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1 EXECUTIVE SUMMARY 
 
1.1 Introduction 
 
The Council of Australian Governments Long Stay Older Patients (COAG LSOP) Victorian initiatives 
began in July 2006.   
 
In May 2010 the Victorian Department of Health contracted Australian Healthcare Associates (AHA) to 
complete the evaluation of the COAG LSOP Victorian initiatives.  The objective of the project was to 
examine the performance of the COAG LSOP Victorian initiative against the set aims of the initiative, 
with a focus on measuring the effectiveness and efficacy against four key impact areas. 

 strengthening attention to the needs of older people in the hospital and community 

 improving consistency and integration of service delivery 

 improving access to a range of „age friendly‟, appropriate services and settings 

 reducing the incidence of inappropriate hospital usage by older people. 
 
The two components under the COAG LSOP umbrella that were the target for this evaluation were: 

1. Improving Care for Older People (IC4OP) 

2. Hospital Admission Risk Program Better Care for Older People (HARP BCOP). 
 
These two major components have built upon and complemented a number of initiatives of the health 
and community sectors in the past decade. 
 
The Victorian Department of Health (DH) funded 11 metropolitan and 25 rural or regional health 
services to participate in the IC4OP initiative and 13 rural or regional health services to participate in 
HARP BCOP. 
 
A key output for the IC4OP - Minimising Functional Decline initiative was the development of an 
implementation resource; Best care for older people everywhere - The toolkit (The toolkit).  This 
resource was for use in participating health services to support the translation of existing best practice 
guidance into practical improved care processes.  The toolkit was designed to improve the capacity of 
health services across Victoria to address key factors that place older people at risk of functional decline 
while in hospital.  
 
The toolkit was developed through collaboration between the DH, the National Ageing and Research 
Institute (NARI) and Victorian health services.  The toolkit provides information and resources across 10 
domains: 

 Person-centred practice 

 Assessment 

 Mobility, vigour and self care 

 Nutrition 

 Delirium 

 Dementia 

 Depression 
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 Continence 

 Medication  

 Skin integrity. 
  

There were three levels of implementation funded within the IC4OP initiative  

Level 1  The Person-centred care and Assessment domains implemented in one acute ward at a 
minimum. 

Level 2  All domains implemented in one acute care ward. 

Level 3 All domains implemented in one acute care ward and the development of a care 
pathway(s) for older hospital patients across the care continuum from acute to the 
community.  

 
 
1.2 Evaluation Methodology  
 
A detailed implementation process was developed for the Victorian COAG LSOP project along with an 
Evaluation Framework.  This framework, developed from the initial planning logic models, identified: 

 four key strategy impact areas 

 contributing project impacts 

 outcome or output measure 

 data sources 

 data collection responsibilities. 
 

Utilising the evaluation framework AHAs evaluation methodology included: 

 conduct of a literature and horizon scan 

 analysis of all data and reports submitted throughout the initiative by participating health 
services  

 development of data collection tools  

 visiting and interviewing key staff at each participating health services 

 surveying care staff in target wards of participating health services  

 analysis of findings against the evaluation framework. 
 
 
1.3 Summary of findings 
 
1.3.1 Improving Care for Older People  
 
This program targeted acute inpatient care of older patients.  It sought to enhance staff awareness and 
understanding of the complex care needs of older persons in acute hospitals and improve care of older 
patients in public hospitals and thus minimise their risk of functional decline.  The initiative would 
thereby reduce the number of long-stays in hospital by older patients. 
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The evaluation clearly demonstrates that the LSOP initiative has delivered significant achievements 
across the state in enhancing care for older patients in our public hospitals.  Equally importantly, major 
changes in organisational and individual staff attitudes and approaches to the care of older persons 
have occurred within many participating health services.  The cultural change widely accepted as a 
necessary prerequisite for optimal care for patients over 65 years of age is well underway. 
 
Case studies, health service progress reports, Key Performance Indicator (KPI) data, sector 
consultation inputs and staff surveys all provide evidence of improved knowledge and awareness of the 
complex needs of older patients and of better care processes for older patients in the targeted clinical 
areas over the course of the initiative. 
 
 
1.3.2 Hospital Admission Risk Program – Better Care for Older People (HARP-BCOP) 
 
This extension of the existing HARP program into new rural and regional health services sought to 
improve the community care of older patients at risk of hospitalisation by virtue of chronic and complex 
ill-health and thereby reduce hospital presentations and admissions.   
 
The evaluation clearly demonstrates that there have been significant achievements across the state 
within this program.  There have been consistent improvements in the health and well-being of clients of 
the program and impressive reductions in hospital attendances, admissions and avoidable 
readmissions.  
 
Case studies, health service progress reports, KPI‟s and the sector consultations inputs all provide 
evidence of improved care coordination for program clients in their community and improved client 
outcomes.  
 
 
1.4 Recommendations 
 
The following recommendations are based on the observations and learnings from this project and 
some are focused specifically for the COAG LSOP initiative while others have been made for the 
Department of Health generally to support health services in managing large multi site projects.  Further 
discussions about the recommendations are seen in Chapter 8 of this report. 
 

Recommendation 1 Executive sponsors  

1.1 To be effective executive sponsors in health services need influence that cross not only 
disciplines but also program boundaries 

1.2 For multi site projects regular meetings with executive sponsors should occur; these 
meetings should be regular and planned to be short and focused with alternative, times, 
venues and methods of attendance. 

 

Recommendation 2 Funding  

2.1 Funding surety needs to be established for life of projects 

2.2 The DH should investigate ways to quarantine capital funding to respond to environmental 
audits. 
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Recommendation 3 Project officers  

3.1 To build health sector capacity DH should consider funding/supporting health services to 
offer scholarships (or similar) to complete appropriate project officer training.  For example 
BSBCMN 419A: Manage Projects is a current unit of competency from the Australian 
Vocational Education and Training (VET) system Business Services Training Package. 

3.2 For multi site projects regular project officer meetings/forums should occur; a number of the 
meetings should be statewide however, the majority should be regionally based meetings 

 

Recommendation 4 Supporting minimising functional decline as an appropriate model of care 
for all health service users 

4.1  It is recommended that DH support all health services to adopt minimising functional decline 
as an appropriate model of care for all health service users, across the continuum of care 

 

Recommendation 5 Reform through existing structures 

5.1 To support the transition of the IC4OP initiative from a project to long term model of care 
health services need to be supported to transition projects into existing processes, such as 
quality/clinical governance systems.   

5.2  It is recommended that DH support health services to combine projects wherever possible. 
 

Recommendation 6 The toolkit  

6.1 It is recommended that The toolkit be marketed at educators, quality and clinical governance 
staff who can ensure appropriate health service protocols are met to introduce new 
tools/forms. 

 

Recommendation 7 Clinical champions 

7.1  DH continue to support health services to adopt clinical champions, utilising a model that 
bests suits the health service or the region. 

 

Recommendation 8 Minimising functional decline training 

8.1 DH should use its influence on key professional groups to encourage the concepts of 
minimising functional decline in the curricula of health professionals.  

8.2 Health services should be supported to implement training in all domains that support 
minimising functional decline to all health professionals.  Information should be included in 
all orientation programs and regular required training.  
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2 CONTEXT AND BACKGROUND 
 
 
2.1 Introduction 
 
This report is the Final Report of the Evaluation of the Council of Australian Governments Long Stay 
Older Patients (COAG LSOP) Victorian initiatives to the Evaluation Advisory Group.  
 
Australian Healthcare Associates (AHA) were contracted to 
conduct the evaluation in June 2010 by the Victorian Department 
of Health (DH).  As part of the implementation of the Victorian 
COAG LSOP initiative an Evaluation Framework was developed.  
AHA has utilised this framework in conducting the evaluation. 
 
The evaluation used a variety of methods to inform the 
descriptions of the initiative, assessments of its impact and 
recommendations regarding future potential endeavours to 
improve care of older persons in Victorian public hospitals.  
 
These included a review of extensive DH documentation 
regarding the initiative, a comprehensive consultation with the 
sector and a literature review and horizon scan.  The literature 
review and horizon scan is at Appendix 1.  
 
The evaluation methodology is described in detail at Appendix 2.  
 
 
2.2 Context – Demography  
 
Shifting demographics and increasing life expectancy are having 
a growing and incontrovertible impact on hospitals1, 2.  Currently, 
more than one-third of all people admitted to our hospitals are 
over 65 years of age and people in this age group account for 
over 50% of inpatient hospital days.  The ageing of the population 
will particularly quicken from 2010 when the bulk of the post-war 
baby boom generation begins passing 65 years of age. 
 
In 2005–06, people aged 65 years and over, represented 13.2% 
of Australia‟s population1, 2.  This proportion is expected to 
increase to 25% by 2047.  These changes will see an increasing 
proportion of hospital activity and expenditure focused on acute 
care of older Australians.   
 
An intergenerational report (IGR) is produced by the Australian 
Government every five years to assess the sustainability of 
government policies over the next 40 years.  The second report (IGR2), released in 2007, forecasts that 
Australia‟s population will grow to 28.5 million by 2047 and 25% of the population will be over 65 years 
of age.  This will partly be a result of the average life expectancy increasing by seven years for men (to 
86 years) and women (to 90 years).  The report also states that Australian Government health 
expenditure will almost double over the next 40 years. 

Over 35% of all hospital 
admissions and 47% of 
occupied bed days are for 
people aged 65 years and 
over. 

Inpatients aged 65 years 
and over averaged 8.6 days 
per hospital stay. Those 
aged over 85 years 
averaged 10.6 days. 

Six per cent of all current 
public hospital admissions 
for people aged 65 years 
and over are for subacute 
care, such as rehabilitation 
and geriatric evaluation and 
management. 

In 2005–06, people aged 
65 years and over 
represented 13.2% of 
Australia’s population. 

