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Abstract:

Backqground:

Faecal incontinence (FI) is a common healthcare problem. The management of FI patients is
widely reported as being disjointed. In response to this and governmental guidance, an

integrated care pathway (ICP) was implemented at a local NHS trust.

Aim:

To assess how the implementation of a community-based ICP affects the key stakeholders
and to observe the process of organisational change within the trust using normalization

process theory (NPT).

Methods:

Mixed methodology combining semi-structured interviews of key stakeholders, narrative
interviews with patients, focus group discussion, observational work and clinical quantitative
data. Qualitative data was analysed using thematic analysis and the Framework Method, with

NPT being used to structure the qualitative findings.



Results:

Key facilitators to the implementation of the ICP included clinical leadership, staff

commitment, teamwork, adequate clinical capacity and good clinical outcomes.

There was a delay in the implementation due to lack of organisational management input and

key stakeholder time

From a patient perspective, benefits were identified such as improved access to the service

and symptom improvement.

Conclusions:

An ICP for FI could provide an answer to the long-standing issues that have blighted
continence services. Patients report satisfaction based on improved access to the service

alongside good clinical outcomes.
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CHAPTER 1: INTRODUCTION

This chapter introduces the main topics related to the thesis including an introductory
summary explaining the problem of faecal incontinence (FI) and a brief introduction to the
issues related to FI services nationally. After this an insight into the background behind the
study, including the standard pelvic floor dysfunction service is given, followed by a
description of how and why the research project was developed. This is followed by a more
detailed description of the FI service delivery issues and the government guidance issued
related to this. The chapter will conclude with an outline of the aims of the research and the

research questions.

Introductory Summary

FI, the inability to control the release of flatus or stool, is a major but largely hidden health
issue, with a prevalence ranging from 1.5% in children to more than 50% in nursing home
residents (1). In the UK, it is estimated that up to 15% of adults in the community may
experience FI symptoms (2,3). Symptoms are under-reported due to embarrassment or poor
access to appropriate services; one study suggests that only 15-45% of sufferers seek
treatment (4). Fl is clearly both distressing and debilitating, leading to social isolation and loss
of confidence, especially in older people (5), and an enduring condition whose treatment
traditionally ranges from containment of symptoms, through specialist nursing treatment to

specialist surgical interventions (6).

Current treatment provision occurs in the community with treatments, such as containment

and pelvic floor rehabilitation or within the secondary care services for the same pelvic floor



rehabilitation, as well as more specialised management such as biofeedback or surgery.
Whilst the treatment of FI requires sophisticated and coordinated management across a
number of service boundaries, in reality the care provided is often disjointed, with patients
and their carers obliged to navigate complex, fragmented systems over extended periods, with
poor access to the social, psychological and specialist support needed to address their specific
needs (7-9). Individuals who have a negative experience at their first attempt at seeking help
will often be discouraged from seeking help again (10). For this reason it is fundamental to
ensure that patients are identified and treated with evidence-based practice in an efficient,
streamlined 'seamless’ manner in order to achieve the best possible outcomes from
conservative management and to ensure that appropriate specialist care is available for those

who require it.

Thus the successful management of patients with FI clearly requires well-organised,
coordinated healthcare support. The need for integrated management has been widely
recognised, and over the past decade a number of Government policies have been published
advocating integrated, inter-professional care for these individuals (6,11). However, despite
the explicit call for integration made in these policies, services still remain largely fragmented
(12,13). This is due, in part, to the fact that FI service delivery has been beset by a number of
problems that have prevented the implementation of the recommendations of various

Government papers and NICE guidelines in this area. Amongst these have been:

* Poor acknowledgement by sufferers of the problem, and lack of awareness that help is

available (14-16)

« Lack of recognition of the problem by clinicians and/or awareness of new, more effective

techniques (17)



« Changes to working practices including increased workload for community health care

professionals (18)

* Poorly developed services or lack of awareness of existing services amongst clinicians (19)

The remaining parts of the introduction will focus on the service in place at the
commencement of the study, the researcher and research background, the problems
surrounding delivering a continence service, followed by a review of the current best practice
guidance available on continence service provision for the assessment and management of

patients with incontinence.

Background

Current Service

In 2008, a pelvic floor dysfunction service was developed at SWBHT, following the
appointment of a Consultant Colorectal Surgeon with a specialist interest in pelvic floor
disorders. This service had previously been provided by one of the Consultant Colorectal
Surgeons within the Trust, who did not have a specialist interest in pelvic floor disorders but
was able to offer a limited service for these patients. Following the appointment of the
Consultant, a business plan was drawn up to implement and develop a pelvic floor
dysfunction service, which would identify, assess and manage patients suffering from chronic
constipation and FI. The business plan included the appointment of a bowel function nurse
specialist and the development of specialist pelvic floor assessment techniques (pelvic floor
scanning, anorectal manometry, proctography) with the help of a specialist care practitioner

and the radiology department.

By 2011 the pelvic floor dysfunction service was established within the trust, providing



patients with a complete service based solely within the Trust, where they could be assessed
and managed without needing to travel to other hospital trusts for any diagnostic studies,
which was not the case prior to this pelvic floor dysfunction service being set up. The clinical
outcomes of patients were continuously measured throughout the development of the pelvic
floor dysfunction service and vast improvements in outcomes were made, to a standard
whereby outcome data was being presented to national and international scientific surgical

and nursing meetings (9).

Following the publication of a number of government documents related to continence,
including the National Institute for Health and Clinical Excellence (NICE) guidelines on
Faecal Incontinence (6); Good Practice in Continence Services (11) from the Department of
Health (DOH), the lead Consultant and multidisciplinary team decided to focus on improving
the pelvic floor dysfunction service for patients suffering from Fl. The multidisciplinary team
agreed that patient access to the service; referrals into the service, the triage process and the
management of people with FI could all be improved locally based on the publications by
NICE® and the Department of Health (11). Following further dialogue between the
multidisciplinary team, management within the Trust and the local Primary Care Trust (PCT),
it was felt that the improvements within the service could be achieved through the
development of an integrated service across primary and secondary care. A review of service
provision was undertaken, and this showed that SWBHT, Sandwell PCT and its community
continence service were well placed to develop a fully integrated FI service. The combined
team then developed a proposal for an integrated care pathway (ICP) for the management of
FI that was intended to underpin such a service and the implementation of this new, integrated

model for the management of FI was commenced at the latter end of 2012 (9).



Researcher and Research Background

Following graduation from Liverpool Medical School in 2007, the researcher actively pursued
a career in general surgery with a particular interest in the field of colorectal surgery. Upon
completion of core surgical training, the researcher identified completing a research project in

a colorectal surgery related subject as their next career goal.

At this time, August 2011, the Birmingham and Black Country Collaboration for Leadership
in Applied Health Research and Care (CLAHRC-BBC) Theme 1 team (20) at the University
of Birmingham were liaising closely with the pelvic floor dysfunction team at Sandwell and
West Birmingham Hospitals NHS Trust (SWBHT) to produce a proposal based on evaluating
the implementation of a new integrated care pathway for FI management, that was submitted
to the National Institute of Health Research (NIHR) Service Delivery and Organisation
Programme (SDO) (21). The CLAHRC-BBC (20) was one of nine pilot CLAHRCSs funded by
the NIHR to undertake high-quality applied health research based focused on the needs of
patients and to support the translation of research evidence into practice in the NHS. The
CLAHRC-BBC Theme 1 team’s research work was based on how healthcare organisations
manage major change, and how they involve clinicians, managers and patients (20).
CLAHRC-BBC Theme 1 developed expertise in reviewing such changes from different
perspectives that allow a more complete, rounded view to be formed (20). This approach has
the advantage of being carried out in a timelier manner than traditional academic studies, and
the findings can be fed back to the studied organisation/service in a regulated way so that the

process of change can be adjusted as necessary.

The joint proposal was based on performing a formal evaluation of an ICP approach to the



management of FI across primary and secondary care. The aim of the proposal, produced in
collaboration with the clinicians involved in the design and implementation of the ICP, was to
determine how successful the move to an integrated, community based (compared with
secondary care based) setting was, and the comparability of the costs and outcomes of the
changed pathway. The study was also examining any issues associated with its
implementation and the process of change, and the perceptions of service users in areas such

as impact and acceptability.

The researcher was appointed in the October of 2011 to help with the proposed SDO bid and
to set up and carry out the baseline evaluation to be commenced in early 2012, prior to the
implementation of the ICP. With regards to the SDO bid, the researcher was involved in the
formulation of the bid with regards to the literature review and methodology. The baseline
evaluation was commenced in January 2012, prior to the outcome of the bid being known,
due to the timescale within which the ICP would be implemented, and so to avoid delay to the
implementation. The baseline evaluation was designed and performed by the researcher, as
this would be used within the researcher’s study, regardless of the outcome of the SDO bid. It
was important that the effectiveness of the implementation be reviewed objectively, and in a
way that was both relevant and timely. Therefore, the baseline evaluation was factored in to
both the SDO bid and also into the researcher’s study proposal. Ultimately, the bid was
unsuccessful, however having factored this potential issue into the researcher’s proposal, the
baseline evaluation had been commenced and the researcher’s proposal was not affected as
only specific aspects of the implementation were going to be evaluated within the proposal.
Due to the limited resources available a comprehensive, rigorous and complete service

evaluation would be deemed unrealistic to achieve.



Problem: Faecal Incontinence Service Delivery Issues

A recent broad scoping study of pelvic floor dysfunction (of which Fl is a part) found current
services to be characterised by fragmented approaches with asynchronous delivery, limited
investment and poor inter-professional integration (22). The authors argued that an improved
service delivery model had the potential to improve outcomes through better inter-disciplinary

collaboration and efficient use of resources (9).

An additional need for full evaluation is to allow better understanding of the financial
implications of FI in the NHS. It has been acknowledged that the economics of FI generally
require more research (23) and that this seems especially to be the case in the NHS. A US
study found FI to be associated with up to 55% higher costs compared to continent patients in
primary care (24). Some of this may be attributed to the costs for absorbent products for
incontinence, (estimated at £94 million in the UK) (25), but a study in the Netherlands
highlighted that the combined socio-economic costs of healthcare and job absenteeism far
outweighed the costs of absorbent products in FI (26). The integration of FI services, as
suggested by the DOH/NICE (6,11) documents, would provide a dynamic way to overcome
these barriers to care and achieve better quality whilst increasing efficiency. The benefits of

the proposed integrated service for patients with FI are intended to include:

Improved access to assessment, investigation and treatment

Better and more acceptable treatment of symptoms (treatments themselves will not

generally change because of the ICP)

+ Reduced number of hospital admission and re-admissions

+ Fewer outpatient appointments and direct access to appropriate secondary clinicians in



secondary care, if relevant

+ Increased efficiency linked to appropriate therapeutic interventions, not just containment?

(i.e. a streamlined pathway achieving symptom control more quickly)

+ Cost benefits to the wider economy with better healthcare utilisation, less job absenteeism

and lower overall carer burden

+ Quality of life that is at least equivalent to that offered by existing services for patients in

terms of confidence, self-care and health maintenance.

As already mentioned, the numerous NICE and Government policies drawing attention to FI
and integrated care, and the espoused NHS philosophy of delivering care that is responsive,
adaptable and patient-centered (27), have not affected the majority of FI services, which

remain largely fragmented, with poor access and variable outcomes (9,22).

Overall, there is a paucity of quality evidence about the most effective ways of delivering
truly integrated care, and even whether these ways would make any discernible difference to
outcomes. In general, ICPs and clinical guidelines are thought to be good concepts. For a
number of years the successful introduction of clinical guidelines has been shown to
significantly improve the quality of care that patient’s receive (28). Within the general
literature available on the implementation and effectiveness of ICPs there have been a number
of systematic reviews, with two of the more recent ones providing evidence that ICPs can be
effective in some settings (29,30). However, both of these systematic reviews, and most other
relevant systematic reviews, only looked at ICPs that had been implemented within a hospital
setting with neither containing any data on community care pathways. There are currently no

systematic reviews or meta-analyses based on the effectiveness of ICPs specifically for FI.



The other key point to note is that these two are the most recent systematic reviews,
suggesting a dearth of research in this area. There is an international example (in Australia) of
setting up an evidence based community care model for adult FI management, which was
piloted and then adopted into national clinical (nursing) guidelines and policies (31), but no
formal evaluation of patient outcomes or implementation was performed. Despite the
potential benefits that ICPs can bring to patient care, the fact still remains that since 2000
when the call was first made for integrated continence services, progress has been extremely
limited, but it is not just in continence services that issues arise with either the failure to
implement or to sustain an ICP. Exploring the reasons why this could be the case leads to an
analysis of the potential problems with ICPs. Throughout the available literature there are
recurring themes with regards to the theoretical disadvantages of ICPs, these include the
‘dehumanisation of work’ (32), whereby healthcare professionals may feel that the care
pathway is too rigid and therefore takes away their own personal and professional judgement,
leading to decreased job satisfaction and a decline of diversity in the health professional’s
work. Another potential disadvantage of ICPs is the difficulty in engaging senior healthcare
professionals in the potentially lengthy design and implementation phases of the care
pathway, with their increasing service commitments and ever-increasing clinical workloads.
These disadvantages, amongst others, are critical reasons as to why an ICP may fail to be

implemented and developed further.

From the two systematic reviews (29,30) there were conclusions drawn that described ICPs
as being effective in contexts where patient care is predictable but this effectiveness is not so
clear cut in contexts where patient care is more variable, alongside the fact that ICPs are at
their most effective when there are clear, illustrated deficiencies within the service that they

are implemented. These two conclusions highlight the key areas in which continence services



as a whole, but more specifically Fl, could potentially benefit from an ICP. Despite there
being some evidence there is not a great deal of high quality research that has been performed
in the area of ICPs, with only limited data available on the effectiveness of outcomes-mainly
coming from one of the systematic reviews (30) and there is no evidence on the evaluation of

the implementation of ICPs in FI services.

To improve the delivery of integrated care, the SWBHT proposal for a local ICP is built on
NHS outcomes frameworks and NICE quality standards, which require commissioners to
involve all relevant healthcare professionals in designing care that is both effective and
efficient (13). More specifically, the proposed pathway aims to provide a coordinated

seamless FI service that prevents both duplication and omission.

To this end the study described in this thesis will evaluate the benefits and challenges of
implementing this new pathway of care for patients with FI that includes novel approaches to
planning, communications and co-working amongst healthcare professionals, managers,
patients and commissioners, applicable in both primary and secondary care. The evaluation
will review the process of its implementation, evaluate its clinical impact, examine acceptance
and uptake by professionals, and comment on its acceptability and satisfaction to service

Users.

Current Guidance on Continence service Provision

Since 2000 (up until the commencement of this study), there have been three key government
documents that have been published (6,11,33), which have either focused on continence
services or issues related to continence services. These documents had not primarily focused
on FI up until the publication of the NICE guideline on the management of faecal

incontinence in adults in 2007 (6), with the other documents focusing on general continence

10



issues. The three key documents that will be discussed are:

» Good practice in continence services. Department of Health. 2000 (11).
» National service framework for older people. Department of Health. 2001 (33).
» Faecal incontinence: the management of faecal incontinence in adults. National

Institute for Health and Clinical Excellence. 2007 (6).

All three documents have similar themes running throughout them with regards to continence
services and the management of patients with incontinence, which will be discussed in this

section.

Good practice in continence services (11) raised the issue that prompt, high quality,
comprehensive continence services were an essential part of the National Health Service
(NHS). A working group was set up in 1998 to analyse the continence services available at
the time and formulate guidance that would help to provide an effective range of services that
would be available for people with continence problems. The aims of the group were to
improve the quality of the continence services by highlighting the extent of the problem of
incontinence and setting out clear and achievable targets for the continence services, whilst
ensuring a nationwide availability of high-quality services (11). The overarching conclusions
drawn from this working group were that organising continence services in an integrated way
that focuses on identifying patients, assessing their condition and putting appropriate

treatment in place, were essential.

The guidance, issued by the DOH, tried to assess the impact of incontinence on the individual
and their family, as well as looking at the prevalence of incontinence and current problems
with service delivery. Herein lies a recurring theme with FI: much of the literature in relation

to incontinence is based around urinary incontinence rather than FI. This can lead to issues
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when assessing the needs of patients with FI in documents that provide information on joint
continence services; however these will be discussed further on in the thesis. This document
highlighted that there are a number of problems nationwide which compromise the delivery of
continence services (11). Once again, this is a recurring theme in the majority of these
documents. There is a very clear emphasis on organising the continence services in an
integrated manner throughout this document, of which the main principles are: systematic
efforts for identification of patients with incontinence, ensuring that users and carers are
involved in the planning and provision of services, therefore, being able to provide a service
that enables treatment to be delivered in the most appropriate setting while still being

cohesive and comprehensive (11).

The guidance goes on to focus on the assessment process of patients presenting with
incontinence and how an individualised management plan should be agreed with each patient
and a copy of the treatment plan given to each patient. A key element of any assessment or
management plan is that the services have a comprehensive multidisciplinary team of health
professionals involved, including doctors, continence nurse specialists and physiotherapists
(11). This is also key for providing public education awareness, which within this guidance
was deemed a critical factor in the delivery of good continence services; however, this is still
offset by detection being made more difficult due to the embarrassment of the condition for
patients. From a management point of view, the guidance suggests that there should be
‘designated medical and surgical specialists’ offering access to investigation and treatment
facilities for all aspects of continence and also access to consideration of specific operations
such as repair of anal sphincter (11). One of the tools, suggested by this guidance that was
potentially thought to be useful in improving the delivery of continence services was the

introduction of a care pathway (11).
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Shortly after the publication of ‘Good practice in continence services’, the National Service
Framework (NSF) - for older people (33) was published. This publication was produced to try
to adequately address the needs of older people, as they are the main users of health and social
care in this country and this demand is ever increasing (33). The aim of this document was to
attempt to ‘ensure fair, high quality, integrated health and social care services for older
people’ (33). This guidance was based on the health and social care needs of older people in
general, therefore not specifically focusing on continence services, but throughout the
document there are clear and specific references to these services. These references are along
similar lines to the guidance issued by the ‘Good practice in continence services” document

(11).

The NSF (33) focuses on four standards; rooting out age discrimination, pride in person-
centered care, promoting older people's health and independence and fitting services around
people’s needs. The majority of the references to continence services lie in the second
standard: person-centered care. The main aim of this standard was to ‘ensure that older people
are treated as individuals and they receive appropriate and timely packages of care which
meet their needs as individuals, regardless of health and social service boundaries’ (33). The
DOH felt that continence services were particularly important for older people, as
incontinence is a distressing problem for the individual and their carers (11). Again, the
identification that access to continence services is a major problem has been identified with
regards to older people as part of the review in this document (33). The standard suggests that
a proper assessment of the range and complexity of needs for older people can improve their
ability to function independently and reduce the need for emergency hospital admission,
despite this however the issue still remains that although older people have more frequent

contact with health or social care services, issues with incontinence can often be missed or go
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unreported (33). As part of the key intervention section within the standard, integrated
continence service establishment was deemed a priority for service improvement (33). Again
there is no distinction between faecal and urinary incontinence, but it was felt the integrated
continence services should be able to ‘link identification, assessment and treatment across
primary, acute and specialist care’ (33). There is a specific reference to the Good Practice in
Continence Services document (11) highlighting that this document provides evidence based
policies, procedures, guidelines and targets for the establishment of integrated continence
services, whilst also giving a summary of what an integrated continence service should

include.

The main issue surrounding the two documents (11,33) previously described is that there was
no specific focus on FI as these documents concentrate on continence services as a whole.
Whilst most of the key messages will be transferable to either faecal or urinary incontinence it
was clear that specific guidance for the management of FI was needed. This was provided by

the NICE clinical guideline 49 on the management of FI (6).

This guidance issued in 2007 aimed to offer evidence-based, best practice advice for adult
patients suffering from FI. As with the NSF (33), this guideline was based around person-
centered care, allowing patients who suffer from FI to be assessed and managed by a
multidisciplinary team of healthcare professionals who have the relevant skills, training and
experience in the condition. Ideally, these healthcare professionals should work within an
integrated continence service (6). There is a strong sense throughout the document of local
clinical teams being able to raise public awareness of FI, whilst encouraging people with the
condition to seek appropriate help and decreasing the taboo surrounding the condition. The

aim of this will be to increase the number of patients reporting symptoms of Fl. Continuing to
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strive for good practice in managing FI includes making sure that patients and carers are fully
informed about their condition and the management of their condition, along with being made

aware of any psychological or social support mechanisms that are needed (6).

This clinical guideline (6) highlights the need for healthcare professionals to actively inquire
about symptoms of FI in certain high-risk groups, along with outlining the need for a focused
baseline assessment with appropriate initial management, including dietary advice, bowel
habit and toilet access advice, medication and coping strategies. The need for review of
treatment was specifically outlined so that improvements can be identified or discussions
about further treatment options can be had. The location of where the baseline assessment and
initial management takes place is not specifically detailed in the guidance. However, when
moving on to the specialised management stage, referral to a specialist continence service is
alluded to (6). The specialist continence service should include: pelvic floor muscle training,
bowel retraining, specialist dietary assessment and management, biofeedback, electrical
stimulation and rectal irrigation. Obviously these treatments will not be required in every
patient, but the service should make these treatments available. The majority of the treatments
will also be patient specific and progress will be monitored with standard assessment
techniques. The next issue to consider is if these conservative specialised management
techniques failed to improve symptoms, this is when further specialist assessment and
potential surgical input may be required. Through the whole of the guidance it is only at this
point (when conservative management has failed) that referral to a specialist surgeon for
discussion of the benefits and limitations of surgical versus non-surgical management is
advocated. There are a number of potential surgical options, but due to the potential
limitations of each surgical option, particularly in relation to long-term results, patients have

to be given realistic expectations for the effectiveness of those surgical management options.
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Given the potential limitations of surgical management for patients with FI specific guidance
was issued on the long-term management of these patients. This specific guidance was related
to patients who have symptoms that do not wish to continue with active treatment or who
have intractable FI. This guidance mainly relates to advice on social issues, continence
products, skin care along with the provision of psychological and emotional support should
the patient require this. All of these factors relate to trying to preserve the patient's dignity and

if possible, independence.

All three documents (6,11,33) contain some common themes within them. They advocate the
use of an integrated continence service within which there is a multidisciplinary team of
health care professionals that have the relevant skills and expertise to manage patients with
FI. The documents also give some guidance as to what a good continence service should
provide for people with FI. In the case of the NICE guidance (6), this also provides a structure
within which healthcare professionals can assess and manage patients with FI to a high-
quality and standardised format. The benefit of the NICE guidance is that it is not
prescriptive, but it encourages healthcare professionals to personalise each patient's treatment
plan depending upon the outcome of their assessments and improvement from previous

management strategies.

Interestingly, the documents do mention issues with the delivery of continence services. The
Good Practice in Continence Services document (11) highlighted that there were a ‘number of
problems across the country which affect access to and delivery of content and services’, of
which they deemed identification; lack of involvement of users in service planning and

delivery and geographical variations in numbers of staff, quality of service and waiting times
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to be the most troublesome. A telling sign is that since the Good Practice in Continence
Services document (11) was published in 2000, despite further consolidation of this guidance
from the NSF-for older people (33), by 2007, there had clearly been no change in the
provision of continence services for patients with FI, with issues still remaining into 2010.
This confirms that one of the biggest problems with FI care in this country remains the

problem of service delivery (34).

It should be noted at this point that since the completion of the study, two further documents

have been published:

e Faecal incontinence in adults. Quality standard 54. National Institute for Health and

Clinical Excellence. 2014 (35) .

e Excellence in Continence Care. NHS England. 2015 (36).

The faecal incontinence in adults document (35) has five quality standards that have been

derived from the previous NICE guidance 2007 (6):

Table 1: Five Quality Standards from the faecal incontinence in adults document (35)

Standard Number Description of Standard

1 Adults in high-risk groups for Fl are asked in
a sensitive way, at the time the risk factor is
identified and then at times according to local
care pathways, whether they have bowel

control problems.

2 Adults reporting bowel control problems are
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offered a full baseline assessment, which is
carried out by healthcare professionals who
do not assume that symptoms are caused by

any existing conditions or disabilities.

Adults with FI and their carers are offered
practical support, advice and a choice of
appropriate products for coping with
symptoms during the period of assessment
and for as long as they experience episodes of

FI.

Adults with FI have an initial management
plan that covers any specific conditions
causing the incontinence, and diet, bowel

habit, toilet access and medication.

Adults who continue to experience episodes
of FI after initial management are offered

referral for specialised management.
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These standards have been identified as the areas in which quality improvements in the care
of patients with FI can be made. Interestingly, these are not too dissimilar to the areas
identified in literature dating back to 2007 (6), further highlighting the fact that care in FI has
not progressed in a number of years. Alongside this document, excellence in continence care
(36) has also been published subsequently. This has been published with the aim of improving
the quality of care for patients with continence issues, through the need for commissioning of
services that achieve measurable outcomes. This identified deficiencies in current care
startlingly similar to those identified in the Good practice in continence services document
2000 (11), once again highlighting that not much progress has been made from when the

initial document was published fifteen years previous.

Study Aims and Research Questions

Aims

As described earlier, a West Midlands based NHS acute hospital trust decided to implement a
new ICP for the management of FI in 2012. The primary aim of this study was to assess how
the implementation of an integrated, community based (compared with secondary care based)
care pathway affects the key stakeholders, whilst also observing and analysing the actual
process of organisational change within the Trust, focusing on the barriers and facilitators to

the implementation of the ICP.

The study focused on the perceptions of key stakeholders in areas such as impact,
acceptability, barriers/facilitators and their general experience throughout the implementation

of the ICP. Using both quantitative and qualitative data, issues have been examined that are
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associated with the implementation of the ICP and the process of change within the
multidisciplinary team. As the process of change in organisations such as the NHS can be an

unpredictable journey, taking a pragmatic and reflexive approach was essential.

An element of the study also focused on the perceptions of service users in areas such as

impact, acceptability and the general experience throughout the implementation of the ICP.

Research Questions

e What are the facilitators or barriers to the implementation of an integrated care
pathway for FI at a local and organisational level?
e How do these affect the key stakeholders (including patients) involved in the process?

e How does the introduction of the ICP affect clinical outcomes and referral rates?

To understand the dynamics of implementing, embedding, and integrating this new ICP for
FI, normalization process theory (NPT) (37) was used to structure the analysis. This allowed
the researcher to focus on the dynamic processes that led to the ICP becoming embedded in
everyday work. NPT consists of four core constructs, with each of these constructs having
four specific components, which attempt to identify factors that promote and inhibit the
routine incorporation of complex healthcare interventions or organisational innovations into
everyday practice (37). This theory also explains how these interventions work, not just in the
early implementation stages but also beyond this, to the point where an intervention becomes

embedded into routine practice so that it becomes “normalized” (37).

Following this chapter, the thesis then goes on to review the current literature on FI, ICPs,
change management and NPT in chapter two, with chapter three describing the methods used

in the study. The results of the study are divided into two chapters with chapter four detailing
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the qualitative results and chapter five the quantitative results. The final chapter, chapter six

contains a discussion of the main findings from the study and their importance.
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CHAPTER 2: LITERATURE REVIEW

This chapter will review the published literature on FI (including the definition,
epidemiology, risk factors, assessment and management and the use of qualitative research in
FI), ICPs (advantages and disadvantages), change management, leadership, shared purpose,
teamwork, capacity, clinical outcomes and the normalization process theory. Understanding
all of the elements discussed within this chapter will be vital to provide a contextual picture of

the study and its results.

Faecal Incontinence

Definition
Faecal incontinence (FI) is the involuntary loss of liquid or solid stool that is a social or

hygienic problem (38). There are three clinical subtypes (39):

1. Passive incontinence- involuntary discharge of faeces or flatus without awareness
2. Urge incontinence- the discharge of faecal matter despite attempts to retain the faeces

3. Faecal seepage- the leakage of faeces following normal defecation

Following thorough assessment, it is possible to make a clinical distinction between these
three groups (although there may be some overlap), which will help to guide subsequent
investigations and management choices, as each of the three groups will have differing

pathophysiology.

Epidemiology
The estimated prevalence of FI varies widely, from 1.5% to 50% (1-3,40) . The study that

provides the best estimate of FI prevalence is the National Health and Nutrition Examination
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Survey (NHANES). This study surveyed both sexes, all ethnicities represented in the US, and
the full range of adult ages. The age-adjusted prevalence of FI in the non-institutionalised US
population was found to be 8.9% in women and 7.7% of men (41). One of the key limitations
of this study is that institutionalised individuals (i.e. nursing home residents) were not
included. This will affect the prevalence rate, as the prevalence in the institutionalised
population is known to be higher (38). When the prevalence estimates are broken down by
type of incontinence then we see that liquid incontinence is 2 -3 times more common than
solid incontinence, with incontinence of flatus being 2 -3 times more common than the
combination of liquid and solid incontinence (42—45). There are a number of reasons for the
wide variation in the prevalence estimates, including the definition of incontinence used, the
clinical setting (i.e. nursing home or community) and the influence of social stigma on the
patient, which can lead to under reporting of the condition. All of these issues mean that it is
difficult to obtain a true reflection of how prevalent Fl is, which has a subsequent impact on

the management of this socially isolating, distressing condition.

Anorectal Anatomy and Physiology

The neuromuscular integrity of the rectum, anus, and the adjoining pelvic floor musculature

helps to maintain normal faecal continence (39).

The rectum is the most distal part of the colon and functions as a reservoir for stool, as well as
a pump for emptying stool. Both of these functions are due to a unique muscle arrangement,
whereby the rectum is composed of a continuous layer of longitudinal muscle that integrates
with the underlying circular muscle (39). The rectum expands to receive a threshold amount,
beyond which there is normally an urge to defecate. The anus is a 2-4cm muscular canal,

which at rest forms an angle with the axis of the rectum. This anorectal angle varies
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dependent upon the action required at the anus, starting off at rest at 90°, whilst during

defecation the angle becomes more obtuse at approximately 110-130° (39).

The anal sphincter consists of the internal and external anal sphincter. The internal anal
sphincter is an expansion of the circular smooth muscle layer of the rectum, while the external
anal sphincter is an expansion of the striated levator ani muscles (46). Closure of the anus is
achieved by tonic activity of the internal anal sphincter with this being reinforced by
voluntary contraction of the external anal sphincter. The combination of anal mucosal folds
and the anal vascular cushions help to provide a tight seal when the sphincters are contracted.
Alongside these mechanical barriers, the puborectalis muscle creates a flap-like valve that
pulls the anorectal anatomy forward, subsequently reinforcing the anorectal angle to prevent
FI (46). Innervation to the anorectum is supplied by sensory, motor, autonomic
parasympathetic nerves and by the enteric nervous system. The key nerve is the pudendal
nerve, a mixed sensory and motor nerve, which arises from the second, third and fourth sacral

nerves (47).

How defecation works

Continence and ordered defecation depend on the coordinated sensory and motor innervation

of the structures mentioned above.

When a threshold volume in the rectum is reached, stretch receptors are activated in the
myenteric plexus in the walls of the rectum and along the pelvic floor, leading to a sensation

of urge. There are two reflex mechanisms important for continence:

e The rectal-anal inhibitory reflex: A threshold distension of the rectum inhibits the tone

of the internal anal sphincter, allowing the contents of the rectum to transiently pass
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into the anus. This process, known as anorectal sampling, periodically senses the
rectal contents (48-50). The sensation of rectal distension travels along the
parasympathetic system to S2, S3 and S4 (51).

e The rectal-pudendal reflex: Rectal distension also leads to reflexive somatic motor

contraction of the external sphincter, allowing for maintenance of continence.

Motor activity within the rectum is also important for anorectal function. At the appropriate
time, orderly peristalsis with reflexive relaxation of the internal sphincter and voluntary

relaxation of the external sphincter allows for defecation.

Taking all this into account it is clear to see that the pudendal and sacral nerves are key
components in maintaining continence as they are involved with the sensory, motor, and
autonomic function of the anorectum (39). Disturbances of the normal anatomical and

physiologic mechanisms will result in FI.

Pathophysiology and Risk Factors

F1 occurs when one or more of the mechanisms described above are disrupted to an extent
whereby the other mechanisms are unable to compensate (39). The cause of Fl is often
multifactorial with anal sphincter disruption/weakness, pudendal neuropathy, impaired
anorectal sensation, impaired rectal accommodation, or incomplete evacuation all potentially

contributing to the pathogenesis of FI (52-54). Table 2 describes the high-risk groups for FI.
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Table 2: Risk Factors for Faecal Incontinence (39)

Characteristic

Specific Description of Risk Factors

Patient Characteristics

Increasing age

Nursing home residence

Gender: equivocal evidence

Ethnicity: Caucasian/ Asian

Obesity, poor general health, physical
limitations, urinary incontinence, pelvic

organ prolapse

Neurological disease (dementia, spinal
cord injury, multiple sclerosis, spina

bifida, stroke)

Patients with gastrointestinal

symptoms and disorders

Diarrhoea or loose stools

Drugs (antibiotics, laxatives), dietary

supplements

Urgency

Constipation
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Irritable bowel syndrome

Inflammatory bowel disease

Haemorrhoids

Congenital anomaly (imperforate anus)

Obstetric factors

Parity

Sphincter laceration

Instrumental delivery

Episiotomy

Large baby, prolonged second stage

Sequelae of surgical procedures

Colectomy and ileo-rectal anastomosis or

pouch

Sphincterotomy

Haemorrhoidectomy

Radical prostatectomy

Pelvic radiotherapy

One of the major predisposing factors for Fl is obstetric trauma in adult women (55).

Obstetric trauma can cause injury to either the external anal sphincter, the internal anal
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sphincter, the pudendal nerve or all three structures (56). Given that the pathophysiology of FI
is multifactorial, it is likely that more than one of the risk factors above will be present in any
individual patient. In one prospective study, 80% of patients had more than one pathogenic
abnormality (52). Clearly, this has implications for the assessment and management of

patients with FI.

Assessment and Management

Having identified the high-risk groups and that the pathophysiology of FI is multifactorial, it
is essential that a detailed clinical assessment with appropriate physiological and imaging
investigations are performed. By combining the information gained from both the clinical
assessment and investigations, this will provide the healthcare professional with the data
required to assess the severity of the problem, the underlying aetiological factors, and the
impact of FI on the patient's quality of life. Once this information has been acquired, only

then can an appropriate management strategy be commenced.

According to NICE guidance (6), a detailed and structured approach to initial assessment and
management is needed. The division of FI into three clinical subtypes aids this initial phase,
as by making a clinical distinction we can make some assumptions with regards to the

underlying aetiology, therefore guiding investigations and management:

1. Passive incontinence- occurs due to a loss of perception and/or impaired recto-anal
reflexes either with or without sphincter dysfunction.

2. Urge incontinence- occurs due to disruption of sphincter function or the rectal capacity
to retain stool.

3. Faecal leakage- due to incomplete evacuation of stool and/or impaired rectal sensation

(57,58).
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To be able to delineate which of the clinical subtypes that a patient is suffering from

healthcare professionals should perform a focused baseline assessment, comprising:

— relevant medical history

— a general examination

— an anorectal examination

— a cognitive assessment, if appropriate.

The first key step in the assessment of patients with FI is to confirm the existence of the
condition whilst trying to establish a good baseline rapport. With regards to eliciting a history

of FI the following points are essential (39):

e Onset and precipitating event

e Duration, severity and timing

e Stool consistency and urgency

e Coexisting problems/surgery/urinary incontinence/back injury
e Obstetric history—forceps, tears, presentation, repair

e Drugs, caffeine, diet

¢ Clinical subtypes—passive, urge incontinence or faecal leakage
¢ Clinical grading of severity

e History of faecal impaction

During this assessment process the use of a standardised bowel diary, including details such

as the number of bowel movements, stool consistency, urgency and number of incontinent
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episodes is beneficial. In addition to the bowel diaries, validated quality-of-life outcome
measures can be used to provide further information on the impact of Fl on the quality of life

of the patient.

All patients should undergo a general examination including a detailed physical examination
of the abdomen and perianal/perineal region alongside a neurological examination of the back
and lower limbs to ensure that there are no obvious systemic or neurological disorders.
Following this complete assessment, the healthcare professional should be able to place the
patient in one of the three clinical subtypes. This will then allow for appropriate investigations
to be ordered for the subsequent assessment and management of these patients. Investigations
should be tailored to the patient's symptoms, clinical subtype and therefore potential

aetiology.

At this point clinical management can be guided by the information gained from the

assessment.

Management

The ultimate goal when managing patients with Fl is to restore continence as fully as possible
and to improve their quality of life. There are a number of potentially beneficial conservative

and interventional management strategies for adults with FI (see table 3).

Table 3: Management Strategies for Faecal Incontinence (38-40)

Conservative management Treat underlying cause

Dietary advice (fibre, reduce caffeine
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intake)

Education/counselling/bowel habit

training

Correct defecatory dynamics

Pelvic floor muscle exercises

Anal hygiene/skin care

Pharmacological therapy (loperamide,

codeine)

Biofeedback therapy (neuromuscular

conditioning)

Anal plugs

Continence products e.g. continence pads

Hypnotherapy

Psychological support

Interventional management

Rectal Irrigation

Percutaneous tibial nerve stimulation
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(PTNS)

Sacral nerve stimulation (SNS)

Sphincter bulking agents

Surgery- sphincteroplasty, neosphincter,

colostomy

Initial management will often need to include a combination of interventions based on the
findings from the initial assessment but tailored to the individual patient and their
circumstances. Interventions can include dietary advice, whereby a diet that promotes an ideal
stool consistency and predictable bowel emptying is recommended. Ensuring toilet facilities
are adequate with sufficient time allowed for defecation alongside encouraging the patient to
adopt a standard sitting or squatting position when emptying the bowel (correct defecatory
dynamics) are important conservative management techniques. Pelvic floor muscle exercises
are used as an early management strategy despite the weak evidence suggesting efficacy (40).
Reviewing a patient’s medication is vital to ensure any drugs that may contribute to FI are
stopped and alternatives are considered. Anti-diarrhoeal medication can be offered to patients
with FI associated with loose stools once other causes (such as excessive laxative use, dietary
factors and other medication) have been assessed and excluded. The anti-diarrhoeal
medication of choice is loperamide (6). A placebo-controlled study of loperamide has been
shown to reduce the frequency of incontinence, improve stool deferment time and increase

colonic transit time (59).
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During the initial period of assessment and management patients will normally be finding it
difficult to cope emotionally and psychologically with having Fl. Potential coping strategies
include advice on the use and supply of continence products and the availability of emotional
and psychological support (6). All initial treatments should be reviewed regularly with bowel
diary and quality-of-life questionnaire outcome assessment. If the initial management
strategies have not improved the patient’s symptoms, further specialised management should
be discussed with the patient as this potentially brings more invasive procedures for
diagnostic and therapeutic purposes. At present, with the current set up of FI services, the

majority of assessment and management will take place in secondary care.

The specialised management strategies include biofeedback and/or sensory re-training;
electrical stimulation (Percutaneous Tibial Nerve Stimulation (PTNS) and Sacral Nerve

Stimulation (SNS)), rectal irrigation and consideration for surgical procedures (6,38-40).

Biofeedback is an “operant conditioning” technique that has been shown to improve bowel
function and incontinence (60). The individual patient acquires a new behaviour through a
learning process that is repeatedly reinforced with constant feedback. Biofeedback therapy
has three main goals in patients suffering with FI:
1. To improve the strength of the anal sphincter muscles;
2. To improve the coordination between the abdominal, gluteal, and anal sphincter
muscles during voluntary squeeze and following rectal perception;

3. To enhance the anorectal sensory perception
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Until recently, in those patients for whom conservative management strategies had not
improved symptoms, the management of FI has been limited to either major irreversible anal
sphincter surgical interventions or stoma formation. Such procedures may be costly, are often
unsuccessful and carry a high risk of associated morbidity (6,61,62). Recent attention has
therefore focused on non-invasive or minimally invasive therapies to optimise the residual
continence mechanisms by altering the nerve impulses to this area (termed neuromodulation),
including sacral nerve stimulation (SNS) or percutaneous tibial nerve stimulation (PTNS)
(63). Unlike the more invasive SNS, however, PTNS can be administered within an outpatient
setting and without the need for surgery, confirming percutaneous stimulation of the tibial

nerve is a low cost, low risk technique with almost no associated morbidity (64).

Surgery

Surgery may be an option for some patients who have had an unsatisfactory response to
conservative management or have FI that is refractory to medical or minimally invasive
interventional treatment, such as PTNS/SNS. As surgical intervention is invasive and, in the
case of FI, carries a high risk of morbidity, it is essential that patients receive specialist
assessment to check their suitability for surgery. It is vital that those undergoing surgery have
realistic expectations and are aware of potential complications (6). It is essential to assess the
efficacy of surgery, incidence of adverse events and whether results of the operation are

sustained over time (6,39).

Overall, evidence for the different management strategies in FI is sparse and most studies,
especially involving interventional management strategies, have low numbers of patients (6).
This means that treatment strategies are generally given to patients who fit specific criteria

that have been used in these studies, therefore potentially marginalising some patients
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suffering from FI (6). Another area in which NICE (6) reported that there is a severe lack of
data is qualitative research. This is a significant finding as patients’ views should be used to
help build and refine services for a particular condition and if there is a paucity of views then

that service is missing a vital input into how it should be constructed.

Quialitative Research in Faecal Incontinence

Overall, there is a lack of qualitative research around FI, and there is no qualitative research
on ICPs related to FI. A systematic review was performed as part of The NICE Guidance on
Faecal Incontinence (6) of the available qualitative research. This systematic review of patient
views was performed to attempt to identify qualitative studies of patients’ experiences,
perceptions, attitudes and opinions about the causes of Fl, coping strategies and the methods
of managing FI. It comprised eight studies involving 728 patients, with comments made
within the guidance that the studies identified seem to be biased towards older female
patients. The systematic review performed within the guidance (6) highlighted the patient
perceptions on the causes of FI and also the coping strategies that patients and carers adopt
when faced with this condition. One of the key findings was the repeated comment of how
alone and embarrassed patients felt with this leading to not seeking help (6). Interestingly,
patients also perceived that health professionals were not understanding towards their
condition and in patients in one study found that access to advice or information regarding Fl
was inconsistent and hard to find (6). What this systematic review (6) made clear however, is
that there is a lack of information on patients’ views with regards to the topic, something that

in the future will need to be addressed.

