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1. Introduction

The purpose of this paper is to review some of the current evidence of putting innovation

into practice in healthcare and our local learning to make suggestions on how EMAHSN

can strengthen capability to accelerate the adoption of innovation.

One of EMAHSN’s core objectives is to: “Speed up adoption of innovation into

practice to improve clinical outcomes and patient experience - support the

identification and more rapid spread of research and innovation at pace and scale to

improve patient care and local population health”. EMAHSN is concerned with the

implementation of innovations that would either not have been implemented or not

implemented as extensively without its role and resources to bring together industry, NHS

partners and patient groups to give innovations the best possible chance of adoption and

spread. EMAHSN therefore aims to ensure that patients have access to the most effective

and innovative care. This paper makes recommendations on how we can strengthen

delivery of this objective.

EMAHSN is committed to partnership working and building on the learning from the

implementation research of the NIHR (National Institute for Health Research)

Collaboration for Leadership in Applied Health Research and Care (CLAHRC) East

Midlands and other organisations to inform and shape our work.

EMAHSN recognises the daily challenge of implementation including that the terminology

used in this area can cause confusion. Terms such as implementation, translation,

diffusion, roll-out and adoption are often used interchangeably in practice but can have

very distinct meanings in the literature. At EMAHSN, we have used the terms defined by

Greenhalgh et al., (2004) which are “diffusion” (passive spread), “dissemination”

(active and planned efforts to persuade target groups to adopt an innovation),

“implementation” (active and planned efforts to mainstream an innovation within an

organisation) and “sustainability” (making an innovation routine until it reaches

obsolescence (p 582). As EMAHSN encourages the adoption and spread of innovations,

the key terms that need to be understood are implementation and sustainability.
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2. What does the evidence say?

Innovation has been described as: “An idea, service or product, new to the NHS or

applied in a way that is new to the NHS, which significantly improves the quality of

health and care wherever it is applied… An innovation may be incremental (building

on and improving existing practices), radical (a completely new approach to solving

existing problems), or revolutionary (an innovation that creates an entirely new and

unexpected market). Innovation is not just about the originating idea, but also the

whole process of the successful development, implementation and spread of that

idea into widespread use”. (p6) (NHS Chief Executive 2011).

Some of the literature on implementation divides the process of adoption of innovation in

organisations into phases. For instance, it has been described as a process of knowledge

awareness, attitudes formation, decision, initial implementation and sustained

implementation (Zaltman et al., 1973). On the other hand, Angle and Van de Van, (2000)

explained it as initiation, development, implementation and termination. In a simpler model,

Damanpour and Schneider (2006) in Robert et al., 2009) suggested that many of the

phases outlined in the literature could be grouped into three more general phases; - pre-

adoption, adoption decision and post-adoption.

However, there is a second way of viewing implementation, one that does not view it as

linear progression, but as more complex, iterative and multi-dimensional process,

(Damanpour and Schneider, 2006). This helps to explain why implementation is difficult

(Albury et al., 2011, Damschroder et al., 2009; Eccles et al., 2009; Grimshaw et al., 2003).

Some authors suggest that there are failure rates of two thirds for the implementation of

innovations (Burnes 2004). Much of this may be due to those who implement innovation

ignoring the complexity of context of that implementation. The NHS is a particularly

complex context due to its strong professional hierarchies, competing clinical and

economic priorities and competing external standards from professional organisations and

NHS bodies.
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There are many theoretical approaches that promote effective multi-dimensional

implementation, but no one universally agreed and evaluated approach. To help make

sense of the many approaches, Table 1 shows five categories of implementation theories,

models and frameworks.

Table 1. Five categories of theories, models and frameworks used in implementation

science (adapted from Nilsen 2015).

Category Description Examples

Process

models

The aim of process models is to describe
and/or guide the process of translating
research into practice. Specify steps
(stages, phases) in the process of
translating research into practice, including
the implementation and use of research.

An action model is a type of process model
that provides practical guidance in the
planning and execution of implementation
endeavours and/or implementation
strategies to facilitate implementation. Note
that the terms “model” and “framework” are
both used, but the former appears to be the
most common.

