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VERSION 1 - REVIEW 

REVIEWER Claire Goodman 
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REVIEW RETURNED 27-Jan-2016 

 

GENERAL COMMENTS This is a clearly written paper that raises important questions about 
why NHS led interventions to reduce readmission rates have had 
limited impact. The research design, analysis and discussion were 
however, constrained by the authors’ limited discussion of existing 
research about how the NHS works with care homes.  
 
The NHS has a history of imposing solutions upon care homes . The 
British Geriatrics Society identified the need to support 
partnership/relationship based working in their 2011 evidence review 
and report  
 
http://www.bgs.org.uk/campaigns/carehomes/quest_quality_care_ho
mes.pdf  
 
The methods are succinctly described. Three separate locations and 
CCG and Care Home forum meetings (number not stated) were 
observed but how this was structured is unclear. How and why had 
the care homes been identified to participate? What and who were 
observed? For example, in the care homes, did this occur at different 
times to include when the specialist team were visiting and when the 
care homes were reliant on out of hours services? What were the 
roles and responsibilities of the 12 interviewees. How long, had the 
different personnel worked together on the improvement project?  
 
Care home staff rely on GPs for ongoing access to medical care, 
referral to specialist services and community nursing support. These 
working relationships are important. Were the GPs and community 
nurses linked to the study care homes and did they work with the 
hospital team or was the service developed in parallel?  
 
There is a reliance on professional and staff accounts without 
reference to the characteristics of the residents. The authors 
acknowledge this is a limitation. There is evidence that particular 
residents generate more demands on emergency services than 
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others. Knowing more about the residents’ characteristics who were 
readmitted, could have contextualised some of the findings. Was 
there resident specific findings from the field notes or observations 
about resident experiences of emergency care?  
 
UK care home research has described the issues and challenges 
described in this paper. For example, studies on end of life care, 
interventions to reduce falls, depression medication errors, improve 
dementia care, and specialist services to reduce unplanned 
admissions. These include NHS led initiatives that have been 
successful in hospital or community settings that have not translated 
into care home settings.  
 
The importance of relational working between health and social care 
staff, the value of approaches that foster co-design is discussed in 
the literature. There is less evidence however, about how to achieve 
this. How care home context (workforce turnover, leadership and 
management culture, previous history of working with health care 
professionals, ratio of qualified to unqualified staff) are also factors 
not considered in this paper . There is evidence that this can affect a 
care home’s capacity to engage with innovation.  
 
This paper reinforces findings from other care home studies, less 
clear is what it has added. It highlights the need to involve all key 
players in problem definition and selection and design of 
improvement interventions. Discussion about who the key players 
need to be and, based on the findings, what might support and 
sustain that process would strengthen the paper. 

 

REVIEWER Jacqui Allen 
Deakin University, Australia 

REVIEW RETURNED 16-Feb-2016 

 

GENERAL COMMENTS Many thanks for the opportunity to review the paper ‘Why is 
improving transitional care for older people so hard? An 
ethnographic study of a quality improvement project’. A lot of work 
has gone into the study and writing of the paper and the authors are 
to be commended. The paper reads well and presents some 
interesting points. As noted by the authors, transitional care of older 
people from hospital to residential care is complex and notoriously 
difficult to improve. I have some queries about the study as 
presented in this paper.  
 
The study aim is broad and does not clearly address new 
knowledge. We know what the facilitators and barriers are to care 
transitions for older people (see Coleman & Boult, 2003; Naylor & 
Keating, 2008; Bauer, Fitzgerald, Haesler, & Manfrin, 2009). The 
findings are largely a replication of what is already known. The 
context of health and aged care systems, and service organisation 
are major factors at play. You provide limited comment on these 
matters in your paper. The methods are limited – only 12 semi-
structured interviews and 32 hours of observation that is non-
participant. There is limited comment on study methodology (why 
was constant comparative analysis used, how was this done?); 
therefore the study is in the style of a descriptive evaluation. It is 
unclear to me how this extends what we know about care transitions 
for older people. This is a pity as there is opportunity here to link the 
findings to a critical inquiry. A critical paper would contribute to the 
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ongoing debate in integrated care and care transitions for older 
people with complex health and functional difficulties.  
 