As has already been alluded to previously in the introduction, the numerous NICE and

Government policies drawing attention to FI and integrated care, along with the espoused
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NHS philosophy of delivering care that is responsive, adaptable and patient-centered (29),
have not affected the majority of FI services, which remain largely fragmented, with poor
access and variable outcomes (15). A potential solution could be provided by the introduction

of an ICP.

Integrated Care Pathway
ICPs have become increasingly popular within the UK as a tool for managing clinical
processes and patient outcomes in the last 30 years (65). A definition agreed by the National

Pathway Association in 1994 is (66):

‘An integrated care pathway determines locally agreed, multidisciplinary practice based on
guidelines and evidence available, for a specific patient/client group. It forms all or part of,
the clinical record, documents the care given and facilitates the evaluation of outcomes for

continuous quality improvement.’

Defining characteristics of ICPs include (32):

o An explicit statement of the goals and the key elements of care based on evidence, best
practice, and patients’ expectations and their characteristics;

¢ The facilitation of the communication among the team members and with patients and
families;

¢ The coordination of the care process by coordinating the roles and sequencing the
activities of the multidisciplinary care team, the patients and their relatives;

e The documentation, monitoring and evaluation of variances and outcomes, and

e The identification of the appropriate resources

The aim of an ICP is to enhance the quality of care by improving patient outcomes, promoting
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patient safety, increasing patient satisfaction, and optimising the use of resources (32). ICPs
are essentially multidisciplinary plans that can predict the course of events in the treatment of
patients with similar problems. There are a number of important aspects to ICPs that should
be considered. Firstly, a care pathway can only be called integrated, when it recognises the
contributions of all people involved within the pathway (all healthcare sectors/professionals
and patients) and includes a strong element of primary care. Secondly, an essential component
of ICPs is the care pathway document. The content of the pathway documents will be highly
variable. However, all of these documents should include basic information in chronological
order, with events grouped under key headings and organised in time, stages or phases.
Thirdly, variance monitoring is essential. An ICP should always include recording by
healthcare professionals of deviations from planned care in the form of variances. The
recording of variances allows a continuous review with regards to the process and quality of
care delivery allowing you to adapt your pathway accordingly and contributes to quality

improvement. Variances will usually be due to: (65)

e “The service user” e.g. failure to attend appointments, lack of compliance with therapy
e “The healthcare professional” e.g. an omission or delay in providing the intervention
e “The system” e.g. practice patterns, policies or procedures

e “The community” e.g. transport problems, lack of placements

In summary, the aim of an ICP is to have (65):

e “The right people”
e “Doing the right things”
e “In the right order”

e “At the right time”
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¢ “In the right place”
e “With the right outcome”
e “All with attention to the service user experience”

e “And to compare planned care with the care that is actually provided”

ICPs should be both a mechanism and concept that help to embed guidelines/protocols and
local evidence-based, patient centered best practice into everyday use for the individual

service user.

Advantages and Disadvantages of ICPs

There are many potential benefits of developing and implementing an ICP within certain

health conditions. These advantages extend to both patient and to healthcare professionals and

include (32,67,68):

¢ Enhanced professional practice-due to an increased use of the evidence/research base

o Streamlined care documentation that enables real-time recording of the actual care that

is given-this involves simplifying the process of multidisciplinary care documentation

and reducing duplication
e Improved multidisciplinary communication, collaboration and teamwork

¢ Reduced patient distress

e The increased involvement of service users, relatives, volunteers- allowing mutual goal

setting
¢ Increase consistency with explicit expectations about assessment, treatment and care
¢ Reduced variations in the care that is provided

¢ Reduced length of stay and associated costs
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e Enhanced clinical outcomes
o Efficient auditing-the integrated care pathway document with integrated variance
tracking represents a concurrent audit tool, which promotes quality improvement

e Provides an infrastructure that supports clinical governance

Despite these numerous reported advantages, there are also some disadvantages or concerns
that have been expressed within the literature on ICPs. These concerns include a fear of
litigation that following a standard protocol results in the loss of healthcare professional
autonomy in decision-making, a lack of evidence that ICPs improve patient care and the
development process being lengthy (69). With regards to healthcare professional decision-
making it has been reported that following a protocol or pathway may conflict with personal
judgement, therefore resulting in the loss of spontaneous clinical assessment and threatening
the therapeutic, intuitive nature of professional practice (70). If an ICP is implemented
correctly based on good quality evidence, then the pathway should have a high quality
assessment and intervention process that means that patients are receiving the best available
treatment, resulting in very little need for healthcare professionals to deviate from the
pathway. However, if healthcare professionals do feel the need to deviate from the pathway
there is the option of variance recording that allows for the pathway to be reviewed and

changed or updated if necessary.

When looking at the evidence base for the effectiveness of integrated care pathways on
improving patient care, there were two recent systematic reviews (29,30). No systematic
reviews or published articles on the implementation or effectiveness of an ICP for FI have
been identified following a systematic PubMed search. The two reviews included a Cochrane

review (29) and a review from the Wales Centre for Evidence Based Care (30). Both of the
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reviews differed in their objectives, inclusion criteria and methods. Whilst the Cochrane
review had the objective of assessing the effects of integrated care pathways on professional
practice, patient outcomes, length of hospital stay and costs, Allen et al (30) attempted to
identify the circumstances in which integrated care pathways are more or less effective by
reviewing ‘high-quality’ randomised controlled trials. The Cochrane review did include a
wider range of study designs such as controlled before and after and interrupted time series.
The reason for doing this is that it is often not feasible or practical to evaluate changes in
service delivery or organisation of care within the confines of a randomised controlled trial.

Most of the studies in both reviews compare treatment guided by an ICP with “usual care’.

When comparing the results and conclusions of both of these systematic reviews there are
clear differences. Allen et al (30) included seven studies in their review with the main

conclusions of the review being that:

¢ ICPs are most effective in a context where patient care is predictable, but their value is
less clear in settings where recovery is more variable

¢ ICPs are most effective in bringing about behaviour change where there are identified
deficiencies in services

e The value of ICPs in contexts where multidisciplinary working is well-established is

less certain

There were a limited number of trials included in this review with the wide range of
populations and settings meaning that the potential generalisability of the author’s
conclusions is difficult to judge. None of the included trials involved incontinence and

only two of them were performed in the UK.
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The Cochrane review by Rotter et al (29) comprised 27 studies including interrupted time
series and controlled before and after studies as well as randomised controlled trials. The
review concluded that when compared with usual care, the use of an ICP significantly
reduced in-hospital complications and improved documentation of care. There were no
differences in mortality or readmission to hospital. Most of the studies within the review
reported significant reductions in hospital length of stay associated with the use of an ICP
compared with usual care. The Cochrane review also examined whether evidence
informed strategies have been used for developing and implementing pathways in the
included studies. The most commonly reported implementation processes were use of
evidence-based content, adaptation of evidence local circumstances and clinician
involvement in pathway development. However, the review authors did conclude that
because of poor reporting of these elements within the studies it was not possible to draw
conclusions about the impact of implementation on ICP effectiveness. Like the Allen et al
(30) review, the Cochrane review was well conducted, with the authors conclusions
appearing likely to be reliable but again the relevance of the findings to FI or continence-
based services is uncertain as only two of the included studies were from the UK and none

involved FI.

From the systematic reviews it appears that ICPs have a place within healthcare. Given
the conclusions reached however, ICPs should be targeted at areas with clearly identified
deficiencies in provision or where change is required. Developers should be clear on why
and how they wish to change practice and the constitution of best practice should be
agreed locally. When taking all these conclusions into account, an ICP seems like a
genuine mechanism for improving Fl services. It can also provide a quality improvement

approach to distinct issues that have already been discussed with regards to FI services

41



including:

e Poor co-ordination of care

Lack of collaborative work between primary and secondary care

Care plans of variable and questionable value purpose

Lack of therapeutic intervention and evidence-based practice

The increasing need to demonstrate the implementation of national guidance

Ongoing concerns over service users’ experiences of care

Evidently an ICP for FI services would be a promising development. Unfortunately, it is not a
simple process to implement an ICP and there are some factors that are deemed critical to the
success of the implementation process (65,71-73). Firstly leadership, organisational and
clinical leadership alongside effective project management are seen as critical success factors
in the development and evaluation of ICPs. Organisational and clinical support and leadership
is especially key to ensure that the pathways are based on research evidence or evidence of
clinical effectiveness (71,73). The second critical success factor is to have a powerful
champion or champions within all levels of the organisation. Ideally that should include
senior management, middle management and the clinicians involved in the particular area of
care provision (65,71-73). Education and training to prepare staff for their extended roles and
to develop the skills needed to manage patient care using care pathways is essential, which
subsequently will lead to the understanding, ownership and acceptance of care pathways (32).
Facilitation in the development and implementation of care pathways is also highlighted as a

critical success factor, with care pathway facilitators being able to (69,74,75):

e Support and work closely with clinical staff

e Have a knowledge of the project
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e Understand change management theories

e Have teambuilding skills

One of the important aspects of an ICP facilitator is being able to understand change
management theories and the process of change. Change within any organisation, including
the NHS, brings many challenges and some uncertainties for all members involved. The

implementation of an ICP, for any condition, represents a challenge.

Change Management

Medicine is based on the Cartesian method of reductionism, where a problem is broken down,
examined, and the information obtained is then used to draw conclusions about the nature of
the larger reality (76). The key element to this approach is that the problem being examined,
normally clinical, must be in a linear system (76). When that problem is in a linear system
then this approach is generally successful, and the clinician can feel confident in the
conclusions they have drawn. A clinical example of this is the response of blood glucose to
the ingestion of a glucose rich substance. The difficulties arise when the problem that we
would like to examine behaves in a non-linear fashion. Predicting outcomes in this situation
becomes a source of frustration for many as there is a clear difference between real world and
reductionism, this was where complexity theory emanated from (76). A complex system is
defined as one in which many independent agents interact with each other in multiple ways.
The premise underlying complexity theory is that there is a hidden order to the behaviour and
evolution of complex systems (77,78). The NHS and every organisation within it are complex

systems. Table 4 describes the differences between linear and non-linear systems.

43



Table 4: Linear and Non-linear Systems (76,79)

Linear System Non-linear System

Output is proportional to input Output disproportionate to input

Output is reproducible over time for a given | Output for the same input value may not be

input constant over time, or be reproducible

Events occur sequentially Events occur both sequentially and

simultaneously

Each variable within a linear system acts Each component of the system influences

independently of another the other, i.e. shows interdependence

Older change management models, such as the Burke-Litwin model (80) and Kotter’s 8-step
model (81), have tended to view organisations as machines, composed of multiple individual
components each of which can be ‘fine-tuned’ separately to improve performance within the
organisation as a whole (76,82,83). From the traditional management models’ perspective, a
top-down approach is often taken when attempting to introduce new practices and resistance
to change implies that the machine is not working effectively. Similarly, any variation of the
new practice is thought to be eliminated by the introduction, or more appropriately
imposition, of further protocols or guidelines. This model works when a genuine consensus
exists as to the new practice being implemented, however in the real world this is very rarely
the case. In the situations where there is not a consensus, adopting an alternative viewpoint,

informed by complexity theory, may allow more productive solutions to emerge (76,83).

There are a number of reasons why change may occur within an organisation and how this
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change is managed is a key element in whether the change will be successful or not (84).
Change can be classified in numerous different ways, but three common classifications will
be discussed; planned versus emergent change, episodic versus continuous change,

development, transitional and transformational change (84-87).

Planned versus emergent change

Planned change is deliberate and a product of conscious reasoning and actions (84). However,
change that unfolds in a spontaneous and unplanned way is known as emergent change. It
should be noted that no matter how carefully change is planned and executed, there would
always be some emergent elements within that change. This highlights the important factor
that to truly understand organisational change, one has to be aware that it is a process that can
be facilitated by perceptive and insightful planning and analysis and well crafted, sensitive
implementation phases but acknowledgement should be made of the fact that it can never be
fully isolated from the effects of serendipity, uncertainty and chance (84). The important
message is that organisation level change is not fixed but contains an important emergent

element (84).

Episodic versus continuous change

Another distinction that can be made is between episodic and continuous change. Episodic
change sometimes referred to as ‘second order’ change is infrequent, discontinuous and
intentional and often involves replacement of one strategy or programme with another (85). In
contrast, continuous change, sometimes referred to as ‘first order’ change, is ongoing,
evolving and cumulative (86). It is characterised by people constantly adapting and editing
ideas they acquire from different sources. An organisation can help clarify its thinking with

regards to its future development by making the distinction between episodic and continuous
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change. However, very few organisations within the NHS are able to adopt an exclusively
continuous change approach due to the seemingly constant changes in the local and national

political landscape (86).

Developmental, transitional and transformational change

Ackerman distinguished between three types of change related to the extent and scope of
change: developmental, transitional and transformational (87):

e Developmental change can be either planned or emergent. This type of change can
enhance or correct existing aspects of an organisation with its main focus often being
on the improvement of the skill or process.

e Transitional change is episodic, planned and second-order. The aim of transitional
change is to achieve a desired state that is different from the existing one. Transitional
change is the basis of much of the organisational change literature from the 1980s
(88-90). The origin of transitional change is based around the work of Lewin who
conceptualised change in a three-stage process involving (91) :

o Unfreezing the existing organisational equilibrium

o Moving to a new position

o Refreezing in a new equilibrium position
Transformational change, second order in nature, requires a shift in the assumptions made by
the organisation and its members, resulting in an organisation that will differ significantly in

terms of structure, processes, culture and strategy (84).

The literature suggests that the process of change within an organisation can be classified

easily. For example, the Burke-Litwin model (80) suggests that environmental factors are the

most important driver for change. Other important elements of organisational success are,
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mission and strategy, leadership and organisational culture that are often impacted by changes
that originate outside the organisation. When change is required it is the job of the team or
individual to understand what these external factors are and identify the implications of them.
However, all of the approaches mentioned above give the impression that change is a rational,
controlled, and orderly process (84). In real world terms, however, organisational change,
especially within the NHS, is chaotic. It often involves shifting goals, discontinuous activities,
unexpected events, changes and outcomes and unintended consequences (85,92). Change
within the NHS is never likely to be linear and the ambitious goals that are currently being set
for the NHS in times of austerity will require the organisation to be able to embrace
continuous and emergent change. Attempting to meet these goals will involve working with
(84):

e Changing pressures in the environment

e Multiple stakeholders within and outside the organisation

e Changing technologies available to those stakeholders

e Complex organisations in which individuals and teams are interdependent

¢ People who have experience of change interventions which have had unforeseen or

unintended consequences.

By viewing the NHS as a complex, non-linear system, a greater focus is placed upon the
connections between the individual components that make up the system. The interactions
between the individual components can lead to emergence of novel, unpredictable outcomes
and the element of ‘attractor patterns’ (82) where individuals within the system may default to
a certain group of behaviours which could be perceived, potentially incorrectly, to be
resistance to change (76). At this point, an effective leader would place a greater emphasis on

identifying how services interact and influence each other, whilst engaging with staff within
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the organisation to introduce new ‘attractors’ in order to influence behaviour and attitudes
(76,82,83). From a complexity theory perspective it is important to understand that
meaningful change is more likely to occur if it is allowed to emerge spontaneously, rather
than being imposed from a traditional top down approach (76). According to Greenhalgh (82),
this has to be guided and may be achieved by the use of ‘minimum specifications’. This is a
management strategy where the emphasis is placed upon ‘direction pointing’, setting
‘boundaries’ and ‘resources’, and then giving ‘permission’ for the system to generate its own
solutions (76,82). Effective feedback mechanisms must also be in place to allow solution
sharing throughout the organisation (82). As an example, an individual may have highlighted
a high number of drug errors within the emergency department. The question for that
individual or leader is what the best approach to reducing emergency department drug errors
is. An organisation could disseminate top-down warnings to promote and create a greater
awareness of the issue or alternatively, it could engage with emergency department members
to discover if there are any recurrent themes (or attractors) in these errors, suggest options for
how to minimize these in the future (direction pointing) but also encourage staff to take
ownership of the problem themselves to ideally find their own solutions (permission). The
solutions generated could then be used elsewhere within the organisation to attempt to reduce
the problem in other departments. In contrast to this approach is the consideration of
“champions of change”, a top down approach to change. The “champions of change” need to
be the top management players within the organisation who keep the change process moving
whilst maintaining the operational integrity of the organisation (93). Conger et al (94),

identified steps that were needed to transform an organisation:

e Establishing a sense of urgency
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e Forming a powerful guiding coalition

e Creating a vision

e Communicating the vision

e Empowering others to act on the vision

e Planning for and creating short-term wins

e Consolidating improvements and producing further change

¢ Institutionalising new approaches

Across the United Kingdom, in each region, and within organisations, the process for raising
ideas and delivering change will differ, adding further complexity and non-linearity to the
systems. According to a report from the British Medical Association however, the principles
behind how to influence change are the same. This report sets out six themes which doctors

will want to consider as they look to influence change in their organisation (95):

e Understand the process for change in your organisation
« Be clear about what you are proposing and why

o Use evidence to demonstrate the case for change

« Engage with stakeholders

e Understand the risks

e Monitor and evaluate progress

This report and the six themes have all the hallmarks of the substantial change management

literature, originally from the business sector, which suggests change is linear. As has been

discussed previously, the NHS and change within the NHS is certainly not linear in nature,
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however people are still attempting to work in this linear nature causing further inefficiencies

within an already complex and inefficient system (82,84).

So far, the theories behind change in the NHS, linear and non-linear systems and complexity
theory have been discussed. One element that is essential to consider is how people respond to
change. Fisher’s process of transition model (96) identified eight stages that people follow in

succession through a change process (figure 1). The eight stages are:

1. Anxiety and denial

2. Happiness

3.Fear

4. Threat

5. Guilt and disillusionment
6. Depression and hostility
7.Gradual acceptance

8.Moving forward
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Figure 1: Fisher’s Process of Transition Model (96)
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temperament, life experiences and degree of control (96). Depending upon the situation
people may also regress to earlier stages. A good change leader should be able to identify
where people are on the transition curve and therefore respond appropriately (96). This model
identifies that people will generally react in a negative way to change in the initial period.
They will be anxious and in shock, but this will be followed by a degree of happiness about
the situation. The change leader may be able to reduce the amount of fear that is apparent at
stage three if there has been open and honest communication at the happiness stage, but fear
will always be present (96). Where fears are present these need to be addressed as quickly as
possible as in times of significant change rational thought tends to go out of the window.

When leading change, one has to be aware that there will be resistance to change, as it may be
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seen as a threat evoking the emotions of guilt, depression and hostility before accepting and
moving forward (96). This resistance to change must be accepted as a perfectly normal
reaction and not as a deterrent to continue the change process. People will move through the
process of transition at different speeds and therefore change facilitators should be wary of
which stage people are in when communicating with them as it can cause problems if people
are pushed too far too quickly (96). If a change is attempted to be forced through before the
majority of people are ready then in the long term the change will not be as effective as

anticipated (96).

Although participation of all players is necessary, the role of a clear leader in the change
process is crucial (93). In terms of the role of a leader within an organisation, it is essential
that they are responsible for the creation, design and maintenance of a climate for change
within the organisation, in this case the NHS (93). However, change within the NHS is often

disruptive and complicated with events rarely occurring exactly as people predict.

Leadership

High-quality leadership and management at all levels is a prerequisite for a NHS that delivers
both the highest possible quality of care to patients and the best possible deal for the tax payer
(97). In 2015, a review conducted by the Faculty of Medical Leadership and Management
(FMLM), The King’s Fund and the Centre for Creative Leadership (CCL) showed the
importance of leadership in the health service (98). The review concluded that ‘there is clear
evidence of the link between leadership and a range of important outcomes within health
services, including patient satisfaction, patient mortality, organisational financial

performance, staff well-being, engagement, turnover and absenteeism, and overall quality of
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care’(98). It follows that if we are able to develop leaders and improve leadership behaviours
and skills then that will lead to better patient care, experience and outcomes. Before looking
at leadership and how leaders are developed within the NHS itself though, we need to

consider what leadership is and the theory behind leadership and its various styles.

A definition for leadership upon which everyone agrees is extremely difficult to identify, with
different disciplines, such as business and education, having diverging definitions. According
to Bass and his work on transformational leadership, a leader should (99):

o Be amodel of integrity and fairness.

o Setclear goals.

« Have high expectations.

e Encourage others.

e Provide support and recognition.

 Stir the emotions of people.

o Get people to look beyond their self-interest.

« Inspire people to reach for the improbable.
More than 25 years after Bass's work was published, transformational leadership is often
argued to be one of the most important ideas in business leadership (99). As healthcare
systems both locally and internationally are confronted by multiple new challenges, including
workforce deficits, increased patient expectations or demands and financial constraints,
effective leadership and management of hospitals have become crucial. The literature relating
to business leadership and management has largely been translated to the healthcare setting,
as it provides both clinical and managerial professionals with existing frameworks or models

that can be applied to elements such as change management and governance(97,98,100,101) .
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Several core theories regarding leadership have emerged over the course of time. On the
whole, these theories can be placed into four categories (102):

1. Trait theories

2. Behavioural theories

3. Contingency theories

4. Power and influence theories

All of these categories have been debated within the literature for two or three decades (101-
103). For example, trait theories are of the opinion that effective leaders will share common
personality characteristics. The trait theory of leadership suggests that leaders are born and
not made, in so far as personality traits are what influence leader emergence and effectiveness
(104). Fleenor (105) suggested that characteristics such as integrity, empathy, assertiveness
may well be common amongst leaders but this has more recently been challenged by
Northouse who argued that this does not guarantee a person to be a good leader, as a
situational component needs to be taken into account (106). In contrast the behaviour theories
focus on how leaders behave. One behavioural theory developed by Lewin in the 1930s (107)
described three types of leaders: autocratic, democratic and laissez-faire. What is clear to see

though is that there is no one single answer, as to what makes a good leader.

As there is no universally agreed upon leadership definition or theory, focusing on different
leadership styles is helpful in learning the elements of what makes a good leader. In 2001,
Goleman (108) identified six different leadership styles, arguing that good leaders will adopt

one of these six styles to meet the needs of different situations. Goleman (108) links these
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leadership styles to their effect upon organisational climate and describes ways in which the
various styles can be effective or ineffective in different situations. Key to Goleman's
argument is that good leaders must be emotionally intelligent or sufficiently sensitive and
interpersonally aware to know which styles to adopt in different situations. The six styles
have been split into two groups where four of the styles are thought to encourage team
harmony and inclusion whilst the other two styles can potentially create dissonances and
discord. The four styles encouraging team harmony are called visionary (moves people
towards shared dreams, creates a sense of direction, encourages change), coaching (helps
individuals improve their performance and align employee goals with those of the
organisation), affiliative (builds relationships and teams, and helps to deal with
problems/situations between teams), and democratic (helps to create buying all consensus by

involving people and valuing their input) (108).

The other two leadership styles are more directional and focus on the setting down of
expectations: pacesetting (sets challenges that highly performing team members can achieve
and this can leave less competent people falling behind and obviously potentially
uncomfortable and dissatisfied), and commanding (gives direction when problems arise or

calms things down a crisis) (108).

Each of these styles demands different characteristics from the leader. Characteristics needed
for the visionary style include being able to inspire and believing in one's own vision and
spreading the passion for that vision. In comparison, the coaching style requires a leader to
build, nurture and empower their team and treat them as individuals. The affiliative leadership

style requires diplomacy, encouragement and the ability to discourage conflict, whereas a
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democratic leadership style needs the characteristics of collaboration, influence and the ability
to listen. When considering the two more directional leadership styles, characteristics needed
for the pacesetting style include being a high achiever with high standards and being
impatient or unsympathetic. The commanding leadership style requires the leader to be
coercive, in control and often they employ a divide and rule ethos (108). All of these styles
will have different effects and impacts upon individuals depending upon when they are used.
Characteristics that have not been mentioned yet, but are essential, are flexibility and the
ability to adapt to the situation the leader faces. Without these two characteristics switching
between the leadership styles would be difficult and therefore the quality of leadership would
be compromised (108). Alongside this, the ability to learn new and potentially better ways to
deal with problems would also be lacking, demonstrating not only a lack of flexibility and

adaptation but also potentially insight (108).

Goleman’s work on emotional intelligence highlights that we must have an awareness of
being able to manage ourselves in order to be an effective leader (108,109) Awareness of an
individual’s personal qualities like self-awareness, self- confidence, self-control, self-
knowledge, personal reflection, resilience and determination is vital for a leader and these
characteristics are the foundations of how we behave (109). An individual being aware of
their strengths and limitations in these areas allows for the development of their own
leadership skills.

The next focus is on how the NHS develops their leaders. It has already been discussed that
the FMLM, King’s Fund and the CCL produced a review that demonstrated a clear link
between the leadership within an organisation and better patient and organisational outcomes

(98). In 2013 the NHS Leadership Academy commissioned a study which looked into a
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leadership model that could be used by the NHS (110). In its foreword, the study states that
‘technical competence, professional skills, managerial excellence all contribute to good
leadership, but the real test of what separates those people, in an organisation such as the
NHS, is the care, compassion and genuine investment in staff that great leaders recognise as
being the key difference between adequate technical clinical care and a great healthcare

service’(110).

The review came up with a proposal which categorised three behaviours of leadership (110):

» provide and justify a clear sense of purpose and contribution
* motivate teams and individuals to work effectively

« focus on improving system performance.

Following this review, the healthcare leadership model (109) was developed to help those
who work in healthcare to become better leaders. This model aimed to help healthcare
professionals understand how their leadership behaviours affect the culture and climate in
which they and their teams work. This model is made up of nine ‘leadership dimensions’

(109):

1. Inspiring shared purpose
2. Leading with care

3. Evaluating information
4. Connecting our service
5. Sharing the vision

6. Engaging the team
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7. Holding to account
8. Developing capability

9. Influencing for results

For each dimension, leadership behaviours are detailed on a four-part scale that ranges from
essential to exemplary. According to the healthcare leadership model (109), all nine
dimensions are important for an individual's leadership role. However, the type of job, the
needs of the people within the team and the context of the leader’s role within the
organisation will affect which dimension is most important to use and develop. One of the
leadership dimensions is shared purpose, which will be described next as one of the key

components of this study.

Shared purpose

Shared purpose is the ‘alignment of the belief systems or values of a group of individuals with
a clear challenge, vision for the goal”’ (111). The NHS change model (111) was created to
support the NHS in adopting a shared approach to leading change and transformation. There
are eight components in the model of which shared purpose is the central concept. To truly
understand the phrase, shared purpose, a definition of purpose is required. Purpose is the why,
not the what or the how of our working lives (111). It encompasses or touches upon a number
of other concepts such as vision; values; goals; organisational culture and engagement but sits
above all these(112). Purpose becomes shared when three things happen. Firstly, listening to
and understanding others’ perspectives, the second stage is the discovery of these perspectives

overlapping with our own. The third step is when an agreement is reached on how to translate

58



these shared perspectives into action towards a common goal. Strong shared purpose is a

common thread in successful change programmes (112-114).

Leaders can be reluctant to spend the necessary time establishing a shared understanding and
listening to the stories and perspectives of those whom the change will affect (112). A
pacesetting leadership style is prevalent in the NHS, which is not often compatible with the
collaborative approach that is most likely to deliver successful and sustainable change (111).
Engaging health care staff in any change process is essential as the quality of care that
patients receive depends on the skill and dedication of this group of people (115). Highly
engaged staff or individuals who are committed to their organisations and highly involved in
their roles are more likely to commit to their work, to take the initiative, to ‘go the extra mile’
and to collaborate effectively with others (115). Following the much publicised Mid
Staffordshire inquiry, the Department of Health and Social Care published a recommendation

in relation to staff commitment to the values and constitution of the NHS (116):

‘All NHS staff should be required to enter into an express commitment to abide by the NHS
values and the Constitution, both of which should be incorporated into the contracts of

employment.’

This was intended to send a clear message that patients and their safety come first (116). This
is without doubt a key finding of the Francis report (116), and reviewing the evidence
surrounding staff engagement and commitment confirms that positive staff engagement has
been linked to reduced staff turnover, lower sickness absence and improved patient

experience (117-119), which demonstrates the value of investing in staff engagement and
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commitment. The King’s Fund produced a document that described six building blocks for

harnessing staff engagement (115):

e Develop a compelling, shared strategic direction
e Build collective and distributed leadership

e Adopt supportive and inclusive leadership styles
e Give staff the tools to lead service transformation
e Establish a culture based on integrity and trust

e Place staff engagement firmly on the board agenda

These building blocks were created because, despite the growing evidence of improved
outcomes from good staff engagement, how to create an engaged workforce is seemingly a
struggle. The first building block - ‘develop a compelling, shared strategic direction’ - brings
the concept of shared purpose to the forefront. Three steps have been identified by Manley et
al, (112) to facilitate the creation of shared purpose: create a safe space, look for
commonalities and design the service together (112). Providing a safe space in which people
feel able to express themselves free from hierarchical influence is a key component to
building shared purpose. Following this, encouraging each individual to talk about their own
values and stories will help to unite the group with similar values, ambitions and goals. The
third step, designing the service together, suggests that involving those at the coalface of
change in its design as well as its implementation is likely to create a sense of shared purpose.
Once shared purpose is created it can be used at different points during the change process, to
ensure the change process keeps on track and also if the change process needs to be re-

energised (112). By returning regularly to the original purpose for the change the leader can
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guide decisions and prevent the process from going off track, simply by asking the question
‘how does this support our shared purpose?’ In any change process there is often at least one
point where it plateaus, which can ultimately lead to failure (96). Again, revisiting the
purpose and vision is one of the best ways of reviving the process. The Health Foundation
report a number of areas within healthcare whereby corporate and clinical teams have worked
together to enhance patient care (114). Their report identifies that if a shared sense of purpose

and teamwork are aligned then successful change can occur.

Teamwork

The benefits of high-quality teamwork in healthcare are well recognised. A reduction in
medical errors (120), an increase in patient safety (121) and improved patient mortality rates
(122) have been proven by teams who work effectively together. Alongside these patient
outcomes there are also improved outcomes in relation to reduced stress and improved job
satisfaction for health care workers. The Royal College of Physicians has produced a
collection of reports aiming to promote high-functioning team working in the medical setting
(123). Key to the improvement and maintenance of professional satisfaction and engagement
(117), organisational performance (124), productivity (125) and patient satisfaction and
outcomes (126) is a team that works together effectively but also with high quality individuals
within that team. Working in well-structured teams is a prognosticator for patient mortality as
well as staff absenteeism and turnover (117). Teamwork is reported to be a key predictor of
organisational success (124) with further research confirming those findings (125), in relation

to people management and organisational performance.
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In relation to the implementation of organisational change, working as part of the team is a
critical success factor. During times of change the strength of the team will be tested and
being able to maintain the strong bond of the team during periods of uncertainty could be the
difference between success and failure. Within the literature there is a broad consensus on
what constitutes a team. Katzenbach and Smith (127) stated that ... a team is a small number
of people with complementary skills who are committed to a common purpose, performance
goals, and approach for which they hold themselves mutually accountable”. In addition,
regular communication, coordination, distinctive roles, interdependent tasks and shared norms

are important features (128,129).

Teams are often viewed as a three-stage system where they utilise resources (input), maintain
internal processes (throughput) and produce specific products (output) (130). Within this
model the characteristics of an effective team are based on the antecedent conditions together
with the processes of maintaining a team, with the outcomes being used to evaluate the team’s
effectiveness (130). Many theorists offer recommendations about the structural characteristics
of teamwork, by referring to relatively stable procedures of coordination and control. The
most commonly described structural characteristics are: clear purpose, appropriate culture,
specified task, distinct roles, suitable leadership, relevant members and adequate resources, all
of which were identified within this study (130). The characteristic of ‘clear purpose’ is
described by organisations having a clear vision that encompasses their underlying value
(131), and agreeing upon goals often being achieved through a common commitment to
patients’ needs (132,133). One could argue that this is a similar concept to shared purpose.
With regards to ‘appropriate culture’, teams should be recognised and integrated within their
organisations (134), whilst organisational culture must transform shared values into

behavioural norms (135,136). If a team is given a ‘specified task’ then that task needs to make
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a tangible contribution to the organisation and be consistent with the team’s purpose, abilities
and attitudes. The tasks also need to be sufficiently motivating for team members to share
responsibility and accountability for achievement (137). Healthcare teams need to clearly
define the specific aspect of complex and inter-related patient care which they address (138).
Within a team, ‘distinct roles’ need to be clarified and understood by all. However, role
construction can be influenced by personal expectations, and by organisational and
interpersonal factors (139). Therefore, roles need to be flexible enough to accommodate
individual differences, personal development needs and membership changes (135). Roles
were already in place prior to commencement of this study and did not change throughout,
although personnel did change. The more complex and dynamic the team’s task, the more a
leader is needed. ‘Suitable leadership’ should reflect the team’s stage of development.
Leaders need to maintain a strategic focus to support the organisation’s vision, facilitate goal
setting, educate, and evaluate achievements (140). When leaders delegate responsibility
appropriately, team members become more confident and autonomous in their work (130).
Teams require the right number of members with the appropriate mix and diversity of task
and interpersonal skills- ‘relevant members’. A balance between homogeneity and
heterogeneity of members’ skills, interests and backgrounds is preferred (141). West (131)
emphasised that organisations need to provide teams with adequate financial resources,
administrative and technical support and professional education, described as the ‘adequate
resources’ characteristic. In healthcare environments, there may be conflict between clinical

responsibilities and training needs, and over issues of patient risk and privacy (141).

The above characteristics describe the elements that are needed for successful teamwork but
what about the reasons why teams fail? Lencioni describes five dysfunctions of a team that

can cause failure (142). These include:
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1. Lack of trust

- Unwilling to be vulnerable within the group

2. Fear of conflict

- Seeking artificial harmony over constructive passionate debate

3. Lack of commitment

- Feigning buy-in for group decisions creates ambiguity throughout the organisation

4. Little or no accountability

- Ducking the responsibility to call peers on counterproductive behavior which sets low
standards

5. Failure to focus on results

- Focusing on personal success, status and ego before team success

This model helps to explore the ‘dark side” of individual and collective behaviours and can
help unpick why individual positive intent is not sufficient to create effective teams (143).One
theme that has run throughout the shared purpose, teamwork and leadership aspects is that of
commitment. It is evident that without commitment the process of change or success within a

team environment would not be possible.

The next two topics in this literature review are based around the more tangible and

measurable elements of capacity and clinical outcomes. The importance of both of these

elements is discussed.
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Capacity

Managing demand and capacity within the NHS where budgets are stretched has become
increasingly difficult. Meeting targets, such as the 2-week wait for cancer referrals and the 4-
hour emergency department target, has become a primary focus and goal that is rarely
achieved in individual hospital trusts (144,145). Waiting lists and times are often spoken
about within the NHS and there has been a great deal of analysis which has indicated that
most waiting lists are actually relatively stable, suggesting that the variation in waiting lists is
due to changes in capacity and demand (146,147). Capacity is defined as the resources
available to do work, for example number of pieces of equipment available multiplied by the
hours of staff time available to run it (146). Demand is defined as all the request/referrals
coming in from all sources and how many resources they need to be dealt with (146,147).
Variation in capacity and demand is one of the main reasons why waiting lists develop and
waiting times increase. When aiming to identify patient flow through a healthcare system, it is
necessary to address the entire patient process, allowing identification of where the delays for

patients are and how these can be resolved (146).

Without doubt the aim of all NHS trusts and healthcare providers is to deliver high quality
care consistently. The NHS improvement team have developed demand and capacity models
to assist trusts with attempting to delineate their requirements in elective settings (146).
Whilst the NHS has developed a national model to identify issues with demand and capacity,
healthcare services around the world have adopted process improvement methodologies from

the manufacturing sector in an attempt to improve operational efficiency, such as Lean
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Production- a business concept used to drive the elimination of waste and streamline
processes within a business (148,149). Radnor et al described how the application of these
process improvement methodologies tend to produce small-scale, localised gains but not
necessarily on a system-wide approach (148). This paper also suggested that healthcare is
predominantly designed to be capacity-led and there is limited ability to influence demand or
make full use of available resources (148). Interestingly, another paper suggests that a lack of
capacity is typically not the major issue (150). It suggests that the primary reason why there
are long waiting times in the NHS is due to the mismatch between demand and capacity, i.e.
demand and capacity variation (150). As a result, elements of the NHS are investing in
additional capacity that will not necessarily increase the overall output from the service or
may even make the situation worse (150). A number of elements can have an influence on
demand and capacity, particularly in outpatient clinics, mainly based around the fact that a
variability in capacity has a greater influence than variability in demand (151). The
subsequent development of the NHS demand and capacity models should help to limit the
variation between demand and capacity in local organisations and potentially throughout the
country (146). Once an organisation has managed its capacity and demand, the focus shifts to
outcome measures, with the next part of this literature review focusing specifically on clinical

outcomes.

Clinical outcomes

Clinical outcomes are broadly agreed, measurable changes in health or quality of life that
result from care given by healthcare providers (152,153). Primarily, they are measures of

treatment effectiveness, however they may also be used to identify other elements that can
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impact treatment effectiveness, such as safety and efficiency(152,153). Clinical outcome data
can be captured in a number of different ways but is usually captured by healthcare

professionals (154).

Patient Reported Outcome Measures (PROMS) are used so that there is a measurement of
clinical outcome from the patient’s perspective (155). They are standardised, validated
questionnaires, completed by patients to ascertain perceptions of their health status, perceived
level of impairment, disability, and health-related quality of life (156,157). Pre and post-
treatment questionnaires are completed to allow comparison of outcomes (158). PROMs are
not just used for the effectiveness of interventions but they can be used to measure a patient’s
perception of their general health or their health in relation to a specific disease (159).
PROMs used for general health measure a variety of aspects that allow evaluation of care,
quality of life and cost effectiveness of interventions (159). Alternatively disease specific
PROMS allow specific aspects of a condition and their impact on outcome to be examined

(157). In clinical practice a combination of the two types of PROMs is used (156).

There is a significant body of evidence that suggests the systematic use of PROMs leads to
better communication and decision making between doctors and patients and ultimately
improves patient satisfaction with care (160-164). Despite this, the attempt at embedding
PROM s into routine practice has been difficult due to many technical, social, cultural, legal
and logistical barriers (155,165,166). One of these barriers is based around clinician fear that
using PROMs will add to their workload instead of making them more efficient or effective

(155). In contrast, patients welcome systems that routinely use PROMs whereas some

67



clinicians feel that they already understand their patients’ problems and do not require the

information that using PROMs would afford them (155).

PROMs data can be used in research, quality improvement projects, audit, and for economic
evaluation. The data obtained from PROM s helps to improve and focus patient-centred
clinical management but also provides vital feedback to healthcare providers to allow
comparisons in clinical care (156). However, care must be taken when healthcare providers
implement these tools, as there are limitations to using PROMs. Use of the correct measuring
instrument, how the data is collected and cost are all key factors that need to be taken into
account when considering using PROMs (156,167). In particular, education programmes may
be needed to allow healthcare providers to use the tools effectively, at the cost of time and
money (167). Awareness of the fact that patient outcome data is an indicator of quality, but
not a direct measure of it is key when any disparities occur between patient experience data

and clinical effectiveness or safety data (156,167).

For the purposes of this study, the change involves the implementation of an innovative ICP
for FI. Implementing and integrating a healthcare innovation such as this ICP is a complex
process, that will be dependent upon all of the topics previously discussed. This complex

process can be explained on a sociological basis by normalization process theory (NPT) (37).

Normalization Process Theory

The normalization process theory (37) and its predecessor, the normalization process model
(168,169) identify factors that promote and inhibit the routine incorporation of complex
healthcare interventions and technological or organisational innovations into everyday

practice. This theory also explains how these interventions work, not only looking at early
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implementation but beyond this to the point where an intervention becomes so embedded into
routine practice that it becomes “normalized” (170). To be “normalized” a classification,
artifact, technique or organisational practice becomes routinely embedded in everyday life

(171).

By providing a framework that aids in the identification of facilitators and barriers to the
implementation of healthcare innovations, NPT can be viewed as an adjunct to the theories of
change management. NPT will help to identify some of the elements detailed in the change
management models discussed previously, allowing those involved in managing change to
apply practice to the theory e.g. step 5 of Kotter’s 8-step change model (81), removing
obstacles- using NPT obstacles can be identified, allowing the change leader to be aware and
resolve the obstacle. However, it must be noted that NPT focuses on the implementation and
integration of interventions with reference to the work that people do and therefore is limited

in this regard as it will not cover all aspects of change management theory (171).

NPT is concerned with the generative processes that underpin three core problems

(37,168,169,172,173) :

¢ Implementation- bringing a practice or practices into action;

e Embedding-when a practice or practices may be routinely incorporated into the
everyday work of individuals and groups;

e Integration-where practice or practices are reproduced and sustained in the social

matrices of an organisation or institution

There are three core propositions of NPT starting with (171):

(a) Complex interventions become routinely embedded in their organisational and
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professional contexts as the results of people working, individually and collectively, to

implement them

This is important as it states the routine embedding of a complex intervention is the product of
action or what people do, not necessarily due to people's attitudes, or intentions. Explaining
implementation and integration is about explaining action. So, to understand the embedding
of a complex intervention it is imperative to look at what people actually do and how they

work. This leads to the second core proposition:

(b) The work of implementation is operationalised through four constructs:

e Coherence-sense making that promotes or inhibits the coherence of a complex
intervention to its users. These processes are driven by investments in
meaning made by participants.

e Cognitive participation- promotes or inhibits user’s enrolment and
legitimisation of a complex intervention. These processes are driven by
investments of commitment made by participants.

e Collective action- promotes or inhibits the enacting of a complex intervention
by its users. These processes are energised by investments of effort made by
participants.

e Reflexive monitoring- promotes or inhibits users comprehension of the effects
of a complex intervention. These processes are driven by investments in

appraisal made by participants.

NPT is concerned with identifying and understanding the ways that people make sense of the
work of implementing and integrating a complex intervention- coherence; how they engage

with it- cognitive participation; enact it- collective action; and appraise its effects- reflexive

70



monitoring (171). Each of the four constructs has four components within them (171):

Table 5: The four components of each of the four constructs within NPT

Component

Description

Meaning (Coherence)

Understanding what is different about a
proposed change and discussing this with
everyone affected so that it makes sense and
seems attractive to everyone. Individuals will
need to consider the effect of the change on
their role and responsibilities. If individuals
fail to see the importance and benefit of the

proposed change it is unlikely to succeed.

