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JBI CENTRE

over 30 JBI entities in Asia and 10 are in Mainland China
The establishment of a JBI group based at PolyU will be integral in
developing new research questions to address some of the key health

priorities affecting Hong Kong and the Greater Bay Area’s population

JBI at PolyU SN is the only JBI Centre in Hong Kong
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JBI Hong Kong Centre of
Evidence-Based Healthcare Excellence
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Our JBI Centre Core Activities

The core activities include:
(1) evidence synthesis through JBI systematic reviews;

(2) knowledge generation and translation through primary
research;

(3) evidence implementation and

(4) evaluation of implemented policies and guidelines.
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How long does it take for evidence (EBP) to be
applied in routine practice?

1 7 l e a rs Medical News & Perspectives

April 5, 2023
It Takes an Average of 17 Years for Evidence to
Change Practice—the Burgeoning Field of

Only 1in 5 evidence-based Implementation Science Seeks to Speed Things Up
interventions make it to routine clinical b
JAMA. 2023;329(16):1333-1336. doi:10.1001/jama.2023.4387
practice.

@ JAMA Medical News
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Understanding Evidence Implementation

* Implementation Science

The study of methods and strategies
to promote the systematic uptake of
research findings and other evidence-
based practices into routine practice,
and hence to improve the quality and
effectiveness of health services and
care.

* It involves understanding the
behavior of healthcare
professionals and support staff,
healthcare organizations,
healthcare consumers and
policymakers in context, as key
variables in the sustainable uptake,
adoption, and implementation of
evidence-based interventions.




From EBP to implementation

EBP is not just finding evidence.
Guideline adoption requires

Evidence Context

Facilitation Behaviour Change



Defining Evidence Implementation

* Distinction between evidence implementation, quality
Improvement, and research

« Evidence implementation: a systematic process of
iIntroducing and sustaining change using the best available
evidence

« Core principle: it is not enough to generate evidence; it must
be used in practice

E HONG KONG
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Identify
practice area/
problem with
stakeholders

Consider Engage
sustainability change agents

Re-ass_;ess =valuatio context and
practice 5 readiness for

change

Implement Review

change to practice against
practice using  evidence-based
GRiP criteria

Figure 2. JBI's approach to evidence implementation.




Step 1: Select the evidence/recommendation

Choose a recommendation that is:

High priority
Clinically important
Measurable

Feasible to change



Defining Evidence-based Practice

Decision making that considers the
feasibility, appropriateness,
meaningfulness and effectiveness of

practices.
: : : CLIENT/
The best available evidence, the context in _ PATIENT
which care is delivered, the individual ~|=5al=ar - PREFERENCE

patient and the professional judgement and
expertise of the health professional inform
this process

(Jordan, Lockwood, Munn & Aromataris, 2019)




Step 2: Translate into audit criteria

Instead of “assess pressure injury risk,” define:

“All adult inpatients have a documented pressure injury risk assessment within 8
hours of admission.”

...... Wiy~




Step 3: Baseline audit

Measure current compliance.




Step 4: Identify barriers/facilitators




Step 5: Implement targeted strategies

Not generic education alone — strategies matched to barriers.

@

matched to barriers




Step 6 and 7: Re-audit and sustain

Did practice change? How will it be maintained?







Case Study

Clinical Context

* A community nursing service covering a mixed urban and
semi-rural population, employing 18 community nurses who
provide home-based care to older adults

* The service receives approximately 200 new referrals per
month, predominantly for older adults with multiple long-
term conditions, mobility limitations, and recent hospital
discharge

* Nurses conduct comprehensive geriatric assessments,
medication reviews, wound care, continence management,
and chronic disease monitoring

* The service has strong links with general practices,
physiotherapy, occupational therapy, and local falls
prevention exercise programmes

Q THE HONG KONG
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The Practice Gap

21

Falls are the leading cause of injury-related hospitalisation and
death in older adults, with approximately 30% of community-
dwelling adults aged over 65 falling each year

NICE guideline [NG239] recommends that all older adults should
be asked about falls history routinely, and those at increased risk
should receive multifactorial falls risk assessment and
iIndividualised interventions

An informal review suggested that falls risk was assessed
opportunistically and variably, usually only after a fall had
occurred, rather than systematically

