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Project: Implementation of clinical guidelines in hospitals.


Implementation of clinical guidelines in Health Care

The starting of my ph. d. project origins from a research group who is employed by clinical research enter at Hvidovre Hospital and at Capital Region. In connection with the initiation of the preparation for recommendations to a clinical guideline for older medical patients
 (see note about further criteria) – an optimized medical patient course, the purpose of my project is to focus on which factors facilitates the implementation of an optimized medical patient course. The goal is to invent some tools which can support the implementation
, of the future invented clinical guideline.

Problem

How can one embed knowledge of local learning processes and organization cultures in implementation of general guidelines and models from patient courses in health?

Including investigating what must be done (how and why) so that the health knowledge that the research group produces will consume the highest place in the health professionals’ work life and the organization? - Which will reveal itself by the clinical guideline being pursued.

Additions to that will there be an investigation of what way and must me done for the knowledge of local culture and learning processes which is produced in clinical praxis, consumes a higher place in the research group’s work linked to the development of a clinical guideline and in the organization.

And which significance the research group has for a succeeding implementation of the research based knowledge in clinical praxis and in the organization?

Besides that about actions research as a method can support the implementation processes?

Background

As the rising demands that the health care is being presented to, f. x. in the shape of changes in the public’s health concerning and demographic development and that the medical and technologically development, it is still more important that the choices between different treatment- and nursing interventions is academically supported and well functioning (Willman et al., 2004, Nielsen et al., 2007, Haines A, Donald A, 2002) Here by develops the research group’s project among other things, studies which shows that patients with comorbidity3 has great excess mortality and is readmitted more often than other medical patients and that research in co-morbidity is sparse (Madsen MH, Buch MS, 2010)  

Readmitting strikes especially weakened elder so that 18% of acute hospitalizations of elders over the age of 65 readmitted (Brown et al., 2008). Readmitting has consequences for patients, organization and economy and is an expression for inappropriate courses and poor quality of nursing and care; the transitions between home-hospital-home play an important role. The frequency of readmitting varies geographically and Capital Region has the highest frequencies (Foss et al. 2006). The readmitting frequency also varies dependent of decease groups.
 Therefore there is a need for research on the area to optimize these groups’ courses looking to secure the patients qualities in the course and prevent readmitting.

Despise efficient spread and implementations of evidence-based interventions is one of the building parts in the work to quality secure and improve care and treatment of the community’s citizens, a lot of research shows that in the health care they are having trouble with sharing and transforming knowledge from research into praxis and that research results rarely transforms into praxis (Mendel P et al., 2007, Madsen MH, Buch MS, 2010, Jensen MF, Nielsen CP, 2010). Besides that it is seen that many changes in health care has not been possible to implement or has stopped despite the rational and reasonable arguments. (Juhl E, 2007)

The implementation of guidelines and programs is considered an art (Green et al., 2009) with a high degree of complexity on many levels in the organization. As a matter of fact is significant evidence seen by the degree of implementation affects the outcome (Derzon J.H et al., 2005). Many factors are appointed as significant and f. x. at organization level is leadership pointed as an important factor for adoption and implementation of evidence-based knowledge in clinical praxis (Modernisation Agency, NHS). This perspective has definitely meaning since the supporting on every level is crucial  for the implementation to begin and is maintained as planned (Rønnov LP, Marckmann B, 2010). Anyhow the reality shows at leadership cannot stand on its own (Juhl, 2007, Chaiklin & Sievert, 2008) but should be supplied with another line of factors/ “drivers
” (Fixen D.L. et al., 2005) which has an affect for an successful “transition” and implementation of knowledge.

The reason to link a ph. d. study to the implementation of the study origins from the rising interest in how knowledge can be transformed into praxis, among others things in the shape of how clinical guidelines can be implemented. This because of studies and long lasting documents shows that doctors not necessarily follows clinical guidelines (Lomas et al. 1988; Grol 1992 og 1997; Cabana et al. 1999) and that the actual praxis often deviates significantly from what the research evidence implicates. A picture which also is distinctive to nurses where some of the frequent barriers for the use of research based evidence must be found in the middle of all research based evidence and the ability to evaluate the quality (Adamsen Let al., 2003, Egerod I et al., 2005). The clinical surroundings makes a barrier where the nurses feels a lack of authority to change nursing procedures while time for implementation of a hasty climbing publication of health knowledge and as seen as a barrier (Funk SG et al.,1991, Jensen MF, Nielsen CP, 2010). Mittman, Tonesk & Jacobsen (1992) found that:

             “Modifying health practitioners behavior to conform more closely to practice 
              guidelines and other recommended practices has proven to be a difficult task”.