Commitment (Cognitive participation)

Following the introduction of a complex
intervention it is essential that key
participants organise themselves and others to
drive the implementation process forward. If
participants are to do this and make valuable
contributions to sustaining the intervention,
the participants must believe in the
intervention and be aware of the actions

needed to sustain the intervention.
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Effort (Collective action)

Understanding the interaction between
participants and other elements of the
intervention during the process of
implementation, therefore, allowing the
participants to gain confidence in the
intervention when using it. Thought should
be given to the skill set and resources
available within the team. Appropriate
allocation of work to the participants may
help to build accountability for the

intervention.

Appraisal (Reflexive monitoring)

Participants will collect information so that
they can define how successful the
intervention has been personally and its
general or collective worth. Different types of
information may be used to evaluate this, but
once the information has been collected the
participant will decide upon their personal
view with regards to the intervention. Once
the participant has got to this point, any
changes or modifications to the intervention

may be considered.
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The third core proposition is that:

(c) The work of integration of a complex intervention requires continuous investment by

people in an ongoing collective action that carries forward in time and space.

This third proposition suggests that there is a need to continue investing time and effort to
ensure that the complex intervention continues to develop. By continually investing in the
sense making, commitment, effort, and appraisal of a complex intervention it ceases to be a
‘complex intervention’ at all and instead disappears into the everyday normal activities and
therefore becomes normalized (171). Although NPT is a relatively new theory (described
within the last five years), it has already been developed, tested, and refined in studies

conducted across diverse settings including:

Informing the development and evaluation of complex clinical and organisational

interventions mental health care (174-176)

e Examining the work processes entailed in implementing treatment regimens into
patients’ routines (177)

¢ Informing evaluations of treatment modalities in cancer (178), and diabetes (179)

e Aiding the understanding of the findings of randomised controlled trials for chronic

constipation (180) and collaborative care for depression (181).

The majority of the work that has been published has been based on ensuring that the core
constructs of NPT can be operationalised in a stable and consistent way in multiple diverse
areas. This has involved qualitative studies that interrogate very different social contexts,

which is of particular value for this study. Qualitative research is a key tool in identifying,
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describing and understanding implementation processes, as it is often difficult to precisely
measure these. NPT can play a key role in a qualitative research project in four main ways:
helping to inform, guide or structure the initial research focus and questions; initial research
design, sampling and data collection; the way data is coded and analyse the emerging
interpretations, conclusions and recommendations (171). In this study NPT will help to
inform, guide and structure the emerging interpretations, conclusions and recommendations

from both the qualitative and quantitative elements.

The next chapter will describe in detail the methodology and methods used in the study.
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CHAPTER 3: METHODOLOGY AND METHODS

This chapter describes the methodology used within the study. The chapter commences with a
discussion regarding the different methodological approaches that can be used, followed by

the methods used within this study.

Methodological Approaches

The term ‘methodology’ refers to the philosophical principles, paradigms and underlying
assumptions on which the research is based (182). The methodology of a piece of research is
based on a particular paradigm, a patterned set of assumptions concerning reality (ontology)

and knowledge of that reality (epistemology) (183).

To select an appropriate methodological approach, the researcher had to consider both the
quantitative and qualitative research paradigms, to ensure that the data obtained would be able
to answer the research questions comprehensively. A paradigm is a perspective based on a set
of assumptions, concepts, and values that are held by a community or researchers (184). The
two paradigms differ in their ontological and epistemological positions. The quantitative
paradigm is generally based on positivism, with the ontological position being that there is
only one truth, an objective reality that different observers agree on. Epistemologically, the
investigator is capable of studying a phenomenon without influencing it or being influenced
by it, “inquiry takes place as through a one way mirror” (182). The purpose of quantitative
research is to test hypotheses, look at cause and effect and make predictions based on the
analysis of statistical data, (numbers) which will aim to identify statistical relationships.
Within the quantitative paradigm the researcher tests the hypothesis and theory with the data,

therefore using a deductive, confirmatory or top down scientific method (184,185).
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In contrast, the qualitative paradigm is based on interpretivism (186,187) and constructivism
(182), with the ontological position being that there are multiple realities, which are
subjective in nature. The fact that there is subjectivity in one's construction of reality means
that reality is constantly changing within the qualitative paradigm. This is more easily
explained as when a person is attempting to identify what is happening in a certain situation,
their judgment will be shaped by their personal feelings or opinions, therefore as the situation
evolves so will the persons view of that situation. Alongside this, the same situation could be
viewed by a different person and elicit a different ‘reality’, due to their opinions being
different. The purpose of qualitative research is to understand and interpret social interactions,
whereby patterns or themes are identified from qualitative data such as words, images or
physical objects. In contrast to the quantitative paradigm, the researcher generates a new
hypothesis and theory from the data collected, therefore using an inductive, exploratory or

bottom-up approach (184,185).

Clearly the two paradigms do not only differ in their ontological and epistemological
assumptions. Qualitative research focuses on examining the breadth and depth of phenomena
to enable researchers to learn more about them using a wide-angle and “deep angle” lens
(184,185). In contrast quantitative research uses a very narrow angle lens, focusing on testing
specific hypotheses. When comparing the view of human behaviour between the two
paradigms qualitative research assumes that behaviour is fluid, dynamic, situational, social
and personal, whereas quantitative research assumes that behaviour is regular and predictable
(184,188). This is one reason why when comparing results of the two paradigms, the
qualitative research findings are less generalisable, whereas quantitative research findings are
deemed to be generalisable and can be applied to other populations (184,188). Both

paradigms have advantages and disadvantages. Since the 1970s the debate with regards to the
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quantitative—qualitative paradigms has continued unabated, leading to research studies being
performed that combine qualitative and quantitative methods or paradigm characteristics,
labelled mixed methods research (182,184). A definition of core characteristics of mixed

methods research has been formulated (189), that include (188):

Collecting and analysing persuasively and rigorously both qualitative and quantitative

data;

e Mixing the two forms of data concurrently by combining them, sequentially by having
one build on the other, or embedding one within the other;

e Giving priority to one or to both forms of data (in terms of what the research
emphasises);

e Using these procedures in a single study or in multiple phases of a programme of
study;

e Framing these procedures within philosophical worldviews and theoretical lenses; and

e Combining the procedures into specific research designs that direct the plan for

conducting the study.

Since the 1990s a number of descriptions on how to perform mixed methods studies have
been published (189-192). Despite mixed methods now being used widely within the research
arena, there are still differing views held with regards to the advantages and disadvantages of
using mixed methods. Both quantitative and qualitative research paradigms have their own
strengths and weaknesses as general approaches when conducting social research. Table 6
shows the particular emphases of quantitative, mixed and qualitative research paradigms

(184,185).
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Table 6: An Overview of the Emphases of Quantitative, Mixed and Qualitative

Paradigms (184,185).

Quantitative Mixed Research Qualitative
Research Research
Scientific method | Deductive or “top- | Deductive and Inductive or
down” inductive “bottom up”
The researcher tests The researcher
hypotheses and generates new
theories with data hypotheses and
grounded theory
from data collected
during fieldwork
View of human Behaviour is Behaviour is Behaviour is fluid,
behaviour regular somewhat dynamic, situation,
unpredictable predictable social, contextual,

and personal

Most common
research

objectives

Description,
explanation, and

prediction

Multiple objectives

Description,
exploration,
discovery and

theory development

78



Focus Narrow-angle lens, | Multi-lens focus Wide angle and
testing specific “deep-angle” lens,
hypotheses examining the

breadth and depth
of phenomena to

learn more about

them

Nature of Attempt to study Study behaviour in | Study behaviour in

observation

behaviour under

controlled

conditions

more than one

context or

condition

natural

environments.

Study the context
in which behaviour

occurs

Nature of reality

Objective (different
observers agree on

what is observed)

Common sense,
realism and
pragmatic view of

world

Subjective,
personal, and

socially constructed

Form of data

collected

Collect quantitative
data based on
precise

measurement using

Multiple forms

Collect qualitative
data (e.g., in-depth
interviews,

participant
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structured and

validated data

observation)

The researcher is

collection
) the primary data
instruments
collection
instrument
Nature of data Variables Mixture of Words, images,
variables, words, categories
and images
Data analysis Identify statistical | Quantitative and Search patterns,

relationships qualitative themes, and holistic
features
Results Generalisable Corroborated Particularistic

findings

findings may be

generalisable

findings

Present multiple

perspectives

Representation of

insider viewpoint

Theoretical insights

may be
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generalisable.

Form of final Statistical report Eclectic and Narrative report
report pragmatic with contextual
description and
direct quotations
from research

participants

Can the quantitative-qualitative paradigms realistically be combined in research?

Given that some of the basic paradigmatic assumptions of the qualitative—qualitative debate
have been discussed, the arguments as to why mixed method research can be used in a single

healthcare study can be addressed.

There are a number of viewpoints as to why mixed methods research is deemed acceptable.
Firstly, as the two paradigms (quantitative-qualitative) share the same goal of understanding
the world in which we live (193), whilst also sharing a unified logic with the same rules of
inference (194), it is felt to be acceptable for them to be combined (194). Secondly, both
research paradigms are united by a shared commitment to gaining knowledge to help to
improve the human condition, proceeding to disseminate this knowledge for practical use and
an overarching shared commitment for a rigorous research process (195). It has been argued
that researchers should view qualitative and quantitative methods as part of a continuum of
research, with the appropriate techniques selected from each paradigm based on the research

question or objective (190). Combining research methods is especially useful in certain areas
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of research, such as healthcare research, as the complexity of the phenomena studied will
often require data from a large number of perspectives (196). Studying a public health
problem or social intervention, such as health education and health promotion programmes
will often require the use of both qualitative and quantitative methods to perform an
appropriate and adequate research study (197,198). Combining qualitative and quantitative
methods within a single study is now a widely practiced and accepted form of methodology
used in healthcare research. Given that this is the case, it can be argued that quantitative and
qualitative techniques are merely tools (199), whereby the integration of these tools enables

researchers to answer questions of substantial importance.

For combining qualitative and quantitative paradigms two reasons prevalent within the
literature are the ideas of cross validation or triangulation and complementarity. Firstly, cross
validation or triangulation is the combination of two or more theories or sources of data to
study the same phenomenon in order to gain a more complete understanding of it (200). The
second reason for combining the two paradigms is to achieve complementary results by using
the strengths of one method to enhance the other (201). Triangulation maintains that research
methods are interdependent, whereas the complementary theory suggests that they are
independent (202). Bryman (203) detailed a number of different ways in which quantitative
and qualitative research can be combined in the research setting. Table 7 is a summary of the

eleven approaches that were postulated.
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Table 7: A summary of Bryman’s approaches to combining qualitative and quantitative

research (203)

Approach

Description

2

“Logic of ‘triangulation’

The findings from one type of study can be
checked against the findings deriving from
the other type. For example, the results of a
qualitative investigation might be checked
against a quantitative study. The aim is

generally to enhance the validity of findings.

“Qualitative research facilitates quantitative

research’”

Qualitative research may help provide
background information on context and
subjects, act as a source of hypotheses and

aid scale construction

“Quantitative research facilitates qualitative

research’”

Usually, this means quantitative research
helping with the choice of subjects for a

qualitative investigation.

“Quantitative and qualitative research are
combined in order to provide a general

picture”

Quantitative research may be employed to
plug the gaps in a qualitative study that arise
because, for example, the research cannot be

in more than one place at any one time.
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Alternatively, it may be that not all issues are
amenable solely to a quantitative

investigation or solely to a qualitative one.

“Structure and process”

Quantitative research focuses on getting to
the ‘structural’ features of social life, while
qualitative studies are usually stronger on

process aspects.

“Researchers’ and subjects’ perspectives”

Qualitative research is usually driven by the
researcher’s concerns, whereas qualitative
research takes subject’s perspective as the
point of departure. These emphases may be

brought together in a single study.

“The problem of generality”

The addition of some quantitative evidence
may help to mitigate the fact that it is often
not possible to generalise (in the statistical
sense) the findings deriving from qualitative

research.

“Qualitative research may facilitate the

interpretation of relationships between

Quantitative research readily allows the

researcher to establish relationships among
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variables”

variables but is often weak when it comes to
exploring the reasons for those relationships.
A qualitative study can be used to help
explain the factors underlying how broad

relationships are established.

“The relationship between ‘macro’ and

‘micro’ levels”

Employing both quantitative and qualitative
research provides a means of bridging the
macro—micro gulf. Quantitative research can
often tap into large scale, structural features
of social life, while qualitative research tends
to address small-scale, behavioural aspects.
When research seeks to explore both levels,
integrating quantitative and qualitative

research may be necessary.

“Stages in the research process”

Quantitative and qualitative research may be
appropriate to different stages of a

longitudinal study.

“Hybrids”

When qualitative research is conducted
within a quasi-experimental, quantitative

research study design.
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This table cannot be considered to be exhaustive nor should it be considered to be
prescriptive. However, it is clear that any piece of mixed methods research can exhibit more

than one of these approaches.

Strengths and Weaknesses of Mixed Methods Research

Awareness of the strengths and weaknesses that mixed methods research has is essential.
Historically, a key argument for the use of mixed methods research has been the ability of the
methodology to offset the individual weaknesses of both quantitative and qualitative research
(203). It can also provide more evidence when studying a research problem than either
individual paradigm alone (203). Within this point also lies the fact that mixed methods
research can be deemed as being ‘practical’ in the sense that it is free to use all methods
possible to address a particular research problem. Another strength leading on from this is that
mixed methods research can help answer questions that would not ordinarily be able to be
answered by either quantitative or qualitative research methods alone (203,204). Perhaps most
importantly, researchers who conduct mixed methods research may be more likely to select
the appropriate methods with respect to their underlying research questions rather than have
to be ‘constrained’ by a singular research paradigm which could lead to bias within the study

(203).

Despite all of the potential benefits when using mixed methods research, it is important to
understand that mixed methods research designs are not always the appropriate choice for all
research studies (204). The most important aspect is that the research question should inform
which methodological approach is best suited to the study. Carrying out mixed methods
research can be challenging, especially for researchers working in isolation, as two or more

approaches are to be performed either concurrently or in succession. This highlights two
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issues, firstly the fact that to perform both a quantitative and qualitative study is time
intensive and secondly, that the researcher has to be familiar with both qualitative and
quantitative research paradigms whilst also knowing how to combine them appropriately
(205). This means that researchers should ideally have gained experience with both
quantitative and qualitative research separately before beginning to undertake a mixed
methods study. Extending further on the time issue, researchers need to be aware that mixed
methods studies not only require extensive time commitment, but they also will require
extensive resources and effort on the researcher’s part (204). This raises the issue of
feasibility and researchers should consider the following questions early in the planning stage

of their study (205):

e s there sufficient time to collect and analyse two different types of data?

e Are the skills and personnel available to complete the study?

As with any study, a mixed methods study must be planned carefully, with the ability for the
researcher to define a clear rationale that is defensible, which is part of the reason that this
methodology is so time consuming (206). Mixed methods research demands flexibility from
the researcher to be adaptive to the needs of the problem being studied (206). These are two
of the key weakness of mixed methods research, but other strengths and weaknesses are

described in table 8.
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Table 8: An Overview of the Strengths and Weaknesses of Mixed Method Research

(205)

Strengths

Weaknesses

Words, pictures, and narrative can be

used to add meanings to numbers.

It can be difficult for a single researcher
to carry out both qualitative and
quantitative research, especially if two or
more approaches are to be used
concurrently (i.e., it might require a

research team).

Numbers can be used to add precision to

words, pictures, and narrative.

The researcher has to learn about multiple
methods and approaches and understand

how to appropriately mix them.

Can provide quantitative and qualitative

research strengths.

Methodological purists contend that one
should always work within either

qualitative or quantitative paradigms.

Researcher can generate and test a

grounded theory.

It is more expensive.

Can answer a broader and more complete
range of research questions because the

researcher is not confined to a single

It is more time-consuming.
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method or approach.

A researcher can use the strengths of an
additional method to overcome the
weaknesses in another method by using
both in a research study (this is the

principle of complementarity).

Some of the details of mixed research
remain to be fully worked out by research
methodologies (for example, problems of
paradigm mixing, how to interpret

conflicting results).

Can provide stronger evidence for a
conclusion through convergence and
corroboration of findings (this is the

principle of triangulation).

Can add insights and understanding that
might be missed when only a single

method is used.

Can be used to increase the

generalisability of the results.

Qualitative and quantitative research used
together produces more complete
knowledge necessary to inform theory

and practice.
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When comparing quantitative, qualitative and mixed methods research paradigms the benefits
of mixed methods research are clear to see. On the whole, this is due to the fact that mixed
methods research is not limited by epistemological and ontological assumptions that limit
mono-method research. However, some researchers believe that the quantitative and
qualitative paradigms are so distinct from each other, epistemologically and ontologically,
that they cannot be combined (207,208), whereas other researchers argue that there are

definite similarities between the research paradigms (205).

Mixed methods research seems to be both practical and intuitively attractive in that it helps to
offer multiple ways of viewing problems—something that is found in the real world. However
it is not a methodological panacea, but it certainly offers researchers another method within

which attempts can be made to explore as well as explain a specific research problem.

Study Methods

Evaluating the implementation of an ICP is a complex process. The methodology chosen for
the study reflects this. By using a mixed methods approach, a study was performed, whereby
conclusions could be drawn about both quantitative and qualitative aspects of the new service.
This allowed the researcher to explore and explain the barriers and facilitators with regards to
the implementation of an ICP for FI. To be able to answer the research questions posed within
this study, a mixed methods approach was essential. To capture referral and clinical outcome
data requires the use of quantitative methodology, whereas attempting to identify facilitators
and barriers to the implementation process alongside how this affects the key stakeholders
involved in the process requires qualitative methodology, as this element is not amenable to a

quantitative approach.

For the purpose of clarity, the study period was split into three main phases: baseline,
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implementation and final, to enable description of the methodology in a narrative form. The

different elements of the mixed methods approach that were used throughout these phases

will now be detailed, firstly in a tabulated form with a brief overview of each phase (table 9),

followed by a graphic timeline of methodology (figure 2) and subsequently, a more detailed

description of each phase. Within the descriptive element of each phase, there will be details

on the justification for the use of methodology within the study.

Table 9: Overview of the Research Phases

Research Phase

Research Activity

Stakeholder and/or

patient involvement

Time duration

Baseline

University ethical

approval

Hospital trust

governance approval

Development of

interview schedule

First round of semi-

structured interviews

Baseline interview

analysis

Longitudinal

Stakeholders

October 2011- June

2012

91




observational work at
service related

meetings

Quantitative data
collection of referral
rates and clinical
outcomes of original

service

Implementation

Longitudinal
observational work at
service related

meetings

Creation of ICP
database for
prospective
quantitative data

collection

Focus group

Patient

June 2012-January

2013

Final

Second round of

semi-structured

interviews

Stakeholders

January 2013-

October 2013
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Narrative patient

interviews

Longitudinal

service related

meetings

Interview analysis

Quantitative data

analysis

observational work at

Patient

Figure 2: Gantt Chart: graphic timeline of methods
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Baseline Ethics

Baseline Document Creation (Interview schedule)
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Baseline Interview Analysis

Implementation of ICP
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Focus Group
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Patient Narrative Interviews

Patient Narrative interview Analysis

Second Round of Stakeholder interviews

Analysis of stakeholder interviews

Analysis of Quantitative Data

Longitudinal observational work

Framework Development

Thesis Development
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Baseline Phase: October 2011- June 2012

Upon commencement of the study period in October 2011, the proposed date for
implementation of the ICP was February 2012. Therefore it was imperative that a timely start
was made with the research study. At this point, the research study was to be focused around
the implementation of the ICP for FI but during the first month of the research period,
following a review of relevant literature around ICPs and FI, the specific aim of the study was
decided upon with it being based around the barriers and facilitators for the implementation of
the ICP for FI at SWBHT. This aim would be subsequently focused to form the researcher’s

specific research questions, which have been described earlier (pp20).

Ethical Approval

Ethical approval was sought for the study, following consultation with the University of
Birmingham ethical review committee and SWBHT’s research and development office. This
consultation process determined that national ethical approval was not required as the study
was deemed to be a service evaluation; therefore University of Birmingham ethical approval
would be sufficient. As part of the ethical approval process and preparation for the baseline
phase of the study, participant interview schedules and information sheets were drafted. The
questions within the semi-structured interview schedule were based upon trying to identify
how the current service works, who is involved in delivering the service, issues with the
current service and plans for the service in the future. Both the semi-structured interview
schedule (appendix 1) and information sheets (appendices 2 and 3) were revised on three
occasions following review by the researcher. The semi-structured interview schedule and

information sheets were submitted to the University ethics department for approval, which
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was subsequently obtained without any issue, ERN_12-0486 12/12/2011.

Semi-structured interviews

Three main types of qualitative interview have been identified: structured, semi-structured,
and narrative (209). All three types of interview have their advantages and disadvantages.
Structured interviews tend to consist of interviewers asking questions in a rigid, standardised
manner according to a strict interview schedule or by administering structured questionnaires.
This is advantageous if a limited number of responses are required to a question but the
opportunity to explore emergent findings may be missed. Semi-structured interviews consist
of an interview schedule that has open-ended questions that are based around a loose structure
(209). The open-ended questions define the area that is to be explored and act more as a
guide, allowing the interviewer to pursue comments made by interviewees in more detail if
they feel this is necessary. Semi-structured interviews were deemed more appropriate by the
researcher, for the stakeholder interviews, as this allowed the exploration of any ideas outside
of the questions that needed to be asked. This allowed the researcher to gain similar
information from all stakeholders but allowed flexibility within the process so that any
emerging issues from their personal perspectives could be taken on board. Narrative or in-
depth interviews are less structured than the previous two interview techniques. They will
only cover one or two issues but generally in much greater detail (209). This type of interview
was used for the patient interviews as the researcher felt it would give them a greater insight
into their feelings on their condition and the pathway of care within which they were
managed. Unstructured narrative interviews are particularly useful when researchers are

uncertain which topics are most important to participants (209).

A key element in any qualitative research interview is discovering the interviewee’s own
y yq g
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framework of meanings whilst trying to avoid the imposition of the researcher’s assumptions
as much as is possible (209). As a researcher it is key that when performing an interview,
especially with semi-structured interviews, that one remains open to the possibility of
emerging concepts that one may not have predicted at the beginning (209). Certainly as a
novice qualitative researcher this was one of the thoughts that stayed at the forefront
throughout the interview and analysis process. For this reason, structured interview

techniques were not used.

When considering which type of interview to use for the stakeholder interviews, one of the
key considerations was ensuring that a core amount of information was captured, whilst not
being too restricted by this. Therefore semi-structured interviews seem to be most appropriate
as they provide a clear set of instructions or questions, for interviewers, which will help to
provide reliable, comparable qualitative data, whilst also allowing interviewers to deviate
from the interview schedule to follow any relevant topics mentioned by the interviewee.
Another benefit, certainly for a novice qualitative researcher, is that questions used in semi-
structured interviews can be prepared ahead of time, allowing the interviewer to be adequately

prepared during the interview (209).

This preparation involves developing the interview guide or schedule; this is a document that
contains the questions that will need to be asked within the interview with specific prompts
underneath them. Whichever type of interview is being performed, the questions that are

going to be asked should take into consideration the following points (210):

e “The focus of the enquiry” (research question)
e “What the interviewer wants to learn from the person they are speaking with”

e “How much time the researcher has and the kind of access they have”

96



e “How much the researcher already knows about their question, and how to manage

this knowledge”

Patton (211) reported that good questions in qualitative interviews should be open-ended,
neutral, sensitive, and clear to the interviewee. The researcher made efforts to achieve this

with their interview questions.

All interview guides or schedules should be developed iteratively (210). This was certainly
the case with the interview schedule developed by the researcher in this study, as after each
interview was performed the interviews were transcribed to try to identify any key points that
could be included in subsequent interview schedules. With regard to semi-structured
interviews specifically, the researcher developed a schedule that had general questions, which
attempted to explore the topic. The order in which the questions from the interview schedule
were asked varied as the researcher needed to remain flexible dependent upon where the topic
of conversation was heading. There were a number of readily prepared probes available for
the researcher to elicit the information that they needed. However, an interviewer (or
researcher) can only probe if they are aware of when to probe. This highlights another
important point about interviewing. The researcher’s day-to-day job involved interviewing
patients in a clinical setting that, although some elements overlap, on the whole is different
from qualitative interviewing. Bearing this in mind the researcher underwent a period of
training prior to commencing the semi-structured interviews. This consisted of observing a
qualitative researcher perform four semi-structured interviews, the researcher performing two
semi-structured interviews whilst being observed, with the first two semi-structured
interviews of the study being performed by the researcher but observed by an experienced

qualitative researcher. The observer, following each interview, gave feedback to the
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researcher that was acted upon where necessary. This training was vital, as qualitative
interviews require considerable skill from the interviewer. The key elements that a novice

qualitative interview needs to be aware of are (212):

e Whether leading questions are being asked
e Whether verbal or non-verbal cues are being picked up
e How directive they are being

e Whether interviewees are given enough time to explain what they mean

Whyte (212) devised a six-point directiveness scale to help novice researchers analyse their
own interviewing technique. The researcher used this six-point directiveness scale to analyse
each of the interviews performed whilst transcribing them. This allowed reflection upon the

researcher’s interview technique as well as the key elements that have been mentioned above.

Staff Interviews

Semi-structured interviews were begun from January 2012. They were recorded using a
digital recorder. The researcher decided that recording the interviews was the most
appropriate method to use, as semi-structured interviews, contain open-ended questions and
discussions may well deviate away from the interview schedule, therefore making it difficult
to make comprehensive and reliable written notes (209,210). Another advantage of recording
the interview was that the researcher was able to develop rapport with the interviewee rather

than hurriedly writing notes.

Identifying participants, however, was not an entirely straightforward process. Gaining access
to the members of the secondary care pelvic floor dysfunction service (Lead Consultant,

Second Consultant, bowel function nurse specialist and anorectal physiologist) and the
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Sandwell and West Birmingham community continence team lead nurses was straightforward
as these team members were aware of the study being commenced and were keen to be
involved. The difficulties arose when trying to identify external stakeholders such as general
practitioners (GPs). Numerous strategies were used to try to recruit these external
stakeholders, including e-mail contact to individual GPs/practice managers, sending letters to
individual GPs/practice managers and telephone calls to GP surgeries aiming to make contact
with either GPs or practice managers in the Sandwell and West Birmingham area. Fourty-two
GP practices were contacted in total. Despite all the strategies used there was a distinct lack of
uptake from the GPs and GP practices within the area. The researcher managed to recruit four
GPs, three from the Sandwell area and one from the West Birmingham area with the other
interviewee job roles described below. A total of eleven stakeholder interviews were

performed.

e Two Consultant Colorectal Surgeons with specialist interest in pelvic floor
dysfunction, one of whom is the clinical director for surgery

e Bowel function nurse specialist

e Anorectal physiologist

e Deputy divisional manager for surgery

e Community continence team lead nurses for both the Sandwell and West Birmingham
areas.

e Four GPs, including a senior member of the Sandwell clinical commissioning group

(CCQG).

The interviews took place over a two-month period with all participants being asked similar

questions. All participants received a participant information sheet and an adequate amount of
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time as per Good Clinical Practice guidelines (213) to consider whether they would like to
take part, with informed consent (appendix 4) obtained prior to commencement of the
interview. The interview schedule had a fluid element insofar as following each interview,
when reviewing the recording or subsequent transcript, if there were any potentially key or
surprising points raised then these could be included at the next interview. On each individual
interview schedule there was space within which the researcher could describe a minimum of
three initial thoughts about the content of the interview. This allowed the researcher to
compare their initial thoughts following the interview with thoughts they had following
analysis of the interview at a subsequent date. This would highlight whether the initial
thoughts of the researcher were consistent with the thoughts post-analysis and if they were
not, allow the researcher to identify why not (214). Following this each interview was
transcribed as close to the time of interview as possible, which allowed the researcher to
prepare for subsequent interviews thoroughly (214). Analysis of these interviews was
performed using thematic analysis (215) with the Framework Method (216) being used to

manage the data.

There are a number of things to take into account when considering the interviews and
analytical process in relation to the researcher’s characteristics. As stated in the opening
chapter, the researcher is medically trained (with links to the service) and a novice in
qualitative research. This potentially could have an influence on the interviews and also the
perspective from which the analysis is performed. From an interview perspective, the
researcher may not have had a direct influence but an indirect influence due to being known
to most stakeholders within the service prior to commencement of the interview process.
These elements were considered by the researcher throughout the study and accounted for

where possible.
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Analysis

As a novice qualitative researcher, a strong emphasis was placed on maintaining a rigorous
approach throughout the duration of the study. At no point was this more critical than at the
initial stages of analysis of the baseline qualitative data (semi-structured interviews). Given
the researcher’s inexperience with qualitative research help was enlisted from a number of
experienced qualitative researchers who could give advice on aspects of qualitative analysis
as well as throughout the process. The experienced researchers provided support in relation to
the coding process of the transcripts and also the initial process of charting the qualitative
data. One aspect that is central to providing rigour in qualitative research is the element of
critical reflection throughout the research process: on the design of the study, collection of
data and the analysis (210). This allows new ideas or insights from participants to inform
further lines of enquiry for the researcher. Being a novice qualitative researcher, this was a
key element throughout the whole process. The researcher attempted to remain flexible and
adaptive throughout the research, which allowed the data to be analysed in a rigorous and

reflexive way, to ensure that the richest findings possible were obtained.

Thematic analysis is one of the most commonly used methods of qualitative analysis, possibly
due to the fact that it is not as dependent on specialised theory as some of the other qualitative
techniques such as discourse analysis or conversation analysis (215). Bearing this in mind,
this form of analysis is more accessible to novice qualitative researchers (215). Thematic
analysis involves reviewing data to identify any recurrent patterns, which allows the
researcher to identify a number of themes that adequately reflect the textual data (215). It
helps the researcher to identify commonalities and differences in qualitative data, before
focusing on relationships between different parts of the data, thereby seeking to draw

descriptive and/or explanatory conclusions. The researcher lacking any detailed prior
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knowledge of the research topic can enhance the value of thematic analysis, as this means
they will not be guided by any preconceptions. This is certainly the case in this research study
as the researcher had very little knowledge of ICPs and the process of organisational change.
The researcher did have some limited prior knowledge of FI but certainly not enough to have

developed any preconceptions about the subject.

The Framework Method sits within the broad confines of thematic analysis (215).
Researchers from the Qualitative Research Unit at the National Centre for Social Research
developed the Framework Method in the late 1980s (216). It was developed as a tool for
supporting qualitative data analysis as it provides a systematic model for managing the data.
The unique feature of Framework Method is the matrix output that allows the researcher to
structure then analyse data by case and by theme (217). The Framework method is most
suitable for analysis of interview data (often, but not restricted to, semi-structured interview
transcripts), where the researcher would like to compare themes that emerge from the
interviews within and between cases (217). This method allows analysis of emerging themes
to take place across the whole dataset by using the matrix, but also retains the context of each
research participant’s experience by connecting their views to other aspects of their account
(216,217). An important limiting factor is that the Framework Method cannot accommodate
highly heterogeneous data, meaning that data must cover similar topics so that it is possible to
categorise into themes, even though the individual cases may have different opinions or
experiences (217). These differing opinions or experiences can then be compared in a
systematic manner. In this study, heterogeneous data was not going to be an issue as only one
service was being evaluated. The fact that the Framework Method has flexibility during the

analysis process allowed the researcher to start to perform data analysis whilst continuing to
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collect data. This was vital for the study, as it allowed exploration of findings in a timely and

reflective manner, therefore informing future data collection.

The various stages of the researcher’s baseline interview analysis will now be detailed, using

the methods described above in table 10:

Table 10: Baseline interview analysis

Process

Description

Transcription

All interview transcripts were transcribed using Microsoft Word and
were transcribed in a standard format with line numbers, adequate line

spacing and large margins which all helped with the process of coding.

Familiarisation

As with all qualitative analysis, it is vital that the researcher becomes
familiar with their data if their analysis is to be insightful. The
researcher needs to immerse themselves in the data by listening to
recordings or reading the transcripts so that they become aware of any
key ideas or themes that are emerging (211,212). Throughout the study
only the main researcher was involved, therefore being the only
interviewer and transcriber enabled the researcher to familiarise
themselves with the data quickly. The fact that the interviews were
transcribed quickly following each interview meant that this
familiarisation process started promptly and could be maintained with
subsequent review of the transcripts. At this point the transcripts were

printed off so that the next stage of analysis, coding, could begin.
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Coding

Coding has been described as the “critical link” between data
collection and their explanation of meaning (218). “A code is most
often a word or short phrase that symbolically assigns a summit,
salient, essence—capturing, and/or evocative attribute for a portion of
language-based or visual data” (219). The overall aim of coding is to
identify important or recurring themes within the textual data. How
this is achieved depends upon a number of things including the
experience of the researcher, the type of qualitative data that is being
analysed and also what the researcher is trying to achieve (219). There
are numerous types of coding methods, which can be split into first
cycle and second cycle coding processes (218). First cycle methods
are processes that happen during the initial coding of data, with these
methods tending to be fairly simple and direct. Second cycle methods
however are more challenging because they require further analytic
skills such as classifying, prioritising, synthesising, and theory

building (219).

For the first cycle method line-by-line initial coding was used. The
goal of initial coding is “to remain open to all possible theoretical
directions indicated by your readings of the data” (220). Taking this
into account, following close examination of the transcript, codes were
assigned to the data on a line-by-line basis. The researcher performed
this by taking printed transcripts and placing codes in the wide

margins that were set up when creating the transcripts. The purpose of
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performing the line-by-line coding was to help reduce the likelihood of
missing important data, especially given the researcher’s inexperience

in the field of coding.

Two experienced qualitative researchers (from within the CLAHRC
team) and the main researcher independently coded three of the
interview transcripts, using the initial coding method. Following the
individual coding of these transcripts, a meeting was arranged where
the researchers discussed their codes. This discussion led to an
agreement upon a set of codes that could be applied to subsequent
interview transcripts. During and after the initial coding process the
researcher wrote analytic memos, allowing reflection upon the

findings up to that point.

After reviewing the first cycle codes, there were too many codes and
the researcher undertook a process of refining these codes. At this
point it was decided to employ focused coding, which is a second
cycle coding method. The primary goal of second cycle coding is to
develop a sense of categorical, thematic, conceptual, and/or theoretical
organisation from the first cycle codes (219). Focused coding helped

to categorise the data in a more streamlined and organised manner.

An example of the coding process is displayed in table 11

Developing a

working analytical

Following on from the detailed coding process, the development of an

analytical framework began. At this point, the remaining codes
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framework

(following first and second cycle coding) were analysed and brought
together to identify all the key issues, concepts and themes, therefore

producing a working analytical framework.

Testing the
analytical

framework

The researcher tested the original analytical framework by indexing
the rest of the interview transcripts and comparing how this data fitted
into the original themes. Indexing is a process where the researcher
applies the analytical framework to the textual data by annotating the
transcripts with numerical codes from the index (theme headings)
(221). An ‘other’ code was used to accommodate any immediate data
that did not fit within the original themes. This data could then be used
to identify new themes if required. By performing this process, it
continued to show a detailed approach to ensuring that rigour was
constantly at the forefront of the researcher’s qualitative analysis, by
ensuring that all available data was captured rather than being
discarded, potentially inappropriately. Multiple versions of the
analytical framework were produced during this phase due to new
codes/themes emerging. The researcher was acutely aware that the
analytical framework was never complete until the last transcript was

indexed using it.

Charting data

Due to the large amount of data that can be created during a qualitative

research project it is essential that the data be managed correctly.
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Summarising or reducing the data is a vital aspect of the analysis
process. The researcher created a Framework matrix, which was a
spreadsheet where the summarised qualitative data could be charted.
Summarised data by theme from each transcript was then charted into
the Framework matrix. The researcher attempted to balance reducing
the data with retaining the original meanings of the interviewees’
words as much as was possible. Striking this balance was a potential
problem, therefore two experienced qualitative researchers (the same
two researchers who were used during the coding element) were asked
to chart a transcript each, to ensure that firstly, the researcher’s
original charting was correct and secondly, try to show reliability. The
researcher met with both qualitative researchers individually to discuss
the outcomes. Interesting or important quotations were identified and
referenced within the matrix, so that they could be used and identified

easily when the writing up process was to begin.

Interpretation of the

data

During and following charting of the data, the final step of the process
was to identify the similarities and differences between the data. This
element was performed by taking each theme in isolation from the
Framework matrix and comparing the views of each of the cases
against each other. This allowed the researcher to explore the findings
associated with the current management pathway, problematic areas of
the current pathway, health professionals involved within the current

service and the aspirations/plans for the future. Throughout this
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process a separate document was kept where any early impressions or

ideas that the researcher was receiving from the data were noted.

Table 11: Example of coding process

Text

Initial Coding

Second cycle coding

Themes

“We can make the
patient’s journey a lot
smoother really and
they get to the right
person because like
I've already said if
you 're admitted and
you've got a bowel
problem and you tell
somebody it all and
then they say ‘well,
actually you need to go

and see somebody else’

—you know it can be
devastating for the
patient because they 've
just gone through it all
with you and you know
—so if they get to the
right person at the
right time hopefully we
can make their quality
of life a lot better
then.”

Patient journey
Right person
Bowel problem
See somebody else
Communication
Devastating for
patient

Right person
Right time
Quality of life

Improving patient
journey

Aim to improve
quality of life

Awareness of
difficulties regarding
patient pathway into
service

“So hopefully it’s the
patient getting to see
the right person at the
right time and getting
obviously the treatment
that they need and
therapies they need at
that point.”

Patient
Right person
Right time
Treatment
Therapies
Time

Aim to improve
patient journey

Patient management

“I think seeing a better

Patient journey

Current patient
pathway

Targets for service

Aspirational patient
pathway

Drivers for change
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patient journey. | think | Positive outcome Visualising outcomes
that would be a really
positive outcome.” Improving patient
journey

Observation

During this baseline period of the study, the researcher attended routine meetings, which were
related to the pelvic floor service and the development/implementation of the ICP within the
Trust. In the baseline phase this amounted to eight meetings. These were the only meetings
held with relation to the development/implementation of the ICP during this phase. At these
meetings non-participant observations were performed, detailing the contents of the meeting,
attendees at the meeting, plus any interesting observations raised from those meetings. Non-
participant observation is a data collection method where the researcher enters a social system
to observe events, activities and interaction with the aim of gaining a direct understanding of a
phenomenon in its natural context (217). All meetings were recorded on a standard proforma
(appendix 5), developed at the beginning of the study, ensuring that observations were
consistent and thorough throughout the process. Following each meeting observations were
written up, using Microsoft Word, including any reflections upon the meetings and how the
implementation of the ICP and also how the study was progressing. These observations were
kept throughout the process, therefore allowing the researcher to compare and contrast the
issues that were raised, and the actions implemented to solve these issues. The observation
data was analysed by identifying themes within the meetings and following progress or lack
of progress in those themes. Upon reflection of the non-participant observation, consideration
has to be given to the potential for the introduction of bias into the study, as the presence of a

person who the team knew was observing them may have led to different responses to what
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may have been given if the researcher was not present. This was unavoidable aside from
attempting to provide an environment where people felt comfortable to speak as they saw fit
despite the researcher’s presence. This was attempted by ensuring that any comments would

remain anonymous and also by the service lead developing an open and honest atmosphere.

Measurement

Quantitative data was collected relating to the service prior to the implementation of the ICP.
The pelvic floor dysfunction team kept a prospective database of all patients who were seen
within the service from its inception in 2008. The data fields within the database included
patient identifiers, date of referral, referral source and who referred to, date of clinic
appointment, patient outcome data (bowel diary, symptom severity scoring/ quality-of-life
(QOL) outcome measures), and follow-up duration. The symptom severity score used in the
service was the Wexner continence grading scale (222), with the QOL outcome measures
used being Faecal Incontinence Quality of life index (FIQOL) (223) and SF-36 (224).The
database was kept up-to-date by the bowel function nurse specialist and therefore was very
much reliant on this person having the time available to ensure its accuracy. Alongside this
database, the researcher contacted the health informatics department within SWBHT to see if
the referral data could be verified. No data was available with regards to direct referrals to the
bowel function nurse specialist, but referral data for the consultant clinics was obtained.
Analysis of the referral data was performed in a systematic manner, allowing identification of
the number of referrals into the service, any trends or frequent referrers and the average times

for patients with FI to be seen in clinic.

With regards to patient outcome data, this consisted of bowel diary reporting, QOL outcome

measures and a symptom severity score (as described previously). The data fields from within
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the bowel diaries include frequency of bowel opening per day, deferment time to defecation,
the number of accidents, and the number of leakages. Analysis of all of the patient outcome
data was performed using SPSS (225) to obtain mean and the standard error of the mean.
Baseline (pre-treatment) versus post-treatment data was compared to assess any change in
patient outcomes following the standard treatments. Despite including this information, the
primary aim of this study was not to assess the effectiveness of the treatments (as these will
not actually be changing during this process). This data was monitored to ensure that when
the ICP is implemented comparisons could be made of the patient outcomes at that time and

identify any trends that may occur.

Implementation: June 2012-January 2013

Following completion of the baseline interviews, the planned implementation of the ICP was
to be commenced. Despite this being scheduled for February 2012, it did not actually happen
until September 2012, for a number of reasons including lack of capacity to perform the work
required to develop and introduce the elements of the ICP such as documentation, clinical
governance procedures and lack of management input- all of which will be described in
greater detail in the results chapter. Therefore, this period of time (including after the
implementation of the ICP) was mainly spent on longitudinal observational work. The
researcher attended all meetings in which the ICP, elements of the ICP or general issues
regarding the pelvic floor dysfunction service were discussed. This allowed the researcher to
observe and record the changes that occurred during this period of time, prior to and leading
up to the implementation of the ICP. Identification of any drivers or barriers to the process of
implementing the ICP and how the process of change was affecting multidisciplinary team

members (within both the primary and secondary care sectors) was also aided by attendance
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at these meetings.

Whilst awaiting the implementation of the ICP a database was created, which could be

completed prospectively with the following data fields:

o Patient Identifier (Patient hospital number for confidentiality purposes)
e Age
o Sex
e Date referred
e Referral source- GP/Consultant/Colorectal Nurse Specialist/ Tertiary centre
e Who/where triaged to?
e Date of clinic appointment
e Diagnosis
e Investigations performed
e Management
e Number of visits
e Date of discharge
e Patient outcome data
o Number of times bowels opened- pre and post-treatment
o Deferment time (the duration of time that patients can delay passing faeces
without being incontinent)- pre and post-treatment
o Number of accidents (incontinent episodes when patients feel the urge to
defecate) per week- pre and post-treatment
o Number of faecal leakages (leakage of faeces where patients do not feel the

urge to defecate) per week- pre and post-treatment

112



e Wexner score (222) and QOL outcome measures (FIQOL/SF-36) (223,224)

The elements within this database were common elements already used within the service to
identify basic patient demographics and patient outcomes. This database was reviewed by the
researcher’s supervisors and also the pelvic floor dysfunction team who agreed that they

would use it as their database for any patients referred into the service via the ICP.