The project team in the hospital setting no doubt had excellent 
intentions yet attempted a ‘task like’ and institutional solution. 
Perhaps this resulted from their underestimation of the complexity of 
care transitions for older people and the difficulties occurring with 
fragmentation in care provision between different organisations. This 
is a common finding in other research in transitional care (see for 
example; Chapin et al., 2014; Huby et al., 2007) and it is related to 
the very real pressures for acute health care providers to maximise 
throughput as well as their generally limited understanding of the 
complex needs of older people requiring ongoing care. 
Improvements in multidisciplinary models of care and ‘patient flow’ 
through the inpatient acute and sub-acute care system (which can 
include inpatient, residential care or community) as well as an 
overlay of aged care expertise onto acute models of care are 
evolving approaches to care transitions for older people with 
complex care needs. Relevant examples are aged care teams of 
geriatricians and aged care nurses with advanced practice, which 
provide in reach services to residential care facilities. Consideration 
of these matters in your paper, perhaps with emphasis on the 
emergency department, as this seemed to me to be what you meant 
by ‘hospital’, would add to the contemporary debates about how to 
improve care transitions from acute to residential care.  
 
Another important factor for consideration in care transitions that 
include the residential aged care setting is that the staff are care 
attendants with limited if any nursing or aged care training, they are 
not trained nurses. As you suggest in your findings, a trained nurse 
providing advice on the end of the phone does not necessarily 
assist. Care attendants in nursing homes have very limited ability in 
clinical problem solving. They are usually unsupported in problem 
solving deteriorating health in the older person as for example 
related to injury, exacerbation of chronic illness or palliative care. It 
is therefore not surprising (and I believe responsible practice for 
PCAs) that they would send a resident to the local hospital 
emergency department for nursing and health attention. General 
practitioners are also limited in their ability to provide a medical 
service to nursing homes due to funding limitations in general 
practice. Therefore, general practitioners’ ability to support care 
attendants in nursing homes is limited. Some critical comment 
regarding these challenges in residential aged care would improve 
your paper.  
 
You cite important literature in your paper, I include details re the 
references I cited as these may be of additional interest:  
 
Bauer, M., Fitzgerald, L., Haesler, E., & Manfrin, M. (2009). Hospital 
discharge planning for frail older people and their family. Are we 
delivering best practice? A review of the evidence. Journal of Clinical 
Nursing, 18(18), 2539-2546.  
Chapin, Rosemary Kennedy, Chandran, Devyani, Sergeant, Julie F., 
& Koenig, Terry L. (2014). Hospital to Community Transitions for 
Adults: Discharge Planners and Community Service Providers’ 
Perspectives. Social Work in Health Care, 53(4), 311-329. doi: 
10.1080/00981389.2014.884037  
Coleman, E. A., & Boult, C. (2003). Improving the quality of 
transitional care for persons with complex care needs. Journal of the 
American Geriatrics Society, 51(4), 556-557. doi: 10.1046/j.1532-
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5415.2003.51186.x  
Huby, Guro, Brook, Jenny Holt, Thompson, Andrew, & Tierney, 
Alison. (2007). Capturing the concealed: Interprofessional practice 
and older patients' participation in decision-making about discharge 
after acute hospitalization. Journal of Interprofessional Care, 21(1), 
55-67.  
Naylor, Mary, & Keating, Stacen A. (2008). Transitional care. Journal 
of Social Work Education, 44(Supplement Fall), 65-73. 

 

REVIEWER Gill Harvey, Professorial Research Fellow 
School of Nursing  
University of Adelaide  
Australia 

REVIEW RETURNED 10-Mar-2016 

 