No standardised screening tool was in use, and referrals to
evidence-based falls prevention programmes were inconsistent

Documentation of falls risk assessment, intervention, and follow-
up was fragmented across different parts of the clinical record

Q THE HONG KONG
Q‘ POLYTECHNIC UNIVERSITY
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Evidence Implementation to address the gap:

Implementing NICE Guidelines for Falls Prevention in Community
Nursing Practice

NIC National Institute for Search NICE
Health and Care Excellence

Standards and Clinical Knowledge British National
indicators Summaries (CKS) Formulary (BNF)

Guidance

Home > What NICE does

Standards and Indicators

We have a library of over 200 quality standards and a single menu of
indicators, designed to help define and measure quality in health, public
health and social care.

These can be highly valuable for commissioners, service providers, practitioners,
partner organisations and charities. They're also of significant use to service users and
those close to them.

Q THE HONG KONG
Qb POLYTECHNIC UNIVERSITY
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Implementing NICE Guidelines for Falls

Prevention in Community

Core Recommendations Used for Audit Criteria Development

1.Screening: All adults aged 65 years and over should be asked routinely
whether theC?/ have fallen in the past year, and about the frequency,
context, and characteristics of any falls

2.Risk Stratification: Those who have fallen once should be assessed for
gait and balance problems; those with recurrent falls, or a single fall with
gait or balartme problems, should receive multifactorial falls ris
assessmen

3.Multifactorial Assessment: Assessment should include identification of
falls history, gait and balance, medication review, vision, home hazards,
cardiovascular examination, feet and footwear, and cognitive and
neurological function

4.Individualised Intervention: All older adults at increased risk should
receive an individualised multifactorial intervention, including strength
and balance training, home hazard modification, medication review and
optimisation, and management of postural hypotension and other
contributing conditions

5.Referral: Referral to evidence-based falls prevention exercise
programmes (e.g., Otago Exercise Programme, FaME) should be
offered to those with gait, balance, or mobility problems

Q THE HONG KONG
! CHINIC

b POLYTECHNIC UNIVERSITY
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Understanding the unique context of Primary
Care Settings

« Characteristics of primary care: diverse patient populations,
chronic disease management, health promotion, episodic
acute care

* Nurses' scope and roles: autonomy, longitudinal
relationships, multidisciplinary teamwork

» Specific challenges: time constraints, competing priorities,
limited resources, isolation from academic centres

ngHEH()N(}K()IE](;
OLYTECHNIC UNIVERSITY
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Aspect

Primary Goal
Scope

Intervention Status

Methods

Outcomes Measured

Stakeholder Engagement

Dissemination

Ethics/Approval

Example

When to Choose

Implementation Research

Generate generalizable knowledge about
implementation strategies

Multi-site, system-wide, or broader
context

Evidence-based intervention; focus on how
best to implement

Rigorous research designs (e.g., cluster
RCTs, mixed methods, comparative
studies, hybrid design)

Implementation outcomes (RE-AIM,;
adoption, fidelity, sustainability), clinical
outcomes

May involve multiple sites, broader
stakeholder groups

Academic publication, policy change,
informing broader practice

Usually requires formal research ethics
approval

Studying which strategy best increases
guideline adherence across hospitals

When aiming to inform practice beyond
your setting, or compare strategies
systematically

Implementation Research vs Quality Improvement

Quality Improvement (Ql) Project
Achieve measurable improvement
in a specific local setting

Unit, clinic, or hospital-specific

Evidence-based intervention; focus
on improving delivery locally

Iterative, rapid-cycle improvement
(e.g., PDSA cycles)

Process and outcome measures
relevant to local context

Primarily local staff and
stakeholders

Internal reporting, sharing within
organization

May require Ql/organizational
approval, but not always research
ethics

Improving hand hygiene compliance
on a single ward

When aiming to solve a practical
problem in your own setting

25



Types of Implementation Research

Hybrid Design Type

Type 1

Type 2

Type 3

Primary Focus

Clinical
effectiveness

Both equally

Implementation
strategy

Secondary Focus

Implementation

Both equally

Clinical
effectiveness

Purpose

Test the clinical
intervention’s
effectiveness while
gathering
preliminary data on
implementation

