsible for defining it Descriptions of excellence
encompassed patientcentric outcomes (eg, optimising
clinical cutcomes and quality of life), servicecentric
outcomes (eg, staff skill development, resource avail-
ahility and meeting quality and safety accreditation) and
economic outcomes (eg, cost of reamment and length of
stay). The concept of excellence was sometimes conflated
with high volume of patients who received care at the
centre. Excellence for some centres from low-income
and middle-income countries was defined (either by self-
nomination or by the government or collaborating inter-
national institutions) in providing a particular healthcare
service when none was previously available in the region.
Many of these aspecs of excellence reflect commonly
measured quality indicators of healthcare in high-income
countries, namely effectiveness, access, safety and effi-
ciency.* However, cost is not included as a quality metric
in countries such as Australia, Canada or the UK, but it is
included as a measure of quality in the US Commonwealth
Fund framework.** The difference berween healthcare
systems that generate income and those that do not is
likely to influence many aspects of excellence. The inclu-
sion of cost as a feature of some CoCE could be reflec-
tive of the different funding models (eg, fee-forservice
vs universal healthcare) or healthcare priorides within
the centres or by the bodies determining a site’s excel-
lence. While cost is considered in universal healthcare
funding models, it is rarely highlighted beyond ensuring
that healthcare providers function within their budget,
which markedly differs from financial models that seek
to produce profit in fee-forservice healthcare systems.
Indeed, the centres that reported economic outcomes
as a measure of clinical excellence were predominantly
located in the USA and were nominated by healthcare
funders suggesting that cost and cost efficiency is overtly

considered as an important facet of excellence in fee-for-
service centres.™ ™

Benchmarking is a well-recognised process that identi-
fies the bestperforming healthcare facilities in terms of
patient outcomes and system p-erfunnance.ﬁ? However,
while there is an implicit assumption that CoCE will
deliver care that is superior to another (non-excellent)
centre, most of the included initiatdves in our review did
not benchmark with other services. Benchmarking allows
tracking of performance over time while comparing
performance against other facilities, thereby demon-
sirating what is feasible to achieve in terms of quality of
care.” For the initiatives included in this review, without
comparison to other healthcare faciliies and without a
standardised set of explicit, evidence-based and measur-
able criteria, it raises disparity and challenges on how
these cenires can claim to be legitimate CoCE.

It is recognised that healthcare performance can be
variahle,ﬁ? s0 healthcare facilies should monitor and
evaluate their programmes to ensure continued excel-
lence. This process needs to be feasible within the time
and resource constraints. Just over half the initiatives
included in this review reported monitoring their service
and described various processes including measuring
patient outcomes, service productivity and quality metrics
to maintain the designation of CoCE. Only six initia-
tives reported a structured process, where their ongoing
performance was reviewed and assessed by an oversesing
body to maintain their status as CoCE. Clearly, more
attention should be paid to demonsirate the sustainability
of excellence initatives.

Conclusion

Although CoCE are increasingly reported in the liter
ature, there are inconsistencies in how these CoCE are
established, monitored and evaluated. Processes used
range from self-designation with no explicit criteria to
using external evaluation and periodic recertifications.
Features of CoCE centred around skilled medical and
mulddisciplinary teams and other resources such as
infrastructure and equipment. More work is required to
develop transparent systems and processes to ensure that
cenires claiming to be ‘excellent’ can demonstrate that
they are delivering the highest quality care.

Implication for practice and future research

This review highlights the need for clear criteria health-
care facilities can use to identify or establish a CoCE. The
processes used also need to be ansparent so they are
easily available for certification or auditing purposes.
The concept of a healthcare cenire promoting ‘excel-
lence’ can also vary depending on different perspectives:
patient, systems or funding. There needs to be clear
guidelines that highlight the impact of *excellence” from
these perspectives to ensure transparency on why a centre
was nominated as a CoCE, and the monitoring processes
used. It is recognised that staff well-being and retention
contribute to more consistent healthcare delivery and
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a Open access

better patient outcomes, so including staff well-being in a
CoCE framework may be of value. The findings from this
review will contribute to internatonal efforts to esmblish
CoCE using robust, transparent criteria and key perfor-
mance indicators.

Strengths and limitations

The srengths of our scoping review include the inclusive
search sirategies (peerreviewed journals and grey litera-
ture) and sringent review process using two independent
reviewers throughout the process. There is a poten-
tal that there may be established CoCE that have not
published any smudies or reports, which we then have not
identified. While we sought assistance from an academic
librarian to ensure the search strategies were clear and
comprehensive, centres that describe excellence using
different terms and relevant information published in
non-indexed sources may have been missed. This is a
particular challenge of this focus of work which soraddles
healthcare organisation, clinical practice and academic
research.
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Appendix C: Data Extraction Part 1

(part of the published manuscript as supplemental material)®

Description of CoCE
Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Bitzer et | Describing the framework | Other* Centre of Created by Diagnosis and treatment Personnel
al? and characteristics of an Excellence authors of Sexual dysfunction. Aim | e Multi-disciplinary team
"ideal" CoE of Sexual for Sexual to
Medicine and Sexual Medicine e To provide a frame for Infrastructure
Therapy (Not patient-centred and e A room for
reported) relationship-based care counselling/therapy
e To provide e Examination room
multidisciplinary
diagnostic assessment,
individualised
therapeutic options,
documentation and
follow-up of patients
e Provide training for
medical students,
residents and fellows
Burkett et | To present the concept of | Book Spine Not reported e To achieve exceptional Personnel
al® “centres of excellence” chapter Centre of quality of spine care at e Specialties involved may
and how they are applied Excellence lower cost. include neurosurgery,
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
to spine care. Provided an (Not e To establish a regional orthopaedic surgery,
overview of spinal CoE. reported) presence and a robust rehabilitation,
patient population. occupational therapy and
e To demonstrate that the | physical therapy, pain
organisation meets high management, specialised
performance standards. nursing, radiology,
¢ To stand out among behaviour medicine, and
other area institutions. psychiatry
Campbell | Examines the evolution of | Research | Operation Created by authors | To provide standardized Personnel
et al* a Centre of excellence as | article* Smile and collaborators | and comprehensive cleft e Healthcare professionals
an innovative model for Guwahati from Operation care at one institution, in multiple disciplines
sustainable cleft care in Comprehen | Smile with vision of making
the developing world sive Cleft Assam a cleft-free state. Infrastructure
Care Center e Modern surgical suite and
(2019) clinical space
e Modern integrated
operating suite, advanced
surgical equipment,
sophisticated anaesthesia
and monitoring
capabilities
Carvalho | To describe designation Other” & CoE for The criteria for CoE designation process is | Personnel
and Jill® process of Centres of Website Anaesthesia | Centres of designed to recognize o Obstetric
Excellence in obstetric Care of Excellence institutions and programs anaesthesiologist
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
ant Obstetric designation, which | that demonstrate ©24/7 coverage of
Patients covers all aspects excellence in obstetric obstetric patients by at
(2018) of obstetric anaesthesia care, to set a least 1 anaesthesiologist
anaesthesia care, benchmark level of
were generated by | expected care to Equipment
expert consensus improve the standards e Includes access to blood
and incorporate nationally, and to provide transfusion equipment
evidence-based a broad surrogate quality and supplies, access to
recommendations. | metric of institutions resuscitation and
providing obstetric intubation equipment and
anaesthesia card. supplies
Casanuev | To describe the criteria Other#& Pituitary Expert working eProvide the best Personnel
aetal® for developing Pituitary Website Tumor group drafted multidisciplinary care for | e Medical specialists
Tumors CoE Centers of framework. The patients with pituitary e Multidisciplinary supports
& Tritos’ Excellence | draft was modified | tumours and related e Basic requirements for
(Criteria and approved by pathologies. surgical training and
disseminate | the Board of eAdvance pituitary science | endocrinologist training
d 2017) Directors of the eProvide adequate patient | listed.

Pituitary Society.
The document was
presented to
international
groups, modified
and endorsed.

education and
community outreach.
e Act as a training centre
for residents in the
treatment of pituitary
ePathologies
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
e Advise health
administrators and
authorities on specific
problems.
Changet | To describe the steps Research Lymphatic Lymphatic e Provide multidisciplinary | Personnel
al® & taken to establish article*, Education Education and clinical care e Multi-disciplinary input
Lymphati | standards for Centres of | website and Research Network | eProvide professional and | e Suggested expertise
c Excellence for Lymphatic research initiated a Centres lay education requirements listed in
Education | Disease network of Excellence elnvolvement in clinical detail
& Described 5 categories of CoE program to research
Research | Centres of Excellence: (Criteria designate Work with local and Resources
Network® | ¢ Comprehensive Centre published institutions that international CoCEs to e Assessment tools listed
of Excellence 2021) provide services continually improve the

e Network of Excellence

e Referral Network of
Excellence

e Lymphatic Disease
Surgery Centre of
Excellence

e Lymphatic Disease
Conservative Care
Centre of Excellence.

for lymphatic

disease patients

lives of people with LD
and their families.
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Choque- | To describe the Research | Specialized | Not specified what | To improve the treatment | Personnel
Velasquez | development of article* Neurosurgic | process used of neurosurgical diseases | e Staff training by
et alt? Neurosurgical Centre of al Centre of in the region, thus neurosurgeons and
Excellence in Peru Excellence optimising their outcomes nurses from Finland
(2016) and decreasing transfers
to the neurosurgical Equipment
departments in the capital | e Equipment
district provided/repaired
Other
e Neurosurgical protocols
developed
Coon et Introduced key aspects of | Other” Multiple Created by authors | Not reported Personnel
al coordinated care for System but process not e Multi-disciplinary team
patients with MSA and Atrophy CoE | described
their caregivers, discuss (Multiple
various outcome Centres
measures, and share discussed.
experiences from two Established
centers with between
multidisciplinary clinics. 2015 -
2019.)
Creehan Describe the Research | Centersfor | Framework Inspirational centre - to Personnel
etal 2 development of a article* Pressure developed using develop a framework. Aim | e Frontline staff
framework for Centres of Ulcer Donabedian to achieve and sustain engagement and hospital
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Pressure Ulcer Prevention Prevention | model. Systematic | reductions in avoidable e Administrator
Excellence Excellence literature reviews, | hospital-acquired pressure | e Leadership
(developed | analysis of ulcers
in 2014) exemplars, and
nominal group
process techniques
were used to
create the
framework, based
on 4 Magnet
Model domains.
Daming A guide for creating a Other? Maternal Developed a 3 To manage pregnant Personnel
et al3 center of excellence for Cardiac CoE | staged framework | women consistently and e Program coordinator
prenatal care for women (2014) (vision-> design systematically with heart | e Multi-disciplinary team
with cardiovascular and development - | disease. (recommendation
disease. > implement, provided for speciality
monitor and
review). Infrastructure:
e Dedicated outpatient
clinic
Deshmuk | To evaluate the impact of | Research | Centre of The present CoE e To provide Personnel
h et al'* the Centre of Excellence article* Excellence model was planned | comprehensive oral e Academic faculty,
at Vidya Shikshan at Vidya and executed with healthcare for consultants and post-
Prasarak Mandal Dental Shikshan consensus building | economically graduate students
College and Research Prasarak for 12 months
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Centre Mandal using several disadvantaged groups in
Dental methods to involve | rural India.
College and | stakeholder groups | e To foster organisational
Research (staff, students and | development through an
Centre patients) integrated approach.
(2016) ¢ To stand out as a pioneer
in Central Indian region
in the fields of
maxillofacial
rehabilitation and oral
implantology.
Dietz et Summary of best Case Centers of Creating a basis for | Centers of Excellence Personnel
al®® practices for the report” Excellence framework within | provide better overall e Multi-disciplinary teams
prevention and treatment in the literature, outcomes and lower
of PJI within the context Addressing | based on work on | financial, physical, and Equipment
of a CoE. Periprosthe | musculoskeletal emotional costs to the e Electronic medical
tic Joint infection patient, records
Infection symposium thus providing a greater Others
(Not value by decreasing e Protocols for pre-
reported) variability in treatment operative screening and

pathways and
incorporating best
practices based on
evidence.

evaluation
e Risk reduction protocols
and processes
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Distiller Not reported Book Centres for | Not reported To improve diabetes Personnel
and Chapter Diabetes management and provide | e Trained medical staff
Brown'® Excellence “one-stop shop” for (specialists, GPs or
(1994) patients. With all services physicians)
in one place, and a well-
managed appointment Other
system, patients e every centre must
experienced minimal provide a direct 24-h
waiting and optimal emergency telephone
consultation times. number (“Hotline”)
Draznin Proposing a framework to | Other* Diabetes 6 domains or To improve population Personnel
et al/ guide advancement for Center of pillars to serve as health, patient care e Adequate in terms of
clinical CoE Excellence guiding principles experience (including number, skills, experience
(Not guality and satisfaction) e Multi-disciplinary
reported) and reducing healthcare professional teams

costs. Diagnosis and
management of diabetes.

guided by clinician
diabetologists
experienced in managing
complex, high-risk
individuals

Infrastructure
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
e appropriate to qualify as a
centre and technologies
El- To define the structure of | Other? Mitral Valve | Description of Provides a structure fora | Personnel
Eshmawi | a mitral center of Center of functioning of self- | multidisciplinary heart e Crucial - surgeons trained
et al®® excellence and to review Excellence nominated Centre | team to provide state of in mitral valve repair;
current clinical outcomes (Not of Excellence the art care for patients anaesthesia team,
reported) with degenerative mitral intensive care team,
valve disease interventional cardiologist
Infrastructure
e Mitral valve clinic; access
to advanced cardiac
imaging; data monitoring
team
Elrod and | To guide healthcare Other? Willis- Based on To deliver innovative, Personnel
Fortenber | establishments to Knighton information and high-quality healthcare e Skilled and experienced
ryt° replicate noted processes Health insights gleaned that would attract personnel
to realize their own CoE System CoE | from 1 healthcare | increasing number of
-has 11 CoE | provider’s (Willis- patents Infrastructure
in different | Knighton Health e Appropriate
clinical System) experience accommodation
areas assembling and necessary to deliver
(1980's) operating Centers continuum of care

of Excellence.
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Description of CoCE

Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Ferguson | Describe the Case The Total Not reported. To provide state-of-the- Personnel
and development of the report” Joint Centre | Intuitive quality art, high quality, patient- e Multi-disciplinary team
Froehlich? | program, its guiding (2010) improvement centric, e Patient navigators
0 principles, challenges and process with efficient healthcare employed
early results assistance from
external consultant
Frara et Not reported. Discussion | Case Pituitary Adapted from To provide a high-level Personnel
al?! paper report” tumors Elrod and care for pituitary patients, | eSpecialist medical staffing
centers of Fortenerry to advance pituitary and nursing
excellence science.
(Not Infrastructure
reported) ¢ Physical place availability
Geetha et | Apply the definition of Other? Miller- Adapted clinical Not reported Not reported
al?? clinical excellence to Coulson excellence
nephrology Academy of | framework from
Clinical Christmas
Excellence
(2015)
Haider et | e To explore the role of Case Not Used Elrod and To contribute to health Personnel
al? international urologic report” reported Fortenberry system strengthening o Staff with depth and
organisations in (Not through international breadth of knowledge
developing CoE in reported) partnerships and qualifications

patient care, training
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Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
and dissemination of
knowledge.
e To explore strategies
used to improve the
standard of care and
outcomes of urologic
conditions in LMIC.
e To provide a roadmap
on how similar
international surgical
organizations can
contribute to
developing CoE in LMIC
through health system
strengthening.
King, To use the example of Other? Presents 9 Elrod and Providing best outcomes Not reported
Jamieson | transplant programs Centres of Fortenberry possible to people
and (with extensive national- Excellence undergoing organ
Berg®* level data) as examples of designation transplantation
the strategic planning s within
required to accomplish solid-organ
comprehensive. transplantat
Interdisciplinary care ion (Not
affording the best reported)

possible outcomes, and
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Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)

rightfully claim to serve

as centres of Excellence.
Kullar et |eTo describe the process Research | Antimicrobi | Built on core Effectively implement of Personnel
al® and purpose of article* al elements of antimicrobial stewardship | e Clinical expertise

designating institutions Stewardship | Centers for Disease | programs

as Antimicrobial Centres of Control and

Stewardship Centres of Excellence Prevention. Added

Excellence CoEs. (program) aspects of

¢ To provide awareness to (2017) meaningful

clinicians on differentiation by

opportunities available workgroup of

through Infectious infectious diseases

e Diseases Society of physicians and

America with this CoE pharmacists

designation
Lancellott | Chambers: to discuss Other?& Heart Valve | Not reported To perform durable mitral | Personnel
i, Standards for mitral and | Research | Centre of valve repair at close to e Multi-disciplinary team
Dulgheru | aortic valve article* Excellence zero risk in patients with (medical and nursing)
and multidisciplinary team (Not asymptomatic severe proficient in diagnosing
Sakalihas | practice within a ‘Heart reported) mitral regurgitation and treating all cardiac
an%® Valve Center of caused by prolapse. valve syndromes and
& Excellence’. The intention was that disorders
Chambers invasive valve
et al?’ interventions should not Infrastructure

occur outside Heart Valve
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)

Centres of Excellence e Facilities to treat and
refer patients for valvular
surgery/intervention.

e Access to expert imaging
Li et al®® To evaluate the current Research Not Not reported Not reported Not reported
status of defining and article* reported
using CoE designation (Not
reported)
Marinoff | To share Case Center of Not reported Treatment of people with | Personnel
and accomplishments and report” Excellence low vision e Trained doctors and
Heiberger | limitations from creating in Low nurses
2 a Centre of Excellence in Vision and
Low Vision rehabilitation Vision Infrastructure
in China Rehabilitati e Occupies 6,240 square
on (2010) feet and is equipped with
four low vision
examination rooms, a
special testing room, an
assistive technology
room, a dispensing area,
and a classroom, access
to multiple low vision
devices
Martin et | Utilize available literature | Systematic | Spine CoE The COE’s Standardisation of Not reported
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Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
al*® to better characterize the | Review & | (2021) (Midwest academic | protocols for the works up
features of a spine COE at | Case tertiary care) of suspected spinal cord
a tertiary care center and | report® mission entails compression across the
determine the impact of three primary regional hospital system
CoEs on patient emphases: value, to improve time to
satisfaction and quality, and diagnosis, transport and
outcomes. accountability. intervention.
McLaughl | Review the literature Other? Pituitary Not reported for Treatment of pituitary Personnel
inetal® | supporting the Centre of pituitary tumour, tumour and described e Multi-disciplinary
establishment of pituitary excellence however provided | primary missions and approach related to
CoEs, suggest criteria for (Not examples of other | criteria for verification pituitary tumours and
COE recognition, consider Reported) models e.g., hormonal disorders.
the development of bariatric e At least 1 neurosurgeon

standards of care, and
discuss potential pitfalls.

with transsphenoidal
surgical experience
e Training for team

Equipment

e Equipment and
instrumentation for
endonasal cranial base
surgery including
endoscopic equipment

Others
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)

e Clinical pathways and
standard operating
procedures

Nakov et | Focus on the importance | Other* CoE for Not reported Treatment for Amyloidosis | Personnel

al*? of performing the most ATTR e Dedicated team of
appropriate testing amyloidosis experts specialized in the
strategies for ATTR (2016) range of medical fields
amyloidosis and required to diagnose the
establishing a CoE for this patients effectively and
rare disease. Highlights education/training for
experience in establishing staff
a CoE in Sofia, Bulgaria
and define the
fundamental steps
needed to successfully
launch a program.

Piccini et | HRS hopes to accelerate Other* Atrial Fundamentals of To improve outcomes by Personnel

al® this evolution by Fibrillation team-based providing a better patient | e Multi- disciplinary team
reviewing the rationale CoE (Not integrated care experience and delivering
for AF CoEs, the available reported) models in atrial high-quality, guideline- Infrastructure

evidence for integrated
and multidisciplinary
care, and future
challenges and
opportunities. The

fibrillation

recommended, state of
the art care

e Dedicated lab with
fluoroscopy

e Electrophysiology
recording system

e Emergency equipment
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Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
document also defines
the key priorities to be Others
used as a guide for HRS e Complication standard
and its diverse operating procedure
stakeholders to build
consensus on defining the
core components of an
AF CoE.
Pronovos | Defines explicit criteria Case General Reported used a Have access to multi-D Not reported specifically.
tetal®* for provider-based CoEs report” description | framework based team and seek to improve | Used examples from other
and how to apply them of CoE (Not | on University patient experience and CoE
within a healthcare reported) Hospital, USA and | outcomes and reduce
organization listed the criteria costs
used to establish
CoE asa
framework.
Safer Discuss approaches to Website — | Safer Care Aligns with Safe Contribute to the key Not reported
Care engaging clinicians and grey Victoria Care Victoria strategic domains of
Victoria®®> | consumers to improve literature | Centres of Strategic Plan leadership, partnership
the quality and safety of Clinical 2020-2023. and planning, monitoring
health care in Vitoria. Excellence and improvement with the
Spells out the purpose, (2021) aim of improving

role and structure of the
CoCE.

healthcare across Victoria,
so it is safe, more effective
and person-centred.
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Sandhu et | To gain a better Other* Atrial AF CoE task force To standardise the care of | Personnel
al*® understanding from key Fibrillation | provides AF patients based on e |dentified the need for
stakeholder groups on CoE (2022) | recommendations | guideline directed care to multi-disciplinary team
current practices needs on defining, achieve best outcomes.
and potential barriers to developing,
implementing optimal implementing and
integrated AF care. evaluating an AF
CoE
Santos- e To define the minimum | Research | Centre of Created own The ultimate goal of the Three CoE Modes were
Moreno standard of care. article* & | Excellence framework and CoE is to define a model of | presented and each model
et al37-3° e To describe the history Othert in integrated comprehensive care that (standard CoE, Optimal
and current context of Rheumatoid | healthcare models | meets the needs of the CoE, Model CoE) had
the CoE in Arthritis and endorsed by region in order to improve | different requirements of
comprehensive care in (Not REAL-PANLAR the accessibility, quality, staff, equipment and
patients with RA with reported) and timeliness of care, and | infrastructure

suggestions on how to
create CoE in RA

e Proposed a systematic
and progressive
methodology that will
help all the institutions
to develop successful
models without
faltering in the process

Based on 3 pillars
- the volume of
patients with a
specific condition
or entity

- continuous
improvement

- the quality of
healthcare

access to appropriate
diagnosis and treatment.
This is to facilitate access
to better quality
treatment, achieve
disease remission,
improve their quality of
life and reduce long-term
disability risk to RA
patients.

Personnel (at minimum)
e Multi-disciplinary team
led by rheumatologist

Infrastructure
e Access to radiology
e Access to pathology

Equipment
e Standardised tools
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Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Sheha General description of Other? Spine CoE Not reported An opportunity to Personnel
and lyer*® | CoE and applying general (Multiple accurately evaluate the e Multi-disciplinary team
principles of healthcare centres that true value of outpatient e Education
CoE to spine surgery was spine surgery
previously
established
was
discussed in
the study)
Shikora, Describes the creation, Case Nutrition Consideration for Not reported Specified BSCoE and how
Delegge implementation, and report” Support adaption of BSCoE this can be adapted to
and Van benefits of the BSCoE Center of to NSCoE NSCoE
Way Il1*t | (Bariatric Surgery COE) Excellence Personnel
and the benefits of (2003 - The SRC e Surgeons specific criteria
creating an NSCOE creation of | e Formulate and for BSCoE
(Nutritional Support CoE). the Surgical establish
Description of the CoE in Review guidelines and Infrastructure
Bariatric Surgery and how Corporation criteria for e Specific to BSCoE
this can be adapted to ) assessing
Nutritional Support. The bariatric surgical Equipment
report contains practices. e Not specifically outlined
description of resources, e Evaluate and
how it was created the investigate

certification process and
benefits of BSCoE

applicants to
ensure that they
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
met the
established
standards to
become a BSCOE.
e Creating a
national bariatric
surgical database
to collect,
analyse, and
disseminate data
collected from
the BSCOEs
Shommu | To develop a multi- Research Inflammato | Not reported To provide excellent Raised as a concern/barrier
et al*? disciplinary consensus of | article* ry Bowel clinical care, conduct e Lack of infrastructure
nutrition care priorities Disease original research e Lack of staffing
for implementation in an Nutrition
IBD nutrition CoE CoE (2019)
Silver et To outline criteria for Other? Accreta CoE | Not reported Optimal management of Personnel
al®3 centers of excellence and (Not patients with placenta e Multi-disciplinary team
suggested indications for reported) accreta with specialised staff for

referral in cases of
suspected placenta
accreta.

placenta accreta

Infrastructure
e [ntensive Care unit and
facilities
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Steiner et | To suggest criteria that Other? Specialized Not reported Providing specialist care to | Personnel
al* the headache centres headache patients with primary or e Multi-disciplinary care
might be recognised as centre (Not secondary headache
centres of excellence in reported) disorders that are difficult
the headache to diagnose or treat,
community. Set out refractory or rare, or for
recommendations for 10 other reasons require
suggested role and specialist intervention
performance-defining
standards.
Tapela et | Report program level Research Butaro Not reported To deliver accessible Provided by Rwanda
al® description of article* Cancer CoE cancer services in a Ministry of Health.
implementing Butaro (2012) resource-constrained Personnel

Cancer CoE, its
preliminary impact and
challenges faced in order
to share lessons and
inform service delivery in
similar setting

setting

histology-based diagnosis,
imaging, surgical, pall care
and socioeconomic
supports

e Doctors and nurses
received training

Infrastructure

e To support surgical
procedures and palliative
care

Equipment
e X-ray and ultrasounds
imaging
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
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Others
e Treatment protocol
e Finance
e Partnership with other
services from USA
Thomas Establishing Other? Cardiometa | Not reported To deliver patient-centred | Personnel
et al* Cardiometabolic CoE for bolic Center collaborative model of e Nurse navigator
secondary prevention in of care focused on aggressive | e Cardiometabolic Center
patients with T2D and Excellence and comprehensive Advisory Committee
CVvD (2018) secondary cardiovascular | eTraining
risk reduction in patients
with T2D and CVD
Vivian et | To outline the framework | Research Pancreas Outlined To improve the care and Personnel
al’ for a Pancreas CoE article* CoE (2013) | framework using 3 | outcomes of patients and | e Management — leadership

developmental

domains.

e Establishing the
foundation

e Formalising the
program

e Solidifying the
CoE status

families affected by
pancreatic disease using a
multidisciplinary

team approach to deliver
exceptional and
compassionate care

support

e Surgeons trained in
robotic surgical approach

e Multi-disciplinary staff
trained

e Specific — nurse navigator
and dietician

Infrastructure
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Type of
Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
¢ To establish and maintain
robotic surgical approach
Equipment
e Minimally invasive
technology (robotic)
e Advanced endoscopic
technology
e Clinical Information
Systems - dashboards.
Others
o Certification
Williams* | To discuss the evolution Book Hypertrophi | Adapted model Network of referral Personnel
8 of the concept of Centers | Chapter C from National centres established for e Multi-disciplinary team
of Excellence and the Cardiomyop | Cancer Institute adult and paediatric HCM that includes specialists in
components of an HCM athy Centre patients’ regional centres adult and paediatric
center (1971 for encourage consistency of cardiology,
the first 15 treatment algorithms and electrophysiology,
centers) outcomes access to world- | interventional cardiology,

class clinical care within
driving distance, as well as
collaborative research
between institutions. Also
a resource and offer

cardiac surgery and
genetic counselling, all
with particular expertise
in treating the patient
with HCM.
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
second opinions for
providers and patients. Equipment
e Cardiac imaging
(echocardiography and
cardiac magnetic
resonance imaging)
e Electrophysiology
Wirth et | To develop the concept Research European Created by authors | To enable high-quality Resources requirements
al® of the European Prostate | article* Prostate management of prostate are outlined in detail in the
Cancer Centers of Cancer cancer in the fields of study and specific
Excellence with the Centres of clinics, research, and requirement
specific aim to identifying Excellence education Personnel
European Centers (Criteria e Core team, associated
characterised by high- agreed services and multi-
quality care, research and uponin disciplinary approach
education 2019)
Wu et al®® | To evaluate Research Blue Value framework Not reported Not reported
e Patient outcomes at article* Distinction
nominated CoE Plus Centres
e Whether the revamped (2016)

designation criteria
would result in
improved patient
outcomes.
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Author(s) Aim of publication publicatio | Name of
n CoCE (Year | Framework Function of CoCE Resources
established)
Yao and To describe the impact of | Research Peritoneal Created using To become a best Personnel
Zhou*! the introduction of a article* Dialysis COE | mentor-mentee demonstrated practice ¢ Physicians from mentor
mentor-based CoE (2003) system unit sites

program

Other

e Standardized teaching
materials to deliver
lectures, lead PD case
discussions and ward
rounds, suggest key
performance indicators,
and initiate a continuous
guality improvement
program.
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Framework Guidance:

The CFIR is intended to be used to collect data from individuals who have power and/or influence over implementation outcomes. See the CFIR Outcomes Addendum for guidance on identifying these individuals and selecting
outcomes.

