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ABSTRACT
In increasingly constrained health and aged care services, 
strategies are needed to improve quality and translate 
evidence into practice. In dementia care, recent failures 
in quality and safety have led the WHO to prioritise the 
translation of known evidence into practice. While quality 
improvement collaboratives have been widely used in 
healthcare, there are few examples in dementia care.
We describe a recent quality improvement collaborative 
to improve dementia care across Australia and assess the 
implementation outcomes of acceptability and feasibility 
of this strategy to translate known evidence into practice. 
A realist- informed process evaluation was used to analyse 
how, why and under what circumstances a quality 
improvement collaborative built knowledge and skills in 
clinicians working in dementia care.
This realist- informed process evaluation developed, 
tested and refined the programme theory of a quality 
improvement collaborative. Data were collected pre- 
intervention and post- intervention using surveys and 
interviews with participants (n=28). A combined inductive 
and deductive data analysis process integrated three 
frameworks to examine the context and mechanisms of 
knowledge and skill building in participant clinicians.
A refined program theory showed how and why clinicians 
built knowledge and skills in quality improvement 
in dementia care. Six mechanisms were identified: 
motivation, accountability, identity, collective learning, 
credibility and reflective practice. These mechanisms, 
in combination, operated to overcome constraints, role 
boundaries and pessimism about improved practice in 
dementia care.
A quality improvement collaborative designed for clinicians 
in different contexts and roles was acceptable and feasible 
in building knowledge, skills and confidence of clinicians 
to improve dementia care. Supportive reflective practice 
and a credible, flexible and collaborative process optimised 
quality improvement knowledge and skills in clinicians 
working with people with dementia.
Trial registration number
ACTRN12618000268246.

BACKGROUND
The challenge of implementing evidence- 
based guidelines into clinical practice 
continues to be of concern in healthcare.1 
In dementia care, recent Organisation for 
Economic Co- Operation and Development 
(OECD) reports show poor care and low 
training persists in member countries.2 In 
Australia, serious failures in dementia care3 
have prompted inquiries into safety and 
quality.4 Despite evidence of post- diagnostic 
interventions improving quality of life, 
scepticism exists about the ability of people 
with dementia to benefit, resulting in lower 
uptake of evidence.5–7 In this context, the 
WHO Global action plan on the public health 
response to dementia 2017–20258 identified 
as a priority, the need to translate known 
evidence into practice. In the complex field 
of dementia care, understanding what strate-
gies work9 to overcome barriers to implemen-
tation is key to improve the quality of care for 
people living with dementia.

One approach widely used to imple-
ment evidence- based practices is the quality 
improvement collaborative (QIC).10 This 
approach developed by the Institute for 
Healthcare Improvement11 involves bringing 
together health professionals to learn and 
share methods to improve care. Key elements 
include a focus on a specific topic of health-
care, participants from multiple sites, clinical 
and quality improvement experts to provide 
advice and guidance to participants, struc-
tured activities to identify and try out improve-
ments over time and monitoring of progress 
against the aims of the improvement.12 13 
Despite their appeal in improving healthcare, 
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high set up costs and varied success limit confidence in 
their use.10 14 15 There are few examples of QIC applica-
tions in dementia care.16–18

Recent studies of QICs have described compo-
nents,12 19 reported on evaluations,20 21 effectiveness10 and 
cost- effectiveness,15 and identified factors influencing 
outcomes.22–24 Researchers identified the need to open 
the ‘black box’ of QICs to understand how components 
contribute to success.13 25 26 A theory- based understanding 
of the QIC process is advocated to better understand the 
influence of context on outcomes.27 28 Understanding 
how and why QICs work under different circumstances 
is critical to assess suitability and justify the approach. 
Complex interventions such as QICs are multicomponent 
processes that interact with each other and the external 
and organisational contexts in which they operate.29 
Linking a theoretical approach to an evaluation frame-
work helps better understand how to design implemen-
tation interventions and evaluate how they work. Realist 
approaches have been used to understand how QICs 
work28 and several studies have reported realist evalu-
ations of process and outcomes.30–32 Few studies have 
used a realist approach33 or explored the use of QICs to 
improve quality of dementia care.34 Realist evaluation35 
provides methods to understand how clinicians build 
knowledge and skills to improve dementia care in diverse 
settings.36

METHODS
Aim
This realist- informed process evaluation aimed to 
improve our understanding of how a trial QIC worked 
to implement evidence- based guidelines into practice 
in dementia care. The approach uses realist evaluation 
methods to focus on how feasible and acceptable the QIC 
was at the trial stage.30 37 38 A full realist evaluation would 
have considered the effect on guideline adherence.37 39 
This component of the evaluation has been reported sepa-
rately by Laver et al.40 Research questions are:
1. How, why and under what circumstances do QICs build

knowledge and skills in clinicians to improve quality
and practice?