Patient focus group

A focus group is a group of individuals selected and assembled by researchers to discuss and
comment on, from personal experience, the topic that is the subject of the research (210). A
focus group was conducted with the Sandwell community continence team’s service user
group. This group was already in existence prior to the commencement of the study and was
formed of a number of individuals who attended the meetings due to the fact they had either
suffered or were suffering with faecal and/or urinary incontinence. The group met on a three-
monthly basis and had done so for the previous six years (2007-2013). The researcher
attended four meetings throughout the first year of the study period to ensure that integration
within the group was achieved, therefore allowing the researcher to gain their trust and
willingness to participate. All members of the group were clearly well motivated to continue
attending and the ground rules and dynamics within the group were already clear to see on
attending the meetings. The focus group was conducted after the group’s normal meeting
content. All eight participants gave their informed consent having reviewed a participant
information sheet, in accordance with Good Clinical Practice (213), to ensure ethical
participation within the study. A focus group protocol (appendix 6) was drafted by the
researcher and revised following review by the researcher’s supervisors prior to performing

the focus group. This focus group was based on obtaining the group’s thoughts on the current
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pelvic floor dysfunction service and the potential effects the implementation of the ICP would
have on patients. The discussion was recorded, with a set of notes recorded by a qualitative
researcher from within the CLAHRC team (20). These notes mainly detailed key topics from
the focus group, along with which members spoke and any significant data and/or dynamics
noted within the group. For example, whether the more dominant members of the group were
speaking positively or negatively regarding the service and ensuring the less dominant
member’s views were adequately represented. When noting which members were speaking
they were all referred to as a letter of the alphabet (A-H), to ensure confidentiality.
Transcription took place following the meeting and was analysed to identify any common
themes or messages from the focus group. This analysis was based on reading through the
transcript to identify key points made by the participants around the specific topics and

analysing any differences between the participants’ views (212,215).

Final Interviews:

Staff

Once the ICP had been in place for six months the second round of semi-structured interviews
with key stakeholders was conducted. The researcher felt that that six months would be an
adequate time period to have elapsed for the stakeholders to implement the ICP and
experience how the pathways working and identify any changes that have occurred since the
pathway was implemented. This decision was based on trying to balance the issues of
ensuring enough time had elapsed since implementation and the time needed to perform both
the interviews and analysis within the study period. As there has never been an ICP
implemented for FI previously, there is no literature to support this time frame. From March

2013, the researcher conducted these semi-structured interviews, which were recorded using
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an audiotape. Identifying participants in the second phase was a much more straightforward

process than in the initial phase.

Once again, gaining access to the members of the secondary care pelvic floor dysfunction
service and the Sandwell and West Birmingham community continence team lead nurses was
straightforward as these team members were aware of the ongoing nature of the study, as the
majority had been interviewed previously. The difficulties that had arisen when trying to
identify external stakeholders (GPs) in the initial interview process were negated this time, as
the GPs who were interviewed in the initial phase were happy to be interviewed again. The
researcher did however try to increase the numbers of external stakeholders using methods
such as those alluded to in the initial phase of recruitment, but unfortunately no other external
stakeholders were recruited. A total of twelve stakeholder interviews were performed (the
extra interview being due to an increase in the number of bowel function nurse specialists
within the team). This sample size was obtained by interviewing as many stakeholders as
possible. All available key stakeholders within the acute and community setting were

interviewed along with the GPs who agreed to take part.

Two Consultant Colorectal Surgeons with specialist interest in pelvic floor
dysfunction, one of whom is the clinical director for surgery

e Three bowel function nurse specialists

e Anorectal physiologist

e Deputy divisional manager for surgery

e Community continence team lead nurses for both the Sandwell and West Birmingham
areas.

e Four GPs, including a senior member of the Sandwell clinical commissioning group
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(CCG).

Informed consent was gained as previously described on page 100 (as per Good clinical
practice guidelines (213)). The interviews took place over a two-month period with all
participants being asked similar questions via a standard participant interview schedule
(appendix 7). The interview schedule was based on the initial interview schedule, with
questions having been altered slightly to focus on key findings from the baseline analysis.
This interview schedule maintained a fluid element insofar as following each interview, when
reviewing the recording or subsequent transcript, if there were any new key points raised then
these could be included, for questioning, at the next interview. Aside from the differing
interview schedule the recording, subsequent transcription and analysis was performed as per

the initial interviews.

Patients

To obtain as complete a view of the new ICP as possible, five patients were recruited who had
experience of the ICP clinic. This sample size was based on the fact that only this number of
patients consented to be involved in the study. Recruiting the patients took considerable time
and effort with the researcher’s attendance at ICP clinics being essential as the previous
attempts at patient recruitment had been unsuccessful. Originally, patient information sheets
were sent out with hospital letters, but this did not prove fruitful for recruitment. Patient
information sheets were given out to patients when they attended clinic with the BFNS or
Consultant without direct attendance of the researcher. This was an attempt to prevent any
potential coercion from the researcher being present; however this also did not work. Once
the researcher started attending the ICP clinics regularly, recruitment was more successful.

Narrative interviews (209) (appendix 8) were performed based around their experience within

116



the clinic. All patients received a patient information sheet and an adequate amount of time as
per Good Clinical Practice guidelines (213) to consider whether they would like to take part,
with informed consent obtained prior to commencement of the interview. The interviews
took place in a separate room within the clinic. All interviews were recorded on a digital

recorder and subsequently transcribed.

Purposive sampling of patients was used, which focuses on particular characteristics of a
population that are of interest, which enables the researcher to answer the research question.
The sample being studied is not representative of the population (210). The researcher
attempted to recruit patients who would provide maximum variation in symptoms and
demographics. Whilst this was not entirely possible, patients of both sexes, three different
ethnic groups and patients with differing symptom severity were interviewed. All interviews
were transcribed as promptly as possible with the analysis being performed using thematic
analysis and the Framework method (as per the detailed description in the initial phase
methods). Every patient attending the clinic also completed regular, standard clinic
questionnaires and documentation, which form part of the quantitative data on patient
outcomes (along with the quantitative data fields described in the implementation phase).
With regards to the quantitative data the prospective database was continually updated and the
cut-off date for final analysis was 1 June 2013. To analyse any potential changes in patient
outcomes with relation to the implementation of the ICP, the quantitative data were extracted
from the database and all referral, diagnosis, and management data was analysed for trends

and compared with the initial phase quantitative data.
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Observation

From a longitudinal observation point of view, the researcher continued to attend any
meetings related to the ICP or the pelvic floor dysfunction service until 1 June 2013. This
amounted to a further five meetings. Observations at these meetings allowed the researcher to
compare and contrast the issues that were raised throughout the process and the actions used

to solve these issues prior to, during, and after implementation of the ICP.

Further Analysis

NPT (37) was used to aid the structuring of the qualitative data. Following the completion of
the study, the Framework matrix, observational, and focus group data was reviewed and the
four core constructs were used to organise this data. The data was reviewed in accordance
with each core construct (pp69-74) and then reported under the relevant construct. The aim of
the study was to identify facilitators and barriers to the implementation of the ICP, which
corresponds with the general aim of NPT. The data was placed under the core construct if
relevant, however a great deal of attention was paid to ensuring that if there was any data that
did not fit directly under a core construct, it would still be reported elsewhere in the results
and did not remain unreported. The quantitative data is reported separately and not analysed

in relation to NPT (37), using descriptive statistics.

In summary, a true mixed methodology approach was taken during the study. Both the
quantitative and qualitative methods contributed to answering the research questions and
achieving the study aims. A greater contribution to the study results was made from the
qualitative data and this is due to the qualitative methods used- focus groups, interviews and

non-participant observation. Each of the qualitative methods contributed to a differing degree
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to the results, but all were essential to being able to give a complete answer to the research
questions posed (in combination with quantitative data). For example, five patient interviews
alone provided some information, but this was augmented and strengthened by the patient
focus group data. The stakeholder interviews and non-participant observations also
complemented each other, allowing both individual methods to be validated and strengthened

by each other.
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CHAPTER 4: QUALITATIVE RESULTS

This chapter describes the qualitative results obtained from the study. The qualitative results
chapter begins with two tables that indicate the characteristics of the stakeholder and patient
interviewees, which allows the reader to understand and contextualise the quotes in the main
body of the chapter. Following this there is a table describing how the themes produced from
the qualitative data were allocated within the NPT model. To ensure that the qualitative
results could be explained in a clear and coherent manner the four core constructs of
normalization process theory: coherence, cognitive participation, collective action and
reflexive monitoring, have been used (37). These core constructs were used to inform, guide
and structure the emerging interpretations from all of the qualitative data (interviews, focus
group and observational data), which allows this chapter to be structured in the same manner,
with the four core constructs being broken down further into their four components (see table
14) (37).

Descriptive text applicable to each component within the four core constructs is followed by
quotes, from the interviews undertaken, that are relevant to that particular text. The quotes are
used to provide evidence for and consolidate the descriptive text above them. All quotes have
a letter and number next to them e.g. S1 (stakeholder 1) or P1 (patient 1), denoting the
interview participant number. The characteristics of the interview participants are described in
tables 12 and 13. Alongside this, the quotes will also detail whether it was from the first or
second round of interviews. This allows the reader to gain some context for the quote they are
reading. There are some paragraphs of text whereby no quotes are included. The reason for
this will be due to that particular data being observational and therefore will not have any

direct quotes attributed to it. All data of a qualitative nature (interview, focus group and
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observational) will be described under the core constructs of NPT, with the quantitative data

being reported separately.

Stakeholder Characteristics

Tables 12 and 13 describe the characteristics of the interviewees. Table 12 describes the
stakeholder interviewees, including their job titles, which round of interviews they were
interviewed in along with their primary function in the system as a manager, clinician or both.
The table shows that all but one of the stakeholders took part in both rounds of interviews and
there was a mix of job roles and clinical/management experience. Eight of the stakeholders
had both a clinical and managerial element to their role, with only one being purely in a
management role. Six stakeholders were based within the primary care sector, with the

remaining six being secondary care based.

Table 12: Characteristics of Stakeholder Interviewees

Participant Job Title First/Second Clinical/Manager/Both
Number round of
interviews or

both

S1 Clinical Director of Both Both
Surgery. Colorectal
surgeon with an interest
in functional bowel
disease and colorectal

cancer.
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S2 Both Both
Continence Team Lead
S3 GP Partner and GP Both Both
trainer.
S4 Salaried GP Both Clinical
S5 GP Partner Both Both
S6 Deputy divisional Both (change in | Manager
manager- General personnel
Surgery. Responsible during study
for contractual service | period)
development side of the
division for Upper Gl,
colorectal, general and
emergency surgery
which incorporates
functional bowel
S7 Surgical Care Both Clinical
Practitioner
S8 Bowel Function Nurse | Both (change in | Both
Specialist Lead personnel
during study
period)
S9 Pelvic floor Both Both

Dysfunction Service
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Lead Consultant.
Colorectal surgeon with
an interest in functional
bowel disease and

colorectal cancer.

S10 Bowel Function Nurse | Second round Clinical
Specialist only
S11 GP, Chair of Both Both
CCG,
Chair of strategic
commissioning
redesign committee
S12 Community Both Both

Continence Lead

Table 13 shows the characteristics of the patient interviewees. Whilst the predominant gender

was female, five males were included so there was a mix of gender, along with age (48-86

years) and ethnicity, giving a spread of patient demographics throughout this group. The

youngest patient was only 48 and this has to be noted as a limitation within the study. Type of

incontinence was also reasonably spread amongst the three differing types, again allowing a

varied overall perspective.
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Patient Characteristics

Table 13: Characteristics of Patient Interviewees

Participant Gender Age Ethnicity | Type of Narrative
Number Incontinence | Interview or
Focus Group

P1 Male 74 Caucasian | Passive Narrative

P2 Female 69 Afro- Mixed Narrative
Caribbean

P3 Female 81 Caucasian | Urge Narrative

P4 Male 58 Asian Urge Narrative

P5 Female 48 Asian Passive Narrative

P6 Female 71 Caucasian | Mixed Focus

P7 Female 86 Caucasian | Mixed Focus

P8 Male 60 Caucasian | Urge Focus

P9 Male 72 Afro- Urge Focus
Caribbean

P10 Female 76 Asian Mixed Focus

P11 Female 59 Afro- Passive Focus
Caribbean

P12 Male 79 Caucasian | Urge Focus

P13 Female 67 Caucasian | Mixed Focus
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Themes and NPT Constructs

Table 14 identifies how the themes identified from the interviews relate to each of the
components within the core constructs, allowing some contextualisation of the themes and the

four constructs.

Table 14: Relation of themes identified during the study to the constructs of the NPT

model
Core Component Themes Identified Element of work from which
Construct within Core themes identified
Construct
Coherence | Differentiation | Initial service setup First round of stakeholder
(historical context of interviews.
service, variation in similar
services, current service Observational data
challenges, location of
service and referral pattern)
Aspirational service setup
Communal Purpose for intervention | First and second rounds of
Specification (shared sense of purpose) stakeholder interviews.
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Drivers for introducing

intervention

Observational data

Individual

Specification

Challenges of current

service

Impact of challenges on

the implementation

First and second rounds of

stakeholder interviews.

Observational data

Internalization

Initial pathway
patient/stakeholder

benefits

Aspirational pathway

patient/stakeholder

benefits

Value to patients

First and second rounds of

stakeholder interviews

Patient interviews and focus

group

Cognitive

Participation

Initiation Teamwork Observational data
ICP document
Information Technology

Enrolment Stakeholder attitudes Observational data

towards intervention
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Changes in stakeholder
roles throughout the

implementation

Patients attitudes towards

the intervention

Legitimation Stakeholder engagement | First round of stakeholder
interviews
Observational data
Activation Continuous development | Second round of stakeholder

Amount of work required
for different stakeholders

during implementation

Capacity

Champions for the

intervention

interviews

Observational data

Collective

Action

Interactional

Workability

Initial stakeholder roles

Aspirational stakeholder

roles (including changes

First and second rounds of

stakeholder interviews.

Observational data
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in workload and capacity)

Final stakeholder roles

(including changes in the

way of working)

Location of work

Leadership

Relational Stakeholder commitment | Second round of stakeholder
Integration interviews
Effects on stakeholder
consultations Observational data
ICP document analysis
and changes
Skill Set Training and education First and second rounds of
Workability for stakeholders stakeholder interviews.
Capacity of key Observational data
stakeholders (BFNS)
Contextual Changes in stakeholders | First and second rounds of
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Integration

with most responsibility

and/or power

Integration of

stakeholders

Organisational

integration and challenges

stakeholder interviews.

Observational data

Reflexive

Monitoring

Systematization

Stakeholder perception of
the intervention (post-

implementation)

First and second rounds of

stakeholder interviews.

Communal Perceived advantages of Second round of stakeholder
Appraisal the intervention (to interviews.

stakeholders and patients)
Individual Stakeholder feedback Observational data
Appraisal

Patient feedback

Configuration

Identification and
resolution of challenges
based on experience of the

intervention

Future ambition and

targets

Second round of stakeholder

interviews.

Observational data
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Table 14 highlights the benefits of using mixed qualitative methodology. For example, if the
researcher had not used observational methods and data, the themes within initiation,
enrolment and individual appraisal would not have been identified. The observational data
was extremely important as all of the core constructs had themes within whereby the
observational element of the study had identified data relevant to that construct. The
completion of two rounds of interviews with the stakeholders was also key as data was
obtained from both rounds of stakeholder interviews for six components within the core
constructs, four components using the second round of interviews and two components for the
first round of interviews. Of greater importance is the fact that for the communal appraisal
construct, no data would have been captured if the researcher had not performed the second
round of interviews. The patient interviews and focus groups also elicited key information
within the internalization component. Without all the different aspects of the qualitative work
being undertaken in this study it is clear to see that potentially important findings could have
been missed.

The chapter will now proceed with the qualitative results of the study being described via the

four core constructs of NPT, starting with coherence (37).

Coherence
(The need for individuals to understand and make sense of what is different about the

proposed intervention and the effect it will have on their roles and responsibilities)

Differentiation

(Is the intervention easy to describe and is it clearly distinct from other interventions?)
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Prior to 2008, patients with FI did not have access to a service that could manage their
condition at Sandwell and West Birmingham hospital trust. This changed with the
appointment of a new consultant colorectal surgeon who specialised in bowel function
disorders. With this appointment a pelvic floor service was developed that included the
appointment of a bowel function nurse specialist (BFNS) and the development of a number of
investigations needed for these patients. This process took place in 2008 and within six
months of the consultant’s appointment the BFNS had been appointed and within 18 months
the service was deemed to be at a level of other similar services that were set up many years

before.

“Our service has been up for 3 years. Eighteen months after it was up and running, I went to
one of their conferences and a service that had been running 4 years was at the same level as

we had been in 18 months.” (56, DDM, first round)

The first nine to twelve months were spent training the BFNS. This included numerous
training courses and shadowing in other similar services within the country. By October 2011
a service had been developed which, according to one of the consultants and the BFNS, was

more complete than any other trust in the country.

“We had managed to develop a service that provided more diagnostic and management

elements within it than any other trust in the country” (S1, Consultant, first round)
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The service that was available at that point consisted of two pelvic floor consultants, a BFNS
with a second BFNS in training, a surgical care practitioner (SCP) who performed physiology
investigations (with an additional SCP who was trained in performing the same anorectal
physiology investigations as a backup for sickness or other unforeseen circumstances),
radiographers undertaking proctograms and the Sandwell community continence team
(SCCT). The SCCT had been located within the Sandwell and West Birmingham hospital
trust (SWBHT) since April of 2011 having previously had numerous organisational changes
involving the acute trust and primary care trusts. At this point the setup of the service was
based around the secondary care team running their own clinics twice a month in the hospital
and the SCCT running their own clinics independently within the community. The patient
pathway at this point consisted of a referral into the pelvic floor consultant, referrals were
accepted from GPs, hospital consultants (within the same trust), other hospitals (tertiary
referrals), and from the community continence team (see figure 3). The patient would then be
assessed in clinic by the consultant before deciding whether to continue managing the patient
themselves or handing the patient over to the BFNS for further conservative management,
including pelvic floor muscle exercises, correct defecatory dynamics and biofeedback. The
majority of patients see the BFNS for conservative management, with those patients failing
conservative management being discussed in the multidisciplinary team meeting (MDT) for

consideration of neurostimulation or consultant review.

“OK, at the moment the way the service runs is that a referrer will refer into the service and
this can be tertiary referral, GP referrals, other colleague referrals and all the referrals at
the moment are triaged by Consultant A and then she’ll see them in pelvic floor clinic. I'll be

present with her in clinic or with Consultant B who also does a pelvic floor clinic. So once a
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month I'll sit in clinic with them and meet the patients for the first time and pick out really

anybody that's going to be appropriate for me.” (S8, lead BFNS, first round)

The secondary care team performed all assessments; investigations and treatment of patients
with FI within the secondary care setting. Upon completion of treatment patients will either

be discharged completely from the service or referred to the SCCT.

Figure 3: Traditional SWBHT Pathway for Patients with FI
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From a SCCT perspective there was an open referral basis whereby any health professional,

patient or carer could refer into the service.
“We've got a self-referral, so anybody can ring in, the patient can ring in themselves, it can

be a GP referral, it can be a consultant referral, social service — a lot of our referrals come

from carer groups — if you 've got an agency going in to look after somebody at home and
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they re incontinent they’ll actually refer in, obviously with the permission of the patient. S0,

our referral is just open, we’ll take it from anywhere.” (S12, Lead SCCT, first round)

The SCCT would triage the referral on the basis of whether it was appropriate and where the
location of the consultation should take place (home visit or in clinic). The SCCT provided
patients with a bowel assessment and the commencement of conservative management
strategies, similar to secondary care, including containment. No neurostimulation was
available within the community setting at this point. Direct referral was available for the
SCCT to the BFNS in secondary care for patients who required further assessment,

investigation and management.

Although there was a well-developed service for patients with FlI, the team wanted to continue
to develop the service, including streamlining the patient pathway and increasing awareness
of FI and the service for patients and GPs. Within the interviews with the staff it was felt that
patients were either not being referred at all by their GPs, therefore being managed in
community by the GPs, or they were being referred to varying different specialities based
upon GP preference. Every member of the team felt that this variable referral route was

unacceptable and needed to change, with the change being the implementation of the ICP.

“We can make the patient’s journey a lot smoother really and they get to the right person
because like I've already said if you re admitted and you've got a bowel problem and you tell
somebody it all and then they say ‘well, actually you need to go and see somebody else’ —you

know it can be devastating for the patient because they 've just gone through it all with you
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and you know — so if they get to the right person at the right time hopefully we can make their

quality of life a lot better then.” (S12, SCCT, first round)

From the first round of interviews an intervention was described which would aim to solve
these issues. This intervention was an ICP for FI. The aim of the staff at this point was to
change the pathway for the patient so that the patient was referred in from the same origins as
previously but would be triaged by the BFNS instead of the consultant. From the triage point
there were three potential paths that patients could take: consultations with the BFNS,
consultant or SCCT. One of the key elements of the introduction of this integrated care
pathway lies at this point as not only was the triage process changing the pathway for patients,
but the patients seen by the BFNS and SCCT would be seen in the community, within GP
practices. Which path a patient would take would be based on the decision made at the triage
stage. At the time of the first round of interviews, there were no plans to put guidelines in
place for the triage; rather it would be left to the BFNS to decide based on their experience
and knowledge. All patients would undergo the same assessment and management, except for
those reviewed by the consultant as these patients’ symptoms would either be deemed as too
severe or require surgery. It was anticipated at the time that the majority of patients would be
reviewed by the BFNS with a small number being reviewed by the SCCT and consultants (see
figure 4). All assessments and treatment modalities were to remain the same. The integrated
care pathway was attempting to streamline and improve the patient journey by ensuring that
the patient was referred to the appropriate person at the appropriate time rather than
modifying any assessment or treatments for the patient. Following treatment, once both

patient and healthcare professional were happy with the improvement in symptoms, patients
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would be discharged (with the option for consultants or BFNS to refer to the SCCT if

appropriate).

“I'm going to be the one that starts to triage and then dependent on a letter then I'll start

triaging and saying ‘OK, this one is for community, this one is for me — yeah OK, this one

needs to be seen in consultants, but you know let’s

try and manage as many as we can’ and

then obviously if we don’t manage them effectively we can take them to the consultant and say

‘OK, we’ve done this, this, this and this, it’s not worked, can we move onto to this or what do

you think we can move onto?’ S0, it’s just utilis

effectively, and I think it’s going to cut down on waiting times across the board to be fair.’

ing the resources that we’ve got more

)

(S8, lead BFNS, first round)

Figure 4: Integrated Care Pathway for Patients with FI
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The ICP has been in use since October 2012. This included the development of the handheld
ICP document, detailing everything that the patient could need whilst using the service.
Demographic data, assessment tools and explanations of treatment modalities are all included
within the document as well as a variance sheet if needed, for the benefit of the healthcare
professional. The idea of a handheld document as well as an electronic document was raised

in the first round of interviews but in a very brief manner, by a limited number of staff.

“The ICP is going to be a patient hand held document, so the patient takes it to and fro with
their journey. So, it’s the computer system that backs that up because if a patient doesn’t turn

up with the document you 're kind of stuffed.” (S8, lead BFNS, first round)

Within the second round of interviews the handheld and electronic documents were

mentioned on numerous occasions in positive terms.

“The document’s brilliant actually. That’s one good positive thing. I'd forgot about that till
you said it, thank you very much. As in with it being hand held it’s got all the information in
there so we re not carrying a great deal of things round so from a personal point of view
that’s better. But also, because we 're documenting their plan of care in there it’s obviously a
shared care thing, so you know it’s there for everybody to see that needs to see it.” (S8, lead

BFNS, second round)

The new ICP for FI in place within the trust is different to most other services for patients

with FI in this country, as described by one of the consultants.
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“Yes, it is going to be different and it’s something that no-one else is doing at the moment.”

(S9, Consultant, first round)

Whereas the original service was described as unique in the fact that all elements of the
service were provided in one site or trust, these individual elements were not unique per se.
The integrated care pathway for FI had been developed and introduced, but what impact did

this have on all participants?

Communal Specification

(Does the ICP have a clear purpose for all participants? Do these participants have a shared

sense of this purpose?)

Staff

From the first round of interviews there was a clear purpose as to why the staff from the
service felt that the ICP should be implemented. This was based on streamlining and
improving the patient journey. In the majority of the staff interviews, the patient journey was
commented upon multiple times. The meaning of streamlining and improving the patient
journey was that the patient was referred in to the appropriate person, reviewed by an
appropriate person at the appropriate time. It was also clear that there was a shared sense of
purpose surrounding the patient journey. This was evident in both first and second round

interviews.
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“So hopefully it’s the patient getting to see the right person at the right time and getting
obviously the treatment that they need and therapies they need at that point.” (S9,

Consultant, first round)

“I think seeing a better patient journey. 1 think that would be a really positive outcome. ” (S1,

Consultant, second round)

Improving the patient journey could be described as having the patients referred in, then
triaged by the BFNS-with the majority of patients being seen by the BFNS, with the other
patients being triaged to either the consultant or the SCCT appropriately. Following the triage
process patients would be assessed and managed by their relevant healthcare professional and
followed up accordingly until discharge. The need to streamline the patient journey was as
evident at the end of the study as it was the beginning. This was seen as the main driver for
implementing the ICP. Another point at which there was a shared sense of purpose was the
need to increase awareness of the service for patients and GPs so that access is improved.
Improving access into the service was felt to be beneficial, as it would suggest that any
potential barriers to patients coming forward or GPs referring had been broken down. Within
the first round of interviews, despite multiple staff mentioning this need to increase awareness
there were no formal ideas on how this would be achieved. From the observational work it

was evident that this issue required a significant amount of work to be overcome.

However, from the observational work there was a distinct lack of attendance and input at

meetings from the deputy divisional manager (DDM). This could be seen as a sign of the
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DDM not giving any priority to the service or meetings involving the service. This feeling

was shared by at least one of the other staff within the service.

“It’s the middle management and higher structure within this organisation that’s the biggest

barrier.” (§9, Consultant, first round)

During the implementation phase of the study, the DDM changed. Therefore, there was a new
DDM in post for the second round of interviews. The DDM was very honest about the fact
that they had not been involved as much as they would like with the implementation of the

ICP and that this was due to other organisational pressures.

“It was something I'd heard about. I've had, I've been kept engaged and informed...... 1 think

I need to have more involvement from the business side.” (S6, DDM, first round)

Two of the other individuals involved within the service also stated that the lack of DDM
involvement was due to other organisational pressures. This lack of involvement is a factor

that could be one of the potential barriers for the implementation of the ICP.

“Again, I think it’s about a bit of naivety in seeing how important the service is and time
managing their time to say, ‘Well, this actually requires this amount of time, so I'm going to
carve out this amount of time in my diary for it.” I think there’s been a lot of operational stuff
in the trust going on, which swamps the general managers, and therefore a lot of stuff — not
just the pelvic floor, but the whole strategy of the directorate, the governance of the

directorate, gets binned. Inappropriately, I would say.” (S1, Consultant, second round)
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“Everyone in the trust got down in winter because of bed crisis management. It’s interesting
how one part of the service can affect so many other different parts of the service. We're
taking important people away from what they should be doing.” (S1, Consultant, second

round)

GPs

It was evident that the staff working within the service had a clear shared sense of purpose for
implementing the ICP. All of the GPs that were interviewed felt that although the new
pathway was very good in theory and would be of benefit to patients, it would only help a
very limited number of their patient population. Every GP openly stated that they see very
few cases of FI and did not enquire routinely about FI. These views were stated in both the
first and second round of interviews by all GPs. Therefore, the GPs felt that it was a good
pathway but as to how many patients they would refer in they felt this was likely to be in

single figures per year.

“I might see a case or two a year, if that, probably one or two cases so the actual hit rate for

an individual GP is small.” (S3, GP, first round)

“I mean I can’t remember the last time I had to refer anybody with faecal incontinence.”

(S11, GP, first round)
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Individual Specification

(What are the challenges of the current service to the relevant participants? How the ICP

would be expected to impact upon them?)

Before considering the benefits of the ICP, identification of the challenges that the service
faced prior to the implementation of the ICP is essential. Firstly, consideration needs to be
given to the demands placed upon the staff during the implementation of the ICP. During the
first round of interviews it was commented by each member of the pelvic floor service, that
the demand for the service had increased year-on-year and that waiting times at present were
two months for a review by one of the BFNS and three months to see a consultant. At this
point there were two pelvic floor consultants and one fully trained BFNS, with another BFNS
commencing training. The main concern at this point was based around capacity, mainly from
a BFNS point of view. Capacity of the nurse specialist was already stretched trying to fit in
the clinical, organisational and educational work and there was a concern regarding the
number of patients that may come into the service once the ICP is implemented and

promoted, especially if the second BFNS is not fully trained.

“We ve now just recruited another nurse to try and keep on top of the demand.” (S9,

Consultant, first round)

“The challenge at the moment obviously is time, there’s only me that does the service at
present and we ve just currently recruited a new nurse which is hopefully going to start in the

next month or two — she says” (S8, lead BFNS, first round)
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However it was not only the secondary care team that had capacity issues, the SCCT also had
staffing capacity problems. Due to a mixture of long-term illness and long-standing vacancies
the SCCT were a number of staff members down and were unable to recruit. This impacted
upon the involvement of the community continence team on the implementation of the ICP,
meaning that they could not be as involved as they would like. From a waiting time point of
view, the staffing issues within the SCCT meant that the times had slipped to longer than a

month, but the expectation was that when fully staffed this waiting time would be reduced.

All of the staff within the service were aware that the implementation process would be
demanding in terms of time and effort. From the second round of interviews it was clear that
there was an underestimation of the exact amount needed. This statement must be tempered
however by the fact that people were running this project in their own time (outside of regular
clinical commitments) and therefore progress was dependent upon the key individuals’
schedules and how much time they could dedicate to the project. This would certainly explain
why there was an ‘ebb and flow’ element to the implementation based upon the key

individual’s availability.

“We've very much done this on a shoestring, very much done it in our own part time, with
other clinical constraints and, again, it just demonstrates the importance of freeing up
dedicated time and maybe — it ’s difficult to project-manage people when they re doing it in
their own time, and I think, if you 're going to do it, both the project management coming in
but also dedicated PAs and time so people know if they 've got this time, paid for, set aside to

do this and we have to deliver it on this date.” (S1, Consultant, second round)
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The amount of work that was needed in developing the pathway, document and to promote it
far exceeded any member of the team’s expectations. The team had regular meetings (at least
once a month) to discuss the ICP and its implementation. These meetings were well attended
from the clinical point of view with representatives from the hospital and community teams
present. There was a notable lack of attendance from an organisational and managerial point
of view. From a GP perspective, all of them did not feel at either the first or second round
interviews that the ICP placed any demands upon them. All of the GPs interviewed felt that
the ICP made their “job easier” as they now knew where to refer a patient with a condition

that they all recognised as being difficult for the patient and the clinician.

When the ICP was implemented the BFNS felt that the content of their work would not
change, rather the location where the work was carried out would. There would be no changes
in the standard assessment and management that they gave beforehand, but the expectation
was that they would see more patients with Fl, if the ICP were successful. The workload of
the consultants was hopefully going to change slightly as well. The aim was to have more
appropriate patients being seen by consultants- which may or may not mean the consultants
seeing less patients overall. The impact on the SCCT was unclear; the assumption was that
they again would see more appropriate patients but as to whether numbers of patients overall

would increase or not was not apparent.

Internalization

(What benefits will the ICP bring and to whom? Will these benefits be valued by the

participants?)
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Staff

At the first round of interviews, when staff were considering the benefits that the intervention
would bring to the service it was clear that these benefits were different dependent upon the

staff role.

e Consultant
From a consultant point of view the main benefit will be seeing more appropriate patients in
their clinics rather than triaging the whole of the referral base through their clinic, which was

something that was borne out by the second round of interviews.

“You could almost envisage the service of the future being modelled on nurse specialists
running the service and consultants being referred patients when and if appropriate. ” (S/,

Consultant, first round)

“I’m not seeing any inappropriate patients in my out-patients, so... We get a steady
throughput of quite a few appropriate patients, although more patients are coming into the

service.” (S1, Consultant, second round)

This would not necessarily lead to fewer patients being seen by the consultants as more
patients would be coming through the service in general, alongside the ICP, but it would
allow the consultants to focus their efforts on managing the more complex patients.
Therefore, logically, it should follow that patients would be managed promptly and

effectively.
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e Nursing Staff

From a nursing point of view, the BFNS thought that the implementation of the ICP would
benefit them with regards to the fact that the increased dependence upon their input to the
service would potentially mean job security and potential expansion of role and staffing
numbers. With their extended roles they could also benefit from increasing knowledge
through more training and education from varying sources. By the second round of
interviews, it was difficult to determine whether the expansion of staffing numbers would
remain following the return of the original lead BFNS from maternity leave. The BFNS were
hopeful this would happen but was dependent upon the number of patients being referred to

the pelvic floor service continuing to increase.

o SCCT
The SCCT were fairly peripheral figures in the traditional pathway, by introducing the ICP
they were hoping to become more central to the pathway and in doing so become more
integrated within the team. From the second round of interviews it was clear to see that the
introduction of the ICP did improve the working relationship between the SCCT and the
secondary care team, whilst also giving them the potential to increase their FI management

skills by introducing neurostimulation in the future.

“And obviously like training for the staff — I mean | know Consultant A has got some training
that she wants to do a workshop specifically for us and we've highlighted that we may be able
to do things like the stimulation, we may be able to do that in the community so they’re not

having to go to acute.” (S12, SCCT, first round)
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The fact that the two teams were working more closely together would be of benefit to the
service in general as any training related issues such as symptom severity scoring, or new
management techniques could be addressed quickly and effectively due to this new working

relationship.

e Deputy Divisional Manager (DDM)

Within the second round of interviews there was a distinct feeling from the DDM that the ICP
would potentially lead to a financially sustainable service that becomes a complete necessity
within the trust and for commissioners in the local region. This would be beneficial from an
organisational point of view as to have a successful service that is financially sustainable

would be a feather in the cap of the organisation.

“A complete necessity. Financially viable and sustainable, and completely embedded within

the trust. Within the trust and with our commissioners.” (S6, DDM, second round)

e GPs
Overall, the GPs spoke positively about the introduction of an ICP in both the first and second
round of interviews. All of the GPs mentioned that although they see very few patients with
Fl it is reassuring that they would have a service to which they can refer these difficult to
manage patients. Again, this would only be of benefit to the patients as previously they would
have been managed either in the GP setting or referred to varying different services, most of
which would not be appropriate. GPs were unsure of the mechanism of referral and who to
refer to, with only the community continence team being mentioned as a specific service they

were aware of.

147



“Erm, I don’t know anything about the faecal incontinence service. I’ve never heard of'it.”

(S4, GP, first round)

Patients

When discussing benefits to patients with both the staff involved in the service and GPs there
was a consensus of opinion that the ICP would improve patient care. The staff within the
service were focused on streamlining the patient pathway, aiming to get the patient to the
right person at the right time. The main reason behind this was because of the fact that FI can
be very distressing for patients and is also very embarrassing; therefore ensuring that patients
are reviewed and commenced on management for their condition promptly will certainly be
of benefit to the patients. Interestingly, although the GPs admitted to seeing very few cases of
FI they were in agreement that FI could have a negative effect on patients. The fact that the
location of care was moving from the acute hospital base into the community would also be of
benefit for patients. There are multiple challenges for patients when they do attend acute
hospitals mainly based around accessibility, cost of parking and also time pressures with
clinics often overrunning. The move into the community had helped to solve some of these

Issues, ensuring that patients were more satisfied with the service (226).

“Sandwell [hospital] is a nightmare for parking, I get very frustrated. Luckily, here is better

and it’s free so that’s a bonus too.” (P5)
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Using the patient interviews and the focus group discussion, attempts were made to elicit the
potential advantages and disadvantages of the ICP from a patient’s perspective. Patients are
key stakeholders in any new intervention and some common elements were identified based
around the ICP and any previous experiences they had of continence services. Being able to
describe the patient’s experiences and perceptions was a key element within the research, as
for the ICP to be considered a success much was dependent on what the patient’s perceptions
were. Common themes were grouped into three main categories: the experience of access to
continence services, quality and provision of FI services and experience or opinions on the

ICP. The demographics of the thirteen patient participants are described in table 15.

Experience of Access to Continence Services

Seeking Help

Ten of the thirteen patients had sought help for their FI prior to the interview. All patients
eventually discussed their symptoms with their GP or practice nurse but did feel reluctant to
do this openly due to embarrassment. Around half of the patients noted that there had been no

direct enquiry from their GP regarding their FI symptoms (9).

“Well erm yes, I had tried to get help but you know it's an embarrassing thing really, it’s not

something that you want to discuss” (P4)

Referral

The majority of patients had experienced a delay in being referred to the appropriate

continence service, with some patients having to wait up to eighteen months before being
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referred appropriately. There was a strong sense that GPs were either unwilling to refer
patients or that they were not aware of any services available. Some patients who were
referred by their GPs mentioned that they were referred to various specialities within the
hospital setting and not necessarily to the pelvic floor dysfunction service or the community

continence team (9).

“I did go to see my GP, but I'm not sure he knew what to do with me really. It took a long
time for me to be seen by someone who knew what they were going on about.... It probably

took the best part of the year at least” (P2)

Quality and Provision of FI services

Past Experience of Continence Services

Eight patients had been assessed and managed by continence services in the past. Three
patients had been managed by community continence services with the remaining five having
been managed by various different continence services. Interestingly, the patients mentioned
some common themes in relation to all of the continence services. Firstly they felt that the
continence services were almost “hidden” away. This was partly due to the fact that they
presumed that the GPs did not know about the continence services and therefore could not
refer. Lack of promotion or advertisement of services was postulated as a reason for this. The
patients felt that once they were in the service then their assessment and management was
positive on the whole. Around half of the patients who had accessed services previously,

mentioned that the healthcare professionals involved were comforting and responsive to their
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needs. Some patients however did mention that they had been referred to what felt like a “pad
service”. Overall, the majority of patients felt that their assessment was adequate whilst at the

same time being appropriate in terms of enquiry into embarrassing topics (9).

“Yeah, I have been seen by a continence team and they certainly helped me, but it took me a
while to get there and to be honest | feel | could have been referred earlier but whether the

GP didn't know about the service, I don't know” (P5)

“It was a few years ago now, but | was referred to a continence service but to be honest all
they did was give me pads, | got no other treatment. | just accepted it as | didn't know there

was anything else available” (P9)

Management

From a management point of view, most patients were satisfied with how their symptoms
were managed. Yet again, the notion of satisfaction with the management they received was
tempered by the delay in getting to that stage. Around half of the patients felt that they were
discharged from the services too early and decided against asking for another referral when
their symptoms worsened due to their initial difficulties in accessing the service and the fact

that there may be nothing that could be done for them aside from pad provision (9).

“Yes, I think overall I was happy with my treatment, but it didn't really last very long.” (P3)

“Once I got to be seen by the nurse I felt it was very good but there's no getting away from

the fact that it took too long for me to get there and I suffered in that time” (P7)
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Experience or Opinions on the ICP Pathway

Location of Care

The five patients who were interviewed that were on the ICP pathway spoke positively in
relation to the fact that location of care was in the community setting. All five patients had
been triaged to the bowel function nurse specialist clinics but were at different stages within
their assessment and management. One key element was the ease of access for patients at
getting to appointments. This includes ease of parking, not having to pay for parking and
being closer to home than the hospital trust. The patients did mention that a potential issue
could be for patients without their own modes of transport having to get to only two locations
within a rather large geographical area. Alongside this, another potential issue is the fact that
patients with FI will not feel comfortable travelling long distances without easy access to a

lavatory (9).
“Yeah, yeah, it’s erm it seems to be working well, this is my third visit and my incontinence is
better. It’s good as well that it’s close to my house because I don't have to traipse up to the

hospital it doesn't cost me any money.” (P11)

It's fine for me because I live nearby but if you live in Oldbury or Smethwick and you don't

have a car, it could take you a while to get here. [ wouldn't be so keen on that” (P13)

Patient views of healthcare professionals
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All patients mentioned that the healthcare professionals within the service whom they had
been in contact with were knowledgeable and “put them at ease” by the fact that they seemed
experienced when dealing with FI. All patients were happy to be seen by a nurse specialist
rather than a consultant and did not see this as detrimental to their subsequent management. In
fact, nine of the patients actually preferred to see a nurse specialist, as they were of the
opinion that they could discuss their problems more openly with this individual. The focus
group did not see any issues with being seen by a nurse initially as long as there is a “backup”

readily available in the form of consultant review (9).

“To be honest, and this is no disrespecting yourself, I'd prefer to see a nurse as generally they

have a bit more time on their hands and are used to dealing with these things more often”

(P2)

“I have no issues seeing a nurse as long as if there are any problems I can get to see the

doctor quickly” (P6)

Patient views on access to ICP

The five patients on the ICP were referred via their GP promptly following the presentation of
their symptoms. They did not have to be reviewed by multiple services prior to being referred
to the ICP for FI. All five patients had different GPs who were aware of the service. These
patients did not wait longer than four weeks to be reviewed initially in the clinic.

Five of the individuals within the focus group did raise the potential issue of GPs being aware
of the service and the potential need for promotion of the service throughout the Sandwell

area to ensure that patients were referred appropriately and promptly to the service (9).
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“Well I went to my GP and she just referred me straight in. She said she knew about this new
service and that they'd see me at health centre one. I didn’t have to wait long either which

was a bonus, it was much quicker than when I was last referred” (P5)

Management and Handheld Document

All five patients who were at varying stages on the ICP were happy with the improvement in
their symptoms so far. These patients had only received conservative management modalities
but these alone were enough to improve their symptoms significantly. They found that the
ICP handheld document was very useful for reminding them how to perform some of their
conservative management exercises such as pelvic floor muscle exercises and correct
defecatory dynamics. The handheld document was also very useful for them in that it allowed
them to see how much their symptoms had improved and also to liaise with their GP or

practice nurse with regards to what treatments they are currently undergoing (9).