The CFIR must be fully operationalized prior to use in a project:

1) Define the subject of each domain for the project (see guidance for each domain below).

2) Replace broad construct language with project-specific language if needed.

3} Add constructs to capture salient themes not included in the updated CFIR.

I. INNOVATION DOMAIN
Construct Name Construct Definition
The degree to which:

A. Innovation Source The group that developed and/or visibly sponsored use of the innovation is reputable, credible, and/or trustable.

B. Innovation Evidence-Base The innovation has robust evidence supporting its effectiveness.

C. Innovation Relative Advantage The innovation is better than other available innovations or current practice.

D. Innovation Adaptability The innovation can be modified, tailored, or refined to fit local context or needs.

E. Innovation Trialability The innovation can be tested or piloted on a small scale and undone.

F. Innovation Complexity The innovation is complicated, which may be reflected by its scope and/or the nature and number of connections and steps.

G. Innovation Design The innovation is well designed and packaged, including how it is assembled, bundled, and presented.

H. Innovation Cost The innovation purchase and operating costs are affordable.

Construct Name Construct Definition
The degree to which:

A. Critical Incidents Large-scale and/or unanticipated events disrupt implementation and/or delivery of the innovation.

B. Local Attitudes Sociocultural values {e.g., shared responsibility in helping recipients) and beliefs {e.g., convictions about the worthiness of recipients) encourage the Quter Setting to
support implementation and/or delivery of the innovation.

C. Local Conditions Economic, environmental, political, and/ortechnological conditions enable the Quter Setting to support implementation and/or delivery of the innovation.

D. Partnerships & Connections The Inner Setting is networked with external entities, including referral networks, academic affiliations, and professional organization networks.

E. Policies & Laws Legislation, regulations, professional group guidelines and recommendations, or accreditation standards support implementation and/or delivery of the innovation.

F. Financing Funding from external entities (e.g., grants, reimbursement) is available to implement and/or deliver the innovation.

G. External Pressure External pressures drive implementation and/or delivery of the innovation. Note: Use this construct to capture themes ralated to External Pressures that are not
included in the subconstructs below.

1. Societal Pressure Mass media campaigns, advocacy groups, or social movements or protests drive implementation and/or delivery of the innovation.

2. Market Pressure Competing with and/or imitating peer entities drives implementation and/or delivery of the innovation.

3. Performance-Measurement Pressure Quality or benchmarking metrics or established service goals drive implementation and/or delivery of the innovation.

Construct Name Construct Definition
The degree to which:

Note: Constructs A — D exist in the Inner Setting regardiess of implementation and/or delivery of the innovation, i.e., they are persistent general characteristics of the Inner
Setting.

A. Structural Characteristics Infrastructure components support functional performance of the Inner Setting. Note: Use this construct to capture themes related to Structural Characteristics that are
not included in the subconstructs below.

1. Physical Infrastructure Layout and configuration of space and other tangible material features support functional performance of the Inner Setting.

2. Information Technology Infrastructure Technological systems for tele-communication, electronic documentation, and data storage, management, reporting, and analysis support functional performance of

the Inner Setting.
3. Work Infrastructure Organization of tasks and responsibilities within and between individuals and teams, and general staffing levels, support functional performance of the Inner Setting.
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B. Relational Connections
C. Communications
D. Culture

1. Human Equality-Centeredness
2. Recipient-Centeredness
3. Deliverer-Centeredness
4. Learning-Centeredness
Note:

E.Tension for Change

F. Compatibility

G. Relative Priority

H. Incentive Systems

I. Mission Alighment

1. Available Resources

1. Funding
2. Space
3. Materials & Equipment

K. Access to Knowledge & Information

There are high quality formal and informal relationships, networks, and teams within and across Inner Setting boundaries (e.g., structural, professional).
There are high quality formal and informal information sharing practices within and across Inner Setting boundaries (e.g., structural, professional).

There are shared values, beliefs, and norms across the Inner Setting. Note: Use this construct to capture themes related to Culture that are not included in the
subconstructs below.

There are shared values, beliefs, and norms about the inherent equal worth and value of all human beings.

There are shared values, beliefs, and norms around caring, supporting, and addressing the needs and welfare of recipients.

There are shared values, beliefs, and norms around caring, supporting, and addressing the needs and welfare of deliverers.

There are shared values, beliefs, and norms around psychological safety, continual improvement, and using data to inform practice.

Constructs E — K are specific to the implementation and/or delivery of the innovation.

The current situation is intolerable and needsto change.

The innovation fits with workflows, systems, and processes.

Implementing and delivering the innovation is important compared to otherinitiatives.

Tangible and/or intangible incentives and rewards and/or disincentives and punishments support implementation and delivery of the innovation.
Implementing and delivering the innovation is in line with the overarching commitment, purpose, or goals in the Inner Setting.

Resources are available to implement and deliver the innovation. Note: Use this construct to capture themes related to Available Resources that are not included in the
subconstructs below,

Funding is available to implement and deliver the innovation.

Physical space is available to implement and deliver the innovation.

Supplies are available to implement and deliver the innovation.

Guidance and/or training is accessible to implement and deliver the innovation.

IV. INDIVIDUALS DOMAIN

ROLES SUBDOMAIN

Construct Name

A.High-level Leaders

B. Mid-level Leaders

C. Opinion Leaders

D. Implementation Facilitators

E. Implementation Leads

F. Implementation Team Members
G. Other Implementation Support
H. Innovation Deliverers

I. Innovation Recipients
CHARACTERISTICS SUBDOMAIN
Construct Name

A.Need

B. Capability
C. Opportunity
D. Motivation

Construct Definition

Individuals with a high level of authority, including key decision-makers, executive leaders, or directors.

Individuals with a moderate level of authority, including leaders supervised by a high-level leader and who supervise others.

Individuals with informal influence on the attitudes and behaviors of others.

Individuals with subject matter expertise who assist, coach, or support implementation.

Individuals who lead efforts to implement the innovation.

Individuals who collaborate with and support the Implementation Leads to implement the innovation, ideally including Innovation Deliverers and Recipients.
Individuals who support the Implementation Leads and/or Implementation Team Members to implement the innovation.

Individuals who are directly or indirectly delivering the innovation.

Individuals who are directly or indirectly receiving the innovation.

Construct Definition:

The degree to which:

The individual(s) has deficits related to survival, well-being, or personal fulfillment, which will be addressed by implementation and/or delivery of the innovation.
The individual(s

The individual(s

The individual(s) is committed to fulfilling Role.

has interpersonal competence, knowledge, and skills to fulfill Role.

)
) has availability, scope, and power to fulfill Role.
)
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V. IMPLEMENTATION PROCESS DOMAIN

Construct Name

A.Teaming

B. Assessing Needs

1. Innovation Deliverers
2. Innovation Recipients
C. Assessing Context

D. Planning

E. Tailoring Strategies
F

. Engaging

1. Innovation Deliverers
2. Innovation Recipients
G, Deing

H. Reflecting & Evaluating
1. Implementation

2. Innovation
I. Adapting

Construct Definition

The degree to which individuals:

Join together, intentionally coordinating and collaborating on interdependent tasks, to implement the innovation.

Collect information about priorities, preferences, and needs of people. Note: Use this construct to capture themes related to Assessing Needs that are not included in
the subconstructs below.

Collect information about the priorities, preferences, and needs of deliverers to guide implementation and delivery of the innovation.

Collect information about the priorities, preferences, and needs of recipients to guide implementation and delivery of the innovation.

Collect information to identify and appraise barriers and facilitators to im plementation and delivery of the innovation.

Identify roles and responsibilities, outline specific steps and milestones, and define goals and measures for implementation success in advance.

Choose and operationalize implementation strategies to address barriers, leverage facilitators, and fit context.

Attract and encourage participation in implementation and/or the innovation. Note: Use this construct to capture themes related to Engaging that are not included in
the subconstructs below.

Attract and encourage deliverers to serve on the implementation team and/or to deliver the innovation.

Attract and encourage recipients to serve on the implementation team and/or participate in the innovation.

Implement in small steps, tests, or cycles of change to trial and cumulatively optimize delivery of the innovation.

Collect and discuss quantitative and qualitative information about the success of implementation. Note: Use this construct to capture themes related to Reflecting &
Evaluating that are not included in the subconstructs below.

Collect and discuss quantitative and qualitive information about the success of implementation.

Collect and discuss quantitative and qualitative information about the success of the innovation.

Modify the innovation and/or the Inner Setting for optimal fit and integration into work processes.

CFIR OUTCOMES ADDENDUM
I. ANTECEDENT ASSESSMENTS

Name
A. Acceptability
B. Appropriateness

C. Feasibility
D. Implementation Climate

E. Implementation Readiness

Definition

The extent to which an innovation is perceived as “agreeable, palatable, or satisfactory" (Proctor, 2009).

The “perceived fit, relevance, or compatibility of the innovation [...] for a given practice setting, provider, or consumer; and/or perceived fit of the innovation to address
a particular issue or problem" (Proctor, 2009).

The extent to which an innovation “can be successfully used or carried out within a given agency or setting" (Proctor, 2009).

The extent to which the Inner Setting has an implementation climate.

The extent to which the Inner Setting is ready for implementation.

Il. IMPLEMENTATION OUTCOMES

Name

A. Anticipated Implementation Outcomes

1. Adoptability
2. Implementability
3. Sustainability

B. Actual Implementation Qutcomes

1. Adopticn
2. Implementation
3. Sustainment

Definition

Outcomes based on perceptions or measures of the likelihood of future implementation success or failure, i.e., implementation outcomes that have not yet occurred.
These cutcomes are forward-looking; constellations of CFIR determinants across domains predict these cutcomes.

The likelihood key decision-makers will decide to put the innovation in place/innovation deliverers will decide to deliverthe innovation.

The likelihood the innovation will be put in place or delivered.

The likelihood the innovation will be put in place or delivered over the long-term.

Outcomes based on perceptions or measures of current (or past) implementation success or failure, i.e., implementation outcomes that have cccurred. These cutcomes
are backward-locking; constellations of CFIR determinants across domains explain these outcomes.

The extent key decision-makers decide to put the innovation in place/innovation deliverers decide to deliver the innovation.

The extent the innovation is in place or being delivered.

The extent the innovation is in place or being delivered over the long-term.
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Il. INNOVATION OUTCOMES Outcomes that capture the success or failure of the innovation, based on the impact of the innovation on three important constituents: Innovation Recipients,
Innovation Deliverers, and Key Decision-Makers. Impact is defined by: Reach ("The absolute humber, proportion, and representativeness of individuals who are willing

to participate in a given initiative, intervention, or program") x Innovation Effectiveness ("The impact of an intervention on important outcomes, including potential

negative effects, quality of life, and economic cutcomes" (Glasgow et al. 2019).

Name Definition

A. Innovation Recipient Impact Recipient Reach x Innovation Effectiveness

B. Innovation Deliverer Impact Deliverer Reach x Innovation Effectiveness

C. Key-Decision Maker (or System) Impact Key-Decision Maker Reach x Innovation Effectiveness

314



Appendix E: Co-Authored Publication Relevant to this Thesis

Stockley RC, Walker MF, Alt Murphy M, et al. Criteria and indicators for centers of clinical
excellence in stroke recovery and rehabilitation: A global consensus facilitated by ISRRA.
Neurorehabilitation and neural repair 2024; 38: 87-98.

315



& Tor upd abes

AMEINICAN SOCIETY OF
HEURORIHABLITATIOR

Original Research Article

MewrorehabiliEtion and
Meural Repalr

2024, Vol. 38(2) 8758

& The Author(s) 2024

Criteria and Indicators for Centers of
Clinical Excellence in Stroke Recovery
and Rehabilitation: A Global Consensus
Facilitated by ISRRA

Article reuse guidelines
sagepub.comJjournak-permissions
DOl 10117771 5459683231 222026
lourmak.mgepub.comhomeinnr

S sage

Rachel C. Stockley, PhD'(}, Marion F. Walker, PhD?, Margit Alt Murphy, PhD3(2,
Noor Azah Abd Aziz, MD*, Philemon Amooba, PhD3, Leonid Churliov, PhD5,
Amanda Farrin, PhD’, Natalie A. Fini, PhD®?, Emma Ghaziani, PhD(),

Erin Godecke, PhD'* "), Tania Gutierrez-Panchana, MD'!, Jie Jia, PhD'2("),
Thoshenthri Kandasamy, MSc'?, Patrice Lindsay, PhD'4,

John Solemon, PhD'®, Vincent Thijs, PhD', Tierney Tindall, MsSc'?,

Donna C. Tippett, MA, MPH'®, Caroline Watkins, PhD', and

Elizabeth Lynch, PhD'?

Abstract

Background The aim of the International Stroke Recovery and Rehabilication Alliance is to create a world where worldwide
collaboration brings major breakthroughs for the milliens of people living with stroke. A key pillar of this work is to
define globally relevant criteria for centers that aspire to deliver excellent clinical rehabilitation and generate exceptional
outcomes for patients. Objectives. This paper presents consensus work conducted with an international group of expert
stroke recovery and rehabilication researchers, clinicians, and people living with streke to identify and define criteria
and measurable indicators for Centers of Clinical Excellence (CeCE) in streke recovery and rehabilitation. These were
intentionally developed to be ambitious and internationally relevant, regardless of a country’s development or income
status, to drive global improvement in stroke services. Metheds. Criteria and specific measurable indicators for CoCE
were collaboratively developed by an international panel of stroke recovery and rehabilitation experts from [0 countries
and consumer groups from 5 countries. Results. The criteria and associated indicators, ranked in erder of importance,
focused upen (i) optimal sutceme, (i) research culture, (iii) werking collaboratively with people living with stroke, (iv)
knowledge exchange, (v) leadership, (vi) education, and (vii) advocacy. Work is currently underway to user-test the criteria
and indicators in |4 rehabilitation centers in 10 different countries. Conclusiens. Ve anticipate that use of the criteria and
indicators could suppert individual organizations te further develop their services and, more widely, provide a mechanism
by which clinical excellence can be articulated and shared te generate global improvements in stroke care.

Keywords
consensus, leadership, stroke, rehabilication, organizational culture, delivery of healtheare

interested in recovery and rehabilitation, to identify new
targets for consensus building and funding priorities for
research.”

In a facilitated meeting attended by 60 world leading

Introduction

The Stroke Recovery and Rehabilitation Roundtables pro-
vided a collaborative forum for preclinical and clinical

stroke researchers to work alongside methodologists, con-
sumer groups, statisticians, and funders to accelerate iden-
tification and implementation of effective treatments to
improve stroke recovery and rehabilitation.! Building on
this work, the International Stroke Recovery and
Rehabilitation A lliance (ISERA) was established to create
a world where global collaboration brings major break-
throughs for people living with stroke. Specifically,
ISREA seeks to be a “go-to” place for researchers
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stroke experts and members of ISRRA in 20187 one of
the key pillars of work identified to advance the field of
stroke recovery and rehabilitation was to generate glob-
ally applicable criteria for Centers of Clinical Excellence
{CoCE). It was envisaged that defining clinical excel-
lence in stroke recovery and rehabilitation could guide
service development, focus research priorities, and facili-
tate global networks to transform the standard of stroke
care across the world.
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In wider literature, centers of excellence are character
ized by the use of innovative methods, a collaborative
approach, and high-quality service™® that produce excep-
tional outcomes and significant scientific, political, eco-
nomic, or societal impacts.* It is widely agreed that CoCE
should demonstrate expertise in a specific area to enable
delivery of comprehensive interdisciplinary care that opti-
mizes patients’ outcomes.” In stroke, many models, stan-
dards, and measures have been developed to reduce
variability in care and demonstrate clinical effectiveness.
These include identification of optimal models of acute
stroke care in high income countries,” key metrics of clini-
cal performance,” and evidence-based national guide-
lines.!®!! These outputs typically articulate the interventions
that should be provided, by when and by whom®"®!? and are
clearly valuable to improve clinical practice. However, they
focus upon the produces of excellent care and do not articu-
late the vital processes necessary to embed excellence in
stroke care.*® These processes are much less clear and there
are no globally applicable criteria that consider the key fea-
tures of clinical centers that deliver excellent stroke reha-
bilitation. This means that stroke services cannot identify
the properties, approaches, and culture that are likely to be
necessary to provide excellent care in their setting.

Despite a proliferation of organizations that apply clini-
cal excellence monikers to their services™® there is not a
recognized process by which CoCE can be identified,

Neurorehabilitation and Neural Repair 38(2)

developed, or measured. The aim of this work was to
develop globally-relevant criteria to define CoCE in strokea
recovery and rehabilitation and to generate messurable
indicators for each criterion that can be used by centers to
assess the quality of their current services. These criteria
and indicators must be sufficiently broad to enable tailoring
for different resource and geographical settings, but appro-
priately specific to ensure clarity, transparency, and usabil-
ity. This work constitutes an important first step in realizing
an ambitious vision to drive up the quality of global stroke
care. Used in concert with metrics of clinical performance
and national guidelines, these criteria and indicators of
CoCE could identify the components that are likely to
engender excellence and, by judging performance, recog-
nize excellence that can be shared with other centers through
ISREA and others® global networks.

Methods

An international multi-disciplinary expert working group
was convened in 2020. ISRRA members self-nominated or
were purposively invited to join the CoCE working group
so there was representation from diverse geographic and
socioeconomic areas, career stage, and professional back-
grounds (including clinical and methodological expertise).
Working group members were szlected based upon their
knowledge and extensive track record of contribution to
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Figure I. Stages In development of criteria and measurable Indicators for CoCE.

stroke recovery and rehabilitation, experience of different service development. A structured multi-step procedure
global settings, and enthusiasm for international stroke {shown in Figure 1) to identify and prioritize criteria and
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measurable indicators for CoCE was developed incorporat-
ing Keeney’s Value Focused Thinking methodology,
which has been used successfully in previous international
stroke consensus projects.* People living with stroke (sur-
vivors and carers) were consulted at each stage through
secking feedback from consumer groups. These were pur
posively selected for consultation as they were longstand-
ing, established well-functioning groups of many years
standing with a diverse membership. They represented peo-
ple from low-, middle-, and high-income settings with dif-
ferent healthcare models, and were identified by members
of the expert working group as having extensive previous
experience of providing critical and constructive feedback
to stroke research. Within each group there was an open call
for inclusiveness and representativeness to participate with
this work.

Stage |: Developing and Defining the Criteria of
CoCE

The expert working group met online to discuss factors that
could contribute to clinical excellence in stroke recovery
and rehabilitation and scoping of relevant literature was
undertaken to identify definitions of clinical excellence in
other health conditions. Through a series of online meet-
ings, the expert group identified key areas that were per-
ceived to influence excellence in stroke recovery and
rehabilitation and began to refine and draft initial criteria
for each, merging similar areas together where possible.
These criteria were deliberately aspirational, aligning to
ISERA's goal to bring about major breakthroughs for peo-
ple living with stroke.

Three surveys (see Supplemental 1) were sent to all
expert working group members. Survey | included open-
ended questions about the purpose of identifying CoCE to
gain knowledge from other clinical areas and feedback on
the initial draft criteria. Survey 2 asked respondants to rank
the relative importance of each criterion of clinical excel-
lence. A structured process” using a graph theory-based
voting system was used to aggregate these rank-ordered
lists wherein a directed graph, called the preference graph,
was used to represent the patterns of ranking responses.
Wertices of the graph represented the criteria ranked by the
respondents, and directed edges corresponded to prefer
ences between these criteria. This method of combining
preference scores avoids inappropriate use of averaging.
This approach was used in preference to other, more well-
known approaches such as Delphi, to allow inclusion of a
wide variety of items while also accounting for potential
differences in the perceived importance of these items to
different respondents.” A third survey was required
because, after Survey 2, 3 criteria were perceived to be
equally important; Survey 3 asked respondents to rank the
importance of these 3 criteria relative to each other.

319

Neurorehabilitotion and Neural Repair 38(2)

Four consumer groups comprising people after stroke
and their carers based in the UK, India, Malaysia, and
Australia provided feedback on the initial and evolving cri-
teria and participated in ranking the criteria in order of
importance. Whilst surveys were in English, in areas where
English was not the first language some members of the
consumer groups spoke English and were able to assist in
translation and interpretation of the groups’ responses. Tha
groups’ facilitators were also able to help with culturally
appropriate translations of particular words and phrases.
Final wording of the criteria was collectively edited by the
expert working group and these draft criteria for CoCE
were presented to the consumer groups and to 84 ISREA
members in October 2020 for feedback, which was incorpo-
rated into the final criteria.

Stage 2: Identification of Measurable Indicators

A second round of online discussions was held with the
expert working group to identify measurable indicators for
each criterion, followed by 2 surveys (Surveys 4 and 5).
Survey 4 consisted of 3 open-ended questions for each cri-
terion in which respondents were asked to generate the ele-
ments that defined the criterion and nominate barriers and
enablers to realizing excellence in the criterion (21 ques-
tions in total, Supplemental 1). The survey was sent to
members of the expert working group and an aphasia-
friendly version of the survey was sent to conswmer groups
in the USA, Australia, UK, and Malaysia.

Besponses to Survey 4 were analyzed using qualitative
content analysis by 3 authors (RCS, EL, and TK), using
inductive coding to identify the common keywords and
concepts. Responses regarding barriers and enablers were
checked for additional elements that could be included to
define the criteria. Data were further refined into measur-
able indicators, then checked for ambiguity, redundancy,
and duplication. Survey 5 containing the draft list of indica-
tors for each criterion was circulated to the expert working
group and consumer groups. Feedback about whether all
relevant concepts were presented and the clarity of the indi-
cators ( particularly from people for whom English was not
their first language) was sought. This was used to refine and
finalize measurable indicators for each of the criteria of
CoCE in stroke recovery and rehabilitation.

Results

The expert working group comprised 20 recovery and reha-
bilitation experts from 10 countries (Australia, Canada,
Chile, China, Denmark, Ghana, India, Malaysia, Sweden,
USA, and the UK). Members® professions spanned acute
neurclogy (n=1) family medicine {n= 1), nursing (n=2),
methodological expertise (n=2), occupational therapy
(n=2), physical therapy (n=46), rehabilitation medicine
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(n=4), and speech and language therapy (n=2). Five con-
sumer groups were included: the Awustralian Stroke
Foundation’s Consumer Council; Wottingham Stroke
Eesearch Parinership, UK; National Stroke Association
Malaysia; the community outreach program of Centre for
Comprehensive Stroke Rehabilitation and Research,
MAHE, Manipal India; and Snyder Center for Aphasia Life
Enhancement, Maryland, UUSA.

Criteria of CoCE

The expert working group defined a CoCE as comprising a
network of linked services across the stroke pathway. A
CoCE may or may not be at a single geographical site or
discrete building and, in stroke services, may include both
acute and follow-on community services. Inclusive, equi-
table principles, and the experiences of people living with
stroke and carers were embedded within all criteria to
ensure that CoCE serve diverse and multi-cultural
communities.

Sewven criteria were agreed and were ranked in order of
importance (Figure 2 and Table 1).

Each criterion and the measurable indicators are sume-
marized below in order of perceived importance and pre-
sented in detail in Table 1. Each eriterion is accompanied by
a short rationale and examples of practical application.

1. CoCE in Srroke Rehabilitarion and Recovery deliver
ourstanding rehabilitation fo ensure oprimal our-
comes (health, social, and wellbeing) for people liv-
ing with smoke.

Optimal outcome recognizes that recovery and wellbeing
are influenced by a range of factors alongside physical and
mental improvement after stroke, including emotional and
social issues. Measurable indicators were grouped to define
optimal outcomes (patient, carer, and service), and the
delivery of outstanding rehabilitation (assessment, rehabili-
tation interventions, and coordinated ongoing care and sup-
port). Excellent clinical services should utilize robust
processes to measure and understand their impact upon
both health and holistic wallbeing and ensure that the voices
of people living with stroke, where cognition allows, and
their carers are central to their evaluations.

2. CoCE in Sroke Rehabilitarion and Recovery have a
serongly developed research culture, demonstrared
by proacrive narional and inrernarional research
collaborations and ranslation of research inro best
clinical practice.

A developed research culture encompasses a range of
activities such as proactive research collaborations, local
research activity and implementation of research evi-
dence into practice. Groups of measurable indicators to
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demonsirate a positive research culture included overt
recognition of research in organizational processes and
systems, formalized links with external, research active
agencies and staff research expertise and culture.

The expert working group noted that, in practice, this is
likely to require generic skills at the level of the organiza-
tion, for instance in change management and knowledge
translation, as well as supporting participation in, and
undertaking, ethically-sound research.

3. CoCE in Stroke Rehabilitarion and Recovery ensure
inter-professional  working and  person-cemrered
rehabilitation where colleagues, persons wirh sirake
and carers work rogether toward a common goal.

It was recognized that clinical excellence is likely to be
achieved when people living with stroke and their carers,
work as equal partmers with clinicians and other stakehold-
ers toward a common goal. This requires robust processes
that ensure people with stroke (if cognitively able) and their
carers are actively and fully included in goal setting and
decision-making. Measurable indicators were grouped to
reflect the need for organization’s processes that proactively
support the patient and their family to be mvolved in the
rehabilitation journey and systems that emable coordinated
inter-professional teamwork. Achieving clinical excellence
was also likely to be dependent upon teams within health
setting s working together with others (eg, technology devel
opers, engineers, charities, and leisure providers) and com-
municating effectively to deliver efficient, person-centered
rehabilitation with seamless transitions in care.

4, CoCE in Srroke Rehabilitation and Recovery
exchange new knowledge and acrively promore
menrorship with Narional/Internarional colleagues
and people living with swoke ro advance best
pracrice.

The importance of knowledge exchange to facilitate the
sharing of best practice and learning to ensure high quality
clinical practice that delivers optimal outcome after stroke
was acknowledged. Measurable indicators centered on 2
areas: kmowledge exchange with policy-makers, practice
bodies and industry, nationally and intemationally; and
mentorship both between individuals (people living with
stroke who are contributing to service improvement initia-
tives as well as clinicians) and clinical centers.

5. CoCE in Stroke Rehabilitarion and Recovery have a
shared strrong ethical and value-based leadership,
rhar inspires, morivates, and drives forward success-
Jful rehabilirarion.