CIHR
Model of Knowledge
Translation (Canadian
Institutes of Health Research
2014),
K2A Framework (Wilson et al
2011),
ACE Star Model of Knowledge
Transformation (Stevens
2013),
Knowledge-to-Action Model
(Graham et al., 2006),
Iowa Model (Titler et al., 1995,
2001),
Ottawa Model (Logan and
Graham 1998, 2010).

Determinant
frameworks

The overarching aim of determinant
frameworks is to understand and/or explain
influences on implementation outcomes, e.g.
predicting outcomes or interpreting
outcomes retrospectively. Some frameworks
also specify relationships between some
types of determinants.

Specify types (also known as classes or
domains) of determinants and individual
determinants, which act as barriers and
enablers (independent variables) that
influence implementation outcomes
(dependent variables).

PARIHS (Rycroft-Malone
2010),
Active Implementation
Frameworks (Michie et
al.,2014),
Understanding-User-Context
Framework (Jacobson et al.,
2003),

Conceptual Model Greenhalgh
et al., 2004),

Ecological Framework (Durlak
and DuPre 2008),
CFIR (Damschroder et al.,
2009),
Theoretical Domains
Framework (Michie et al.,
2014).
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Classic

theories

Theories that originate from fields external to
implementation science, e.g. psychology,
sociology and organisational theory, which
can be applied to provide understanding
and/or explanation of aspects of
implementation.

Theory of Diffusion (Rogers
2003), social cognitive
theories, theories
concerning cognitive
processes and decision
making, social networks
theories, social capital
theories, communities of
practice, professional theories,
organisational theories.

Implementation
theories

Theories that have been developed by
implementation researchers (from scratch or
by adapting existing theories and concepts)
to provide understanding and/or explanation
of aspects of implementation.

Absorptive Capacity (Zahra
and George 2002),
Organizational Readiness
(Weiner 2009), COM-B
(Michie et al., 2011),
Normalization
Process Theory (May and

Finch 2009).

Evaluation
frameworks

Specify aspects of implementation that could
be evaluated to determine implementation
success.

RE-AIM (Glasgow et al 1999)
PRECEDE-PROCEED (Green
and Kreuter 2005),
Logic model (Sitton-Kent et
al., 2016).
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3. What can we learn from the evidence?

As seen in Table 1 there are many available frameworks and theories but none are

exhaustively tested in practice. However, there are themes that that emerge from the

evidence that are helpful to the adoption and spread of innovation. These can be

organised under the three aspects of implementation of content, context and process

(Pettigrew and Whipp 1991), although these may overlap. Ordering the evidence into

these themes can help focus our attention on capitalising what has been shown to work

and to identify the associated risks and issues. It will help us to understand the barriers to

implementation and therefore be able to take mitigating actions in order to increase the

chance of success. Understanding the evidence also helps us to identify if an

organisations cannot achieve timely implementation and ways if appropriate to help get

the implementation back on track.

Table 2. Summary of research findings and how EMAHSN could respond.

Content evidence What can we learn?

Consider the way the innovation is presented, the
language used and the degree of skill needed for
understanding. If it is simple to understand, it is more
easily adopted (Brailsford et al., 2013).

There is a theory-practice gap between research that
evidences an innovation and its implementation
(Tooke 2007; Greenhalgh et al., 2004; Ward et al.,
2009). Academic research uses different language
and is written from a different perspective to that of
practice which is seldom articulated (Rowley et al.,
2012).

Use simple language and reduce any complex
content.

Ensure clear message, easy to sell and gain
engagement.

Ensure all work is informed by the evidence
and creates further questions for future
research and builds evidence to inform others.

Evidence can be research papers both
quantitative and qualitative and operational
evaluations.

Develop a clear implementation message and
publicise to all including the research
community.

Knowledge brokers can help translate the
message.
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There should be evidence that the innovation presents
a relative advantage in terms of quality, effectiveness
and cost effectiveness (Rogers 1983) while not
guaranteeing spread a lack of this will hinder spread
(Fitzgerald et al., 2002). Is the innovation a solution to
a problem? (Nicolini et al., 2016).

