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ABSTRACT

Objective Situation Awareness For Everyone (SAFE) is

a quality improvement programme aiming to improve
situation awareness in paediatric clinical teams. The aim
of our study was to examine hospital staff perceptions of
the facilitators and barriers/challenges to the sustaining
and subsequent spread of the huddle, the key intervention
of the SAFE programme.

Setting Interviews were held on two wards in two
children hospitals and on two children wards in two district
general hospitals.

Method Semistructured interviews were conducted with 23
staff members from four National Health Service paediatric
wards. A deductive thematic analysis was conducted,
drawing on an existing framework, which groups the factors
influencing programme sustainability into four categories:
innovation, leadership, process and context.

Participants 23 staff in two children’s hospitals and two
children’s wards across four UK hospitals, comprising of
nurses and doctors, administration or housekeeping staff,
ward managers and matrons, and allied professionals.
Primary outcomes Understanding factors contributing to the
sustaining and spread of a quality improvement intervention.
Results Perceptions of the benefits, purpose and fit of the
huddle, team commitment, sharing learning, adaptation

of the method and senior leadership were identified as
facilitators. High staff turnover, large multiple specialty
medical staff teams, lack of senior leadership and dislike
of change were identified as barriers/challenges.
Conclusions Sustaining and spreading quality
improvement interventions in a complex clinical setting
requires understanding of the interplay between the actual
innovation and existing leadership, process and contextual
factors. These must be considered at the planning stage of
an innovation to maximise the potential for sustainability
and spread to other settings.

INTRODUCTION

The Situation Awareness For Everyone
(S.A.FE.) programme has been introduced
in 51 hospitals across England. Its aim is to
improve situation awareness, including the
introduction of patient safety theories and
methods, through the routine use of ‘the
huddle’ on paediatric wards. In this context,
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Strengths and limitations of this study

» This study explores the factors that can facilitate the
sustainability of improvement initiatives.

» This study adds to an existing framework for sus-
tainability by also including factors that can improve
the spread of improvement initiatives.

» The findings were derived from qualitative inter-
views with front-line staff (representing a range of
professions) who participated in the improvement
initiative at four hospitals.

» There are limitations in the transferability of the
findings to other populations and settings, given the
small sample of staff and hospitals included in this
study.

» While the findings can shed light on the factors fa-
cilitating sustainability and spread from participants’
perspectives, and participants commented on the
degree to which sustainability and spread had been
achieved at their sites, the findings do not provide
objective evidence of the degree of sustainability
and spread of the initiative at the sites.

situation awareness is a shared understanding
by staff of the clinical status of patients in real
time, so that any possible deterioration can
be anticipated.! The huddle is a frequent,
brief meeting of staff of varying disciplines
and seniority, to share information about
patients, including risk of deterioration.'™
The intention is for shared understanding
of risk to lead to the mitigation of the risk
and result in an increase in the team’s safety
culture.! The aim of our study was to examine
the challenges/barriers and facilitators to the
sustainability and spread of the huddle as
identified by paediatric hospital staff on four
wards across England.

DEFINITION OF KEY CONCEPTS
Improvement initiatives in healthcare are
often not sustained in the longer term, with
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a lack of consensus on the factors that improve sustain-
ability.”” The sustainability of healthcare interventions
tends to be determined by the extent to which they
become integrated into daily practice, or become ‘busi-
ness as usual’.* Moore et al propose that to be sustained,
an intervention must continue to be supported, allow
for adaptation, have changed behaviours of staff in the
process, and have demonstrated clear benefits for both
patients and staff.” The spread of an innovation within
and across clinical teams is often linked to sustainability."”
It has been postulated that spread within teams is a hori-
zontal diffusion of practice, as opposed to scale-up, which
is a more vertical top-down process.

METHOD

Setting for the study

The impact of SAFE on patient safety, patient and parent
experience of care, and staff working environments, was
assessed through an evaluation framework.'?> To quali-
tatively evaluate SAFE, semistructured interviews were
conducted with staff at four of the 12 National Health
Service (NHS) sites that took part in the first wave of
implementation. The sites, two located in the north and
two located in the south of England, consisted of four
wards (each with 15-25 beds) across two district general
hospitals and two specialist children’s hospitals. Three
were paediatric inpatient wards with a range of specialties
(one contained a high-dependency unit; HDU), and the
fourth ward was an HDU.