Leadership grounded in ethics and linked to organizational
values was recognized to promote the delivery of clinical
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Figura 2. Tha 7 criterla and summary of measurable Indicators for CoCE In stroke recovery and rehabilitation, ranked In order of
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excellence. It was recognized that staff should be supported  improve team working. Whilst local leadership impacts the
to consider how they work together and how they could day-to-day activities of teams and individuals, higher-level
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leadership was deemed vital to ensure that the services are
configured to support clinical excellence and can respond
flexibly to changes in demand and direction in clinical prac-
tice. Measurable indicators for this criterion measured
development of the workforce and leadership, engagement
between stakeholders and leaders locally, nationally, and
internationally.

6. CoCE in Sroke Rehabilitation and Recovery use
their specialist knowledge ro provide continuous
high-quality educarion ro people with stroke, carers,
staff, and the general public.

Whilst education of the clinical team is recognized as key
element to promote clinical excellence, it was noted that
education initiatives should extend to people living with
stroke, their carers, industries, and the wider public.
Measurable indicators focused on staff opportunities to
engage with education to improve their skills and knowl-
edge and the delivery of education by the center (eg, public
engagement, to stroke survivors and cares, and professional
fora).

7. CoCE in Stroke Rehabilitation and Recovery advo-
care and promote equitable access and oprimal
delivery of stroke rehabilitarion services and fund-
ing for innovarive research.

A CoCE should actively support people living with stroke
by working to ensure equitable access to acute stroke care
and early rehabilitation, and by promoting innovative,
cross-disciplinary research. Three groups of measurable
indicators were developed: ongoing communication with
key stakeholders, equitable access to stroke rehabilitation
and advocacy and outreach services. It was acknowledged
that these should empower all people interested in siroke
services, including people with stroke and their carers, to
shape current services, and generate the next breakthroughs
in clinical care and stroke rehabilitation research.

Discussion

To the best of our knowledge, our work is the first to define
the key criteria and measurable indicators of CoCE in stroke
recovery and rehabilitation and so constitutes an important
first step in realizing ISRRA' vision to improve global
stroke care. Our criteria extend what is already available by
reaching beyond what is expected toward what is ideal, to
optimize holistic stroke recovery, and so have the potential
to advance the field of stroke rehabilitation. The criteria and
indicators were developed collaboratively and explicitly
recognize that clinical excellence in stroke recovery and
rehabilitation is likely to be a multi-faceted, emergent prop-
erty of the systemic interactions between staff, people liv-
ing with stroke, carers, industry partners, and organizational
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factors. Unlike previous work that has described excellence
as a product,* our criteria clearly recognize that a culture
that fosters and supports excellence is vital and that clinical
excellence is likely to require an iterative process of con-
tinuous improvement.

Use of the criteria and associated indicators provides a
mechanism by which clinical excellence can be identified,
described, and shared to generate global improvements in
stroke care, organizational development and shape the cul-
ture required to deliver excellence.** The criteria and indi-
cators presented here have the potential to support
organizations that aspire toward excellence to develop or
refine their services, staff, and activities. Work is currently
underway to user-test the criteria and indicators in 14 cen-
ters in 10 countries: Australia, Chile, China, Denmark,
Ghana, India, Malaysia, Singapore, Sweden, and the UK.
This will identify the data that could be collected to demon-
strate performance for each of the criteria and enable us to
characterize, and define, how excellence will be judged for
each criterion. We anticipate that these indicators will com-
plement but may overlap other metrics of quality stroke
care,? particularly clinical practice guidelines which form
part (but not all) of the most important criterion identified
{Criterion 1 “Delfver ourstanding rehabilitation™). To
address any overlap and following user-testing, we will
map the data required to demonstrate achievement of excel-
lence in the criteria against existing routine data collection
processes to assess duplication. Inefficiencies in data col-
lection will be minimized by aligning the finalized criteria
and indicators with routinely collected data when this is
appropriate, to reduce data collection burdan.

Omnce finalized, [ISEREA will ensure global dissemination
of the criteria and indicators through its membership
{which currently exceeds 500 global members), academic,
and professional networks (eg, the World Stroke
Organization, WSO and World Rehabilitation Alliance).
We are currently exploring ways we can partner with oth-
ers who seek to improve stroke care and rehabilitation to
ensure this work has maximum reach and impact (eg, dis-
cussions are underway with the W30). In keeping with the
philosophy of ISERA, the primary intent of this work is for
global centers to use the criteria and indicators to guide
their development toward excellence. However, we recog-
nize that some centers may be incentivized to undertake
assessment to gain formal recognition of their services.
The process for recognition will be informed by the current
user-testing being undertaken in 10 countries over 5 conti-
nents and will draw upon and align with existing initiatives
for accreditation of stroke and rehabilitation services, such
as the W30’s stroke center accreditation, Canada’s Stroke
Distinction programme, and the Commission on
Accreditation of Rehabilitation Facilities (CARF).
Critically, the implementation of the criteria for CoCE will
support improvements in processes that can engender
excellence and so will largely complement and enhance,
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rather than replicate, existing initiatives which typically
target specific elements of clinical care’® or service deliv-
ery'® Any redundancies identified between these initiatives
and our work in the current user testing will be minimized
by aligning with, and signposting to, other programs that
promote excellence.

We will continue to work closely with stakeholders
including patient groups and representatives from clinical
centers to finalize a process for accreditation. A coreditation
could comprise centers initially self-evaluating, submitting
evidence for each criterion and assessment by a team of
objective reviewers who visit the center. This could be
undertaken by global ISERA members or alongside national
and international groups who already provide accreditation
such as the WSO and CARF. Similarly to the WSO accredi-
tation process, the threshold for a rating of overall excel-
lence is likely to necessitate a minimum level of achievement
across all indicators but also recognize excellence in indi-
vidual eriterion. Crucially, any formal assessment would
provide detailed developmental feedback for each criterion
and facilitate parmerships with other global centers to share
expertise. The frequency of assessment of CoCE could be
linked to performance with outstanding centers being
assessed less frequently than developing centers, as exem-
plified by CARF.

A strength of this work is that a CoCE is considered as a
network of linked services across the stroke pathway, rather
than being a discrete service offered at | site or by | organi-
zation. This novel approach places the patient’s “journey™
through stroke services at the center of these criteria and
indicators, and differs from other methods of describing
stroke centers by the services delivered at specific sites.'
However, we recognize that not all CoCE will have access
to the same range of interventions and services as others
and this should be explicitly reflected in the application of
the criteria and indicators.

The centrality of key stakeholders, including staff,
patients, and their carers, in the development of both criteria
and indicators is a key element of our work. This provides a
more holistic mechanism to reflect and engender excellence
than other definitions which typically examine single indi-
cators of clinical services such as staff expertise, care pro-
cesses, or patient satisfaction”" Whilst these individual
constructs are important and implicitly included in our cri-
teria and indicators, their presence alone is unlikely to
ensure excellence; in contrast, by articulating the processes
that could facilitate climical excellence, our work demon-
strates clear and tangible ideals that centers can aspire to
meet. Despite the diversity of the stakeholders included in
the work presented here, it is recognized that not all groups
wera representad, including managers and administrators of
healthcare facilities, policy makers, and other clinicians
who are involved im stroke rehabilitation, such as
neurcpsychologists.
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Perhaps unsurprisingly, the criterion ranked as most
important to clinical excellence was related to providing
optimal outcome for patients. Whilst this is often the focus
of clinical guidelines, this criterion demonstrated a nowvel,
holistic approach by considering the patient’s and carer’s
wellbeing and their perception of their experiences, rather
than solely relying on fimctional cutcomes. Our work recog-
nizes the importance of seeking the views of carers which is
particularly prescient when communication or cognition
deficits after stroke prevents patients articulating their needs.
Other criteria, imcluding research culture and leadership
were also recognized to be important, yet rarely feature in
guidelines or service standards of practice for stroke reha-
bilitation, attesting to the novelty and value of our work.
Recognition of these broader features is important as they
influence the standard of clinical care, and so are likely to
significantly influence patient experience and outcomes.*!

The criteria and indicators produced here embody the
ethos of ISRRA and complements the vision of the WSO
as they were intentionally developed to be ambitious and
globally applicable, regardless of a country’s development
or income status, in contrast to other consensus studies in
stroke care.” This global focus, gained from using the views
of international, clinically focused experts in stroke rehabili-
tation and several consumer groups, adds to the strength of
this work. The authors explicitly recognize that centers will
not have the same resources, infrastructure, and workforce
as others so they will begin their journey to clinical excel-
lence from different standpoints and follow a different
development trajectory. Whilst countries representing over
3.4 billion of the world’s population were included, a limita-
tion of this work is that countries from Central America,
Eastern Europe, and parts of Asia, were not represented.
This may mean that the resources, practice of healthcare pro-
fessionals, and the values of patients from these areas, are
not fully reflected by the criteria and indicators. Further
work could address this by testing the developed criteria and
indicators in these areas to examine their suitability and
potentially further refine them for these settings. W onetheless,
the global focus of this work ensured that criteria for CoCE
were, though ambitious, broadly applicable to high-, mid-
dle-, and low-income countries whilst explicitly aclmowl-
edging global differences in the provision of stroke
services.”® This enables the indicators to be used to trans-
form world-wide stroke care by supporting the stepwise
development of clinically excellent stroke centers, sharing
leaming and facilitating formation of important global part-
nerships between centers and individuals.

Conclusions

This work presents the development of criteria and mea-
surable indicators for CoCE in stroke recovery and reha-
bilitation. It provides an important contribution to
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understanding how excellence in clinical centers can be
defined and articulated. This will enable centers, irrespec-
tive of their location or resources, to benchmark and
develop their services to improve stroke recovery and reha-
bilitation. We understand that there are already different
quality certifications for stroke services but believe that
our criteria and indicators for CoCE provide a novel, com-
plementary, and comprehensive vision of the healthcare
process for patients who survive stroke and those that care
for them, as well as the processes of the clinical team and
the leadership of the organization necessary to achieve the
best outcomes.

It is recognized that until the indicators are utilized by
stroke centers, their practical capacity to support organiza-
tions to become clinically excellent remains unproven.
Further work is already underway to understand how the
indicators can be implementad by 14 intemational centers.
Whilst ranking centers on their performance was not the pri-
mary focus of this worlk, the possibility of being recognized
as providing clinically excellent services after stroke is likely
to attract clinical centers that wish to establish themselves as
leaders in the field, as well as those who wish to develop their
services. This encourages the national and international col-
laborations explicitly included in our criteria for CoCE and
facilitates global centers to work together to improve ser-
vices. If implemented globally, these criteria may herald a
new dawn in the delivery of clinically excellent stroke recov-
ery and rehabilitation, realizing [SRRA’s ambition to bring
about major breakthroughs for people living with stroke.
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Appendix F: Survey Questions Distributed using Qualtrics
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Flinders
University

Default Question Block

Centres of Clinical Excellence in Stroke Rehabilitation

and Recovery

Information and Consent

Thank you for your interest in this research. Before you decide whether te take part, we would like you to
understand why the research is being done and what it will invelve. Please read the following information
carefully, and feel free to contact the research team if there is anything that is not clear, or if you would like
more infermation.

What is the purpose of the study?
This study aims te implement and evaluate Key Performance Indicators for aspiraticnal Centres of Clinical
Excellence in Stroke Recovery and Rehabilitation.

Who will be taking part in the study?

We are inviting leading international rehabilitation healthcare facilities that are funded by different healthcare
models {fee-for-service vs. universal healthcare vs. mixed model), from countries from different geographic
regions and different socioeconomic levels {low-, middle- and high-income countries). Your site has been invited
to participate in this survey based on recommendations frem the leading researchers inyour country thatare a
part of the global expert group in stroke rehabilitation.

Is the response anonymous?
In any publication, the sites will be anly identified by the country, not by the facility name. All the information
you provide during the survey will be kept strictly confidential as per the Privacy Act.

Can I withdraw my consent at any time?
You are free to withdraw from the study and not complete this survey without giving a reason. You will be given
the option of withdrawing your data prior to analysis.

What will happen to the results?

The data will be analysed, and the results will be included in the researcher’s dissertation and in academic
publications and presentations. A summary of the results will be sent to the Ethics Committee and to the
participating sites.

How long will the data be stored?
The data will be stored for 5 years in a password-protected secure university server and the study data will be
destroyed safely in accerdance with legislation se the data cannot be reused in an unauthorised manner.

Who has reviewed the study?

This study has been granted ethical approval by Flinders University Human Research Ethics Committee Low-Risk
Panel {Project number 5776 - Research Development and Support: human.researchethicsi@flinders.edu.auj. For
further clarification, please contact Elizabeth Lynch: elizabeth.lynchi@flinders.edu.au.

https:fiqualtrics flinders edu au/QfEditSection/Blocks/Ajax/ GetSurveyPrintPreview ?Context Surveyl D=5V _726T7HEBmM ASnK LKA S& Contextlibrary|D 1431
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If you would like further information about the study, please contact

Thoshen Kandasamy: kand0060@flinders.edu.au
Dr. Elizabeth Lynch: elizabeth.lynch@flinders.edu.au
Dr. Rachel Stockley: rstockleyl®@uclan.ac.uk

Prof. Jeroen Hendriks: jeroen.hendriks@flinders.edu.au

Thank you
Thoshen Kandasamy

Acknowledgement

1 . | have read the information above and agree to participate in the study.

2 + lunderstand that | am free to withdraw from the survey at any time.

O Accept

Background

Name of Healthcare Facility:

Country:
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Where is your stroke rehabilitation unit based?

O Metropolitan - Capital cities
O Regional and Rural Centre (<100 000 population)
O Remote Centre (<5 000 population)

What type of stroke services do you you provide?

D Inpatient rehabilitation program

|:| Ambulatory/ Outpatient stroke rehabilitation program/ Day rehabilitation
|:| Rehabilitation in the home program

[[]J Telehealth services/ Virtual rehabilitation

[[] others

For in-patient rehabilitation services

What outcome measure(s) do
you use? (e.g. Length of stay,
Functional Independence
Measure Barthel Index,
Discipline-specific outcome
measures)

What auditing/accreditation
process(es) that are currently
in place?

For ambulatory/outpatient/rehabilitation in the home/telehealth services

What outcome measure(s) do
you use? (e.g. Length of stay,
Functional Independence
Measure Barthel Index,
Discipline-specific outcome
measures)
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What auditing/accreditation
process(es) that are currently
in place?

Please select relevant disciplines involved in patient care in
your rehabilitation services.

[] rehabilitation Consultant

[J Neurologist

[J General Practitioner

[J physiotherapist/Physical Therapist
[J Occupational Therapist

O Speech Pathologist/Speech Language Therapist
[J Rregistered Nurse

[J pietitian/Nutritionist

[J social worker

(] psychologist

[J Exercise Physiologist

[] Others. Please specify

How is your stroke rehabilitation program(s) currently
funded?

[J universal Health Care

[J Employer Funded

[J Mixed method funding

[J National Health Insurance
[J out of Pocket Funding

[] others. Please Specify.

Vi
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Criteria

The 7 aspirational criteria for Centres of Clinical Excellence
in Stroke Recovery and Rehabilitation each comprise
several Key Performance Indicators (KPI). Each criterion is
listed below with the key performance indicator that is
relevant for that criterion. Please read each criterion and
the KPI listed before answering the questions.

Criterion 1: Centres of Clinical Excellence in Stroke Rehabilitation and
Recovery deliver outstanding rehabilitation to ensure optimal
outcomes (health, social and well-being) for people living with stroke. For
each question below, please indicate if you/your organisation routinely

collect information against the KPI.
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*Patient outcomes
«Clinical/physiological measures
«Patient reported outcomes
*Patient reported experience
Opti mal *Self-management skills

Qutcomes -< sCarer outcomes
*Carer reported outcomes
*Carer reported experience
«Carer self-management skills

sService outcomes

sAssessment of rehabilitation requirements
sComprehensive/holistic assessment
*0ngoing assessment at regular time points
*Rehabilitation interventions

|' . *» Evidence-based
Delivering +Time of commencement

outstanding < «Duration
rehabilitation *Dose
*Procedures/methods
= Addresses person’s goals (tailored rehabilitation)
sIntegrated delivery (minimise duplication between
professionals/services)
*Coordinated ongoing care and support

Optimal Outcomes

Do vou routinely collect information on

FPatient outcomes

® (Clinical/physiological measures
® pPatient-reported outcomes
® patient-reported experience

® Solf-management skills

O Yes
O No

hitps.iiqualtrics. flinders. edu. auCVEditS ection/Blocks/AjawGetSurveyPrintPreview? Contexd Sury eyl D=8v_7 267 HEmMAGn K LE4 S&ContextLibraryl D. .. 631
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If yes, what information do you routinely collect

Clinical/physiological measures

Patient reported outcomes

Patient reported experience

Self-management skills

Do you routinely collect information on

Carer outcomes

® Carer reported outcomes
® Carer reported experience

® Carer self-management skills

O Yes
O No

If yes, what information do you routinely collect

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context SurveylD=SV_7267H6mASnKLk4S8.ContextLibrarylD... 7131
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Do you routinely collect information on

Service outcomes (e.g. Length of stay)

O ves
O No

If yes, what information do you routinely collect

Deliver Outstanding Rehabilitation

Do you routinely collect information on

Rehabilitation requirements

® Comprehensive/holistic assessment

® Ongoing assessment at regular time points

O Yes
O No

If yes, what information do you routinely collect

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context SurveylD=SV_7267H6mASnKLk4S8.ContextLibrarylD... 8/31
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Do you routinely collect information on

Rehabilitation interventions

® Evidence-based
O Time of commencement
O Duration
O Dose
O Procedures/methods
® Addresses person’s goals (tailored rehabilitation)

® Integrated delivery (minimise duplication between professionals/services)

O Yes
O No

If yes, what information do you routinely collect

Do you routinely collect information on

Coordinated ongoing care and support

O Yes

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context SurveylD=SV_7267H6mASnKLk4S8.ContextLibrarylD... 9/31
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O No

If yes, what information do you routinely collect

Are there other indicators reflecting the delivery of outstanding rehabilitation and

optimal outcomes that you think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when measuring

the delivery of outstanding rehabilitation and optimal outcomes?

Criterion 2: Centres of Clinical Excellence in Stroke Rehabilitation and
Recovery have a strongly developed research culture, demonstrated
by proactive national and international research collaborations and
translation of research into best clinical practice. For each question
below, please indicate if you/your organisation routinely collect information

against the KPI.
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*Research elements in all job descriptions and role profiles

*QOrganised initiatives to support positive research culture
*Regular research activities for all staff e.g. journal clubs,

o training or attending conferences

Organisational *Embedded quality improvement program

processes and *Regular collection of outcome data (for Criterion 1)

systems sInfrastructure and resources to support research activity
eAllocated research time
«Systems to support high quality data collection

*A recognised pathway or strategy to implement research into
practice

Formalised

links with e Links with universities
* Research collaborations with other national and international
external centres

agencies

* Leading research, applying for and winning research funding

Staff expertise
and culture

* Research leadership from multiple professional groups
* Broad methodological research knowledge across staff base

Organisational processes and systems

Are vou able to identify

Research elements in alf job descriptions and role profiles

O Yes
O No

Do you routinely collect information on

Organised initiatives to support positive research culture
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® Regular research activities for all staff e.g. journal clubs, training or attending

conferences
® Embedded quality improvement program

O Regular collection of outcome data (for Criterion 1)

O Yes
O No

If yes, what information do you routinely collect

Do you routinely identify and collect information on

Infrastructure and resources to support research activity

® Allocated research time

® Systems to support high quality data collection

QO Yes
O No

If yes, what information do you routinely collect

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 12/31
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Do you have

A recognized pathway or strategy to implement research into practice

O ves
O No

If yes, what information do you routinely collect

Formalised links with external agencies

Do you routinely collect information to show

Links with universities

Research collaborations with other national and international centres

O Yes
O No

If yes, what information do you routinely collect

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl...
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Staff expertise and culture

Do you routinely collect information on

Leading research, applying for and winning research funding

O Yes
O No

If yes, what information do you routinely collect

Do you routinely collect information on

Research leadership from multiple professional groups, not just medical

O Yes
O No

If yes, what information do you routinely collect

Do you routinely collect information on

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 14/31
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Broad methodological research knowledge across staff base (or access to

skills/knowledge)

O Yes
O No

If yes, what information do you routinely collect

Are there other indicators reflecting strongly developed research culture that you

think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when measuring

strongly developed research culture?

Criterion 3: Centres of Clinical Excellence in Stroke Rehabilitation and
Recovery ensure inter-professional working and person-centred
rehabilitation where colleagues, persons with stroke and carers work
together towards a common goal. For each question below, please indicate

if you/your organisation routinely collect information against the KPI.
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rehabilitation
journey

Systems to
support
coordinated
inter-
professional
teamwork
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e Information provided routinely to patient and family about
rehabilitation process and rehabilitation team

e Collaborative goal setting process

* Regular opportunities between team, patient and family for
2-way information exchange

» Shared decision-making between rehabilitation team,
patients and carers
= Virtual communication available when indicated

* Processes to identify all key stakeholders in stroke
rehabilitation within and beyond the centre

e Culturally safe care provision

* Regular opportunities for rehabilitation team to
collaboratively review patient goals, progress and plans

e Input from each team member is respected and valued

Organisations and systems to proactively support patient and

family invelvement in rehabilitation journey

Do you routinely collect information on

Information that is provided routinely to patients and family about the rehabifitation

process and the rehabilitation team

O Yes
O No

https frqualtricsflinders. edu.aw QFEditSection/Block <A jax GetSure ey PrintP review?ContextSurvey| D= 5V _T2BTHEmMA Snk Lk4 SEContextLibrary! . ..

343

18/



30/12/2024, 21:.00 Qualtrics Survey Software

If yes, what information do you routinely collect

Do you routinely collect information on

Collaborative goal-setting process (goals agreed upon by team, patient, family)

QO Yes
O No

If yes, what information do you routinely collect

Do you routinely collect information on

Regular opportunities between team, patient and family for 2-way information exchange

O Yes
O No

If yes, what information do you routinely collect

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 17/31
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Do you routinely collect information on

Shared decision-making between the rehabilitation team, patients and carers

O Yes
O No

If yes, what information do you routinely collect

Do you routinely collect information on

Virtual communication and its availability to use when indicated (e.g. lockdowns,

supporting remote services)

O Yes
O No

If yes, what information do you routinely collect

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 18/31
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Do you routinely collect information on

Processes to identify all key stakeholders in stroke rehabilitation within and beyond the

centre

QO Yes
O nNo

If yes, what information do you routinely collect

Do you routinely collect information on

Culturally safe care provision

QO Yes
O No

If yes, what information do you routinely collect

Systems to support coordinated inter-professional teamwork

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 19/31
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Do you routinely collect information on

Regular opportunities for rehabilitation team to collaboratively review patient goals,

progress and plans

and show that the

Input from each team member is respected and valued

O Yes
O No

If yes, what information do you routinely collect

Are there other indicators reflecting inter-professional working and person-centred

rehabilitation that you think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when

measuring inter-professional working and person-centred rehabilitation?

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 20/31
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Criterion 4: Centres of Clinical Excellence in Stroke Rehabilitation

Recovery exchange new knowledge and actively promote
mentorship with National/International colleagues and people living with
stroke to advance best practices. For each question below, please indicate if

you/your organisation routinely collect information against the KPI.

e Collaborations with external organisations to exchange
knowledge about best practice

* Protected time allocated for knowledge exchange activities

* Opportunities for staff to participate in training using
different modalities for knowledge exchange activities

Knowledge
exchange <

* Formal interdisciplinary mentorship program for individual
clinicians

Mentorship -< e Formal mentorship program for clinical centres
e Investment in mentorship training for mentors
* Protected time for mentoring

Knowledge exchange

Do you routinely collect information on

httpsffqualtrics flinders. edu.aw/Q/EdtS ection/Blocks &y e GetSurveyPrintPreview? Context Sure eyl D=5Y 7267 HEmA9nkKLk4 S8.ContextLibraryl ... 2153
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Collaborations with external organisations to exchange knowledge about best practice

e.g. clinical practice groups, national and international rehabilitation groups

Protected time allocated for knowledge exchange activities e.g. networking

Opportunities for staff to participate in training using different modalities for knowledge

exchange activities e.g TED talk, social media, radio, TV

QO Yes
O No

If yes, what information do you routinely collect

Mentorship

Do you routinely collect information on

Formal interdisciplinary mentorship program (i.e. allocated mentors and mentees) for

individual clinicians

A formal mentorship program for clinical centres

Investment in mentorship training for mentors

Protected time for mentoring

O Yes

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl... 22131
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O No

If yes, what information do you routinely collect

Are there other indicators reflecting inter-professional working and person-centred

rehabilitation that you think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when

measuring inter-professional working and person-centred rehabilitation?

Criterion 5: Centres of Clinical Excellence in Stroke Rehabilitation and
Recovery have a shared strong ethical and value-based leadership,
that inspires, motivates and drives forward successful rehabilitation. For
each question below, please indicate if you/your organisation routinely

collect information against the KPI.
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Leaders engaging
with key
stakeholders

National/internatio
nal leadership

Development

Qualtrics Survey Software

*Rehabilitation workforce development
*Commitment to recruitment of the ‘best’ staff

*Processes to promote professional growth and
development of staff

eLeadership development
*Mechanisms to gain feedback to/about leaders and

assess leadership e.g. 360 degree feedback, formal
appraisals, open door policies

e|nvestment in training and time to grow leaders (who
are open minded, adaptive, inclusive, team focussed,
knowledgeable)

sSystems to support staff to take up global leadership
roles (e.g. editorial boards, committees)

* Engagement of leadership with patients and carers

e Leadership actively promotes delivery of successful
rehabilitation

* Representation on influential national/international groups
and professional bodies

Do vou routinely collect information on

Rehabilitation workforce development

® Commitment to the recruitment of the *best’ staff

® Processes to promote professional growth and development of staff

O Yes
O No

If ves, what information do vou routinely collect

httpsffqualtrics flinders. edu.aw/Q/EdtS ection/Blocks &y e GetSurveyPrintPreview? Context Sure eyl D=5Y 7267 HEmA9nkKLk4 S8.ContextLibraryl ...
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Do you routinely collect information on

Leadership development

® Mechanisms to gain feedback to/about leaders and assess leadership e.g. 360
degree feedback, formal appraisals, open door policies

® Tnvestment in training and time to grow leaders (who are open minded, adaptive,
inclusive, team focussed, knowledgeable)

® Systems to support staff to take up global leadership roles (e.g. editorial boards,

committees)

O Yes
O No

If yes, what information do you routinely collect

Do you routinely collect information on

Leaders engaging with key stakeholders

Engagement of leadership with patients and carers
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Leadership actively promotes the delivery of successful rehabilitation

National/international leadership

Representation of influential national/international groups and professional bodies

O Yes
O No

If yes, what information do you routinely collect

Are there other indicators reflecting strong ethical and value-based leadership that

you think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when

measuring strong ethical and value-based leadership?

Criterion 6: Centres of Clinical Excellence in Stroke Rehabilitation and
Recovery use their specialist knowledge to provide continuous high-

quality education to people with stroke, carers, staff and the general

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl...
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public {(Formal education such as In-house training, Masters Courses,
Conference Presentations, Public Lectures etc). For each question below,

please indicate if you/your organisation routinely collect information against

the KPI.

*Pathways for staff to gain higher-degree qualifications
Receiving education — *Onsite educational opportunities
*Support for off-site education

»Delivering conference presentations and in-services to health
Delivering education — professionals
*Providing education to stroke survivors and carers, and the public

Receiving education

Do yvou routinely collect information on

Pathways for staff to gain higher-degree qualifications fnduding Master's and PHD

Onsite educational opportunitics e.g. fn-house training

Support for off-sfte education e.g. sponsored workplace visits, conference scholarships,

sabbaticals to other cenires

O Yas
O No

If ves, what information do you routinely collect

hitps:figualtrcs finders. edu auiCuE dit Se dionBlock siAjaxiGetSurve v rintP reviesw?Conte 4 Survey D =5% _7267H Gm 29nk Lk 43 £C ontextLibraryl ... 27831
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Delivering education

Do you routinely collect information on

Delivering conference presentations and in-services to health professionals

Providing education to stroke survivors and carers, and the public

QO Yes
O No

If yes, what information do you routinely collect

Are there other indicators that reflects continuous high-quality education that you

think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl...