This proportion is expected 
to increase to 25% by 2047. 
Given the current ways we 
provide acute care for older 
persons, this demographic 
change is expected to raise 
Government expenditure on 
hospitals and health 
services by 80% in real 

terms by 2047.  
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As depicted in Figure 2-1 the percentage of patients 65 years and older already constitute a large 
volume of care that hospitals and health systems provide, especially when compared to the percentage 
of over 65 years in the population1-3.  Increasingly, care of older adults needs to be seen to be the 
central business of these facilities.  Acute health services need the tools to manage this changing 
patient population mix effectively and the vision to see the opportunities to improve both the quality of 
their care and the value delivered to the community. 
 
Figure 2-1:  Population and hospital use: people aged 65 and over as percent of total, 2004-05 

 

 

Source: AIHW. Older Australians in Hospital. Bulletin 53. August 2007. 

 
Older Australians have a higher rate of admission to hospitals than the general population. They are 
admitted for a different mix of reasons and their stay in hospital is generally longer.  The acute hospital 
usage rate increases with age across the over 65+ years of age cohort, with very significant acute bed 
utilisation by persons over 85 years of age. 
 
As shown in Table 2-1, in 2005-06 overnight stay patients aged 65 years and over had longer hospital 
stays than patients less than 65 years.  Those aged over 85 years had even longer average hospital 
stays.  People 65 years and over staying overnight in hospital had an average stay of 8.6 days, 
compared with an average of 6.2 days for all Australians.  The average length of stay was even higher 
in oldest age groups, being more than 10.6 days for people aged 85 years or more.  
 
Table 2-1: Average length of stay (overnight patients) by age group, Australia, 2005-06 

 

Source: Australian Government Department of Health and Ageing Annual Report 2008 

 
The reasons for increasing length of stay for older people include a greater likelihood of carrying co-
morbidities or health problems other than the one for which they were admitted and a slower recovery 
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from treatment because of a decline in a number of body functions.  The average length of stay for all 
overnight stay patients is decreasing in hospitals across Australia, as shown in Table 2-2. 
 
Table 2-2 : Average length of stay, excluding same-day separations, Australia, 204 -2009 

      Change (percent) 

 
2004–05 2005–06 2006–07 2007–08 2008–09 

Ave 
since 

2004–05 

Since 
2007–08 

Public hospitals (days) 6.7 6.6 6.5 6.5 6.3 –1.3 –2.3 

Private hospitals (days)  5.4 5.4 5.4 5.4 5.3 –0.6 –1.4 

Total 6.3 6.2 6.2 6.2 6 –1.1 –2.0 

Source: Australian Institute of Health and Welfare 2010. Australian hospital statistics 2008–09. 

 
The percentage of patient days utilised by people over 65 in public hospitals across Australia has 
remained at 47% of all days, from 2004-05 to 2008-09.  In 2008-09 in Victoria the percentage of patient 
days for people over 65 years was 49%1.    
 
In 2005-06 a significant percentage (5-10%) of all Australian public hospital admissions for people aged 
65 years and over was for subacute care, including rehabilitation and geriatric evaluation management.  
In 2008-09 in Victoria this percentage was 14-15%2.  
 
Older Australians are significantly more likely to be transferred to other healthcare facilities at the end of 
any particular episode of care in acute hospitals.  As highlighted in Figure 2-2, following a subacute 
admission, 77% return to their usual residence, and 9% of people are transferred to residential aged 
care or other healthcare accommodation.  For those under 65 years, 89% return to their usual 
accommodation.   
 
Figure 2-2: People over 65 years, separations from subacute care (rehabilitation and geriatric 

evaluation management), by mode of separation, all hospitals, Australia 2008–09 

77%

6%

9%

7%

1%

Returned to usual place of residence

Transferred to another hospital

Transferred to an aged care facility or 

other healthcare accomodation

Readmitted to the same hospital

Other

 

Source: Australian Institute of Health and Welfare 2010. Australian hospital statistics 2008–09. 

 
 

                                                      
1 Australian Institute of Health and Welfare 2010. Australian hospital statistics 2008–09. Health services series no. 17. Cat. 
no. HSE 84. Canberra: AIHW. 
2 IBID 
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Why are older Australians admitted to public hospitals? 

Renal dialysis, cardiology, respiratory medicine and orthopaedics are the most common reasons that 
older people are admitted to public hospitals.  People aged over 65 years also represent a particularly 
high proportion of patients admitted for ophthalmology, which commonly involves surgical lens 
procedures for cataract treatment. 
 
Older Australians and elective surgery 

People over the age of 65 comprised 28% of public hospital admissions for emergency surgery and 
28% for elective surgery in 2005–06.  The median waiting time for all elective surgery in public hospitals 
was higher in the 65–84 years age groups than for the general population.  This is influenced by the 
relatively long waits for joint replacement and cataract treatment that are commonly required by older 
people. 
 
Older Australians and emergency departments 

Older Australians have a higher overall rate of presentation to emergency departments than other age 
groups.  They also require more urgent attention than other age groups, being over 30% of people in 
the two highest triage categories (Resuscitation and Emergency).  As shown in Table 2-3, more than 
50% of the older people presenting to an emergency department are admitted to the same hospital, or 
referred to another, compared with 23% of people less than 65 years of age. 
 
 
Table 2-3: Emergency Departments - presentations by departure status, by age group, Australia, 

2005-06 

 
 
 
Victoria‟s public hospitals continue to treat a growing number of patients.  They are currently on target to 
admit over 1.4 million patients this year, compared to one million in 1999-2000.  
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Figure 2-3: Victorian population structure projections 2003-2021 

 
 
Older people are significant users of acute health services in Victoria, with people over the age of 65 
using around half of all multiday stays.  As the population ages Victoria‟s health services, like those in 
all jurisdictions across Australia, will experience a steep rise in the percentage of older people requiring 
acute hospital treatment and care.  The projections for ageing in Victoria are shown in Figure 2-3. 
 
The predicted growth in demand is shown in Figure 2-4. 
 
 
Figure 2-4: Growth in demand for hospital bed days, by age, Australia, 2005 to 2050 

 

 

Source: Australian Health Review November 2006 Vol 30 No 4 
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2.3 Context – Policy  
 
2.3.1 National Policy Initiatives 
 
Over the past decade the Australian and state and territory governments have had a strong focus on 
collaborating on initiatives to improve the care of long-stay older patients in public hospitals and their 
access to appropriate long-term care options.  
 
In 2001 Australian Health Ministers Advisory Committee (AHMAC) established the Care of Older 
Australians Working Group (COAWG), now known as the Health Care of Older Australians Standing 
Committee (HCOASC).  They commissioned a number of studies1 including: 

 Service Provision for Older People in the Acute – Aged Care System (The National Ageing 
Research Institute and the Centre for Applied Gerontology) 2002 

 Stock take of Models of Care at the Acute – Aged Care Interface (Howe, Rosewarne and Opie) 
2002 

 Examination of Length of Stay for Older Persons in Acute and Sub-Acute Sectors (Aged Care 
Evaluation and Management Advisors) 2003 

 Review of Assessment and Transition Practices for Older People in Acute Public Hospitals 
(University of South Australia) 2003 

 Feasibility Study on Linking Hospital Morbidity and Residential Aged Care Data to Examine the 
Interface between the Two Sectors (AIHW) 2002 

 Unnecessary and Avoidable Hospital Admissions for Older People (Siggins Miller) 2003. 
 
In 2004, HCOASC released a key framework document „Age-friendly principles and practices: Managing 
older people in the health service environment’.  This established an overarching national framework for 
health services in managing older people‟s health care needs.  This document outlined seven principles 
and associated practices to inform service development for older people.  
 
HCOASC followed the release of the age-friendly principles with a number of resources to assist health 
services in implementing better care for older patients.  These included: 

 a National Action Plan for improving the care of older people across the acute-aged care 
continuum, 2004–2008 („Hospital to home‟) 

 Best Practice Approaches to Minimise Functional Decline in the Older Person Across Acute, 
Subacute and Residential Aged Care Settings 

 The „how to‟ guide. Turning knowledge into practice in the care of older people 

 A Guide for Assessing Older People in Hospitals 

 Clinical Practice Guidelines for the Management of Delirium in Older People 

 Stroke Care Pathway. 
 
Over the past 10 years or more there have been a number of other national policy initiatives that have 
sought to deliver improved care of older Australians in acute hospitals including: 

 Phase 4 of the National Demonstration Hospitals Project (NDHP4) focused on improving 
acute care of the older patient in hospitals 
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 The Pathways Home Program, that provided funding to the states and territories to improve 
their rehabilitation and step-down services; and more recently 

 The Transition Care Program (TCP). This was an initiative of the Australian and state and 
territory governments seeking to help older Australians return home after their hospital stay.   
The program was announced in the 2004/05 Australian Government Budget and was jointly 
funded by the Australian Government and the state and territory governments.  

The TCP was designed to help older people leaving hospital to return home rather than 
inappropriately enter residential care.  

This program provides older people with a package of services that includes low-intensity 
therapy (such as physiotherapy, occupational therapy and social work), case management, as 
well as nursing support, personal care or both. It helps older people complete their recovery and 
optimise their functional capacity, while they or their family or carer consider long-term care 
arrangements. 

An evaluation of the TCP concluded that the program provided additional treatment and care 
options following hospitalization that were highly valued by patients and their families.  
Functional improvements occurred.  When compared with similar groups of frail older people 
discharged from hospital during the same time period, those who received TCP had fewer 
readmissions to hospital and were less likely to move into permanent residential aged care. 
 

 
2.3.2 Victorian Policy Initiatives  
 
Within the Victorian policy context ‘Improving care for older people: a policy for health services (IC4OP 
policy)‟ was released in 2003.  This highlighted the need for health services to change the way they care 
for older patients in response to the shifting demographics in the Victorian population. 
 