Test both the clinical
intervention’s
effectiveness and
the implementation
strategy
simultaneously

Test the
implementation
strategy’s impact on
adoption, fidelity,
etc., while observing
clinical outcomes

Example

Testing a new
diabetes
management
program’s impact
on blood sugar
control, while
collecting data on
how clinicians adopt
the program

Evaluating a fall
prevention program
and a staff training
strategy at the same
time, measuring
both patient falls
and staff adherence

Comparing two
methods for rolling
out a proven hand
hygiene protocol,
while monitoring
infection rates as a
secondary outcome

26
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The JBI Model of Evidence-based Healthcare
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FAME

Feasibility

Feasibility is the extent to which an activity is practical and
practicable. Clinical feasibility is about whether or not an activity
or intervention is physically, culturally or financially practical or
possible within a given context.

(Pearson et al, 2005)

jbi.global



Example: Implementing a New
Telehealth Program for Rural Patients

Feasibility:

Practical Considerations: Assess whether the necessary technology
infrastructure is available to support telehealth services, including reliable internet
access and compatible devices for both healthcare providers and patients.

Clinical Feasibility:
Physical Feasibility: Determine if healthcare providers have the necessary
equipment and training to conduct virtual consultations effectively.

Cultural Feasibility: Evaluate whether patients in rural areas are comfortable with
and willing to adopt telehealth services, considering any cultural preferences for
in-person interactions.

Financial Feasibility: Analyze the costs associated with setting up and maintaining
the telehealth program, including software, hardware, and training, and ensure it fits
within the budget constraints of the healthcare facility.

jbi.global



Implementing a New Telehealth
Program for Rural Patients




FAME

Appropriateness

Appropriateness is the extent to which an intervention or activity
fits with or is apt in a situation. Clinical appropriateness is about
how an activity or intervention relates to the cultural or ethical
context in which care is given.

(Pearson et al, 2005)

jbi.global



Advanced Robotic Surgery for

Routine Appendectomies

Effectiveness:

Clinical Outcome: Advanced
robotic surgery can offer high
precision, potentially

reducing recovery time and
minimizing complications
compared to traditional surgical
methods.




Advanced Robotic Surgery for
Routine Appendectomies

Appropriateness Issues:

*Cultural Context: Patients and healthcare providers may prefer
traditional surgical methods due to familiarity and trust, making
robotic surgery less culturally appropriate.

*Ethical Considerations: If the costs associated with robotic
surgery significantly increase the financial burden on patients or
the healthcare system, it may raise ethical concerns about
equitable access to care- those who can afford it will get the
service

jbi.global



FAME

Meaningfulness

Meaningfulness refers to the meanings patients associate with an
intervention or activity as a result of their experience of it.
Meaningfulness relates to the personal experience, opinions,
values, thoughts, beliefs, and interpretations of patients or
clients.

(Pearson et al, 2005)

jbi.global



The happiness of the fish

Zhuangzi said, “Look, how freely
the fish are swimming. This is the
happiness of fish”

Huizi responded, “You’re not the
fish, how can you tell that the fish
are happy.”’

Zhuangzt: “Bro, check out
those fish vibing in the water.
They're living their best life!

Huizi: "Bruh, you're not a
fish. How do you know
they're vib’in?”




Too heavy, oversize? Uncomfortable




PATIENT EXPERIENCE



FAME

Effectiveness

Effectiveness is the extent to which an intervention, when used
appropriately, achieves the intended effect. Clinical
effectiveness is about the relationship between an intervention
and clinical or health outcomes.

(Pearson et al, 2005)

jbi.global



Implementing NICE Guidelines for Falls

Prevention in Community

Core Recommendations Used for Audit Criteria Development

1.Screening: All adults aged 65 years and over should be asked routinely
whether theC?/ have fallen in the past year, and about the frequency,
context, and characteristics of any falls

2.Risk Stratification: Those who have fallen once should be assessed for
gait and balance problems; those with recurrent falls, or a single fall with
gait or balartme problems, should receive multifactorial falls ris
assessmen

3.Multifactorial Assessment: Assessment should include identification of
falls history, gait and balance, medication review, vision, home hazards,
cardiovascular examination, feet and footwear, and cognitive and
neurological function