355

28/31



301272024, 21:00 Qualtrics Survey Software

measuring continuous high-quality education?

Criterion 7: Centres of Clinical Excellence in Stroke Rehabilitation and
Recovery advocate and promote equitable access and optimal
delivery of stroke rehabilitation services and funding for innovative
research. For each question below, please indicate if you/your organisation

routinely collect information against the KPI.

Processes that facilitate ongoing communication with key stakeholders

» Systems to promote equitable access
* Process to monitor access
* Process to improve access if problems identified

Equitable access of <
stroke rehabilitation

Regular advocacy
and outreach <
activities

* For access to stroke rehabilitation services
* For innovative research

Do you collect information on

Processes that facilitate ongoing communication with key stakeholders

Equitable access to stroke rehabilitation

Systems to promote equitable access

The process to monitor access

httpsffqualtrics flinders. edu.aw/Q/EdtS ection/Blocks &y e GetSurveyPrintPreview? Context Sure eyl D=5Y 7267 HEmA9nkKLk4 S8.ContextLibraryl ... 29/31
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The process to improve access if problems identified

Regular advocacy and outreach activities

For access to stroke rehabilitation services

For innovative research

O Yes
O No

If yes, what information do you routinely collect

Are there other indicators that reflects advocacy and promote equitable access that

you think should be included for your site/health services?

Are there any KPIs listed above that you think should not be included when

measuring advocacy and promote equitable access?

https:/fqualtrics.flinders.edu.au/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?Context Survey|D=SV_7267H6mASnKLk4S8& ContextLibraryl...
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Block 3

Would you like to add any other comments on any of the
criterion and key performance indicators?

Powered by Qualtrics
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Appendix G: Ethics Approval Letter

5 January 2023

Flinders
University

HUMAN ETHICS LOW RISK PANEL
APPROVAL NOTICE

Drear Ms Thoshenthn Kandasanmy,

The below proposed project has been approved on the basis of the information contained in the application and its attachmenits.

Project Mo: 5776

Project Title: Centre of Clinical Excellence in Stroke Recovery and Rehabilitation
Chief Investigator: Ms Thoshenthn Kandasamy

Approval Date: 050172023

Expiry Date: 2211172024

Supervisory Panel: Dr. Hizabeth Lynch, Prof. Jemen Hendriks, Dr. Riachel Stockley
Conditions of Approval: Maone

Flease note: Due fo SOVID-13, researchers should fry fo avoid face-fo-face te;ﬁ!mgwﬁerepossm and mﬂs.derunn‘erta}ung affernative distance/online
dafa or infenview colleciion means. For further information, please go fo hifips s

Flease note: For all research projects wishing to recruit Flinders University sfudents as participants, approval needs fo be sought from the Office fo the
Deputy Vice-Chancellor (Students). To seek approval, please provide a copy of the Ethics aporoval for fhe project and a cooy of the project apolication
{including Farticipant informafion and Consend Forms, adverlising matenials and quesifionnaires efic.) fo the Office of the Depudy Vice-Chancellor (Sfudents)
via dvesofffceiidl finders edu au.

RESPOMNSIBILITIES OF RESEARCHERS AND SUPERVISORS
1. Participant Documentation
Please note that it is the responsibility of researchers and supervisors, in the case of student projects, to ensure that

* all parficipant documents are checked for speliing. grammatical, numbering and formatting emors. The Committes does not accept
any responsibility for the above mendoned emors.

& the Flinders University logo is included on all parSicipant documnentation (2.g., letters of Introduction, information Sheets, consent
forms, debriefing information and guestionnaires — with the exception of purchased research tools) and the cument Flinders
University letterhead is included in the header of all letters of introduction. The Flinders University intemational logofletierhead should
be used and documentation should contain intemational dialing codes for all telephone and fax numbers listed for &l reseanch to be
conducted overseas.

2. Annual Progress |/ Final Reports

In order to comnply waith the monitoing requirements of the Nafonal Statement an Eftical Conduct in Human Research 2007 (updated

2018) an annua progress repart must be submitted each year on the approval anniversary date for the duration of the ethics approval
using the HREC Annual/Final Report Form available online via the ResearchMow Ethics & Biosafety system.
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Please note that no data colleciion can be undertaken after the ethics approval expiry date listed at the top of this notice. Fdatais
collected after expiny, it will not be coversd in tems of ethics. |t is the responsibility of the ressarcher to ensure that annual progress repaorts
are submitted on time; and that no data is collected after ethics has expired.

If the project is completed before ethics approval has expired please ensure a final report is submitted immediatety. If ethics approval for
your project expires please gither submit (1) a final report; or (2) an extension of time request (using the HREC Maodification Formi.
For student projects, the Low Risk Panel recommends that current ethics approval is maintained until a student’s thesis has been

submitied, assessed and finalised. This is to protect the student in the event that reviewers recommend that additional data be collected
from participants.

3. Modifications to Project

Meodifications to the project must not proceed wntil approval has been obtained from the Ethics Committee. Such proposed changes |
modifications include:

change of project tide;

change to research team (e.g., additions, removals, researchers and supervisors)
changes to reseanch objectves;

changes to research protocol;

changes to participant recruitment methods;

changes / addiions to source(s) of participants;

changes of procedures used o seek informed consent;

changes to reimbursements provided to participarnts;

changes to information | documents to be given to potendal participants;

changes to research tools (e.g.. survey, intendew questions, focus group questions eic);
extensions of time (Le. to extend the peniod of ethics approval past cument expiry date).

Tao notify the Committee of any proposed modifications to the project please submit 3 Modification Request Form available online via the
ResearchMow Ethics & Biosafety system. Please note that extension of time requests should be submitted prior to the Ethics Approval
Expiry Diate listed on this noSce.

4. Adverse Events andior Complaints
Researchers should advise the Executive Officer of the Human Research Ethics Committes on at human. researchethicsi@flinders. edu.au
immediately if:

= any complaints regarding the research are received;
* 3 serous or unexpected adverse event occurs that effects paricipants;
* an unforesesn event oocurs that may affect the ethical acceptability of the project.

fowurs sinceredy,

Hendryk Flasgel

on hehaff of

Human Ethics Low Risk Panel

Fesearch Development and Support
human. researchethl Ingers. edu 3w

Finders University
Sturt Road, Badford Park, South Austalla, S042
GPO Box 2100, Adelalde, South Australa, S001

Research
Ethics & Biosafety
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Appendix H: Participant Information Sheet and Consent Form

Flinders

ADELAIDE » AUSTRALIA

PARTICIPANT INFORMATION SHEET AND CONSENT FORM

Centres of Clinical Excellence in Stroke
Recovery and Rehabilitation

Chief Investigator

Thoshen Kandasamy

College of Nursing and Health Sciences
Flinders University
Kand0060@/flinders.edu.au

Tel: 0403307879

Co-Investigator

Dr. Elizabeth Lynch

College of Nursing and Health Sciences
Flinders University

Tel: 82017647

Prof. Jeroen Hendriks

College of Nursing and Health Sciences
Flinders University

Tel: 82012573

Dr. Rachel Stockley
UKRI Future Leaders Fellow
University of Central Lancashire

Description of the study

This project will trial and evaluate the Key Performance Indicators that were developed
by the International Stroke Recovery and Rehabilitation Alliance (ISSRA) expert group to
develop aspirational Centres of Clinical Excellence in Stroke Recovery and
Rehabilitation. This project is supported by Flinders University, College of Nursing and
Health Sciences.
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Purpose of the study

This project aims to apply the Key Performance Indicators (KPI) developed as part of
establishing Centres of Clinical Excellence in Stroke Recovery and Rehabilitation. The
KPIs will be implemented at 4-6 international healthcare facilities that provide stroke
rehabilitation services for in-depth analysis and a light-touch survey will be
disseminated to other selected healthcare sites for global and inclusive analysis.

Benefits of the study

This research will contribute to original work in stroke recovery and rehabilitation to
improve the quality of services provided to stroke survivors globally, equity in receiving
rehabilitation and setting a benchmark to aim for excellence in stroke rehabilitation.

Participant involvement and potential risks

Please see attached sheet for further information on the types of questions that will be
asked, the time commitment required, the requirement criteria to participate in the
study and the study flow.

Participation is entirely voluntary.

If risks are anticipated, they should be listed in this section. Participants must
be aware of all risks and burdens, no matter how minor.

The researchers do not expect the questions to cause any harm or discomfort to you.
However, if you experience feelings of distress as a result of participation in this study,
please let the research team know immediately.

Withdrawal Rights

You may, without any penalty, decline to take part in this research study. If you decide
to take part and later change your mind, you may, without any penalty, withdraw at
any time without providing an explanation. To withdraw, please contact the Chief
Investigator or you may just refuse to answer any questions / close the internet browser
and leave the online survey at any time.

Confidentiality and Privacy

Only researchers listed on this form have access to the individual information provided
by you. Privacy and confidentiality will be assured at all times. The research outcomes
may be presented at conferences, written up for publication or used for other research
purposes as described in this information form. However, the privacy and confidentiality
of individuals will be protected at all times. You will not be named, and your individual
information will not be identifiable in any research products without your explicit
consent. No data, including identifiable, non-identifiable and de-identified datasets, will
be shared or used in future research projects without your explicit consent. The
healthcare sites will be identified in the country they are based, not by name.

Data Storage

The information collected may be stored securely on a password-protected computer
and/or Flinders University server throughout the study. Any identifiable data will be de-
identified for data storage purposes unless indicated otherwise. All data will be securely
transferred to and stored at Flinders University for five years after the publication of the
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results. Following the required data storage period, all data will be securely destroyed
according to university protocols.

How will I receive feedback?
On project completion, a summary of the outcomes will be provided to all participants
via email or published on Flinders University’s website.

Ethics Committee Approval
The project has been approved by Flinders University’s Human Research Ethics

Committee (insert project number here).

Queries and Concerns

Queries or concerns regarding the research can be directed to the research team. If you
have any complaints or reservations about the ethical conduct of this study, you may
contact the Flinders University’s Research Ethics & Compliance Office team via

telephone 08 8201 2543 or email human.researchethics@flinders.edu.au.

Thank you for taking the time to read this information sheet which is yours to keep. If
you accept our invitation to be involved, please sign the enclosed Consent Form.
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CONSENT FORM

Consent Statement

] [ have read and nnderstood the information about the research, and 1
understand | am being asked to provide informed consent to participate in this
rescarch study. | understand that | can contact the research tcam if | have
further questions about this rescarch study.

L] [ am not aware of any condition that would prevent my participation, and | agree
to participate in this project.

] [ understand that [ am free to withdraw at any time during the study.

] [ understand that [ can contact Flinders University’s Research Ethics &
Compliance Office il T have any complaints or reservations aboul the ethical
conduct of this study.

O [ understand that my involvement is confidential and that the information
collected may be published. | understand that | will not be identified in any
rescarch products.

[ further consent to: delete/add boxes as required

compleling a questionnaire

participating in an interview

having my information recorded

sharing my de-identified data with research team

L0

Signed:

Name:

Date:
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Appendix I: Transcribed Responses from Semi-Structured Interviews

Metropolitan Australia

Background Questions
Name of Healthcare Facility:
Country: Metropolitan, Australia

Where is your stroke rehabilitation unit based?
X Metropolitan - Capital cities
o Regional and Rural Centre
o Remote Centre

What type of stroke services do you provide?

X Inpatient stroke rehabilitation program
Ambulatory/Outpatient stroke rehabilitation program/Day rehabilitation
Rehabilitation in the home program (Early supported discharge program)
Telehealth services (or virtual rehab) to rural sites
Other

o X X X

For inpatient rehabilitation services
- What outcome measure(s) do you use, collect and where does it go —is it used for
benchmarking?
o Functional Independent Measure (collected within 72 hours), Length of stay

- What auditing/accreditation process(es) that are currently in place?
Hospital specific accreditation

o National Stroke Foundation — Audit
o Service level audit
o Discipline-specific document audit for allied health

For ambulatory/outpatient
- What outcome measure(s) do you use? (e.g. Length of stay, Functional Independence Measure
Barthel Index, Discipline-specific outcome measures)
o None, that is specific for rehab

- What auditing/accreditation process(es) that are currently in place?
o None in place

Please select relevant disciplines involved in patient care in your rehabilitation services.
o Rehabilitation Consultant
o Neurologist
o General Practitioner
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X 0 X X X X X X X

Physiotherapist/Physical Therapist

Occupational Therapist

Speech Pathologist/Speech Language Therapist

Registered Nurse

Dietitian/Nutritionist

Social Worker

Psychologist (Clinical Psychologist and Neuro Psychologist)

Exercise Physiologist

Others. Please specify: Allied Health Assistant (PT and OT), Pharmacist and Geriatric
Medicine

How is your stroke rehabilitation program(s) currently funded?

X

O O O O

Universal Health Care
Employer Funded

Mixed method funding
National Health Insurance
Out of Pocket Funding
Others. Please Specify.

Criterion 1: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery deliver

outstanding rehabilitation to ensure optimal outcomes (health, social and well-being) for people
living with stroke.

1. Optimal outcomes

a.

Patient outcomes
Clinical/physiological measures
Whole team: Age, Functional Independence Measure (admission and discharge), and Modified
Renkin Scale, Falls, Pressure injury, aspiration pneumonia.
Medical: ischaemic vs haemorrhagic stroke, Deep vein thrombosis risk.
OT: Cognitive (Montreal Cognitive Assessment, Oxford Cognitive Screen, Rowland Universal
Dementia Assessment Scale, Cognistat, Rivermead memory, Multiple Errands Test-Revised); Upper
Limb (Upper limb Motor Assessment Scale, box and block, 9 hole peg test, Jamar grip strength);
Perceptual (Occupational Therapy Adult Perceptual Screening Test, Rivermead perceptual,
Scheinberg line dissection); Activities of Daily Living (Modified Barthel Index).
Nursing: Observation and Response Chart, Sepsis Pathway form, medical escalation and Senior
Nurse review Sticker.
Physio: Fulg Meyer Upper extremities/Lower extremities, Berg Balance, 10 meter walk test,
Modified Ranking Scale, 4 point pusher score, Ritchie Articular Index, Physiotherapy ambulation
status, Physiotherapy ambulation level, Tardieu Scale, Modified Ashworth Scale.
Psych: Generalised Anxiety Disorder 2, Patient Health Questionnaire 2
SP: Western Aphasia Battery - Revised, Fiberoptic endoscopic evaluation of swallowing, Dynamic
Imaging Grade of Swallowing Toxicity, Royal Brisbane Hospital Outcome Measure for Swallowing.
SW: Qualitative information gathered in an audit.

Patient-reported outcomes
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TEAM: pain scale.

Nursing: What Matter to you Chart in patient Room, which has their aim, Estimated Discharge Date,
Goals, Likes and plans, pain scales.

OT: self-reported rating on task performance, eg kitchen task.

Psych: Geriatric Depression Scale, Geriatric anxiety scale, self-rated confidence.

Speech: Self-reported scale and goal review.

iii. Patient-reported experience

o Quality improvement evaluation projects (satisfaction surveys)— breakfast group evaluation, Upper
Limb group evaluation, Funky Group, Physio Cardiovascular Ground.
MySay — National survey (sent out after 3 weeks post discharge).
Ward feedback form.

iv. Self-management skills
Nursing: Self Medication Checks, intake and output chart, Bowel and Bladder management.
Team: TACAS (taking charge after stroke), self-administering medication trials, Blood sugar level
check, PEG (percutaneous endoscopic gastrostomy) feeding.
Post-stroke checklist — trialled a few years ago, poor uptake therefore stopped.
Goal specific skills and observation prior to discharge.

b. Carer outcomes
i. Carer reported outcomes
OT: Carer training checklist for equipment use and safety (hoists) agreement with signature
SW: Previously we have done Carer Stress Index. Stopped due to poor user experience.

ii. Carer reported experience
Nursing: Aishwarya Care call.
SW: carer report on grief/loss, satisfaction on ward experience, experience on education (done
anytime based on individual needs).

iii. Carer self-management skills
o Carer training, including coping strategy, emotional regulation group sessions. Provision of the
Living with Aphasia: A Guide for Carers.

c. Service outcomes

Number of episodes per year.

Mortality rate.

Days between stroke onset and starting rehab episode, rehab Length of stay.

Functional Independence Measure change and Functional Independence Measure efficiency.
Discharge destination %: home vs Residential Aged Care Facilities.

Hospital acquired complication rate.

0O O O O O O O

Re-admission rate.

2. Deliver outstanding rehabilitation
a. Assessment of rehabilitation requirements
i. Comprehensive/holistic assessment
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O O O O

Multidisc team: medical, nursing, physio, OT, SW, Speech, pharmacy, dietician, neuropsychologist,
clinical psychologist. Varying referral blanket referral (e.g. PT, OT) versus specific referral (SP,
psychologist).

Close linkage with discharge coordinator, palliative care, Aged care assessment team, National
disability insurance scheme, State head injury unit.

Ongoing assessment at regular time points
Medical: daily medical review (except Sunday) including 2x /week consultant input, weekly MDT.

Regular delirium screening, pressure screens, falls reviews.
Nursing: Pressure injury Check / Skin checks within 8 hrs, Mini Nutrition Screen. when condition
changes, or episode of care change to Acute, or ward to ward transfer or interhospital transfers.

OT: seen within 24 hrs (not Sunday). Then daily Mon-Sat (OT team: either OT, OT assistant or group).

SW: seen within 7 days (blanket referral — often seen earlier than 7 days).
Psychology: on referral. Screen within 7 days. once referred —seen based on priority.

SP: Seen within 24 hours (swallowing or set up emergency alternative forms of communication) seen

within 48 hours (communication). Needs to be referred from team or acute hospital. Patients not
routinely screened.

Rehabilitation interventions

. Evidence-based

¢ Time of commencement
oNursing: Multifactorial Risk assessment which covers falls, Activities of daily living, continence,
Cognitive, polypharmacy review

oOT: Upper limb Interventions (functional E stim — daily, dose dependent on goals, task specific upper

limb training, mirror box therapy, mental imagery, sensory training); Cognitive Interventions
(errorless learning, strategy training, meta-cognitive training); Perceptual Interventions (visual
scanning retraining); Activities of daily living task specific training,

oMedical: review for rehabilitation within 48 hrs of acute stroke.

oSpeech: evidence of early input for aphasia.

e Duration
oPT/OT/Speech: 45 mins
opsych: 45 mins

e Dose

oOT: once a day.

oSP: min 5 days a week for receptive language skills, 3 days a week (45 min) for aphasia therapy,
emerging evidence of 5 days a week for apraxia therapy. Swallow therapy — Expiratory muscle
strength training 5 days a week (12 weeks), Chin tuck against resistance 3 x a day 7 days a week

¢ Procedures/methods
oSee above. Procedures depending on need.

ii. Addresses person’s goals (tailored rehabilitation)

oYes we do.
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olndividual discipline addresses with patient/carer; also, whole team address goals with patient/carer.
Patient directed vs clinician directed vs mix — depending on patient/carer ability to participate.
oDocumented.

Integrated delivery (minimise duplication between professionals/services)
oAcute hospital — acute-in-reach — rehab-inpatient — Early supported discharge — stroke clinic —
continuum of care with overlapped workforce to ensure minimisation of duplication.
oWeekly MDT and co-location of staff.

c. Coordinated ongoing care and support
oweekly MDT to coordinate ongoing care and support, and to ensure smooth transition.

How well these indicators are integrated into practice?

O

O

Embedded well into practice. “l think it's embedded into our practice in a lot of the disciplines. So
we've got discipline-specific outcome measures, procedures, protocol that is the expectation of staff
to do when they're rotated, it's including orientations for most disciplines and we've only told you
about things that we are using regularly. We haven't just throwing stuff out there to make us look
good. We're just talking about day to day.”

Especially Patient reported outcome measures and self-management

Any barriers to collecting this data?

O

No barriers identified in collecting this data as the team was able to answer the questions

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

O

O

Ql and research

Knowledge Translation “We think it's important and more probably the knowledge translations are
being able to use research in practice rather than just participate in research, probably using relevant
research team”

Look at how to improve gap in service to improve service

Staff experience working in stroke services and knowledge

“I think we do relatively well in this is, pursuing benchmarking with other sites.

So we always try to look at other sites and outcomes and then try and learn from other sites where
we are fairly collaborative and we love sharing. So, you know all of our AROC outcomes are shared
with other sites. And the other thing, | think it's important that we. Haven't done a lot of that. | think
we did more of this previously. Is that connection with the Community and, you know, being out
there in, you know, stroke week promoting stroke, you know, stroke prevention promoting stroke
messages is something that | think a centre of excellence should be involved with and we used to do
a bit of that but as hospital becomes a much more busier beast and the demand has gone
skyrocketed it's become difficult to concentrate on those things you know when you're trying to
survive within the hospital. Another thing | think we should capture is and participation in things like
conferences. | think and units that encourages staff member to or have a process that allows staff
member to go and conferences to get educated, to get go to courses, you know, other ones that do
well.”

“Stroke excellence is also to provide education. We used to do it externally to others to come in to
showcase what we're doing as a stroke unit.
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Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o Length of Stay

General comments
o Would prefer examples for each KPI
o Some KPIs are vague

- Clinical measures are fine.

- Patient-reported outcomes — vague and not a priority. “It's vague more because | think in general
when not good at patient-reported outcome, you know, I'm sure there are centres that concentrate
a lot on patient-reported outcome that would know exactly what this is about. So | think that's more
of a reflection on us as a unit rather than it shouldn't be measured.”

- Patient-reported experience — more valuable than outcomes. “And if you were to reformat this
document to try to differentiate and maybe give example to differentiate between patient reported
outcome versus patient reported experience.” “We probably don't have too many patient reported
outcomes outcome measures, all things, but the experience seems a bit more valuable, | suppose
rather than a number put towards that sort of.”

- Carer outcomes — reported worth collecting, however not currently collecting

- Carer outcomes and self-management skills — not documented and no formalised tools used,
however part of therapy sessions.

- Service outcomes — vaguely worded. Unsure how to answer —however is required in the KPI.

- Assessment of rehab requirements should be captured.

Criterion 2: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a strongly
developed research culture, demonstrated by proactive national and international research
collaborations and translation of research into best clinical practice.

1. Organisational processes and systems
Research elements in all job descriptions and role profiles

o OT: P3 job description includes research participation, P1/2 participation in Ql. P3 in OT (PHD) on
research at.

o PT:job description P3/P2 includes initiation/participation of Ql and research. P1 — participates in
approved Ql and research projects.

o Medical: Consultants gave full-time equivalent (20% of total FTE) for non-clinical work, including
audit/Ql/research. The registrar was given 4hrs a week, and the Registered medical officer given an
hour a week protected non-clinical time.

o SW: P2 Social Workers are expected to complete Ql's on their speciality ward and is included in job
description. presently has 1.6 FTE SW. Current full time SW is implementing one at present. 70%/30%
split

o SP:P1/P2 Speech required to do Ql or research. Advanced competencies assistance from P3
however largely for swallowing. P3 in research (PHD — P3-0.2)

o Organisational: AH research coordinator across [hospital]. Recruiting staff and consumers into
forums to determine research priorities within [hospital] to formalise process with stakeholder
involvement.
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0O 0 0 o0 &

Organised initiatives to support positive research culture

Regular research activities for all staff e.g. journal clubs, training or attending conferences

We regularly attend conferences, and often as a team with aim to present in conference. All
conference attendees bring learnings back and share to wider team. (paused during Covid time)
Research grant opportunities regularly discussed and senior assistance provided with grant
application

Research translation course done with most disciplines this year.

Hospital and University share monthly interdisciplinary education sessions on stroke specific topics,
which is statewide. This includes latest research; community supports and new initiatives

Used to have multi-D journal club — now using lecture/teaching (didactic) format on stroke specific
topic (could vary from research to clinical, predominately research)

Embedded within work for PD — for study leave/to attend the conference with funding

Embedded quality improvement program
1. Regular collection of outcome data (for Criterion 1)
o Yes, Ql done regularly from database however no set program just strongly encouraged by

seniors.
AROC collected for all patients (able to access data through AROC)
Ql database — monitored by head of Allied Health, ensure quality (All staff) - varied in size.
Even published evidence will go through QI database. Frequent reminders on when projects
are due, led by the system, reviewed progress with supervisors
research governance
Collects ESD outcomes
Stroke database — physio centric, some social and speech input. New database coming next
year, so no improvements scheduled at this time.
Ql opportunities regularly published
Partner with honour students (SP, OT, PT)

Infrastructure and resources to support research activity

Allocated research time

As above

For AH this is to be negotiated with their P3 (SW, OT, SP, PT & Nursing)

Systems to support high-quality data collection

Database set up.

Large percentage of staff Functional Independence Measure trained, and upskilling completed for
AROC completion.

Stroke foundation audits (every 2 years)

Redcap — research data collection and protected

A recognised pathway or strategy to implement research into practice

Strategic meeting looking at best practice and decision on what to implement.

Monitor in seniors meeting — with projects and research

Need to look at this further — pathway for staff to enter into research projects.

The key clinicians on the rehab unit have completed a research translation course. This has enabled a
clear pathway and strategy for these staff members (approx. 10)
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2. Formalised links with external agencies

Links with universities:

Stroke Unit link with university

Stroke Foundation

SRU has positive relationships with rural hospitals through our outreach support.
Allied Health Research Director joint position with university

0O 0 0 o0 o0 ®

Close working relationships with community providers such as Neurological Council, Stroke
Foundation, NDIS providers, Aged Care Providers and RACF — all to promote safe discharges and
appropriate ongoing care

o Partnering with honours students for research

Research collaborations with other national and international centres
Yes, but through university

3. Staff expertise and culture
Leading research, applying for and winning research funding
Building expertise in translational research. Multiple stroke unit staff have been successful in multiple
research grants available through department of research. Support for this from the hospital Director
AH Research.

o [Ifoundation for grants — all staff — not stroke specific

b. Research leadership from multiple professional groups, not just medical

o Yes.

o Focus on post-grad training/masters

o Some staff with PhD

c. Broad methodological research knowledge across staff base (or access to skills/knowledge)

Yes. Access to allied health research staff and research staff within our departments

How well these indicators are integrated into practice?
o “We're doing a lot of it like | think our examples, | think | think definitely that we're doing an active now.”
o “lthink we talked about just not having that like very, very structured clear pathway as much.”
o “So it for it to be ongoing, we'd probably need to make a bit more of a formalized process.”

Any barriers to collecting this data?
o No particular barriers

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o Nothing else

Are there any KPIs listed above that you think should not be included when measuring the

delivery of outstanding rehabilitation and optimal outcomes?
o Nothing else
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General comments

O O O O O

Allocated time described as part of job description

Need to explore research translation

Formalised links — need to look at less formal links as well “as it is important”
Unwritten rule about the needing to do research and Ql in the ward

“Strong emphasis to do post-graduate studies”

Criteria 3: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery ensure inter-

professional working and person-centred rehabilitation where colleagues, persons with stroke

and carers work together towards a common goal.

1. Organisations and systems to proactively support patient and family involvement in

a.

rehabilitation journey

Information provided routinely to patient and family about rehabilitation process and
rehabilitation team

o Welcome video and brochure.