Addition has research through time showed obvious problems according to lead political decisions out to life which means that there often is too great a distance between planned actions and the actual completing (Dahler-Larsen 1998). Studies shows that there is not one specific cause of this praxis but there is being pointed at superior points as undefined achievements, different leading principals, resource problematic, political conflicts, lacking theories about cause – effect relationships which means contradiction g interests.

The different organization cultures between researchers and praxis often meets one another in shape of different norms, language and priorities (Mendel P. et al., 2007). These are also about that much research has a touch of the number of publications which is meritative instead of the use of the research in praxis and lack of knowledge or interest about implementation processes and cooperation with praxis (Maher et al., 2010, Knak, 2008, Someren VV, 2002, Mendel P. et al., 2007). 

Spread, implementation and maintaining of interventions and programs in health care lies in a superior social context which can be skits sated as beneath. 







As skits sated the health care contains many different contexts and very varied cultures – which is a challenge linked to spread, implementation and maintaining of interventions.

The meaning of clear descriptions of core components is of greatest importance (Fixen D.L. et al., 2005). It is temporarily shown that these descriptions of relevant core components in connection to the implementation often has not been thoroughly described or not separated from the intervention core components. This results in that it is problematic to measure effect and outcome – just like it complicates an eventual evaluation. This meant as is it important to separate results in connection with the intervention and the results in connection with the implementation. Just like evaluation must be linked to either the intervention or the implementation.

Further more the implementation research bares a touch of that there is not often being prioritised as many resources for the implementation part as the intervention part – in the shape of both economically and personal resources (Hohmann, Shear, 2002).

Hypotheses

Seen in the above mentioned light, my ph. d. project writes itself onto an understanding of the special problematic which is seen by implementation of research based knowledge in praxis and not compared to implementation of f. x. economical or political decisions. Though lies a need from the political side of increased research in this special group of medical patients with special look at less readmitting which by itself has an economic incitement. In this project it is not the prior political process or the economical perspective which is put at light.

Behind the ph. d. study lies a hypothesis that the success compared to the implementation of a future guideline for elder medical patients is about much more than just a well functioned leadership and clinical guidelines. It is about that knowledge of local culture and learning processes can support the implementation of the future guideline. Meant as health personal’s common constructed reality and the degree of experiences “ownership” for the problem and what the participators together must acknowledge, understand and be able to – so that it is possible to change the professional praxis. Among their relations pre-understanding and prejudices which affect their actions and thoughts which thereby creates the forces that drives the participators into one specific direction and motivates certain actions and special interpretations before others. Which means that learning processes and the culture around elder medical patients is created by the health professionals, in and around the elder medical patients. 

Another hypothesis is that the research group’s understanding, talking up and prioritising of the significance of implementation and hereby the involvement of praxis along the whole project period from baseline to the final guideline to be used, has significance to the final guideline whether it shall be used in clinical praxis or not.

It concerns the research group’s commonly constructed reality and experience of “ownership” compared to implementation and their actions and thoughts in that connection. Beneath their relations, pre-understandings and prejudices which affects their actions and thoughts which thereby creates the forces that drives research group into one certain direction and motivates certain actions and special interpretations before others. This hypothesis shall be seen with start in the preliminary data generating via meetings with the research group
, where there are considerably focus at the economical, methodical, political among others. There has not yet been registered any voting or written revealing about implementation of the future guideline or about implementation in general.  