4.Individualised Intervention: All older adults at increased risk should
receive an individualised multifactorial intervention, including strength
and balance training, home hazard modification, medication review and
optimisation, and management of postural hypotension and other
contributing conditions

5.Referral: Referral to evidence-based falls prevention exercise
programmes (e.g., Otago Exercise Programme, FaME) should be
offered to those with gait, balance, or mobility problems

Q THE HONG KONG
! CHINIC
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JBI Phase 1 — ldentifying the Practice Gap

Practice Gap Statement

Current practice in this community nursing service does not align with NICE guideline [NG239]
recommendations for systematic falls risk screening, multifactorial assessment, and individualised
intervention for community-dwelling older adults.

Evidence-Based Audit Criteria

Derived directly from NICE guideline [NG239]:

Criterion Evidence-Based Standard

Criterion All patients aged 65 years and over have documented evidence of a falls history
1 enquiry within the past 12 months

Criterion Patients with a history of one or mare falls in the past year have documented
2 evidence of gait and balance assessment

Criterion Patients with recurrent falls, or a single fall with gait or balance problems, have
3 documented evidence of a completed multifactorial falls risk assessment

Criteri Patients identified as at increased risk of falls have a documented individualised falls
riterion

4 prevention plan, including strength and balance training, home hazard advice, and

medication review

Criterion Patients with gait, balance, or mobility problems have documented evidence of
5 referral or signposting to an evidence-based falls prevention exercise programme

Q THE HONG KONG
41 Qb POLYTECHNIC UNIVERSITY
FHE T RE



JBI Phase 2: Stakeholder Engagement

* Presentation at a community nursing team meeting outlining
the evidence, current practice gap, and proposed
Implementation approach

* Discussion with the service manager, two GP practice
managers, and the local falls prevention programme
coordinator

« Key stakeholders agreed that falls prevention aligned with
strategic priorities for reducing avoidable hospitalisations
and promoting healthy ageing

« Two senior community nurses volunteered to act as
iImplementation co-champions, one focusing on clinical
processes and the other on systems and documentation

THE H K 3
42 QQ&b I%(F)E FCH (")IE](NIVL‘RSI'I‘Y
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JBIl Phase 3 — Assess Readiness for Change

 Organizational Culture Survey: Conduct a pre-
iImplementation survey using the Organizational Readiness
for Change (ORIC) tool to measure staff confidence and
commitment.

« Stakeholder Analysis: Interview unit managers, night-shift
coordinators, and physiotherapists to identify potential
barriers (e.g., alarm fatigue, low staffing ratios during shift
change).

* Resource Audit: Verify that IT infrastructure can support the
new electronic risk flag, and that the supply chain can
maintain stock of non-slip socks. Results will inform the
resource allocation in Step 4.

E HONG KO
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JBl Phase 4 — Baseline Audit

Audit Methods
» Retrospective clinical record review

« Random sample of 80 patients aged 65 years and over who
had received at least two community nursing visits in the
previous six months

« Exclusion: patients receiving end-of-life care

 Data extracted using a standardised audit form by the
Implementation co-champions

« Each audit criterion rated as yes (documented evidence
present), no (documented evidence absent), or not
applicable (e.g., Criterion 3 not applicable for patients with
no falls history)

Q THE HONG KONG
u 5y
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Baseline Audit Results

Baseline Audit Results

Audit Criterion Compliance
Criterion 1: Falls history enquiry within past 12 months 21%
Criterion 2: Gait and balance assessment for those with falls history 18%
Criterion 3: Multifactorial falls risk assessment for those at increased risk 1%
Criterion 4: Individualised falls prevention plan 9%
Criterion 5: Referral to evidence-based falls prevention exercise programme | 14%

Interpretation

+ Compliance with all five criteria was low

+ Falls history was not systematically recorded, meaning many patients who could benefit from
assessment and intervention were not identified

+ Even when a fall was documented, structured assessment and follow-up were inconsistent

+ Referral to evidence-based exercise programmes was rare, with most referrals being to
general physiotherapy rather than specific falls prevention programmes

+ A clear and significant gap existed between NICE guideline recommendations and current
practice

THE HONG KONG
45 Q POLYTECHNIC UNIVERSITY
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JBI Phase 5 — Getting Research into Practice

(GRIP)

46

Step 1: Barrier and Enabler Analysis

A structured GRIP session was conducted with eight community nurses, the service manager, one
GP, and the local falls prevention programme coordinator. The following barriers and enablers were

identified.