Family meeting/goal setting meeting

Individual discipline discussion. This starts in the acute setting and continues throughout the journey.
Family always invited to therapy sessions, encouraged to attend. Provided with discipline specific
handouts

MDT meeting minutes — prompt to ensure stroke education provided (My Stroke Journey)

Rehab process and rehab education starts early

b. Collaborative goal setting process (goals agreed upon by team, patient, family)

0O 0o o o

Individual discipline and team
Family meeting with patient/carer and whole team, going through goals.

Regular opportunities between team, patient and family for 2-way information exchange
During individual discipline sessions and formal family meeting

Family meeting information sheet encourages 2-way exchange

Welcome “meet and greet” encourages 2-way exchange.

d. Shared decision-making between rehabilitation team, patients and carers

o Standard practice — documentation as individual discipline or as family meeting. In the MDT form —

from team point of view and from family and patient perspectives
New processes involve documentation given to families and making the goals process aphasia friendly

. Virtual communication available when indicated (eg lockdowns, supporting remote

services)

o Yes.

[place] telestroke program evidence of supporting regional Therapists links with [hospital] stroke
therapists provide education to stroke clinicians. Telehealth available for all outpatient clinics.
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Processes to identify all key stakeholders in stroke rehabilitation within and beyond the
centre

Yes, through family meeting.
External stakeholders through SW (HCP/NDIS)

Culturally safe care provision

Access to interpreter and ALO.

Mandatory culturally safe training

Assessments available such KICA for cognitive screening

Printing documents into different languages

Preference for male versus female staff

SW role — to explore cultural heritage then guide the team with culturally appropriate service

2. Systems to support coordinated inter-professional teamwork

a.

o O O O

o O o ©T

Regular opportunities for rehabilitation team to collaboratively review patient goals,
progress and plans

Informally between discipline and formally in multidisc team meeting

Working towards joint assessment forms.

Stroke seniors meeting

Working in the same workspace to share information

. Input from each team member is respected and valued

In multidisc meeting, every discipline given dedicated turn to talk.

“| feel everyone’s role is respected”

“Knowing the role of another clinicians and incorporating within your own treatment is important as
well”

“So in the past in when we do our in our team meeting and you know we everyone takes turn to do
their bit and we notice that social work and speech often get left out in, in the conversation, you know,
because you know, there's just so much to talk about and usually we run out of time and just to make
sure that you know, speech and social work done left out of the conversation we reordered guess who

gets to go first to get.”

How well these indicators are integrated into practice?

O

Frequently and “good at this one”

Any barriers to collecting this data?

O

O

No barriers — have these documented (e.g. accreditation process)

“Vague” cultural evidence as it is more in practice than documentation. “I've never worked in such a
like good workplace for that, but that's quite vague to really some of that valued and respected and
that culture stuff is harder to just, like provide evidence for because it's just we just know we do it and
it's just in the environment you know it's a bit, it's a bit harder.”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal

outcomes that you think should be included for your site/health services?

O

Nothing else
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Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o Nothing else

General comments
o Collaborative goal setting — covered in the first criteria
o KPIs are straightforward

Criteria 4: Centres of Clinical Excellence exchange new knowledge and actively promote
mentorship with National/International colleagues and people living with stroke to advance
best practice.

1. Knowledge exchange

a. Collaborations with external organisations to exchange knowledge about best practice e.g. clinical
practice groups, national and international rehabilitation groups

o Stroke Community of Practice: 2 x staff members co-owners from [hospital] (used to be a lot more
vibrant than now as they have lost funding — less frequent content now). Has x6 stroke centres

o [2 hospitals] share monthly interdisciplinary education sessions on stroke-specific topics, which is
extended to Stroke services statewide. This includes latest research; community supports and new
initiatives. Most [hospital] site dials into this meeting.

o [hospital] provides clinical support and guidance to [regional hospital] (virtually). Formal meetings
once a week and informal guidance is available PRN.
Sharing of AROC result between [other hospitals].
AROC hosts rehab outcome sessions every year — Stroke specific deep dive happens most years
Discipline specific interest groups (neuro inclusive of stroke)

Protected time allocated for knowledge exchange activities e.g. networking

Attendance of community of care practice and [hopistal] education forms opportunities for
networking.

Clinicians have previously visited other stroke units for networking and benchmarking

Full-time SSW self-allocates time for goal-setting Ql and oversea patient projects (2hrs per month)
Encouraged to go to PD sessions for networking

c. Opportunities for staff to participate in training using different modalities for knowledge exchange
activities e.g TED talk, social media, radio, TV

o Staff are encouraged to attend and present stroke conferences and presentations at the health
round table (hospital-specific)

o Not well backfilled — not a priority

2. Mentorship
a. Formal interdisciplinary mentorship program (i.e. allocated mentors and mentees) for individual
clinicians and people living with stroke
o Physio: Mentorship program within physio, resources used from dept of health to guide program.
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o OT: No formal mentorship program, however, have completed informal mentorship with WACHS
(country health) clinicians (signed contracts etc) however no time set aside for this so on a minimal
level as time restraints,

o Medical: formal mentorship exists for junior doctors to have consultant mentors. However, not
interdisciplinary.

Speech: informal mentorship from senior to junior
Full-time SW provides mentorship to P1 SWers, especially if they have a Stroke outlier

Formal mentorship program for clinical centres
Unsure how to answer this — mentor [Hospital]

Investment in mentorship training for mentors
There are mentorship training available.

O

Protected time for mentoring
Medical: No

OT: No

Physio: No

SW: No, need to self-allocate time
SP: def not

O o0 o0 o0 o0&

How well these indicators are integrated into practice?

o Clear indicators. Mentorship is important. Can formalise it more as it is not integrated into standard
practice. Also stroke specific mentorship, not just discipline-specific mentorship

Any barriers to collecting this data?

o None

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal

outcomes that you think should be included for your site/health services?
o Clear

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o None

General comments

o Different modalities — not a priority

o Every discipline has a mentorship (formal and informal)
o No clear pathway for mentorship training

Criteria 5: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a shared
strong ethical and value-based leadership, that inspires, motivates and drives forward successful
rehabilitation.
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1.

a.
i.

O O O O

Development
Rehabilitation workforce development
Commitment to recruitment of the ‘best’ staff
Mostly through word of mouth.
Considering sustainability of the service — full-time SP, however provided opportunities for upskilling

Processes to promote professional growth and development of staff

Opportunities for education, shadowing, double sessions with clinicians, clinicians spend time in other
areas to develop knowledge (e.g. ward staff spend time in ESD to understand service).

Regular sponsorship of conference attendance.

Leadership development

Mechanisms to gain feedback to/about leaders and assess leadership e.g. 360-degree feedback,
formal appraisals, open door policies

OT: OT staff complete 360-degree feedback as a routine part of professional development portfolios,
regular formal appraisals are compulsory and written paperwork,

PT: Mandatory Annual performance appraisals for leadership with option for 360-degree feedback
from staff, open door policy throughout leadership in the department. Leadership positions have their
desks in visible locations and sit in shared workspaces.

SW: The social workers leaders are not based on Stroke or specialised in this area. Yet the leaders on
the ward; P3 OT, P3 PT, CNS and Consultant has open-door policies and are accepting on formal and
informal feedback. Furthermore, they usually attend our monthly seniors' meetings, which is a safe
space to discuss feedback.

SP: Minimal leadership feedback (not designed in the department however not discouraged), however
open-door policy. Limited by agenda. Open discussion on the ward in regard to leadership with Stroke
team.

Medical: culture of open-door policy that is interdisciplinary.

Investment in training and time to grow leaders (who are open-minded, adaptive, inclusive, team-
focused, and knowledgeable)

Not formal

PT: will support leadership staff to take study leave for formal training in the area.

SW: If there is an interest in this area, it needs to be self-allocated and self-driven by the clinician
OT: Supportive of leadership to attend PD for formal training in the area and often part of PDP goals
for leadership.

Systems to support staff to take up global leadership roles (e.g. editorial boards, committees)
Not formal
Management support for attending presentation

Leaders engaging with key stakeholders
Engagement of leadership with patients and carers.
PT: Leadership position has clinical caseload on the stroke unit/works alongside junior physiotherapy
staff.
All seniors have clinical caseload (informal or through feedback system to receive feedback from
patients)
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b. Leadership actively promotes delivery of successful rehabilitation
o Vague —did not understand

3. National/international leadership
a. Representation on influential national/international groups and professional bodies
o OT/PT: Previous membership on stroke foundation living guidelines content member for memory and
home assessment however not formal time set aside so had to step down when on leave

How well these indicators are integrated into practice?
o It would be helpful to have leadership defined as some professions in the ward does not have stroke
leaders. “Well and truly integrated”

Any barriers to collecting this data?
o Leaders engaging key stakeholders — it is very vague. Needs explanation

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments
Commitment to recruitment of the ‘best’ staff
“It's not structured. If | see that there's good staff elsewhere, | will try and poach them. That's essentially
been what I've been doing, approaching people that | know are are excellent and constantly providing
opportunities”

o “This is more in regard to longevity of the service. What makes best staff, | guess, best staff for people
that have experience and for a smaller profession like speech pathology. If you don't have a part-time
senior, then there's no opportunity to for junior staff to have experience in that clinical area. We do
think about the sustainability of the service.”

Engagement of leadership with patients and carer “through complaints or through compliments”
Did not understand leadership actively promotes the delivery of successful rehabilitation

Criteria 6: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery use their specialist
knowledge to provide continuous high-quality education to people with stroke, carers, staff and
the general public (Formal education such as In-house training, Masters Courses, Conference
Presentations, Public Lectures etc).

1. Receiving education
a. Pathways for staff to gain higher-degree qualifications including Masters and PhD
o Yes, Scholarship opportunities through health for allied health.
o PT/OT: Dept supports study leave for postgraduate courses.
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SW: If there is an interest in this area, it needs to be self-allocated and self-driven by the clinician
SP: new hospital grants allowing completion of Ph.D. with government support

Onsite educational opportunities e.g. inhouse training

Learning and development has generic courses staff available to attend eg. Communication skills,
recruitment, leadership.

Stroke Services: Monthly stroke specific education series.

Frequent education opportunities through stroke unit and each individual department runs
scheduled education programs.

Support for off-site education e.g. sponsored workplace visits, conference scholarships, sabbaticals
to other centres
Department / Course specific.

Delivering education
Delivering conference presentations and in-services to health professionals
All stroke unit staff regularly provide education and presentations to other health professionals
OT staff have provided education to external sites such as private Hand and upper limb clinic and
hospital Ots
Provide Stroke study day for AHP and NS

Providing education to stroke survivors and carers, and the public

Previously opened delivering education to public, however stopped due to poor turnout “We ran a
short pilot program to provide educations to the public, but and they turn out was very low.”
“Volunteer peer support groups, so that would have strokes, survivors and carers.

This and as part of that program they get twice a year refresher course about, you know, all things
related to stroke. But that program is now on hold since COVID at some stage where might bring it
back.”

“Driving education group too. That would be for outpatients and inpatients and their carers were like
encouraged to attend as well.”

“Clinical psychologist running a wellbeing course; they provided post stroke education to multiple
low mood and self-regulation.”

Chat time — re-education once a year for previous stroke patients (SP)

How well these indicators are integrated into practice?
o Repetitive on the education and conference

Any barriers to collecting this data?
o No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o Nothing on student training/education “I guess a big part of some of the Big Tertiary hospital the
hospitals is students and student training and training were professionals.”

Are there any KPIs listed above that you think should not be included when measuring the
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delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments
o Receiving education: Covered in other criteria

Criteria 7: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery advocate and
promote equitable access and optimal delivery of stroke rehabilitation services and funding for
innovative research

Processes that facilitate ongoing communication with key stakeholders
Stakeholder meeting as per need basis with patient, carers and family but not standard for all patients
Discharge processes, specific handovers provided upon discharge

0 0 0 Bk

Different agencies in the community to present different services

2. Equitable access of stroke rehabilitation

a. Systems to promote equitable access

o Hospital wide DAIP (disability access inclusion program) program — not stroke specific
o “We just accept people and support them with what they require”

o Access to interpreters and access to ALO

b. Process to monitor access

“So that if any issues were identified like, have a like a committee that we can feed that back to. We
have a diversity and equality team lead as well. So, if there's ever any gaps in the service, we can
email her and she will rectify it.”

c. Process to improve access if problems identified
o Barrier —no volunteer transport

3. Regular advocacy and outreach activities
a. For access to stroke rehabilitation services
o Consultants go to acute hospital to flag rehab patient

For innovative research

Answered in previous criteria

“that having that person in research who's done research giving links in regards to how we can
advocate for research and access grants and apply for conferences, make posters, those kinds of
things are a bit of a change in regards to access to research and presenting research.”

How well these indicators are integrated into practice?

o Integrated well after explanation of KPI. Not very clear — need more explanation or different wording
or example

Any barriers to collecting this data?
o No
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Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments
o None

Post Trial Interview
Impact on their evidence collection/record keeping
o None

How Key Performance Indicators may change their service provision
o “Well, you've prompted us to check patient experience outcome. Yeah, which we hadn't formalized
before. And that's probably one of the most important things.”

Specific issues during the whole process
o More specific questions with examples. It is difficult to judge relevancy of the questions

Exploring barriers/rationale if the indicators are not met or partially met
o We have started exploring the indicators - “with our strategic planning and a few things that already
cropped up that were included”

Difficulty collecting evidence/information required

o No difficulty — just a slow process

o “unsure whether to comment on my discipline within the organization or just my discipline within the
stroke rehab unit. That was probably also better part of the vagueness. Yeah, and small professions
because there's not a big team, so there's not multiple clinicians on the ward.”

Would identifying as CoCE change/impact service delivery?

o “Benefit of shaking up the status quo.
| guess there it's nice to see what other if you are going to collect this and compare this, it's nice to know
what other people are doing as well”
“And also, when it just always striving to provide the best service for our stroke survivors and family”
“They've got such a great unit and such a great bunch of people, and you know really think we do such a
good job, it's good to showcase that.”

o “Nice to have something to really measure that like we all think it, but to measure it and then to share
with others and really promote as well promote our unit to like within the state and then nationally and
further on.”
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“That looks good for patients as well, saying that they are receiving rehab centre at a centre for
excellent their carers like | automatically think. If you are going to receive good rehab, you are going to
have better rehab. So, like building that trust with them quickly.”

Perceptions on how well site achieves key performance indicators compared to other
sites/countries/areas

O

e}

“No, | do not know. We did the best.”

Hard to answer - “basically a state like | think statewide we provide a similar service.

| would hope so. Yeah, to most other centres, it's hard to know Interstate because | know there's some
big centres that are funded lots in terms of the research side of things, like links with Alfred and
whatnot, which we just don't have at the moment, that are hopefully building. So, I'm not sure how it
goes into some of the KPIs compared to those sorts of site internationally as well. It just depends on
country and funding and things and yeah, so that's a hard one to answer as well because as you said,
some countries are much more medically driven, which | don't think provides as good as stroke rehab
because | the interdisciplinary approach is evidence based, but they might think otherwise.

| think that's the model that provides really good care.

But yeah, so yeah. And | think name there might be different clinic clinics that do different sort of teams
that do have strength in different areas as well definitely.”

What is missing from the criteria that are relevant to health service/model/country

O

Answered within criterion

What types of evidence do they like to see be considered for each of the indicators

O

No response

The adaptability of the Key Performance Indicators to their healthcare model

O

O

“I think it fits in quite well. Yes, in Australia, we're very spoiled with funding for health.”

Ours is LOS stayed “We've got good data for, but anything else that patient needs to get going because
it actually is much as we want to create a healthcare service that's great for patients. That's probably
only a recent thing that they've really started to have her in on focus out in the last since I've been more
about 10 years now.

Yeah. In the last five years, they probably really started looking at what is the patient experience and
advocating for that.”

“There's been a lot more, | think, even like within health, our health.

It's like WA Health and North Metro lot more recognition for research funding.

| think that's built a lot, especially for allied health opportunities for that has built a lot in the last five to
10 years too. So that fits well with the KPI's | guess.”

“And their just now really talking about, you know, development for staff as well because there's been
quite a lot of people exiting the health system and they're doing a forum to find out why. And they're
their theory is because there's not much room for development or, you know, doing extra education. So
that's also an area for growth.”

General Comments

O

Initial thoughts are we don’t know anything about the KPIs, but when we start to unpack it, realise we
do fair bit. “l don't know if we do any of that. And then | think when we start to unpack it, actually it
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brings something that we do subconsciously to the forefront and go actually do a fair bit turn regards to
confidence what we provide and how excellent we think we are.”
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Regional Australia

Background Questions
Name of Healthcare Facility:
Country: Regional, Australia

Where is your stroke rehabilitation unit based?
o Metropolitan - Capital cities
X Regional and Rural Centre
o Remote Centre

What type of stroke services do you provide?

X Inpatient stroke rehabilitation program
Ambulatory/Outpatient stroke rehabilitation program/Day rehabilitation
Rehabilitation in the home program (Early supported discharge program
Telehealth services (or virtual rehab) to rural sites
Other

o X o X

For inpatient rehabilitation services
- What outcome measure(s) do you use, collect and where does it go —is it used for
benchmarking? (e.g. Length of stay, Functional Independence Measure Barthel Index,
Discipline-specific outcome measures) (Own record or someone looks at it)

o Functional Independence Measure (collected within 72 hours), Length of stay, occupied bed
days, AROC

- What auditing/accreditation process(es) that are currently in place?
Hospital-specific accreditation

National Stroke Foundation — Audit

Service level audit

O O O O

Discipline-specific document audit for allied health

For ambulatory/outpatient
- What outcome measure(s) do you use? (e.g. Length of stay, Functional Independence

Measure Barthel Index, Discipline-specific outcome measures)
o Nonspecific for rehab

- What auditing/accreditation process(es) that are currently in place?
o None in place

Please select relevant disciplines involved in patient care in your rehabilitation services.
X Rehabilitation Consultant
o Neurologist
o General Practitioner
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Physiotherapist/Physical Therapist

Occupational Therapist

Speech Pathologist/Speech Language Therapist

Registered Nurse

Dietitian/Nutritionist

Social Worker

Psychologist (Clinical Psychologist and Neuro Psychologist)

Exercise Physiologist

Others. Please specify: Allied Health Assistant, Physician/Duty Doctor/GP as primary
medical support

How is your stroke rehabilitation program(s) currently funded?

X

O O O O O

Universal Health Care
Employer Funded

Mixed method funding
National Health Insurance
Out of Pocket Funding
Others. Please Specify.

Criteria 1: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery deliver
outstanding rehabilitation to ensure optimal outcomes (health, social and well-being) for people
living with stroke.

1. Optimal outcomes
a.

O

O O O O O

Patient outcomes

Clinical/physiological measures

KPI too big/broad - needed clarification measures versus outcomes -as they are assessments
completed instead of outcomes? “Outcomes could be complications during admissions”

NS: making sure blood pressure is within post-stroke guidelines, post-stroke complications (bladder
and bowel functions — continence management plan, chest), Upper limb measure or assessments
along the way, initial Ax within 24 hours for each discipline, rehab medical review within 24 hours,
discipline-specific measures. Mood assessment and carer needs assessment. Malnutrition screening,
falls risk, skin integrity tool, delirium screen

Functional Independence Measure ultimate outcome

transfer and mobility plan, cognition, pressure injury risk, upper limb subluxation risk, pain.
“Clinical measures within the range recommended by physicians”

“Are they measures or observations along the way” — confusing terminology

|”

“Some measurements (e.g. bladder and bowel plan) we don’t do particularly well” Based on Stroke

Foundation Audit

Patient-reported outcomes

We don’t collect but should be with goal reviews and on admission

Informal discussion within goal setting, however no formal expectation of documenting
“It is not called patient-reported outcomes — but called a goals review”
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Patient-reported experience

We do a patient reported experience at inpatient discharge

There is no process to review the patient reported outcomes document as clinicians/sites— need a
process + gaps identified. There are no feedback loop

Offering of feedback forms for site-specific — good at this

No ambulatory feedback given - the tool is available.

Self-management skills

Not sure if we do well. Can’t find evidence when collecting audits. “Not sure if we are calling it as
something else?”

Not using self-management tool.

“There are formal programs that can be used — definitely can do better”

Provide Home Exercise Programs for pt to complete

Physitrack — has feedback/tracking included but not consistently filled out by pt.

Cognition iPad programs

Informally done case by case. There is no expectation for each patient — not consistent and not
structured

No formal process for use of self-management skills —in medical and allied health.

Stroke education — has some self-efficacy type questions

Behaviour changes processes - informal

Carer outcomes
Carer reported outcomes
We don’t formally collect. Carers can assist with filling out patient reported experiences.

Carer reported experience
Not formally collected
Sometimes captured within patient reported experience.

Carer self-management skills

Current work around ‘Carer needs assessment tool’ used by SW as a trial. “More on how we support
carer and what does the carer need”

We certainly do carer training but is that easily found in the documentation

Carers are offered to join in for stroke education

Service outcomes

Separations

NWAUs

AROC (clinical indicators and Functional Independence Measure changes)
clinical benchmarks

Occupied bed days

LOS

KPIs with therapy hours, time from referral to acceptance to assessments
Clinical pathway forms -

Measurement of service outcomes done well.
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2.

a.
i.

®¢ O O O O

o O O

Complications at the hospital level — Hospital Acquired Complications
Well collected and documented

Deliver outstanding rehabilitation
Assessment of rehabilitation requirements
Comprehensive/holistic assessment
Needed clarification
Team: Multidisciplinary completed more in ambulatory space, more individual assessments for
inpatients. Goal setting for both inpatients/ambulatory. Formation of goals better done in inpatients.
NS: assessments to be completed for clinical (bladder, bowel, medication etc). There are documents
available.
OT: pressure injury management/braden score. Visual assessment, cognitive assessment — will
impact how services are provided in other areas, UL assessment/positioning,
Joint functional assessments (PT/OT, SP/OT) - do joint assessments well
Mood support in therapy sessions done very well
Mood assessment not as well documented

Ongoing assessment at regular time points

Team: completed each time we are seeing patients — incidental and there will be documentation for
each session

Individual and ongoing assessments that are discipline-specific - documented

Ongoing communication/flag of individual discipline reviews done well e.g. diet difficulties,
swallowing

Not done well - goal review throughout the program for updates

Do well within the team to keep up communication within the team

Rehabilitation interventions
Evidence-based

Time of commencement

initial Ax within 24 hours for each discipline, rehab medical review within 24 hours. Documented in
progress notes

Use of clinical pathway documents endorsed by metropolitan hospital for team action time frames.
Commencement chosen to suit assessment time frames “A bit artificial”

Time of day when commenced e.g. Starting in PM impacts ability for multiple allied health input.
Service delays e.g. bed availability

Duration

Needed clarification - vague

? Duration for the whole rehab or during the day? Length of stay determines time

There are no formal reports on the duration of therapy — not sure if it is looked at as well as it should
be. There are KPIs around this (e.g. 2 to 3 hours of therapy a day) Clinicians know the importance of
duration.

Fatigue levels, medical wellness, dialysis

Based on pt centredness.

Dose
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o 5-day service. So more therapy during the 5 days to balance therapy for the weekend. Provide
modalities for patients to use over the weekend to continue therapy? Gap in service? Intensity
versus length of service
Impacted by weekends and public holidays
Dependent on disciplines
FTE impacted

e Procedures/methods
Not sure what this means — Transfer/mobility/upper limb management routine
Evidence-based therapy approaches — not documented in notes/throughout

ii. Addresses person’s goals (tailored rehabilitation)

o “Yes, there are conversations about goals, are they patient or therapist driven. Start of being patient-
driven. The patient provided a copy of the goals however not weekly reviewed at the case
conference. ldeally reviewed weekly. We do reasonably well.”

o Attempts to do patient-driven however sometimes impacted by their insight/expectations of return

to functioning.

Short vs long-term goals- what is achievable in the inpatient setting

Ambulatory rehab goals not as well done.

Goals not reviewed enough.

O O O O

Use of a goal attainment scale template would be beneficial to measure goals against.

iii. Integrated delivery (minimise duplication between professionals/services)
o We do multidisciplinary sessions together and document together

¢. Coordinated ongoing care and support

o “No straightforward process”
Inpatient stroke patients go onto ambulatory but after that there is no formal contact at 6 weeks or 6
months, so there isn't a longer term follow up. Used to complete individualised care plan/passport.
Stroke clinic follow up - ?formal process

o Stroke clinical approach allows for touch in point and re-referral to rehab if required. Positive having
overlap of clinician between stroke clinic/rehab

o No formal process

How well these indicators are integrated into practice?
Some KPIs are integrated well and some are not and need to improve
Never really do MDT for inpatients — need to improve
Need to complete more reporting and make it more accurate so we can evidence for therapy
hours etc
o Goal setting — could be discussed at the case conference

Any barriers to collecting this data?

o Not documenting data makes it harder to collect information
o Electronic Medical Record makes it easier to access some KPI information
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Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

o “If we did all of these things — yes and they are all relevant but we don’t do all of them

exceptionally well. | don’t think its unachievable”

o “?need to write holistic assessment including any cultural consideration” Does it need to be
specifically written out?

Not much about education — secondary prevention education
Integration with other services would be good
Discharge planning also would be good to have

O O O O

Does minimum resources need to be identified for the KPIs for centres to meet

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments

o “We have key worker role”

o Clinical/physiological measures, dose versus duration — needs clarification and definition attached to it

o All relevant - however time spent documenting everything and how important is it to spend time doing
this instead of work — systems have to support documenting this.

Criteria 2: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a strongly
developed research culture, demonstrated by proactive national and international research
collaborations and translation of research into best clinical practice.

1. Organisational processes and systems

Research elements in all job descriptions and role profiles

Quality improvement is included in the job description but no specifics about research.
Should include QI but not necessarily research-based.

Ql evidence-based/research-based

0O 0 0 0 W

Not always fit within all roles. Could be more relevant in a clinical senior role with less of a clinical
role to allow for more research tasks

b. Organised initiatives to support positive research culture

i. Regular research activities for all staff e.g. journal clubs, training or attending
conferences

o PD program to fund research/training. Funding is dependent on if you are able to attend. Approval
is also dependent on documented previous interest.
Informal journal club — not documented but Ql project.
Nursing has an annual allowance for training.
Should be able to have the opportunity to attend conferences. Difficulties to attend for on-ground
clinicians to attend.

o At times opportunity for country clinicians to attend (limited number and putting name forward).
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ii. Embedded quality improvement program
Regular collection of outcome data (for Criterion 1)

o AROC. Patient Report Experience Measure. Pre- and post-surveys for Ql projects — results uploaded
to Ql database.

c. Infrastructure and resources to support research activity
i. Allocated research time
o No allocated time for research.

ii. Systems to support high-quality data collection
o Ql platform. AROC extraction.

d. Arecognised pathway or strategy to implement research into practice
o Following stroke guidelines which are updated. Informal ways not documented ways. “
o None locally”

2. Formalised links with external agencies

a. Links with universities:
o Link w/ uni for rehab specific placements. Clinical educators link but no formal links with university
b. Research collaborations with other national and international centres

o Yes, for UL trial. Monash University - minimal

3. Staff expertise and culture

Leading research, applying for and winning research funding
Rural generalist program.

Emails re: applying for seed funding PT, OT

None for NS

O 0 0o W

Research leadership from multiple professional groups, not just medical
No

c. Broad methodological research knowledge across staff base (or access to skills/knowledge)
o No —vary — dependent on position and experience

How well these indicators are integrated into practice?
Poorly integrated and not a priority

Not a priority and not emphasis as part of day to day working
Room for improvement

Not a top usually talked about

O O O O O

“We have some sort of infrastructure for PD — lots of hoops to jump through to get funding”

Any barriers to collecting this data?
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O

No — we are not doing it so no information to collect — not applicable. We still think it should be a
priority

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

O

“It needs to be there”

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?

o Research elements in all job descriptions and role profiles — not necessary to be in there

General comments

O O O O

Research is not necessarily a priority compared to clinical — use more QI and that is more important
“We should have the opportunity to attend relevant conferences, but it doesn’t triumph clinical load
when short-staffed”

“Look different in metro

Cost less

Less travel

More numbers on the ground so if someone took time off for research, they have more to cover —
more flexibility

More opportunities for group training

Would also be different if it was rehab hospital”

Criteria 3: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery ensure inter-

professional working and person-centred rehabilitation where colleagues, persons with stroke

and carers work together towards a common goal.