The innovation needs to offer a relative
advantage, if no advantage is seen then
potential users will not consider it further. They
need to see a benefit to themselves and their
patients, try and ensure there is an incentive.

Explore what are the trigger words for
engagement messages that focus on patient
safety are hard to ignore.

Create an awareness of the problem so that
stakeholders will be anxious for it to be
remedied (Nicolini et al., 2016).

Potential adopters need to be able to adapt, refine or
otherwise modify the innovation to suit their own
needs (Latour, 1986; Pannick et al., 2015)

Identify the core and peripheral elements.
Decide what elements can be flexed, adapted
without invalidating the entire intervention as
this will aide local ownership and
implementation. It also helps address the “we
are different” response.

Context Evidence incorporates the internal and
external factors and the social/organisational and
individual system levels

What can we learn?

There is a lack of sharing of information between
purchasers/clinicians/industry which can result in ill-
informed purchasing decisions. There is also
significant bureaucracy around procurement
procedures and instigating clinical trials in the NHS
(Healthcare Industries Task Force, 2004).

NHS budgeting arrangements can act as a
disincentive to uptake of innovation where initial costs
are high/higher than existing products/processes and
encourage a risk-averse approach to innovative ideas.

Gain full understanding of procurement
processes, tariffs, commissioning and keep up
to date with changes. Clearly identify these in
relation to the innovation.

Increase the sharing and transparency of
these processes and build networks to share
knowledge.

Knowledge is acquired tacitly (Easterby-Smith et al.,
2000) influenced by political, economic and cultural
considerations (Currie et al., 2008, Waring and Currie
2009, Scheirer and Dearing, 2011), which include the
role of professionals (Ferlie et al., 2005) and patients
and carers.

Work through the political, professional,
economic and cultural aspects of the
innovation and the implementing
organisations. This needs to be considered at
an individual, group/team, organisation and
larger environment system levels.

Listen to what professionals, patients and
carers are saying, use meetings, interviews,
workshops to gain their views and allow them
to modify the intervention as a result.



9

The organisation needs to be ready for change (Fulop
2014), in terms of the stability and structure; there will
also be organisational memory and learning of
previous changes (Roe et al., 2013). Comparisons
between different organisations or teams can cause a
tension for change (Ivers 2012).

Particular consideration should be given to
whether the organisation(s) is/are stable and
the degree of concurrent change. Need to
discuss the tension for change and the targets
and priorities. Use tools and guides such as
the Quaser Hospital Guide (Fulop 2014) to
help organisations identify where their
strengths and possible weaknesses are in their
organisation’s quality improvement efforts and
what they may need to do to improve them.

The organisation will assimilate innovations more
readily if it is large, mature, functionally differentiate
and specialised with foci of professional knowledge,
has slack resources to channel into new projects and
if it has decentralised decision making structures
(Greenhalgh et al., 2004).

If an organisation is already failing to cope due
to restricted resources, implementing change
may be extremely difficult unless it’s a ‘must
do’ “burning platform” scenario.

Need to understand the organisations
involved, seek transparency.

The innovation should be compatible with the intended
adopters’ values, norms and perceived needs (Ferlie
et al., 2001). It also needs to be aligned with
organisation aims, therefore strategic selection of
interventions is important (Pannick et al., 2015).

Identify compatibility and alignment with
organisational/professional norms values and
ways of working. This can be established
through stakeholder involvement right from the
beginning.

The adoption of innovations by individuals is
powerfully influenced by the structure and quality of
their social networks, different groups have different
networks (Chreim et al., 2010). Associated with this is
the need for champions, individuals who have
influence through their authority and can exert
influence (Fitzgerald et al., 2002). The decision of an
individual to adopt an innovation is rarely independent
of other decisions, it may be contingent, collective or
authoritative (Rogers 1983).

Also key is if people have significant social ties both
inside and outside the organisation and are willing to
link the organisation to the outside world in relation to
this particular innovation

Carry out stakeholder analysis, decide who
needs to be on board and identify different
levels of involvement needed. Must have
clinical, managerial, patient and commissioning
perspective.