“So far my incontinence has got better. | can do things now that I couldn't do before coming

to see the nurses.” (P8)

“The paperwork that I got sent was quite good actually, bit scary at first but the instructions

on exercises turned out to be useful” (P4)

Cognitive Participation
(The need for key participants to believe in the intervention and drive the implementation
process forward by being aware of and making valuable contributions to sustaining the

intervention)
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Initiation

(How participants worked to initiate the ICP)

Over the course of the ICP implementation there was a growing sense of realisation as to how
much work was needed. The key players involved in the ICP (Consultants, Lead BFNS and
SCCT Lead) did the majority of this work. There were a number of key elements to getting
the ICP implemented. The development of the patient pathway and the handheld document
were a starting point for the team. All elements of the patient pathway were evidence-based
practice that were identified and compiled by the lead consultant and the lead BFNS, with
input from the SCCT lead. Given the complexity of the condition and the number of potential
assessment tools, this was a process that took a long time with many discussions being held.
These discussions involved deliberations with regards to the assessments that were to be used
within the pathway and also the pathway of management. The majority of the decisions on
management strategies were based upon the guidance from NICE and other government
documents (6,11,33), alongside clinician experience and evidence-based medicine. With
regards to assessment tools, more specifically symptom severity scoring and quality of life
outcomes, this was a more difficult decision, as there were many different tools available.
These tools have differing psychometric properties with no single measure having all the ideal
properties. The decision to use the Wexner Incontinence symptom severity score (222) and
the FIQOL/SF-36 (223,224) quality of life outcome measures were made based on the
relevant psychometric properties of these measures. Consideration was given to previous
clinical experience and familiarity with these outcome measures also. It should not be
underestimated how much time was taken and also the importance attached to ensuring the

patient pathway and outcome measures were correct. Once the patient pathway was decided
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upon, the next major element was the development of the ICP document (which would be in a
handheld and electronic form). This document took a lot of the Consultants and BFNSs time,
as it needed to be a comprehensive document that included everything that may have been
needed within the management of a patient with FI via an ICP. The structure of the document

included the following key elements:

e Patient demographics

e Patient history

e Patient examination

e Assessment tools- symptom severity scoring, quality of life measures

e Management advice and patient instructions, including pelvic floor muscle exercises,
correct defecatory dynamics, biofeedback etc.

e Variance

e Space for written clinical notes

The inclusion of these elements was based on the need to ensure, as much information about
the patients was available to the team for two purposes: patient care and audit. The document
needed to contain a recording of patient symptoms and assessments at the first appointment
and subsequent appointments to allow comparisons to be made and track patient progress
through the pathway. Having this information also means that the process of auditing the ICP
and patient outcomes is much easier as this information is readily available. The addition of
the variance element is vital, as without this the team could not claim to have implemented an

ICP, as this is an essential component of an ICP. The team did not use any other ICP as a
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guide, mainly due to the fact there had not been an ICP for faecal incontinence previously,

especially one crossing care boundaries such as this one was attempting to do.

The development of this document was essential as without this there would be no ICP. The
team produced many versions, making improvements to each one until they were happy with
the end product. This process took place over a period of four months. Once the handheld
document was produced, it needed to be placed on to a computer system called System One.
During the initial period of the implementation the team had identified that the majority of
GPs in Sandwell were using System One as their IT (Information Technology) system within
their practices. Not only this, but the SCCT were also already using System One, therefore the
decision was taken to put the ICP onto System One. This was achieved by meeting with the
Trust IT department who placed the elements of the document described above onto System
One in a format that was easy for the clinical team to navigate. Once this was done, the IT
department granted special access so that the secondary care team were able to access System
One and training was given to enable them to use System One and the ICP document
effectively. This part of the process was performed in a timely manner, allowing the team not
to experience any further delays to the implementation. These two elements-the handheld
document and the IT document were key to the implementation- without them there would be
no ICP to implement. In the background of these two elements was the process of gaining
governance approval for both the ICP itself and the documentation. Approval from the
hospital and community trust governance boards was needed as without this approval the
pathway could not be implemented. Once again, this meant work for the leads within the
service in the form of ensuring that all documentation for either the acute Trust or community

governance board was completed to a level that would gain approval. Governance approval
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was granted in a straightforward manner once the applications had gone in, but again this was
a time consuming process for both the secondary care and community team. Due to the fact
that the team had been prepared and were planning to seek approval as soon as the ICP
document was finalised, this did not lead to a significant delay in implementation. The
researcher cannot comment on the managerial aspect at this point in the process, as they were

not aware that any input was being made.

Once the pathway, document and governance were in place, the decision was made to
implement the ICP. To do this, the BFNS needed somewhere to run clinics from in the
community. The SCCT had already identified one large local health centre (health centre
one), which could be used and pre-emptively had booked two sessions a month in this centre
for the BFNS. However, the anticipated increase in referrals meant that the team were looking
for other premises as well. The BFNS managed to arrange a clinic space at another large
health centre (health centre two), based in a geographical area that was distinct from health
centre one. This meant that the BFNS now had the capacity to run one clinic per week from
two different sites. This was an important breakthrough for the team. The first clinic was
commenced in October 2012. These sites were used by the team as they were thought to be
ideal locations with them both being large health centres that had available space to run
clinics from. They were both in differing geographical areas within the Sandwell region,
allowing a good initial coverage of the region to begin the implementation. Both health
centres were approached by team members and were keen for the team to run the ICP from
their clinic rooms. No financial issues were raised and the ICP was implemented in both

health centres promptly.
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Enrolment

(Are target user groups likely to think the intervention is a good idea?)

All clinical staff involved within either the pelvic floor service (Consultants/BFNS) or the
Sandwell community continence team played active roles in the implementation of the ICP.
From the first and second round interviews there is a clear emphasis on the need for clinical
staff to be heavily involved with the implementation process, but once the ICP was
implemented, did this involvement continue? Yes, staff members who were involved in the
implementation process continued to be involved when the ICP was setup. The key players
became the BFNS who, as per the pathway, triaged patients and as will be discussed later,
started to have first contact with the majority of referrals, with a smaller proportion being seen
by the SCCT. From a consultant point of view, they were still heavily involved but via a
different route- the MDT. At this meeting complex patients would be discussed with the
Consultants for advice on further management or for consideration of review. Although the
roles and dynamics had changed slightly within the confines of the ICP, all of the same key
members remained involved. From a staffing point of view, the team were in a fairly steady
state by the time of the ICP being implemented. The only potential issue was the impending
maternity leave of the lead BFNS. A third BFNS (recruited to cover maternity leave initially)
was appointed and trained prior to the lead BFNS going on maternity leave so that a
complement of two BFNS would be in post at all times. This allowed a fairly seamless
transition for the service as a whole, ensuring that the momentum of the ICP was maintained

with a fresh perspective of the new lead BFNS adding value too.
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Patients

From the focus group discussion there was a recurring theme that the ICP was a good idea.
This was predicated on the fact that the key component of moving the location of clinic
setting to the community was going to be of great benefit for patients. It would bring the care
closer to patients’ homes and also remove the need for parking at hospitals and the time and
monetary costs associated with this. The idea of promoting those services or pathways such as
this also found favour with the focus group participants as they had all experienced delays and
difficulties in accessing services for their incontinence. Anything that could improve this
process was looked upon favourably by the focus group. The focus group also commented on
the positive outcomes that the patients who had been in the service previously had achieved
and were hopeful that the change in pathway would either improve or maintain these positive

outcomes.

Legitimation

(Will the participants see the point of the intervention easily?)

Staff

From the outset of the project, the staff involved with the service were already engaged, as
they had already started working on the ICP. This was clear to see from an observational
perspective and was reaffirmed by the first round of interviews. From these interviews it was
obvious that all of the staff involved in the service truly believed in the fact that the
introduction of this ICP would benefit patients. Every single staff member talked about
improving the patient journey and streamlining the pathway with great intent and pride. This
was further demonstrated by the fact that the current service was described as “a little hit and

miss’. This was actually quite an interesting point as during these interviews there were
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seemingly mixed views on how well the current service at the time, prior to the ICP, was

working.

“I don’t think it works very effectively at the moment because you know they’ll get referred in
and they’ll go and see the consultant which — you know sometimes it’s needed and then most
of the time the patient really just needs to see me or even a community physio.” (S8, lead

BENS, first round)

“The service works reasonably well as a... ... ... reasonably large service compared to other
hospitals, in that iz’s able to take the secondary referrals from other centres and tertiary
referrals from other centres and also the referrals from local GPs who recognise there’s a

problem.” (S1, Consultant, first round)

Despite these mixed views on the original service all staff viewed the ICP as being essential

to the development of the service.

The only exception to this was a statement regarding the fact that it took a long time for the
lead BFNS to ‘get on board’ with the ICP. This statement was made in both the first and
second round of interviews with the potential reasoning being due to the ICP being seen as a
threat to this person’s job. This comment was the only indication that not everyone had bought
into the project from the beginning. However by the time the study had commenced

everybody was committed and could see the benefits of the ICP.
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GPs

From a GP perspective there was a definite sense of the ICP being a valuable tool for
managing a difficult condition. All of the GPs saw the potential benefits of the ICP quite
easily but again this has to be tempered by the fact that they openly admitted to seeing very
few FI patients and therefore the overall use of the service, from their point of view, was
questionable. It would allow them to be able to manage patients within an effective service.
This would benefit patients and therefore GPs would be happy to have the service within their
toolkit for the management of these patients. The GPs were certainly in favour of moving
services such as this back into the community and they felt that this is what most patients
would want as well as what most of their peers would want. They felt that the proposed

changes were positive and would make for a more structured, smoother patient journey.

“I think a service based out in the community is definitely what patients would want and

certainly what most GPs would like.” (S5, GP, first round)

“I think it’s very good to have a clear direction for GPs and I think that the very existence of
these pathways, as long as they re properly advertised to us, does help. So I think from my
own perspective, knowing that certainly there’s a referral form there which plugs into the
pathway is very useful because at that point, if [ was deciding to refer someone, I'd print off
the form from the network drive which is where we 've got it and anything that I hadn’t asked
them that’s useful to include in the referral, I can do there and then, which is what we do with
other pathways as well. So although that can be a bind sometimes in certain cases,

particularly rare things like this, they can be quite useful.” (S3, GP, second round)
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Activation

(Will the participants be prepared to invest work, time and energy into the

intervention?)

Staff

Investing time, energy and work into the implementation of the ICP was very clear to see
throughout the process. All of the lead members of staff (consultant, BFNS and SCCT) were
at the forefront of the continual development of the pathway, document and governance
processes. By their own admission, the lead for the SCCT did not have as greater role as the
other members, this was due to a problem with staffing capacity meaning that her time was
taken maintaining the service she already had rather than being able to devote time to the

further development of the ICP.

“I think it’s just, for us, because when the implementation and everything was coming in, we
were so short staffed, | couldn't actually get as involved as | would have as normally as the
manager of the continence service, because | was doing the clinical, | was covering the
clinics and all the rest of it. So, it’s probably just came at the wrong time for us, because
normally I would have like said ‘well I'’ll do that with the GPs’, but it’s just the way it all fell

with sickness and everything.” (S12, lead SCCT, second round)

Despite this, the lead of the SCCT was continually informed of developments and consulted
on key decisions. Following the process through to the point at which the ICP was
implemented, it was evident all members of the team were prepared to work hard and invest

their spare time (outside of clinical commitments). This is certainly the case with the clinical
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team, but from a management point of view the same could not be said. From an
observational perspective there was very little attendance at ICP meetings that resulted in a
lack of input and seemingly a lack of investment of time and energy. Within the interviews it
was commented upon that there had been a ‘lack of a middle management champion from
within the organisation since the previous DDM left’. With regards to attendance of the other
team members at the ICP meetings, all meetings were well attended by the clinical staff with
relevant ideas and solutions to problems or barriers being put forward by all team members.
Again this reflects that the team members were not just present, but they were engaged in the
process and they felt a sense of communal responsibility to drive the implementation forward
in a timely manner. The fact that the team were doing this in their personal time outside of
clinical commitments has to be mentioned at this stage. There was no time set aside in job
plans or in regular day-to-day commitments to develop and implement the ICP. This required
a vast amount of work, time and dedication from everyone involved to set up and developing

a pathway such as this one.

GP

With regards to investment of time and work, the ICP did not affect the GPs at all. If anything
it would make their jobs slightly easier when faced with patients with a complex condition
such as FI. The fact that a service would be available meant that GPs had another option when
attempting to manage these patients. The only element in which GPs would have to invest
more time and energy would be in the identification of patients with FI. This is an element
that all of them openly admitted to being poor at present, and all four of the GPs commented

that in theory it would be good to change this behaviour, but in realistic terms given the
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number of conditions with a higher throughput of patients that they see, it is not high on their

agenda.

“Because I don’t see a lot of it, I can honestly say it is not something I focus on.... I'm too

busy with other conditions” (S11, GP, second round)

Overall their workload would not change but if they did encounter a patient with FI they

would have a mechanism in place to manage this patient as effectively as possible.

Collective Action
(The investment of effort by participants, which can either promote or inhibit the enacting of

an intervention)

Interactional Workability

(How will the intervention affect the work of the participants?)

Staff

When considering the effect the intervention would have on the work of the staff within the
service, it was noted in the first round of interviews that there would be a shift as to who
would be doing the greater proportion of work and where this work would take place. The
idea of a shift of work was based on the fact that there would be a change in the triage process
placing the emphasis on the BFNS rather than the consultants. The thoughts of the majority of
staff were that this would mean more work for the BFNS and a different type of work for the

consultants. From my observations and also the second round of interviews this was indeed

165



the case, with the BFNS workload increasing and the consultant’s workload being more

appropriate.

“It is doing yeah because there’s a lot more work now. Whereas before we had more time to

do our paperwork, letters and everything else, we haven'’t got that time now.” (S8, lead

BFNS, second round)

During the second round of interviews the consultants noted that they were seeing more
appropriate patients in clinic, which was of benefit to them, but also that more work had
started to come through the MDT meeting. This work was related to the ICP, insofar as
patients were being discussed at the MDT following an initial assessment and management by
the BFNS or SCCT. Interestingly, one of the consultants commented that the increased time
needed in MDT to coordinate the care of these patients was not considered in their job

planning and therefore was not strictly recognised as work.

“Yeah, in terms of shifts of work, I think it’s taken the pressure off my clinics in the sense that,
you know, obviously patients are now being triaged other places to start off with, as we 've
previously discussed, rather than all being seen in my clinic to start off with. The effect of

that is that we're obviously putting more patients through the MDT. So that work is
happening, it’s just happening in a different way — it’s a different way of working... ... What'’s
interesting is, from an organisational point of view, they 're happy to count regarding the

clinics, but don’t recognise the extra work.” (S9, Consultant, second round)
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This has not had any effect on the service or the commitment of the consultants to this process

but is far from ideal.

The location of care was a key component in the new ICP and this meant that the BFNS
would be working within a community setting at different health centres. This was certainly
the case by the time of the second round of interviews where the BFNS were running a clinic,
alternate weeks at two different health centres. The BFNS were happy with this arrangement
and talked positively about working in this different setting, aside from a minor hiccup when
attempting to run a clinic from one health centre (health centre three). This unfortunately
failed due to a lack of IT infrastructure within the rooms of the health centre in which they
were working, resulting in work being repeated. The number of clinics being run was more
than was originally planned for the ICP. The original plan was to run clinics twice a month
but due to an increasing demand for the service from the time of implementation the need for
further clinics was evident. With regards to capacity the BFNS were coping throughout the
study. There was never a point in which the service was unable to cope with the number of
referrals but it does mean that the two BFNS in post at present were running a number of
clinics per week, not only in relation to the ICP but the service in general. The BFNS and
consultants felt that although the service was coping at present, if the plans for further
expansion were to occur then the need for a third BFNS would be essential. In fact, plans
were already in place to ensure that when the BFNS who was currently on maternity leave

returned that all three would be able to remain within the service.

“Yes it’ll have to. If patient numbers as they are carry on going up, they carry on, the

numbers improve that are being referred which we hope they do, we re going to need
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definitely one more at least to cope with the range of patients that we will be seeing without a
doubt because we can only see four patients per clinic at the moment so that’s eight patients a
week. Thirty-two a month. If the numbers go up we ’re going to need to do more clinics to
increase that so you 're going to need more nurses to do that and it’s not just seeing the
patients in the clinics it’s doing all the other stuff after if they need referrals doing, letters

doing.” (88, lead BFNS, second round)

There appeared to be sufficient capacity but with the potential increase in demand this could
become a problem. This problem was further highlighted by a period of sickness for the main
SCP who performed the physiology investigations. This period of sickness meant that the
second SCP was required to perform the investigations, but due to a period of inactivity in
performing these investigations it was a slow process ensuring patients were investigated in a

timely manner.

“We 've had a little bit of illness in there, which proved why we needed two SCPs fully trained
on doing the physiology. They were a bit slow to activate if somebody goes off sick then

somebody else steps into the breach.” (S1, Consultant, second round)

This was certainly something that was identified in the second round of interviews that the

team wanted to rectify in the future.

GPs

From the perspective of the GPs, the ICP would have a significant effect on their patients who

suffer from FI. Although admittedly they reported a very low identification rate of patients
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with FI, all of the GPs felt that these patients are often difficult to manage. Armed with the
knowledge of a specific service for patients with FI, the GPs spoke positively about the ICP
and felt that it would potentially make their work easier. It would allow them a mode of
referral and subsequent treatment for this challenging group of patients that would ensure
patient satisfaction as well as potentially reduce costs of containment products. Unfortunately,
by the time of the second round of interviews, none of the interviewed GPs had used the ICP
but two of them reported positive feedback from their fellow GPs. The fact that the referral
pathway and documentation was available electronically was seen as a positive element that
would assist the GPs with their work and also from a commissioning point of view with

relation to GP access.

Relational Integration

(Will the intervention promote or impede the participant’s work, and will it have any effect on

consultations?)

Staff

The whole concept of the ICP was to improve patient care. However, there were expectations
it was also going to change the way the staff within the service work. When discussing the
ICP initially in the first round of interviews, the staff were very positive that it would be
beneficial to the patient and therefore that was their main concern. Issues were raised
regarding capacity if numerous referrals were to be made but this was an element that was
going to be controlled if necessary. No mention was made as to how much work would be
needed to implement and sustain the ICP. This was either due to the fact that they didn’t
realise, or they were not concerned as to how much work it would take; from the interviews it

was unclear. From an observational point of view, however, it was clear to see that the staff
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within the service were wholly committed and did not mind how much work was needed;
they just wanted the ICP to be a success. The implementation of the ICP did affect the work
involved within the service as a whole, especially from a BFNS perspective. The increased
workload for the BFNS meant that some areas of the service, not clinical care, were affected
and time was spent trying to implement and promote the ICP. There was no real change for
the consultants and physiologist/SCP with regards to the promotion or impedance of their
general work. As mentioned previously, the consultant’s work had changed slightly, with

more time spent at MDT but the general amount was thought to be the same.

Consideration needs to be given to a number of elements when assessing what impact the ICP
had on patient consultations. Firstly, the reiteration that none of the assessment or
management tools used have changed. Therefore, the patient receives the same assessment
and management strategies in the new pathway as the old pathway. The elements that have
changed are, who the patient sees first (the majority of the time), based on the BFNS triage
process and where the patient is seen (community setting). The staff within the service were
convinced that this would be of benefit to the patient, in both the first and second round of
interviews. In the second round of interviews, there had been very little feedback from the
patients to the staff about the ICP. There had been limited feedback but mainly based around
how their management had been successful, but not directly about the ICP process. The staff
did note that patients seemed to be happier that their appointments were closer to home
without the problems associated with timing and cost of parking in the hospital. This was also

described in the patient interviews as a positive point for the ICP.
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“Some of them have said it’s better and mainly from a parking point of view because they
don’t have to pay. It’s always about money. But you know they don’t have to pay for parking,

it’s easier to park.” (S8, lead BFNS, second round)

From the BFNS perspective, they felt that since the introduction of the ICP and the relevant
documentation, consultations had been simple and easy to complete as per the ICP document.
Initially, there was an issue related to the document whereby the BENS felt that it “didn’t
flow right” but this was soon resolved and was never a major problem, more of a teething
problem. No problems were reported with relation to the patients forgetting to bring the
document or the patients not understanding the document. Again, the only issue related to the
electronic document was based around not having the IT infrastructure in place at one of the
intended health centres (health centre three). As this was not going to be rectified anytime
soon, the decision was made by the team to use health centres one and two only. The issue
surrounding IT infrastructure was also a problem encountered by the SCCT at the same health

centre.

“Yeah we had the problem with health centre three, as in there was no computer there so we
had to change that quite quickly and find a different venue with computer access or more

importantly internet access but other than that it’s been fine.” (S8, lead BFNS, second round)

Consultant two did remark that it was now “a pleasure to do a pelvic floor clinic”, when
comparing their experience to pelvic floor clinics previously. This was based on the fact that
the pelvic floor clinics now had more appropriate patients attending who were needing

consultant review for specific purposes such as requiring an operation or having complex
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issues. Overall, the ICP had very little effect on the content and structure of the consultations

for staff or patients.

GP

In both the first and second round interviews, the view of everyone interviewed was that the
ICP would be of benefit to the GPs. As to what extent the benefit was to the GPs was
debatable due to all of the GPs reporting that they reviewed very small numbers of patients
with FI. No comments or observations were made which showed the ICP would impede a
GP’s work. This comment must be placed into context, with the fact that only a small sample
of GPs were interviewed (four GPs) and by their own admission, these GPs had very limited

experience with patients suffering from FI.

Very few comments were made by the GPs regarding any changes in their consultation. The
key point made though was the fact that due to the issue of FI being highlighted to them, they
would consider asking more patients directly about this or trying to establish a means of doing
this within their practice. Some examples of this included placing the question regarding
incontinence in the checklist for the practice nurse well person clinic or making Fl a key
performance indicator in the GP quality and outcomes framework (QOF) (227) . Comments
were made by three GPs alluding to the fact that it will only be taken seriously if income is

attached to it.

“If you were to put an incentive into recognising faecal incontinence it would stimulate the

GP interest. Silly but true.” (S11, GP, second round)
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Skill Set Workability

(How compatible is the intervention with existing work practices? Will staff require extensive

training before they can use the intervention?)

There are two main differences between the ICP and the old pathway for patients suffering
from FI: location of care and triage process (including first contact). The location of care
changes from a largely hospital-based setting to a largely community-based setting
(consultant clinics aside). With regards to the triage process, this has changed from a
consultant triage to a BFNS triage. The reasoning for this, based on the first round of
interviews, was that the most appropriate person for patients to have first contact with is either
the BFNS or SCCT, in comparison to the first contact being with the consultant prior to the
implementation of the ICP. Before the ICP was in place, patients with FI would be reviewed
by the consultant with the majority of these patients going on to be reviewed and managed by
either the BFNS or the SCCT. Therefore the triage process change would look to cut out the
unnecessary step of visiting a consultant (unless required due to severity or unusual
symptoms). These are fundamental changes that required a change in working practices from
the existing pathway. Although they did require a change, every member of the team whom
these changes involved or affected were fully engaged in these changes and the purpose of
them. From an assessment and management point of view, there were no changes for the
BFNS or the consultants. The SCCT did have some changes from an assessment and
management perspective, as at the time of the first round of interviews they did not use the
same bowel symptom severity scoring and quality of life outcome measure tools as the
hospital team. Therefore the decision was made by the team as a whole to use the hospital

scoring systems so that all aspects were uniform. This was advantageous for the team from an
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audit and research perspective. It allowed the regular auditing of patient outcomes to be
performed easily as all patient outcomes were standardised, allowing easy pre and post-
treatment comparison. The only issue identified with this change was the need for the SCCT
to be trained in the use of the new assessment tools so that they could be completed

accurately.

The only potential issue that was identified from a work practice point of view was the issue
surrounding capacity. In the first round of interviews almost all of the staff members
commented on their concerns surrounding the lack of capacity. These concerns were based on
the notion that the ICP once implemented would attract a large increase in referrals and

therefore workload for the staff members.

“However, we will have problems if we, I suspect we may open the floodgates if we
advertised our service and proactively pulled patients into the service and the key is how to
do that in a controlled way because the majority of patients don't actually need to see the

surgeons, a lot of it can be nurse managed or nurse triaged.” (S1, Consultant, first round)

From the second round of interviews it was clear that although an increase in referrals had
occurred, due to a number of issues, the number of referrals had not been as problematic as
anticipated. This meant that the concerns regarding capacity were unfounded at the time of
writing. The BFNS were running more ICP clinics than anticipated originally which was
stretching their workload slightly, but with the anticipated addition of a third permanent

BFNS this would be of little concern.
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“I think we’ve got adequate capacity for just now. I think if we 've got another hundred per
cent next month, we might be in a bit of trouble. ... And in that sort of way, so we re seeing a
steady rise of patients. And if we see the same rise in HOB, when we go into that side of
things, then I'll be asking my other CNS to come back from maternity leave a bit sooner. But

1 think we 've got adequate capacity.” (S1, Consultant, second round)

For the majority of staff, very little training was required for the purposes of the ICP. For the
hospital team, training was provided on the IT system, System One, as they had no prior
knowledge of the system and it was an integral part of the ICP, especially for the BFNS. This
training was provided by the trust IT department and was arranged promptly. This training
was essential as otherwise the electronic element of the ICP would have been redundant and
one of the key components would have been rendered useless. The SCCT already used
System One and therefore did not require formal training. The SCCT did require training
from the hospital team with regards to the bowel assessment tools used. A decision was made
to standardise the assessment tools used for patients in the ICP. This was so that when the
patient outcomes were assessed there would be no difficulties comparing one patient’s
outcomes to another, therefore aiding the research/audit element of the ICP. This training was
scheduled to take place prior to the implementation of the ICP but at the second round of

interviews the SCCT had still not had this training, albeit they had seen very few patients.

“There was talk about some training on the stimulation (see below) and things like that,
which we haven't received, and the training on the scoring as well, we haven't received that,
because we were unsure, you know, is it the Wexner scoring and that?” (S8, lead SCCT,

second round)
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The other training issue identified during the interviews was that of the SCCT providing
neurostimulation. This idea was mooted in both rounds of interviews with the impression that
both the SCCT and consultant were keen for this to go ahead. No training had been
commenced or planned by the second round of interviews for this purpose. All staff members
within the service did not require formal training on the handheld document but did need
some time to review the document and familiarise themselves with it. The new BFNS who
had been recruited as maternity leave cover, required training on general aspects of the job,
but not specifically related to the ICP implementation, although this person was present at the
majority of the ICP meetings, when in post, and contributed in whatever way possible. The
main focus for this person was to ensure that they had the required skills needed to make sure
the service continued to run smoothly as a whole. All training needs were met and there did

not seem to be any issues when the lead BFNS went on maternity leave.

Contextual Integration

(What impact will the intervention have on the division of labour, resources, power and
responsibility between the different professional groups? Will the intervention fit with the

overall goals and activity of the organisation?)

When considering any shifts in power or responsibility brought about by the implementation
of the ICP, consideration has to be given to the key players: consultants, BFNS and the
SCCT. At the first round of interviews, the power and responsibility lay with the consultants,
who made all of the triage decisions, had first contact with the patients and delegated the
work out appropriately, mainly to the BFNS. At this point patients were referred to the BFNS,

who would assess the patients and start their initial management, referring back to consultants
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when or if deemed necessary. This role had a fair amount of responsibility placed upon it. The
SCCT were essentially outside of this pathway altogether and may have been referred patients

deemed inappropriate for the secondary care team.

The implementation of the ICP changed these dynamics greatly. Firstly, the SCCT became
integrated into the team in a way that saw them become a part of the triage process not merely
an afterthought. Secondly, there was a large power and responsibility shift towards the BFNS.
The introduction of the triage process and the idea that the BFNS should have first contact
with patients brought about this shift. The BFENS were now controlling the flow of patients
following the introduction of the ICP. The overall responsibility of the patients remained with
the consultants but all initial decisions regarding assessment and management would be in the
hands of the BFNS. Interestingly, the shift of power and responsibility was welcomed by both
the BFNS and the consultants, again on the premise that it would benefit the patients by

improving the pathway of care.

“Well we 're definitely more autonomous with it now because we get the referral first. We see
it. Obviously that has a lot of implications for us as in you know, if we get it wrong then we're
going to be wholly accountable if you know, God forbid a patient’s had cancer and we missed

it. So, from an autonomy point of view that’s a lot more responsibility on us.” (S8, lead

BFNS, second round)

“Don’t get particularly hung up on that one.” (SI1, Consultant, second round)
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The SCCT had been integrated into the pathway, but with regards to power and responsibility

in the triage process they did not gain or lose anything.

With the increased power and responsibility though does come a price, time and labour. In the
second round of interviews the BFNS did comment that the ICP had taken up a lot of their
time throughout the implementation phase and also once it had been implemented. The
increased work impacted mainly on less time being available to complete administrative
work. The implementation phase also took a lot of time and effort from the consultants’
perspective. They were trying to get this up and running in their own time, no time had been
set aside in their job plan and so they certainly placed a lot of effort into the implementation
phase with this effort continuing once the ICP had been implemented but in a slightly
different format- through the MDT. As the majority of patients were being reviewed by the
BFNS, the role of the consultant in the process changed slightly. They were still reviewing
patients in clinic, albeit more appropriate patients, but the real shift in their work came with
the fact that more patients were being reviewed in the local MDT meeting. This essentially
meant they were still giving advice on patients but just in a slightly different format, one that
both professional groups agreed was of benefit to them, despite it not being allocated to their

job plan.

From the first round of interviews it was evident that the ICP fits well with the goals of the
organisation. The trust was running a programme based around moving aspects of care from
the hospital setting into the community setting. The ICP is not a formal part of this
programme as it tended to address conditions that affect greater numbers of patients e.g.

diabetes. However, the leads of the service were looking for health centres in the immediate
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geographical area so that the service was in keeping with the trust programme. An interesting
point was raised about the fact that there is a “contracting health economy” which means that
beds within the hospital were reducing and that there was an increased awareness of
performance for clinicians and the services they run. To set up the pelvic floor dysfunction
service and allow the implementation of the ICP required a ‘leap of faith’ by the trust, which
was easier because the planning was done before the financial climate worsened. However, it

was perceived to be much harder in times of austerity, which had arrived subsequently.

“And I suspect they’ll find it increasingly difficult to set these services up from scratch in the
current environment. It took a leap of faith by our Trust to do it in good economic times and
therefore I would see people thinking along the lines of contracting those services and not
developing new services. We ve probably got our unit to the stage where we can commission

a new service with confidence that it’ll work.” (S1, Consultant, first round)

During the first round of interviews it was felt that the hospital would be able to commission a
service to any willing provider which should mean that there would be no issue with the GPs
from the West Birmingham part of the trust referring to the SCCT. This was a comment that
was later proven to be incorrect, as from the observational data it was clear that there were
definite issues with GPs being able to access the ICP from West Birmingham. No patients

were accepted on to the ICP unless they had a Sandwell GP.
The second round of interviews contained very similar messages. There was a clear belief that

there was a big push politically for the trust to be moving services into the community

because it was thought to be cheaper. From the DDM point of view, there was a distinct need
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for the service to be pushed out over the whole area that the trust serves, as this would be a
key factor in trying to obtain commissioner engagement. Other team members also shared this
view. Again the fact that a new service was being developed was seen as “positive and

refreshing” in the financial situation that the NHS found itself.

“The preference will be for the community setting, because it’s cheaper.” (S6, DDM, second

round)

One particularly notable element found was the lack of input from the management within the
organisation. This was evident from the observational data whereby attendance at ICP
meetings and also for pelvic floor dysfunction service meetings in general was very poor.
This may well have affected the speed with which the ICP was implemented. The barriers for
the implementation will be detailed at a later point but this is potentially one of the key
barriers. There are two reasons for this lack of management input. Firstly, during the
implementation phase there was a change in DDM and with any change in personnel there
can be a change in priorities. This was alluded to in the second round of interviews whereby
the DDM was very honest about the need to increase their involvement. It had been difficult
for them to do this previously due to being under pressure from other organisational matters

such as bed crises, which was also mentioned by other members of the team.

“Everyone in the trust got down in winter because of bed crisis management. It’s interesting
how one part of the service can affect so many other different parts of the service. We're
taking important people away from what they should be doing.” (S1, Consultant, second

round)

180



Overall, the ICP certainly fitted with the goals and activity of the organisation, but the
question was whether the lack of management input delayed the implementation process. The
question must therefore be raised from a management point of view, was the ICP of
importance to them? This was where mixed messages seemed to occur. From the second
round of interviews, the DDM was very complimentary of the service and was very clear on
how this service should be marketed to ensure that it became a financially sustainable service
that would become a complete necessity for the trust, commissioners and patients. The actions

or lack of, from the management within the organisation did not reinforce these words.

Reflexive Monitoring
(The process of appraising the intervention, whereby participants collect information that can

help to define its collective or individual worth and guide future modifications)

Systematization

(How will participants/users perceive the intervention once it has been in use for a while?)

Staff

From the first round of interviews it was clear to see that every staff member had complete
belief in the purpose of the ICP. This was not people ‘towing the party line’ as it were, but
people truly believing that the ICP would improve care for patients suffering with FI.
Throughout the observation phase regardless of any barriers faced by the team, this belief was
still present by the time the second round of interviews were completed when the ICP had
been in place for approximately four to six months. This period of time was enough to allow

the staff within the service to form some early opinions of the ICP. Each and every staff
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member was very positive about the ICP and how the process of implementation had gone.
When asked to comment on the ICP in its current state all staff members were satisfied with

the current pathway, documentation and patient outcomes.

“I'm pleased with it from a governance point of view because it’s designed that nurses have a
governance framework within which to work...... That is reassuring and quality at the same
time. I'm pleased with it in the sense that it seems to be achieving what the objectives were

initially.” (S9, Consultant, second round)

The focus did shift quickly in most interviews to the aspirations for the future including
further development of the ICP, mainly based around expansion into different geographical
areas. This will be discussed in more detail later. Another key point from the second round of
interviews was again a slight shift in emphasis from solely better patient care to promotion of
the service so that there would be improved patient accessibility. The basis of this was still
attempting to improve patient care but as will be described shortly this is impossible if

patients are not being referred or attending the service.

GP

From a GP perspective, the GPs interviewed had not used the ICP by the time the researcher
performed the second round of interviews. This meant that they were unable to give any
opinions on the intervention following its implementation. They did reiterate their previous
thoughts that it would benefit patients through the fact that it offers a streamlined pathway for

them to access a high-quality service.
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Communal Appraisal

(Is the intervention perceived to be as advantageous for patients or staff? Will it be clear what

the effects the intervention has had?)

Staff

All of the staff members interviewed felt that the ICP was advantageous for patients. From the
first round of interviews, the aim was always to provide a streamlined pathway for patients
allowing them to receive treatment for the condition promptly. During the second round of
interviews the staff within the service felt that this had been achieved and that patients were
starting to reap the benefits of this new pathway. From their own point of view there were
very few comments within the interviews about whether the ICP was advantageous for the
staff. This may well have been due to the fact that the main objective for implementing the
ICP was based on the patient and improving patient care. The one potential advantage that
was identified was from a consultant point of view, whereby they would potentially be seeing
more appropriate patients. This would free up time for the consultants, to be used for other
service commitments. From a BFNS perspective, their workload had increased which was
seen as an advantageous point as it meant an increasing likelihood of keeping all three
BFNSs, once the lead BFNS had returned from maternity leave. There were no complaints
about the increased workload from the BFNS. With regards to the SCCT, the perceived
advantage for the team was that they were now more closely integrated with the hospital
team. The potential benefits included increasing FI referrals and new skill acquisition e.g.
neurostimulation. Overall, the staff within the service felt that the ICP was advantageous for

patients and there were advantages for themselves also.
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GP

All four of the GPs who were interviewed felt that the proposed pathway would be beneficial
to patients and to themselves. Unfortunately none of the GPs had used the ICP by the time of
their second interview. This prevented them from being able to give a personal experience of
the ICP but again they mentioned that the streamlined pathway would be advantageous to
patients. The advantage that the ICP brings to the GPs is based around the fact that previously
they had no service in which they could refer these patients to. By their own admission, all of
the GPs were not entirely confident in managing patients with FI and therefore were relieved
to know that there was a service into which these patients could be referred if deemed

appropriate.

With regards to communal appraisal and the effects that the intervention has had,
consideration must be given to the quantitative data that was collected during the study. This
data describes whether some of the perceived effects or advantages for patients and staff

detailed above were actually borne out in reality.

Individual appraisal

(Can patients or staff contribute feedback about the intervention when it is in use?)

Staff

The staff within the service can give feedback with regards to the ICP at the regularly
scheduled ICP meetings. These meetings happen once a month on average and are dedicated
to the ICP. Elements that have been discussed during my observation included issues relating
to specific parts of the ICP (document and issue related to lack of IT infrastructure at one

community setting), attempts at moving the implementation of the ICP forward (greater
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amount of promotion) and further/aspirational developments with the ICP (expansion to other
geographical locations). These meetings were open to all staff within the service and were
open and honest affairs whereby any issues could be spoken of and resolved within the
meeting or plans put in place to resolve these issues outside of the meeting. These meetings
were still ongoing even after data collection was completed; therefore this is the arena in
which staff would be able to contribute feedback about the ICP in the long term. Giving
feedback at these meetings could be deemed a collective process, but each individual would
be able to feedback on their particular aspect and experience of the ICP. Alongside these
meetings, team members would be able to approach the lead team members and each other on
a one-to-one basis as needed. This was evident throughout the implementation process and

there is no reason why this should not continue.

Patients

From a patient perspective the ability to feedback about the ICP would mainly be based
around direct feedback to the staff within the service. In addition, the service has a long-
standing history of trying to gain feedback from patients by sending out patient
questionnaires. Previously they have had a good response rate and this practice will continue

in the future, to aid further development and improvement of the service.

Reconfiguration

(Can the intervention be adapted/improved on the basis of experience?)

Following the implementation of the ICP there were three main issues identified that were fed

back to the team and rectified. This feedback was provided by the lead Consultant and BFNS.

Firstly, the lack of flow within both the handheld document and IT document was identified
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only once they were in clinical use, but this was quickly rectified by a re-ordering of the pages
within the document. This may seem like a fairly minor adaptation, but it was one that was
key to the BFNS to ensure that the consultations flowed smoothly. The second adaptation was
related to the issue regarding the lack of IT infrastructure at health centre three. This was
leading to repeated work for the BFNS and therefore a decision was made by the team to not
use this health centre. Both of these adaptations were relatively minor but showed that the
team were constantly evaluating what was working well and what wasn't and trying to

improve.

The third main problem identified by the team following the implementation of the ICP was
the lack of referrals. The team tried to increase the number of referrals by improving the
promotion of the ICP to both the GPs and to patients. This was the point at which the hospital
communications team were approached to try to help with the promotion of the service. The
ICP team had already been into the GP practices highlighting the service, the benefits of the
service and how the GPs could refer into the service but despite a spike in referrals this was
not sustained. Therefore alongside repeating visits to the GP practices, in co-ordination with
the communications team, posters were designed, meetings were held with the district nurses,
and adverts were published in the local newspaper with advertisements being present in the
hospital and on the plasma screen at the local council buildings. This was carried out in April
2013. These efforts brought about another spike in referrals in May 2013, but the number of
referrals did decrease again in June and July, suggesting that this increase may not be

sustained unless promotion is an on-going priority for the team.

186



“Well, initially we had lots of problems getting patients through the door as in referrals other
than from the pelvic floor consultants so we had to regroup and look at how we can get more
people knowing that the service is there so that they re actually referring in so we can get
more people, bums on seats so to speak. So what we did was we 've been out and visited lots of

GPs in Sandwell, dropped off packs.” (S8, lead BFNS, second round)

“Engaging the GPs earlier. I think we were slow in the mark, there. We should have thought
about that and planned that, rather than in the way — the clinics were set up and then people

thought about engaging the GPs.” (S1, Consultant, second round)

“Now we 've been allowed to promote in other ways because before we were just restricted to
walking round to different GP practices and telling them about it and the district nurses. But
we got the trust’s communication person and marketing person involved and they 've helped
to push things forward, so we 've got the poster, we 've got a leaflet, we re going to put an
advert in the paper, we 've got banners that were going to put up and all of that is now going
ahead. The website’s going to be up and running next week, so I think we seem to have gone

from nothing to suddenly everything all in a few weeks.” (S10, BFNS, second round)

From both rounds of interviews alongside the observational work it has been clear that the
ICP team were never going to rest on their laurels. The plan from the outset was to establish
the ICP in the Sandwell region and then expand out to neighbouring borders. Firstly, towards
Birmingham and then out towards the Dudley, Walsall and Wolverhampton areas. By the
second round of interviews the desire to expand the ICP was evident. This showed the

ambition and the willingness of the team to try to improve and expand the service as much as
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possible. Contact had already been made with the Birmingham community continence team
lead and discussions were at an advanced stage. Informal discussions have been held with
consultants from the Wolverhampton and Dudley areas, but these were not at such an

advanced stage.

“Next two years, I think we should have direct access of patients onto the incontinence ICP
and I think we’ll have it run across our patch and into neighbouring patches......And we will
have extended our service, essentially, into our three neighbouring trusts.” (S1, Consultant,

second round)

“I think we’ll move into Birmingham is the next big step and I've arranged for the lead
continence nurse from Birmingham to come to the next pelvic floor meeting. I've been liaising
quite closely with her and forming links and just putting the feelers out further afield really,
just to try and get them on board and we need to start looking at going out to Birmingham
GPs and starting the whole ball rolling again really and doing the same old, same old but in
a different area. Doing what worked best obviously though in Sandwell, in Birmingham, and

not the stuff that didn’t work not so well.” (S8, lead BFNS, second round)

“Yeah, I've talked to consultants from all three trusts. They re largely supportive but I think
we need to go out formally and meet with them and gain their confidence and trust that we 're
not trying to steal their work. Without the support, they’d do — and actually give them all the

resources.” (S1, Consultant, second round)

188



Throughout this chapter there have been a number of key findings identified with regards to

the barriers and facilitators of implementing an ICP for Fl, including:

e Change management

e Leadership

e Shared purpose and staff commitment
e Teamwork

e Capacity

In the discussion chapter (chapter 6), these barriers and facilitators will be highlighted with

reference to the earlier literature review. The next chapter, chapter 5, will discuss the

quantitative results based around referrals and patient reported outcome measures.
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CHAPTER 5: QUANTITATIVE RESULTS

This chapter identifies the effect that the introduction of the ICP had on the number, source
and appropriateness of referrals and patient outcomes, thereby attempting to answer one of the
research questions. Additionally, following on from the stakeholder interview data, the
quantitative results may be able to support the claims made in these interviews. The chapter is
structured around exploring the referral data initially and then subsequently analysing the

patient outcomes.