1.

Organisations and systems to proactively support patient and family involvement in
rehabilitation journey
Information provided routinely to patient and family about rehabilitation process and
rehabilitation team
Welcome pack documented.
Conversations at intake about rehab expectations and documented
Discussion with the patient about willingness to participate

Collaborative goal setting process (goals agreed upon by team, patient, family)

Family not always included — dependent on their presence Keyworker completes goal setting, not
always multiple disciplines.

Brought back to the team and discussed. At times visualised goals however not consistently for each
patient.

Family meeting completed throughout and discussed updated goals/where to work towards.

Slow improvements towards discussion of goals at case conferences.

Need better process for goal setting

Regular opportunities between team, patient and family for 2-way information exchange

Daily intake meetings for team updates.
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Family meetings completed throughout. Getting families in for ward rounds.
Key point for contact h/e will often go through rehab ANUM due to phone availability.

Shared decision-making between rehabilitation team, patients and carers
Documented notes from family meeting.

Carer training.

Conversations with carers and family documented. Discussion of risk with family on home visit.

© 0 0 0o Qo

Discussions of discharge time between team and family.

e. Virtual communication available when indicated (eg lockdowns, supporting remote
services)
Telehealth
Connecting family members in for social support via tele
Use of telehealth links for family meetings via phone camera.

f. Processes to identify all key stakeholders in stroke rehabilitation within and beyond the
centre

Needed clarification — what does it mean

Identifying health care providers

Some involvement from external organisation however not documented anywhere.

O O O O

No formal processes — from experience

Culturally safe care provision
Questions in patient-reported outcome measures about cultural/lifestyle support needed
ALO involvement and attending sessions/meetings

0O O O M

Specific My stroke journey pack for Aboriginal clients

2. Systems to support coordinated inter-professional teamwork
a. Regular opportunities for rehabilitation team to collaboratively review patient goals,
progress and plans
Weekly case conference.
Morning daily meetings.
Family meetings.

Input from each team member is respected and valued

Not sure how to answer —vague question and how do document this?

In weekly case conference documentation — sections for each discipline to document.
Case conference — ensure heard from each discipline and handover about each patient.

© o0 o o T

Monthly team meetings.

How well these indicators are integrated into practice?
o Wellintegrated
o “We can do better at culturally safe provision... help support while in hospital”
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Any barriers to collecting this data?

O

No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

O

No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?

O

No

General comments

Need to improve review of goals

Very informal and not formally documented

Do well in virtual communication as “we are a country site therefore provide a lot of services to other
areas”

“We can do better at family meeting instead of some patients. Focus on all patients”

Systems to support coordinated interprofessional teamwork - | think we are missing a whole layer of
clinical seniors that will help us work together”

Criteria 4: Centres of Clinical Excellence exchange new knowledge and actively promote
mentorship with National/International colleagues and people living with stroke to advance
best practice.

1.

a.

O O O O O

2.

Knowledge exchange
Collaborations with external organisations to exchange knowledge about best practice e.g.
clinical practice groups, national and international rehabilitation groups
Stroke foundation through audits — provide information for benchmarks which then gives clinical info
for best practice.
Links with metro clinics for support.
Rural support service
Rehab Operational Workgroup
“There is a gap — no stroke support group”
“No connection with any international rehab group”

Protected time allocated for knowledge exchange activities e.g. networking
No allocated time

Opportunities for staff to participate in training using different modalities for knowledge
exchange activities e.g TED talk, social media, radio, TV

Face-to-face, webinar, allied health conferences.

On Facebook page to promote stroke week

Nothing formal

Mentorship
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a. Formal interdisciplinary mentorship program (i.e. allocated mentors and mentees) for
individual clinicians and people living with stroke
o No

Formal mentorship program for clinical centres
Informal with metro site

c. Investment in mentorship training for mentors
o Nothing

d. Protected time for mentoring
No

How well these indicators are integrated into practice?

o “not well for mentorship”

o “there are huge gaps — mentorship is very valuable as resource, particularly with knowledge sharing”
o “no rehab clinical network in the state - a big loss”

Any barriers to collecting this data?
o “Nothing to collect — so no barrier”
o “Barrier to mentorship is the distance from major centres”

Are there other indicators reflecting exchange new knowledge and actively promote mentorship
that you think should be included for your site/health services?

o More patient-specific indicators and need to separate from clinicians

o “External people come in to chat with patients (e.g. amputee)”

Are there any KPIs listed above that you think should not be included when exchange new
knowledge and actively promote mentorship?
o No

General comments
o None

Criteria 5: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a shared
strong ethical and value-based leadership, that inspires, motivates and drives forward
successful rehabilitation.
1. Development
a. Rehabilitation workforce development
i. Commitment to recruitment of the ‘best’ staff

o Merit based processes but difficult due to region. No incentives to entice experienced staff.
o “Commitment part is there but sometimes it is getting who you get”
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o “There is process to recruit best staff but struggle to get experienced clinicians and commitments
should be actually putting more value on getting people to move here, should there be more
incentives?” ?therefore not committed?

o There is nothing for staff retention

ii. Processes to promote professional growth and development of staff
Professional development — formal documented process
Local funding program — “allows for promoting growth”

o
o

o Online mandatory trainings and other available trainings.
o Functional Independence Measure training renewals.

o

Processes there but offering may not be as ready due to multiple factors

b. Leadership development
i. Mechanisms to gain feedback to/about leaders and assess leadership e.g. 360-degree

feedback, formal appraisals, open door policies
Vague — needed clarification about this indicator
Yes, formal appraisals (NS).
No known processes to give feedback from leadership outside of Professional development. Local
discipline-specific people to go.
Lack of rehab allied health clinical governance. — a gap identified
“Staff survey but never received a response, therefore not 360 deg feedback”
No processes to approach anyone higher than team leader

ii. Investment in training and time to grow leaders (who are open-minded, adaptive,
inclusive, team-focused, and knowledgeable)

Growing leaders program — limited spots available. Lengthy processes to apply.
Leading clinicians program. Time requirement out of clinical load

iii. Systems to support staff to take up global leadership roles (e.g. editorial boards,
committees)
No
Professional rehab nursing association network — has journal/editorial board opportunities - not
encouraged through work processes, personnel-driven. “No systems in place to access through
work” May not actually be necessary through work — should be self-directed
Less opportunities for clinicians to sit on committees
No systems available to support leadership roles. Dependent on role — higher roles have increased
opportunity for committees, workgroups.

2. Leaders engaging with key stakeholders
Engagement of leadership with patients and carers.
Vague — need clarification — Team Leader (TL) role or clinician role? “is it clinical leadership or patient
related” Need more definition or explanation — difficult to answer”
o No
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o Nursing leadership involvement on the ward has higher involvement than rehab TL. Rehab TL is more
involved with complaints. Use of discipline-specific skills and increased experience for complex
presentations. Clinical senior for intake and appropriateness for rehab.

Leadership actively promotes delivery of successful rehabilitation

TL —involved in processes e.g. ANSNAPS, hiring of staff

Clinical Senior — Providing update re: AROC data, integrated care from ADL with clear pathways onto
rehab programs.

“Is it clinical or non-clinical leadership” — vague and a big difference between these

“Not sure about the successful part”

3. National/international leadership

Representation on influential national/international groups and professional bodies
ARNA (Australasia rehab nursing association),

AFRM (rehab medicine group)

Amputee committee as member

Neurological group

0O 00 00 W

Australian physiotherapy association

How well these indicators are integrated into practice?

o Some integrated well but not all.

o Engaging leadership with patients and carers — interesting — what does it mean, what is the purpose?
Very vague

Any barriers to collecting this data?
o Not much information available

Are there other indicators reflecting the shared strong ethical and value-based leadership that
you think should be included for your site/health services?
o Sometimes we get leadership development from clinical experience - ?include

Are there any KPIs listed above that you think should not be included when measuring the
shared strong ethical and value-based leadership?
o “Leadership engaging with key stakeholder”
o “What level is the representation on the group — what time representation — member or on board on
committee making decisions?”

General comments
o None

Criteria 6: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery use their specialist
knowledge to provide continuous high-quality education to people with stroke, carers, staff and
the general public (Formal education such as In-house training, Masters Courses, Conference
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Presentations, Public Lectures etc).

1. Receiving education

Pathways for staff to gain higher-degree qualifications including Masters and PhD
Rural Generalised Program

Masters of Clinical Rehab

MOOQOC, UTas

Driver training course — funded by university — not hospital (rural scholarship)

0 00 0 0 W

There are no pathways, they are just sent out by universities

Onsite educational opportunities e.g. inhouse training
Functional Independence Measure, upper limb rehab training, resilience training.
Sparse face-to-face training/in house

c. Support for off-site education e.g. sponsored workplace visits, conference scholarships,
sabbaticals to other centres
Some support available through PD funding — with leadership support
self-directed secondment/sabbatical off-site — clinician driven but need approval
occasional scholarship offers

2. Delivering education

Delivering conference presentations and in-services to health professionals
Opportunity for conference presentations.

Inservice opportunities for health professionals — journal club and nursing in-service

0O 0 0 W

Carer training with nursing — transfer training

Providing education to stroke survivors and carers, and the public
Stroke education for survivors during rehab program.
Stroke week education opportunities e.g. information, education, checking of blood pressure.

How well these indicators are integrated into practice?

o Yes, education opportunity out there but is self-driven, impacted by staffing levels and clinical
priority

o Alot of the opportunity is in metro therefore takes longer time because have to travel far

Any barriers to collecting this data?
o No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

o Offsite versus onsite — need clarification (face to face versus telehealth)

o Stroke survivors receiving education, how about being provided to survivors?

Are there any KPIs listed above that you think should not be included when measuring the
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delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments

o None

Criteria 7: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery advocate and
promote equitable access and optimal delivery of stroke rehabilitation services and funding for
innovative research

1.

0O 0000 W

o o o T

o

0O 0 0 W

Processes that facilitate ongoing communication with key stakeholders
Vague
Not formalised process to facilitate communication — it is general knowledge
Coordination of referrals from ADL, allocation of key workers, discharge summaries to external
providers, public health service, Coordination of care post-rehab.
Negotiation of most appropriate rehab service — metro vs ADL consideration of catchment area.
Pathways outlining who to provide info to, and who to include.

Equitable access of stroke rehabilitation
Systems to promote equitable access
Generic system for referral to rehab service. Each postcode has allocated rehab facility/service.
Gaps of knowledge where acute strokes are located within state.
Lack of allocated stroke nurses to promote appropriate pathways for stroke rehab.
Acute stroke pathway formalised however not always followed.
Difficulties with equitable access for people outside “catchment” area

Process to monitor access

Lack of allocated stroke nurses to promote appropriate pathways for stroke rehab.
Don’t know about those that aren’t referred.

No process to monitor access — limited by resources

Process to improve access if problems identified
Individual process for acute stroke identified

Regular advocacy and outreach activities
For access to stroke rehabilitation services
Vague indicator
Use of telehealth for remote or those who can’t travel.
Single location for face to face services

For innovative research
Limited opportunities to be involved with stroke research.

How well these indicators are integrated into practice?
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o “We all in same page about advocating patients to access stroke rehab when they need to
however limited by resources (bed availability)
o Advocating — outside our control to accept within recovery window (early or too late)

Any barriers to collecting this data?
o Location barrier for research and monitoring and lack of acute unit stroke care — therefore
processes to rehab are muddled

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o Nothing about indigenous access
o ATSI—no consideration in ANSNAP — building rapport first — takes time to build rapport prior
to starting program. Lengthens time in rehab

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments
o None

Post Trial Interview

Impact on their evidence collection/record keeping

o Ql project—to improve record keeping

o Informally document - may need formalised processes for better documentation, but no
capacity to complete this now. However having electronic medical record will help with record
keeping and finding evidence

How Key Performance Indicators may change their service provision

o ldentifies gaps along way (e.g. service delivery, regular family meeting)

o We know some things (weekly family meeting) are beneficial but we don’t have the resources
to complete this — depending on staffing and conflicting priorities

What are the facilitators and barriers to using the Key Performance Indicators
o “Does it come with funding to identify gaps and meet all indicators — we could achieve a lot
more of them”
o “We are pretty limited by funding”

Specific issues during the whole process

o Alot of them based around stroke specific centres with research and better link with stroke-
specific bodies.

o “So we have lots of processes, but they're not all individualised to a stroke service.”
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(@)

It's good that we had to go through this in several sessions

Exploring barriers/rationale if the indicators are not met or partially met

(@)

“All the criteria was said are all quite highly applicable and if we are only meeting some of
them. We are not providing best practices, even if there is limits on it like funding and staffing
and chronic staff shortages and whatever else.”

“And it's the same what they're trying to do in the acute stroke space is they have acute
stroke units in Adelaide, but they're gonna call them Stroke centres in the country but we are
not doing the same thing. | think if you're gonna call them all the same thing, they have to fit
the same criteria, yeah.”

Difficulty collecting evidence/information required

O O O O

Would be better with electronic medical record

“Sometimes KPIs are confusing in their wording”

“They need more clarification on what they mean as it is up to interpretation”
“The indicators don’t consider cultural influence”

Would identifying as CoCE change/impact service delivery?

O

You would get higher quality services, due to meeting all the criteria therefore will have better
resources. But you need everything that comes with it to meet the KPls

Perceptions on how well site achieves key performance indicators compared to other
sites/countries/areas

o

O

“Answered research very poorly”

“We would be very different because we are country site compared to metro sites that you
might have spoken with different resources and actual options open to us”

“Our resources will impact on indicators — doing what we can with what is available”

“We don’t have rehab physicians or medicines, no therapy over weekend — impacts on
service”

III

“not being a sole stroke rehab centres impacts on KP

What is missing from the criteria that are relevant to health service/model/country

(@)

No

What types of evidence do they like to see be considered for each of the indicators

O

No answer provided

The adaptability of the Key Performance Indicators to their healthcare model

(@)

(@)

Country sites don’t receive funding for research”
“None of them will be considered stroke centres because there are no funding for research
like metro site”

General Comments
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e “itis great to know gaps but what doe we do to improve the gap — feel a bit deflated”
e “we do well with what we got, but we are expected to do same level of service as metro site but
without the resources and learning opportunities as a metro site”
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Metropolitan China

Background Questions
Name of Healthcare Facility:
Country: Metropolitan, China

Where is your stroke rehabilitation unit based?
X Metropolitan - Capital cities
o Regional and Rural Centre
o Remote Centre

What type of stroke services do you provide?

X Inpatient stroke rehabilitation program
Ambulatory/Outpatient stroke rehabilitation program/Day rehabilitation
Rehabilitation in the home program (Early supported discharge program
Telehealth services (or virtual rehab) to rural sites
Other

o O O X

Note: These services are divided into branches with Northern and Western Branches providing
inpatient and ambulatory rehabilitation services and Eastern branch (main hospital) providing only

Inpatient services

For inpatient rehabilitation services
- What outcome measure(s) do you use, collect and where does it go — is it used for
benchmarking? (e.g. Length of stay, Functional Independence Measure Barthel Index, Discipline-
specific outcome measures) (Own record or someone looks at it)
o Discipline-specific outcome measures

- What auditing/accreditation process(es) that are currently in place?

o Need to obtain and retain Joint Commission International (JCI) accreditation
o Certification for primary, secondary and tertiary hospital requirements

For ambulatory/outpatient
- What outcome measure(s) do you use? (e.g. Length of stay, Functional Independence Measure
Barthel Index, Discipline-specific outcome measures)
o Similar to Inpatient — discipline specific. Not Bartel Index, but inclusive of Motor
Assessment Scale, Modified Ashford

- What auditing/accreditation process(es) that are currently in place?
o Nonein place

Please select relevant disciplines involved in patient care in your rehabilitation services.
X Rehabilitation Consultant
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O O O X 0 X X X X X O

Neurologist

General Practitioner

Physiotherapist/Physical Therapist
Occupational Therapist

Speech Pathologist/Speech Language Therapist
Registered Nurse

Dietitian/Nutritionist

Social Worker (Not all patients can access SW — per need basis and need to pay)
Psychologist

Exercise Physiologist

Others. Please specify:

How is your stroke rehabilitation program(s) currently funded?

o
o
X

Universal Health Care

Employer Funded

Mixed method funding (funded through medical insurance (a small portion) and
commercial insurance. However, different areas have different percentages of this. China
has a multilevel funding system with basic medical insurance and medical aid as backup.
Commiercial health insurance, charitable donations and medical mutual aid activities as
supplementary services

National Health Insurance

Out of Pocket Funding

Others. Please Specify.

General comments

“No length of stay for patients — sometimes they can stay up to half a year in the hospital”

“The basic medical insurance doesn’t cover all of the cost. They will pay for a small part and some
of them may have commercial insurance and that will cover all of them. Different cities may have
different policies. They will have different limit or range of insurance cover.”

“Have same funding system but different cities have a list of programs covered in insurance. For
example in Shanghai, it will cost patient less and insurance will cover most of it while other cities
may be opposite”

“It depends on local government”

“Centres of Clinical Excellence — maybe a standard that hospital can know if they are doing best for
patients and we should consider clinical outcomes”

“Rehabilitation is a raising star in medical area and not all of us know how to do it. Maybe there is
no standard or routine in rehabilitation hospital. Maybe | think this KPI will us to know how to do it
generally.”

Criteria 1: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery deliver

outstanding rehabilitation to ensure optimal outcomes (health, social and well-being) for people
living with stroke.
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1. Optimal outcomes

a.
i.

® O O e O O O O

o O O

Patient outcomes

Clinical/physiological measures

Assessment of functional impairment (structural and functional damage)

Motor function: Muscle strength, joint range of motion, muscle tension (Modified Ashworth Scale),
balance function (Berg balance scale), gait

Sensory function

Pain (visual analogue scale)

Cognition (mini mental test or Montreal cognitive assessment)

Swallow (water swallow test for every patient, and some may use Flexible Endoscopic Evaluation
Swallowing)

Assessment of disability (limited activity)

Barthel Index

Instrumental Activities of Daily Living (some may use)

Assessment of motor function in hemiplegic limbs

Bruunstrom

Fugl-Meyer Assessment (some may use)

motor assessment scale (some may use)

Patient-reported outcomes
Sorry, not sure about the difference between i. and ii.

Patient-reported experience
We don’t collect data of this (but we do have patients who send us a thank-you letter sometimes, does
it count?)

Self-management skills
Barthel Index
Instrumental Activities of Daily Living (some may use)

Carer outcomes
Carer reported outcomes
We don’t collect data on this

Carer reported experience
We don’t collect data on this

Carer self-management skills
We don’t collect data on this

Service outcomes
We don’t collect data on this, or does turnover rates of beds count?

2. Deliver outstanding rehabilitation

a.
i.

Assessment of rehabilitation requirements
Comprehensive/holistic assessment
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It's the same with those in Patient outcomes

Ongoing assessment at regular time points
We assess every patient on their day admitted and discharged, some may be additionally assessed
during their hospital stay (such as after Botox injection)

Rehabilitation interventions

Evidence-based

Time of commencement

We don’t deliberately collect it. It’s covered in patients’ medical history after all. We start intervention
as early as 24 hours after the patient is stabilized.

Duration

We don’t deliberately collect it. It's automatically collected when patients get discharged by the
hospital’s system. Our recommended duration is one year, and more if the patient shows
improvement in certain scales.

Dose

We don’t quite understand what the dose stands for. If it means the frequency of our interventions,
then it goes for at least five times a week. It may change depending on the patient’s condition or
requirement

Procedures/methods

We treat the patients differently depending on their condition. Basically, they will receive PT, OT, ST,
TMS, Acupuncture and moxibustion, Shock wave therapy, Ultrasound therapy, microwave therapy,
Joint Mobilization and Massage, electrokinetic standing bed, rehabilitation robots, direct current-
stimulation, etc.

Addresses person’s goals (tailored rehabilitation)
We don’t collect data on this. We just give medical orders based on the patient’s condition and
requirements.

Integrated delivery (minimise duplication between professionals/services)

We will keep a daily progress log on the computer and a printed list of the patient’s intervention
schedule. Also, we keep communicating through the WeChat group, where all the doctors, therapists
and nurses are in. And we do shift handovers every day.

Coordinated ongoing care and support
We don’t collect data on this

How well these indicators are integrated into practice?

O

Discussed question above

Any barriers to collecting this data?
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“Yes, the problem is, normally when we do ward round and collect their opinions, we will record on the
case notes in the system but for us we don’t normally record their therapies — what they have received.
We just do doctor orders so they won't be documented into the case notes.”

“The printed paper is a list of that recording every pay, every treatment the patient received and when
they received it.”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

O

Not anymore

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?

O

“1 think it is quite relevant but we don’t have much time for every indicator. We have lots of patients
and not enough doctors or therapists to spend so much time on every patient”

General comments

O O O O O O O

O O O O

All data are documented in case notes.

“Our hospital doesn’t routinely collect all the data”

“The clinical measures and ongoing assessments at regular time points may have some overlap. Maybe.”
Optimal outcomes (comes across as vague within categories — causing confusion)

“Physically and psychological outcomes and social participation in social work something like that”

“We have all kinds of outcomes measures for that”

“Depends on patient. We don’t use the word optimal outcome. We just do out best with the patient.
Maybe the patient wants to be more able to look after themselves or hand function. If we can do that,
maybe that’s the optimal outcome for us”

“We do ward rounds every day, in the morning and evening and we will ask the patients and their carers
about their feelings or if they are well, if they are uncomfortable or if they have improved some function
and we will ask if they have further requests”

“l am a little confused about the difference between clinical measures and patient-reported outcomes”
“There are some measures and that we use not for every patient because they have different
disabilities. Maybe some have severe motor function disability and others may have difficulty in
cognition function or not well in consciousness. So | am wondering if these clinical measures should only
include the scales that we use for every patient or can we categorise them”.

Clinical skills, self-reported outcomes and self-management skills are overlapping — “Isn’t it a little
overlapping with clinical measures”

“The patient reported experience we don't normally collect that then, but some patients may send a
send your letter to us does it count? But not routine”

Delivering outstanding rehabilitation

“Sense of achievement for both but mostly focused on patients”

“It is not routine to measure this. We might do this three times a year maybe”

“of course, we have the chat group and we will communicate our time and we will do the shift handover
every day”

“Confused about rehabilitation interventions”

“The time of commencement — the time they get treated after admission, then it is almost immediately.
We will let them make an appointment with the therapist to decide there or time to receive a different
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therapist and they will start their treatment as early as the day that they are admitted or the day after”.
“We have printed paper that will show time and treatment the patients received”

o Duration — You know the patients will have tailored treatment and they may receive different
combinations of therapies, therapy and well mostly they will receive the basic PT/OT/ST and that is for
sure the duration will be recorded in the printed paper as | previously that.”

o “Almost all of our patients will receive Chinese traditional medicine”

Criteria 2: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a strongly
developed research culture, demonstrated by proactive national and international research
collaborations and translation of research into best clinical practice.

1. Organisational processes and systems
Research elements in all job descriptions and role profiles
o No, we don’t put it on job descriptions and role profiles. However, all the staff are required of research
achievements, especially those with deputy or senior titles. They are usually asked to publish articles
each year or have at least one provincial and above project. It is more of a tacit thing.

b. Organised initiatives to support positive research culture

i. Regular research activities for all staff e.g. journal clubs, training or attending conferences

o Yes, we have journal clubs, training and research lectures once a week (for all of them, just on
different days). But we don’t document it.

ii. Embedded quality improvement program
Regular collection of outcome data (for Criterion 1)

o Yes, we usually collect them when the patients are admitted and when they’re discharged, or after
they have received special treatment e.g. Botox injection therapy.

o However, it might change if the patients are enrolled into someone’s research

c. Infrastructure and resources to support research activity
i. Allocated research time
o No, we don’t have such a thing. Everyone just has to use their spare time

ii. Systems to support high-quality data collection
o Yes, we have HIMedc system to collect research data.

A recognised pathway or strategy to implement research into practice
Yes. We have staff that converted their patents into machines for clinical use.

2. Formalised links with external agencies
a. Links with universities:
o Yes, we have links with Fudan University, Shanghai Sport University, etc..

b. Research collaborations with other national and international centres
o Yes

3. Staff expertise and culture
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Leading research, applying for and winning research funding
O unsure

Research leadership from multiple professional groups, not just medical
Yes, we have. The progress of each group will be discussed twice-trice a year to all staff, and once a
month within the group.
Broad methodological research knowledge across staff base (or access to skills/knowledge)

o Yes, we have. There are vpn that enable the staff to access most of the articles on PubMed for free,
and websites where they can learn research methods any time.

How well these indicators are integrated into practice?
o “Mostly”

Any barriers to collecting this data?

o “Yes, it would be better to give an example to illustrate “A recognised pathway or strategy to implement
research into practice”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments

Would prefer examples for each KPI

“We have different groups of research interest, like rehabilitation of neurology and for joints and muscles.
They have different directions in their research and their research groups may include doctors and nurses.
They will start their own program and maybe publish in papers and do some experiments. We would have
weekly lessons about the research methods and sometimes we would hold the sharing of articles.”
Organisational processes and systems

“I wonder how each indicator works. Do they assess the facility by “1 or 0” (has or doesn’t have) or if they
have specific scores or ranking, just like scales?”

“The embedded quality improvement program” part might be more than just regular collection of outcome
data. It should contain regular training of standard outcome assessment and data collection”

“It is a must or demand for research outcomes. You must have a paper published every year or 2 years
“We had to sign our signature every time we attended. We are required to attend every meeting and
lecture if you are free. But it is not in the policy that we must do. The department organised it and it is by
default we have to attend”

Formalised link with external agencies

Hospital belongs to University therefore there is a lot of collaboration between this hospital and around
China. It might be a little personal because the collaboration is based on someone’s project”

Recognise and promote staff expertise and culture

“Weekly meeting to share”
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Criteria 3: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery ensure inter-
professional working and person-centred rehabilitation where colleagues, persons with stroke
and carers work together towards a common goal.

1. Organisations and systems to proactively support patient and family involvement in
rehabilitation journey
Information provided routinely to patient and family about rehabilitation process and
rehabilitation team
Yes, we tell the patients and their carers about these on our morning/evening ward rounds. We will
record the feedback on each patient’s ward round record every day.

Collaborative goal setting process (goals agreed upon by team, patient, family)

We would collect the main goal of the patients and their carers when they are admitted into the ward.
Then our team will decide the minor goals that help achieve the main goal. We'll do a ppt for each new
patient, and record their state and goals.

Regular opportunities between team, patient and family for 2-way information exchange
Yes, just as a..

Shared decision-making between rehabilitation team, patients and carers
| think it’s overlapping with a..

Virtual communication available when indicated (eg lockdowns, supporting remote services)
No, we don’t have that.

Processes to identify all key stakeholders in stroke rehabilitation within and beyond the centre
No, we don’t have that.

Culturally safe care provision
During their stay, the patients will be looked after by their family or nursing workers (who are paid for
safe care provision when the family are not available). We don’t document this.

Systems to support coordinated inter-professional teamwork
Regular opportunities for rehabilitation team to collaboratively review patient goals, progress
and plans

We will discuss the patient goals, progress and plans with the whole team once a week. We don’t
document this.