2. Was the QIC approach acceptable and feasible to
clinicians?

The process evaluation was embedded within a transla-
tional research trial (referred to as ‘Agents of Change’) 
which examined whether QICs could improve adherence 
to several recommendations in the Australian Clinical 
Practice Guidelines and Principles of Care for People with 
Dementia (referred to as the guidelines hereafter).41 Full 
methods for the trial have been published in a protocol 
paper.41 The effect of the QIC on the outcome of guide-
line adherence was measured using an interrupted time 
series design and results were reported recently.40 Clini-
cians responded to advertisements for the collaborative 
and self- selected to join one of three subgroups within 
the collaborative related to implementation of exercise, 

carer support or occupational therapy recommenda-
tions. A light touch, low cost intervention was trialled. 
This included online learning modules, teleconference 
meetings and email communication to reduce time and 
costs of participation. Local adaptation of the guideline 
recommendations was encouraged. Online supplemental 
file 1 summarises the components involved in this QIC.

Patient and public involvement
Experts- by- experience of dementia (people with dementia 
and caregivers) were involved in developing priorities and 
advising researchers and clinicians throughout the trial of 
the QIC. One expert- by- experience of dementia was an 
investigator in the trial and was involved in the conduct 
and monitoring the evaluation. She provided advice 
and comments on the text and with other experts- by- 
experience of dementia advised on the form of acknowl-
edgement of their work. Results of the main trial and 
from this and other studies have been sent in email news-
letters to all participants and co- researchers with a link to 
the published papers. Experts- by- experience of dementia 
and coresearchers have presented results at national and 
international conferences. An evaluation of their impact 
will be reported separately.

Study design
This process evaluation followed guidance on process 
evaluation37 42 and realist evaluation35 in knowledge 
translation interventions.43 It addressed implementation 
outcomes of acceptability and feasibility of the trial of 
the QIC approach in building skills and knowledge of 
participating clinicians.30 39 Outcomes of fidelity, penetra-
tion and uptake of the clinical guidelines for dementia 
care as described in the protocol paper41 were reported 
recently.40

The study was completed in four phases:

Phase 1: development of the initial programme logic and 
programme theory to be confirmed with the research team.
This involved: (1) describing the strategy and logic of 
the programme, (2) hypothesising a programme theory 
(3) proposing underlying mechanisms (M) to achieve
the implementation outcomes (O).37 This is denoted as
context (C), mechanism (M) and outcome (O) config-
urations35 to enable understanding of the relationship
between these programme aspects.

The initial programme theory was developed through 
iterative searches of grey literature and academic databases 
for theory components as recommended by Booth et al.44 
Terms used were collaborative learning, quality improve-
ment, skills and knowledge, guideline implementation 
and QIC in healthcare.29 44 The multiple components of 
the QIC method45 were explored by reference to Institute 
for Healthcare Improvement11 and The Health Foun-
dation reports,46 47 then initial theory components were 
identified.48 A limited stakeholder (trial research team) 
consultation developed ‘If…then’ statements (figure 1A), 
to be tested with clinicians at post- intervention stage.
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Phase 2: pre-intervention and post-intervention data collection of 
surveys and interviews (quant +QUAL)
A concurrent mixed- methods approach49 was used to 
develop an understanding of the clinicians’ experience 
in the QIC. The survey tool Quality Improvement Knowl-
edge Assessment tool (QIKAT- R)50 identified changes in 
their level of knowledge of quality improvement over two 
time points. The Normalization MeAsure Development 
(NoMAD) survey51 was used to identify clinicians’ under-
standing of processes to normalise changes in practice on 
commencement and at completion of the programme. 
Pre- intervention interview questions were developed 
to explore context using the Consolidated Framework 
for Implementation Research (CFIR),52 the processes 

of implementation using normalisation process theory 
(NPT)53 and expectations of the QIC using programme 
theory.35 At post- intervention stage, questions related to 
clinicians’ experience, barriers and enablers, and achieve-
ments. The initial programme theory was then shared 
with clinicians to explore their reasoning and response 
to the hypotheses.

Phase 3: data analysis, patterns of mechanisms and hypothesis 
testing
A framework analysis of interview data identified change 
in knowledge and skills, multilevel contextual influences 
and clinicians’ experience of the collaborative. Exit inter-
views were conducted with clinicians who withdrew from 

Figure 1 Initial and refined programme theory of a Quality Improvement Collaborative in agents of change trial.
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the collaborative to provide an understanding of their 
reasons for withdrawal. Summaries of patterns of mech-
anisms are presented for three major settings in which 
clinicians worked. The interviews described acceptability 
and feasibility of the trial of the QIC and how learning 
generated change.54 The survey data were integrated with 
the patterns of mechanisms to test the programme theory.