Qualitative data collection took place at the start of
implementation (time 1; 4months after the start of
SAFE), mid-implementation (time 2; 6months later)
and during late implementation (time 3; 6 months after
time 2). Findings from the time 1 interviews with staff
on the perceived benefits/challenges of the huddle and
barriers/facilitators to its implementation during the
early delivery phase have been published elsewhere."
The focus of our study is on the time 3 (late implemen-
tation) interviews with staff to explore their perceptions
of the degree of sustainability and spread of the huddle,
and the challenges/barriers and facilitators to its sustain-
ability and spread.

Participants

Twenty-three interviews were conducted with staff at
late implementation (time 3). Four to seven interviews
were conducted at each site. All participants had previ-
ously been interviewed at either time 1 or time 2, or at
both time-points. The final time 3 sample consisted of a
range of staff members at each site: consultants (N=3),
registrars or junior doctors (N=1), sisters (N=4), nurses
(N=6), administration or housekeeping staff (N=1), ward
managers and matrons (N=2) and specialisms such as
physiotherapists, play therapists and school staff (N=6).
See Stapley et alfor further information about participant
recruitment.'

PATIENT AND PUBLIC INVOLVEMENT

The SAFE programme had a parent on the steering
committee who was involved in the planning of the inter-
vention and the evaluation. It was also recommended
to each clinical team that a parent and child represen-
tative were involved in intervention roll-out at a local
level. Patients and families were not involved in the study
reported on in this paper.

Data collection

The time 3 interviews were either conducted face to face
at the sites or over the telephone by the evaluation team,
using a semistructured interview schedule. Participants
were asked about their perceptions of the consistency and
degree of sustainability of the huddle on their ward, the
spread of the huddle to other wards or to other hospital
sites, and the challenges/barriers and facilitators to this.
All interviews (ranging from 7 to 41 min in length) were
audiorecorded and transcribed verbatim. As the inter-
views were predominantly conducted in situ, the interview
lengths and depth varied according to how much time
each staff member was able to take out of their working
hours to speak with the evaluation team. This also meant
that focus groups were not feasible, as multiple staff could
not leave their duties on the ward at the same time.

Data analysis

A deductive thematic analysis was conducted to answer
the following research question: What barriers/chal-
lenges and facilitators do ward staff members describe
in relation to the sustaining and spread of the huddle?
The content of the interview transcripts was initially
coded (categorised) in a Microsoft Excel spreadsheet by
the second author (DG) into two overarching categories
defined by the research question: ‘Barriers/Challenges’;
‘Facilitators’. DG then coded the transcript extracts within
these overarching categories into additional subcatego-
ries: ‘Innovation’, ‘Context’, ‘Leadership’, and ‘Process’,
based on the Fleiszer et al's framework for factors influ-
encing sustainability, which was developed from a
comprehensive review of the literature relating to the
sustainability of healthcare innovations (see table 1).14 1
We used this framework to structure our analysis of the
staff interviews and consider the interplay of the four

Table 1 Factors to consider in implementation

Factor Facilitators Barriers/challenges

Innovation  Relevance and value

Context Partnership with others Funding
Lack of ownership
or interdisciplinary
spread

Leadership  Positive senior No leadership

leadership commitment commitment
Process Improvement

methodology of test,
learn and adapt
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factors identified by Fleiszer et al within the context of
SAFE. The third author (JE-C) then recoded 20% (N=b)
of the transcripts, which facilitated DG in reflecting on
and refining his coding of the dataset where necessary.

RESULTS

Perceived extent of sustainability and spread

Participants across all four sites described how the huddle
had become more embedded on their wards over time.
All participants were confident that the huddle would
continue after the end of the formal SAFE programme.
Participants described the huddle as being part of
their ward routine or team culture, using language like
everyone ‘knows the drill’, or the huddle has become
‘second nature’. Most participants indicated that the
huddle took place when key members of staff, such as
the nurse in charge, were absent. However, morning and
weekday huddles had been more effectively sustained
than those in the evening or at weekends.