Ascertain who the champions are and the
informal and professional networks, ensure
they are involved and supported in the
process.

Understand the implementing organisation, the
centre of power, targets, and priorities, degree
of professional and managerial autonomy.

Is there an absorptive capacity i.e. can the
organisation identify, adapt and apply the external
knowledge and integrate it into its own existing
knowledge base. Put another way, absorptive capacity
is a limit for new knowledge Ferlie et al., (2001).

How can staff be supported to have the
“headspace” to implement change, what needs
to happen to facilitate that? Need to modify the
message to align with existing knowledge and
minimise the risk of change fatigue.

If there is a high degree of uncertainty of the outcome,
organisational or personal risk then it is less likely to
be implemented (Meyer et al 1997), there is a
proportion threshold in relation to comparable

Assess the risks of implementation, benefits
needs to be higher than risks, some
organisations are extremely risk adverse, and
reputation sensitive.



10

organisation who have implemented it or plan to do so
(Burns and Wholey 1993).

A policy push can increase chance of success
(primarily through associated funding) Fitzgerald et al.,
(2002). External mandates (political must-dos)
increase an organisations predisposition (i.e.
motivation) but not its capacity to adopt an innovation.

Identify any national targets and priorities that
the change can be aligned to.

The widespread and early involvement of staff at all
levels enhances the success, particularly if
responsibility is shared. Top management support
advocacy of the implementation process and
continued commitment all enhance the success of
implementation and routinisation (Gustafson et al.,
2003). Middle manager engagement is also crucial
(Pannick et al., 2015).

Ensure support exists at all levels of the
organisation.

Negotiations over funding between providers and
commissioners can delay implementation.

Organisational power and politics between hospitals
and community-based services are a significant
barrier for adoption.

Think carefully whether a cross organisational
project can be implemented in given
timeframe.

Process evidence What can we learn?

There are a variety of implementation models and
research studies outlining processes needed to
implement innovation. Examples are: Knowledge to
action model (Ward et al., 2009), the Quality
enhancement research initiative (Stetler et al., 2011),
Normalisation Process Theory (May et al., 2009),
Promoting Action on Research Implementation in
Health Services (Rycroft-Malone, 2004), Plan Do
Study Act cycle and the sustainability model (NHS
Institute for Innovation and Improvement). There are
also many models and theories of planned change, for
example Lewin’s Change model (1947), Theory of
planned behaviour (Azjen, 1991),

Use models which have been shown to work in
the past.

Ensure the health informatics, PPI, Translation,
education and health economics supportive
workstreams are connected with the service
improvement teams.

Opinion leaders, change champions and core groups
are effective in changing behaviours of healthcare
practitioners (Greenhalgh et al., 2004; Locock et al.,
2001; Titler 2004; Barnason 1998; Bradley et al.,
2004). Collaborative can also help the spread of good
practice (Minkman 2005).

Learn and understand key individuals in the
stakeholder groups. Clinicians, patients and
managers should be involved as early as
possible. EMAHSN will encourage project
teams to capitalise on personal and
professional networks and use their and
EMAHSN communication systems to publicise
what they are doing. Recognition is given that
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the process is not linear and dependent on
relationships, trust and reputation.

A didactic approach or passive implementation
processes have limited success (MRC 2008).

Need to focus on active rather than passive
processes to ensure motivation and
enthusiasm for change.

The role of the change agency is important, the nature
and quality of any linkage with intended adopter
organisations will influence the likelihood of adoption.

Stakeholder relationships should be positive
and supportive, have a common language,
meanings and value systems, they should
share resources and the change agency
should facilitate networking and collaboration
and consequences should be jointly evaluated
(Lomas 2000).

The message is translated as it is implemented
(Latour 1986; Doorewaard and Van Bijsterveld 2001).

Identify core and peripheral elements in the
research and then allow implementation sites
to adapt to suit their environment while
maintaining core principles.

Ensure core policies and procedures are
produced, contractual and procurement issues
described, providing a toolkit for further spread.