Barriers

Enablers

Lack of awareness of full NICE guideline [NG239]
content among some nurses (knowledge gap)

NICE guideline freely available with clear,
practical recommendations

No standardised falls screening or assessment
tool embedded in clinical documentation (system
barrier)

Strong team motivation to improve preventive
care for older adults

Perceived time pressure during home visits, with
competing clinical priorities

Community nurses already conduct
comprehensive assessments; falls screening
could be integrated

Lack of clarity on referral pathways to evidence-
based exercise programmes (system barrier)

Established local falls prevention exercise
programme (Otago and FaME) with clear
referral criteria

Inconsistent documentation, with falls information
scattered across different sections of the record

Co-champions identified and willing to lead
the change

Concern about generating additional workload
through identifying more patients needing
assessment and intervention

Service manager supportive and willing to
allocate time for implementation activities

Some nurses lacked confidence in conducting
gait and balance assessment (skills gap)

Physiotherapy and occupational therapy
colleagues willing to provide training and
support

Uncertainty about where to refer patients with
identified home hazards

Local home hazard assessment and
modification service available

&
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Mapping Strategies to Barriers

Step 2: Mapping Strategies to Barriers

Barrier

Implementation Strategy

Responsible
Person

Timeline

Knowledge gap:

Interactive educational session

Clinical co-
champion and falls

lack of awareness covering NICE recommendations, - Weeks
revention
of NICE guideline case-based discussion, and practical = 1—3
B _ programme
[NG239] application .
coordinator
Skills gap:- low ~ ~
_ Practical workshop on gait and balance
confidence in R R . R .
. _ assessment, including Timed Up and Physiotherapist
conducting gait and Week 3
Go (TUG) test, turn test, and colleague
balance - . =
observation; peer practice session
assessment
Dewvelop and embed a falls screening
System barrier: no and assessment template within the Systems co-
standardised electronic clinical record system; champion, service Weeks
screening or include a mandatory falls history field, manager, and IT 2—5
assessment tool TUG score field, and prompts for support
multifactorial assessment and referral
Develop a clear one-page referral
pathway document listing local Clinical co-
System barrier: evidence-based exercise programmes, champion and falls
unclear referral home hazard assessment services, and prevention Wweek 4
pathways medication review pathways; make programime
awvailable in paper and electronic coordinator
formats
Falls screening and assessment
Inconsistent template to serve as the single point of Systems co- Weeks
documentation documentation; all falls-related champion 4—5
information captured in one place
Falls screening integrated into existing
B comprehensive geriatric assessment; Service manager
Time pressure and . L R R -
~ L no additional visit required; falls history and clinical co- Week 4
competing priorities - - ~ ~
enquiry added as a standard item in the champion
initial assessment checklist
Agreed protocol: stepwise approach;
= - q screening for all, with more detailed = ~
R oncerm abou assessment only for those identified at SIS U Week 4
increased workload ~ ~ and team
risk; referral pathways streamlined to
reduce administrative burden
Fortnightly check-ins during team
Lack of ongoing meetings; complex cases discussed Clinical co-
support and with physiotherapy and occupational champion and Ongoing

feedback

therapy colleagues; audit feedback
provided at three and six months

service manager

47



Step 5: Action Plan and Implementation

c Weeks 1-3:

« Two one-hour educational sessions for all community
nurses covering NICE guideline [NG239] recommendations,
rationale for systematic falls prevention, interpretation of
risk, and case-based application

 Practical workshop on gait and balance assessment,
including instruction and practice in the Timed Up and Go
(TUG) test, turn test, and observation of gait pattern

» Distribution of printed NICE guideline summary and quick-
reference guide for home visit use

E HONG KONG
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Step 5: Action Plan and Implementation

« Weeks 2-5:

 Falls screening and assessment template developed
collaboratively with input from nurses, physiotherapy, and
the service manager

» Template tested and refined; includes mandatory fields for
falls history, TUG score, multifactorial assessment domains,
and referral prompts