Input from each team member is respected and valued
Yes, but we don’t document this.

How well these indicators are integrated into practice?
o Answered above
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Any barriers to collecting this data?
o No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
o No

General comments

o Interpersonal working and person-centred rehabilitation means collet the patient and carer’s opinion
during our ward round.

o “We have shift handover every morning. Nurses and physios attend. Weekly meeting that all the doctors
and therapist will attend, we will communicate patient’s detailed information.”

o Organisations and systems to proactively support patient and family involvement in rehabilitation journey

We are promoting the idea of full cycle treatment. So they will receive treatment from inpatient then
continue when the discharged. The problem is implementing this is not a huge success. If you want to give
advice to patient through phone or far distance, then we don’t have a policy that encourage us because we
can’t charge fees for that and no standard. Maybe it is more government problem if we want to ensure the
patient gets more consistency in their treatment. (it is in practice but it is not implemented due to time
factor — we know it has to happen but there is no policy to enforce it)

Criteria 4: Centres of Clinical Excellence exchange new knowledge and actively promote
mentorship with National/International colleagues and people living with stroke to advance
best practice.

1. Knowledge exchange

a. Collaborations with external organisations to exchange knowledge about best practice e.g. clinical
practice groups, national and international rehabilitation groups

o Yes, we have regular clinical practice groups. Our hospital is a teaching hospital and will receive many
trainees form other hospitals. Also, we will send trainees of our own to other hospital, national or
international.

o All the trainees are required to write down their learning experience and some even are required to
publish an article.

Protected time allocated for knowledge exchange activities e.g. networking
No, most online or offline learning is held in spare time : )
Vague — “What does it mean”? need clarification

c. Opportunities for staff to participate in training using different modalities for knowledge exchange

activities e.g TED talk, social media, radio, TV
o Yes, plenty: social media, online lecture or conference, offline lecture, etc...
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2.

Q

Mentorship
Formal interdisciplinary mentorship program (i.e. allocated mentors and mentees)
No, we don’t have interdisciplinary mentorship program, just within rehabilitation.

Formal mentorship program for clinical centres
Yes, they are documented in hospital system.

Investment in mentorship training for mentors
Yes, there are training lectures.

Protected time for mentoring
No.

How well these indicators are integrated into practice?
Well integrated into practice

Any barriers to collecting this data?
No difficulty with knowledge exchange with other hospitals, but more difficulty with national groups and
rarely with international groups

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?

? Protected time for knowledge exchange and mentorship — none allocated within work hours —
expectation to be completed outside work hours or during however it is relevant to be included as
KPI

General comments
None

Criteria 5: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a shared
strong ethical and value-based leadership, that inspires, motivates and drives forward successful
rehabilitation.

Development
a. Rehabilitation workforce development
i. Commitment to the recruitment of the ‘best’ staff
o Yes, though the description “best” is a little vague here. Our hospital is committed to recruiting staff
with higher degrees, more academic achievements and better clinical skills.

ii. Processes to promote professional growth and development of staff
o We have regular training lessons and conferences
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b. Leadership development

i. Mechanisms to gain feedback to/about leaders and assess leadership e.g. 360-degree feedback,
formal appraisals, open door policies

o What do you mean by “leaders”? We have weekly meetings where can communicate with the head of
our department, and have annual meetings with hospital leaders.

ii. Investment in training and time to grow leaders (who are open-minded, adaptive, inclusive, team-
focused, and knowledgeable)
o Yes. But we don’t document it.

iii. Systems to support staff to take up global leadership roles (e.g. editorial boards, committees)
o Yes. But we don’t document it.

2. Leaders engaging with key stakeholders
Engagement of leadership with patients and carers.
o Our head of our department will do ward rounds at least once a week, receive their feedback, and help
improve their treatment.

Leadership actively promotes the delivery of successful rehabilitation.
The head of our department will attend the weekly reporting of patients’ progress and will give
suggestions or instruments of their treatment.

3. National/international leadership
Representation on influential national/international groups and professional bodies
o We are National Center for Gerontology.

How well these indicators are integrated into practice?
o Not well

Any barriers to collecting this data?
o Needs to be clearer

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?

General comments
o “Confused about the concept of “best staff” and the commitment to recruit the best staff — do we need to
provide more salary to attract the best staff or something else”
“Best staff — both research and clinical practice?”
Leadership — vague as well — department or hospital? “Need to make it clear what is this leadership about”
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Criteria 6: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery use their specialist
knowledge to provide continuous high-quality education to people with stroke, carers, staff and
the general public (Formal education such as In-house training, Masters Courses, Conference
Presentations, Public Lectures etc).

1. Receiving education
a. Pathways for staff to gain higher-degree qualifications including Masters and PhD
o Yes

Onsite educational opportunities e.g. inhouse training
o Yes

c. Support for off-site education e.g. sponsored workplace visits, conference scholarships, sabbaticals to
other centres

o Yes

2. Delivering education

Q

Delivering conference presentations and in-services to health professionals
o Yes

o

Providing education to stroke survivors and carers, and the public

o

Yes, through public media or offline lecture held in the hospital.

How well these indicators are integrated into practice?
o Well

Any barriers to collecting this data?
o No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
o No

General comments
o The criteria and KPI “It is pretty clear”

Criteria 7: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery advocate and
promote equitable access and optimal delivery of stroke rehabilitation services and funding for
innovative research

1. Processes that facilitate ongoing communication with key stakeholders
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2.

a.

O

o ®

o=

No

Equitable access of stroke rehabilitation
Systems to promote equitable access
Not sure what this means

Process to monitor access
Not sure what this means

Process to improve access if problems identified
Not sure what this means

Regular advocacy and outreach activities
For access to stroke rehabilitation services
Yes, by public media, providing medical support to remote areas, etc..

For innovative research
Yes, by public media.

How well these indicators are integrated into practice?
Not well

Any barriers to collecting this data?
Vague KPI

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
No

General comments

Straight forward criteria and KPI but vague

“What do you mean by equitable access of stroke rehabilitation”

“Related to medical insurance?” “Here our medical insurance will ensure that our patients will get
their rehabilitation within a year — both inpatient and outpatient”

“Patient with more severe stroke are sent to east district, not service stroke admitted to west and
north district”

“Maybe equal opportunity —we also have VIP” with higher priority

“There are other rehabilitation hospitals — they will receive same treatment but may not be same
quality.”

“Simple cold and they access high level services instead of going to community hospitals

|II

“we have enough reputation for patients to go our hospita
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Post Trial Interview

How Key Performance Indicators may change their service provision

“KPIs that we don’t use in our routine work, we will consider documenting more regular or official”

“Our hospital has a comprehensive development, so in every aspect, we have certain achievements, and
there is no specific shortage in the hospital. There is no more focus in one area e.g. clinical versus research”

Specific issues during the whole process
Explained during interviews

Exploring barriers/rationale if the indicators are not met or partially met

“Some of them we don’t have them in our routine and when | ask my staff — they don’t understand what |
am talking about”

“We don’t have official international exchange — more like a personal relationship with professors from
different countries”

Difficulty collecting evidence/information required

Would identifying as CoCE change/impact service delivery?

Perceptions on how well site achieves key performance indicators compared to other
sites/countries/areas
Fine — “ I don’t think we have any shortage in this 7 criteria”

What is missing from the criteria that are relevant to health service/model/country

What types of evidence do they like to see be considered for each of the indicators

The adaptability of the Key Performance Indicators to their healthcare model
“Most of them are relevant to healthcare model”

General Comments

“I want to know how these KPIs work 0 assess the facility by 1/0 or has or doesn’t’ have or specific scores or
ranking. Is there scales?”

“I think we can set a score for when 7 criteria added total and when the reach certain score they will be

I”

categorised as certain leve
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Regional China

Background Questions

Name of Healthcare Facility:

Country: Regional, China

Where is your stroke rehabilitation unit based?
o Metropolitan - Capital cities
X Regional and Rural Centre
o Remote Centre

What type of stroke services do you provide?

X Inpatient stroke rehabilitation program
Ambulatory/Outpatient stroke rehabilitation program/Day rehabilitation
Rehabilitation in the home program (Early supported discharge program

Telehealth services (or virtual rehab) to rural sites
Other

o o o X

For inpatient rehabilitation services
- What outcome measure(s) do you use, collect and where does it go —is it used for
benchmarking? (e.g. Length of stay, Functional Independence Measure Barthel Index, Discipline-
specific outcome measures) (Own record or someone looks at it)
o Discipline-specific outcome measures such as manual muscle test, berg balance scale,
barthel index, finger to nose

- What auditing/accreditation process(es) that are currently in place?
o Need to obtain and retain Joint Commission International (JCI) accreditation
o Certification for primary, secondary and tertiary hospital requirements

For ambulatory/outpatient
- What outcome measure(s) do you use? (e.g. Length of stay, Functional Independence Measure
Barthel Index, Discipline-specific outcome measures)
o Similar to Inpatient — discipline specific. Not Bartel Index, but inclusive of MAS, Modified
Ashford

- What auditing/accreditation process(es) that are currently in place?
o Nonein place

Please select relevant disciplines involved in patient care in your rehabilitation services.

>

Rehabilitation Consultant
Neurologist (If required)
General Practitioner

X
X
X Physiotherapist/Physical Therapist
X Occupational Therapist

X

Speech Pathologist/Speech Language Therapist
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Registered Nurse
Dietitian/Nutritionist
Social Worker
Psychologist

Exercise Physiologist
Others. Please specify:

O O O O o X

How is your stroke rehabilitation program(s) currently funded?

o Universal Health Care

o Employer Funded

X Mixed method funding (funded through medical insurance (a small portion) and
commercial insurance. However, different areas have different percentages of this. China
has a multilevel funding system with basic medical insurance and medical aid as backup.
Commercial health insurance, charitable donations and medical mutual aid activities as
supplementary services
National Health Insurance
Out of Pocket Funding
Others. Please Specify.

General comments

o “No length of stay for patients — sometimes they can stay up to half a year in the hospital”

o “The basic medical insurance doesn’t cover all of the cost. They will pay for a small part and some
of them may have commercial insurance and that will cover all of them. Different cities may have
different policies. They will have different limit or range of insurance cover.”

o “Have same funding system but different cities have a list of programs covered in insurance. For
example in Shanghai, it will cost patient less and insurance will cover most of it while other cities
may be opposite.”

o “It depends on local government”

Criteria 1: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery deliver
outstanding rehabilitation to ensure optimal outcomes (health, social and well-being) for people

living with stroke.
1. Optimal outcomes
a. Patient outcomes
i. Clinical/physiological measures
o Blood pressure, heart rate, oxygen saturation of the figure, pupillary reflex; Manual muscle testing,
Brunnstrom stage, Berg balance scale, Finger nose test, Barthel Index, Modified Ashworth scale,
Glasgow Coma scale, Water swallow test, Mini-Mental State Examination, Blue dye test for feeding.

ii. Patient-reported outcomes
o Quality of Life, do not use any type of questionnaire or sheet. Just ask them are you satisfied with your
current life, are you happy?
o Functional Status, Barthel Index, for upper or lower limb function, ask them can they finish each
function, shoulder abduction, adduction.
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Fatigue and pain intensity. Pain (Numeric rating scale), for fatigue, simple question, feel fatigue.
Health behaviours, smoking, drinking, sedentary, exercise. We just ask patients do they have a healthy
lifestyle.

iii.  Patient-reported experience
o Administration will randomly phone some of patients, ask them opinions about the care they have
received and their perceptions about the impact of treatment every quarter.

iv.  Self-management skills
o None

b. Carer outcomes
i. Carer reported outcomes
o None

ii. Carer reported experience
o None.

iii. Carer self-management skills
o None

c. Service outcomes
o None

2. Deliver outstanding rehabilitation
a. Assessment of rehabilitation requirements
i. Comprehensive/holistic assessment
o Limbs’ function, muscle strength, cardiopulmonary capacity, balance, walking, swallowing ability,
cognition. Language performance, activities of daily living (ADL)

ii. Ongoing assessment at regular time points
o On a monthly basis, once a month.

b. Rehabilitation interventions
i. Evidence-based
o Time of commencement
o Every patient gets treatment from 8 am to 11.30 am, 2.30 pm to 5pm

e Duration

o 6 hours
e Dose
o It depends

e Procedures/methods
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o

o Chinese traditional medicine therapy, manual therapy, physiotherapy, light, electrotherapy, exercise
therapy, occupational therapy, speech therapy

ii.  Addresses person’s goals (tailored rehabilitation)
o Clinicians and physios have a discussion and then draw a plan. But we do a bad job in this area.

iiii. Integrated delivery (minimise duplication between professionals/services)

o Professionals have their own tasks. We do not need to worry about duplication.

Coordinated ongoing care and support
o We do a bad job in this area. Clinicians, physios and nurses lack communication because they are busy
during workdays.

How well these indicators are integrated into practice?
“Some indicators we can’t collect. For example, carer outcomes — it is not routine”

Any barriers to collecting this data?
Some information not collected

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?

“We don’t have enough time to ask every patient. | need to treat 15 patients a day and every patient gets
30 minutes of treatment time”

General comments

“It covers all aspects”.

“You know, 80% of patients are those with severe disease in my hospital, they can't speak and cognition
problem, so | can’t get any useful information from them”

Optimal outcomes (comes across vague within categories — causing confusion)

“We focus more on mental and physical health. We use many methods to evaluate patient’s function such
as muscle strength, hand function etc.”

“Physical assessment belong to clinical/physiological measures and patient reported outcome is a
professional term. Does patient reported outcome refers to the quality of life, function status and fatigue
and pain. We use quality of life score, numerical rating scale to evaluate pain”

Patient reported experience — “the administration of out hospital will randomly contact old patients to ask
them opinions about their treatment and their perceptions about the impact of the treatment. Randomly
contacted for survey”

Delivering outstanding rehabilitation

“For patients, they can enjoy much more useful service and recover as soon as possible. For the staff, we
can more salary. Achievement is also important for us — Sense of achievement. We use questionnaire with
staff — e.g. do you like your job for staff and do you like your treatment plan etc.”

“So | don't know what that coordinated, ongoing care and support.”
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o “The time of commencement — patient should line up for treatment, we arrange exact time for every
patient.”

o Duration — patient will be seen every 30 minutes. Exercise therapy, occupation therapy/speaking test and
Chinese traditional medicine will last 30 minutes

Criteria 2: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a strongly

developed research culture, demonstrated by proactive national and international research

collaborations and translation of research into best clinical practice.

1. Organisational processes and systems
a. Research elements in all job descriptions and role profiles
o For one thing, clinicians and physios are more involved in the research work, because they must

publish papers or attend research projects for their professional title evaluation. Nurses do not need
this. For another, physios like to share their experience, insights and novel skills with colleagues.
Clinicians like to talk about the latest development of disease.

b. Organised initiatives to support positive research culture
i. Regular research activities for all staff e.g. journal clubs, training or attending conferences
o In my hospital, clinicians and physios hold a meeting every Tuesday afternoon to discuss papers,
professions and relevant projects.
ii. Embedded quality improvement program
1. Regular collection of outcome data (for Criterion 1)
o No

c. Infrastructure and resources to support research activity
i. Allocated research time
o No

ii. Systems to support high-quality data collection
o No

d. Arecognised pathway or strategy to implement research into practice
o No

2. Formalised links with external agencies
a. Links with universities:
o Our hospital is the affiliated hospital of [university]. We clinicians and physios undertake some teaching
tasks. We are also tutors of university students. We can use [University] Library to search data.

b. Research collaborations with other national and international centres
o No

3. Staff expertise and culture
a. Leading research, applying for and winning research funding
o Yep, that is our sustained goal. To date, our rehabilitation sector has won a number of research
funding, including provincial and municipal level funded by local government.

420



O O O O

O O O O

Research leadership from multiple professional groups, not just medical
o Professors of the university.

Broad methodological research knowledge across staff base (or access to skills/knowledge)
o We acquire methodological knowledge by self-learning. If we meet some problems of methodology,
we will ask the professors of [University] for help.

How well these indicators are integrated into practice?

“Qur clinicians and physios are very involved in their research work. Because they need to publish papers
and attend research projects for their professional title evaluations, but nurses don’t have to.

“Physios like to share knowledge and ideas and latest developments”

Any barriers to collecting this data?

“No”

“Can’t collect some e.g quality improvement program, regular collection of outcome data, allocated
research times, systems to support high-quality data collection, a recognised pathway or strategy to
implement research into practice because we don’t have this”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?

“Links with universities” - finished the links because our hospital is affiliated hospital with the university so
we undertake teaching tasks or tutors and we can also use the library at the university”

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?

General comments

Would prefer examples for each KPI

Research culture - “I don’t understand what research culture mean”

Organisational processes and systems

It is a requirement to attend “Every Tuesday afternoon, clinicians and nurses will get together to share their
opinions about their professionals”

Formalised link with external agencies

“Every year med students will do an internship in our facility — collaborate with a local university”
Recognise and promote staff expertise and culture

“Weekly meeting to share”

Criteria 3: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery ensure inter-
professional working and person-centred rehabilitation where colleagues, persons with stroke
and carers work together towards a common goal.

1. Organisations and systems to proactively support patient and family involvement in rehabilitation

journey
a. Information provided routinely to patient and family about rehabilitation process and
rehabilitation team
o We provide rehabilitation process information to patients and families routinely every weekday
morning.
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b. Collaborative goal setting process (goals agreed upon by team, patient, family)
o We clinicians and physios set goals at the very beginning with patients and their families. But we seldom
adjust goals with their progress. That is our drawback.

¢. Regular opportunities between team, patient and family for 2-way information exchange
o Every weekday morning.

Shared decision-making between rehabilitation team, patients and carers

It depends. Except for emergencies, special patients and tricky situations, clinicians, physios and nurses
make decisions respectively. You know, physios in China do not have the exercise prescription right,
clinicians prescribe and physios carry out the exercise prescription.

Virtual communication available when indicated (eg lockdowns, supporting remote services)
No

f. Processes to identify all key stakeholders in stroke rehabilitation within and beyond the
centre
o No

g. Culturally safe care provision
o No

2. Systems to support coordinated inter-professional teamwork
a. Regular opportunities for rehabilitation team to collaboratively review patient goals, progress
and plans
o Wedid a bad job in collaboration.

Input from each team member is respected and valued
Sometimes we do not. Sometimes the treatment or therapy of clinicians and physios can not reach a
consensus. Sometimes we overlook someone’s opinion.

How well these indicators are integrated into practice?
Well

Any barriers to collecting this data?
No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?

No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
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Organisation and systems to proactively support patient and family involvement in the rehabilitation
journey
e Virtual communication available when indicated
e Processes to identify all key stakeholders in stroke rehabilitation within and beyond the centre
e Culturally safe care provision - “They don’t care about this and asked my leader and they don’t know
anything”

General comments
Interpersonal working and person-centred rehabilitation mean every morning all clinicians will get
together to share information. “We don’t share detailed information just state how many patients we
have now and how many are discharged.”
Organisations and systems to proactively support patient and family involvement in the rehabilitation
journey
No discussion about goals — identified as a drawback
Systems to support coordinated inter-professional teamwork

Criteria 4: Centres of Clinical Excellence exchange new knowledge and actively promote
mentorship with National/International colleagues and people living with stroke to advance
best practice.
1. Knowledge exchange
a. Collaborations with external organisations to exchange knowledge about best practice
e.g. clinical practice groups, national and international rehabilitation groups
o No

Protected time allocated for knowledge exchange activities e.g. networking
No

c. Opportunities for staff to participate in training using different modalities for knowledge
exchange activities e.g TED talk, social media, radio, TV
o No -only do face-to-face communication — not other modalities

2. Mentorship
a. Formal interdisciplinary mentorship program (i.e. allocated mentors and mentees)

o No

Formal mentorship program for clinical centres

o No

c. Investment in mentorship training for mentors
o No

d. Protected time for mentoring

o No.

How well these indicators are integrated into practice?
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o Not integrated well into practice

Any barriers to collecting this data?
o Difficult to find some information on knowledge exchange. Only have information within own
university — difficult to

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the

delivery of outstanding rehabilitation and optimal outcomes?

o ? Protected time for knowledge exchange and mentorship — none allocated within work hours
— expectation to be completed outside work hours

General comments

o Never heard about some key performance indicators

o Very young rehab unit — developing city

o No annual leaves — holidays are public holiday. Up to 80 patients with 30 physios within the
month

Criteria 5: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a shared
strong ethical and value-based leadership, that inspires, motivates and drives forward successful
rehabilitation.
1. Development

a. Rehabilitation workforce development

i. Commitment to recruitment of the ‘best’ staff

o Yes, our leaders desire to recruit staff with high academic qualifications. We recruit clinicians with PhD.
And we recruit physios with at least a master degree.

ii. Processes to promote professional growth and development of staff
o No, thatis one of our shortcomings. One reason is that the best staff do not want to join us.

b. Leadership development

i. Mechanisms to gain feedback to/about leaders and assess leadership e.g. 360 degree
feedback, formal appraisals, open door policies

o No, the only way to assess the leader’s leadership is how the leader leads us to make a profit. Most of
the mechanisms of assessing leadership is confidential.

ii. Investment in training and time to grow leaders (who are open-minded, adaptive, inclusive,

team-focused, and knowledgeable)
o No
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iii. Systems to support staff to take up global leadership roles (e.g. editorial boards,
committees)
o No

2. Leaders engaging with key stakeholders
a. Engagement of leadership with patients and carers.
o No, that is what we lack

b. Leadership actively promotes delivery of successful rehabilitation
o No

3. National/international leadership

a. Representation on influential national/international groups and professional bodies
o No

How well these indicators are integrated into practice?
o Not all indicators integrated well — talked about it above

Any barriers to collecting this data?
o Needs to be clearer

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?

o No

General comments

We lack communication — “we are not like a big family” “I provide service and they receive service”
“We don’t have right to lead patients”.

“My responsibility is to tell them what to do”

O O O O

“Our hospital desires to recruit staff with high academic qualification — most hospitals will require this,
especially the hospitals with higher level. Clinicians will need PhDs or at least a masters degree”

o “We have group leader, sector leader and hospital leader — so we don’t know which one you mentioned
here”

Criteria 6: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery use their specialist
knowledge to provide continuous high-quality education to people with stroke, carers, staff and
the general public (Formal education such as In-house training, Masters Courses, Conference
Presentations, Public Lectures etc).
1. Receiving education
a. Pathways for staff to gain higher-degree qualifications including Masters and PhD
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o Yes, we have. Compared with other applicants, The [University] will give priority to we staff if we staff
apply for Master degrees. Our hospital encourages the staff to apply for PHD and supports staff to finish
their PHD, including financial support, but staff must go back to our hospital when they graduate.

Onsite educational opportunities e.g. inhouse training
o No

c. Support for off-site education e.g. sponsored workplace visits, conference scholarships,
sabbaticals to other centres
o No

2. Delivering education
a. Delivering conference presentations and in-services to health professionals
o No

b. Providing education to stroke survivors and carers, and the public
o Seldom. Only in special days, such as word physiotherapy day and world stroke day

How well these indicators are integrated into practice?
o “We are not good at this year”.

Any barriers to collecting this data?
o “What is in-services” — not a terminology used in China

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?
o No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?
o No

General comments

o “We deliver talks to public on World Physio Day”

o “We go to rural areas to advocate about physiotherapy — twice a year”
o “After work time have to write papers”

Criteria 7: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery advocate and
promote equitable access and optimal delivery of stroke rehabilitation services and funding for
innovative research

1. Processes that facilitate ongoing communication with key stakeholders

o No
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2. Equitable access of stroke rehabilitation
Systems to promote equitable access
o Inour hospital, the system is not fair. VIPs such as government officials and social elites take the
priority to receive medical service. Medical resources are limited, the number of rooms is limited.

Process to monitor access
No

Process to improve access if problems identified
o No

3. Regular advocacy and outreach activities
a. For access to stroke rehabilitation services
o No

For innovative research
No. We need policy and support to support our innovative research, including sponsors, financial
support, limits of authority and so on.

How well these indicators are integrated into practice?

Straightforward criteria and KPI but vague

“Not fair and equitable in my hospital — because we have 90 beds, but most of the are occupied. Some
patients take priority, especially within sector. The clinicians will select who will receive treatment in our
sectors”

Any barriers to collecting this data?

Yes, described before

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal
outcomes that you think should be included for your site/health services?

No

Are there any KPIs listed above that you think should not be included when measuring the
delivery of outstanding rehabilitation and optimal outcomes?

No

General comments

“Selected according to severity sometimes and other times down to social class” “We have VIPs”
“Sometime citizens have to wait up to a month — so longer waiting period”

“Limited medical resources”

O O O O

“There are other rehabilitation hospitals — they will receive same treatment but may not be same
quality — “In China people don’t like to go to community hospital”

“Lower trust in the community hospital”

“Use social media (WeChat) to publish comments to public

Post Trial Interview
How Key Performance Indicators may change their service provision
“KPIs good and some aspects we can follow and it will be useful”
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Specific issues during the whole process
Answered above

Exploring barriers/rationale if the indicators are not met or partially met
Answered above

Difficulty collecting evidence/information required

“Sometimes we don’t have the right to ask the leader about some information”

“For example — it is impossible for me to ask my leader how to evaluate their leadership — we don’t have
right”

“Some things are confidential”

“International — because our hospital is not that international”

Would identifying as CoCE change/impact service delivery?
Not sure

Perceptions on how well site achieves key performance indicators compared to other
sites/countries/areas
Fine “ I don’t think we have any shortage in this 7 criteria”

What is missing from the criteria that are relevant to health service/model/country
No

What types of evidence do they like to see be considered for each of the indicators
Answered

The adaptability of the Key Performance Indicators to their healthcare model
“Most of them are relevant to healthcare model”

General Comments

“Every day need to treat 10 patients. Work 7 hours. Salary is dependent on number of patients.”

“Don’t get time within work hours to complete research work. Will have to complete outside work hours”
“hospital will try the best to abide by the criteria — it is useful”
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Sweden

Background Questions
Name of Healthcare Facility:

Country: Sweden

Where is your stroke rehabilitation unit based?

X

O
O

Metropolitan - Capital cities
Regional and Rural Centre
Remote Centre

What type of stroke services do you provide?

X

o O O X

Inpatient stroke rehabilitation program

Ambulatory/Outpatient stroke rehabilitation program/Day rehabilitation
Rehabilitation in the home program (Early supported discharge program
Telehealth services (or virtual rehab) to rural sites

Other

For inpatient rehabilitation services

What outcome measure(s) do you use, collect and where does it go —is it used for
benchmarking? (e.g. Length of stay, Functional Independence Measure Barthel Index, Discipline-
specific outcome measures) (Own record or someone looks at it)

o Functional Independent Measures (collected within 72 hours), Length of Stay

What auditing/accreditation process(es) that are currently in place?
o Commission on Accreditation of Rehabilitation Facilities

For ambulatory/outpatient

What outcome measure(s) do you use? (e.g. Length of stay, Functional Independence Measure
Barthel Index, Discipline-specific outcome measures)
o Length of Stay

What auditing/accreditation process(es) that are currently in place?
o Commission on Accreditation of Rehabilitation Facilities

Please select relevant disciplines involved in patient care in your rehabilitation services.

>

Rehabilitation Consultant (Rehabilitation Medicine Specialist)
Neurologist
General Practitioner

Physiotherapist/Physical Therapist

Occupational Therapist

Speech Pathologist/Speech Language Therapist

Registered Nurse

Dietitian/Nutritionist (only if needed on consultive request)
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1.

a.

o O O O

o O O

Social Worker
Psychologist (Clinical Psychologist and Neuro Psychologist)
Exercise Physiologist

X 0 X X

Others. Please specify: Nurse Assistant, Physical Therapist Assistant, Physicians,
Neuropsychologist

How is your stroke rehabilitation program(s) currently funded?
X Universal Health Care

Employer Funded

Mixed method funding

National Health Insurance

Out of Pocket Funding

Others. Please Specify.