There is no single communication channel or
technique (De Silva 2014) for spreading innovation
and improvement, although a planned dissemination
programme should be used if it takes full account of
potential adopters needs and perspectives with
particular attention to the balance of costs and
benefits for them, tailors different strategies to the
different demographic structural and cultural features
of different subgroups, uses a message with
appropriate style, imagery, metaphors, identifies and
uses appropriate communication channels and
incorporates rigorous evaluation and monitoring
(Roger, 1983).

Utilise a creative and diverse approach to
dissemination: presentations, conferences,
papers, podcasts, videos, professional
networks, e-learning packages, cases studies
and project outlines, workshops with
brainstorming around problems, facilitated
discussion within routine meetings.

Dedicated time and resource (Fitzgerald et al., 2002). Ensure that there is recognition of the
resources required for implementation and that
adequate time and resources are allocated for
implementation.

Accurately and timely information about the impact of
the implementation process increases the chance of
successful routinisation (Green 1998).

There needs to be mechanisms to measure the
outcome of the innovation. There is often a lack of
differentiation between targets for system behaviour
and targets as performance monitoring (Dattee and
Barlow 2010).

Practitioners in the NHS are often unaware of
the effect of what they do, they need clear
processes for measurement and evaluation
and feedback mechanisms into the sites to
communicate the progress made.
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4. Change at scale

The remit of EMAHSN is to achieve implementation across the East Midlands region,

therefore the adoption and spread work needs to be informed by the literature relating to

major system wide change. Much of what has been covered in Table 2 applies to the

learning from large system transformation (LST), although overall the evidence on how

changes of this scale are implemented, and the relationship between those

implementation approaches and the impact of changes on quality of care and costs

remains limited (Imison et al., 2014). There are several key papers that should be

considered in more detail.

The evidence base for achieving LST does not take the form of definite statements about

an “optimal design” (Imison et al., 2014). Instead, the case studies of LST make broad

statements about “what tends to work, for whom, in what circumstances” and to explaining

the fortunes of particular programmes as mechanisms in context (Best et al., 2012). Our

experience at EMAHSN shows that this can be frustrating for managers and clinicians

within the NHS who want clear causal links. In a review of 108 reconfigurations Imison et

al., (2014) concluded that “the local context and the speciality specific balance

between access, workforce, quality, finance and use of technology need to be the

deciding factors in determining how local services are configured” (p 8).

If the innovation is made relevant to the performance
of the intended users work and it improves task
performance it will be adopted more easily
(Greenhalgh et al., 2004, Brailsford et al., (2013).

Ensure that the benefits of the innovation is
consistently evident to those who are
implementing it.

There is limited work that studies the use of social
media and online resources to empower patients and
create innovation pull but also how it can cause
disenchantment with health care relationships (Dolce
2011) due to both knowledge and power being
necessary to participate in shared decision making,
(Joseph-Williams et al., 2014).

Social media needs to be part of the approach
but there is limited evidence to inform its use
currently. We do know that we need to create
pull from patients and clinicians rather than try
to impose change.

If technology is supplied as an “augmented product
(e.g. with customisation, training and a help desk) it
will be assimilated more easily (Aubert and Hamel
2001).

Ensure an IT based innovation has good
customisation and support.
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A rapid review of 84 empirical studies of LST produced five simple rules (Best et al., 2012).

(1) Engage individuals at all levels in leading change efforts; someone must be

formally in charge of the programme (designated leadership) and professionals and

partner organisations and teams must share responsibility for mobilising the efforts and

delivering programme components (distributed leadership).

(2) Establish feedback loops; generally, successful LSTs were recognised and sustained

through the careful identification of measures and judicious disclosure of those measures

to those both inside and outside the organisation.

(3) Attend to history; they recommend a careful analysis of what has gone before to build

on familiar valued ideas and activities, but that the past should not be seen as a prediction

of how things will work in the future. Instead it should be used as a learning opportunity to

educate the leaders within the organisation to avoid the same happening again.

(4) Engage doctors; LST depends on the cooperation of all professional and

administrative groups but due to differences in status and position in the health system,

non-doctors are often more disposed to supporting the change effort and/or have less

power to resist the effort.