A systematic bringing in of praxis is in the present in the project about bringing in a superior nurse in the leading group. Besides information to relevant department leaders for who has got the included patients admitted (via follow group meetings) information around in the different medical departments and acute reception about the purpose with the project and what actions the research group does in the different phases of the project. In link with that a folder has been published about the project and who is participating. Further more there is being continuing worked on the political level, at the directions level and in different research environments. The project is articulated (unsystematic) for the health professionals who, along the way, show an interest in questioning either when meeting project worker, the ph. d. students or the senior researchers.

Further more, my project contains a hypothesis about the delivery of the patient between different sectors (home-hospital-home) and thereby between different working societies has significance to what care and treatment the included patients are offered. Meant as that the special social praxis which is presented in these situations, as verbally or non-verbally ways to communicate, the professional values, the structure which concerns the deliveries, cooperating, attitudes, norms, interdisciplinary ways to work among many more. The culture in these situations gets significance to which behaviours and thereby conscious and non-conscious remedial mechanisms
 which is used to dealing with the patient. A culture which is relevant to be enlightened and get into the future guide lines and thereby support the implementation. 

Knowledge of the implementation shows that there a line of components which has shown to support implementation – the “implementations drivers”. These components are: personal choosing – also including support from the leaders on every level in the organization and the use of a frontal worker. Education and training before and during the implementation (development of competence), feedback and coaching – also meaning sharing of knowledge between different societies. Evaluation of both the involved project workers and interns performance and of the program – both the formative and summative kind of evaluation. Besides the thoughts of accuracy (fidelity) versus adjustment. Further securing of administrative support and systematic interventions (Fixen D. L. et al. 2005).

In this project lies furthermore a hypothesis about that simulations training will be a tool which must be supplies with more to facilitate knowledge development between the research group and the health professionals and thereby support the implementation.

Implementation

Research in implementation origins in America back in the 1970’s and has since spread to Europe. The field has had a lot of case-studies since the implementation researchers seems to think that the processes are so complicated and varies from case to case that a complete generalisation and theory development is impossible. Sometimes it has shown that researchers has begun to create conceptual apparatus and analysis models and analysis results which has further usage than cases Broens et al., 2007, Andre B. et al, 2008, Fixsen D.L., 2005). 

In implementation research is seen “two schools” which creates their own special aspect of the implementation research. A classical way is seen in “top-down” the way where they focus more on what achievements will be In the law or another political decision where the process is followed by the system. Another way is “bottom-down” where the focus is on the frontal workers who have the direct contact to the patients.

Several studies have tried to seek out how clinical guidelines can be implemented with the help of different implementation strategies. These origins all from researchers who likewise has been consumed of how clinical praxis variation has been able to pass in a context of clinical guidelines (Lomas et al. 1988, Lomas 1993, Grol 1992, 1997, Cabana et al. 1999, Oxman et al. 1995).  Research through time has developed by setting focus to use the “top-down” and “bottom-down” ways if the implementation shall succeed. Evaluations from the those implementation strategies which are developed has shown that clinical praxis variation is a phenomenon which is being created no matter what is being used (Grimshaw et al. 2004).

Implementation processes are very dependant of the context you work in and Sahlin-Anderson (1996)  points out that actors in organizations describes and sees changes as locally based and driven by concrete issues while researchers often sees the process as driven by outside future demands and standards (Madsen MH., Buch MS.,2010). Sahlin-Andersson claims that it is necessary to understand how the issues are constructed on the local level to be able to explain how actors receive the new ways and praxis’ and therefore in many ways affect their change (Sahling-Andersson 2000)

It means that there continues in 2011 is being requested for new research with the meaning to understand health professionals behaviour and behaviour changes in connection with the implementation and consolidating of clinical guidelines (Madsen MH, Buch MS, 2010). Besides it is pointed out that there is a lack of research which does not only concern the effects on the patients health state or survival but also is about assumptions and barriers for implementation and praxis like research.

Definition and states of implementation

The concept of implementation is mainly used about the actions which are used to complete and change another existing praxis – in this project it concerns implementation of research based knowledge. I the literature many different definitions of implementations of definitions which explain the starting of a decision in praxis:

“The implementation is the process that lies between the accept of a decision f. x. a new clinical guideline and the outcome” (Health Care, 2007) to a specified action which is started since you know the content of the action in progress:

” A specified set of activities designed to put into practice an activity or program of known dimensions”(Fixen D.L. et al. 2005) or ”The carting out of policy or authoritative actions in support of policy goals” (Winter & Nielsen, 2008), which is a definition focusing on implementation of a politic and law.