Phase 4: refinement of the initial programme theory
First, the initial programme theory was shared with clini-
cians in the post- intervention interviews. The ‘if…then’ 
propositions were discussed to assess if and how each 
applied. Clinicians offered their own rationale for each 
proposition, some refuting, some confirming and most 
refining the propositions. Second, these responses were 
compared with the pre- intervention results to identify 
where they differed and to revise the theory of how and 
why the QIC worked and in what circumstances.48 Third, 
survey results were integrated with interview results to 
identify patterns of mechanisms and differences between 
three main setting types. Where patterns matched 
hypotheses the programme theory was confirmed. Where 
data did not match, the hypothesis was refuted and where 
additional conditions were identified, the programme 
theory was revised to improve understanding of how the 
trial QIC built knowledge and skills for clinicians.43

Data collection
Surveys
Quantitative data were collected in two surveys, using the 
QIKAT- R50 and the NPT measure (NoMAD)51 admin-
istered pre- participation and post- participation in the 
collaborative. QIKAT- R is designed to assess clinicians’ 
ability to write an aim, a measure and change for a quality 
improvement scenario.50 NoMAD51 assessed the degree of 
agreement of clinicians with statements based on the four 
NPT53 constructs of normalising a change to practice.

Clinicians consented to participate in the evaluation 
and undertook the surveys online in the introductory and 
final learning modules. Data were extracted for analysis 
of changes in understanding. Online supplemental file 2 
provides an outline of the interview questions and online 
supplemental files 3 and 4 provide an example of the 
NoMAD and QIKAT- R surveys used in the online learning 
modules. On completion of the programme clinicians 
were asked to comment online on their degree of success 
in implementing change.

Interviews
Clinicians were invited to participate in interviews and 
were introduced to the evaluator via an email from the 
project coordinator (MCa). The first author (LdlP) 
undertook the evaluation as a PhD student with experi-
ence as a clinician in aged care and sought consent via 
the approved ethics process. Semi- structured private 
telephone interviews, up to an hour, were conducted by 
LdlP with clinicians, on commencement and completion 
of the programme. The same interview guide was used 

for each person to describe their motivations, experi-
ences, setting and role. A realist interviewing approach 
using a supplemented interview guide was added at the 
post- intervention stage to share the initial programme 
theory and understand their reasoning and responses.55 
With consent, interviews were recorded and transcribed, 
checked for accuracy and sent to clinicians for comment 
or addition. Field notes made by LdlP during the inter-
views added information for accuracy, emphasis or 
requests to stop recording of parts of the interview.

Data analysis
Surveys
Responses were extracted from the online surveys, 
de- identified for each clinician and compared with iden-
tify change in knowledge and skills of quality improve-
ment (QIKAT- R) and engagement in processes of normal-
ising implementation (NoMAD). Results were scored (by 
LdlP and GR) for QIKAT- R50 using the rubric provided. 
The principal researcher (KL) resolved any discrepan-
cies. The NoMAD51 survey responses were converted to 
a five- point Likert scale56 (by LdlP and checked by GR). 
Descriptive statistics were used to present the degree of 
agreement with implementation processes by clinicians. 
Small sample sizes, missing data and lack of controls 
limited further statistical analysis.

Interviews
Interview data were transcribed verbatim, de- identified 
and entered into NVivo V.12 software,57 for analysis using 
a combined inductive and deductive58 framework anal-
ysis approach.59 Three frameworks were used to iden-
tify: issues related to the context (CFIR),52 the social 
processes involved in normalising the change (NPT)53 
and the mechanisms at work within the collaboratives and 
the broader context (RE).35 These frameworks provided 
additional insight into context (C), mechanism (M), 
and trial outcomes (O) to understand how, why and in 
what circumstances the collaborative may work. A recent 
model for synthesising multilevel data in implementa-
tion research has similar approaches.60 Table 1 shows the 
alignment of these frameworks.

Coding categories were developed from the frame-
works and interviews were coded deductively (LdlP) with 
30% checked for consistency (GR). Any differences were 
resolved by discussion or consultation with the principal 
researcher (KL). Elements of context, mechanism and 
outcomes patterns were searched for in the data through 
a deliberate and inductive process.30 Quotes from inter-
views were extracted and presented in the results. This 
adapted framework analysis was used to confirm, refute 
or revise the initial programme theory.61

Integration of results
Data from interviews and surveys were integrated at 
both the pre- intervention and post- intervention stages 
through description and joint display62 to identify where 
they confirmed, refuted or revised the initial programme 
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theory. A revised programme theory was developed to 
explain how and why the collaborative built knowledge 
and skills in quality improvement.

RESULTS
Participants
Of the 45 clinicians in the Agents of Change trial, 28 
(62%) were involved in the process evaluation.