The IC4OP policy focused on improving the care provided for older people by health services and better 
integration of care across settings to ensure that people receive the right care in the right place at the 
right time. 
 
Three fundamental drivers were identified to stimulate improvements in the care of older people. These 
were the need to: 

1. adopt a strong person-centred approach to the provision of care and services 

2. better understand the complexity of older people‟s health care needs 

3. improve integration within health services‟ community-based programs, and between health 
services and ongoing support services available in the broader community. 

 
The IC4OP policy was underpinned by 12 principles that informed the practice and process changes 
required. 
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The implementation of this policy required a multifaceted, incremental approach.  A key aspect of this 
was state-wide collaborative partnerships with key stakeholders.  In addition to working with health 
services, the Department developed partnerships with the Commonwealth Department of Health and 
Ageing (DoHA), consumers, peak organisations, professional bodies and tertiary institutions.  
 
This involved partnerships and strategies such as: 

 incorporating consumers onto advisory committees 

 engaging the National Ageing Research Institute (NARI) to undertake resource development 
projects 

 engaging the Council on the Ageing (COTA) and Northern Health in rolling out a training 
program to support service development 

 working with Latrobe University in evaluation processes. 
 

The IC4OP principles:  

1. Health services apply practice based on best evidence to the care of older people, 
including specific attention to the risk of malnutrition, decreased functional mobility, 
loss of skin integrity, incontinence, falls, the development of delirium, problems with 
medication, poor self-care and depression. 

2. Health services take clinical governance responsibility for the care of older people. 

3. Treatment and care provided by health services places the person at the centre of 
their own care and considers the needs of the older person‟s carers. 

4. Health services identify older people at risk of adverse health outcomes and/or having 
existing or potential supportive care requirements. 

5. Treatment and care provided for older people with a positive risk screen includes a 
comprehensive assessment. 

6. Treatment and care provided for older people includes interdisciplinary care planning 
that is founded on evidence-based care pathways. 

7. Treatment and care provided for older people is coordinated to achieve integrated care 
across settings. 

8. Older people receive treatment and care in the setting that best meets their needs and 
preferences where it is safe and cost effective to do so. 

9. Health services integrate their community-based programs to provide the appropriate 
treatment, therapy and supportive care to meet the needs of older people. 

10. Robust protocols and agreements developed between health services and ongoing 
community support providers ensure that older people continue to receive the care 
they require in a coordinated and integrated manner. 

11. An adequate level of support for people awaiting long-term care options is provided in 
the setting that best meets their needs. 

12. All people across Victoria have access to Centres Promoting Health Independence. 
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Such partnerships and strategies helped to support and resource health services to deliver service 
developments against their agreed plans. 
 
The Department funded four state-wide projects, to support health services improve the way care is 
delivered to older people with complex care needs.  These projects aimed to ensure a foundation of 
evidence based practice and education for person-centred care, support the development of cognition 
management and assist in identifying and planning for environmental improvements.  
 
These projects included: 

 Best Practice in Person-centred Health Care 

 Enhancing Practice Program 

 Improving the environment for older people in Health Services: An audit tool 

 Dementia Management in Hospitals Program. 
 
A summary of key results of IC4OP was published in 2008.  This report demonstrated that participating 
health services had achieved significant practice changes, including: 

 a refocusing of culture towards person-centred care 

 all health services strove to minimise functional 
decline in the areas of nutrition, functional mobility, 
skin integrity, continence, falls, medication 
management, dementia, delirium, depression and 
self-care. This work highlighted the need to have 
evidence-based resources available to support the 
systems change required 

 application of the environmental audit tool and 
subsequent physical improvements had a profound 
impact on accessibility for older people in hospital 
settings, on staff morale and awareness of the needs 
of older people, and on the morale of patients and 
carers. 

 
The Victorian Department of Health policy direction is 
focused on aligning and integrating community-based 
programs to support discharge from inpatient services and 
prevent or substitute for hospitalisation.  The relevant state 
policies and planning frameworks include: 

 Improving care for older people: a policy for health 
services (2003):  A policy framework for the effective 
care of older people by health services, which focus on integrating care across settings to 
ensure people have the appropriate care in the appropriate place. 
www.health.vic.gov.au/older/improvingcare.pdf 

 Directions for your health system: Metropolitan Health Strategy (2003):  A policy and planning 
framework for providing health care services across metropolitan Melbourne, including an 
expanded role for ambulatory care services as a cornerstone in the configuration of health care 
services www.health.vic.gov.au/metrohealthstrategy/index.htm 

When acutely ill elderly 
patients have an illness that 
requires hospitalization, 
they frequently experience 
functional decline  

Elements of hospitalization, 
including iatrogenic 
illnesses, bed-rest and 
immobility can contribute to 
a poor result, leading to 
prolonged hospital stays, 
nursing home placement, 
and death.  

Too often, this decline is 
accepted as an inevitable 
outcome of hospitalization. 

http://www.health.vic.gov.au/older/improvingcare.pdf
http://www.health.vic.gov.au/metrohealthstrategy/index.htm


2.  Context and Background  

 
14 

 Rural directions for a stronger healthier Victoria (2009):  A policy and planning framework that is 
an update of; Rural directions for a better state of health.  It provides an opportunity to build on 
what has already been achieved, outlines the next phase of continuing service development, 
and acknowledges the major support all health services provide for their rural communities.  
The framework contains three broad directions, with a revised focus to update development 
priorities.  The three directions are; improving the health of rural Victorians, supporting a 
contemporary health system and strengthening and sustaining rural health services. 
www.health.vic.gov.au/ruralhealth 

 Care in your community: A planning framework for integrated ambulatory health care (2006): 
 The framework encompasses all community-based ambulatory care services. The vision is for a 
modern, integrated and person-centred health system aimed to meet the future needs and 
expectations of communities and individual users of health care services, and to provide 
integrated and accessible services in local communities 
www.health.vic.gov.au/ambulatorycare/downloads/care_in_your_community.pdf 

 Improving care: Hospital Admission Risk Program public report (2006): This report is an 
independent evaluation of HARP that outlines the characteristics of HARP projects and the 
integration into ongoing services.  It identifies key outcomes of HARP and provides direction for 
further development of HARP services www.health.vic.gov.au/harp-cdm/improvingcare.pdf 

 Victorian services coordination practice manual (2007):  This manual defines the practices, 
processes, protocols and systems that support service coordination across Victoria. 
www.health.vic.gov.au/pcps/downloads/sc_pracmanual.pdf . 

 

 

http://www.health.vic.gov.au/ruralhealth
http://www.health.vic.gov.au/ambulatorycare/downloads/care_in_your_community.pdf
http://www.health.vic.gov.au/harp-cdm/improvingcare.pdf
http://www.health.vic.gov.au/pcps/downloads/sc_pracmanual.pdf
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3 THE VICTORIAN COAG LSOP INITIATIVE  
 
3.1 Introduction 
 
Under the current national policy initiative in this arena Improving Care for Older Patients in Public 
Hospitals, the Australian Government provided a total of $150 million to the states and territories to 
implement a range of initiatives in 2006-2010 that complemented existing older patient care 
improvement programs in each jurisdiction.  The initiative focuses on reducing unnecessary admissions, 
improving admitted patient services, and improving the transition to appropriate long-term care in 
metropolitan and rural areas.  There was a focus on improving the flexibility and capacity of rural 
hospitals to provide more age-friendly services.  
 
The COAG LSOP initiative began in Victoria in July 2006 and ran for four years (2006/07 to 2009/10).  
The Victorian COAG LSOP initiative focused on improving the capacity of health services to provide 
more appropriate care for long-stay older patients in public hospitals and reducing avoidable or 
premature admission of older people to hospitals, particularly in rural areas. 
 
By building on existing initiatives, Victoria sought to prevent avoidable hospital admissions for older 
people.  In the event that people do require a hospital stay the focus was on improving the care older 
people receive to minimise their risk of functional decline.  Together these initiatives sought to prevent 
older people experiencing long stays in hospital and avert the potential requirement for residential aged 
care placement. 
 
In metropolitan areas the initiatives focused on providing more appropriate care for long-stay older 
patients in public hospitals.  In rural and regional areas the initiatives focused on providing more 
appropriate care for long-stay older patients and reducing avoidable or premature admission of older 
people to public hospitals. 
 
Following the success of the IC4OP initiative, the then Victorian Department of Human Services took 
the opportunity provided by the COAG LSOP initiative to further embed the implementation of Improving 
care for older people within Victoria‟s public hospital system. 
 
The other key existing initiative that the Victorian COAG LSOP built on was the Hospital Admission Risk 
Program (HARP).    
 
The state-wide Hospital Admission Risk Program had proven that the provision of more integrated 
service delivery reduced the demand on hospital services and improved patients‟ health and well being.  
In the HARP initiative, groups of acute and community-based health care providers formed consortia to 
implement a range of specific projects specifically designed to enhance care coordination for older 
clients in their specific local context.   
 
Each of these projects aimed to provide an integrated system of care through the use of care 
coordinators, who ensured that patients were linked to all the existing acute and community services 
they required.  They also facilitated the coordination between these services through ensuring effective 
communication and exchange of relevant information.  
 
The model produced reductions in the demand for acute hospital services without increasing overall 
costs to the system.  Central to success, at a systems level was the active involvement of key 
stakeholders throughout the planning, implementation and ongoing review stages of the project.  At an 
individual patient level, the employment of personal care facilitators, who assisted the patients in 
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understanding their health condition, accessed the required services and promoted self-management, 
was of prime importance. 
 
The data from HARP indicated that for older patients with a history of frequent emergency department 
presentations and/or at risk of frequent presentation, with complex health care needs, an integrated 
care facilitation model that is patient-focused, links and coordinates services, and delivers a continuum 
of care through the acute and community health sectors reduces utilisation of acute health care 
facilities.  Given that the HARP initiative was broadly successful, HARP programs have subsequently 
been mainstreamed into Victoria‟s health care system. 
 