In the project implementation is defined as the process that lies between the agreement of the decision to work out a new clinical guideline for medical patients to the outcome of the guideline in clinical praxis. Since the research group does not have a final guideline then to be implemented when I am being invited into this project but over a 5 year period must complete this, is this definition the most accurate for the project.

The definition can be linked to my hypotheses – by both the research group and the clinical praxis (purveyors – consumers)
 their local cultures and their cooperation is more important factors in the implementation process and important compared to the stages of the implementation process.

Stages in an implementation process

The whole implementation research field is having a touch of lacking stringency in choice of words, use of language and concepts (Michie S et al. 2009) but also in lacking documentation of the implementation strategies in link with publishing. A line of concepts is being reused and will be used in the project.   

The whole process with changing research based knowledge into praxis has many different phases and many different ways to produce knowledge and use knowledge the best way possible in praxis. To describe this process you use the concept called KTA – knowledge to action (Graham et al. 2006)

Model 1









In the literature is there often worked with a stage thinking (Model 1) which starts with the research results are being conducted and ends when a new daily praxis has been established (Guldbrandsson, 2008). During the process is the term knowledge transfer – concerning the knowledge transferring from researchers to praxis. Another concept is knowledge/research utilization, which shows how you transfer research results into praxis (Graham et al. 2006).

Furthermore is the term knowledge exchange relevant in my project – which focuses on the fact that there is a cooperation where knowledge can appear different places and develops during the way in the cooperation between researchers, purveyors and decision makers.

Organising of the project

It is in clinical research centre at Hvidovre Hospital that there has been created a group of a research leader/ (senior researcher), 2 senior researchers, a project leader, a statistician, 5-7 ph. d. students an 5 project workers who has the purpose to generate data for a future guideline for elder medical patients. The group is interdisciplinary founded in medical science, physiologically therapy, nursing, economy, statistics, pharmacology and implementation.

Together the group must generate data for a future clinical guideline and tool to a possible implementation of the guideline. Under every senior researcher (nursing, physiologically therapy and medical science) hires one or three ph. d. students who all must contribute with research in those 3 scientific areas. The projects will both generate data of mono professional character but also of interdisciplinary character. They work based on a 5 year long time schedule with a classic experimental research design from baseline studies to feasibility studies over randomized clinical tests. Which finally leads to a recommendation to a clinical guideline. This with exception of my project which does not follow a classical experimental research design.

Further more there are being conducted various feasibility studies which shall end up with a selection of interventions which shall be tested at randomizing. (RCT). These measurements and tests are being conducted on the included patients. These elder medical patients follows a course where they arrive at  the Acute Reception at Hvidovre Hospital – before they the following day are either send home or are send to the specialized  medical department. Since tests shows that over 60% of the medical patients are send home from the hospital within the first day, it has been decided that the acute reception will be the geographical context where the patients are included to, feasibility – and RCT studies are being conducted in. It is also that department that I, in link with my project must conduct culture descriptions and in the hospital and the ambulance services.

Limitation of my project

My project can create several interfaces to the research group’s projects. One interface could alone follow the gathered research group during the 5 year period. Here there are created opportunities to go in depth with culture descriptions of the different contexts so thereby having a systematically collected knowledge about how clinical praxis can be improved to a future implementation of the gathered intervention (the clinical guideline). And get detailed culture descriptions of the research group and how connections between the different contexts can support a future implementation. In this interface I do not have the possibility to look at the entire implementation process from the research part to the implementation of the intervention, to evaluation and adjustment – to institutionalizing. 

Another interface would be to follow the gathered research group and during that go into the depth with one or more of the intervention projects which follows the ph. d. students. Their projects precursor over 3 years – and must end up with some final subtopics for the collected guideline. Since my project precursor over 5 years I am able to follow the whole implementation process from the research part to the implementation of the intervention – and possibly the evaluation.