The QIKAT- R was completed by 26 (58%) clinicians at 
pre- intervention and 18 (38%) at post- intervention. The 
NoMAD survey was completed by 13 (29%) clinicians at 
pre- intervention and 15 (33%) post- intervention. Table 2 
presents the characteristics of clinicians, showing the 
range of professions, settings, locations, type of organisa-
tion as well as the subgroup chosen for the collaborative.

Pre-intervention and post-intervention survey results
Results for pre- interventionand post- intervention surveys 
are presented in online supplemental file 5 (NoMAD) 
and online supplemental file 6 (QIKAT- R). Most clini-
cians (80%) scored poorly on the QIKAT- R prior to 
the intervention, demonstrating limited knowledge 
about quality improvement. This finding validated the 
need for learning. These scores improved modestly 
post- implementation. In the pre- intervention NoMAD 
survey, most clinicians (70%) saw the need for change, 
and how the guidelines differed from their current prac-
tice. They were optimistic about the support they would 
have from managers and the collaborative but were less 
confident in their coworker abilities to implement the 

changes. Post- implementation, most indicated decreased 
support from their managers and increased confidence 
in coworkers.

Pre-intervention interview results
Interviews were conducted with 24 (53%) clinicians. 
They reported feeling highly motivated to undertake the 
process and participate in the collaborative subgroups. 
Over 85% reported having no experience of leading 
quality improvement processes and were unsure of their 
knowledge or how the implementation process would 
unfold in their setting

Context
Most clinicians identified external policy and funding 
constraints on their organisations which would impact 
on their practice. This was reflected in changes to 
their roles, restructuring of the organisation and time 
constraints.

We're going through a major…change with the new 
CEO…challenge for me is that because staff are 
unhappy, we are having a high turnover (participant 
S11).

In public hospital services, multidisciplinary teams and 
formalised quality improvement structures were iden-
tified as being supportive of the proposed changes. In 
aged care settings, however, most participants identified 
role boundaries and scepticism as barriers to quality 
improvement.

Table 1 Alignment of frameworks for analysis of qualitative data

Context: Setting, team and 
individual elements: CFIR52

Initial mechanisms of 
change in QIC explored: 
RE35 66–68

Social processes in 
normalising the change: 
NPT53

Questions for interviews with 
participant clinicians

Context (external and QIC 
resources))

Identity, motivation to 
improve quality of dementia 
care

Coherence: changes make 
sense

Changes in policy funding 
processes, fit with organisation 
and practice, needs of clients, 
barriers to services or change

Organisation (team, support) Accountability and reward 
drivers internally and in 
organisation

Cognitive participation: 
engaging others in planning 
for changes
Collective action: engaging 
others in change actions

Support provided from 
manager and team, resources 
available, accountability for 
outcomes, recognition

Professionals Collaboration, doing it 
together, motivation, 
commitment

Collective action: engaging 
others in change actions

Learning about evidence- 
based practice, quality 
improvements, networking, 
achievements, CPD and other 
incentives

Intervention (Guideline 
recommendations for exercise, 
carer support and occupational 
therapy and the Plan- Do- Study- 
Act process69)

Easy to do, credible, 
achievement and recognition

Collective action- engaging 
others in change actions
Reflexive monitoring- 
reviewing effects, evaluating 
changes

Fit with service and values, 
flexibility, acceptability, 
practicality, outcomes

CFIR, Consolidated Framework for Implementation Research; CPD, continuing professional development; NPT, normalisation process theory; 
RE, realist evaluation.
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No doubt there'll be a bit of resistance from … staff, 
… ‘why should I do it your way, I've done it this way 
my… entire life?’ (participant E11).

What we do is treat pain or put things into place to 
prevent falls, but that’s all you can do (participant 
E10).

Wait and see approach
Most clinicians were unaware of the existence of the 
guidelines before commencement and were uncertain of 
how recommendations could be adapted to their prac-
tice. While most understood how the trial QIC would 
work, they were cautious about what would be required 
in their setting.

Implementation processes
Clinicians in all settings understood the intent to adapt 
implementation of the guidelines to suit their setting and 
expressed confidence that this approach was acceptable 
and feasible.

I feel fairly confident that we will be able to get things 
off the ground and make some changes (participant 
S15).

Those working in hospital settings were more likely to 
have experience of quality improvement and had begun 

to identify who they needed to involve in the change 
process.

…needs to go through my director and the …
reference group …so any reporting back on any 
changes in process or procedure …would have to be 
verified … and approved (participant C06).

Most clinicians understood that implementing changes 
would involve communicating with others and engaging 
them in new practices.

Mechanisms
The mechanisms identified from interviews were similar 
but described differently by clinicians in each of the three 
main settings. Table 3 presents initial mechanisms identi-
fied across three settings for participants.