Referrals

The referral data is a comparison of before and after the implementation of the ICP. Total
numbers have been used to reflect the number of patients entering into the service with faecal
incontinence.

Figure 5: Trend of Pelvic Floor Consultant New Patient Referrals: August 2011-July
2013.
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When comparing the total number of new referrals to the pelvic floor consultants they have
increased year-on-year (figure 5). The number of GP referrals into the service also increased
during the same period. The data came from the health informatics department at the hospital
trust, which is based on the process of medical coding (228). Medical coding is a process
where a particular diagnosis or reason for a patient’s hospital attendance is identified and
attributed a code, often so that a hospital trust can claim payment for that patients care.
Medical coding can be a complex process within hospital trusts and can be inaccurate but is

often the only recorded data available.

Figure 6: Trend of Referrals to the BFENS for FI Patients-August 2010-July 2012
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Figure 7: Source of Referral to BFNS via Traditional Pathway: August 2011- July 2012
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Figure 8: Source of referral to ICP: September 2012- July 2013.
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Figure 6 shows the trend in referrals to the BFNS of patients with FI. There is a year-on-year

increase of 36% from the period of 2009-2010 to 2010-2011, with a 20% increase in the
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period of 2010-2011 to 2011-2012. The number of referrals into the ICP from September
2012 to July 2013 was 51. This is most likely to represent a drop in referrals of patients with

Fl in the preceding year. However there may be confounding factors associated with this.

If the source of referral prior to and following the implementation of the ICP is reviewed, it is
evident that there are some changes in the pattern of who is referring into the service (figures
7 and 8). GP referrals increased along with colorectal nurse specialist (CNS) referrals. This is
due to both groups having increased knowledge of the service and the ICP through promotion
strategy from the ICP team. As expected the number of pelvic floor consultant referrals have
decreased dramatically as they are now not the first contact with the patient. From a tertiary
referral point of view the numbers have remained static. This was not what the team had in
mind originally as they felt that this would increase. In-hospital consultant referrals have

decreased slightly.

Figure 9: Monthly Trends of Referrals Post-ICP Implementation
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When evaluating the number of referrals per month since the implementation of the ICP
(figure 9) it is evident that there have been peaks and troughs associated with the number of
referrals. The main reason for this is the lack of promotion of the ICP to the GPs and the
engagement of this health professional group. This was alluded to in the interviews, by the

consultants and BFNS as one of the main barriers as to why referrals had been relatively low.

Figure 10: Pathway Patients were triaged into.
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Figure 11: Source of GP referrals into the ICP
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The majority of patients were triaged into the BFNS element of the pathway, an expected

outcome (figure 10). A small proportion of patients were triaged to the SCCT and even

smaller proportion to the consultants.

Figure 11 shows the source of the GP referrals. This graph highlights that there is a spread of

GPs who are aware of the service within the Sandwell region and that nine out of twenty-three

practices had referred more than one patient.

Not all referrals were appropriate for the ICP. Figure 12 shows the proportion of these

inappropriate referrals and the reason why. At the time of writing, although expansion into

West Birmingham was planned, patients with Birmingham GPs could not be referred directly

into the ICP. The fact that Birmingham GPs were referring into the service does show

promise for the team's future plans.
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Figure 12: Appropriateness of Referrals
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Patient Reported Outcome Measures

It is difficult to compare elements of treatment due to the low number of patients in the ICP
group who had completed management. Figure 13 shows the management strategies used for
the patients referred into the service from August 2011 to July 2012. This shows that the
majority of management was conservative techniques such as pelvic floor muscle exercises
and biofeedback. The need for neuromodulation and rectal irrigation was low. The difficulty
at this point in trying to compare is that only seven patients had completed treatment and been
discharged from the ICP and the majority of patients were still in the initial stages of
treatment and had not been discharged. The seven patients who had been discharged only

required conservative management techniques.
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Figure 13: FI Management Strategies: August 2011-July 2012
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Patient Outcomes: Symptom severity scoring and quality of life outcome measures

Tables 15 to 17 show the outcomes for patients in the year prior to the implementation of the

ICP and those who have completed treatment within the ICP. As mentioned before only seven

patients had completed the ICP therefore we would not be able to compare directly the

outcomes. What can be described from this data is that patients who were managed by the

service prior to the ICP and following the introduction of the ICP had improved outcomes.

Table 15: Symptom Severity Scoring: Comparison of Patients with FI August 2011-

July 2012 and ICP Patients.

Outcome Pre-1CP: August 2011-July 2012 | Post-1CP Patients (7
Measure (143 patients) patients)
Bowel

Frequency/day, n
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Mean +/-SEM
Pre-
treatment
Post-

treatment

P value

3.8+/-05

1.8+/-0.2

<0.001

6.7 +/-2.7

1.6 +/-0.5

<0.071

Deferment time,

minutes

Mean +/- SEM
Pre-
treatment
Post-

treatment

P value

5.2 +/-1.0

12.1 +/-1.7

<0.002

13.2 +/-5.9

19.3+/-5.1

<0.18

Incontinent

Episodes per

week

Mean +/- SEM
Pre-
treatment
Post-

treatment

P value

3.6 +/-0.7

0.4 +/-0.2

<0.001

0.6 +/-0.2

0.0 +/-0.0

<0.03

Leakages per

week

Mean +/- SEM
Pre-
treatment
Post-

4.4 +/-0.4

0.5+/-0.1

1.0 +/-0.0

0.3+/-0.2
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treatment

P value <0.001 <0.008

Wexner

Incontinence

Score

Mean +/- SEM
Pre- 8.00 +/-0.5 19.0 +/-9.3
treatment
Post- 5.2+/-0.4 8.0+/-3.4

treatment

P value <0.001 <0.024

FIQOL

Mean +/- SEM
Pre- 63.0 +/-12.2 79.0 +/-50.6
treatment
Post- 107.0 +/-10.6 109.0 +/-85.6

treatment

P value <0.001 <0.021

Table 15 shows a comparison of pre and post-treatment (conservative management only)
results for patients managed before and after the implementation of the ICP. Patient
symptoms (bowel frequency, deferment time, incontinent episodes and leakages) improved in
both groups, with statistically significant improvements in all patient symptoms in the pre-
ICP group. Statistically significant improvements were seen in two of the symptoms in the

post-1CP group (incontinent episodes and leakages), with the other two symptoms showing
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improvements. If we compare the mean pre-treatment figures of each symptom we can see
that although from a bowel frequency point of view the post-ICP group seem more severe, the
other three symptoms do not follow this pattern as the pre-1CP group’s symptoms were
seemingly more severe. When considering the symptom severity scoring and quality of life
outcomes (Wexner (222), FIQOL (223) ) both groups had significant improvements. The
Wexner score (222) was higher in the post-ICP group, meaning that the patients’ symptoms
were deemed to be more severe in this symptom severity score (a higher score means more
severe symptoms). However, the FIQOL (223) score was lower in the pre-ICP group
implying that the patients’ symptoms were more severe in this group, as the lower the score

the worse the patient’s quality of life.

When considering the principle of severity of these patients, it is not straightforward. Some of
the pre-treatment scores suggest one group is more severe than the other, but then other scores
contradict this. There was no screening or selection bias of the patients referred into the ICP
as referrals were accepted and triaged appropriately. One reason why some of the scores in
the post-ICP group are markedly different to the pre-ICP group may be due to the lack of
patient numbers in this group, which may skew the data slightly. This could be improved by
running further analysis when more patients have been through the ICP and have post-
treatment results. The lack of post-ICP patient numbers may also account for the fact that
despite a large improvement in patients’ symptoms (bowel frequency/ deferment time) they

were not statistically significant.
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Table 16: SF-36 Quality of Life Outcomes: 143 Pre- ICP Patients with FI August 2011-

July 2012.
SF-36 Domain Mean Pre-Treatment | Mean Post- P value

Score (+/-SEM) Treatment Score

(+/-SEM)

Physical 52.88 (+/-4.81) 61.63 (+/-4.94) P<0.001
Functioning
Role- Physical 51.42 (+/-5.02) 60.75(+/-4.67) P<0.005
Bodily Pain 56.6 (+/-5.16) 64.9 (+/-4.83) P<0.006
General Health 45.25 (+/-3.49) 53.38 (+/-3.54) P<0.001
Vitality 34.18 (+/-3.70) 48.1 (+/-3.63) P<0.001
Social Functioning | 56.73 (+/-5.41) 64.75 (+/-4.97) P<0.073
Role- Emotional 51.88 (+/-5.19) 62.88 (+/-4.21) | P<0.002
Mental Health 52.63 (+/-4.19) 59.88 (+/-3.57) P<0.007
Health Transition | 39.50 (+/-3.65) 67.38 (+/-4.21) | P<0.001
Gl Symptoms 50.08 (+/-2.17) 58.73 (+/-1.65) P<0.001
Physical Wellbeing | 13.85 (+/-1.09) 16.15 (+/-0.99) P<0.001
Social 12.65 (+/-0.84) 14.40 (+/-0.77) | P<0.001
Mental Wellbeing 9.88 (+/-0.77) 12.25 (+/-0.67) P<0.001
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Table 17: SF-36 Quality of Life Outcomes: 7 Post-ICP Implementation Patients

SF-36 Domain Mean Pre-Treatment | Mean Post- P value
Score (+/-SEM) Treatment Score
(+/-SEM)

Physical 40.0 (+/-8.2) 51.4 (+/-10.7) P<0.034
Functioning

Role- Physical 31.9 (+/-9.7) 52.3(+/-11.0) P<0.071
Bodily Pain 31.6 (+/-8.4) 67.3 (+/-12.8) P<0.034
General Health 26.4 (+/-4.3) 45.0 (+/-8.2) P<0.093
Vitality 26.3 (+/-3.6) 46.1 (+/-10.4) P<0.075
Social Functioning | 34.6 (+/-7.9) 64.1 (+/-14.1) P<0.092
Role- Emotional 27.7 (+/-6.0) 73.7 (+/-10.8) P<0.017
Mental Health 50.7 (+/-10.8) 75.0 (+/-8.6) P<0.084
Health Transition 28.60 (+/-6.5) 61.4 (+/-9.4) P<0.047
Gl Symptoms 36.5 (+/-6.9) 62.3 (+/-10.9) P<0.043
Physical Wellbeing | 11.54 (+/-3.09) 15.02 (+/-2.99) P<0.097
Social 14.21 (+/-1.94) 16.20 (+/-2.51) P<0.082
Mental Wellbeing 8.98 (+/-2.77) 11.29 (+/-2.67) P<0.061

Tables 16 and 17 show the quality of life outcome measures from the SF-36 tool (224) for the
pre and post-ICP implementation groups. The lower the score, the worse the patient’s quality
of life is within that domain. In both groups all domains improved, with all but one improving

significantly in the pre-ICP group. Despite showing marked improvements in the mean scores
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only five out of the thirteen domains improved significantly in the post-ICP group. Once

again, this is most likely due to the lack of patients in this group.

The quantitative element of the study does confirm some of the perceived advantages reported

in the interview data within the communal appraisal construct.

Throughout chapters four and five there have been a number of key findings identified with

regards to the barriers and facilitators of implementing an ICP for FI, including:

¢ Change management

e Leadership

e Shared purpose and staff commitment
e Teamwork

e Capacity

e Clinical outcomes

In the following chapter, chapter six, these barriers and facilitators will be highlighted with

reference to the earlier literature review, whilst also identifying other key findings and

weaknesses within the study.
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CHAPTER 6: DISCUSSION

A community-based ICP for the management of patients with FI was implemented within a
local NHS trust. The main aim of this ICP was to improve the patient pathway to avoid the
long-standing problems that patients with FI face when attempting to obtain medical help for
their symptoms. The key components of the ICP included a defined patient referral and triage
pathway alongside a change in the location of care, being primarily in the community setting.
The ICP was implemented successfully, albeit with a delay, and by the conclusion of the
study was beginning to see an increase in referrals. However the implementation was not an
entirely smooth process. This discussion chapter will focus on whether the aims and
objectives of the study were met, followed by a brief statement of the main findings and their
importance. These main findings will then be discussed in detail in relation to the existing
literature that has been discussed in the literature review, alongside the impact of the ICP on
the widely reported deficiencies in continence care (6,11,33). The use of NPT within the
study has been described previously but within this chapter the usefulness of the theory during
the analysis of the results will be discussed. Towards the latter end of the chapter the strengths
and limitations of the study will be discussed, as will a critical reflection on what has been
normalized and why? To complete the thesis, conclusions and suggestions for future research

and implications for practice will be described.

Aims and Objectives
The aim of the study was to answer the research questions posed at the beginning of the

process using a mixed methods research methodology:
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1. What are the facilitators or barriers to the implementation of an integrated care
pathway for Fl at a local and organisational level
2. How do these affect the key stakeholders (including patients) involved in the process?

3. How does the introduction of the ICP affect clinical outcomes and referral rates?

In relation to the three research questions posed, six main elements emerged from the study
allowing answers to be provided for each question. The main elements are change
management, leadership, shared purpose and staff commitment, teamwork, capacity and
patient outcomes (including referral rates); they will each be discussed in greater detail within
this chapter. In relation to research question number one, all six elements described help to
answer this question as all of these elements provide either a facilitator or barrier (or both) to
the implementation of the ICP. Facilitators included effective clinical leadership, a true,
shared sense of purpose, commitment and teamwork between all members of the continence
team and effective change management. Barriers to the implementation included a lack of
organisational leadership, a lack of capacity related to stakeholder time to set up and
implement the ICP and an initial lack of referrals. Research question two is also answered by
all of the six elements described above as each facilitator or barrier impacted upon the key
stakeholders involved in the implementation process. The third research question is answered
by the element of patient outcomes and describes the fact that no changes were identified in
the clinical outcomes of patients and that referral rates had increased following promotional
work around the service. All three of the above research questions have been answered and

therefore the aims of this study have been achieved.
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Importance of Findings

The importance of these findings lies in the fact that the ICP for FI, that was the focus of the
study, was the first of its kind within the United Kingdom. Therefore the results of this study
are unique to this setting and healthcare problem, potentially allowing other healthcare
providers considering the introduction of an ICP for FI to take heed of the lessons learnt and
apply them to their own implementation process. Given the relative standardisation (or
perhaps limitation) of FI management in the United Kingdom, there is also a generalisable

element to these findings that could be useful for further ICP implementation.

Change Management

When considering the process of change that occurred during the study, the observational and
interview data describes how the changes affected the staff involved within the service. This
data can be applied to Kotter’s 8-step change model (81) that identifies the steps that are
required for leading change. This model is useful to understand change, however it is a linear
change model. Whilst, this is not generally appropriate when managing change in the NHS,
when attempting to describe change that has happened it is a useful tool. The eight steps and

their relevance within this study are now described.

‘Create urgency’: By the time the study had commenced there was already a sense of urgency
around the reason for changing to the ICP. The sense of urgency was shared by all of the
members of the service at the first round of interviews and there was clear “buy in” from the
organisational management perspective. The fact that this urgency had been created was

crucial as this laid the foundations for the rest of the change process. ‘Form a powerful
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coalition’: Initially there was visible support from the DDM but following a change in
personnel in that role this support declined. The reasons behind this have been discussed
previously. One area whereby visible support did not decline was from the lead clinicians
within the service itself. This continued support from the consultants and lead BFNS ensured
that the other members within the team were convinced that the change was necessary. The
continued engagement of these key individuals also seemed to maintain the initial momentum
throughout the change process. ‘Create a vision for change’: The overall vision that was
developed initially with regards to improving the patient journey and the potential benefits of
the ICP was maintained throughout. This consistent message allowed everyone involved in
the process to be able to understand why the change was necessary. This shared sense of
purpose was helpful in ensuring that instructions given by the leads in the service were
followed effectively. ‘Communicate the vision’: The ability to communicate the vision of the
ICP was taken at every opportunity, especially at the monthly ICP meetings. This was where
any problems with the implementation could be ironed out but also the lead members of the
service constantly reinforced the overall vision and purpose of the ICP. Having this forum
whereby any concerns or anxieties could be discussed and then addressed, was of benefit to
all members of the service. There was also informal communication via e-mail or chance
meetings whereby any issues could be discussed and addressed. This was of great benefit to
the service as communication between the team was open, honest and was not having to be
fixed into a rigid slot within a meeting time. The fact that the communication between the
team was of good quality, helped to reduce any further delays in implementation. ‘Remove
obstacles’: When considering the obstacles that the team faced when attempting to implement
the ICP the barriers (as described above) need to be considered. It was at this point whereby

the shared sense of purpose of the ICP was of major benefit. Despite the obstacles or barriers
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that were encountered the team as a whole, discussed and addressed these obstacles allowing
them to be removed from their path. These obstacles did delay the implementation, but overall
momentum was maintained throughout the change process. At no point did any of the team
members appear to be affected by the appearance of obstacles, with the team actually seeming
to thrive on finding ways around these obstacles. ‘Create short-term wins’: This was one of
the more difficult steps to achieve, as the only real goal of the team was to implement the ICP.
This was seen more as a long-term goal rather than a short-term goal. The lack of a short-term
goal did not seem to hinder the motivation of the staff in implementing the ICP. Whether it
would have had an impact on the implementation process is difficult to ascertain.

‘Build on the change’: Kotter (81) stated that to achieve long-term change every success
should be built upon with an evaluation of facilitators and barriers to the change leading to
continuous improvement. The team were aware of the facilitators and barriers with regards to
the implementation of the ICP. Interestingly, the team continued to build upon the
implementation of the ICP by announcing their intention to expand the ICP into local
surrounding areas involving different CCGs and hospital trusts. This shows the team’s intent
to continue to build upon the change and develop it further in the future. ‘Anchor the
changes’: Attempting to ensure that the change, in this case the ICP, becomes embedded in
the organisation would require continuous efforts from the key players within the
organisation. From a clinical perspective this was certainly the case throughout the study.
However, the lack of management engagement within the organisation could potentially put

the anchoring of changes at risk.

Overall, the implementation appeared to have been managed appropriately, which was

certainly a facilitator to the implementation process. There are always improvements that
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could be made but given the barriers that the team faced the implementation should be
deemed a success. When considering the change management theory of Kotter (81), seven out

of the eight steps were completed during this implementation process.

Leadership

Clinical leadership was evident throughout the study. From both rounds of interviews and the
observational data, the key person who was driving and leading the process was the lead
consultant for the service. In the majority of interviews this person was named as the
originator and key driver for the implementation of the ICP. The lead consultant was always
present at the ICP meetings ensuring that progress was being made at each stage of the
implementation process. This allowed the lead consultant to make key decisions following
discussion with the other team members; therefore keeping them involved and active
throughout the process. Any guestions or issues that needed to be raised were always
welcomed by this individual as the mindset was that if an issue was known about soon
enough then steps could be taken to rectify it and reduce any further delays. This system
seemed to work very well with the added benefit of individuals being given tasks to action
prior to the next meeting. It is through this process that key elements of the ICP, such as the
evidence base behind the pathway and measurement of clinical outcomes, were decided upon
by a consensus opinion. Other key members who displayed leadership characteristics
included the lead BFNS and the other consultant involved within the service, but certainly to a
lesser degree than the lead consultant. Change is often disruptive and complicated with events
rarely occurring exactly as people predict. The role of a leader within an organisation is to

create, design and maintain a climate for change within the organisation (93). Although
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participation of all players is necessary, the role of a clear leader in the change process is
crucial- this was present in the study in the form of the lead consultant. This was a definite

facilitator for the implementation of the ICP.

The “champions of change” need to be the top management players within the organisation
who keep the change process moving whilst maintaining the operational integrity of the
organisation. With regard to the proposition that “champions of change” should be the top
management players (93), this was a key finding within the study. The lack of organisational
management involvement was evident throughout the study from an observational
perspective. It was also clear from the second round of interviews that this was the case, but
potential reasons why were offered by a number of participants, mainly around the fact that
the service was not seen as a management priority. The DDM in place at the second round of
interviews had not been involved with the process as much as they or the pelvic floor team
would have liked. The lack of attendance at meetings and general lack of input into the
service in general meant that delays occurred. Multiple meetings would pass whereby the
same topic would be on the agenda, but questions or issues would remain unanswered, despite
the team’s best efforts to engage with the management. Even the presence of the second
pelvic floor consultant, who also held the role of clinical director within the Trust, was not
enough to garner any obvious support from the DDM. This issue hampered progress through
governance and from a promotional point of view, as approval was always needed from the
DDM before progressing to the next step. This lack of prioritisation was mainly due to the
fact that there were more pressing acute concerns i.e. bed capacity issues within the trust,
which the DDM needed to attend to. The DDM was very open and honest about this fact and

did not attempt to deflect away from this. Both the DDM and the consultants identified that
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other more pressing general hospital issues tend to take over the workload and attention of the
DDM. Organisational leadership was lacking and was a barrier to the implementation of the

ICP.

The lead consultant displayed a number of different leadership styles during the
implementation process. Goleman (108) identified six different leadership styles and believes
that good leaders will adopt one of these six styles to meet the needs of different situations.
Goleman (108) links these leadership styles to their effect upon organisational climate and
describes ways in which the various styles can be effective or ineffective in different
situations. Key to Goleman's argument is that good leaders must be emotionally intelligent or
sufficiently sensitive and interpersonally aware to know which styles to adopt in different
situations. The six styles have been split into two groups where four of the styles are thought
to encourage team harmony and inclusion whilst the other two styles can potentially create
dissonances and discord. The four styles encouraging team harmony are visionary, coaching,
affiliative, and democratic (108). The other two leadership styles are more directional and

focus on the setting down of expectations: pacesetting, and commanding (108) .

Throughout the implementation the most dominant leadership styles displayed by the lead
consultant were visionary, coaching and democratic. This allowed the lead consultant to
motivate the team initially, provide them with a clear direction whilst ensuring throughout the
process that the team were committed and engaged. At times a pacesetting style was used to
try to drive results and attain targets. All of the leadership styles, apart from commanding,

were used throughout the process. Overall, clinical leadership was a consistent presence
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throughout and facilitated the implementation process. Organisational leadership however,

was a completely different story.

Project management was a concept that was touched upon in the second round of interviews,
when one of the staff participants stated that a way of improving the implementation process
would be to recruit an “effective project manager”. The role of project manager was not
performed formally by anyone throughout the duration of this study. This role seemed to be
automatically assumed by the lead consultant, who, outwardly at least, was prepared to take
this role on. However, the staff participant did have a point, especially with the fact that all
staff members, including the lead consultant, were doing this in their “spare” time.
Consultants do not have much “spare time” so the fact of taking this extra workload on should
be applauded and clearly the potential to improve the service for patients remained a key
driver for the lead consultant. Despite all of this however, the fact still remains that there was
no dedicated project manager (who could dedicate specific time to the project) and this could
have led to delays in the implementation. It is possible that a project manager would have
been more effective than the lead consultant having to manage the implementation in their

spare time.

The inclusion of an ICP facilitator is also deemed a critical factor for successful ICP
implementation. An ICP facilitator should be able to (69,74,75) support clinical staff through
the process of developing and implementing ICPs, understand change management theories,
facilitate group work and work closely with clinical staff and help to move things forward and
to make things easier using teambuilding skills and their knowledge of the project. No

specific team member was given the formal role of the ICP facilitator. The lead consultant
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attempted to fulfill elements of this role during the implementation process, but this was
difficult due to time restrictions with their other clinical commitments. This meant that despite
the lead consultant’s best efforts they were unable to dedicate as much time as they would
have wished to the implementation process. When the lead consultant was involved there was
a real willingness to listen and be receptive to responses or concerns of clinical staff, which is
a factor, reported to greatly facilitate the implementation of ICPs (74). The fact that the lead
consultant had taken on the role of project manager and ICP facilitator with limited time
resources indicates a potential barrier to the implementation. Within the interviews the lead
consultant did acknowledge that due to clinical commitments they were unable to devote as

much time as they would like to the implementation process.

Within the NHS, the healthcare leadership model (109) has been developed to help those who
work in healthcare to become better leaders. This model aimed to help healthcare
professionals understand how their leadership behaviours affect the culture and climate in
which they and their team's work. This model is made up of nine ‘leadership dimensions’
(109). For each dimension, leadership behaviours are detailed on a four-part scale that ranges
from essential to exemplary (109). According to the healthcare leadership model (109), all
nine dimensions are important in an individual's leadership role. However, the type of job, the
needs of the people within the team and the context of the leader’s role within the
organisation will affect which dimension is most important to use and develop. None of the
clinical team were involved with the NHS leadership academy at the time of the study, nor
was this model referred to, despite organisational and clinical leadership being factors that are
critical to the success of implementing an ICP (65,71-73), alongside effective project

management and having an effective care pathway facilitator.
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Shared purpose and staff commitment

There is no doubt that the team had a shared sense of purpose with regards to the ICP. This
was evident from the first round of interviews right through to the completion of the study.
Shared purpose is the ‘alignment of the belief systems or values of a group of individuals with
a clear challenge, vision for the goal’ (112). The NHS change model (229) was created to
support the NHS in adopting a shared approach to leading change and transformation. There
are eight components in the model of which shared purpose is the central concept. To truly
understand the phrase, shared purpose, a definition of purpose is required. Purpose is the why,
not the what or the how of our working lives (114). It encompasses or touches upon a number
of other concepts such as vision; values; goals; organisational culture and engagement but sits
above all these. Purpose becomes shared when three things happen. Firstly, listening to and
understanding others’ perspectives, the second stage is the discovery of these perspectives
overlapping with our own. The third step is when an agreement is reached on how to translate
these shared perspectives into action towards a common goal. Strong shared purpose is a
common thread in successful change programmes (230). All three steps that are required for

the facilitation of shared purpose were identified in this study.

The team members were involved from the beginning of the development of the ICP. It was at
this point that all members were allowed to express their opinions on issues within the service
alongside ways in which they could be improved. These meetings were free from any
hierarchical influence and allowed the team to look for commonalities in their ambitions and
goals for the service. Following this they had the opportunity to design the structure of the
service as a group. During this process the shared purpose was created. It was maintained

throughout the implementation due to the fact that all the team members had agreed on why
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the ICP needed to be implemented at the beginning of the process. The question of ‘how does
this support our shared purpose?’ was asked a number of times during the implementation
process when guidance over a difficult decision was needed. This would generally be at one
of the ICP meetings whereby all team members could share their thoughts on the situation and
arrive at a group consensus. The implementation process only plateaued at one stage, where
governance issues were preventing the ICP from progressing. It would have been easy for the
process to fail at this point but due to the shared purpose being revisited at each meeting
during this frustrating time, this allowed the team to continue and complete the
implementation. There was no sign of wavering commitment from any member of the team
throughout the process, due to their shared belief that care for patients with FI needed to be
improved and that the ICP was the best way of doing this. All members of the team were
aiming to produce a “better patient journey” which in its ideal form would reduce any delays
in patients seeking help and gaining access to the appropriate services, rather than being
referred to inappropriate medical specialties. This shared purpose was a key facilitator to the
implementation of the ICP as without it the implementation process could possibly have been

delayed further, if implemented at all.

Whilst shared purpose was a key facilitator, staff commitment was also a facilitator. As has
been mentioned previously, the lead consultant for the service took on the role of project
manager and ICP facilitator. This required a great deal of commitment from the lead
consultant as they had planned clinical obligations to uphold and therefore adding these roles
to their already busy schedule required a great deal of commitment. Not only did this apply to
the lead consultant but also the other team members whose spare time was also very limited

yet at no point during the observational period did any single individual complain or use lack
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of time as an excuse, again reinforcing the whole team’s commitment to the ICP. Staff
commitment and their shared sense of purpose were key facilitators but the next element to be

considered is teamwork.

Teamwork

Teamwork was evident throughout the implementation process. From the beginning it was
clear that the consultants and the BFNS had been working together for a number of years.
Their interaction from an observational perspective was often clear, concise and consistent.
Working as part of the team is a critical success factor when implementing any form of
organisational change. During times of change the strength of the team will be tested and
being able to maintain the strong bond of the team during periods of uncertainty could be the
difference between success and failure. Within the literature there is a broad consensus on
what constitutes a team. Katzenbach and Smith (231) stated that “... a team is a small number
of people with complementary skills who are committed to a common purpose, performance
goals, and approach for which they hold themselves mutually accountable”. In addition,
regular communication, coordination, distinctive roles, interdependent tasks and shared norms

are important features (232,233).

All of the team members involved in the implementation, including the SCCT (who had
previously been outside of the pathway), displayed a clear purpose with a clear defined aim.
Despite the SCCT being within the same hospital trust as the pelvic floor dysfunction service
at the beginning of the study they did not work in tandem. By the end of the study the SCCT
were more integrated with the pelvic floor dysfunction service allowing the ICP to function as

it was originally planned whereby referrals could pass seamlessly between the SCCT, BFNS
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and consultants if needed. Building this teamwork was key to the potential success of the ICP
as without it issues may arise when attempting to manage/triage patients. By the second round
of interviews the SCCT clinical lead felt that the team were now more involved within the
service from a decision-making point of view although at the time of the completion of the

study the number of referrals they were seeing was low.

Following guidance from the lead consultant all team members had clear roles and following
the conclusion of each meeting were given specific tasks to perform prior to the next meeting
based around the implementation process. Leadership has already been discussed, but from a
clinical leadership perspective this was present throughout. One key aspect of the leadership
shown in this process was the delegation of tasks to appropriate members within the team,
which gave these members a sense of ownership within the implementation process. The team
itself had a heterogeneous mix of healthcare professionals and management members. This
should have been a facilitator but due to issues identified previously with organisational
leadership, it was not as successful as the team envisaged. The lack of organisational
leadership was one of the key factors as to why there was a delay in the implementation of the
ICP. However taking the rest of the team into account there were adequate numbers and skill
mix for the ICP to be implemented successfully. When considering the resources available to
the team, there was no real problem in this regard. Financially, there seemed to be very few
issues. This was mainly due to the fact that the service was already up and running but the
pathway of care for patients with FI was changing and this would potentially bring more
money into the service. From a training perspective, there were very few training issues
related to the ICP for the staff. Two BFNS had been recruited during the study period. One as

a permanent member of the team, with the second being recruited on a temporary basis to
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cover maternity lead of the original lead BFNS. The training of these two new members of
staff was performed by the lead BFNS prior to commencing her maternity leave. The training
seemed to proceed very smoothly with no issues being raised by the two new BFNS. More
importantly perhaps, these BFNS were adequately trained to continue the service when the
lead BFNS went on maternity leave. As has been mentioned previously, the assessments and
care given by the secondary care team did not change. One thing that did change was the
triage process- giving more responsibility and autonomy to the BFNS. This responsibility was
welcomed and despite there not being any specific guidelines for the BFNS to follow when
triaging there was always support, certainly in the initial stages, from the consultants within
the service. In contrast, from a SCCT perspective training needs were identified with respect
to assessment tools and further management techniques, such as neuromodulation. Despite
repeated discussions regarding this matter, no training sessions had been arranged by the time
of the second round of interviews. The differing assessment tools being used were key to the
ongoing audit of clinical outcomes, therefore it was vital to ensure that all staff members were
familiar with the tools and were aware of how to use them, otherwise the process of auditing
the ICP would fail. With regards to the training of neuromodulation techniques- this was not
as urgent because the secondary care team were able to manage the workload easily from this

point of view.

Teams are often viewed as a three-stage system where they utilise resources (input), maintain
internal processes (throughput) and produce specific products (output). The most commonly
described structural characteristics of an effective team are: clear purpose, appropriate culture,
specified task, distinct roles, suitable leadership, relevant members and adequate resources, all

of which were identified within this study. The characteristic of ‘clear purpose’ is described
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by organisations having a clear vision that encompasses their underlying values (131), and
agreeing upon goals often being achieved through a common commitment to patients’ needs
(132,133). The clear purpose in this study was aiming to improve the patient journey. With
regards to ‘appropriate culture’, teams should be recognised and integrated within their
organisations (134), whilst organisational culture must transform shared values into
behavioural norms (135,234). The recognition of the pelvic floor dysfunction service within
the organisation was already in place, the key point here was the integration of the SCCT into
the ICP. If a team is given a ‘specified task’ then that task needs to make a tangible
contribution to the organisation and be consistent with the team’s purpose, abilities and
attitudes. The tasks also need to be sufficiently motivating for team members to share
responsibility and accountability for achievement (235). All tasks given to members within
the team were consistent with the required outcome and the motivation was gained by
attempting to achieve this outcome. Healthcare teams need to clearly define the specific
aspect of complex and inter-related patient care which they address (138). Within a team,
‘distinct roles’ need to be clarified and understood by all. However, role construction can be
influenced by personal expectations, and by organisational and interpersonal factors (139) .
Therefore, roles need to be flexible enough to accommodate individual differences, personal
development needs and membership changes (135). Roles were already in place prior to
commencement of the study and did not change throughout, although personnel did change.
The more complex and dynamic the team’s task, the more a leader is needed. ‘Suitable
leadership’ should reflect the team’s stage of development. Leaders need to maintain a
strategic focus to support the organisation’s vision, facilitate goal setting, educate, and
evaluate achievements (140,236). When leaders delegate responsibility appropriately, team

members become more confident and autonomous in their work (130). Clinical leadership
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was evident throughout the implementation. Teams require the right number of members with
the appropriate mix and diversity of task and interpersonal skills- ‘relevant members’. A
balance between homogeneity and heterogeneity of members’ skills, interests and
backgrounds is preferred (141). West (131) emphasised that organisations need to provide
teams with adequate financial resources, administrative and technical support and
professional education, described as the ‘adequate resources’ characteristic. In healthcare
environments, there may be conflict between clinical responsibilities and training needs, and
over issues of patient risk and privacy (141). No financial details were disclosed during the
study but there was an appropriate mix of clinical staff for the service provided, with no

obvious constraints to the service.

Overall, the teamwork displayed during the implementation process was without doubt a
facilitator. The five dysfunctions described by Lencioni (237) were not evident during the
study. There was a clear element of trust between the team members potentially from
previous working relationships prior to the commencement of the study. There were no signs
of conflict in spite of the introduction of a new part of the pathway involving the SCCT,
which could have created animosity if people thought their area of work could be threatened.
Both trust and the lack of conflict may also have developed from the fact that the team were
encouraged by the lead consultant to speak open and honestly at every meeting to ensure that
all problems had been discussed and the plan of action put in place. At no point was any team
member made to feel that they had spoken out of turn or that they could not express their
thoughts in the group meetings. From an accountability and failure to focus on results
perspective the lead consultant ensured that the team were focusing on the outcome needed
(implementing the ICP). This focus was mainly around the sense of shared purpose that the

team had developed from the very beginning of the implementation process. This never

220



wavered and therefore the lead consultant only needed to reinforce the shared purpose to
ensure that the team remained focused. Staff commitment has been discussed above and a
lack of commitment was not evident at any stage during the process even when barriers were
faced. When barriers did occur, the team would work even harder to ensure that they were

overcome and that the ICP implementation process would continue to progress.

A barrier to the implementation process was the lack of IT infrastructure at one of the local
health centres, which did delay the implementation slightly due to the fact that this centre
could not be used to see patients. This lack of infrastructure was described as the health centre
having no computers and no internet access. This meant that only one local health centre was
available to run a clinic from that had sufficient resources. The team identifying a new local
health centre that had the required IT infrastructure quickly rectified this issue. This new
health centre was identified by the SCCT in combination with the BFNS. This barrier was
overcome by the use of teamwork between the clinical nursing staff. This is another example
of how well the team members worked together to try to overcome any barriers during the

implementation process.

Capacity

From the first round of interviews fears were raised of an increase in referrals that would lead
to a lack of capacity from a nursing point of view. From the second round of interviews,
observational data and quantitative data these fears were unfounded. The number of referrals
remained relatively low and therefore capacity was not an issue. Despite the lead BFNS being

on maternity leave the remaining two BFNS seemed to cope with the implementation of the
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ICP whilst still maintaining the service as a whole, with no obvious effect on patient care,
according to the second round of interviews. Waiting lists are often spoken about within the
NHS and there has been a great deal of analysis which has indicated that most waiting lists
are actually relatively stable, suggesting that the variation in waiting lists is due to changes in
capacity and demand (146). Capacity is defined as the resources available to do work, for
example number of pieces of equipment available multiplied by the hours of staff time
available to run it (146). Demand is defined as all the request/referrals coming in from all
sources and how many resources they need to be dealt with (146). Variation in capacity and
demand is one of the main reasons why waiting lists develop and waiting times increase.
When aiming to identify patient flow through a healthcare system, it is necessary to address
the entire patient process, allowing identification of where the delays for patients are and how

these can be resolved (146).

A much larger issue was faced when the ICP was implemented, namely the lack of referrals,
i.e. demand. From the first round of interviews the main concern from the team was based
around not rushing the implementation as it could open the “floodgates” for referrals.
However this was not the case as the influx of referrals was not as large as expected. The
team were very aware of this and very responsive to this factor. With the relative paucity of
referrals, the decision was taken to garner GP engagement as well as increase promotional
activity for the service. This could be described as a delayed action by the team as GP
engagement was always likely to be a key factor in the success of the ICP. From the GP
interviews it appears that Fl is not a priority in their everyday work. They do not actively
enquire about FI nor were the GPs aware of any service or pathway that was available for

patients with FI. The fact that the team only started to engage the GPs following the
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implementation process meant that referrals remained low in the short term. The team did
seek to rectify this by firstly contacting large GP practices within the local area and visiting
them to present the ICP aims and structure. These meetings did produce a slight increase in
referrals around December 2012, however this increase only lasted until February 2013 when
referrals per month dropped from nine to three. Again, the team was responsive to this and
realised that referrals had dropped off again and enlisted the help of the communications
department within the hospital trust to provide some promotional strategies to help improve
awareness of the service. These promotional strategies included the development of posters
that were displayed within GP practices, the hospital trust and also in local community areas
such as supermarkets. Alongside the development of posters, advertisements were published
in the local newspapers, with further advertisements present in the hospital grounds and also
on a plasma screen at a local council building where patients and commissioners were
present. This promotional work did lead to an improvement in this referral numbers from
April 2013 onwards but whether this will be sustained is difficult to say. It is probable that
persistent efforts on the GP engagement and promotional front will be needed to ensure that
referrals continue to increase and be sustained. Overall, the strategies that the team put in
place to increase referrals did seem to work in the short term, although questions still remain
over sustainability. The main conclusion arising from this is the fact that GP engagement and

promotion are key factors in the successful implementation of a local ICP for FI.

When considering the issue of capacity one problem that became evident was the lack of time
available to the staff members within the service who were involved in the implementation
process. This is not directly related to capacity for patient care but nonetheless was a barrier

in the implementation process. This was apparent from both the observational perspective and
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the second round of interviews. This is a key factor because if these staff members had more
time the implementation process would more than likely have been quicker. However, the
team attempted to implement the ICP as quickly as they could, given their time restrictions.
Most of the staff alluded to this in the second round of interviews with the changes in job
planning and organisational pressures being described as the main reason why their time was
restricted. A very sensible solution to the problem was raised by one of the participants in the
form of a project manager whose job it would be to ensure that the implementation process
was completed at an appropriate time. It is difficult to say whether this would have changed
the implementation process in this case, but logic would dictate that it would have had a

positive effect.

Patients who had entered into the ICP stated that they had been reviewed promptly in the
clinic, indicating that the waiting time for patients was deemed acceptable at that point in the
study. Staff members within the service also indicated that waiting times were much
improved from that both the ICP and general service perspective. However the fact that
referrals into the ICP had been low must be taken into account at this point. How the demand

for the service affects the capacity and therefore waiting lists remains unanswered.

Clinical Outcomes

From the first round of interviews outcomes for patients with FI (symptom improvement,
symptom severity scoring and quality-of-life related outcomes) were very good prior to the
implementation of the ICP. This data had been presented on a national and international basis.

The fact that none of the management strategies were changing would infer that the patient
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outcomes would not change significantly following the implementation of the ICP. Only
seven patients had been through the pathway and discharged by the time of completion of the
quantitative element of the study, but early indications suggested that patient outcomes are
comparable with those prior to the ICP being implemented. Basing a comparison on seven
patients who had been through the ICP is statistically flawed. Alongside this quantitative data,
the patient interviews also suggested that their outcomes were acceptable. A number of
patients commented on how the service had improved their symptoms, which subsequently
improved their quality of life. Staff members within the service also reported anecdotally that
patients had complimented the service, mainly based around an improvement in quality-of-
life and symptoms. This improvement in symptoms and quality-of-life should be regarded as
a facilitator to the implementation and sustainability of the ICP. It gives the service a strong

selling point to the patients, GPs and CCG's.

Does the new pathway resolve the deficiencies in continence care?

There has been a distinct change in the pathway for patients brought about by the ICP. This
change was aimed at “streamlining the patient journey” so that patients were not referred
inappropriately to multiple different services. The change in patient pathway has definitely
occurred and the initial signs are that patients are being referred into the service promptly.
However, the number of referrals into the service remains lower than the team expected.

There are a number of reasons for this that will be explored shortly.
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The fact that all three key stakeholder groups: pelvic floor team, GPs and patients, agreed that
the ICP would benefit patients greatly was a key finding in this study. This was the main aim
of the pelvic floor team from the very beginning of the study and this aim was maintained
throughout the study. By the second round of interviews, the pelvic floor team expressed the
belief that they were on the way to achieving this aim. Revisiting the reasons why an ICP or a
change in patient pathway was originally thought to be required for patients suffering with FI

and discussing whether they have been addressed is a key factor in the success of this ICP.

Despite the recommendations from various Government papers and NICE guidelines
(6,11,33), the provision of services for patients suffering from FI has remained poor.
Elements that have been identified in these documents and other studies include:
» Poorly developed services or lack of awareness of existing services amongst clinicians
(19)
« Changes to working practices including increased workload for community health care
professionals (18)
» Poor acknowledgement by sufferers of the problem, and lack of awareness that help is
available (14-16)
» Lack of recognition of the problem by clinicians and/or awareness of new, more

effective techniques (17)

By analysing these elements individually the ICP that has been implemented potentially helps
to solve some of these issues. Firstly, this redesigned service is far from being poorly
developed. There are currently no published examples of similar services elsewhere in the

country. There have been great strides made since the initiation of the pelvic floor service in
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2008 (not the ICP), where previously patients would have to travel to different hospitals for
investigations and certain management techniques. The service that is available at present is a
comprehensive service that still has room for improvement, by the service leads own
admission, but is leading the way for FI management in this country. Although the pathway
has changed, all assessment and management strategies remain unaltered. This service was
already achieving good clinical outcomes for patients with FI and the early evidence is that

these have been maintained at the very least.