The Victorian COAG LSOP also included the provision of one-off funding for two categories of service 
improvements: 

 improving the environment for older people in hospital 

 information management structure.  
 
 
3.2 Improving Care for Older People   
 
This LSOP initiative was implemented at 36 health services across the state.  This saw 19 new health 
services join with the 17 agencies involved in the previous IC4OP initiative to focus on improving care 
for older patients and the prevention of functional decline.  The list of participating health services are in 
Table 3-1 and Table 3-2. 
     
Table 3-1: IC4OP minimising functional decline implementation sites Metropolitan 

Metropolitan / Urban Areas Existing New 

Alfred Health   

Austin Health   

Calvary Healthcare Bethlehem   

Eastern Health   

Melbourne Health   

Northern Health   

Peninsula Health   

Southern Health   

St Vincent‟s Health   

Western Health   

Werribee Mercy   
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Table 3-2: IC4OP minimising function decline implementation sites Rural and Regional 

Rural and Regional Areas Existing New 

Barwon Southwest Region   

Barwon Health   

South West Healthcare   

Western District Health Service (Hamilton)   

Colac Area Health   

Portland District Health   

Gippsland Region   

Latrobe Regional Hospital   

Bairnsdale Regional Health Service   

Central Gippsland Health Service    

West Gippsland Healthcare Group    

Bass Coast Health Service    

Loddon Mallee Region   

Bendigo Health Care Group   

Mildura Base Hospital   

Echuca Regional Health   

Swan Hill District Health   

Castlemaine Health   

Maryborough District Health Service   

Hume Region   

Goulburn Valley Health   

Wodonga Regional Health Service   

Northeast Health Wangaratta   

Benalla & District Memorial Hospital   

Seymour & District Hospital   

Grampians Region   

Ballarat Health Service   

Wimmera Health Care Group   

East Grampians Health Service (Ararat)   

Stawell District Hospital   
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This initiative focused on addressing the key factors that place older people at risk of functional decline 
and other adverse events while in hospital, and sought to develop a more 
coordinated and comprehensive approach.  Minimising the risk of functional 
decline for older people in hospitals in turn should reduce the number of people 
experiencing excessively long hospital stays. 
 
The guidelines Best practice approaches to minimise functional decline in the 
older person across the acute, sub-acute and residential aged care settings 
commissioned by the HCOASC was used as a platform for the development and implementation of a 
functional decline prevention program. 
 
 
3.2.1 The Toolkit 
 
A key output for the IC4OP - Minimising Functional Decline initiative was the development of an 
implementation resource, Best care for older people everywhere - The toolkit (The toolkit) for use in 
participating health services that would support the translation of existing best practice guidance into 
practical improved care processes.  The toolkit was designed to improve the capacity of health services 
across Victoria to address key factors that place older people at risk of functional decline while in 
hospital.  
 
Ten key areas addressing functional decline were identified for incorporation into The toolkit.  
Leadership for development of content for each domain for The toolkit was assigned to one health 
service.  Each of the health services, who had participated in the prior IC4OP initiative, partnered with 
two to three other health services and a regional partner in content development. The list of participating 
health services is at Table 3-3 
 
Table 3-3: Health services involved in Toolkit development 

Domain Lead agency Partner agency 
Regional 
partner 

Assessment Western Health Bayside Health 

Northern Health 

Loddon Mallee 

Skin Integrity Eastern Health Austin Health 

Bayside Health 

Loddon Mallee 

Mobility Peninsula Health Austin Health 

Eastern Health 

Gippsland 

Nutrition Bayside Health Peninsula Health 

Melbourne Health 

Gippsland 

Delirium Melbourne Health St Vincent‟s Health 

Western Health  

Barwon South 
Western 

Dementia Ballarat Health Barwon Health 

St Vincent‟s Health 

Western Health 

Barwon South 
Western 
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Domain Lead agency Partner agency 
Regional 
partner 

Depression Southern Health Calvary Bethlehem 
Healthcare 

Grampians 

Medication St Vincent‟s Health Melbourne Health 

Peninsula Health 

Northern Health 

Grampians 

Continence Austin Health Eastern Health 

Southern Health 

Hume  

Person-centred 
practice  

Northern Health Southern Health 

Latrobe Regional 
Hospital 

Hume 

 
The development of content for each key area (or domain) thus involved a number of participating 
health services, either as the Lead Agency for a domain or as partner agencies in The toolkit 
development process.  These domain teams performed literature reviews, identified relevant resources, 
field-tested these resources and submitted preferred content to the National Ageing Research Institute 
(NARI). 
 
NARI developed a framework for the domains to ensure that an integrated resource kit was produced 
and provided ongoing support for The toolkit development and editorial oversight of compilation of The 
toolkit. 
 
There were three levels of implementation envisaged for this resource: 

Level 1  The Person-centred care and Assessment domains implemented in one acute ward. 

Level 2  All domains implemented in one acute care ward. 

Level 3  All domains implemented in one acute care ward and the development of a care  
  pathway(s) for older hospital patients across the care continuum from acute to the  
  community.  
 
 
3.3 Hospital Admission Risk Program Better Care for Older People 
 
The aim of Hospital Admission Risk Program Better Care for Older People (HARP BCOP) was to further 
develop prevention and self-management strategies for older people with chronic or complex conditions, 
in rural and regional Victoria, by providing new approaches to care on presentation to hospital, and 
more targeted support on discharge.  Expected outcomes included reductions in hospital use and 
improved health and functional status for older people. 
 
The COAG LSOP initiative funded 13 HARP BCOP sites, see Table 3-4.  Of the 22 established state-
wide HARP services, 11 were located in regional areas.  These existing HARP services had a role in 
supporting the development of the HARP-BCOP projects.  
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Table 3-4: Hospital Admission Risk Program Better Care for Older People implementation sites 

Rural and Regional Areas 
Existing HARP 

service 
New HARP 

BCOP project 

Barwon Southwest Region   

Barwon Health   

South West Healthcare   

Western District Health Service    

Portland District Health   

Gippsland Region   

Latrobe Regional Hospital   

Bairnsdale Regional Health Service   

Central Gippsland Health Service    

West Gippsland Healthcare Group    

Bass Coast Health Service    

Loddon Mallee Region   

Bendigo Health Care Group   

Mildura Base Hospital   

Echuca Regional Health   

Swan Hill District Health   

Castlemaine Health   

Maryborough District Health Service   

Hume Region   

Goulburn Valley Health   

Wodonga Regional Health Service   

Northeast Health Wangaratta   

Benalla & District Memorial Hospital   

Seymour & District Hospital   

Grampians Region   

Ballarat Health Service   

Wimmera Health Care Group   

East Grampians Health Service    

Stawell District Hospital   
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3.4 Improving the environment for older people in hospitals  
 
Improving the environment for older people in Health Services: An audit tool, had been developed as 
part of the initial IC4OP initiative.  It identified the key principles underpinning age-friendly physical 
environments and provided health services with an audit tool to assist them to improve their 
environments to better cater for needs of older people.  Health services performed environmental audits 
and developed action plans for improving the physical environment for older people accessing their 
services.  
 
The development of a hospital environment that values older people and promotes their health must 
consider the physical surroundings as well as the relationship between service providers and older 
people.  Creating older person friendly environments capitalises on an older person‟s strengths and 
abilities, protects them against harm, takes account of the needs of staff charged with their care and 
fosters a safer, more accessible and comfortable environment for everyone.   
 
The implementation of the audit tool was a key component of the IC4OP initiative.  All health services 
that participated in the LSOP were eligible for one-off funding for required environmental improvements.  
Each health service undertook an environmental audit using the established tool to identify priority 
infrastructure improvements.  A report was provided that identified areas for action and associated 
costings.  Following review and prioritisation, funds were provided to health services during 2006-07 and 
2007-08 to implement priority actions.  These funds addressed around 70% of identified need in 2007 
and 50% of identified need in 2008.  
 
 
3.5 Information Management Structure improvements.   
 
Initiatives were identified that would build capacity and infrastructure to support streamlined care 
management and placement processes for older patients leaving hospital and those waiting in the 
community who require residential or community care.  These initiatives focused on investment in the 
infrastructure necessary for effective collaboration between service providers at the acute/aged care 
interface. 
 
Areas of investment included:  

 Information Management Infrastructure: Information Technology can facilitate electronic 
referrals, data collection and improved communication between service providers while Aged 
Care Assessment Service (ACAS) are moving steadily into an electronic environment, 
appropriate and adequate equipment was required to support this change.  The COAG LSOP 
funding supported the 18 Victorian ACAS teams to introduce mobile computers and initiate 
efficiency gains.  The funding supported greater computer access and computing literacy in 
general. 

 The TREAT project (Telemedicine in Residential aged care facilities to Enhance Assessment 
and Treatment) was a trial, run at the Northern Hospital, of the use of telemedicine to enhance 
geriatrician assessments in residential care facilities. 
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4 IMPLEMENTATION AND EVALUATION OF VICTORIAN INITIATIVES 
 
4.1 Implementation of State-wide programs 
 
A comprehensive and detailed planning process underpinned the implementation of the LSOP initiative 
in Victorian public hospitals.  An outline of the overarching Long Stay Older Patient Implementation 
Strategy is presented in Figure 4-1. 
 