* Template embedded within the electronic clinical record
system and linked to the comprehensive geriatric
assessment module

E HONG KO
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Step 5: Action Plan and Implementation

Week 4:

* One-page referral pathway document finalised and
distributed

* Protocol agreed at team meeting: all patients aged 65 years
and over will have falls history documented at initial
assessment and annually thereafter; those with a positive
history will proceed to gait and balance assessment; those
meeting criteria for increased risk will receive multifactorial
assessment and individualised intervention

» Agreement that falls screening and initial assessment are
within the scope of community nursing practice; complex
cases can be discussed with physiotherapy or referred for
specialist assessment

THE H K 3
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Step 5: Action Plan and Implementation

Week 5:
» Eight-week implementation period commenced

« Co-champions available for peer support, troubleshooting,
and encouragement

 Fortnightly brief discussions at team meetings to share
progress, problem-solve, and celebrate early successes

« Ongoing:

« Complex case discussions integrated into existing
multidisciplinary team meetings

* Falls prevention added as a standing item on the team
meeting agenda for the implementation period

E HONG KONG
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Step 5: Action Plan and Implementation

Small-Scale Testing

* The new template and workflow were piloted by three
nurses for two weeks before full rollout

» Feedback led to adjustments: simplifying the template to
reduce duplication with the comprehensive geriatric
assessment, adding a quick-link to the TUG instructional
video, and clarifying the referral pathway for patients with
cognitive impairment and falls

E HONG KONG
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JBIl Phase 6 — Follow-Up Audit

Follow-Up Audit Methods

» Six months post-implementation

« Same audit criteria and data extraction methods

* New random sample of 80 patients meeting the same
eligibility criteria

 Audit conducted by the same co-champions to ensure
consistency

E HONG KONG
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Follow-Up Audit Results

Follow-Up Audit Results

. . . . Follow-
Audit Criterion Baseline o Change
P

Criterion 1: Falls history enquiry within past 12 months 21% T4% +53%
Criterion 2: Gait and balance assessment for those with falls

i 18% 62% +44%
history
Criterion 3: Multifactorial falls risk assessment for those at
i i 11% 51% +40%
increased risk
Criterion 4: Individualised falls prevention plan 9% 48% +39%
Criterion 5: Referral to evidence-based falls prevention

i 149% 55% +41%

exercise programme

54

Interpretation

» Substantial improvement achieved across all five criteria

« Criterion 1 showed the largest absolute gain, reflecting the effectiveness of embedding a

mandatory falls history field in the clinical template and adding it to the standard assessment
checklist

Criteria 2 through 5 improved considerably, with referrals to evidence-based exercise
programmes increasing from 14% to 55%

Compliance remained below 100% for all criteria, indicating that further work was needed
Lower compliance with Criteria 3 and 4 (multifactorial assessment and individualised plan)
reflected the greater time and complexity involved; these were identified as priorities for a
second GRIP cycle

A second implementation cycle was planned to focus on improving the quality and consistency
of multifactorial assessment and individualised planning, including additional GP engagement

and streamlined documentation

THE HONG KONG
Qb POLYTEC HNI( UNIVERSITY
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JBI Phase 7 — Sustainability and Spread

Sustainment Strategies Implemented

* The falls screening and assessment template became a
permanent feature of the electronic clinical record system, linked
to the comprehensive geriatric assessment

 Falls history enquiry and initial assessment were incorporated into
the community nursing orientation programme and competency
checklist for new staff

. Slx-monthly audit and feedback cycles were scheduled as part of
the service’s quality improvement programme, with results
reported to the service manager and team

* The service agreed to set an annual target of 280% compliance
for Criterion 1 (falls history enquiry) and =270% for Criteria 2—5

* The referral pathway document was updated annually to reflect
any changes in local services

* A refresher education session was scheduled at 12 months to
reinforce knowledge and skills for new and existing staff

T H K NG

55 Q&b boL ) m IC UNIVERSITY
$J_



Dissemination

* The implementation process, template, and referral pathway
were shared with two neighbouring community nursing
services through the regional community health network

* The clinical co-champion presented the project at a regional
falls prevention conference and a community nursing forum

* The template was adapted for use by the local hospital
discharge liaison team to improve continuity of falls risk
communication from hospital to community