Post-intervention interview results
On completion of the QIC, interviews were conducted 
with 16 (36%) clinicians. Most reported their acceptance 
of and satisfaction with the process. They identified signif-
icant skills and understanding gained from the process.

A solid methodology and a solid quality improvement 
plan have been really critical in getting us to a point 
where it’s working and sustainable (participant S13).

Table 2 Characteristics of participant clinicians by collaborative subgroup in the process evaluation

Characteristics

Collaborative subgroup (n%)

Exercise n=12 Carer support n=6
Occupational therapy 
n=10

Female 10 (83%) 6 (100%) 10 (100%)

Male 2 (17%)

Regional/rural/remote 3 (25%) 2 (33%) 2 (20%)

Profession

 Physiotherapy 10 (83.4%) 1 (16.7%) 0 (0%)

 Occupational Therapy 0 (0%) 1 (16.7%) 10 (100%)

 Nursing 1 (8.3%) 2 (33.3%) 0 (0%)

 Medicine 1 (8.3%) 0 (0%) 0 (0%)

 Dietetics 0 (0%) 1 (16.7%) 0 (0%)

 Health services 0 (0%) 1 (16.7%) 0 (0%)

Organisation type

 Public 3 (25%) 3 (50%) 4 (40%)

 Private 2 (16.7%) 0 (0%) 0 (0%)

 Not for profit 7 (58.3%) 2 (33.3%) 4 (40%)

 Sole provider 0 (0%) 1 (16.7%) 2 (20%)

Service setting

 Acute 1 (8.3%) 1 (16.7%) 3 (30%)

 Sub- acute/transition care 2 (16.7%) 0 (0%) 1 (10%)

 Community/outpatient 2 (16.7%) 5 (83.3%) 6 (60%)

 Residential 5 (41.6%) 0 (0%) 0 (0%)

 Residential and community 2 (16.7%) 0 (0%) 0 (0%)
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They reported how the process enabled them to review 
their own practice.

…quite a bit of reading and reflection that was 
involved in the project, especially when you’re going 
through that PDSA cycle (participant C05).

However, they reported that overcoming preconceived 
ideas was demanding.

there was a bit of education with the staff … at that 
particular site had some preconceived notions about 
whether people could attend or not (participant 
E13).

…people go, ‘Oh no, I haven’t really had anyone 
that’s suitable.’ And I say ‘Well, who have you had?’ 
(participant E09).

Table 3 Initial mechanisms identified across three key settings, with example quotations

Public hospital services 
n=14

Residential and community 
aged care n=6 Private practitioners n=4

Motivation and building 
confidence to engage in 
change

Improved job satisfaction and 
interest in dementia care were 
motivators
‘I hope to improve the service 
that I'm delivering and gain 
knowledge and confidence’ 
E10

Encouragement to improve 
services after stress of changes 
and interest in dementia care
‘if it improves the quality of life 
of our residents it’s worth doing’ 
E11

Broadening business goals 
and interest in dementia care
‘it just provides us with 
another option that we can 
then promote to future clients 
for the business’ E04

Accountability to strengthen 
commitment to change

Formal staged schedule to fit 
in with time constraints
‘I think the structure of that 
agents for change… with how 
we develop a project as such, 
will help me’C06

Structure to guide process and 
provide flexibility
‘…guided through and 
supported through the whole 
thing and not left to your own 
devices’ O05

Regular reminders to keep 
the collaboratives as a 
priority
‘if you’re doing it on your 
own, it’ll sort of get pushed to 
the back again’ E08

Sense of identity reinforced Professional leadership in 
services
‘I think it is a really 
transferrable skill in 
demonstrating leadership and 
giving people opportunities to 
step up’ S13

Commitment to improved quality 
of services for people with 
dementia
‘I’m very passionate about 
people with dementia so with 
my values I want to make sure 
that they’re maintaining their 
independence and participating 
in things they want to participate 
in.’ O04

Specialist provider to people 
with dementia
‘I’m aiming for our OT 
practice to be specialist in 
services for older people’ 
O03

Collective learning increases 
mutual support

Sharing knowledge for 
improvement was valued
‘…breadth of the 
experience… from the team 
itself will be really valuable to 
share’ C06

Learning from others and 
comparing interventions helped 
assess services
‘…you can pool your ideas and 
see where the problems are, 
who’s having success in certain 
areas’ E05

Sharing knowledge enhanced 
satisfaction in the work
‘Feeling confident that I'm 
following best practice which, 
for me, creates better job 
satisfaction’ C05

Doing it together increased 
safety to learn and make 
mistakes

Overcoming isolation and 
providing confidence to learn
‘I really just want that contact 
because… I was quite out 
of my depth, going I don’t 
know if I’m going in the right 
direction’ E09