Participants across all four the sites commented that the
implementation of the huddle had become more time-
efficient and smooth over time. Yet, some participants also
indicated that the huddle had become 'normalised’ with
limitations. For instance, junior nursing staff members at
one ssite had been consistently unable to attend the huddle
over the course of the programme, as it took place away
from patient bedsides. By contrast, participants at another
site, which had many medical specialty teams feeding into
the ward, observed that huddles mainly involving the
nursing staff team had been better embedded than those
also including the multidisciplinary medical team, due to
their competing priorities.

At three of the sites, participants described how the
spreading of the huddle to other wards had already
been achieved (including contextual adaptation as

necessary), and at the fourth site spreading was in
process. The types of ward that the huddle had spread
to included intensive care, neonatal wards, and surgical
units.

Innovation-related factors
The factors related to innovation are reported in
table 2. Perception of the benefits of the huddle at an
organisational, team or personal level was a commonly
reported facilitator to integrating it into practice. Simi-
larly, the perceived relevance of the huddle in addressing
a specific problem, such as improvement in communi-
cation between staff, was highlighted as facilitating the
sustaining of the huddle and its spread to other wards.
Participants agreed that having the commitment of the
whole team and educating staff on the specific benefits
of the huddle, such as through the use of real-life exam-
ples (rather than academic papers), was the first step to
spreading the huddle within clinical teams and then to
other teams. Lack of commitment by senior staff, such
as consultants, was seen as a barrier to integrating the
huddle into ward practices. However, participants also
commented that staff need to first understand how the
huddle fits into the current procedures of the ward before
being able to appreciate its potential benefits.
Participants described the importance of adapting
implementation to complement existing ward prac-
tices, such as finding the right time and location for the
huddle. Consistency in the time and format of the huddle
was ultimately thought to be important, as was ease of
implementation, brevity and ensuring that the huddle
did not overlap in purpose with existing meetings on the
ward, for instance ‘that it does not become the same as
handover’, as this could diminish its utility.

Table 2

Innovation-related staff-reported challenges/barriers and facilitators to the sustainability and spread of the huddle

Factor

Example quotes from staff interviews

Perceived relevance of the
huddle in addressing a need
or problem

Commitment of stakeholders
to the huddle

Fit with existing organisational
procedures

Adaptability of the huddle to
the context

Ensuring minimal overlap with
existing meetings
Demonstrating the benefits of
the huddle

Characteristics of the huddle
(eg, consistency, brevity)

good”

‘| think a lot of it has been through frustration with poor communication. | say frustration,
because sometimes it can be, you're trying to get hold of people or you think someone knows
something and they don’t know it, so | think it’s definitely improved communication’

‘I think the main thing is that both doctors and nurses are all on board with it’

‘The consultant gets tied up helping in the assessment unit. It also coincides with medicine
round for the nurses and it just didn’t really work or take off’

‘Adapt it as time goes on, like if you think some questions [in the huddle script] are irrelevant to
your ward, change it and add something [that] you think is more relevant’

‘It [should] not become the same as handover’

‘I it’s sold in the right manner then you think, ‘I think we should do that—that would be really

‘It's just a quick, a brief, like any updates of what’s going on because obviously some days are
more fast moving than others’
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Table 3 Leadership-related staff-reported challenges/
barriers and facilitators to the sustainability and spread of
the huddle

Factor

Example quotes from staff interviews

Presence and ‘Key people set it up and | think it was

influence of them championing the ‘come on let’s
programme get together, let’s start this’ and just
champion(s) persisting with it really until it becomes

a habit’

‘I think perhaps next time, if we were
ever to do something like this again, we
would definitely want to involve matron,
or one of the ward managers who would
drive it’

Involvement of
leadership and
management

Leadership-related factors

Stable, encouraging and supportive leadership from
senior nursing and medical staff was considered crucial
for sustaining the huddle, as shown in table 3. A clear
understanding by executive and clinical leaders on other
wards of the benefits of the huddle before implemen-
tation was also seen as necessary to facilitate its spread.
A suggestion from participants was to have at least one
‘champion’ from different specialties on the ward, who
would be a ‘driving force’ for the huddle, encourage the
commitment of staff to sustaining the process, dissemi-
nate the huddle procedure to other staff, and facilitate its
spread within the team and then to other wards.