Figure 4-1: Victorian COAG LSOP Overall Strategy 
 

ImpactsKey ActivitiesRationale

Overall Strategy

R

Identify & develop 

evidence based 

resources to 

minimise functional 

design

Develop and 

implement 

communication 

strategy

Develop and 

implement approach 

targeting 

metropolitan 

population

Develop and 

implement HARP/

BCOP approach

Develop and 

implement approach 

targeting rural and 

regional population

Improved access 

to primary care  in 

rural areas

Improved 

consistency and 

evidence base of 

service practice

Improved 

workforce capacity 

to address the 

needs of older 

people

Increased 

awareness of the 

needs of older 

people

Improved 

stakeholder and 

staff satisfaction 

with services and 

systems 

Decrease 

inappropriate 

hospital admission 

for older people

Decrease length of 

hospital stay for 

older people

Improve access to 

acute services for 

Victorians

Improve 

appropriate 

discharge options 

for older people

Improves 

appropriateness of 

care 

Map and integrate 

State and 

Commonwealth 

priorities

Establish governance 

Scope existing 

Victorian services & 

systems to identify 

strengths and 

improvement 

opportunities

Develop strategies to 

develop and expand  

on system strengths 

Develop 

implementation 

priorities and plan

Establish monitoring 

and reporting 

requirments

Identify and engage 

stakeholders

Poor management of 

older people in the 

community leads to 

avoidable hospital 

admissions

Poor in hospital 

management  and 

long  stays increases 

older persons risk of 

functional decline, 

limiting discharge 

options

Unnecessarily long 

hospital stays impact 

adversely on service 

availability for the 

broader community

 
 
 
Detailed outlines were also developed for key implementation activities delegated to working groups to 
support the achievement of high level impacts by the LSOP initiative and optimise desired outcomes.  
These outlines are at Appendix 3. 
 
The overall design of the LSOP initiative in Victoria is depicted in Figure 4-2. 
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Figure 4-2: Victorian COAG LSOP Overall Design 

 

 
 
 
Victoria‟s plan for the state-wide implementation of the COAG LSOP initiative was based on an 
incremental approach.  The rollout of the two principle elements of the initiative was staged over the first 
two years to optimise the chances of successful uptake within health services.  
 
As noted previously the IC4OP initiative was implemented at 36 health services across the state, and 
HARP BCOP in 13 rural services. 
 
 
4.2 Regional Implementation 
 
The development of regional consortia was identified as the most effective model for implementing the 
IC4OP initiative across regional Victoria.  Where possible the lead agency for each consortium was the 
nominated Centre Promoting Health Independence (CPHI) for the region.  The health services involved 
in each region are detailed in Figure 4-3. 
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Figure 4-3: Victorian COAG LSOP Regional Health Services 

Regional COAG LSOP sites


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








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Gippsland Region

- Latrobe Regional Health

- Central Gippsland Health Service

- West Gippsland Healthcare Group

- Bass Coast Health Service 

- Bairnsdale Regional Health Service 

Barwon South Western Region

- Barwon Health

- Western District Health Service

- Colac Area Health 

- Portland District Health 

- Southwest Healthcare 

Grampians Region

- Ballarat Health Service

- East Grampians Health Service

- Stawell District Hospital 

- Wimmera Health Group 

Hume Region

- Goulburn Valley Health

- Northeast Health Wangaratta

- Wodonga Regional Health Service

- Seymour and District Memorial Hospital

- Benalla & District Memorial Hospital

Loddon Mallee Region

- Bendigo Health Care Group

- Echuca Regional Health

- Swan Hill District Hospital

- Maryborough District Health Service

- Castlemaine Health

- Mildura Base Hospital 

 
 
Each regional consortia was required to establish a steering committee comprised of the executive 
sponsors and key implementation contacts.  An implementation plan was required for each regional 
consortium. 
 
In addition to their focus on minimising functional decline, rural health services worked together to 
facilitate health care system integration.  A DH project officer was appointed in each region to facilitate 
and manage regional coordination, including the development of an implementation plan outlining key 
priority areas and the identification of activities that will improve the care of older people in their region. 
 
The pre-existent Victorian HARP CDM initiative was used as a platform to expand coordinated care to 
the additional rural centres identified.  Each new site was required to nominate an Executive Sponsor 
and Key Implementation Contact for this initiative.  
 
The HARP CDM guidelines provided the basis for implementation.  Each new site was partnered with 
an existing rural HARP CDM service provider in their region.  An implementation plan was required from 
each health service. The HARP CDM Community of Practice provided invaluable support and mentoring 
to new service providers. 
 
A diagrammatic representation of the COAG LSOP regional implementation is at Figure 4-4. 
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Figure 4-4: Victorian COAG LSOP Regional Implementation 

 

 
 
 
The rural and regional health services in LSOP were further grouped into regional consortia that used 
the existing Victorian HARP as a platform to expand the program of chronic and complex care for older 
people, via the HARP BCOP projects into the 13 new rural centres.  
 
The regional implementation framework envisaged Regional project officers supporting regional 
networks, the development of Communities of Practice, consortia and the organisation of regional 
symposia.  
 
 
4.3 Implementation of IC4OP Health Service projects 
 
Participating health services developed local IC4OP implementation plans that were specific to their 
local care system and context.  These detailed implementation plans were reviewed by Departmental 
staff and incrementally revised over time to adjust for changes in project aims and focus and/or 
contextual changes within health services.  Progress against each plan was monitored by LSOP project 
staff within the Department.  Participating health services regularly reported against the suite of clinical 
indicators and KPIs in both elements of the initiative. 
 
Each health service modelled their local programs taking account of the proposed implementation levels 
(Levels 1-3).  Health service programs were greatly influenced by health service composition, casemix, 
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executive priorities, staff capacities and the physical lay-out of wards.  The majority of health services 
modelled their program for Level 1 implementation (Patient Centred Care and Assessment domains in 
one target acute ward area), although many of these subsequently also did work on implementing 
process changes in other domains.  Four health services that initially modelled for Level 2 
implementation (all domains in one target acute care ward area) were later encouraged to also 
undertake Level 3 implementation within their health service. 
 
The LSOP initiative stressed the need for implementing sustainable approaches to change from its 
inception.  There was a strong emphasis that this was not merely a „project‟, but rather the 
commencement of a long-term change process to enable sustained practice improvements. 
 
By the end of the LSOP initiative virtually all health services had set out to change care processes in 
more than the mandated two domains.  Most of the changes in care processes within the initiative have 
occurred within one acute ward, however some health services have worked across two or more co-
located/contiguous ward areas.  A few health services, who were not Level 3 health services, have 
tackled whole of hospital programs.  The majority of participating health services focused on the 
prevention of functional decline under the auspices of the LSOP initiative in targeted clinical areas.  
These target wards have effectively been demonstration projects for Health Services, providing an 
opportunity for proof of principle for desired changes in care.  
 
 
4.4 Evaluation of the Victorian COAG LSOP Initiatives 
 
As noted previously, a detailed implementation process was developed for the Victorian COAG LSOP 
project along with an Evaluation Framework.  This framework developed from the initial planning logic 
models, identifies the: 

 four key strategy impact areas 

 contributing project impacts 

 outcome or output measure 

 data sources 

 data collection responsibilities. 
 

In May 2010 Department of Health contracted Australian Healthcare Associates (AHA) to complete the 
evaluation of the Victorian COAG LSOP.  The objective of the project was to examine the performance 
of the COAG LSOP Victorian initiative against set aims of the initiative, with a focus on measuring the 
effectiveness and efficacy against four key impact areas. 

 strengthening attention to the needs of older people in the hospital and community 

 improving consistency and integration of service delivery 

 improving access to a range of „age friendly‟, appropriate services and settings 

 reducing the incidence of inappropriate hospital usage by older people. 
 
The two components under the LSOP umbrella that were the target for this evaluation were: 

1. Improving Care for Older People 

2. Hospital Admission Risk Program Better Care for Older People. 
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In developing the final methodology for the evaluation AHA utilised the existing evaluation framework.  
The full evaluation methodology is at Appendix 2.  In summary, a four phase methodology was used: 

 Phase 1 

A. initial project briefing 

B. finalise project plan, stakeholder list  

C. develop evaluation framework and methodology 

D. establish consultation strategy 

E. complete a literature scan and document review. 

 
 Phase 2 

A. analysis of available data  

B. development of consultation instruments 

C. consultation with stakeholders 

D. collection of case studies. 
 
 Phase 3 

A. individual program level assessments 

B. higher level LSOP initiative assessment. 

 
 Phase 4 

A. interim reports 

B. submission of draft evaluation report 

C. submission and acceptance of final evaluation report. 

 
The following chapters summarise and then discuss the findings of the evaluation. 
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5 PROJECT PROCESSES 
 
5.1 Introduction 
 
The LSOP initiative was recognised as being the continuation of a cultural change process within 
Victorian public hospitals that commenced with the launch of the IC4OP policy initiative in 2003.  The 
LSOP initiative had therefore from its inception always stressed the need for implementing sustainable 
approaches to change. There was a strong emphasis that this was not merely a „project‟, but rather a 
part of a long-term change process to enable sustained practice improvements.  
 
To support and facilitate the required changes, the Department implemented a number of structural 
supports for the initiative.  These included requirements that health services: 

 have an executive sponsor for the initiative 

 contribute to the communities of practice, including attending regular meetings and activities 

 prepare an annual plan against each of the key impact areas and report on agreed outcomes 
on a six-monthly basis 

 implement a governance structure within their organisation to oversee all project development, 
implementation and evaluation. 

 
The LSOP initiative has been supported through two key forums, the Improving Care Community of 
Practice and the Improving Care Advisory Group.  These structures helped engage executive sponsors 
and project workers and supported the delivery of this initiative across the state.  The forums were 
designed to address the complex issues that were anticipated to arise relating to implementing 
significant changes to work practices and in attitudes and approaches to the care of older people. The 
list of members of the Advisory Committee is at Appendix 5. 
 
In addition to working with health services, the Department partnered with the Commonwealth 
Department of Health and Ageing, consumers, peak organisations, professional bodies and tertiary 
institutions. These partnerships helped to support and resource health services to deliver service 
development against their agreed plans.  
 