The second change the ICP brought about was to move the location of care for the majority of
patients into the community. However, this has not resulted in an increased workload for
community healthcare professionals. The BFNS have taken control of the clinics within the
community setting therefore not placing pressure on the already stretched community

healthcare professionals.

The general lack of awareness from both healthcare professionals and patients has long been
an issue for numerous reasons and was yet again evident within this study. Patient awareness
has always been an issue and has been highlighted previously in the literature. Fl is seen as an
embarrassing condition, which means sufferers are reluctant to come forward. This was also
identified in the study from the patient interviews. The fact that there are services available
for patients does not seem to be well advertised. Therefore if patients aren't aware of the
services they cannot access them. GPs although aware of the condition were reluctant to place
too much emphasis on identifying patients as their workload with more common conditions
was deemed to be more important. This highlights the fact that as much as people can try to

promote the condition, healthcare professionals will always tend to rationalise their time and

227



resources to the most common conditions. However, the GPs who were interviewed thought
that the ICP was a very good idea for two reasons: moving patient care into the community
and providing them with a good quality service for a difficult condition to manage.
Interestingly, the GPs mentioned that they did not actively seek to identify patients with the
condition and that although the ICP had raised awareness it probably wouldn't change their

working practice.

The issue of raising awareness and promoting the service was something that only became
apparent to the pelvic floor team’s strategy when referrals into the ICP were low in number.
There had been discussions around how to promote the service prior to this but the key driver
for pushing the promotion of the service was the initial lack of referrals. This certainly
worked in the fact that referrals did increase following the promotion of the service. The key
principle for the promotion was to raise awareness for the GPs and also to patients. GP
awareness was raised via regular visits to GP practices discussing the benefits of the ICP and
the referral pathway by the pelvic floor team. It was also at this point that the trust
communications team was brought in to help with the promotion of the service. Their
knowledge of how to promote services certainly helped to broaden the range of promotion
strategies available to the team. These strategies included the design of a poster aimed at
encouraging patients to disclose their symptoms to relevant healthcare professionals, so they
could be referred into the service. These posters were placed in GP practices, local
supermarkets and public toilets. Alongside the posters there was an advert taken out in one of
the local newspapers, a pull-down stand in the reception of the hospital and an electronic

advert at the local CCG building. All of these strategies were aimed at increasing the
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awareness of patients and GPs to Fl, therefore trying to breakdown one of the long-standing

barriers for FI services.

As alluded to in the introduction section of the thesis, since the study has been completed, two
further government documents have been published:
e Faecal incontinence in adults. Quality standard 54. National institute for Health and
clinical Excellence. 2014 (35).

e Excellence in Continence Care. NHS England. 2015 (36).

The publication of these documents highlights the significant fact that continence care and
specifically FI care has not seen the improvements that the initial government documents
(6,11,33) had hoped for. The fact that the more recent documents are still trying to address the
same deficiencies in care means that the findings from this study are as relevant now as they
were when the study was first conceived. To further demonstrate this point, if we take the five
quality standards that the FI in adults (35) document details and relate them to the findings

from this study in relation to the ICP then all five standards would be met.

Table 18: The five quality standards related to the study findings.

Standard Description Study Findings

1 Adults in high-risk groups for | Through promotion of the
FI are asked in a sensitive new ICP, this subsequently
way, at the time the risk raised awareness amongst

factor is identified and then at | the GPs with regards to the

times according to local care | scale of the problem and
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pathways, whether they have

bowel control problems.

from the interviews
highlighted the fact that GPs
needed to enquire more often

about the symptom.

Adults reporting bowel
control problems are offered
a full baseline assessment,
which is carried out by
healthcare professionals who
do not assume that symptoms
are caused by any existing

conditions or disabilities.

A baseline assessment was
the first phase of the ICP
once a patient had been

referred to the service.

Adults with FI and their
carers are offered practical
support, advice and a choice
of appropriate products for
coping with symptoms during
the period of assessment and
for as long as they experience

episodes of FI.

Upon their first visit to the
service, both patients and
carers were offered support
with both telephone
consultations and further
appointments if necessary,
being made available.
Continence products were
always available and the
team, especially the BFNS,

provided the majority of this
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support.

Adults with FI have an initial
management plan that covers
any specific conditions
causing the incontinence, and
diet, bowel habit, toilet

access and medication.

Management plans were
given to all patients following
their initial assessment and
included all aspects of

conservative management.

Adults who continue to
experience episodes of Fl
after initial management are
offered referral for

specialised management.

A clear pathway is present
for referral into the pelvic
floor dysfunction Consultant,
with access to biofeedback,
neuromodulation and
ultimately surgical

procedures.

Normalization Process Theory- how useful was it?

NPT was used in this study to inform, guide and structure emerging interpretations,
conclusions and recommendations from the qualitative data. Whilst being used in the
interpretation element of this study, there were still three ways in which NPT could be used
(within the interpretation element) (37): as an aide memoir, as a sensitising device, or as a
structuring device. NPT provided a structuring device within this study, which gave the
researcher the potential to develop more focused answers to the research question. However,

it was never the intention to allow NPT to be prescriptive. Ensuring that any emerging
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concepts were included whether they fitted in to the concept of NPT or not, was essential. The
researcher’s awareness of this issue was high, and attempts were made to remain responsive
and not disregard any emerging findings throughout the analytical process that did not

necessarily fit in to the NPT core constructs.

Using NPT in the evaluation of the implementation process of an ICP for FI has not been
published previously. Upon consideration of the results of the study, the NPT was supported
by the qualitative data, as all four constructs (coherence, cognitive participation, collective
action and reflexive monitoring) covered all aspects of the ICP implementation, based on the
data collected and analysed. This was the case despite NPT not being used to formulate the
research question and subsequent interview/observational data collection. Each of the core
constructs were very useful in allowing the data to be analysed succinctly, with the
combination of quantitative and qualitative methodology. Very little of the qualitative data
collected fell outside of the NPT propositions or constructs. The only aspect that fell outside
of the NPT constructs was the element of future progress for the ICP. This is in relation to the
fact that the team were hoping to take this out to a wider geographical area. This did not sit
within any of the constructs specifically. Therefore the element of future work (outside of
appraisal) could be an area in which NPT can be developed. However, NPT does not claim to

be a theory of everything and this element of flexibility is beneficial for researchers.

Each of the four core constructs provided at least one of the main elements described
previously in this chapter. ‘Coherence’ identified the shared sense of purpose from the staff
within the service as one of the main drivers for the implementation of the ICP. This shared

sense of purpose was based on improving and streamlining the patient journey. ‘Cognitive
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participation’ was the construct where this shared sense of purpose highlighted the team’s
commitment to the ICP, but also highlighted the teamwork element involved in the
implementation process. The third construct, ‘collective action’, identified leadership and
capacity as key elements in the implementation of this particular ICP. Change management
was evident throughout the process and could have been placed in any of the constructs but
‘reflexive monitoring’ was the construct within which change management could be
identified primarily as being a vital part of a successful implementation process. From the
summary of the findings of the study in relation to NPT, it is evident that the NPT model was
suitable for being used as a structuring device for interpretations, conclusions and

recommendations.

Challenge of using NPT

Applying NPT to the implementation of the ICP for FI allowed the identification of how the
ICP had started to become embedded as a result of the pelvic floor dysfunction team members
working individually and collectively to achieve this aim. One challenge with the use of NPT
was the occasional difficulty in assigning data to just one category within the theory when it
could have fitted into a number of categories. The approach taken in this study was to ensure
that the data was captured in the most appropriate (as deemed by the researcher) construct.
The key was to ensure that all data was used, rather than be left out due to not fitting precisely

into a construct.
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Strengths of the Study

The researcher tried to ensure that the study was as robust possible. The main strength of the
study lies within the methodology. The amount of time devoted to the development of the
study allowed the researcher to develop the methodology extensively, giving the study every
possible chance of yielding valid, reliable and informative results. This not only applies to the
application of mixed methodology but also the development of both the quantitative and
qualitative methodology elements as the study progressed. One example of this is the iterative
development of the semi-structured interview schedules, which allowed the researcher the
best possible chance of obtaining as much information as possible during these interviews.
Also the use of three types of qualitative data methodology that complemented each other
allowed for a wide range of data collection from a qualitative perspective, further enhancing
the reliability of the results. Using mixed methodology meant that the researcher could look at
a wide variety of elements involved in implementing an ICP and whether the implementation
was successful. The idea of combining quantitative and qualitative elements was based on
trying to obtain the widest perspective on the ICP as possible, related to both patient outcomes
and the implementation process. One of the main strengths is the fact that the methodology
included observations, quantitative measurements and interviews at different time points, over
an eighteen-month period. This allowed a large amount of wide-ranging data to be obtained.
Also when reviewing the development of the themes for the core constructs within NPT (table
16), the fact that the researcher used mixed methods within their qualitative research
(observational, interview and focus groups) was a major strength of the study. Without using
those methods then certain themes would not have been identified e.g. themes within

individual appraisal relied on observational data alone, in comparison to the themes within
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communal appraisal being identified by the second round of stakeholder interviews.
Generally, there was a combination of qualitative methods that the themes were derived from

but there is no doubting the study benefitted greatly from this mixed qualitative methodology.

The methodology was followed precisely and the researcher dealt with any issues that became
apparent. For instance, at one stage the researcher was struggling to recruit GPs despite
having made letter and verbal contact via telephone. Having analysed the situation the
researcher decided to contact the practice managers and try to arrange a meeting with GPs to
discuss the study and see whether they would agree to participate. This did work and GPs
were recruited. The strength here lies in the fact that the methodology was robust and if

problems were encountered these were dealt with in an efficient and timely manner.

From a methodological perspective, the fact that the researcher was able to interview all
members involved within the pelvic floor dysfunction service and the SCCT, was a strength
as it allowed the researcher to get the views of all the staff members involved within the
service both prior to and following the implementation of the ICP. This could not be
improved, as there were no more staff members to interview. The researcher’s existing
knowledge of quantitative data collection and analysis was an advantage in the study as this
allowed easy identification of what information would need to be collected from the start of
the study. The fact that there was prior experience of quantitative data analysis also meant that
all quantitative data could be collected and analysed in a robust and reliable manner. Despite
being a novice qualitative researcher, the researcher attempted to ensure that they developed
qualitative skills that would allow valuable qualitative findings to be obtained. If anything this

turned out to be a strength of the study, as the inexperience with qualitative research meant
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that throughout the whole of the study, rigour was at the forefront of the researcher’s efforts.
The researcher ensured that not only the methodology but also that the analysis was both
rigorous and thorough. This was achieved by critical reflection by the researcher at every
point in the study. One example of this was the researcher ensuring that all interview
schedules were constantly developed following each interview. This was essential as it
ensured as much data as possible was identified from the interviews. Without this iterative
approach, vital data may not have been collected. From the analysis perspective, an example
is that of multiple versions of the analytical framework being produced due to new
codes/themes emerging. The researcher was acutely aware that the analytical framework was

never complete until the last transcript was indexed using it, ensuring no data was excluded.

Another strength of the study is that the researcher started with no preconceived ideas of what
the results would or could show. This is vital in qualitative research, as the researcher has to
remain open and aware to any emerging themes (218). The fact that the researcher had very
little experience in FI care and ICPs, both separately and in conjunction, meant that all of the
findings were from the research alone and not from any preconceived knowledge or notion.
The researcher being from a medical background turned out to be a strength of the study,
despite the fact of preconceived ideas about the clinical aspects of the study potentially being
an issue. It allowed the researcher to blend in well with the team whilst actively observing the
process. There was no perceived threat from the team by the researcher being present at
meetings or at other places during the research. This allowed the researcher to have an
“insider” role that did not influence the process or the outcome of the study. In relation to
recruitment, the fact that the researcher was viewed as a doctor will definitely have had an
influence on that patients and their willingness to be interviewed. This is displayed by the fact

that until the researcher started attending clinics and speaking to patients directly, recruitment
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was non-existent. This was advantageous to the study overall, but the potential for patients
feeling as though they must take part cannot be ruled out. However, all patients were provided
with an information sheet and given a period of time to consider whether they wished to be
interviewed, with a formal consent process being followed. From the perspective of the
patient interviews and the focus group, the researcher being a doctor was certainly
advantageous, as patients felt immediately comfortable to speak about their problems,
knowing that it would be in a confidential manner. At no point did the patients ask the
researcher for advice about their medical problem, which from an ethical perspective was
advantageous, as this would have placed the researcher in a very difficult situation. The
patient information sheet did explain that the researcher would not be able to provide medical

advice.

The use of NPT in this study was beneficial as it gave a structure within which to interpret the
qualitative findings. Having the four core concepts to guide the analytical process was useful,
especially with the observational data where there were lots of notes which needed focusing.
NPT enabled creative thinking about the research and the implementation processes taking
place and it directed the analytical trajectory of the research. By using NPT solely at the
analytical part of the project it allowed the researcher flexibility and the possibility of

adapting the theory to the needs of the research.
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Limitations of the study

There were limitations present within the study. The number of patients on the ICP that were
interviewed was five. In the field of qualitative research, the emphasis is often placed on the
quality of the data obtained and the scope or focus of the study, meaning that the sample size
or number of interviewees required to support the conclusions will vary (188,238). However,
the implicit aim of qualitative research is to reach the theoretical level of data saturation (239—
241), which is not explicitly defined in the available literature (239,242,243). The majority of
allocated data codes are reported to be created after analysis of twelve interviews, with analysis of
six providing enough data to support overarching themes in qualitative studies similar to this one
(238,242,243). This means that, according to this criterion, the stakeholder interviews reached an
acceptable level of data saturation, but the narrative patient interviews did not. However, despite
having only five narrative patient interviews, the data obtained from these interviews was
consistent throughout and therefore it can be argued that the data saturation point had been
reached. Interviewing more patients would have been preferable so that data saturation could
have been confirmed. Discussing Fl is difficult and embarrassing for patients, as has been
evidenced in multiple publications that detail the difficulty in FI sufferers acknowledging and
then discussing their symptoms with health professionals (6,14-16). This would go some
way to explain the relatively small number of patients who agreed to be interviewed.
Attempts were made to obtain patients who would give a maximum variation in symptoms
and demographics. Whilst not entirely achieved, patients were interviewed of both sexes,
three different ethnic groups with variations in symptom severity. The youngest patient
interviewed was 48 years old, the researcher identifies that a greater age range (i.e. younger

patient) for interviewed patients would improve the study. To increase the number of patients
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interviewed would have required a longer study period with constant researcher presence at
all pelvic floor clinics, as the response rate was very low, possibly due to the reported issues
of embarrassment related to having FI (12,13,22). When analysing the different types of
stakeholder interviewed, the number of GPs interviewed was four. The research would have
benefitted from a wider spread of GPs (differing geographical areas, practice sizes, seniority
etc.) being involved to ensure that the sample used could be deemed as a representative
sample. With only four GPs being interviewed it is difficult to say this. However, there were
common themes that were consistent throughout both rounds of interviews with all of the
GPs, with no real differences in their opinions with regards to Fl, indicating that data
saturation was achieved. Historically, GP response rates to research studies and surveys alike
have been poor and this study was no exception (244,245). The GPs who did participate gave
one potential reason for the lack of participation from their colleagues in this study: FI is not
high on their agenda. Also a GP’s time is often limited and taking part in research will stretch

that time further. Extending the study duration could have helped obtain more GP interviews.

When considering patient numbers with regards to the quantitative data, the difficulty in
comparing patient outcomes (patient symptoms, symptom scoring and quality-of-life
outcomes) was solely down to the fact that so few patients had been discharged from the ICP
at the time of completion of the study period. The way to resolve this would be to compare
the patient outcome data when more patients had been through the ICP and discharged or to
interview patients still being treated to gain an insight into service users’ perspectives. This
was not done in this study due to a lack of time and the priority mainly being based around

the process of implementing the ICP.
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Throughout the study the researcher was aware of the need to try to gain as many perspectives
on the process of the ICP implementation as possible. In an ideal world, all of these
perspectives would have been covered. However, due to time and resource restrictions this
was not possible. An example of this is in relation to the organisational management input.
The researcher was unable to comment on the organisational management input into the
process, as they were not aware that any input was being made. This may, and most likely, be
due to the fact that no input was being made, but the researcher cannot be certain that this was
the case, as informal meetings or communication may have happened in forums that the

researcher was not aware of or privy to.

One potential area within the research where there could have the potential to use NPT further
was during the development of questions for the semi-structured interviews. Developing the
topic guide around the four constructs of NPT that were going to be explored could have been

beneficial.

Critical Reflection on what has normalized and why?

To be “normalized” a classification, artefact, technique or organisational practice becomes
routinely embedded in everyday life (171). The study results do show that the ICP had
become “normalized” for the stakeholders, as the ICP is now used routinely and is the only
route of entry for patients with FI into the service. The ICP has been recognised by NHS
England (246) as being a leader of change. The fact that NHS England have published on the
ICP, in the format that the thesis describes, adds further credence to the suggestion that it has
indeed been normalized to the stakeholders. One could argue that because the team have cut
off any other routes of referral, that normalization has been achieved through “brute force”,

by providing a lack of any other referral option, in order to embed the ICP in the service. The
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argument against this is that from the results of the study, it is clear to see that the team did
successfully meet all four core constructs of the model to arrive at the point where the ICP
was implemented and normalized. The decision to allow only one route of referral, described
as “brute force” above, did speed up the normalization as it removed any potential doubt in
the referral process and streamlined the implementation of the ICP. The decision to only have
one access or referral point was taken by the team so that there was an element of clarity for
referrers, in an attempt to reduce the possibility of patients being referred inappropriately to
varying hospital specialities. This was one of the main issues identified initially by the team
as a major barrier to quality, timely patient care. This one point of access also meant the team
had an element of control about which patients were entering into the service, the
appropriateness of these patients and gave the team an idea of capacity and demand from
which they could implement and consolidate the service, therefore allowing it to be

normalized in a more timely and controlled fashion.

However, one vital and perhaps the most important element of normalization that needed to
occur was that of patients and their feelings and attitudes towards FI. This longstanding issue
that has blighted FI care for many years is an issue that the implementation of an ICP is
unlikely to solve, unless novel ideas are used to highlight the service and attempt to take the
perceived stigma out of FI. This did not occur within this setting and is unlikely to unless
there is a national change in attitude and belief towards FI. The real crux of this matter is the
issue of stigma, the problem with stigma is that it often results in a reluctance to seek help and
disclose symptoms because of a real, or often, perceived fear of being labelled or
discriminated against (247-249). The stigma around bowel function even exists in relation to
bowel cancer (250), where national awareness campaigns have been used to try to overcome

this issue, with a limited degree of success (251).The potential impact of stigma is that this
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service or similar ones in the future, will never truly fulfil their aims and the true demand for

a service such as this one, will never be realised or indeed be normalized.

Interestingly, one element that the team wanted to achieve, yet still have not, is the move to
neighbouring hospital trusts. At the time of writing the thesis, the ambition for expansion had
not been realised, despite being clearly described by the stakeholders during the semi-
structured interviews. The reasoning for this is likely to be complex and based around a
number of issues, including traversing complex inter-hospital governance procedures,
potential power struggles between individual trusts and the CCG priorities in one area
compared to the next. With the fact that this service would be deemed a low priority and
borderline specialised service within the NHS (252) then it is reasonable to suggest that CCGs

may not value the service as highly as the stakeholders involved within it.

Whilst the ICP described in the thesis is unique with regards to its area of focus (FI) and
structure, does it have the potential to be used in other contexts? Fundamentally, yes it does.
The thesis has provided evidence of a functioning service with good clinical outcomes and
high rates of patient satisfaction. As alluded to above however there are a number of reasons
why it may be difficult to establish the ICP in other contexts, such as inter-hospital
governance procedures and perceived power struggles, but none of them is seemingly
insurmountable. When considering the contexts into which the ICP could be placed, a review
of external and internal influences on proposed healthcare organisations or providers would
need to be undertaken. External influences, such as health policy and national frameworks,
availability of therapies, equipment and technology and supply and demand, will have a
significant impact on the uptake of an ICP such as this one. Internal influences, such as

leadership, patient satisfaction and finances will also impact upon whether an ICP will be
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successful in a different health context (253).

Two broad choices have been described in relation to context: adapting the intervention to the
context or adapting the context to the intervention (253). This raises a very interesting point
when this sentence is related to the ICP and the stakeholder ambition to expand. The ICP is a
simple pathway that was set up in the context of that individual trust. Moving this out to other
trusts is a complex process which not only has to consider the external and internal influences
within that trust, but also potentially having to adapt the ICP to allow the implementation to
occur at all. However, quality standard 54 from NICE does encourage commissioners to
commission services with expertise and capacity for specialised management of Fl, further
adding to the leverage of the team who set up the ICP (254). The overall likelihood of the
trust adapting to the ICP is low however, due to the fact that it would potentially bring a

greater workload (at least initially) and financial cost.

Therefore the likelihood of “full” normalization as perceived by the stakeholders with

expansion into other neighbouring trusts is unlikely to be realised in the near future.

Conclusions

A number of barriers and facilitators have been identified in relation to the local
implementation of an ICP for FI. Facilitators included effective clinical leadership, a true,
shared sense of purpose, commitment and teamwork between all members of the continence
team and effective change management. With barriers to the implementation including a lack
of organisational leadership, a lack of capacity related to stakeholder time to setup and
implement the ICP and an initial lack of referrals. Each of these facilitators or barriers

impacted upon the key stakeholders involved in the implementation process often with
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positive consequences e.g. building leadership skills, improving teamwork and an enhanced
patient journey. However, negative consequences such as high workloads were apparent, as
there was a lack of capacity and organisational support for stakeholders to set up and
implement the ICP, contributing to the delay in its implementation. Initial findings suggest
that the introduction of this ICP for FI appears to be beneficial for patients and staff alike,
with patient outcomes remaining on a par initially with the ‘traditional’ pathway and referral
rates increasing following promotional work around the service. This ICP has the potential to
solve some, if not all, of the issues related to the previously fragmented and disjointed
continence services. However, one key barrier still remains regarding the effective promotion
of the service to key stakeholders such as GPs, to ensure that appropriate patients are referred
in a timely manner. The MDT involved in setting up this ICP are attempting to improve
referral rates and trying to ensure that clinical outcomes are maintained and improved if
possible. However, this is an initial exploratory evaluation and therefore further work is

needed before results can be described as generalisable.

Implications for Practice

The introduction of an ICP for FI has the potential to improve the management of FI patients,
by ensuring the appropriate patients get to see the most appropriate healthcare professional at
the right time. Some of the longstanding issues with continence care could be resolved if the
work commenced in the study is continued and embedded, leading to a generalisability of the
ICP into neighbouring trusts and potentially, nationally. If these changes were to happen, and
patients with FI were managed more appropriately with symptom improvement occurring

more quickly, then the social and financial implications for these patients could be of benefit
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to the country as a whole. However, it must be highlighted that not every hospital trust has a
bowel function service within it and there would be considerable cost in setting one up, which
would be a major challenge especially in a NHS that is currently in the midst of a financial
crisis. Overall though, the provision of a service that would enable patients to regain control
of their lives and significantly improve their quality of lives would be welcomed by patients

and healthcare professionals in community and hospital settings alike, if funding allows.

Suggestions for Future Research

A follow-up qualitative interview study would allow an assessment of whether the current
patient/participant views outlined in this study, remain following the introduction of the ICP
over a sustained period of time. In accordance with this, the patient outcome measures will
need to be monitored (patient symptoms, symptom severity scoring and quality of life
outcomes) so that the ICP outcomes can be compared with the ‘traditional’ pathway
outcomes. This will allow the team to ensure that the improvement in patient symptoms, for
patients referred to the ICP, is equal to or better than the ‘traditional’ pathway. Alongside
further work into the patient element of the study, continuing to observe the impact that the
ICP has on the staff within the service would also be relevant as the plan to expand the ICP
out to neighbouring areas will no doubt bring more challenges, which the team will have to
overcome. To observe this process in different geographical areas with a different population
mix would help to make the findings more generalisable and a definitive multicentre trial
would ensure that after this has been achieved the ICP could be implemented on a national

basis.

245



10.

11.

REFERENCES

Bharucha AE. Epidemiology of Fecal Incontinence. In: GI Epidemiology: Diseases and
Clinical Methodology: Second Edition. 2014.

Perry S, Shaw C, McGrother C, Matthews RJ, Assassa RP, Dallosso H, et al.
Prevalence of faecal incontinence in adults aged 40 years or more living in the
community. Gut. 2002;

Macmillan AK, Merrie AEH, Marshall RJ, Parry BR. The prevalence of fecal
incontinence in community-dwelling adults: A systematic review of the literature. Dis
Colon Rectum. 2004;

Edwards NI, Jones D. The prevalence of faecal incontinence in older people living at
home. Age Ageing. 2001;

Stenzelius K, Westergren A, Hallberg IR. Bowel function among people 75+ reporting
faecal incontinence in relation to help seeking, dependency and quality of life. J Clin
Nurs. 2007,

National Institute for Health and Care Excellence. Faecal incontinence in adults:
management. NICE Guidel. 2007,

Norton C, Whitehead WE, Bliss DZ, Harari D, Lang J. Management of fecal
incontinence in adults. Neurourology and Urodynamics. 2010.

Brown SR, Wadhawan H, Nelson RL. Surgery for faecal incontinence in adults.
Cochrane Database of Systematic Reviews. 2013.

Rimmer CJ, Gill KA, Greenfield S, Dowswell G. The design and initial patient
evaluation of an integrated care pathway for faecal incontinence: A qualitative study.
BMC Health Serv Res. 2015;

Wilson M, McColl E. The experience of living with faecal incontinence. Nurs Times.
2007 Apr;103(14):46-9.

Department of Health. Good practice in continence services. Nurs Stand. 2000;

246



12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Organisational C, Report C. National Audit of Continence Care Combined
Organisational and Clinical Report. Quality. 2010;(September).

Wells A, Green J, Husk J, Whiteley J. Cost-effective Commissioning For Faecal
Incontinence.

Patel K, Bliss DZ, Savik K. Health literacy and emotional responses related to fecal
incontinence. J Wound, Ostomy Cont Nurs. 2010;

Bliss DZ, Fischer LR, Savik K. Managing Fecal Incontinence: SELF-CARE
PRACTICES OF OLDER ADULTS. J Gerontol Nurs. 2014;

Johanson JF, Lafferty J. Epidemiology of fecal incontinence: the silent affliction. Am J
Gastroenterol. 1996;

Kalantar JS, Howell S, Talley NJ. Prevalence of faecal incontinence and associated risk
factors An underdiagnosed problem in the Australian community? Med J Aust. 2002;

Finne-Soveri H, Segrbye LW, Jonsson P V., Carpenter GI, Bernabei R. Increased work-
load associated with faecal incontinence among home care patients in 11 European
countries. Eur J Public Health. 2008;

Bliss DZ, Norton C, Vodusek DB. Raising awareness about fecal incontinence.
Neurourology and Urodynamics. 2010.

Country NI for HRB and B. Collaborations for Leadership in Applied Health Research.
Theme 1: Health Service Redesign [Internet]. Health Dervices and Delivery Research
programme. [cited 2014 May 1]. Available from: http://www.clahrc-
wm.nihr.ac.uk/research/bbc-pilot.html

Research NI for H. Health Services and Delivery Research Programme. National
Institute for Health Research. 2014.

Davis KJ, Kumar D, Wake MC. Pelvic floor dysfunction: A scoping study exploring
current service provision in the UK, interprofessional collaboration and future
management priorities. Int J Clin Pract. 2010;

Hu TW, Wagner TH. Health-related consequences of overactive bladder: An economic
perspective. BJU International. 2005.

247



24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Dunivan GC, Heymen S, Palsson OS, von Korff M, Turner MJ, Melville JL, et al.
Fecal incontinence in primary care: prevalence, diagnosis, and health care utilization.
Am J Obstet Gynecol. 2010;

Fader M, Cottenden A, Getliffe K, Gage H, Clarke-O’Neill S, Jamieson K, et al.
Absorbent products for urinary/faecal incontinence: A comparative evaluation of key
product designs. Health Technol Assess (Rockv). 2008;

Deutekom M, Dobben AC, Dijkgraaf MGW, Terra MP, Stoker J, Bossuyt PMM. Costs
of outpatients with fecal incontinence. Scand J Gastroenterol. 2005;

Fenton K. Our health, our care, our say. Nursing management (Harrow, London,
England : 1994). 2006;

Grimshaw JM, Russell IT. Effect of clinical guidelines on medical practice: a
systematic review of rigorous evaluations. Lancet. 1993;

Rotter T, Kinsman L, James EL, Machotta A, Gothe H, Willis J, et al. Clinical
pathways: effects on professional practice, patient outcomes, length of stay and
hospital costs. Cochrane Database Syst Rev. 2010;

Allen D, Gillen E, Rixson L. The Effectiveness of Integrated Care Pathways for Adults
and Children in Health Care Settings: A Systematic Review. JBI Libr Syst Rev.
2009;7(3):80-129.

Lam R, Jones-Roberts A. A care model for faecal incontinence management in the
community. Aust Nurs J. 2002 Mar;9(8):21-4.

Schrijvers G, van Hoorn A, Huiskes N. The care pathway: concepts and theories: an
introduction. Int J Integr Care. 2012 Jan;12(Spec Ed Integrated Care Pathways):e192.

Department of Health. National Service Framework for Older People. UK Dep Heal.
2001;

Audit Commission. Fully Equipped 2002: assisting independance. 2002;

NICE. Faecal incontinence in adults. NICE Quality Standard. Nurs Stand. 2017;

Philippa P. Excellence in Continence Care: Practical Guidance for Commissioners,

248



37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

Providers, Health and Social Care Staff and Information for the Public. In: NHS
England. 2015.

May C, Finch T. Implementation, embedding and integration: an outline of
normalization process theory. Sociology. 2009;

Coggrave M, Norton C, Cody JD. Management of faecal incontinence and constipation
in adults with central neurological diseases. Cochrane Database of Systematic Reviews.
2014.

Wald A. Diagnosis and Management of Fecal Incontinence. Current Gastroenterology
Reports. 2018.

Norton C, W.Whitehead, Bliss DZ, Harari D, Lang J. Conservative and
pharmacological management of faecal incontinence in adults. Incontinence. 2009;

Whitehead WE, Borrud L, Goode PS, Meikle S, Mueller ER, Tuteja A, et al. Fecal
Incontinence in US Adults: Epidemiology and Risk Factors. Gastroenterology. 2009;

Whitehead WE. Diagnosing and Managing Fecal Incontinence: If You Don’t Ask,
They Won’t Tell. Gastroenterology. 2005;

Bharucha AE, Wald A, Enck P, Rao S. Functional Anorectal Disorders.
Gastroenterology. 2006;

Nygaard I, Barber MD, Burgio KL, Kenton K, Meikle S, Schaffer J, et al. Prevalence
of symptomatic pelvic floor disorders in US women. JAMA - J Am Med Assoc. 2008;

Rockwood TH, Church JM, Fleshman JW, Kane RL, Mavrantonis C, Thorson AG, et
al. Patient and surgeon ranking of the severity of symptoms associated with fecal
incontinence. Dis Colon Rectum. 2005;

Matzel KE, Schmidt RA, Tanagho EA. Neuroanatomy of the striated muscular anal
continence mechanism - Implications for the use of neurostimulation. Dis Colon
Rectum. 1990;

Gunterberg B, Kewenter J, Petersén I, Stener B. Anorectal function after major
resections of the sacrum with bilateral or unilateral sacrifice of sacral nerves. Br J Surg.
2007;

249



48.

49.

50.

51.

52.

53.

54.

55.

56.

S7.

58.

59.

60.

Duthie HL, Bennett RC. The relation of sensation in the anal canal to the functional
anal sphincter: a possible factor in anal continence. Gut. 2007;

Miller R, Bartolo DCC, Cervero F, McC. Mortensen NJ. Anorectal sampling: A
comparison of normal and incontinent patients. Br J Surg. 1988;

DUTHIE HL, GAIRNS FW. Sensory nerve-endings and sensation in the anal region of
man. Br J Surg. 1960;

Goligher JC, Hughes ESR. SENSIBILITY OF THE RECTUM AND COLON. ITS
ROLE IN THE MECHANISM OF ANAL CONTINENCE. Lancet. 1951,

S.S.C. R, R.S. P. How useful are manometric tests of antrectal function in the
management of defecation disorders? Am J Gastroenterol. 1997;

Rao SSC. Fecal Incontinence. In: Sleisenger and Fordtran’s Gastrointestinal and Liver
Disease. 2012.

Sun WM, Donnelly TC, Read NW. Utility of a combined test of anorectal manometry,
electromyography, and sensation in determining the mechanism of “idiopathic” faecal
incontinence. Gut. 1992;

Kamm MA. Obstetric damage and faecal incontinence. The Lancet. 1994.

Sultan AH, Kamm MA, Hudson CN, Bartram CI. Third degree obstetric anal sphincter
tears: Risk factors and outcome of primary repair. BMJ. 1994;

Rao S, Kempf J, Stessman M. Anal seepage: Sphincter dysfunction or incomplete
evaluation? Gastroenterology. 2006;

Read NW, Abouzekry L, Read MG, Howell P, Ottewell D, Donnelly TC. Anorectal
function in elderly patients with fecal impaction. Gastroenterology. 1985;

Sun WM, Read NW, Verlinden M. Effects of loperamide oxide on gastrointestinal
transit time and anorectal function in patients with chronic diarrhoea and faecal
incontinence. Scand J Gastroenterol. 1997;

S.S.C. R. The technical aspects of biofeedback therapy for defecation disorders.
Gastroenterologist. 1998;

250



61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

Tan JJY, Chan M, Tjandra JJ. Evolving therapy for fecal incontinence. Diseases of the
Colon and Rectum. 2007.

Mowatt G, Glazener C, Jarrett M. Sacral nerve stimulation for fecal incontinence and
constipation in adults: A short version Cochrane Review. Neurourology and
Urodynamics. 2008.

Malouf AJ, Norton CS, Engel AF, Nicholls RJ, Kamm MA. Long-term results of
overlapping anterior anal-sphincter repair for obstetric trauma. Lancet. 2000;

Allison M, Prosser K, Martin-Lumbard K. Percutaneous tibial nerve stimulation: a new
treatment for faecal incontinence. Gastrointest Nurs. 2014;

Currie L, Harvey G. Care pathways development and implementation. Nurs Stand.
1998 Apr;12(30):35-8.

Kinsman L, Rotter T, James E, Snow P, Willis J. What is a clinical pathway?
Development of a definition to inform the debate. BMC Med. 2010;

Kostadinova D. Integrated care pathways: a practical approach to implementation. Int J
Integr Care. 2016;

Brett W, Schofield J. Integrated care pathways for patients with complex needs. Nurs
Stand. 2013;

Wilson J. Integrated care management. Nurs Manag (Harrow). 1997;

Lynam L. Case management and critical pathways: friend or foe? Neonatal Netw. 1994
Dec;13(8):48-49,51.

Mcconnell T, O’Halloran P, Porter S, Donnelly M. Systematic Realist Review of Key
Factors Affecting the Successful Implementation and Sustainability of the Liverpool
Care Pathway for the Dying Patient. Worldviews Evidence-Based Nurs. 2013;

Evans-Lacko S, Jarrett M, McCrone P, Thornicroft G. Facilitators and barriers to
implementing clinical care pathways. BMC Health Serv Res. 2010;

National Leadership and Innovation Agency for Healthcare. Integrated care pathways -
A guide to good practice. J Integr Care Pathw. 2005.

251



74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

Kitchiner D, Davidson C, Bundred P. Integrated care pathways: Effective tools for
continuous evaluation of clinical practice. Journal of Evaluation in Clinical Practice.
1996.

Espie C, Stead L, Riches T. Introducing Anticipated Recovery Pathways: A Teaching
Hospital Experience. Int J Health Care Qual Assur. 1994,

Tuffin R. Implications of complexity theory for clinical practice and healthcare
organization. BJA Educ. 2016;

Uhl-Bien M, Marion R, McKelvey B. Complexity Leadership Theory: Shifting
leadership from the industrial age to the knowledge era. Leadersh Q [Internet].
2007;18(4):298-318. Available from:
http://www.sciencedirect.com/science/article/pii/S1048984307000689

Zenouzi BN, Dehghan A. Complexity theory and general model of leadership. Glob J
Manag Bus Res. 2012;12(21).

Higgins JP. Nonlinear systems in medicine. Yale Journal of Biology and Medicine.
2003.

Burke WW, Litwin GH. A Causal Model of Organizational Performance and Change. J
Manage. 1992,

Kotter JP. Leading change: Why transformation efforts fail. Harvard Business Review.
2007.

Plsek PE, Greenhalgh T. Complexity science: The challenge of complexity in health
care. BMJ. 2002;

Plsek PE, Wilson T. Complexity science: Complexity, leadership, and management in
healthcare organisations. BMJ. 2002;

lles V, Sutherland K. Organizational change: A review for health care managers,
professional and researchers. Natl Coord Cent Serv Deliv Organ. 2001,

Dawson S. Analysing Organisations. Analysing Organisations. 2015.

Gupta S. Organisational Change and Development. SSRN. 2005.

252



87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

Ackerman L. Development, Transition or Transformation: The Question of Change in
Organizations. In: Organization Development Classics: The Practice and Theory of
Change. 1997.

Kanter RM. The change masters: innovation and entreprenarship in the american
coporation. In: The american coporation. 1983.

Organizational Transitions: Managing Complex Change: Richard Beckhard and
Rueben T. Harris Reading, Mass.: Addison-Wesley, 1977. 110 pp. Gr Organ Stud
[Internet]. 1977 Dec 1;2(4):516. Available from:
https://doi.org/10.1177/105960117700200422

Nadler D, Tushman M. Organisational framebending. Acad Manag Exec. 1989;

Eysenck HJ, Lewin K. Field Theory in Social Science. Br J Sociol. 2007;

Mohrman AM, Mohrman SA, Ledford GE, Zajac EJ, 11l EEL, Cummings TG. Doing
Research That is Useful for Theory and Practice. Adm Sci Q. 2006;

Meredith S. Champions of Change: How CEOs and their Companies are Mastering the
Skills of Radical Change. Technovation. 2002;

The Leader’s change handbook: an essential guide to setting direction and taking
action. Choice Rev Online. 2013;

British Medical Association. How to Influence for Change in the NHS. 2017;(January).
Available from: https://www.bma.org.uk/-/media/.../now-to-influence-change-in-the-
nhs-report.pdf

Fisher JM. A Time for Change? Hum Resour Dev Int [Internet]. 2005 Jun 1;8(2):257—
63. Available from: https://doi.org/10.1080/13678860500100665

The King’s Fund Commission on Leadership and Management in the NHS. The future
of leadership and management in the nhs: No more heroes. London Kings Fund
[Internet]. 2011; Available from:
http://www.kingsfund.org.uk/publications/nhs_leadership.htmI%5Cnhttp://scholar.goo
gle.com/scholar?hl=en&btnG=Search&q=intitle: The+future+of+leadership+and+mana
gement+in+the+NHS:+No+more+heroes#1

West M, Loewenthal L, Eckert R, West T, Lee A, Armit K, et al. Leadership and

253



99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

Leadership Development in Health Care : The Evidence Base Contents. Kings Fund
[Internet]. 2015;1-36. Available from: www.kingsfund.org.uk/ publications/leadership-
and-leadership-development-health-care

Longshore JM. Leadership and Performance Beyond Expectations. Acad Manag Rev.
2011;

James KT. Leadership in context Lessons from new leadership theory and current
leadership development practice. 2011,

Xu J. Leadership theory in clinical practice. Chinese Nurs Res [Internet].
2019;4(4):155-7. Available from: https://doi.org/10.1016/j.cnre.2017.10.001

Uzohue CE, Yaya JA, Akintayo OA. A Review of Leadership Theories, Principles,
Styles and their Relevance to Management of Health Science Libraries in Nigeria. J
Educ Leadersh Policy. 2016;1(1):17-26.

Berghout MA, Fabbricotti IN, Buljac-samardz M, Hilders GJIM. Medical leaders or
masters ?— A systematic review of medical leadership in hospital settings. 2017;1-24.

Colbert AE, Judge TA, Choi D, Wang G. Assessing the trait theory of leadership using
self and observer ratings of personality: The mediating role of contributions to group
success. Leadersh Q [Internet]. 2012;23(4):670-85. Available from:
http://www.sciencedirect.com/science/article/pii/S1048984312000215

Fleenor J. TRAIT APPROACH TO LEADERSHIP. In 2006. p. 831-3.

Northouse. Trait Approach (Chapter 2). Leadership Theory and Practice. 1990. 15-38
p.

Billig M. Kurt Lewin’s Leadership Studies and His Legacy to Social Psychology: Is
There Nothing as Practical as a Good Theory? Vol. 45, Journal for the Theory of Social
Behaviour. 2014.

Goleman D. Emotional Intelligence : Issues in Paradigm Building. Emot Intell Work.
2001;

NHS Leadership Academy. Healthcare Leadership Model: Version 1.0. 2013;1-16.

254



110.

111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

Storey J, Holti R, Storey J. HR. Towards a new model of leadership for the NHS. Nhs.
2013;

Anderson M, Bayliss E, Bevan H, Duffy R, Farrell J, Hinde R, et al. The Change
Model Guide Version 5. 2018;1-32. Available from: https://www.england.nhs.uk/wp-
content/uploads/2018/04/change-model-guide-v5.pdf

Manley K, O’Keefe H, Jackson C, Pearce J, Smith S. A shared purpose framework to
deliver person-centred safe and effective care: organisational transformation using
practice development methodology. Vol. 4, International Journal of Practice
Development. 2014. Article 2.

N/A. Building shared purpose and inspiring collective commitment. :17.

The Health Foundation. Celebrating Shared Purpose. Heal Found. 2015;(October):36.

Collins B. Staff engagement Six building blocks for. 2015;

Francis R. Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry.
2013.

West MA. Employee engagement and NHS performance. Kings Fund. 2012;

Maben J, Adams M, Peccei R, Murrells T, Robert G. “Poppets and parcels”: the links
between staff experience of work and acutely ill older peoples’ experience of hospital
care. Int J Older People Nurs. 2012 Jun;7(2):83-94.

Jabbal J. Embedding a culture of quality improvement. The Kings Fund. 2017.

Manser T. Teamwork and patient safety in dynamic domains of healthcare: A review of
the literature. Acta Anaesthesiologica Scandinavica. 2009.