Process-related factors

A key processrelated facilitator to sustainability was the
sharing of information with staff about the huddle. For
example, one participant suggested that the huddle
could be discussed at staff forums or learning events, and
in induction sessions for new staff. Participants also felt
that new staff could benefit from having formal training
in the huddle methodology, without which the ongoing
integration of the huddle into ward practices could be
undermined, as new staff may not be sufficiently aware of
the purpose and process of huddles. In addition, training
was viewed as important in spread initiatives, alongside
collaborative implementation. Process-related factors are
reported in table 4.

Context-related factors

The importance of context as a factor is reflected in table 5.
Contextual factors were more commonly reported as
barriers by participants to the sustainability of the huddle.
High staff turnover, large multidisciplinary medical teams,
frequent changes of ward management, and a lack of senior
leadership during the weekend, represented challenges to
the sustaining of the huddle at the sites.

On the other hand, contextual factors were refer-
enced by participants as facilitators in the context of
the spread of the huddle. For instance, participants
described how senior management staff (eg, consultants
and ward managers) could use their authority to initiate
the huddle innovation ‘top-down’, whereas frontline
staff (eg, nurses) could make sure that the huddle actu-
ally happens ‘bottom-up’. Thus, an effective programme
team needs to comprise staff representing both groups.

In addition, participants noted that having the right
level of expertise within the team is necessary to facilitate
its spread to a new ward, including ideally having a staff
member on that ward with experience of the huddle and
knowledge of the organisation who can lead or advise on
implementation. Having a culture open to innovation
also facilitates the spread of the huddle. On the contrary,
participants commented that dislike of or reluctance to
change may prevent the huddle from being spread.

DISCUSSION

The aim of our study was to examine the challenges/barriers
and facilitators to the sustainability and spread of the huddle,
a quality improvement initiative and core component of the
SAFE programme, as identified by paediatric hospital staff in
qualitative interviews at four NHS sites across England. We
used the framework proposed by Fleiszer et al to examine
sustainability as influenced by innovation, context, leader-
ship and process related factors."* '° Our study considered
the interplay of these four factors in the context of SAFE, as
indicated in figure 1.

Innovation
Innovation-related factors reported by participants as

barriers/challenges and facilitators to sustaining the
huddle included the fit of the huddle with the current

Table 4 Process-related staff-reported challenges/barriers and facilitators to the sustainability and spread of the huddle

Factor

Example quotes from staff interviews

Collaboration

‘Maybe it’s the way you put it to nurses, rather than imposing it on them, people, nurses [like]

myself, respond better to ‘this is helping a patient’, rather than people saying ‘you have to do this”

Planning and education
around implementation

Communication about the
huddle

Use of performance
monitoring systems
PDSA(Plan, Do, Study, Act)cycle’

“Training in how to do a huddle. Yes, that would be useful’

‘The nurse in charge [should] try and get everyone together to explain what’s going to happen’

‘If you wanted to improve your quality, look at your data. [Then] say to the team ‘these are our
issues —what should we work on?’ because [for] some things you just need to do a proper
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Table 5 Context-related staff-reported challenges/barriers and facilitators to the sustainability and spread of the huddle

Factor

Example quotes from staff interviews

Management structure

‘There was another change and another change [in ward manager] and that is not conducive to

supporting a ward to implement a new quality [improvement] initiative’

Availability of expertise,
experience and knowledge
related to the innovation

Organisational culture

‘I think having been in a hospital where this has worked, it will be easier to bring in (elsewhere) as
well, rather than it being [just] something that | read somewhere’

‘I think we were relatively lucky that there was that kind of culture to some extent. So, getting

other people on board was maybe easier’

Staffing structure
weekends’

‘| think it’s still hit and miss because we haven’t extended the consultant cover to cover

processes and procedures of the ward, adapting the
huddle as necessary to reflect the context, perceptions of
the benefits and added value of the huddle, having the
commitment of the whole team, consistency and brevity
of the huddle, and perceptions of the relevance of the
huddle in addressing a specific need.