E HONG KONG
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Lessons Learned

What Worked Well

«  Having two co-champions with complementary roles (clinical process
and sy?tems/documentatlon) shared the workload and provided mutual
suppor

Embedding the change into the electronic clinical record system
reduced reliance on memory and ensured falls screening beCame a
routine part of assessment

«  Combining education with practical skills training built both knowledge
and confidence; nurses valued the hands-on gait and balance
assessment workshop

«  Small-scale %iloting before full rollout enabled refinement based on
real-world feedback

« The clear, one-page referral pathway made it easy for nurses to know
what to do next, reducing decision fatigue and saving time

*  Fortnightly check-ins during team meetings maintained visibility,
accountability, and momentum

 Integrating falls screening into existing assessments (rather than
adding a separate activity) minimised the perceived burden

Q THE HONG KONG
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What Could Have Been Done Differently

« Engage stakeholders earlier and more systematically: GP
awareness of the new falls prevention processes was variable,
and some were unfamiliar with the evidence-based exercise
programmes to which patients were being referred

Collect patient-reported outcome measures: while clinical process
measures improved, the project did not capture patient
experience, satisfaction, or actual fall rates

Allow more protected time for the initial education and skills
workshop; some nurses attended in their own time, which was not
sustainable

Address the complexity of multifactorial assessment and
iIndividualised planning earlier: these were the most challenging
aspects and required more intensive support, including case
discussion and mentoring

Involve reception and administrative staff in understanding the
new referral pathways to ensure smooth processing of referrals
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Transferable Insights

« The JBI framework is highly applicable to community nursing settings
and aligns well with the iterative, context-sensitive nature of practice
change

 Barrier identification must precede strategy selection; the most effective
strategies were those directly linked to specific barriers

« System-level changes (templates, prompts, referral pathways) were
more powerful than education alone, but education was essential to
build the knowledge and confidence to use the new systems

 Falls prevention is a multidisciplinary endeavour; community nurses are
ideally placed to screen and initiate assessment, but sustained
improvement requires collaboration with GPs, physiotherapy,
occupational therapy, and exercise programme providers

« Evidence implementation is rarely complete after one cycle; a second
GRIP cycle is often needed to address residual gaps, particularly in
more complex aspects of care

 Sustainability must be planned from the start through embedding,
training, ongoing monitoring, and organisational commitment
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Applying This to Your Setting

Questions for Reflection

« What proportion of your older adult patients have a
documented falls history?

« What screening tool, if any, do you currently use?

» What referral pathways for evidence-based falls prevention
programmes exist in your area?

* Who would you need to engage to improve falls prevention
In your setting?

* What is one small change you could make next week—for
example, adding a falls history question to your standard
assessment?
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Summary of Results

61

Audit Criterion Baseline | Follow-Up | Improvement
1. Falls history enquiry 21% 4% +53%
2. Gait and balance assessment 18% 62% +44%
3. Multifactorial falls risk assessment 11% 21% +40%
4 Individualised falls prevention plan 9% 48% +39%
9. Referral to evidence-based exercise programme | 14% 29% +41%

All improvements were clinically meaningful and reflected the effectiveness of a structured, barrier-

informed implementation process
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Implementing Nurse-Led Cardiovascular
Absolute Risk Assessment in
Community/General Practice

THE HONG KONG
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Nurse-Led Cardiovascular Absolute Risk
Assessment in Community

Clinical Context

» A medium-sized general practice in a suburban area with
five GPs, three practice nurses, and approximately 8,000
enrolled patients

* Practice nurses conduct chronic disease management
clinics, health assessments, immunisations, and wound care

« Approximately 40% of the adult patient population is aged
45—74 years
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Nurse-Led Cardiovascular Absolute Risk
Assessment in Community

The Practice Gap

« Cardiovascular disease (CVD) remains the leading cause of
death in the jurisdiction

 National guidelines recommend absolute CVD risk
assessment for all adults aged 45—74 years without known
CVD, using a validated risk calculator

* An informal review of patient records indicated that CVD risk
was being assessed opportunistically, typically through
iIndividual risk factor measurement (blood pressure,
cholesterol), rather than systematic absolute risk calculation

* No formal estimate of the gap existed, and no practice-wide
protocol was in place
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How will you implement this?