Following the analysis of the reports submitted comments highlighted a number of key project 
processes that either had worked very well or had had a negative impact on individual health service 
projects.  These project processes were explored further during the consultations.  The following is a 
summary of the analysis of project reports and the consultations regarding: 

 the planning and implementation processes of the initiative 

 governance of initiative 

 engagement of stakeholders 

 health service project officer role 

 Department of Health staff roles 

 state wide forums 

 The toolkit 

 KPIs. 
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5.2 The planning and implementation processes for the initiative 
 
5.2.1 IC4OP 
 
 The rural and regional health service Project Officers universally found the regional Project 

Officer forums to be extremely valuable as a mechanism to share information and develop 
practical implementation strategies suitable for their respective health services. 

 Fewer metropolitan Project Officers reported finding significant value from their Project Officer 
forums.  These forums varied significantly in style, apparently in relation to the preference of the 
incumbent DH Project Manager.  They were described as too formal and not sufficiently 
focused on addressing the coal-face implementation issues that the health service Project 
Officers faced.   

 Several health services commented that forums aimed at executive sponsors were often too 
long and did not take into account the demands on executive sponsors‟ time. 

 Some health services found the collaborative management style of the project challenging, 
reporting a perception that there was a lack of apparent structure and direction for the IC4OP 
aspect of the LSOP initiative, especially during the first years of the project.  However, others 
found this process useful because it allowed flexibility and opportunities for services to learn 
from others to improve their own processes or avoid mistakes made by others. 

 Most participating health services reported that a number of changes in direction and focus 
occurred during the project and that the rationale for these changes was not clearly 
communicated to the field.  Some appreciated the changes in the reporting as they reflected a 
more qualitative approach, while others failed to identify or understand some changes. 

 Many rural and regional health services felt that the funding available to support the IC4OP 
initiative was inadequate, especially given the required deliverables (in terms of plans, reports, 
travel and KPI‟s) and also understanding the size of the task to change culture within a health 
service. 

 A small number of health services reported that the state-wide support initiatives focusing on 
aspects of improving care of older patients (e.g. Best Practice in Person-Centred Health Care, 
Enhancing Practice Program, and Dementia Care in Hospitals) were perceived to have resulted 
in competition for staff time and organisational resources and were said to have impeded their 
local progress in their IC4OP and functional decline prevention initiative. 

 
 
5.2.2 HARP BCOP 
 
 Health services reported having sufficient time to adequately plan care programs, recruit and 

train staff and build necessary foundation relationships within their communities prior to 
accepting their first clients. 

 The overwhelming majority of stakeholders interviewed describe the HARP-BCOP project as 
well planned, well thought through and well executed. 

 The project is typically described as having very clear, well articulated, practical goals. 

 The ability to tailor the project to local community needs has received universal acclaim from 
the sector. 

 A number of those interviewed expressed the view that the planning and implementation 
processes had included the provision of exemplars for required documents (e.g. program plans, 
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implementation reports, case studies etc) rather than requiring staff to develop such documents, 
which was a positive for the program.  However, these exemplars then underwent serial 
revision as they were not compliant with the Departments project management requirements, 
which reflected badly on the project. 

 
 
5.3 Governance of initiative 
 
5.3.1 IC4OP 
 
 The required governance framework within health services by-and-large worked very well in 

metropolitan hospitals and the larger regional hospitals. 

 The required governance framework within health services by-and-large was deemed to be too 
cumbersome and excessive by smaller rural health services, who quickly refashioned the 
oversight to: 

­ combine IC4OP and HARP BCOP projects 

­  align with their existing Clinical Governance frameworks. 

 Regional Alliances only worked effectively in those regions that as a matter of course meet 
collectively to review and oversight clinical projects and programs.  In those regions where such 
collective mechanisms for project oversight were not already established and active, the LSOP 
Alliances appeared much less effective. 

 Several regions that experienced difficulty in establishing effective governance oversight 
expressed the view that there should have been clearer guidance from the Department 
regarding the proposed mode of operation of the Regional Alliances. 

 
 
5.3.2 HARP BCOP 
 
 Most health services regarded the required governance structures as beneficial in establishing 

and growing their local programs.  The engagement of key stakeholders in these governance 
structures helped promote the HARP-BCOP and build stakeholder engagement. 

 A few smaller health services found their initial governance structures unnecessarily complex 
and subsequently incorporated oversight of HARP-BCOP into another relevant health service 
Clinical Governance framework. 

 In a number of regions stakeholders were of the view that the Regional Alliance added little 
value to their governance and operations. 

 
 
5.4 Engagement of stakeholders 
 
5.4.1 IC4OP 

 
 The majority of participating health services had good buy-in to the aims of the IC4OP initiative 

from their Boards, senior Executive staff and middle managers.  During the course of the 
initiative a number of participating health services embedded patient centred care into their 
organisations Mission and Vision statements. 
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 A number of participating health services had significantly less buy-in to the aims of the IC4OP 
initiative from frontline staff in the target wards.  Several project officers commented that 
changing practice of older nurses is sometimes very difficult. 

 The roles played by the CPHI in the LSOP initiative have been very different across the state.  
Some have provided consistent and highly valued support to participating health services, while 
other health services indicated they received minimal support from their CPHI.   

 The engagement of medical staff was problematic at many health services.  Some health 
services reported good buy-in by some medical staff including geriatricians and medical 
directors.  However, the majority of health services had difficulty in gaining support, especially 
from local GPs.  Staff interviewed suggested the engagement they were seeking from medical 
colleagues included support to complete assessments, participation in planning of care and 
engagement in education sessions.  

 
 
5.4.2 HARP BCOP 

 Most HARP BCOP programs have had strong support from the executive, allied health and 
nursing professionals within participating health services. 

 Most HARP BCOP programs have had strong support from other community-based healthcare 
providers. 

 The engagement of medical staff within acute hospitals and in community-based General and 
Specialist practice has been quite variable across the initiative.  

 Most HARP BCOP sites report a gradual increase in buy-in by medical staff within acute 
hospitals and in community-based General and Specialist practice over time.  

 Typically HARP BCOP staff have initially focused on working with the „early-adopter‟ medical 
practitioners who could see the value of accessing a care coordination service for their patients. 

 Over time, the demonstrable improvement in the well-being of their chronically ill patients is 
converting some of the initially sceptical medical practitioners to engage with HARP activities. 

 
 
5.5 Health services Project Officer role 
 
5.5.1 IC4OP 
 
 These project officers were universally identified as critical determinants of the success of 

implementation plans.  Those who enabled others to change their way of caring for older 
patients were the most likely to succeed. 

 It was felt by most organisations that these staff should have been provided with specific 
training for the project by the Department, including the provision of a formal induction program 
for all health service project officers. 

 The preferred skill-set and background of the project officer to enhance the likelihood of 
achieving successful outcomes in their role included: 

­ a background in acute care 

­ the ability to be seen as part of the care team 

­ strong knowledge of care of the older person  
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­ the ability to provide practical on the spot advice and support. 
5.5.2 HARP BCOP 
 
 HARP-BCOP by and large recruited very capable, experienced staff who were highly motivated 

to deliver successful outcomes for the initiative. 

 These Project Officers have typically been key contributors to the design and delivery of 
successful local initiatives. 

 
 
5.6 Department of Health staff roles 
 
5.6.1 IC4OP 
 
 The majority of Regional Project Officers were highly valued by their participating organisations.  

While there was occasional reporting of a lack of „value-adding‟ by some of these staff, the 
more typical response was that they played an essential role in supporting the delivery of the 
IC4OP and HARP BCOP initiatives. 

 The bi-regional forums that occurred during the project were very highly valued by all 
participants as key opportunities for „like to learn from like‟.  They have helped forge enduring 
networks of support and sharing across a number of the regions. 

 Many organisations expressed concern regarding the number of changes in staffing for the 
LSOP project within DH centrally and associated perceived changes in project direction.  They 
were perceived by many in the sector as conduits for information, rather than value-adding 
supports.  

 Regional Project Officers themselves reported that they did not always get support for the 
LSOP project from within regional offices. 

 
 
5.6.2 HARP BCOP 
 
 The level of support provided by Regional Project Officers to HARP-BCOP varied greatly across 

the state.  Some report „fantastic‟ and „excellent‟ support, other „none at all‟. 

 
 
5.7 State wide forums 
 
5.7.1 IC4OP 
 
 Rural and regional health services reported that the majority of the Melbourne based forums 

were heavily slanted to the needs and interests of metropolitan teaching hospitals.  They 
described this as a „metro-centric‟ approach, which left them frequently disengaged and 
frustrated, especially given the time commitment required for their attendance at these forums. 

 Metropolitan health service staff were more satisfied with these forums, especially when they 
were active participants and/or presenters at these forums. 
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5.7.2 HARP BCOP 
 
 These forums were largely valued by HARP-BCOP staff, who reported them as valuable for 

both their educational and networking opportunities. 
 
 
5.8 The toolkit 
 
 The toolkit is universally acknowledged to be an extremely valuable resource for future 

endeavours to improve the care of older people in a variety of care settings. 

 The majority of those interviewed did not believe that The toolkit was a resource suitable for use 
by ward-based staff.  Most felt its greatest value would be realised by its use by Project staff, 
Clinical Governance staff, clinical educators and staff responsible for quality systems.  The 
general information provided in each domain is useful for frontline or ward based staff, however 
the summary sheets and tools/forms are better suited to other staff. 

 The majority of those interviewed reported that The toolkit development process was as a good 
idea in principle, which did not always work in practice. 

 A number of health services that acted as Lead Agencies reported a lack of clarity regarding the 
expectations of their Lead Agency role.  Many felt that the partnership approach was 
impractical, given time constraints, differences in knowledge and interests of the partners, and 
the lack of a dispute-resolution mechanism to resolve differences of opinion. 

 Most partner organisations felt that they played little or no substantive role in the development 
of The toolkit and regional partners were often unaware what domains they were nominally 
involved in. 