GENERAL COMMENTS This is an interesting paper on an important topic in healthcare, 
building understanding of how and why complex improvement 
programmes play out in practice. There are a number of ways in 
which I think the paper could be further strengthened:  
1. I would like to see some more detail on the methods and process 
of data analysis; in particular to get a stronger sense of how themes 
and concepts were identified through the analysis and how these 
relate to the key issues presented in the findings and conclusions.  
2. In making reference to the project team findings (page 5), the 
authors conclude that the project had a modest (at best) impact. 
However, at the same time they say that they did not have access to 
the study data except in the form of summary tables. Is there 
anything available to confirm that the authors' interpretation of the 
overall study findings concurs with that of the project team? The 
statement around the impact of the project appears rather tentative, 
yet it is fairly critical to the explanatory analysis undertaken as part 
of the ethnographic study.  
3. The paper would benefit from a stronger discussion section. In its 
present form, the discussion is too much a rehearsal of the study 
findings rather than a critical analysis and interpretation of the 
findings in the light of wider literature. For example, the discussion 
could be framed by relevant theoretical literature, such as 
organisational readiness/behaviour, complexity, co-production and 
co-design etc.  
4. It would help to have greater clarity around some of the definitions 
and terms. The paper refers to both residential and nursing homes, 
but it is not clear whether both types of home were studied or just 
one. This is an important distinction as there are contextual 
differences between nursing and residential homes, particularly in 
relation to registered nursing care provision (which may have an 
important influence on decisions to transfer residents to hospital). 
There is also some NHS specific terminology that may need 
explaining - for example Clinical Commissioning Groups - and 
abbreviations used such as SCS documentation (on page 4).  
5. Again in terms of clarification, some of the observation field note 
references appear to be truncated (e.g. reference half way down 
page 4) - are they deliberately in a shorthand form? In the labelling 
of these field note references, different terminology is used - 
observation/s, observation fieldnotes etc. Are they one and the same 
thing? If so, a consistent description throughout would be better.  
6. There are a few small typos to correct e.g. in the results section of 
the abstract, second line that starts "Diagnostic work using 
conducted ....'; page 8, para 3, 'Growing evidence suggests that the 
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building good relationships ....'  
7. The authors make an interesting observation that their 
independence helped to provide an impartial stance. However, an 
alternative view could be that an embedded formative evaluation 
could have to improve the improvement project and produce a more 
impactful outcome? 

 

REVIEWER Mark Toles 
University of North Carolina at Chapel Hill  
School of Nursing,  
Chapel Hill, North Carolina, USA 

REVIEW RETURNED 16-Mar-2016 

 

GENERAL COMMENTS The authors conducted a qualitative study using 32 hours of 
observation and 12 interviews and "constant comparative" analysis 
to "characterise the challenges that arose in a quality improvement 
project that sought to improve care of older people in transitions 
between hospital and residential care settings." Overall, it was 
unclear to me how the findings from this study would apply widely, 
which to an important degree, reduced my estimate of the 
significance of this study for a general reader. There is some chance 
that the paper might be more appropriate for a journal focused on 
implementation or healthcare quality. That said, describing barriers 
to effective care transitions for older adults is an important and 
timely topic. Strategies for revising this manuscript are detailed in 
the following.  
 
Introduction:  
The review of literature suggests findings from prior research without 
providing sufficient detail. For example, in para. 1, the authors do not 
provide data to support the claim that older adults in "residential care 
homes" are at notably high risk for hospitalization. Similarly, in 
paragraph 3, the authors mention that results in prior transitional 
care studies are "mixed," however, lessons learned in prior studies, 
or significant barriers or facilitators of success identified in prior 
studies are not indicated. Thus, the review of literature is somewhat 
vague and does not contribute to a refined, specific research 
question and aim(s) to address the need.  
 
Conceptual Model:  
I was not able to locate a conceptual framework that was used to 
guide the study, which caused some confusion, as I was unable to 
determine what concepts were examined in observation and 
interviews, what relationships were compared in the "constant 
comparative" analysis, and how the findings fit, theoretically, in the 
context of findings from other studies. Additionally, I was somewhat 
confused by the use of the term "techniques of high risk industries," 
which was mentioned three times in the paper. These techniques 
were not described and appeared to function as some sort of criteria 
and method for assessing the performance of organizations in the 
description. While reading, I began to wonder if these techniques 
might be functioning as some sort of theoretical framework for 
assessing implementation of the complex interventions. The 
manuscript will be strengthened with a the addition of a strong 
theoretical framework.  
 
 
Ethics  
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The manuscript needs a plain language statement about consent. It 
was not clear how patients consented for the review of medical 
records that were used top assess the rate of hospitalizations. There 
is not mention of these data and clearance for using these data if 
they were from an administrative data file.  
 
Methods  
Several gaps in the description of methods severely limit the 
reliability of the findings, and addressing these gaps will require 
significant revision of the manuscript. I have highlighted key 
limitations. See below.  
 
Instrumentation -  
1. The manuscript does not mention observation schedule or 
observation foci; thus, it was not clear what was observed. I was not 
able to locate the rationale for the observations.  
2. The manuscript does not include an interview guide or even a list 
of key topics. Critically, the manuscript does not provide 
instrumentation for assessing hospital admissions.  
3. The manuscript indicates a review of administrative data of some 
kind related to hospital admissions but there is not a description of 
the instrument used to assess this outcome.  
 
Data collection-  
Please describe the sample of participants that were observed and 
interviewed. Please describe the sample of older adults, whose 
medical records were assessed for hospitalizations. Please describe 
the procedures for conducting the observations, such as who and for 
how long. Please describe the procedures for conducting the 
interviews, such as what participants and for how long, use of 
recording devices, etc. Please describe procedures for the medical 
chart review.  
 