The results are consistent with existing reviews of the
factors influencing the spread of an innovation, in which
the perceived relevance and benefits to the adopters’
role and local context are essential to embed the innova-
tion into day-to-day practice.'® 17 Compatibility with and
adaptation to the local context are also crucial to facili-
tate sustainability and successful spread of the interven-
tion. 1617 Indeed, within SAFE, teams were encouraged to

Perceived relevance and benefits
to the team and individual

Must complement existing
practices

Intervention adaption

.

Innovation

Executive support
Local leadership
‘Champions’

Leadership

« Sharing of information about
process
« Collaboration

Process

Figure 1 Construct for spread and sustainability.

« Team structure
« staff culture
« Staff expertise and experience

implement the intervention to fit with their own context
and environment, using a human factors approach,]8 and
ensuring the relative advantage of the new intervention
over the previous ward process.'”

Leadership

Participants highlighted the importance of senior nursing
and medical leadership, as well as having champions of
the intervention within the organisation, as key facili-
tators to ensuring integration into ward practices and
spread to other wards. The implementation of the huddle
in SAFE was based on the clinical microsystem theory, in
which local clinical leadership is a fundamental part of
change." Previous research suggests that senior leader-
ship is needed to provide quality assurance and support
or drive for the intervention from the start.”’

Process

Participants highlighted the importance of collaborative
implementation and shared learning in various formats
to facilitate the sustaining and spread of the huddle. The
provision of training and education for new staff about
the huddle was also seen as necessary to facilitate its
ongoing sustainability and spread. This supports previous
research, which suggests that implementation should be
conducted collaboratively in a culture open to innova-
tion and sustainability to be able to learn, generalise and
scale-up.”!

Context

Implementation research has emphasised the impor-
tance of studying the context in which the improve-
ment programme is to be implemented, to understand
why implementation succeeds or fails.?*?* Moreover,
the learning approach to the huddle was developed in
accordance with the Dynamic Sustainability Framework
proposed by Chambers et al, which emphasises the impor-
tance of context and the fit of the intervention to the
different and changing context.® Participants indicated
that factors, such as high staff turnover and a large multi-
disciplinary medical team with competing priorities, were
barriers to the sustainability of the huddle. Yet, having
a ward culture open to innovation could facilitate its
spread. In line with this, Horton et al have reported on the
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factors required for the successful adoption of an innova-
tion, including the importance of the local environment
being receptive to any changes required."”

Limitations

It is possible that staff with more negative views of SAFE
may have felt less comfortable about volunteering to be
interviewed, leading to an overrepresentation of staff
with more positive views. While the four sites in our study
were selected to be representative of paediatric settings
in England and to ensure good geographical spread, the
transferability of our findings to other contexts may be
limited. We do not know, for example, whether the sites
in our sample had a more or less supportive culture than
others. It is also beyond the scope of this study to be able
to comment objectively on the success and actual degree
of the sustainability and spread of the huddle.

CONCLUSIONS AND IMPLICATIONS

Our findings reflect earlier results from the initial phase
of SAFE that successful implementation of a new safety
improvement initiative requires senior medical and
nursing staff leadership or ‘championing’, a fit with
existing ward practices, and staff perceptions of the bene-
fits and understanding of the purpose of the initiative."”
Moreover, some of the barriers identified during early
implementation were similarly identified during late
implementation, such as reluctance to change or staff
members being unable to attend the huddle due to its
location on the ward or their competing responsibilities."”
This suggests that in planning an intervention, one needs
to take these factors into account, and adapt practice as
necessary, to ensure both successful initial implementa-
tion and then later sustainability.

In addition, the context may change over time, so
planning for sustainability requires constant studying
of the context to ensure that potential risks to sustain-
ability are addressed.” The attention to ongoing benefit
of the intervention in different contexts is essential.”
The study period was for 2years and concentrated on
four hospitals. Although we cannot report on the longer-
term sustainment of the intervention at the sites, we
have identified the factors that appear to be important
to enhance the potential for sustainability, which other
clinical teams, including those within future waves of the
SAFE programme, can apply to facilitate and improve
the sustainability and spread of healthcare innovations in
their settings.

Twitter Peter Lachman @PeterLachman
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