Firth-Cozens J. Cultures for improving patient safety through learning: the role of
teamwork. Qual Saf Heal Care. 2010;

West MA, Borrill C, Dawson J, Scully J, Carter M, Anelay S, et al. The link between
the management of employees and patient mortality in acute hospitals. Int J Hum
Resour Manag. 2002;

255



123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

133.

134.

135.

England HE. Improving teams in healthcare. :1-8.

Roddis M. Understanding Doctors’ Performance. BMJ. 2018;

Dickinson H, Ham C, Snelling I, Spurgeon P. National Institute for Health Research
Service Delivery and Organisation Programme Are We There Yet? Models of Medical
Leadership and their effectiveness: An Exploratory Study. 2013;1-230.

Salas E, DiazGranados D, Klein C, Burke CS, Stagl KC, Goodwin GF, et al. Does
Team Training Improve Team Performance? A Meta-Analysis. Hum Factors J Hum
Factors Ergon Soc. 2008;

Spencer KL. The Wisdom of Teams: Creating the High-Performance Organization.
Acad Manag Perspect. 2011;

Nancarrow SA, Booth A, Ariss S, Smith T, Enderby P, Roots A. Ten principles of
good interdisciplinary team work. Hum Resour Health. 2013;

Brannick MT, Prince C. An overview of team performance management. In: Team
performance assessment and measurement: theory, methods, and applications. 1997.

Michan, Sharon & Rodger S. Characteristics of effective teams : Aust Heal Rev.
2000;23(3):201-8.

West MA. Creating effective teams. Eff Teamwork Pract Lessons from Organ Res.
2012;

Bassoff BZ. Interdisciplinary education as a facet of health care policy: the impact of
attitudinal research. J Allied Health. 1983 Nov;12(4):280-6.

Headrick LA, Wilcock PM, Batalden PB. Interprofessional working and continuing
medical education. BMJ Br Med J. 1998;

Pearce JA, Ravlin EC. The Design and Activation of Self-Regulating Work Groups.
Hum Relations. 1987,

Blechert TF, Christiansen MF, Kari N. Intraprofessional team building. Am J Occup
Ther Off Publ Am Occup Ther Assoc. 1987;

256



136.

137.

138.

139.

140.

141.

142.

143.

144.

145.

146.

147.

148.

Briggs TL. Teamwork: Working Together in the Human Services. By Naomi I. Brill.
Philadelphia, Pa.: J. B. Lippincott Co., 1976. 155 pp. $8.50 cloth, $4.25 paper. Soc
Work [Internet]. 1977 Jan 1;22(1):69. Available from:
https://dx.doi.org/10.1093/sw/22.1.69-a

Sundstrom E, De Meuse KP, Futrell D. Work teams: Applications and effectiveness.
Am Psychol. 1990;

Firth-Cozens J. Celebrating teamwork. Qual Health Care. 1998 Dec;7 Suppl:S3-7.

MAPLE G. Early Intervention: Some Issues in Co-operative Team Work. Aust Occup
Ther J. 1987,

Barczak NL. How to lead effective teams. Crit Care Nurs Q. 1996 May;19(1):73-82.

Goodman PS. Groups That Work (And Those That Don’t). Acad Manag Rev. 2011;

Lencioni P. The Five Dysfunctions of a Team: A Leadership Fable (J-B Lencioni
Series). Hardcopy Book. 2002.

Lynas K, Academy NHSL. Introduction to Team Development.

NHS Interim Management and Support. Delivering Cancer Waiting Times: A Good
Practice Guide [Internet]. 2015. Available from: https://www.england.nhs.uk/wp-
content/uploads/2015/03/delivering-cancer-wait-times.pdf

Royal College of Emergency Medicine. Emergency Medicine Briefing : Making the
Case for the Four- Hour Standard [Internet]. 2018. Available from:
https://www.rcem.ac.uk//docs/Policy/Making the Case for the Four Hour Standard.pdf

NHS Institute for Health & Improvement. Demand and Capacity: a Comprehensive
Guide. 2017; Available from:
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_servi
ce_improvement_tools/demand_and_capacity - a_comprehensive_guide.html

Government TS. Understanding Capacity and Demand Understanding Capacity and
Demand.

Radnor ZJ, Holweg M, Waring J. Lean in healthcare: The unfilled promise? Soc Sci

257



149.

150.

151.

152.

153.

154.

155.

156.

157.

158.

Med [Internet]. 2012;74(3):364—71. Available from:
http://www.sciencedirect.com/science/article/pii/S0277953611000979

Fritze C. The Toyota Production System - The Key Elements and the Role of Kaizen
within the System. 2016.

Silvester K, Frcophth MBA, Bevan H, Obe DBA, Lendon R, Steyn R, et al. Reducing
waiting times in the NHS : is lack of capacity the problem? Clin Manag. 2004,

van Bussel EM, van der Voort MBVR, Wessel RN, van Merode GG. Demand,
capacity, and access of the outpatient clinic: A framework for analysis and
improvement. J Eval Clin Pract. 2018;24(3):561-9.

Miller SD, Duncan BL, Brown J, Sorrell R, Chalk MB. Using outcome to inform and
improve treatment outcomes. J Br Ther. 2006;5(March):5-22.

Byrne N, York A, Law D. Using Clinical Outcomes for Service Improvement. 2017.

Zielstorff RD. Capturing and Using Clinical Outcome Data: Implications for
Information Systems Design. J Am Med Informatics Assoc. 2011;2(3):191-6.

Nelson EC, Eftimovska E, Lind C, Hager A, Wasson JH, Lindblad S. Patient reported
outcome measures in practice. BMJ [Internet]. 2015;350(February):1-3. Available
from: http://dx.doi.org/doi:10.1136/bmj.g7818

Kingsley C, Patel S. Patient-reported outcome measures and patient-reported
experience measures. BJA Educ [Internet]. 2017;17(4):137—44. Available from:
https://linkinghub.elsevier.com/retrieve/pii/S2058534917300586

Baumhauer JF, Bozic KJ, Wright JG, Bronshteyn YS, Chad Mather RC, Bozic KJ, et
al. A Guide to Patient Reported Measures — Theory , Landscape and Uses A Guide to
Patient Reported Measures A Guide to Patient Reported Measures — Theory ,
Landscape and Uses. Cureus [Internet]. 2017;9(1):315-7. Available from:
http://www.cureus.com/articles/6158-defining-health-in-the-era-of-value-based-care-
the-six-cs-of-health-and-
healthcare%0Ahttps://www.ncbi.nlm.nih.gov/pmc/articles/PMC4114027/pdf/ahdb-01-
022.pdf%0Ahttp://www.cureus.com/articles/6353-value-based-health-care

Black N, Varaganum M, Hutchings A. Relationship between patient reported
experience (PREMS) and patient reported outcomes (PROMS) in elective surgery. BMJ
Qual Saf. 2014;23(7):534-43.

258



159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

Weldring T, Smith SMS. Article Commentary: Patient-Reported Outcomes (PROs) and
Patient-Reported Outcome Measures (PROMSs). Heal Serv Insights [Internet].
2013;6:HSI1.S11093. Available from:
http://journals.sagepub.com/doi/10.4137/HS1.S11093

Chen J, Ou L, Hollis SJ. A systematic review of the impact of routine collection of
patient reported outcome measures on patients, providers and health organisations in an
oncologic setting [Internet]. VVol. 13, BMC Health Services Research. BMC Health
Services Research; 2013. p. 1. Available from: BMC Health Services Research

Marshall S, Haywood K, Fitzpatrick R. Impact of patient-reported outcome measures
on routine practice: a structured review. J Eval Clin Pract [Internet]. 2006 Oct
1;12(5):559-68. Available from: https://doi.org/10.1111/j.1365-2753.2006.00650.x

Santana M-J, Feeny D. Framework to assess the effects of using patient-reported
outcome measures in chronic care management. Qual Life Res. 2014 Jun;23(5):1505—
13.

Valderas JM, Kotzeva A, Espallargues M, Guyatt G, Ferrans CE, Halyard MY, et al.
The impact of measuring patient-reported outcomes in clinical practice: a systematic
review of the literature. Qual Life Res. 2008 Mar;17(2):179-93.

Wasson JH, Stukel TA, Weiss JE, Hays RD, Jette AM, Nelson EC. A randomized trial
of the use of patient self-assessment data to improve community practices. Eff Clin
Pract. 1999;2(1):1-10.

Dawson J, Doll H, Fitzpatrick R, Jenkinson C, Carr AJ. The routine use of patient
reported outcome measures in healthcare settings. BMJ [Internet]. 2010 Jan
18;340:¢186. Available from: http://www.bmj.com/content/340/bmj.c186.abstract

Pincus T, Summey JA, Soraci SAJ, Wallston KA, Hummon NP. Assessment of patient
satisfaction in activities of daily living using a modified Stanford Health Assessment
Questionnaire. Arthritis Rheum. 1983 Nov;26(11):1346-53.

Fung CH, Hays RD. Prospects and challenges in using patient-reported outcomes in
clinical practice. Qual Life Res. 2008 Dec;17(10):1297-302.

May C. A rational model for assessing and evaluating complex interventions in health
care. BMC Health Serv Res. 2006;

May C, Finch T, Mair F, Ballini L, Dowrick C, Eccles M, et al. Understanding the

259



170.

171.

172.

173.

174.

175.

176.

177.

178.

179.

implementation of complex interventions in health care: The normalization process
model. BMC Health Serv Res. 2007;

Murray E, Treweek S, Pope C, MacFarlane A, Ballini L, Dowrick C, et al.
Normalisation process theory: a framework for developing, evaluating and
implementing complex interventions. BMC Med. 2010 Oct;8:63.

May MC CRM, Finch E, Mair F, Treweek S, Ballini S, MacFarlane A, et al.
Normalization Process Theory On-Line User’s Manual and Toolkit.
http://www.normalizationprocess.org. 2010.

May CR, Mair F, Finch T, MacFarlane A, Dowrick C, Treweek S, et al. Development
of a theory of implementation and integration: Normalization Process Theory.
Implement Sci. 2009;

May CR, Mair FS, Dowrick CF, Finch TL. Process evaluation for complex
interventions in primary care: Understanding trials using the normalization process
model. BMC Fam Pract. 2007,

Finch TL, Rapley T, Girling M, Mair FS, Murray E, Treweek S, et al. Improving the
normalization of complex interventions: Measure development based on normalization
process theory (NoMAD): Study protocol. Implement Sci. 2013;

Gask L, Lever-Green G, Hays R. Dissemination and implementation of suicide
prevention training in one Scottish region. BMC Health Serv Res. 2008;

Gask L, Rogers A, Campbell S, Sheaff R. Beyond the limits of clinical governance?
The case of mental health in English primary care. BMC Health Serv Res. 2008;

Gallacher K, May CR, Montori VM, Mair FS. Understanding patients’ experiences of
treatment burden in chronic heart failure using normalization process theory. Ann Fam
Med. 2011,

Coburn NG, Guller U, Baxter NN, Kiss A, Ringash J, Swallow CJ, et al. Adjuvant
Therapy for Resected Gastric Cancer-Rapid, Yet Incomplete Adoption Following
Results of Intergroup 0116 Trial. Int J Radiat Oncol Biol Phys. 2008;

Kirsh SR, Lawrence RH, Aron DC. Tailoring an intervention to the context and system
redesign related to the intervention: A case study of implementing shared medical
appointments for diabetes. Implement Sci. 2008;

260



180.

181.

182.

183.

184.

185.

186.

187.

188.

189.

190.

191.

192.

Speed C, Heaven B, Adamson A, Bond J, Corbett S, Lake AA, et al. LIFELAX - diet
and LIFEstyle versus LAXatives in the management of chronic constipation in older
people: Randomised controlled trial. Health Technol Assess (Rockv). 2010;

Gask L, Bower P, Lovell K, Escott D, Archer J, Gilbody S, et al. What work has to be
done to implement collaborative care for depression? Process evaluation of a trial
utilizing the Normalization Process Model. Implement Sci. 2010;

Crozier G, Denzin N, Lincoln Y. Handbook of Qualitative Research. Br J Educ Stud.
2006;

Ritzer G, Guba E. The Paradigm Dialog. Can J Sociol / Cah Can Sociol. 2006;

Creswell JW. Research design: qualitative, quantitative and mixed approaches.
Research Design. 20009.

Lichtman M. Qualitative Research in Education, A User’s Guide. Qualitative Research
in Education, A User’s Guide. 2013.

Alheide D, J J. Criteria for assessing interpretive validity in qualitative research.
Collect Interpret Qual Mater. 1998;

Isbister WH, Poses RM, Levitt NJ. Qualitative research in health care. BMJ. 2000.

Creswell J, Plano Clark V. Designing and Conducting Mixed Methods Research.
Thousand Oaks, CA: Sage. Organizational Research Methods. 2009.

Caracelli VJ, Greene JC. Data Analysis Strategies for Mixed-Method Evaluation
Designs. Educ Eval Policy Anal. 1993;

Casebeer AL, Verhoef MJ. Combining Qualitative and Quantitative Research Methods:
Considering the Possibilities for Enhancing the Study of Chronic Diseases. Chronic
Dis Can. 1997;

Cotten SR, Tashakkori A, Teddlie C. Mixed Methodology: Combining Qualitative and
Quantitative Approaches. Contemp Sociol. 2006;

Reichardt CS, Rallis SF. The Qualitative-Quantitative Debate: New Perspectives. New
Dir Progr Eval. 1994;

261



193.

194.

195.

196.

197.

198.

199.

200.

201.

202.

203.

204.

205.

206.

Haase JE, Myers ST. Reconciling Paradigm Assumptions of Qualitative and
Quantitative Research. West J Nurs Res. 1988;

Alford RR, King G, Keohane RO, Verba S. Designing Social Inquiry: Scientific
Inference in Qualitative Research. Contemp Sociol. 1995;

Reichardt CS, Rallis SF. Qualitative and quantitative inquiries are not incompatible: A
call for a new partnership. New Dir Progr Eval. 2005;

Clarke PN, Yaros PS. Research Blenders: Commentary and Response. Nurs Sci Q.
2007,

Baum F. Researching public health: Behind the qualitative-quantitative methodological
debate. Soc Sci Med. 1995;

Steckler A, Mcleroy KR, Goodman RM, Bird ST, Mccormick L. Toward Integrating
Qualitative and Quantitative Methods: An Introduction. Heal Educ Behav. 1992;

Carey JW. Linking Qualitative and Quantitative Methods: Integrating Cultural Factors
into Public Health. Qual Health Res. 1993;

Bechhofer F, Denzin NK. The Research Act in Sociology. Popul Stud (NY). 2006;

Morgan DL. Practical strategies for combining qualitative and quantitative methods:
Applications to health research. Qual Health Res. 1998;

Sale JEM, Lohfeld LH, Brazil K. Revisiting the quantitative-qualitative debate:
Implications for mixed-methods research. Qual Quant. 2002;

True JA, Bryman A. Quantity and Quality in Social Research. Contemp Sociol. 2006;

Onwuegbuzie A, Leech N. On becoming a pragmatic researcher: The importance of
combining quantitative and qualitative research methodologies. International Journal of
Social Research Methodology: Theory and Practice. 2005.

Johnson RB, Onwuegbuzie AJ. Mixed Methods Research: A Research Paradigm
Whose Time Has Come. Educ Res. 2007;

Greene JC, Caracelli VVJ, Graham WF. Toward a Conceptual Framework for Mixed-

262



207.

208.

209.

210.

211.

212.

213.

214.

215.

216.

217.

218.

219.

220.

Method Evaluation Designs. Educ Eval Policy Anal. 1989;

Lincoln YS, Guba EG. Naturalist inquiry. Beverly Hills, CA: Sage Publications. 1985.

Smith JK. Quantitative Versus Qualitative Research: An Attempt to Clarify the Issue.
Educ Res. 2007;

Britten N. Qualitative interviews in medical research. BMJ. 1995 Jul;311(6999):251-3.

Gubrium J, Holstein J. Handbook of Interview Research. 2001.

Patton MQ. How to use qualitative methods in evaluation. Program evaluation kit ed
Joan L Herman 4. 1987.

Hammersley M. Field Research: a Sourcebook and Field Manual (Book). Sociol Health
[lin. 1983;

Internacional Conference on Harmonisation of Technical Requirements for
Registration of Pharmaceuticals for Human Use. Guideline for good clinical practice -
E6 (R2). ICH Harmon Tripart Guidel. 2016;

Bryman A, Burgess RG. Reflections on qualitative data analysis. In: Analyzing
qualitative data. 2010.

Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In:
Analyzing qualitative data. 2010.

Jane Ritchie, Jane Lewis, Carol Mcnaughton Nicholls RO. Qualitative research
pracrice: a guide for social science students and reseachers. SAGE Publ. 2003;

Charmaz K. Constructing Grouded Theory. Sage Publication. 2006.

Saldafia J. The Coding Manual for Qualitative Researchers. Sage. 2014.

Charmaz K. Constructing grounded theory: a practical guide through qualitative
analysis. In: Handbook of constructionist research. 2008.

Pope C, Sue Ziebland, Nicholas Mays. Session 5: Analysing qualitative data. BMJ Br

263



221.

222.

223.

224.

225.

226.

227.

228.

229.

230.

231.

232.

233.

Med J. 2011;

Auerbach C, Silverstein LB. Analyzing your first research study. In: Qualitative data :
An introduction to coding and analysis. 2003.

Jorge JMN, Wexner SD. Etiology and management of fecal incontinence. Dis Colon
Rectum. 1993;

Rockwood TH, Church JM, Fleshman JW, Kane RL, Mavrantonis C, Thorson AG, et
al. Fecal Incontinence Quality of Life Scale: quality of life instrument for patients with
fecal incontinence. Dis Colon Rectum. 2000 Jan;43(1):7-9.

Roos EP. SF-36 Health Survey Manual and Interpretation Guide. Med Care. 1992.

Corp I. IBM SPSS Statistics for Windows. New York IBM Corp. 2015;

Moss J. DNAs - Reducing Did Not Attends. NHS Inst Innov Improv. 2008;

Hoeper K. The quality and outcomes framework — QOF-transforming general practice.
Int J Integr Care. 2016;

Spencer SA. Future of clinical coding. Vol. 353, BMJ (Clinical research ed.). England,;
2016. p. i2875.

NHS Improving Quality. NHS Change Model. NHS Change Model Website. 2013.

Miller J. Keeping culture, purpose and values at the heart of your SME Championing
better work and working lives [Internet]. 2014. Available from:
https://www.cipd.co.uk/Images/keeping-culture-purpose-and-values-at-the-heart-of-
your-sme_2014 tcm18-10881.pdf

Katzenbach JR, Smith DK. The Wisdom of Teams. Small Bus Reports. 1993;

Coyle N, J. Ducanis A, K. Golin A. The Interdisciplinary Health Care Team: A
Handbook. Vol. 80, The American Journal of Nursing. 1980. 2274 p.

Brannick MT, Salas E, Prince C. Team performance assessment and measurement:
Theory, methods, and applications. Series in applied psychology. 1997.

264



234.

235.

236.

237.

238.

239.

240.

241.

242.

243.

244,

245.

246.

Rotkovitch R, Brill NI. Teamwork: Working Together in the Human Services. Am J
Nurs. 2006;

Sundstrom E, De Meuse KP, Futrell D. Work teams: Applications and effectiveness.
Am Psychol. 1990;

Proctor-Childs T, Miller C, Freeman M. Visions of teamwork: the realities of an
interdisciplinary approach. Br J Ther Rehabil. 2014;

Lencioni P. The Five Dysfunctions of a Team: A Leadership Fable (J-B Lencioni
Series). Jossey-Bass. 2002.

Morse JM. Designing funded qualiative research. In: Handbook of qualitative research.
1994.

Morse JM. The significance of saturation. Qualitative Health Research. 1995;

Sandelowski M. Sample size in qualitative research. Res Nurs Health. 1995;

Fossey E, Harvey C, McDermott F, Davidson L. Understanding and evaluating
qualitative research. Aust N Z J Psychiatry. 2002;

Guest G, Bunce A, Johnson L. How Many Interviews Are Enough? Field methods.
2005;

Baker SE, Edwards R. How Many Qualitative Interviews is Enough?: Expert Voices
and Early Career Reflections on Sampling and Cases in Qualitaive Research. Natl Cent
Res Methods Rev Pap. 2012;

Morris CJ, Cantrill JA, Weiss MC. GP survey response rate: A miscellany of
influencing factors. Fam Pract. 2001;

Bonevski B, Magin P, Horton G, Foster M, Girgis A. Response rates in GP surveys:
Trialling two recruitment strategies. Aust Fam Physician. 2011,

Clarson E. A new integrated care pathway for faecal incontinence [Internet]. NHS
England. The Atlas of Shared Learning: 2018 [cited 2019 Apr 5]. Available from:
https://www.england.nhs.uk/atlas_case_study/a-new-integrated-care-pathway-for-
faecal-incontinence/

265



247.

248.

249.

250.

251.

252.

253.

254.

Chelvanayagam S, Stern J. Using therapeutic groups to support women with faecal
incontinence. Br J Nurs. 2014;

Weiss MG, Ramakrishna J, Somma D. Health-related stigma: Rethinking concepts and
interventions. Psychol Heal Med. 2006;

Chelvanayagam S. Stigma, taboos, and altered bowel function. Gastrointest Nurs.
2014;12(1):16-22.

Kaplan RM. Does James Bond go to the toilet? Australas Psychiatry. 2012;

Carney KE, Coyne PE. Bowel cancer screening. Surgery (United Kingdom). 2017.

National Audit Office. The commissioning of specialised services in the NHS.
2016;(April):1-10.

The Health Foundation. Perspectives on context. Perspectives on Context. 2014. 1-30
p.

Kamm MA. Faecal incontinence. BMJ Br Med J [Internet]. 2003;327(7427):1299.
Available from:
http://oxfordbrookes.idm.oclc.org/login?url=https://search.proquest.com/docview/1777
618895?accountid=13041%0Ahttps://oxfordbrookes.on.worldcat.org/atoztitles/link?sid
=ProQ:&issn=09598138&volume=327&issue=7427 &title=BMJ+%3A+British+Medic
al+Journal&spage=12

266



Appendix 1: Participant Interview Schedule Round One

Evaluation of an integrated care pathway approach to the management of faecal
incontinence across primary and secondary care.

Participant Interview schedule: November 2011

TN eI VIEWEE S NAINIC: vuvuveereeennnnsreereeennessseesesssssssssessssssssssscsssssssssssssssnsssns

JOD Il veuieeeereeeniieeeeeeeneeeseeeeresenseseosseessssssssssessssssssosssssassssssssassssssssses

DAL: teriieitiiereeteereeneereseeereneesseseesssssssssssssssssssssssosssssssssssssssssssnsssosnssoons

L 1T S)  T0) =) o

Preamble

Introductions: self; purpose of research; summary of topics to be covered etc.

Previous paperwork was sent to show the aim of this research: to review process of change
following the introduction of an integrated care pathway for the provision of faecal
incontinence services.

Participants to understand objective of research, confirm willingness to contribute, and have
an opportunity to ask any questions about the project before starting.

It should also be explained that this is a generic set of questions, and they are not expected to
have answers for all the questions.

Please state the name of the person you are interviewing and the date before the interview

commences.

1. Could you tell me about your current role and how it relates to the pelvic floor
service?
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Brief resumé of career, leading up to current job and brief description
Challenges of current role

2. Tell me about the current faecal incontinence service in your Trust?

Where is this happening? (ldentify site e.g. community/hospital, other facilities:
theatre)

How is this different from other Trusts?

3. Can you talk me through the current patient pathway for a patient referred with
faecal incontinence?

How are patients kept informed about their illness, treatment and logistics of
treatment?

Including aspects of referral process

4.  Who are the different health professionals involved?

Explore multispeciality working; extra responsibility/ownership of patients; additional
training?

How well do they work together?

5. Areyou aware of any formal guidelines/documents related to faecal incontinence in
practice and how useful are they?
Clinical guidelines; evidence base; national, international, Trust level protocols

6. How well do you think the current service is working?

7. Do you feel there is need for change? If so, why?
Prompt: Is a specific model for service redesign being followed?

8.  What are your perceptions of how information is used and provided/shared along
the pathway? E.g. are IT systems effective, diagnostics etc.?

Try and find out how information is used, created, managed along the pathway,
how it is stored, distributed and applied by different people.

9. What are the three most important pieces of information you receive every
month/quarterly? How do you use these pieces of information/data? Where do they
come from?

Try to find out how this information influences the behaviour of the interviewee.

10. Are you aware of any changes planned in the near future for the faecal
incontinence service? Why do you think they are required? What will happen to
patients over the next 6/12/18 months or 5 years?

What are the drivers (in detail) for these changes e.qg. clinical, financial, policy? What
might stop this happening? What is needed to make it happen? Identify facilitative and
constructive elements. On whom will it impact (organisation, patient, health professional)?

11. What would count as success? If this change worked, what would the service look
like when it was completed?

268



Closure
Explain next steps in project/likely timescales for completion etc... Can you suggest anybody
else that it might be helpful for us to interview? Thank you.

12. Post interview: Three emerging messages and any comments on process
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Appendix 2: Participant Information Sheet

Evaluation of an integrated care pathway approach to the management of faecal
incontinence across primary and secondary care.

You are being invited to take part in a study, which evaluates service redesign. This
Information Sheet is provided to explain why the study is being done and what it will involve
to help you decide if you would like to participate. Please take time to read the following
information carefully and discuss it with others if you wish. Ask us if there is anything that is
not clear or if you would like more information and please take time to decide whether or not
you wish to participate.

Thank you for reading this.
What is the purpose of the study?

As health service technologies improve and societal expectations of health care change, so the
nature of delivery itself is changing, and Trusts across the NHS have been looking at ways of
redesigning or ‘reinventing’ themselves to be more efficient, and better prepared to face
increasing competition. Specialist care is changing from a bed based, reactive service based in
publicly owned buildings, to become less venue dependent, more responsive to individual and
population needs, and more proactive in its approach.

The overall aim of this study is to evaluate one of the service redesign programmes being
implemented at the Sandwell and West Birmingham NHS Trust, which are driven in part by
extensive capital redevelopments. This study is one of nine ‘themes’ within the overall
Birmingham ‘Collaborations for Leadership in Applied Health Research and Care’
(CLARHC) programme commissioned by the NHS National Institute for Health Research
(NIHR).

This is an evaluation of the faecal incontinence service in your Trust and we are hoping to
evaluate how this specific service is running at present.

The specific objectives of the study include:

e To identify the extent to which the service is currently meeting patient’s needs;

¢ To identify the vision that key members of the clinical team have for the service currently;

e To contribute to the redesign programmes’ impact by including a strong baseline
component from which we can develop further evaluation following the implementation of
a new care pathway;

¢ To incorporate multiple dimensions of change (including clinical, economic, organisational,
management and cultural factors) in our analyses to appropriately reflect the complexities of
the various elements.

Why have I been chosen?
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We would like you to participate in this study because we wish to seek the views of key staff
with knowledge and insight into how redesign initiatives are being implemented across your
organisation or in your department.

Do I have to take part?

It is up to you to decide whether or not to take part. If you do decide to take part you will be
given this information sheet to keep and be asked to sign two consent forms (one for yourself
and one for the researcher). If you decide to take part you are still free to withdraw at any time
(up to six months following collection of your data i.e. your interview) and without giving a
reason. Any data collected from you will be destroyed and will not be used in the study. To
withdraw from the study, please contact Craig Rimmer on or

What will happen to me if | take part?

We wish to interview you about your experience of redesign initiatives and your perspective
on how these are being implemented in your organisation or specialty. The study will
undertake face-to-face interviews, and with your permission, we may ask for one or more
follow up interviews. Each interview will last around one hour.

The interviews will be conducted by myself, Craig Rimmer, who has appropriate training and
qualifications. The interviews will normally take place at your workplace on dates and at
times agreed with you in advance.

How will | be recruited?

We have asked potentially key participants to recommend people who could make an
interesting and insightful contribution to the study based on their experience and perspective.
You were identified as one of these people.

Will my taking part in this study be kept confidential?

The interview data will be kept confidential and reported anonymously. Any direct quotation
will be attributed to general job title only (e.g. “Clinician A”), however, it may not be possible
to totally anonymise quotations as we cannot categorically rule out that readers of the report
will be able to attribute quotations to the person(s) involved.

The interviews will be recorded and transcribed. The digital recordings will be securely
stored until the end of the study in September 2013, when they will be deleted, and only the
research team will have access to these records. In line with the University of Birmingham’s
code of conduct for research, the interview transcripts will be destroyed ten years after
publication of the study’s findings. The transcripts will not identify the interviewees by
name.

What will happen to the results of the study?
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One of the study objectives is to provide practitioners with timely, formative feedback in
order to strengthen the impact of the redesign initiatives. Interim reports will be disseminated
to participants as the research progresses.

We will pursue a wide range of dissemination activity, incorporating active knowledge
transfer events with defined stakeholder communities during the study, and actively
disseminate findings within policy, managerial and academic communities.

Who is organising and funding the study?

The study is being organised and sponsored by the University of Birmingham in collaboration
with the participating Trust.

What indemnity arrangements are in place?

This study is covered by the University of Birmingham’s insurance policy for negligent harm.
The study is not covered for non-negligent harm, as this is not included in the University of
Birmingham’s standard insurance policy.

Who has reviewed the study?

This study has been reviewed by the Science, Technology, Engineering and Mathematics
Ethical Review Committee at the University of Birmingham
(https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-
Ethics/Ethical-Review-of-Research.aspx) and the Sandwell and West Birmingham NHS Trust
R&D department, and all have confirmed the service evaluation status and therefore the study
does not require formal national ethical review.

What if there is a problem?

In the event of a complaint relating to the research, you are requested to inform Jonathan
Shapiro who will try to resolve the matter (see contact details below). Alternatively you may
wish to contact your Trust R&D department.

How can I get further information?

Please ask Craig Rimmer (tel: email: ) if you have any

questions or would like more information about this invitation. For any complaints please
contact

Thank you for your help.
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Appendix 3: Participant Information Sheet

See next page
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Who is organising and funding the
research?

The study is being organised and sponsored
bty the University of Birmingham. The study
has beerr funded by the Mational Institute for
Health Research {NIHE)} which is a national
government funding body.

CLAHRC's have been established 1o
undertake  high-qualty applied heath
research focused on the needs of patients and
to support the translation of research
evidence into practice in the NHS.

Contact for further information

We hope this information sheet has told you
what you need to know before deciding
whether or not to take part in the study. If you
have any questions about the study or wish 1o
make a complaint please telephone Craig
Rimmer on or e-mail

Given the nature of the study it is highhy
unlikely that vou will suffer any harm from
taking part, however if you are harmed by
taking part you may have grounds for legal
action for compensation against the
University of Birmingham.

)

Thank you for reading this information
sheet.
Faecal Incontinence Service
Redesign Group
If you would ke some further information

about the research team please go to
woww.clahre-bbe. nihr.ac.uk

NIHR Collaborations for
Leadership in Applied
Health Research and

Care
(CLAHRC)
for
Birmingham & Black
Country
Improving our health by translating

research evidence into local NHS
Practice

www.clahre-bbe.nihr.ac.uk

UNIVERSITYOF
BIRMINGHAM

—nt®

I
ﬂ,.'r' ,1’3\&!

NHS

National Institute fo

2
EE

Theme 1:
Health Service Redesign

Participant Information
Sheet

A study of experiences of faecal
incontinence

We are a group of researchers working at the
University of Birmingham and we are asking
you 1o take parlin a study. Before you decide
if wou would like o take part or not, we would
like to tell you why the study is being done,
and what you can expect if you do take part.
Please read the following information carefully
and discuss with friends, relafives and wour
GF if you wish. Please take as much time as
you need to decide and ask us if you have any
other questions.

Our group is independent of the influence of
the MHS and the relevant hospital trusts within
which this evaluation is taking place.
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What is the purpose of the study?

The siudy is being carried out to improve
understanding of people's experences of
faecal incontinence. The study will also to help
us understand what could be changed io
improve services now and in the future from a
patient's point of view.

We will be collecting audio and written

interviews from people which may be used in

the following ways:

To give you a chance o have vour say

To find out what is important to pecple with
faecal incontinence

To inform how services are run inthe  future
to improve patient care

To contribute  to wider research being
undertaken for improving services

To write research articles for other
academics and healthcare
professionals

To feedback to the MHES (via audics and
website)

Why have | been chosen?

You have been contacted because we want to
interview people who have had experience of
faecal incontinence.

We will be interviewing a range of people who
have had similar experiences.

Do | have to take part in the research?

Mo, it is entirely up to vou to decide if would
like to take part or not. If you decide {o take
part you will be given this information sheet o
keep and be asked to sign a consent form. If
you decide to take part you are siill free o stop
at any time without giving a reason. No
gquestions will be asked if you wish to stop.

If | agree to take part in the study
what will happen?

You will be contacted by a member of the
siudy team io arrange an interview at a ime
and place that suits you, usually in your own
home. Before the interview the researchers
will answer any questions you may have.

What will the interview be like?

We will ask you if you are willing to have the
interview audio tape recorded and you will
be given a consent form to read and sign.
You only sign this form if you agree to take
part in the interview and vou will be given a
copy of the consent form (o keep.

The interview will be like a conversation in
which wou will be asked (o talk abouf
yourself and your experience of faecal
incontinence in your own words, There are
no right or wrong answers as you will be
asked 1o talk about what happened to you,
what your thoughts and feelings have been
at different stages, how you have got
information, what you have done, and what
hawve been the good and bad parts of your
experience.

Whilst some people sometimes find it
helpful to talk about their experiences to
researchers, this research is not the same
as counselling. However, if you wish we can
give you a list of useful confacts which can
be used to get more information and help if
you wani.

How long will the interview take?

The time it takes for the interview will vary
depending on how much you have to talk
about. Most interviews last for at least one
hour. Remember if you wish to siop the
interview at any time you can do so without
giving a reason.

What will happen after the interview?

The interview will be given to a typist io type
out. The typist will hawe signed an
agreement to keep everything you say in the
interview  confidential. The recorded
interview and typed up script will be kept in
a safe and secure place at the University of
Birmingham, and it will not be possible to
identify yvou.

We will offer {o send you a copy of the yped

up interview and/or the audio recording
to confirm that you are still happy for us to
use the information in our research.

You will be asked to read the inferview and
listen o the audic and think about if there is
anything you would like to remove. We will
remove any sections that you do notwant us
to use.

How will the interview be used?

Before the interview begins the researchers

will discuss with you the possible ways that

the interview will be wsed, for example:

Audio clips of the interview and a summary
to be used on the research website
www.clahre-bbe.nihr.ac.uk

Audio clips [which will be anonymous) to be
used at events'meetings to feedback

to the MHS 263
Interviews used to inform the final CLAHRC
research report




Appendix 4: Consent Form

Title of study: Evaluation of an integrated care pathway approach to the management of faecal
incontinence across primary and secondary care.
Please initial box

1. | confirm that | have read and understand the participant/patient information sheet dated
for the above study and have had the opportunity to ask questions.

2. lunderstand that my participation is voluntary and that | am free to withdraw from any part of
the involvement at any time (up to six months following your participation), without giving any
reason, and without my legal rights being affected. The data you have given us will be destroyed
should you decide to withdraw from the study.

3. | agree to take part in the above study.

4. | confirm that | give permission to use direct quotations (which will be anonymised)
and which may be used in subsequent publications in the form of research papers and
reports. (including the world wide web)

Name of interviewee Date Signature
(Please print)

Researcher Date
Signature
(Please print)



Appendix 5: Observational Meeting Proforma

Name of Meeting: Date

Who is in attendance?

Layout of room

Main topics discussed

Group Dynamics

Responses of attendees

Post Observation- Reflections

Follow-up Work

277



Appendix 6: Focus Group Protocol

Introduction

Welcome. | want to thank you for coming today. My name is Craig Rimmer and | will be the
facilitator for today’s group discussion. I am a researcher from the University of Birmingham

I have invited you to take part in this group discussion today because you are all members of
the continence group and having met you | know that you are vocal and will give me your
honest opinions.

What I learn from today’s discussion will help me to improve faecal continence services in
the region.

Ground rules
Before we begin, I would like to review a few ground rules for the discussion.
| am going to ask you several questions; we do not have to go in any particular order but |

do want everyone to take part in the discussion. I ask that only one person speak at a
time.

Feel free to treat this as a discussion and respond to what others are saying, whether you
agree or disagree. | am interested in your opinions and whatever you have to say is
fine with me. There are no right or wrong answers. | am just asking for your opinions
based on your own personal experience. | am here to learn from you.

* Don’t worry about having a different opinion than someone else. But please do respect each
other’s answers or opinions.

+ If there is a particular question you don’t want to answer, you don’t have to.

All answers will be treated as confidential. I shall not ask for anything that could identify
you and we will only use first names during the discussion. | also ask that each of you
respect the privacy of everyone in the room and not share or repeat what is said here in
any way that could identify anyone in this room.

» I am tape recording the discussion today and also taking notes because I don’t want to miss
any of your comments. However, once I start the tape recorder I will not use anyone’s
full name and I ask that you do the same. Is everyone OK with this session being tape
recorded? [GET VERBAL CONSENT TO TAPE RECORD DISCUSSION. IF A
PARTICIPANT DECIDES THAT S/HE DOES NOT WANT TO BE TAPED
ALLOW THEM TO LEAVE]
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« | will not include your names or any other information that could identify you in any
reports we write. | will destroy the notes and audiotapes after | complete our study and
publish the results.

« Finally, this discussion is going to take about 45-60mins
+ Does anyone have any questions before we start?
Group Discussion

1. What are your impressions of continence services in the region?
a. Community and secondary care
b. Facilities
c. Accessibility

2. How would you improve the services?
a. What would be ideal?
b. Change in location?
c. Who would you prefer to see- consultant versus specialist nurses

3. Given the change in faecal incontinence services proposed by Sandwell hospital
and community services- what do you think will be the impact on patients
accessing the service?

Those are all of the questions that | wanted to ask.

Does anyone have any final thoughts that they haven’t gotten to share yet?
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Appendix 7: Participant Interview Schedule Round Two

Evaluation of an integrated care pathway approach to the management of faecal
incontinence across primary and secondary care.

Participant Interview schedule Second Round: March 2013

It VICWEE’ S NMAINIC: veevrniereneeereneeereneeeeesesesssescsssssesssssassssssssssssssssssssssonns

B 10 o T 31 (TS

DA 1tiiieeeeeeneneeeeeessseeeesesessssssessesasssssssssssasssssssssssasssssssssssasssssssssssannss

L 01T 2 074 (5 =)

Preamble

Introductions: self; purpose of research; summary of topics to be covered etc.

Previous paperwork was sent to show the aim of this research: to review process of change
following the introduction of an integrated care pathway for the provision of faecal
incontinence services.

Participants to understand objective of research, confirm willingness to contribute, and have
an opportunity to ask any questions about the project before starting.

It should also be explained that this is a generic set of questions, and they are not expected to
have answers for all the questions.

Please state the name of the person you are interviewing and the date before the interview

commences.
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1. Could you tell me about your current role and how it relates to the pelvic floor
service?
Brief resumé of career, leading up to current job and brief description
Challenges of current role

2. Tell me about the current faecal incontinence service in your Trust?

Where is this happening? (Identify site e.g. community/hospital, other facilities:
theatre)

How is this different from other Trusts?

3. Can you talk me through the current patient pathway for a patient referred with
faecal incontinence?

How are patients kept informed about their illness, treatment and logistics of
treatment?

Including aspects of referral process

4. Who are the different health professionals involved?

Explore multi-speciality working; extra responsibility/ownership of patients;
additional training?

How well do they work together?

5. How has the process of implementing the new pathway been?

Explore facilitators/barriers from each individuals point of view. Middle
management/organisational issues to be explored. Capacity and compatibility with existing
practices.

6. How has the new pathway affected patient care?
Explore patient responses to the pathway.

7. Has it changed the way you work? Do you see the point in having the pathway?

8.  Are there any changes you would make to the new pathway?
Document, process issues

9. How do you view the new pathway overall? What is the overall purpose of the new
pathway?
Workload increased, power shifts. Requirement for further training.

10. What are your perceptions of how information is used and provided/shared along
the pathway? E.g. are IT systems effective, diagnostics etc.?

Try and find out how information is used, created, managed along the pathway,
how it is stored, distributed and applied by different people.

11.  What will happen to the service and patients over the next 2 years?

What are the drivers (in detail) for these changes e.g. clinical, financial, policy? What
might stop this happening? What is needed to make it happen? Identify facilitative and
constructive elements. On whom will it impact (organisation, patient, health professional)?
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12.  What would count as success for the service? If this change worked, what would
the service look like when it was completed?

Closure
Explain next steps in project/likely timescales for completion etc... Can you suggest anybody
else that it might be helpful for us to interview? Thank you.

13. Post interview: Three emerging messages and any comments on process
[ ]
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Appendix 8: Patient Narrative Interview Schedule

Evaluation of an integrated care pathway approach to the management of faecal
incontinence across primary and secondary care.

Patient Interview schedule: November 2012

It VIEWEE’ S NMAINIC: veevrnierenneereneeereneeesesesesssescsssssesssssasssssassssssssssssssssonns
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Preamble

Introductions: self; purpose of research; summary of topics to be covered etc.

Previous paperwork was sent to show the aim of this research: to review process of change
following the introduction of an integrated care pathway for the provision of faecal
incontinence services.

Participants to understand objective of research, confirm willingness to contribute, and have
an opportunity to ask any questions about the project before starting.

It should also be explained that this is a generic set of questions, and they are not expected to
have answers for all the questions.

Please state the name of the person you are interviewing and the date before the interview

commences.

1. Tell me about your condition?
Onset, duration, effects on daily life
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2. Can you talk me through the pathway of access to care, management and treatment
for your faecal incontinence?
How were you kept informed about your illness, treatment and logistics of treatment?

3. Which different health professionals have been involved in your care?
Number, roles, referred directly/separately?
Smooth pathway?
How long did you have to wait to see them?

4. How do you feel about the ease of access to the faecal incontinence service?
Logistical/administrative ease, did your GP know who you should see at the hospital?

5. What is your impression of how well the service is working? Has it helped
you? If so, how? If not, why not?

6. Areyou aware of any changes planned in the near future for the faecal
incontinence service?

7. Inyour opinion, how could the service be improved?
Appointments, logistics, diagnostics, treatments, location

8. What would count as success for you?
Clinical, lifestyle etc

Closure
Explain next steps in project/likely timescales for completion etc... Can you suggest anybody
else that it might be helpful for us to interview? Thank you.

9. Post interview: Three emerging messages and any comments on process
[ J
[}
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