Analysis-  
It is not clear how the raw data were analyzed. Please be precise 
about the codes that were used to analyze data, how themes in the 
findings were developed, and what procedures were used to assure 
rigor in the analysis. It is not clear how data from interviews and 
observations were combined.  
 
Findings  
The results include a qualitative description of 1) problem definitions 
and interventions and 2) "challenges" to securing improvement.  
In the section "Problem definitions and interventions," the results 
broadly describe the history of the program, targeted gaps in care, 
and a summary of assessing outcomes of the program (limitations in 
data availability and a chart review of some sort to estimate the rate 
of hospitalizations. To my mind, the level of detail in the description 
of findings was insufficient. I was looking for empirical support for 
claims about gaps and services, in particular as they pertained to the 
service needs for the older adults in the residential care homes, the 
characteristics of the interventions (what exact services were 
provided, who provided them, at what point in care trajectories were 
they provided, how strong was implementation fidelity).  
In the section "Challenges" to securing improvement," I was not able 
to identify a theme or set of themes about challenges; rather, the 
authors describe a list of challenges that is somewhat random and 
not integrated (this list included: starting the service took a long time, 
there was a 'lack of definition about the transition', end of life issues 
were difficult to handle in the care homes). The list of challenges 
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might be analyzed further, to identify broader themes that could be 
used to integrate this list of findings. [Importantly, I really enjoyed 
reading the paragraph in the discussion that starts with the words, 
"This study adds to the literature by showing..." - one approach to 
rethinking this section of the findings might be to use each sentence 
in this wonderful paragraph as an idea to organize ideas for the 
second section of the findings and to think more broadly about larger 
thematic groups for reporting/integrating findings.  
 
In general, the use of evidence from the interviews and observations 
was helpful but the voices of the speakers seemed anonymous and 
it was very difficult to link subjects to their ideas and teh settings in 
which they worked. Thus, the potential richness in detail and 
uniqueness of the clinical settings were not as well-developed as 
they might have been.  
 
Discussion  
There will need to be considerable development of the linkage of 
findings in this study to research conducted in other settings/studies. 
What is the state of the science in research conducted to improve 
transitions to and from post acute care settings and from "residential 
care homes" to acute care settings. How are the patients in this 
study like or different from populations in other places. How might 
these differences impact the intervention and the transferability of 
findings of this research. What elements of the intervention should 
be tested again, what modifications would be needed. Are 
community based, as opposed to health care provider interventions 
need. What is the role of primary care in these interventions. Indeed, 
there seems to be a long list of relevant concepts that could be used 
to enrich the discussion of the findings.  
 
Thank you for the opportunity to read your paper. 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer 1 Response  

1. This is a clearly written paper that raises important questions about why NHS led interventions to 

reduce readmission rates have had limited impact. The research design, analysis and discussion 

were however, constrained by the authors’ limited discussion of existing research about how the NHS 

works with care homes.  

 

The NHS has a history of imposing solutions upon care homes . The British Geriatrics Society 

identified the need to support partnership/relationship based working in their 2011 evidence review 

and report  

http://www.bgs.org.uk/campaigns/carehomes/quest_quality_care_homes.pdf  

 

 

RESPONSE: Thank you. We have now cited this report and other evidence on how the NHS works 

with care homes.  

 

2. Three separate locations and CCG and Care Home forum meetings (number not stated) were 

observed but how this was structured is unclear. How and why had the care homes been identified to 

participate? What and who were observed? For example, in the care homes, did this occur at different 

times to include when the specialist team were visiting and when the care homes were reliant on out 

of hours services? What were the roles and responsibilities of the 12 interviewees. How long, had the 

different personnel worked together on the improvement project?  
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RESPONSE: We have now provided more detail, explaining that we observed two meetings and how 

the care homes were selected and where and when the observations were conducted.  

It is not possible to say how long the staff had worked together as we did not collect this information, 

but all of the managers/owners had been in situ since the beginning of the quality improvement 

project that was the focus of our study.  

 

3. Care home staff rely on GPs for ongoing access to medical care, referral to specialist services and 

community nursing support. These working relationships are important. Were the GPs and community 

nurses linked to the study care homes and did they work with the hospital team or was the service 

developed in parallel?  

RESPONSE: The community geriatric team was an additional service which was intended to work 

alongside GP care. The community matrons were allocated to the geriatric team and were linked to 

the care homes.  