Re- energising by working with 
like- minded others
‘Great to have so many 
likeminded people in the one 
place.’ C08

Practical guided approach 
motivated participation
‘I see it as being more 
practical, which appeals to 
me’ O07

Credibility increases trust 
and acceptance of the 
process

Valued evidence base and 
shared focus on improvement 
in process
‘I mean, the evidence is really 
there and it’s exciting to work 
with people who are on that 
same train of thought. That’s 
the joy of it’ O09

Evidence base fits with 
accreditation standards
‘…recognition that it’s obviously 
a project that would be of 
interest to the organisation’C08

Connection between best 
practice and research
‘…people Australia- wide 
who have been involved 
in it and are basing their 
practice on research and the 
evidence’C05

OT, occupational therapy.
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For those who were successful in making change, the 
support of managers and involvement of others were key 
to implementing the guidelines. Clinicians in aged care 
and public hospital settings reflected on the team effort.

…it was really a team effort at the end of the day. 
(participant S13).

…identifying your local heroes and putting 
responsibility on other people …, ‘this isn’t just me 
doing this. This is us doing this’ (participant E11).

Others were able to align the improvements with organ-
isational strategies and structures and gain support from 
others. In hospital settings with quality improvement 
structures, this alignment made the process feasible and 
provided both accountability and recognition.

… it crosses over many of the domains from the 
organisational point of view and accountability…. It’s 
been great to have that recognised (participant C06).

External and internal context changes led six clini-
cians (13%) to withdraw from the programme. Two had 
personal family circumstances that led them to leave their 
work and participation in the programme. Others were 
related directly to organisational changes.

Funding changes at a national level resulted in signif-
icant organisational and role changes and stress for two 
clinicians in aged care settings.

…the sector is facing quite dramatic reform…our 
focus upon managing dementia in the community, 
may not be a priority going forward (participant S06).

That led to changes in the level of support available from 
their managers.

…the support from management is very limited 
because their energy is all being focused on the 
(organisational) change itself… (participant S02).

In public hospitals, time constraints impacted on the level 
of inter- disciplinary team support, with one clinician with-
drawing due to tensions in the team.

the dynamics were more difficult than I had 
anticipated, and making any change was going to 
alienate me (participant O08).

Those who withdrew were disappointed to leave, but 
valued the learning modules, access to peers and research 
team support.

Mechanisms at work within the collaborative
The initial programme theory was shared with clinicians 
in the interviews to consider and reflect on their expe-
riences. The ‘if…then’ propositions were presented to 
clinicians to assess if and how each applied to them. The 
mechanisms identified on commencement were gener-
ally supported and some were modified on reflection. 
The structured process of the collaborative provided 
confidence while a sense of accountability to complete 
the programme drove commitment to the changes. The 

collaborative provided a sense of community and confi-
dence in the process. The credibility of the evidence base 
and the team of experts and researchers engendered trust 
and confidence to make changes. An additional mecha-
nism was identified of how achievements were recognised 
through reflection. Table 4 summarises the mechanisms 
and reasoning identified.

Integration of results
Post- intervention results were integrated and compared 
with the pre- intervention results to identify where they 
confirmed, refuted or suggested the programme theory 
needed revision.

While results from the QIKAT- R survey showed modest 
improvement in knowledge of quality improvement 
methods, data from interviews provided examples from 
clinicians across settings that they gained knowledge and 
skills in quality improvement.

The results from the NOMAD survey confirmed that 
clinicians were engaged with the changes and made efforts 
to involve others in implementing changes. All clinicians 
agreed that audit reports and feedback on implementa-
tion plans helped them to modify practice and deliver 
changes. The interview data confirm the value of reflec-
tive practice to clinicians to consider gaps and to monitor 
progress in changes.

Table 5 presents a summary of how the qualitative and 
quantitative results aligned to confirm, refute or lead to 
revisions of the programme theory.

A refined programme theory was developed and is 
presented in figure 1B. Support through the QIC built 
confidence (mechanism) for most clinicians to make 
changes (outcome) despite constraints and scepticism 
(context). When support was lacking in their setting, 
those constraints led some to withdraw or only partially 
complete the implementation. The credibility of the 
experts (context) encouraged trust in the process and 
the confidence (mechanism) of clinicians to commit to 
improving dementia care (outcome). Review processes 
(context) enabled reflection and recognition of efforts 
(mechanism) in improving dementia care (outcome).