O O O O

Criteria 1: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery deliver
outstanding rehabilitation to ensure optimal outcomes (health, social and well-being) for people
living with stroke.

Optimal outcomes
Patient outcomes
Clinical/physiological measures
Functional Independence Measure, Holden in National quality register (SveReh).
Professional outcome measures are reported in each patients individual chart.
At admission and exit.
Discipline specific outcome measures

Patient-reported outcomes

EQ-5D, HADS, Life Satisfaction ack. to Fuglemayer. in National quality register (SveReh).
Patients experience of goal attainment. In patients chart.

At admission, exit and follow-ups

Patient-reported experience
Questionnaire regarding satisfaction with rehabilitation, care, interaction with the staff etc.
In National quality register (SveReh). At admission, exit and follow ups

Self-management skills
Activities of daily taxonomy. measures are reported in each patients individual chart.
Continuously during stay

Carer outcomes

Carer reported outcomes

Planning for a questionnaire.

Carers welcome to participate in meetings, also individual support.
Carers perspective considered in planning.
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ii. Carer reported experience

Planning for a questionnaire.

Carers welcome to participate in meetings, also individual support.
Carers perspective considered in planning.

o O O O

Carers (everyone) are encouraged to provide feedback or complains on our services.

ili. Carer self-management skills

Planning for a questionnaire.

Carers welcome to participate in meetings, also individual support.
We give information about patient and carers support groups
Patients and carers are invited to information meetings

O O O O O

Carers perspective considered in planning.

Service outcomes
Number of patients

Sex

Age

length of stay

time to admission
care-related complications
Falls

pressure sores/wounds
Unplanned transitions

O 0O 0O o oo o o o o o

Uncontinued / interrupted care.

2. Deliver outstanding rehabilitation
a. Assessment of rehabilitation requirements
i. Comprehensive/holistic assessment
Physician /consultant assess referrals
Team based assessment leads to patients individual rehab plan.

ii. Ongoing assessment at regular time points
Admission and discharge.
OT and PT also have a routine with specific timeframes for assessments during stay.

b. Rehabilitation interventions
i. Evidence-based

¢ Time of commencement

o First day of arrival

e Duration
5 days a week, continuously during stay. Individual schedules
“when it comes to the stroke unit, the guideline says that we should have 45 minutes of physical
therapy and 40 minutes of occupational therapy per day at least five days a week”

o “when it comes to the stroke rehab, there are no regulations or recommendation, should be but there
aren’t”
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O O O

o O O O

o O o o

Dose

According to patient’s individual plan

“was struggling with the question of dose because | know dose is very important and | know that dose is
not the same thing as the being with staff person. | know it is important but we have no clue”

“we have duration but we don’t have dose”

Procedures/methods

National stroke guidelines.

National stroke pathways.

Local clinical stroke guidelines for each profession

Addresses person’s goals (tailored rehabilitation)

Yes.

Individual rehabilitation plans. Goals and methods jointly agreed with patients.
Planning meetings with patient, team, carers and others if needed.

Client- cantered care.

Integrated delivery (minimise duplication between professionals/services)
Team conference weekly to coordinate each patients needs and each professions work.

Coordinated ongoing care and support

National stroke guidelines.

National stroke pathways.

“we have a digital system that we can communicate social care and other facilities out in the society.
The main thing that was supposed to be used but still trying”

Call for a meeting when the patient is in inpatient — family etc and call those we are handing over to.
AHP contacted and should be done and available. It is on web-based and communicates with each
other. Also, send written information.

“Inpatient to-day rehab services are rarely instant — usually they go out and then come back to our day
rehab”

“When they come to day rehab — they need to transport longer, takes more stamina”

“They also get rehabilitation in primary care s they are not left without any training”

How well these indicators are integrated into practice?

“Just been through CARF accreditation, had already picked out the material — so it wasn’t tricky. The most

tricky part was to figure out if this is what you wanted or not. And some of the vocabulary.”

Any barriers to collecting this data?

Delivering outstanding rehabilitation — easier to understand and nothing further to add. “a lot of these in

the medical chart but can’t get data out of the medical chart in an easy way. It is not really doable” Some

information is not easily accessible

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
Carer outcome

432



“It is good it is there because it made us think”

“1 think the main thing for us is that we have been considering and taking care of what will happen to
patients after they leave the clinic, whether its family, carers or the health system”

“We have a questionnaire in Sweden that is called ‘Caregiver’s Burden’. There are tools available if we want
to follow it but we haven’t done it in the clinic”

“We know carers are caring as well but it is not our goal when they leave the clinic”

Delivering outstanding rehabilitation

“I think that it is very important to have outstanding rehabilitation that it a big team that doesn’t’ say which
person is giving this rehabilitation. (?teamwork)

“It is important and very applicable. that you see the different professions that they when they come
directly from school, they are very and very professional in their own profession and then they have
worked in teams for a while they they get contaminated and they learn more and they learn each others
and they also learn to that they can step back and that the other person do it. So good team work means
that not everyone has to do everything.

Do the same thing the whole time, but that you can actually hand over to another person and that takes
time and professional development” — experience in teamwork

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?

Length of Stay

The carer outcomes

“That is something we don’t explore as much — that is where we had a hard time finding what we should
answer”

“That in Sweden, almost half of the population is single unit families, one person family”

“We include families when they are there but we don’t see them as carers”

“Due to the system, we don’t want the family to be the carer, we want them to be families and spouses and
children, so that’s a philosophical idea”

General comments

Optimal outcomes

“Optimal outcomes means providing the care and rehabilitation the patient will benefit the most off”

“I think it is very important.. for two reasons. One is for our services to evaluate how we are doing in order
to improve ourselves, but also for the patient as well as funders, which is the government — to know what
we are doing. What is new in Sweden is Care in Number which is a website — the results of some of the
quality indicators will be online for each hospital from January. It attracts a lot of interest from journalists,
so it is very important for us to know what we are doing”

Service outcome — “don’t have anything like that. How long depends on their need and gain and
development in the time period. Clinical estimate using technical experience” “ | think Functional
Independence Measure is underused”

Self-management skills — “In outpatient care — we give things for patients to work with at home as they are
in different stages of illness, with different needs and could be on their way back to work”

Delivering outstanding rehabilitation
Combined with professional assessment
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“Kind of requirement. They should have the ability to rehabilitate themselves with different tools. But it's
not defined in time, but if they are not able to do it every day and not meeting requirements, and having
active therapy then they are not admittable.

“They should be able to sustain at least 30 minutes at least three times a day” -criteria for rehab admission.
“But not for day rehab — 2 to 4 days a week and depends of patient goals for 6 to 10 weeks. Depends on the
patients and how much they can attend. Also depends on fatigue — sometimes we increase duration”.
“What exactly is meant by duration and those and you know intensity because there are some definitions
out but we still talk of those terminology a little bit differently.

So those can also be understood as just overall though, those of everything that includes duration or do we
mean more the intensity?”

“About the medical charts, these are mainly for their patients and the team to communicate. So don't have
the structure to use them for making statistics and of getting out data that serve kind of shift in people's
minds” “Whatever goes into the medical chart is immediately readable by the patient”

“requires us to write the medical chart it would have to be understandable for the patient or carer or
anyone else. We can’t use the medical term or abbreviations”

Carer outcome — vague

Helpful fi it has examples for each one and what it means — especially if it is used internationally

“Not everyone knows that patient-reported outcomes and patient-reported experiences — not everyone
understands time of commence (advanced English word) — ‘start’ would be a better word

Use of abbreviation e.g. KPI — translate in head

Use easy/everyday words

“Who is a carer? — we distinguish as next of kin, family and carer — what do you mean?” “You mean
someone who actually performs care daily activities for another person? Or do you mean someone who
lives in the same household?”

Criteria 2: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a strongly
developed research culture, demonstrated by proactive national and international research
collaborations and translation of research into best clinical practice.

1. Organisational processes and systems
Research elements in all job descriptions and role profiles
o All employees are expected to consume research to be up to date, take part in research and
development activities, and participate in research and development.
o Research and development is integrated in career pathways and salary.

b. Organised initiatives to support positive research culture
i. Regular research activities for all staff e.g. journal clubs, training or attending conferences

o The research is quite accessible at the University Hospital in general and compared to other hospitals.
Each department (or larger units and centres at the hospital) organizes research activities (journal
clubs, professional development meetings, lectures). In daily clinical work, these activities are
unfortunately quite often down-prioritized prior clinical work.

o Predominantly research active co-workers attend international conferences when they have
something to present and can finance the costs externally. Local, regional and national meetings
within stroke rehabilitation can be attended by a whole stroke team (Swedish Stroke Team
conference, or other professional meetings).
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o Specialists or senior HP in the team support the clinical teams on research activities and the
implementation of evidence-based rehabilitation (local clinical practice guidelines).

o Interestin research and research implementation can vary among clinicians and leaders, and along
with unmet clinical needs (e.g. shortage of staff) can impede the research activities in everyday work.

ii. Embedded quality improvement program
Regular collection of outcome data (for Criterion 1)

o Annual report of research activity, including studies, articles, participating in conferences, and number
of employees with different academic degrees.

c. Infrastructure and resources to support research activity
i. Allocated research time
o Clinics may provide time for research, and provide opportunities for research in collaboration with
University.

ii. Systems to support high-quality data collection

o Yes, we have quality registers: National Riksstroke (well used in research, less in local clinical practice,
since it is mostly looking at stroke units and long-term outcomes, and not specifically the rehabilitation
clinic we work in). We collect data to the Rehabilitation register (SweReh) These data are used in
research projects with clinical questions and are relevant to our work.

o Hospital library with journals, and staff to help out, also digitally available.

A recognised pathway or strategy to implement research into practice

YES, partly. For example, OT/PT has many years of effort on research and development work
supported by our leaders, which also resulted in local stroke rehabilitation guidelines and
publications/presentations.

2. Formalised links with external agencies
Links with universities:
o Yes, we have local agreements in place on collaboration regarding students, for all team
professionals,
o Many co-workers who are active in research work part-time at the clinic

Research collaborations with other national and international centres
Yes, through research active co-workers, also visiting groups from other clinics

3. Staff expertise and culture
Leading research, applying for and winning research funding
o Yes, through research active co-workers.
Research leadership from multiple professional groups, not just medical
As a rehab clinic, we have quite a good connection to the research, but in more leading positions,

only few have academic degrees (e.g. PhD).

c. Broad methodological research knowledge across staff base (or access to skills/knowledge)
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o Thisis in large relatively good, through the closeness to the University, and research active co-
workers; but could be better for new staff, and for clinicians with low contact or interest in research.

How well these indicators are integrated into practice?

Because part of a university hospital — these criteria do integrate well

“Pretty much well integrated”

“Mostly clinical priorities first but we have activities all the time going on that will support the research
part”

“May researchers still have part in the clinic — so they don’t just do research

Any barriers to collecting this data?
“It was quite easy — because of the closeness to university. What we were struggling with was that we may
not live up to these as much as we would like”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?

“Have part of the research coming down to patients also. Personal clinical meeting with a patient, | have
the background so | can tell the patient the latest research — Research dissemination to the patient”

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
“all parts are needed”

General comments

Organisational processes and systems

“l found these criteria relatively easy to check because we have many of those organisation structures just
because we are a university hospital. Those structures and their organisation is roughly in place and are
positive, it is also in the university hospital’s mission. It is the patient work, clinical work, research
innovation and teaching”

“We have documentation, plans, and work descriptions to state this”

We have a multi-organisational structure, meaning that different health professionals (HP) work
organisationally under different departments (physicians, nurses, PT, OT speech, psychologist, social
workers). As a university hospital, all departments have quite similar strategies for activities for research
and development, meaning that research is one part of the hospital task areas (where the patients come
first, but research and teaching are integrated parts of the work activities). There is a clear policy on
research and development and innovation.

As a university hospital, the employees active in research can apply for state-financed research grants, this
is indirectly connected to the hospital research output (reported by each department back to the hospital.
These grants generate also some part of the budget that will be dedicated to research activities at each
department. The region provides additional funding for research. The hospital can’t directly finance the
research, but they encourage externally financed research projects and advocate clinical research that
brings knowledge back to the clinical work and to the patients.

For example, the OT/PT department has a clear research policy/strategy plan; and has during the last 10
years put extra effort into research; and support personnel in their research projects (making time
available, positive attitude towards research, establishing research-connected job descriptions (specialist,
and senior specialist).
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Rehabilitation medicine is a multiprofessional research group with closed ties to the clinic.

Criteria 3: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery ensure inter-
professional working and person-centred rehabilitation where colleagues, persons with stroke
and carers work together towards a common goal.

1. Organisations and systems to proactively support patient and family involvement in

rehabilitation journey

a.

Information provided routinely to patient and family about rehabilitation process and
rehabilitation team

YES, this goes also under the CARF. Here | think we are quite good, by individual planning meetings of
care/rehab with patients and family and team. Individual meetings with doctor, nurse, and patient
responsive health professional. (not always family)

“Family members are invited to the first meeting and the last meeting. The contact person links the
family and other staff members, but | think we could involve the family more than we do. The family
is always welcome to join during training, during opening hours if needed or between opening hours.
It is easy to get extra meeting with staff. | think we are available to family all the time, depending on
their needs. We don’t have many formal meetings with them, but we are available.”

We document in the patient’s journal if we have joint meeting

Collaborative goal setting process (goals agreed upon by team, patient, family)
YES. (not always family). Reviewed frequently

Regular opportunities between team, patient and family for 2-way information exchange
YES. (not always family).

“It is not a regular meeting, meeting in the beginning and end. The communication with family is
better with inpatient care than with outpatient. With outpatient, some of them chose not to involve
the family as much. The patient chooses not to involve the family. IT is not because they cannot. It is
when the patient chooses they should not be there.

Shared decision-making between rehabilitation team, patients and carers

YES. (not always family)

“A bit of culture in Sweden may be that the patient is more individual than the whole family. Of
course, they can have the family as a support. we mostly discuss with the patient and prompt the
patient side.”

Virtual communication available when indicated (eg lockdowns, supporting remote
services)
Yes, when needed
“We have patients now in the Outpatient care —it is in the start and trying to do this more. Big goal
for the hospital.
Processes to identify all key stakeholders in stroke rehabilitation within and beyond the
centre
Yes
“It is a team responsibility”
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Culturally safe care provision

Yes

“l don’t think we are required by law”

“It is a natural process, we don’t discuss it.”

O 0 0 O m

Everyone that requires care will get care

2. Systems to support coordinated inter-professional teamwork
a. Regular opportunities for rehabilitation team to collaboratively review patient goals,
progress and plans
Yes
“It is documented in the policy but also given”

Input from each team member is respected and valued
Yes
“It is documented in the policy but also given”

How well these indicators are integrated into practice?
“This is the foundation of how we work”
“as a team, with the team and with the patients and their relatives”

Any barriers to collecting this data?

“We discussed the meaning of culturally safe care provision and equal rights. We made a greater inclusion
in that” — should be explained more and what information required with an example as it will differ a lot in
different countries. | am thinking man, woman, sex, ethnicity, religion”

“Same discussion we had earlier about the importance of relatives and family, we would not involve them
to be actual caregivers. They are important but in a different way. They support more mentally or more

psychologically or as a partner or whoever but role in their family role and not the carer”. “we want them
to find a way to stay married or stay as a parent or be independent as a child”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
No

General comments
o Under this KPI the teamwork is addressed only as system support; | think the teamwork as a way of
working should be more visible somehow — maybe lift it into the KPI 1 more clearly — it is more the
culture of teamwork and the holistic view on team and common understanding of teams that somehow
disrepairs in the presented KPIs. Important to make the TEAM work more visible.
o Organisations and systems to proactively support patient and family involvement in rehabilitation
journey
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o Carerinvolvement
= “we have a social system here that is built up and if you cannot take care of yourself than you will get
that help from the community and not always from the relatives.”

Criteria 4: Centres of Clinical Excellence exchange new knowledge and actively promote
mentorship with National/International colleagues and people living with stroke to advance
best practice.

1. Knowledge exchange
a. Collaborations with external organisations to exchange knowledge about best practice e.g. clinical
practice groups, national and international rehabilitation groups
o Yes, within professional contacts with colleagues, professional network meetings, national clinical
practice guidelines work, clinic visits, representatives in regional network groups, activities within
regional stroke networks

Protected time allocated for knowledge exchange activities e.g. networking
Encouraged, but not specifically allocated time

c. Opportunities for staff to participate in training using different modalities for knowledge exchange
activities e.g TED talk, social media, radio, TV

o Yes, partly, lunch webinars weekly for physicians, participating at conferences, professional webinars,
and documentaries (when available)

2. Mentorship
a. Formal interdisciplinary mentorship program (i.e. allocated mentors and mentees) for individual
clinicians and people living with stroke
o Structure for mentoring is in place; e.g. more senior and experienced colleagues mentor newer ones
(recently employed), and physicians have formal supervisors before they become specialists (it's part of
their official training). No mentor program interdisciplinary.
o Patients have a contact person (LOTS)

Formal mentorship program for clinical centres
??? what is the difference from point a)

Investment in mentorship training for mentors
o Not directly?

Protected time for mentoring
This is included in the job description (and expected for the senior colleagues.

How well these indicators are integrated into practice?
o Knowledge Exchange
e Yes
o Mentorship
e No
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Any barriers to collecting this data?

“The hospital has a framework that says that the University Hospital and in order to be University Hospital
and university unit, there are certain criteria that you have to do.”

“Most people are aware that teaching and research are part of requirements” and “with that there goes
the collaboration”

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
No

General comments
“Criteria 4 is more the clinical exchange or collaboration or the research because we have talked about
the research collaboration already in the earlier points. Is there any difference in clinical collaboration,
research collaboration. We thought this is something we already discussed and already answered — so it
needs to be differentiated it much more”
“the interaction between the clinic and researchers but also between different clinicians to learn more”
“in general, we had a little bit trouble with those 4,5 and 6 to differentiate and others — we struggled a
little bit. Differentiate from the others and there were many questions little bit similar. So we struggled a
little bit to see what is exactly required here, what should go under that one.”
Mentorship
Difficult to distinguish the difference between Indicators ‘formal interdisciplinary mentorship program for
individual clinicians’ and ‘formal mentorship program for clinical centres’
“I wouldn’t say we are mentor centre but we are biggest centre in the region and therefore we get more
questions and that will sometimes support the others but not in a mentorship way”. “we are the said to
be the last line so we are to support everyone around”. “more qualified hospital, decided by politicians so
we have to support”. “It is the policy” “We need to help not because we have to help”

Criteria 5: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery have a shared
strong ethical and value-based leadership, that inspires, motivates and drives forward successful
rehabilitation.

1. Development

a. Rehabilitation workforce development

i. Commitment to recruitment of the ‘best’ staff

Best?
“Do you really need this question?”
“Would we answer no here?”
“Don’t we want the best ones always”
“So it would be a little bit stupid to say, you know, we don’t want the best ones”

o O O O O O

“Don’t see the point in this question”
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“They may have different opinions about what's best for the organization, because whether you
look at, look at it in, in, in your own domain, or whether you take helicopters with perspective.”
“Need to ask the questions differently — as you won’t get anything from this question otherwise”

Processes to promote professional growth and development of staff
This was partly taken up under research and knowledge exchange, mentoring KPIs, | think a better
discrimination between these is needed.

Leadership development

Mechanisms to gain feedback to/about leaders and assess leadership e.g. 360 degree feedback,
formal appraisals, open door policies

360 degree? We have yearly surveys that include feedback to leadership, open doors etc

“We don’t know what 360 means — you have a lot of examples but we don’t’ know that it means. If
you are doing this internationally, it is not clear”

“I am convinced we have this, but your questions were not very clear to us”

“We have this concept”

Investment in training and time to grow leaders (who are open-minded, adaptive, inclusive,
team-focused, and knowledgeable)
Yes

Systems to support staff to take up global leadership roles (e.g. editorial boards, committees)
Yes, but system?
“It is not we have systems that go different stages and reach the final level, not in an organised

way.
“We talked about career stages, and discussion with leadership. It is encouraged but not listed”

2. Leaders engaging with key stakeholders

a.

O

b.

O

Engagement of leadership with patients and carers.
Yes

Leadership actively promotes delivery of successful rehabilitation
Yes

3. National/international leadership

a.
O

O

Representation on influential national/international groups and professional bodies
Yes, we have employees represented in influential posts, groups and professional organisations,

Suggestion: this part had a bit too many different angles but difficult to separate

How well these indicators are integrated into practice?

Ok

Any barriers to collecting this data?

No
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Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
Development — commitment to recruitment of the ‘best’ staff

General comments

e Rehabilitation workforce development —a commitment to the recruitment of the ‘best’ staff
o Two varying responses to this question - ? not understanding the question
o “No point in this question”

e Feedback mechanism not very clear

Criteria 6: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery use their specialist
knowledge to provide continuous high-quality education to people with stroke, carers, staff and
the general public (Formal education such as In-house training, Masters Courses, Conference
Presentations, Public Lectures etc).

1. Receiving education
Pathways for staff to gain higher-degree qualifications including Masters and PhD
Yes

o

It is an opportunity — “not everyone needs to or wants to go the whole academic way”.

Onsite educational opportunities e.g. inhouse training

Yes

“differs between different professionals

All professionals have different programs on what they need to go through
Have different opportunities to leave their patients to their clinical work

Do a lot of this in individual professional and within the rehab team regularly
We have a whole clinic once a year

O 00 0 0 O0O0TT

Education for each other — give education for staff in the house at different levels

c. Support for off-site education e.g. sponsored workplace visits, conference scholarships, sabbaticals
to other centres
Yes
The region sets money to apply and also to apply within its own organisation
It is encouraged and requirement at the hospital that certain amount of money have to set aside for
staff development

o Sabbatical — new development recently for part-time staff (part hospital and part uni)

2. Delivering education

a. Delivering conference presentations and in-services to health professionals
o Yes
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Providing education to stroke survivors and carers, and the public

Yes for patients.

For the public - this is not the hospitals responsibility

“We present for the patient organizations if they ask us to do a presentation”

0O 0o 0 0o T

“So we can be invited to take part in public conferences and public presentations, but it's not as
organizing it”

o “organised program through the hospital for clinicians and it is open for stroke survivors and for
carers — it goes on all the time all through the year. It is a collaboration from the hospital

How well these indicators are integrated into practice?
Answered above indicators

Any barriers to collecting this data?
No

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
No

General comments

“Many of these questions were also in earlier questions we went through. Felt like we have answered this
before — structured in different ways or have less KPI for each criteria. Some questions was for clinical and
some for patients”

Criteria 7: Centres of Clinical Excellence in Stroke Rehabilitation and Recovery advocate and
promote equitable access and optimal delivery of stroke rehabilitation services and funding for
innovative research

1. Processes that facilitate ongoing communication with key stakeholders
o Ongoing continuously or when needed

2. Equitable access of stroke rehabilitation
a. Systems to promote equitable access
o Sweden has strong laws for that, there are always individual differences,

Process to monitor access
Yes

Process to improve access if problems identified
o Yes
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3. Regular advocacy and outreach activities

For access to stroke rehabilitation services
Not really

“Not applicable”

0O 0 0o ®

“We don’t have to go out and advertise and promote our care clearly. We are not competing
between centres, people know what to expect when they go the hospital”

For innovative research
Not clear for us why this is here or what should be included here
“feels like this was added on and it didn’t fit anywhere so it was included here.”

How well these indicators are integrated into practice?

| think it's important to have it because we have quite a large part of a population where with immigrants
and as you said with health literacy, we use quite a lot of translators and there's been discussion in the
policies in the by the politicians that certain political parties say that we would save money by not using
interpreters as much as we do. And so | think it's important to be aware of that. There are sometimes dark
streams going through the country and we need to wave the flag again. And say that this is important.
Any barriers to collecting this data?

Answered

Are there other indicators reflecting the delivery of outstanding rehabilitation and optimal outcomes
that you think should be included for your site/health services?
No

Are there any KPIs listed above that you think should not be included when measuring the delivery of
outstanding rehabilitation and optimal outcomes?
Innovative research

General comments

o Regular advocacy and outreach activities

o Forinnovative research — “didn’t fit here. Included in everything else”

o We're not competing with other centers, but we'll need to. We need to step out, step up and because
people said that what is rehab more than physiotherapy so.
So we do have to step up and go out and say this is stroke rehab.
This is rehabilitation and to make people understand that this is the what we are talking about is highly
specialized rehab which is not the same as everyday rehab that is going on with the home care system in
the in the hospital or in in in the home setting.
So we need to we need to wave the flag.
| would say not, for not for competing with other centers, but to be not to be down prioritise.

o “we checked the hospital because in Sweden you have a personal identification number.
If you live in Sweden and we have checked all the patients that have been admitted to the hospital with
the stroke, who do not have a Swedish personal identification because they are from Norway or there
are illegal immigrants or they are passing through the airplane and whatever reason and they get the
same care.” “We know that and that’s a fact”

Post Trial Interview
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O O O O

O O O O O O

How Key Performance Indicators may change their service provision

“I don’t think it is going to change anything but it was good to see because we had CARF accreditation a few
months earlier so we already gone through most of these questions”

“good reminder”

Specific issues during the whole process
Lengthy KPls
We have gone through most of it. It has been interesting

Difficulty collecting evidence/information required

“We had CARF accreditation a few months earlier so we already gone through most of these questions”
“No, as a group we were able to answer all questions”

“Since there are so many open questions, maybe you should narrow it down a bit.

“Cause all this open questions, we had to analyse them on what you want to know and how does it affect
us”

“There are so many professionals in the rehabilitation team, we had to compare them and give you a

” u

combination of all those answer” “For example, physicians meet every Thursday, but psychologist meet

every second Wednesday. So how do we translate that into an answer for you?”

Exploring why sites would like to identify as Centres of Clinical Excellence (CoCE) in stroke recovery and
rehabilitation

Why

“Proudness

Competition

Goals to strive for

Have good internal standards for ourselves

“l think also what is very important is that feel secure in the team and feel secure to voice their opinions
when there is disagreement. Because there is always disagreements once in a while and you should be able
to voice having different opinions without being bullied.

Would identifying as CoCE change/impact service delivery?

Perceptions on how well site achieves key performance indicators compared to other
sites/countries/areas

“l Think we are good”

“We are the best in certain things, but | mean e are not using modern models for training and
rehabilitation. We have a lot lack of equipment that that should be used according to modern standards. So
we are a bit old fashioned and | would say.”

“We are good at research. We are good in education, we have a lot of students coming in from different
professions. We have students coming from different countries. The OT her students coming in, we have
Erasmus. Students come in, which is the European project for exchange, so there's a lot of people coming
in, so we'll do going out. So we do, we do good things. But it's not really up to date, but we are delivering.
It's not that we're doing wrong things, but we are not in the forefront when it comes to clinical application
of new findings.”

“we also have very high patient satisfaction”
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“We are also very good in teamwork. Because in the clinic we have very high satisfaction among the patient
and carers. Patient centred and team centred”

“There is a flexibility in the staff, so people try to cover for each other when there is a like staff missing so
people are quite flexible in trying to deliver the best for the patient”

“Open friendly atmosphere”

What is missing from the criteria that are relevant to health service/model/country
Answered within indicators

What types of evidence do they like to see be considered for each of the indicators
Answered within indicators

The adaptability of the Key Performance Indicators to their healthcare model
Adaptable

General Comments

o “Good ground to talk about and check off. If this applies for us, we have had really good discussions
about it and its waking is us up in many ways. Is this something we should do, it this something we are
doing or is this not applicable to us?”
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