 

4. There is a reliance on professional and staff accounts without reference to the characteristics of the 

residents. The authors acknowledge this is a limitation. There is evidence that particular residents 

generate more demands on emergency services than others. Knowing more about the residents’ 

characteristics who were readmitted, could have contextualised some of the findings. Was there 

resident specific findings from the field notes or observations about resident experiences of 

emergency care?  

 

RESPONSE: We agree that it would have been useful to include resident-specific issues and the 

perspectives of residents. However, the scope of our study of this improvement project was limited to 

design and implementation by staff and the ethics approval for our project did not extend to cover 

study of patients.  

 

5. UK care home research has described the issues and challenges described in this paper. For 

example, studies on end of life care, interventions to reduce falls, depression medication errors, 

improve dementia care, and specialist services to reduce unplanned admissions. These include NHS 

led initiatives that have been successful in hospital or community settings that have not translated into 

care home settings.  

 

The importance of relational working between health and social care staff, the value of approaches 

that foster co-design is discussed in the literature. There is less evidence however, about how to 

achieve this. How care home context (workforce turnover, leadership and management culture, 

previous history of working with health care professionals, ratio of qualified to unqualified staff) are 

also factors not considered in this paper . There is evidence that this can affect a care home’s 

capacity to engage with innovation.  

 

 

RESPONSE: We agree that an extensive literature exists in these areas and have referenced it more 

thoroughly in our revised draft. There are still relatively few studies of quality improvement projects, 

especially independent process evaluations. Our study sought to explain why a project that set out 

with such brave aspirations appeared to have such limited impact. It thus contributes to the literature 

on quality improvement as a solution to the challenges of cross-boundary working, and it is not 

intended to offer a wider analysis of issues in transitions of care for older people. We have now 

mentioned the issues of care home context in Discussion section.  

6. This paper reinforces findings from other care home studies, less clear is what it has added. It 

highlights the need to involve all key players in problem definition and selection and design of 

improvement interventions. Discussion about who the key players need to be and, based on the 

findings, what might support and sustain that process would strengthen the paper.  

RESPONSE: We have strengthened discussion of these features in the paper, and refer to 
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experience-based co-design as an approach that might help support collaborative improvement work.  

 

Reviewer 2  

1. The study aim is broad and does not clearly address new knowledge. We know what the facilitators 

and barriers are to care transitions for older people (see Coleman & Boult, 2003; Naylor & Keating, 

2008; Bauer, Fitzgerald, Haesler, & Manfrin, 2009). The findings are largely a replication of what is 

already known. The context of health and aged care systems, and service organisation are major 

factors at play. You provide limited comment on these matters in your paper.  

 

RESPONSE: We agree that there is a broad literature that shows the barriers and facilitators to care 

transitions, and we have now cited more of this work. The novel contribution of our study is in 

describing and explaining the fate of a quality improvement project that sought to achieve change. We 

have now explained this more clearly.  

2. The methods are limited – only 12 semi-structured interviews and 32 hours of observation that is 

non-participant. There is limited comment on study methodology (why was constant comparative 

analysis used, how was this done?); therefore the study is in the style of a descriptive evaluation. It is 

unclear to me how this extends what we know about care transitions for older people. This is a pity as 

there is opportunity here to link the findings to a critical inquiry. A critical paper would contribute to the 

ongoing debate in integrated care and care transitions for older people with complex health and 

functional difficulties.  

 

RESPONSE: The study is an independent process evaluation of a quality improvement project. We 

interviewed the key players in the project, who are naturally limited in number. Non-participant 

observation is a standard feature of ethnography in these kinds of studies and helps to ensure 

independence. The constant comparative method has now been explained in more detail. We have 

sought to contribute to the ongoing debate about care transitions by characterising the challenges that 

arose in a quality improvement project.  

 

3. The project team in the hospital setting no doubt had excellent intentions yet attempted a ‘task like’ 

and institutional solution. Perhaps this resulted from their underestimation of the complexity of care 

transitions for older people and the difficulties occurring with fragmentation in care provision between 

different organisations. This is a common finding in other research in transitional care (see for 

example; Chapin et al., 2014; Huby et al., 2007) and it is related to the very real pressures for acute 

health care providers to maximise throughput as well as their generally limited understanding of the 

complex needs of older people requiring ongoing care. Improvements in multidisciplinary models of 

care and ‘patient flow’ through the inpatient acute and sub-acute care system (which can include 

inpatient, residential care or community) as well as an overlay of aged care expertise onto acute 

models of care are evolving approaches to care transitions for older people with complex care needs. 