Since these subprojects is a part of the gathered research group’s projects and the wanted outcome is to become a interdisciplinary research project it means that I via my methodical choice of action study will do actions with the entire research group since the results that I produce via field studies/culture studies can have influence on every project while I only follow the interventions in few of the projects.

To maintain a limitation of the project, I choose the last interface where will be able to  follow the entire implementation process and thereby to contribute with knowledge regarding implementation research.





                                                                                                            (Department of Health 2010)

Choosing method – field studies – interview and action research

In such manor the research group’s project starts with a wish to improve praxis by an improvement in quality of the patient course for elder medical patients, To make patients benefit from the produced knowledge, this must be transformed into praxis – to what health personal must maintain in the care and the treatment of this patient category. The goal for this transfer is a different praxis.

Here is seen a sight of knowledge which prefers the building of general knowledge – where the research is produced “for” the elder medical patients and the health professionals. This can be seen as one way communication. As described earlier the implementation research points out that one of the most significant barriers which keeps knowledge from being transformed from research into praxis and that clinical  guidelines suffers from various use  among others are holding this sort of “one way communication” - knowledge transfer responsible. This will make the researcher appear as the experts to praxis (Svensson et al. 2002). An expert part, which contradicts the professional culture which is build from professionals with high auto mania and hierarchy (Source.)

The approach to knowledge in my project is that knowledge is dependant of context. Much research shows that such an opinion of knowledge says that knowledge only makes sense in a certain context and that knowledge must be understood in this certain context.    

This means that “passive” knowledge transfer is not possible (Lave J., Wenger E. 1998). In this sight of knowledge the relevant becomes to research “with” the praxis’ and the research group. Thereby meaning that an equal reciprocity between the general knowledge the research group produces and the knowledge (experience based) that the health professionals in clinical praxis holds – knowledge exchange. Here the goal becomes to create a knowledge which reaches above the common praxis which is related to and together with that the defined praxis is improved.

By consuming this approach to research tries to be met with one of the implementation researching points thereby an increased of researchers and clinicians to work closer together to create improvements.

One way to work with improvements and changes can be to work with action research. This because action research partially aims for changes  and improvements in praxis – and creating knowledge and theory based on the improvements (actions) which will be executed (Coghlan & Brannick, 2001). By working with action research in my project creates an opportunity for theory (research group/ practices) and praxis (acute reception/ research group) unites and in the dialectics between theory and praxis there is a possibility that an existing show and traditions will be challenged (Peters & Robinson, xx). Hereby action research gets relation to organization development (Argyris, 1989).

Besides that, the action research takes start in a problem developed from praxis. Here seen that the issues does not take start from an experienced need from the frontal workers in the acute reception but is a communal and political defined issue which the research group tries to solve via research recommended  for a clinical guideline.

Since the research group can be seen as a social praxis or a work union and the acute reception with the health professionals as another praxis or work union is seen as that the issue develops from a “praxis “ – the research group’s praxis.

Hereby it becomes relevant that I in connection with action research choose to research with the research group and making actions with them to bring focus to implementation. At the same time it is the only chance for as a researcher to actively affect the process, develop myself, the final result and the existing knowledge on the area.

Addition to that there could be made “actions” with the health professionals in the acute reception and thereby in the same way to develop clinical praxis in this context. For now this is not an option. This because the research group executes their interventions on the medical patients admitted to the acute reception. If I systematically hold actions with the health professionals will there soon be an increased focus on the medical patients which creates less valid data to the research group.

Instead I wish to generate systemically data about the local culture and learning processes in the acute reception in the pre-hospital sector and during the research group is executing their interventions. Data must be generated via consuming a roll as observing participator and afterwards have interviews (Spradley, xx). I am convinced hereby that my mere presence will alter praxis – but I have a presumption that there in a smaller degree than if I systemically hold actions with the health professionals.  

Actions and parts 

Planned workshops of 3 hours length with the group. There are being held workshops every quarter year - ½ year. Here I will present my running results for the different contexts. Data is being presented as a power point presentation or with cue cards which will be handed out to the group.

The group are commonly being presented for data and afterwards the group is being divided depending on their projects fx. a physiologically group, a medical group, an additional group. The statistic, ph. d. in economy and sou-chef are placed differently from workshop to workshop.