DISCUSSION
A realist informed approach provided insights into how, 
why and under what circumstances a trial QIC built knowl-
edge and skills in clinicians working in dementia care. 
The QIC attracted clinicians with a passion to improve 
dementia care in a context of resource constraints and 
pessimism about the benefits of interventions to improve 
quality of life. Devi and colleagues have identified how 
the multiple types of staff, the prescribed roles and differ-
ences about priorities, and negative perceptions around 
care homes, impacted on the use of QICs in UK.63 Similar 
contextual influences were seen across services providing 
dementia care in this study. The QIC provided resources 
and opportunities for clinicians that were not usually 
available in their setting and met their needs for support, 
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Table 4 Summary of mechanisms identified by clinicians at the conclusion of the programme, with example quotations

Public hospital services N=10
Residential and community 
aged care N=4 Private practitioners N=2

Motivation and 
confidence to engage 
in change

Structured and supportive 
process assisted engagement
‘I just felt motivated throughout 
the process because I knew I 
had the support of your team, 
so the expertise and leadership’ 
O13
‘OTs love structure. The structure 
was very good, so that was 
great’ O09

Structured and supportive 
process was flexible and 
assisted engagement
‘…it made it more appealing, and 
easier to engage with’ O04
‘…the confidence of having other 
people check your work and give 
you the seal of approval’ E13.

Relevant and useful approach 
made steps practical
‘…could go in and do parts of it 
and then come back to it, that 
made it a lot easier to fit it in to 
work’ C05

Accountability 
strengthened
commitment to 
change

Fitted in with organisational and 
time requirements
‘it crosses over many of the 
domains from the organisational 
point of view and accountability 
point of view’ C06

Maintained engagement and 
accreditation
‘I was much more motivated 
to do it, I felt like it had work 
outcomes and a personal 
outcome’ C07

Maintained engagement and 
accreditation
‘It was actually you guys kind of 
driving us to get the work done. 
Which is a good motivating 
factor for people like me who get 
distracted easily’ E13

Sense of identity 
reinforced

Professional evidence- based 
practice
‘having an external auditor 
to come through and look 
at that and feel that it was a 
good project. And having great 
outcomes is really positive to 
hear too’ S13

Advocate for improved quality 
of services for people with 
dementia
‘…chose to work in aged care. 
I knew I was doing it for my 
residents, and to help support 
the staff’ E11

Professional competence in 
dementia
‘even though I’ve sort of worked 
within an ageing population for 
a long time, I really wanted to 
know what best practice was’ 
O07

Doing it 
together/collective 
learning increased 
confidence

Value of sharing perspectives 
and learning from others for 
improvement
Initial learning from others 
increased confidence
‘I think we kind of talked a lot at 
the beginning and then you kind 
of found your feet and you knew 
what you were doing’C01

Overcoming isolation and gaining 
support
Motivating by working with like- 
minded others
‘It’s nice to have people who … 
have similar mindsets and being 
able to bounce ideas off of them’ 
O04

Sense of community and 
overcoming isolation
Confidence in practice it’s always 
good to get other people’s 
ideas and feedback. Working 
in a private practice, if that’s all 
you are doing, it can be quite 
isolating’ O07

Credibility built trust 
and
confidence in process

Trustworthy, evidence base, 
aligns with organisation needs
Research accepted by 
professional bodies
Voice of experts by experience of 
dementia respected
‘I think the value to an 
organisation with the quality 
improvement expertise, 
the training, the contact, 
the researchers and the PD 
development I think is extremely 
valuable’C06

Evidence based
CPD points through a work 
project
Perspective of people with 
dementia useful
‘I think it was helpful to see that 
evidence of there being different 
types of experts’ E10
‘you're getting your CPD points 
and you're learning while you're 
at work, in work time’
C01

Evidence base and acceptance 
by professional body
Validity of improvements and 
connection with research
‘It was incredibly important for 
me’ C05

Reflection on efforts 
helped recognise 
achievements

Alignment of organisational goals 
and improvement in services
‘I think it’s the thing of linking it 
back to the different strategic 
visions and values’ C06

Influencing wider service change
‘…take my knowledge and my 
actions and my words, and 
influence others around me’ E11

Satisfaction with competence 
and professional value
‘…that’s improved my practice 
and sense of empowerment I 
guess, working with clients with 
dementia and their carers’ C05

CPD, continuing professional development.
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coaching, practice reflection and a flexible structure. 
They valued the credibility of the programme, the flex-
ible approach which suited their work needs and the 
process of trying out changes before adopting a new prac-
tice. By being part of a dementia specific collaborative 
with access to experts and peers for support and advice, 
they developed confidence to pursue change in prac-
tice. Access to experts- by- experience of dementia and 
clinical experts convinced clinicians of the benefits and 
empowered them to challenge preconceived ideas and 
routine practice. When their personal motivation aligned 
with organisational structures and resources, clinicians 
successfully built the knowledge and skills to implement 
significant systems improvements and were recognised 
for their achievements.