 
 
5.9 Key performance indicators 
 
5.9.1 IC4OP 
 
 There has been major criticism of the KPI‟s used in the IC4OP initiative expressed during the 

consultation process to date.  These KPI‟s are felt to have little relationship to the quality of care 
delivered to patients and an excessive focus on the documentation of selected care processes 
in the medical record. 

 The collection of KPI data was perceived as an onerous task.  Given the perceived limited utility 
of the KPI‟s by health services this collection burden has been especially problematic for many 
participating organisations. 

 Very few health services report an intention to continue to collect any of the project KPI‟s 
beyond the life of the project. 

 The lack of a common approach to processes for the collection of data, training for data 
collection and the absence of a data-dictionary resulted in KPI data that cannot be compared 
across participating health services. 

 Concerns were raised by several health services that some comparisons were made across 
regions with results, or that comparisons will be made in the future by staff unaware of the 
limitations of the data. 
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5.9.2 HARP BCOP 
 
 The requirement to perform sequential Assessment of Quality of Life (AQoL) and six minute 

walk test (6MWT) has generated considerable discussion amongst HARP BCOP staff.  There 
are clearly quite divergent views on the feasibility and utility of these important outcome 
measures.  Some services were well aware of the importance of data collection and very happy 
to collect data but questioned the use of the AQoL and were actively looking for other measures 
that may more accurately reflect quality of life changes in their client group, such as disease 
specific tools. 

 It is clear that while many health services were able to routinely report on these KPIs, others 
struggled to complete these measures for most clients.  The explanation for these differences of 
opinion and compliance are most probably a complex amalgam of client and staff influences. 

 Some health services reported the preference that future KPI‟s focus on how well they service 
their clients, rather than adding more activity indicators or descriptive epidemiological indicators.
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6 KEY IMPACT AREAS AND DISCUSSION 
 
 
The LSOP initiative set out to change several aspects of the care of older people within acute hospitals 
and in their management within their communities. These changes sought to improve the health and 
well-being of older persons by reducing their risk of functional decline while in hospital and their risk of 
avoidable hospital admissions.  Across the COAG LSOP projects each individual health service has 
implemented the programs in their own unique way to best suit their own culture.  The subtle differences 
are seen not only in the reports to DH but also in the site visits and discussions with project officers, 
executive sponsors and direct care staff.  Throughout the consultations there were differences noted in 
the reports from project staff and direct care staff.  However, all agreed that many positives have come 
from the COAG LSOP projects. 
 
The following discusses and summaries the findings of the outputs and outcome measures under the 
key impact areas established in the evaluation framework (see methodology Appendix 2 for all 
outcomes: 

 increase awareness of the needs of older people in hospital and the community 

 improve the consistency and use of evidence based practice 

 improve appropriateness of care 

 decreased inappropriate hospital usage for older people 
 
As part of the consultation process surveys were distributed for completion at each health service 
visited.  The first survey was to be completed by the project officer and executive sponsor.  The second 
survey was distributed to staff involved on the implementation ward/s.  In total 45 surveys were received 
from project officers and executive sponsors and 365 from staff.  Surveys were received from 28 health 
services.  Where appropriate the results of the survey are included in the discussion.  All results and a 
comparison of the Victorian results with results from an American survey are collated at Appendix 4.    
 
 
6.1 Increased awareness of the needs of older people in hospital and the community 
 
The initiative aimed to increase awareness of the needs of older people in hospital and the community. 
In this respect the LSOP initiative has been an outstanding success.   
 
6.1.1 IC4OP 
 
Level 1 implementation of IC4OP varied across health services.  The basic requirement was the 
implementation of the Person Centred Care and Assessment domains in one acute ward.   
 
All health services had governance structures in place including working groups or steering committees, 
most of which were multi disciplinary.  Who these groups reported to differed across services from 
clinical practice, governance and risk, quality, continuum of care or executive committees.  All 
governance structures had some reporting process through to senior executives and/or Board level.  A 
number of health services combined both IC4OP and HARP BCOP committees. 
 
The direct engagement of executive staff varied across health services, although it appears that the 
more engaged the senior executive the better the outcomes and acceptance across the health service. 
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Selection of implementation ward/s varied across the state.  The majority of health services chose a 
medical ward, while some regional sites chose the only acute ward in the hospital, several health 
services chose an orthopaedic ward, and others chose several wards.  In some cases the whole health 
service was involved. 
 
All health services reported positive support for 
the communities of practice across the State.  
The sharing of ideas, positive outcomes and 
problems was seen as vital to project officers.  
Some health services in regional areas reported 
the need to further embrace video conferencing. 
 
Stakeholder engagement was achieved through 
a variety of measures; regular newsletters, use of 
intranet sites, posters, pamphlets, media 
including local newspapers, project officers 
presenting at local, regional and statewide 
conferences. 
 
 
The awareness and implementation of person 
centred care has occurred in a variety of ways. 
Most health services have embraced this 
concept globally and introduced the concept in 
their mission/vision statements, in strategic plans, through a general person centred policy approach or 
with person centred care being implemented through all policies including all Human Resource 
procedures such as position descriptions and performance reviews.  A number of health services have 
used external consultants to support a culture change across their service.  A few health services are 
yet to address person centred care globally.  Many health services utilised the NARI "Benchmarking 
Person-Centred Health Care" survey as a starting point for implementation of not only person centred 
care but also the COAG LSOP IC4OP project.   
 
The surveys provided a list of obstacles to making good decisions about the care of older people, and 
respondents were asked to identify the extent to which each interfered with care at their health service.  
Figure 6-1 indicates the percentage of respondents that indicated the obstacles interfered with decision 
making. 

 

If I was to start LSOP again I 

would look at the whole patient 

journey rather than units in 

isolation. Development of a 

Global Admission Screen has led 

to review of processes before 

and after admission rather than 

the first point of call for patients, 

these being Outpatients and the 

Emergency Department.  

 

Creating a Person centred 

approach to the patient journey 

from these areas first could have 

resulted in the project creating a 

faster momentum to change. 

Some of the resistance to 

change was from staff stating 

“this should be started in ED” or 
“pre-admission”. 
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Figure 6-1: Respondents who indicated obstacles that interfered with decisions about care 
provided to older people 

0% 20% 40% 60% 80% 100%

Exclusion of nurses from 

geriatric care decisions

Communication difficulties 

Exclusion of older adults 

from care decisions

Confusion over appropriate 

decision maker

General Survey

Executive Sponsor/

Project Officer

    

All health services reported utilising the resources from HCOASC and also The toolkit. 

Staff training and education in relation to functional decline and person centred care has been 
approached in different ways depending on the implementation ward and whether person centred care 
was introduced health service wide.  A small number of health services now have both person centred 
care and all functional decline domains included in all orientation programs and scheduled as regular 
staff training.  Others have only introduced the training/education on implementation wards.  
Competencies have been developed in some health services while others have developed e-learning 
programs.  Regional communities of practice have developed and run a number of different 
training/education programs, including: 

 Best Care for Older People Everywhere Expo 

 Our Elders – Patients at Risk. 

 
Several questions in the surveys asked about knowledge of caring for older people and also the training 
provided by the health service in relation to caring for older people.  As highlighted in Figure 6-2 85% of 
respondents felt that the health service had done an excellent or adequate job on providing 
education/training.   
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Figure 6-2: Rating of how well health service has educated staff about the care of older person 
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Figure 6-3 indicates 97% of respondents thought that they were very or somewhat knowledgeable about 
the basic principles of caring for an older person.  While 55% of respondents indicated that their 
knowledge about caring for an older person had improved “a lot” in three years, suggesting that the 
training programs have been successful, Figure 6-4. 

 
Figure 6-3: How knowledgeable do you consider yourself to be about basic principles for the 

care of older people 
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Figure 6-4: Has your knowledge regarding care of the older person improved in the last three 
years 
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6.1.2 HARP BCOP 
 
As with the IC4OP component of the COAG LSOP, the implementation of the HARP BCOP project 
differed at each health service.  While all health services focused on chronic disease management, 
some focused on specific diseases such as Cardiac Failure or Chronic Obstructive Pulmonary Disease.  
At other services those clients with complex needs were prioritised. 
 
There was strong executive support and in many cases there were shared governance arrangements 
with the IC4OP project.  The HIP guidelines had been used to develop the program and policies and 
procedures. 
 
All sites reported being involved in a community of practice and appreciated the support received from 
other services with established HARP programs. 
 
Key stakeholders had been engaged through direct contact, media, posters, pamphlets and attending 
local network meetings.  A variety of techniques were used to engage local GPs including; regular visits 
by HARP team members, regular updates on clients through letters and phone calls, practice nurses 
being invited to meetings and health service medical staff providing information and support.  However, 
a number of projects expressed frustration at the difficulty in fully engaging local GPs. 
 
The developmental nature of models and interventions is quite apparent when reviewing each of the 
projects‟ core components.  The HARP BCOP projects target a variety of aspects of health service 
system functioning and local health service provision. In line with the existing HARP services, most 
HARP BCOP projects have a particular emphasis on patients who are high current users of local 
hospital emergency services.  The HARP BCOP projects developed at varying rates with some services 
established in 2006 and with one service reporting enrolment of their first client as late as mid-2009.  
This very divergent range of experience is reflected in reports of progress against plans by HARP BCOP 
services.  
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Project teams have clearly expended substantial effort in establishing their models and interventions 
within their local contexts.  As was anticipated, projects have become „live‟ at various stages over the 
reporting period.  The extent of these delays relates in part to the complexity of the model/intervention 
being implemented and the characteristics of the underlying local service provision systems.  
Project teams have provided the following reasons as to why projects have taken longer than 
anticipated to become operational: 

 difficulty in recruiting suitable staff 

 delays in establishing collaborative working arrangements across the sector 

 delays in developing the components and support mechanisms for the model/intervention  

 the need to up-skill a range of participating clinicians prior to implementing the model. 
 