It can be thought about if there by any workshop could be established from interdisciplinary groups. The purpose of this is shall be to enriching and challenge each other from different scientific standings and share professional knowledge and experience. This will appear like the reality where the guidelines will be used, since there interdisciplinary groups who cooperates about the included patients. The method will support the sharing of knowledge internally and launch learning processes in the groups.

For each group there is presented a case with start in their discussions and likewise contains questions about what the generated data gets significance for their projects? And what actions they following want to establish?. In the end there are being collected in united so that knowledge can be shared in the group and contexts between the individual’s projects becomes visible.

Here it becomes significant to my research to be able to divide what adjustments that reaches into future guidelines and what adjustments target the final implementation. Fx. the involvement of the superior nurse lies inside a political science implementation tradition as a strengthening of the management as gatekeeper and proponent for the project and the future guideline – into the final implementation. While it can be imagined that there also will be generated data from the culture studies which will affect the future guideline – into the health scientific implementation tradition.

A special challenge is how knowledge can be exchanged between the personal in the acute reception and the other contexts. An exchange which supports the literature concerning to secure an evolving ownership with the frontal personal since this gets significance for whether they choose to use the future guideline or not.

At this point it is not researchable sensible that it is I who bring the findings back to the personal in AMA. This because I already consume the roll as observing participator in connection with the culture studies and therefore will consume many rolls whether it research minded is complicating which actions has been supporting the implementation.

Furthermore literature subscribes about implementation research that a significant barrier to implementation is that research group and praxis rarely communicates which often leads to guidelines being made which abstracts from the culture that the guidelines must be used in. If the research group during – via the actions – decides that they will and are able to in their research to work closer with the clinicians from praxis fx. by inviting frontline employees/purveyors into the research group, an opportunity for increased knowledge exchange.

At the same time it is also described that it increases the ownership both to the research group but also to the personal I AMA if it is the developers who presents the findings – this will furthermore open an opportunity for a “knowledge exchange” /Graham et al. 2006), which in the end will be appointed to increase the success for the implementation of the final intervention.

One way to exchange knowledge, and likewise contains my results, will be to let the research group present the results of our gathered actions and their bid to new changes.

Model for my project





Example of data that can be generated for use of implementation research and for the use in the actions




        ospitalHospital
Type words: Learning processes, implementation processes, implementation research, Implementation - Evidence-based practice - Translation two research – Community-based research, evidens-based interventions.
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1 Inclusion criteria: Patients who:


is + 65 years


has co-morbiditet


lives at home 


is in need of help in the home in more or less degree of one or more of the following: 


Cleaning/ shopping/ medicine administration/showering.


2 In this project, implementation is defined as the process from the decision of the establishment of a new action till the action is integrated in the daily praxis


3 Cormorbidity is the occurrence of multiple deceases at the same time





� Chronic obstructive pulmonary disease (COPD) has the highest (28,5 %), closely followed by states, which often represent the group of weakened elder: dehydration (24,2 %), pneumonia (23,1 %), constipation(22,3 %) and urinary tract infection (UTI) (20,9 %).





� ”Drivers” are certain factors, which has proven to be significant in connection to successful implementation. These are also the core implementation components, fx. exercise and administrative support among others.


� Two times a week there are being held meetings in the research group where they are talking about organisatory, structural, economical and professional aspects concerning the project. At the moment I have been to 12 meetings in 4 months. 


� A remedial mechanism can be seen with frontal workers when they are in the middle between a line of demands from obtaining of a guideline and their own local resources.  Another remedial mechanism can be seen as rationing of certain precautions to certain patient groups which the frontal workers do not evaluate as the most needing parti (Lipsky M, 1980)  


� In this project we are using the concept purveys/suppliers about the groups or individuals who represent a praxis or a program and as actively works with getting implemented the programme with high credibility and good effect. In this project there will be co-workers and leaders from a chosen department at the hospital. Consumers is used about the receivers of a programme. In the end it is the medical patients who are the receivers of the doings but if not the nursing personal is agreeing with the guideline in their daily work – the doings will not reach the patients. Therefore is this concept used about the frontal workers.  
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