Others were able to change their practice for the 
selected recommendations of the guidelines and reported 
improvements for their clients. Many faced contextual 
barriers through time and resource constraints, manager 
or team resistance, major organisational restructures, 
and policy changes. While some clinicians withdrew due 
to contextual barriers, most gained knowledge, skills and 
the confidence to engage in quality improvement which 
improved practice in their setting. There was a sense of 
empowerment for many clinicians in overcoming barriers 
to change. Six mechanisms in the QIC were identified: 
motivation, accountability, identity, collective learning, 
credibility and reflective practice. The relationships 

between context, mechanisms and outcomes showed 
how components of the QIC worked to build a sense 
of identity and confidence to challenge preconceived 
ideas of what was beneficial for people with dementia. 
The flexible, on- line delivery and guidance of the QIC 
programme made the process acceptable and feasible for 
most clinicians.

While QICs have been studied extensively, implemen-
tation has differed and outcomes have been inconsis-
tent.10 64 Few studies have used a realist approach33 or 
explored the use of collaboratives to improve quality in 
dementia care.34 Applying a theory- based evaluation to 
understand how and why a QIC built knowledge and skills 
in clinicians, is key to capacity building65 and identifying 
strategies for knowledge translation efforts in dementia 
care.

By bringing clinicians together from different care 
settings, who work with people with different severity of 
dementia, the QIC provided opportunities to work on 
a range of quality improvement activities to suit their 
settings. This study advances the understanding of how 
components of QICs contribute to success and why they 
matter to clinicians in dementia care. It offers an under-
standing of how support from peers and experts, and 
reflective practice in collaboratives worked specifically in 
dementia care, where clinicians are often isolated, there 
is pessimism about potential gains of interventions for 
people with dementia and resistance from coworkers. 

Table 5 Integration of main findings and alignment with programme theory

Programme theory Mechanisms NPT QIKAT- R Contextual factors

Motivated clinicians join High agreement High agreement High agreement (low 
scores)

High need

Collect data and 
engage in learning

High agreement Medium agreement Unclear (low scores) High impact of 
constraints

Incentive offered Medium agreement
(CPD)

Medium agreement No connection Low/ medium value

Learn online with others Medium agreement
(flexibility)

Medium agreement
(engagement)

Unclear
(high learning not 
shown in scores)

Medium value

Collaborate with peers Medium agreement
(sense of community)

Medium agreement
(connection with others)

Unclear
(sharing of learning 
not shown in scores)

High need to reduce 
isolation

Advice, feedback from 
experts and researchers

High agreement
(credibility and authority)

Medium agreement
(collective action)

Low: scores did not 
reflect learning

High need for coaching

Apply QI steps and 
adjust

Medium influence Medium collective action Low: scores did not 
reflect learning

Medium influence due 
to low cost/ small scale 
changes

QI process is accepted 
benefits seen

Medium agreement 
(ownership and 
commitment)

Medium agreement
(collective action)

Low: scores not 
reflected in process

Medium support of 
changes in own settings

Results promote 
awareness and benefits

Medium agreement 
(recognition and 
empowerment

Medium level of 
embedding

Low: scores not 
reflected in learning

Medium interest in 
organisations

CPD, continuing professional development; NPT, normalisation process theory; QI, quality improvement; QIKAT- R, quality improvement 
knowledge assessment tool.
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Adherence to the three key guidelines was sustained over 
the 9 months of the trial as reported separately.40 The 
online modules for learning have been made publicly 
available for clinicians to use, and with increased uptake 
will be monitored regularly. The findings offer insights to 
inform the design of future QICs to further spread clin-
ical guidelines for dementia.

Evaluation strengths and limitations
The use of realist- informed process evaluation was a key 
strength. A theory- led framework analysis offered perspec-
tives of context, implementation process and mechanisms 
at work within the collaboratives. The mixed- methods 
design offered the opportunity to gather rich qualitative 
and quantitative data to examine how QICs work.

A limitation of this evaluation was the use of the 
QIKAT- R survey to measure knowledge about quality 
improvement. The survey was presented in a way that 
led to participants focusing on clinical responses rather 
than a process improvement approach, resulting in low 
scores. The interview data provided stronger evidence of 
improved knowledge and skills. Small numbers of partic-
ipants in the evaluation limited statistical analysis but still 
offered a rich exploration of the mechanisms and contex-
tual factors affecting their learning.

CONCLUSION
This study addresses a strategy to improve dementia care. 
A QIC designed to suit geographically dispersed clinicians 
in different settings and roles was acceptable and feasible 
in building knowledge and skills to improve dementia 
care. The motivations of clinicians and the credibility 
of the collaborative process empowered clinicians to 
counter pessimism to improve dementia care. This offers 
insight into how preconceived ideas of what is possible 
in dementia care in complex and resource constrained 
contexts can be overcome.
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