Relevant examples are aged care teams of geriatricians and aged care nurses with advanced 

practice, which provide in reach services to residential care facilities. Consideration of these matters 

in your paper, perhaps with emphasis on the emergency department, as this seemed to me to be 

what you meant by ‘hospital’, would add to the contemporary debates about how to improve care 

transitions from acute to residential care.  

 

RESPONSE: Thank you for these very helpful suggestions. We have now included more of this 

literature. We have also made more clear that the ED was a major focus of our study of this 

improvement project.  

4. Another important factor for consideration in care transitions that include the residential aged care 

setting is that the staff are care attendants with limited if any nursing or aged care training, they are 

not trained nurses. As you suggest in your findings, a trained nurse providing advice on the end of the 

phone does not necessarily assist. Care attendants in nursing homes have very limited ability in 

clinical problem solving. They are usually unsupported in problem solving deteriorating health in the 
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older person as for example related to injury, exacerbation of chronic illness or palliative care. It is 

therefore not surprising (and I believe responsible practice for PCAs) that they would send a resident 

to the local hospital emergency department for nursing and health attention. General practitioners are 

also limited in their ability to provide a medical service to nursing homes due to funding limitations in 

general practice. Therefore, general practitioners’ ability to support care attendants in nursing homes 

is limited. Some critical comment regarding these challenges in residential aged care would improve 

your paper.  

RESPONSE: This is a very important point, which we have mentioned briefly in the Discussion. We 

have not elaborated on it in further detail as we believe it is best dealt with as part of our general 

observations on the need for participatory approaches to problem definition and intervention design.  

 

You cite important literature in your paper, I include details re the references I cited as these may be 

of additional interest:  

Bauer, M., Fitzgerald, L., Haesler, E., & Manfrin, M. (2009). Hospital discharge planning for frail older 

people and their family. Are we delivering best practice? A review of the evidence. Journal of Clinical 

Nursing, 18(18), 2539-2546.  

 

Chapin, Rosemary Kennedy, Chandran, Devyani, Sergeant, Julie F., & Koenig, Terry L. (2014). 

Hospital to Community Transitions for Adults: Discharge Planners and Community Service Providers’ 

Perspectives. Social Work in Health Care, 53(4), 311-329. doi: 10.1080/00981389.2014.884037  

 

Coleman, E. A., & Boult, C. (2003). Improving the quality of transitional care for persons with complex 
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RESPONSE: Thank you. We have now cited this work.  

 

Reviewer 3  

1. I would like to see some more detail on the methods and process of data analysis; in particular to 

get a stronger sense of how themes and concepts were identified through the analysis and how these 

relate to the key issues presented in the findings and conclusions.  

RESPONSE: We have now included more detail on the data analysis.  

2. In making reference to the project team findings (page 5), the authors conclude that the project had 

a modest (at best) impact. However, at the same time they say that they did not have access to the 

study data except in the form of summary tables. Is there anything available to confirm that the 

authors' interpretation of the overall study findings concurs with that of the project team? The 

statement around the impact of the project appears rather tentative, yet it is fairly critical to the 

explanatory analysis undertaken as part of the ethnographic study.  

RESPONSE: We have now explained in more detail our access to the summary data. We reviewed 

the available charts and based our interpretation, as reported in the paper, on this.  

3. The paper would benefit from a stronger discussion section. In its present form, the discussion is 

too much a rehearsal of the study findings rather than a critical analysis and interpretation of the 

findings in the light of wider literature. For example, the discussion could be framed by relevant 

theoretical literature, such as organisational readiness/behaviour, complexity, co-production and co-

design etc.  
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RESPONSE: We have now strengthened the discussion, focusing in on the importance of a 

participatory approach to problem definition and intervention design.  

 

 

4. It would help to have greater clarity around some of the definitions and terms. The paper refers to 

both residential and nursing homes, but it is not clear whether both types of home were studied or just 

one. This is an important distinction as there are contextual differences between nursing and 

residential homes, particularly in relation to registered nursing care provision (which may have an 

important influence on decisions to transfer residents to hospital). There is also some NHS specific 

terminology that may need explaining - for example Clinical Commissioning Groups - and 

abbreviations used such as SCS documentation (on page 4).  

RESPONSE: We have now provided greater clarity on these issues, and have explained NHS 

terminology.  

 

The homes studied in the observational research included a purely residential home, and a split 

residential/nursing home.  