 
6.1.3 Overall 
 
Both the IC4OP and HARP BCOP have been instrumental in raising the profile of care of older patients 
within the participating acute hospitals.  Throughout the sector consultation, stakeholders referenced the 
tangible changes in their organisations and their staff attitudes to caring for older patients and clients.  
The relentless focus of LSOP on improving the care of older patients and their experiences of care, 
together with the extensive education and training programs delivered over the course of the initiative 
have altered the „care landscape‟ of most participating health services.  There remains however, 
concern in some health services on how they will be able to embed these important principles across 
the whole health service. 
 
The LSOP initiative has supported a growing acceptance within participating health services that older 
people are the predominant users of most hospital services and they deserve to be offered the best 
possible care.  Given this fact, appropriate skills in the care of older patients should form a part of the 
core competencies of all staff.  This includes sufficient knowledge about initial screening and 
assessment, functional maintenance, discharge planning, the needs of carers and how and when to 
refer for specialist assistance from the wide range of disciplines that older people may need to access 
for optimal care.  Some health services have embedded the care principles underpinning the LSOP 
initiative into their hospitals‟ mission statements.  Many have revised organisation-wide policies, 
procedures, protocols and guidelines to reflect a renewed focus on the provision of excellent care to 
older patients. 
 
Very importantly, frontline care staff repeatedly reported a new enthusiasm for caring for older patients 
within target wards of IC4OP and the older clients within their communities in HARP BCOP programs.  
 
The evaluation has found that one very important outcome of the LSOP initiative has been the creation 
of a knowledge sharing culture within participating health services.  Traditionally many health services 
had worked in relative isolation, protective of their local initiatives and at risk of continually reinventing 
the wheel.  The toolkit development process built on the existing knowledge and skills of participating 
health services, targeted leadership roles to those with known expertise, facilitated broader sharing of 
knowledge and information, and supported a collective ownership of domain contents within The toolkit.  
This shift in culture should support and enable future efforts at sector-wide improvements in care. 
Table 6-1 summaries the progress made throughout the COAG LSOP against Key Impact Area 1: 
Increased awareness of the needs of older people in hospital and the community.  Delays in the release 
of The toolkit has impacted some areas however, all health services are on track to meet the target, 
relevant to their level of implementation.   
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Table 6-1: Summary of progress against Key Impact Area 1 

1. Increased awareness of the needs of older people in hospital and the community 

1.1. Increased key stakeholder engagement around functional decline and complex care needs 
of older people 

Outcome/Output Measure Status 
COAG LSOP Victorian Initiatives 

outcome or deliverable 

Governance structures/ committees established 
with key stakeholders 

A 
Governance structures established and 
effective across LSOP initiative 

Communities of practice implemented state-wide 
and regionally 

A LSOP Communities of  Practice implemented 

Engagement of Acute Executive staff A 
Acute executive support achieved in the 
majority of health services 

Prior to level 2 Implementation the nurses on a busy orthopaedic 

ward knew that it was common for their patients to be confused.  

They cared for the patients and documented their confusion.  

Their feedback to a questionnaire about delirium demonstrated that 

they recognised it as a common problem, but thought there was 

nothing they could do about it.  

After consulting the Toolkit the following was implemented: 

 the purchase of large analogue clocks, with calendars, for 

each room 

 new screening tools introduced included use of AMTS to 

assess cognition and CAM to assess delirium on admission 

 CAM scores were completed for 3 days post op for patients 

having major surgery 

 the development of newsletters and posters using 

information from the toolkit 

 regular education sessions about delirium. 

 

Nurses reported seeing the benefits in having baseline information 

that identified patients at risk.  Practice change occurred to reduce 

delirium and to manage those patients with delirium better.  

Changes included: 

 paying more attention to small things, such as promoting the 

use of hearing aids and glasses 

 improving their management of factors they could affect such 

as constipation 

 talking to doctors and families about delirium 

 changing the way they approached patients with delirium. 
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1. Increased awareness of the needs of older people in hospital and the community 

Stakeholder engagement within LSOP funded 
health services 

A 
Very strong stakeholder support for LSOP 
within funded Health Services 

Key stakeholders engagement in functional 
decline resource toolkit development 

A 
Effective stakeholder inputs in all domains of 
toolkit development 

Key stakeholders engaged in development of 
performance indicators 

A 
There was stakeholder involvement in KPI 
development and review process 

Key stakeholder engagement in the establishment 
of HARP BCOP projects 

A 
Extensive stakeholder involvement in HARP 
BCOP project design and implementation 

Increased referral to HARP BCOP A 
Strong increase in HARP BCOIP referrals over 
course of LSOP initiative 

1.2. Improved awareness and implementation of person-centred care 

Outcome/Output Measure Status 
COAG LSOP Victorian Initiatives 

outcome or deliverable 

Increased client participation in decision making A 
Consistently increased involvement of clients in 
decision making seen in IC4OP and HARP 
BCOP  

Increased patient and carer satisfaction B 
Consistently increased client satisfaction in 
HARP BCOP with examples of enhanced client 
and carer satisfaction in IC4OP 

1.3. Availability and Uptake of resources developed that support the COAG LSOP initiative 

Outcome/Output Measure Status 
COAG LSOP Victorian Initiatives outcome or 

deliverable 

Distribution of the COAG LSOP guidelines 
developed by HCOASC on behalf of AHMAC 

A Distributed to all participating Health services 

Increased training and education opportunities for 
staff working with older people 

A 
All LSOP Health Services delivered extensive 
staff education and training throughout the 
initiative 

Distribution of The toolkit A Distributed to all participating health services 

The toolkit embedded in policy, procedure and 
clinical guidelines within health services 

B 
Health services‟ progress in embedding toolkit 
into policy, procedure and clinical guidelines is 
variable 

HIP guidelines distributed to funded health 
services 

A Distributed to all participating health services 

HIP guideline self assessment and 
implementation plan completed by health services 

B Completed by all participating health services 
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The toolkit and its 

development have provided 

the perfect evidence base to 

provide leverage to have a 

more comprehensive 

assessment introduced; this 

along with a consolidation of 

paperwork was strongly 

supported by senior ward 

staff.   

 

Our aim was to introduce a 

comprehensive document 

that covered all the domain 

areas and prompted an 

appropriate referral to the 

appropriate allied health 

discipline or other service.  

This is all done with a person 
centred care focus. 

1. Increased awareness of the needs of older people in hospital and the community 

1.4. Increased confidence in responding to functional decline and chronic and complex care 
issues 

Outcome/Output Measure Status 
COAG LSOP Victorian Initiatives 

outcome or deliverable 

Staff report increased confidence in managing 
older people and people with complex conditions 

A 
Measures of staff confidence in managing these 
patient groups have demonstrated improvement 
during LSOP initiative 

Increased use of the COAG LSOP guidelines 
developed by HCOASC 

A 
Increased self-reports of use and monitored 
usage of these guidelines 

Increased use of functional decline resources A 
Increased self-reports of use and monitored 
usage of these resources 

For LSOP Level 3 health services, increased 
confidence in managing functional decline across 
the continuum of care 

A 
Increased self reports of confidence in 
managing functional decline across the 
continuum of care in all Level 3 Health services 

HIP guidelines adopted by the health service in 
line with HS implementation plans 

A Achieved 

 
 
6.2 Improve the consistency and use of evidence based practice 
 
A second key aim of the initiative was to improve the consistency and use of evidence based practice in 
care of older persons. 
 
 
6.2.1 IC4OP 
 
Development and implementation of Best care for older 
people everywhere - The toolkit was a major focus for 
this component of the LSOP initiative.  The resultant high 
quality toolkit is undoubtedly the most tangible product of 
the initiative and all comments indicate that it will be an 
invaluable and enduring resource for health services in 
Victoria and other Australian jurisdictions.  
 
While The toolkit is yet to be fully embedded within health 
services awareness of The toolkit has been supported by 
availability on health service intranet sites, official 
launches, posters and local media events. 
 
Health services have made progress in the development 
of policies and procedures that support minimisation of 
functional decline, including the identification of those at 
risk of functional decline and processes to minimise 
decline.  All reports and sites visited indicated that they 
had commenced or completed a review of screening or 
assessment processes for older people entering the 
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target ward and/or the health service.  In most cases the new screening/assessment tools incorporated 
all domains.  Reporting of Key Performance Indicators (KPIs) show the majority of health services have 
shown improvement on the assessment KPIs. 
 
Some health services have also developed new care plans, discharge procedures and referral 
processes to complement new screening/assessment processes.  In some health services these new 
processes are multi disciplinary.  In many cases the new tools developed have resulted in the reduction 
in paperwork for staff.   
 
As seen in Figure 6-5, 78% of respondents reported that there are processes in place to identify those 
older people at risk of functional decline.  
 
Figure 6-5: Are there processes in place to identify older people at risk of functional decline? 

78%

9%

13%

Yes

No

Don't Know

 
 
Figure 6-6 highlights that 68% of respondents indicated that the health service or target ward have 
guidelines or pathways for use in minimising risk of functional decline in at risk patients. 
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Figure 6-6: Are there guidelines or pathways in place to minimize the risk of functional decline in 
at risk patients? 

68%

15%

17%

Yes

No

Don't Know

 
 
 
Practice change has occurred at all sites, some of the examples include: 

 introduction of functional maintenance programs, including use of allied health assistants or 
volunteers  

 bedside handovers 

 protected meal times 

 communal meals 

 introduction of key contacts  

 music therapy 

 “up and dressed‟ programs 

 “falling star” – colour wrist bands for persons at risk of falling 

 coloured napkins for persons needing assistance with meals. 
 
 
6.2.2 HARP BCOP 
 
All HARP BCOP sites have achieved improved integration of services and implementation of self 
management strategies for their client group. 
 