Phase 1
Identify
practice area/
problem with
Phase 7 stakeholders Phase 2

Consider Engage
sustainability change agents

Phase 3
Assess
context and

readiness for

change

Phase 5 Phase 4

Implement Review
change to practice against
practice using evidence-based

GRIiP criteria

Figure 2. JBI's approach to evidence implementation.
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Table 1. Description of implementation theories, rﬁodels and frameworks

Knowledge bo action (KTA) framework®

FARIHS model™*"*

Pipeline model™

cal o fr ke (TIF) "

The triphe © mmodel™

Translation rescarch continuerm or T
Sl

tion Rescarch CFIRYY™™

Consolidated Frasmowork for mplomenita-

= Deciskon phase: the point in tme where the accep of the dh is d d by

stakcholders as either wortherhile or mot worth pursasing

= Adoption or rejoction phase reflects the outcome of the decision phase and is the ultimate
decider as o whether owi o i i in practice

= Consists of two interconnected opcles (kowledge creation and acton)

= At the center of the model is lovowiledge creation, which indudes the three phases of knowledge
inguiry (primmany reseanchl. symthesis. (systermatic reviews), and productsftools (guidelines,
:Igmiﬂwns.ela:.

- #on is the action opcle, which consists of seven phases. These phases
nﬂymmlyorsnmhxmﬁlyﬁdeﬂhfy T adapt ko ge to bocal oonrbext;
assess bamiers o knowlcdge use; select, tailor and imiplerment interwenti ¢
wse; evaluate outcomes; sustain knowledge use)

Fe ot i I L=l e d as a function of the relationships OB,

= Fadilitation [(punpose, robe, skills, and attibedes)

Thee model s opclic comprising four stages:

= Plan — the change to be tested or implemented

= Do - canry out the test or dhange

= Study — based on the measurable outcomes agreed before starting, collect data before and afber
the change, and reflect on the Impact of the dhange and what was. learmed

= Act plan the next change opde or full mplementation

- 5 e dine and flows through a variety of frorm = o e
evidence to adheremnce by patientsfclients

= Between these are stages of acceptance of the evidence, applicability of the evidence and the
ability to implement into the area of practios

= Finally, there are stages of acting on the: ce, reaching ag it b pract e

amd su imed adherence. 1t is onky at this stage that patient outcommes will be affected

Reach (proportion of the target population that participated s the interventhion).

Efficacy or effectiveness (saccess rate if | iz s g defined as positive OUTComees
mins egatihve outcormes)

Adoption [([proportken of settings,. practices, and plauﬂﬂtﬂlark)ﬁlrrmrmmﬂ

Irniprhermentathon (extent to wihich tion s ded in the reall waorld)

Mmﬁmmnlmmhaﬂmmm

- A th al fra rk thar o ek change in health prof ks and « 14
MImﬂmmmﬁsmmmlnﬁmmmﬂmlmw
knowledge: skills; social/professhonal role and denting: b f= alboul o Eeliafs
abowt cor ces; reinfor rChorns: ls: memory, attention, and deciskon procesoes;
enwironmental conbext amd s sockal OB hon; amnd b e

- Sage 1: Consultation

- Stage 2= Collaboration

- Siage 3: Consolidation

- Description and discoveny
-Fmdmmmm

= From health b =i acdedines
= Frowm i s e healy
- Ewals of ef ard cosp-efi of such interventions n the real workd and in

diverse populations

-« Informed by a rovicw of constructs from thoorics and other framcwockes o form a consolidanoed
framaowork

& Consists of five main domains, which hawe @ r of o tss i charsctoristics,
oarber sotting, innor setmting, characteristics of the individuals volved, and the procoess of
Imgalementation




HOW TO REDUCE THE 17-year GAP

‘//’ Improve dissemination strategies

iﬁ‘./?. Education

I;i Use of technology
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MAKING WORK EVIDENCE IN PRACTICE
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Where the rubber meets the road @




COMING UP- JBI WEBINAR in JULY

SAVE THE DATE!
* MIXED- METHODS SYSTEMATIC REVIEWS

- JBI Research Fellow- Dr Lucy Lizarondo
« July 20, 2026, 1-2pm Hong Kong Time
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