 

Our data does not allow us to draw any conclusions about the impact of nursing input on admissions 

decisions. The split nursing/residential home in this study actually had high numbers of readmissions 

despite having nursing input, but of course the patients in this home also had more significant medical 

needs.  

5. Again in terms of clarification, some of the observation field note references appear to be truncated 

(e.g. reference half way down page 4) - are they deliberately in a shorthand form? In the labelling of 

these field note references, different terminology is used - observation/s, observation fieldnotes etc. 

Are they one and the same thing? If so, a consistent description throughout would be better.  

 

RESPONSE: We have ensured consistent labelling of quotes and fieldnote extracts.  

 

The quote on page 4 is truncated for clarity, and in several quotes text has been added for clarity or 

replaced to protect anonymity. All changes to quotes, including truncation, are now indicated using 

square brackets.  

6. There are a few small typos to correct e.g. in the results section of the abstract, second line that 

starts "Diagnostic work using conducted ....'; page 8, para 3, 'Growing evidence suggests that the 

building good relationships ....'  

RESPONSE: We have now corrected these typos.  

7. The authors make an interesting observation that their independence helped to provide an impartial 

stance. However, an alternative view could be that an embedded formative evaluation could have to 

improve the improvement project and produce a more impactful outcome?  

RESPONSE: This is a very interesting point, but we felt it reduced the coherence of our limitations 

section to include it.  

 

Reviewer 4  

1. The review of literature suggests findings from prior research without providing sufficient detail. For 

example, in para. 1, the authors do not provide data to support the claim that older adults in 

"residential care homes" are at notably high risk for hospitalization. Similarly, in paragraph 3, the 

authors mention that results in prior transitional care studies are "mixed," however, lessons learned in 

prior studies, or significant barriers or facilitators of success identified in prior studies are not 

indicated. Thus, the review of literature is somewhat vague and does not contribute to a refined, 

specific research question and aim(s) to address the need.  

RESPONSE: We have now offered a more detailed overview of the literature. We have restated our 

research question so that it is clearer.  

2. I was not able to locate a conceptual framework that was used to guide the study, which caused 
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some confusion, as I was unable to determine what concepts were examined in observation and 

interviews, what relationships were compared in the "constant comparative" analysis, and how the 

findings fit, theoretically, in the context of findings from other studies. Additionally, I was somewhat 

confused by the use of the term "techniques of high risk industries," which was mentioned three times 

in the paper. These techniques were not described and appeared to function as some sort of criteria 

and method for assessing the performance of organizations in the description. While reading, I began 

to wonder if these techniques might be functioning as some sort of theoretical framework for 

assessing implementation of the complex interventions. The manuscript will be strengthened with a 

the addition of a strong theoretical framework.  

 

RESPONSE: We have now explained in more detail that we were evaluating a quality improvement 

project that was using techniques adopted from high risk industries. The specifics of these techniques 

are not the focus of this study and we have reduced the number of times to which we have referred to 

them. The theoretical advance of our study is in showing the relevance of a participatory approach to 

problem definition and intervention design. Consistent with the constant comparative method, we did 

not start with a strong theoretical framework: the importance of these constructs emerged from our 

analysis.  

3. The manuscript needs a plain language statement about consent. It was not clear how patients 

consented for the review of medical records that were used to assess the rate of hospitalizations. 

There is not mention of these data and clearance for using these data if they were from an 

administrative data file.  

RESPONSE: Our evaluation team did not have any access to medical records. We have explained 

that the calculation of readmissions was undertaken by the improvement project team, who obtained 

permissions separately from our evaluation.  

4. The manuscript does not mention observation schedule or observation foci; thus, it was not clear 

what was observed. I was not able to locate the rationale for the observations.  

 

RESPONSE: We conducted observations in order to describe the fate of the quality improvement 

project in the settings where it was designed and delivered. The rationale for the observations was 

entirely consistent with the aim of the study. We did not use an observation schedule but rather a 

series of unstructured prompts. We have given more detail on where we conducted the observations.  

5. The manuscript does not include an interview guide or even a list of key topics. Critically, the 

manuscript does not provide instrumentation for assessing hospital admissions. The manuscript 

indicates a review of administrative data of some kind related to hospital admissions but there is not a 

description of the instrument used to assess this outcome.  

 

RESPONSE: We can provide an interview guide if needed. We have explained the focus of the study. 

We did not, as we have explained above, assess hospital admissions directly.  

7. Please describe the sample of participants that were observed and interviewed. Please describe 

the sample of older adults, whose medical records were assessed for hospitalizations. Please 

describe the procedures for conducting the observations, such as who and for how long. Please 

describe the procedures for conducting the interviews, such as what participants and for how long, 

use of recording devices, etc. Please describe procedures for the medical chart review.  

 

RESPONSE: We have described the sample. We have explained the number of hours of observation 

and where they were conducted. We have explained that the interviews were either digitally recorded 

or recorded as fieldnotes. We did not access or assess medical records.  

8. It is not clear how the raw data were analyzed. Please be precise about the codes that were used 

to analyze data, how themes in the findings were developed, and what procedures were used to 

assure rigor in the analysis. It is not clear how data from interviews and observations were combined.  

 

RESPONSE: We have now provided more detail on the methods of analysis.  
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9. In the section "Problem definitions and interventions," the results broadly describe the history of the 

program, targeted gaps in care, and a summary of assessing outcomes of the program (limitations in 

data availability and a chart review of some sort to estimate the rate of hospitalizations. To my mind, 

the level of detail in the description of findings was insufficient. I was looking for empirical support for 

claims about gaps and services, in particular as they pertained to the service needs for the older 

adults in the residential care homes, the characteristics of the interventions (what exact services were 

provided, who provided them, at what point in care trajectories were they provided, how strong was 

implementation fidelity).  

 

RESPONSE: This paper was an evaluation of the challenges of doing quality improvement work 

across organisational boundaries, using a project to improve transitional care for older people as a 

case study. The study was not an evaluation of the success of the quality improvement project per se, 

rather it was a process evaluation that identified the key challenges that resulted in the project having 

limited impact. As such our paper focuses on observations and interview data about the challenges of 

cross-boundary improvement.  

 

We have clarified the aims of the paper and made significant revisions to the structure of the paper.  

 

10. In the section "Challenges" to securing improvement," I was not able to identify a theme or set of 

themes about challenges; rather, the authors describe a list of challenges that is somewhat random 

and not integrated (this list included: starting the service took a long time, there was a 'lack of 

definition about the transition', end of life issues were difficult to handle in the care homes). The list of 

challenges might be analyzed further, to identify broader themes that could be used to integrate this 

list of findings. [Importantly, I really enjoyed reading the paragraph in the discussion that starts with 

the words, "This study adds to the literature by showing..." - one approach to rethinking this section of 

the findings might be to use each sentence in this wonderful paragraph as an idea to organize ideas 

for the second section of the findings and to think more broadly about larger thematic groups for 

reporting/integrating findings.  

 

RESPONSE: We have improved this section.  

11. In general, the use of evidence from the interviews and observations was helpful but the voices of 

the speakers seemed anonymous and it was very difficult to link subjects to their ideas and teh 

settings in which they worked. Thus, the potential richness in detail and uniqueness of the clinical 

settings were not as well-developed as they might have been.  

 

RESPONSE: We are unable to address the comment about anonymity without breaching the 

conditions of our ethical approval.  

12. There will need to be considerable development of the linkage of findings in this study to research 

conducted in other settings/studies. What is the state of the science in research conducted to improve 

transitions to and from post acute care settings and from "residential care homes" to acute care 

settings. How are the patients in this study like or different from populations in other places. How 

might these differences impact the intervention and the transferability of findings of this research. 

What elements of the intervention should be tested again, what modifications would be needed. Are 

community based, as opposed to health care provider interventions need. What is the role of primary 

care in these interventions. Indeed, there seems to be a long list of relevant concepts that could be 

used to enrich the discussion of the findings.  

 

RESPONSE: We have now provided more linkage to the literature and strengthened our conceptual 

analysis. Unfortunately, in a paper of the length normal for BMJ Open (4000 words), and given the 

scope of our paper, we cannot address all of these very interesting queries. 
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VERSION 2 – REVIEW 

REVIEWER Gill Harvey 
University of Adelaide, Australia 

REVIEW RETURNED 04-May-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review the revised manuscript, 
which reflects a careful consideration of the reviewer comments. I 
am satisfied that the points I raised with respect to the original 
submission have been adequately addressed.  

 

REVIEWER Mark Toles 
University of North Carolina at Chapel Hill  
United States of America 

REVIEW RETURNED 12-May-2016 

 

GENERAL COMMENTS The authors carefully responded to reviewers' responses and have 
sufficiently addressed critiques and suggested additions/deletions. 
As written now, focusing on quality improvement, the authors 
organized a useful discussion of barriers and facilitators to spanning 
organizational boundaries and delivering transitional care for older 
adults. Linkages to prior studies is improved.  
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