(5) Involve patients and families; although hugely important it is also considered too

problematic an area because “patient and family centeredness” was generally defined

badly and used in a somewhat ideological way. The gap between principle and practice

was perceived to be particularly wide here with very few examples of a successful effort to

truly engage patients in LST existing.

National case studies

Greenhalgh et al., (2009) evaluated a project which incorporated three services (stroke,

kidney, and sexual health) across four large health care organisations. It took nearly five

years and the aim was to make healthcare more efficient, effective, and patient centered.

Due to programme's scale and scope, the mechanisms of change employed by different

workstreams were difficult to unravel and as the programme progressed, new projects and

subprojects emerged and others stopped, changed direction, or were rebranded. They did
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however identify six broad mechanisms of change, each of which comprised a number of

sub mechanisms, these were integrating services across providers, finding and using

evidence, involving service users in the modernisation effort, supporting self-care,

developing the workforce, and extending the range of services.

Hunter et al., (2014) reported on the North East Transformation System (NETS), an

example of a transformational change initiative that affected an entire health region. The

programme comprised of numerous organisations engaged in the commissioning and

provision of health and health services for a community of 2.4 million people.

Implementation did not follow a linear journey but a set of key implications were identified.

These included:

 The importance of leadership and leadership style

 The development of a mutually respectful relationship between managers and

clinicians

 Good training and development

 Avoiding becoming fixated on the method and focus on the culture change

 Acknowledging that transformational change takes time and that localism and data

are important.

Finally, Fulop et al., (2016) have written extensively about the processes of achieving

reorganisation in stroke services in London and Greater Manchester. This was a large

reconfiguration that centred around one disease pathway and ambulance, primary and

secondary care. The authors make a distinction between ‘implementation outcomes’, i.e.

the adoption of, fidelity to, and sustainability of a given intervention and ‘intervention

outcomes’, for example, changes in provision of care or patient outcomes. They argue that

this enables the study of factors that influence implementation and the potential

relationships between these and intervention outcomes, thereby facilitating insight into the

‘black box’ of implementation. Fulop et al., (2016) outline the most important learning

points:

 What drives the decision to change may influence the nature of the intervention that

is implemented
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 Through the processes of adaptation, both contextual factors (e.g. managerial

capacity to lead change) and the model selected (e.g. the scale of change required)

may influence the implementation approaches used

 The model selected (through both its complexity and its compatibility with the

context of its introduction) may also influence implementation outcomes, in terms of

uptake and fidelity

 Implementation approaches employed, such as support for local staff, have the

potential to influence implementation outcomes

 Implementation outcomes can influence overall intervention outcomes, including

clinical outcomes, patient and carer experience, and cost-effectiveness

 Assessment of implementation outcomes may prompt a decision to change again

and implement amended or alternative model

 Relationships between these components are unlikely to be linear (Fulop et al.,

2016)

This study of stroke services across organisations showed similar results to those outlined

in Table 2, for example, ‘simpler’ interventions and more inclusive referral pathways were

more likely to be understood and followed by staff and an intervention is more likely to be

adopted if it is readily incorporated into existing or standard activities (Fulop et al., 2016).

The concept of ‘execution’, i.e. where implementation is achieved as intended

(Damschroder et al., 2009), was very important particularly in terms of a single launch

date. Previous research has identified risks related to ‘big bang’ implementation approach

(McNulty and Ferlie 2004) but Fulop et al., (2016) concluded that a ‘big bang’ approach

appears to be beneficial in LSTs where service models have multiple interdependent

components. This is a good example of ‘adaptation’ as the implementation approach was

selected to reflect the complexity of the new system and the scale of the task. The linking

of the launch to achieving standards was also crucial to ‘execution’. This appeared to

increase the likelihood of there being uniform capacity to provide evidence-based care and

also a shared understanding of what had to be delivered in all services. In addition, by

associating the achievement of standards with financial incentives, there was a clear link

demonstrated between using remuneration to encourage adoption of the intervention.

Finally, the contribution of ‘hands-on’ facilitation also made a significant contribution to the
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implementation outcomes observed, and in turn intervention outcomes, (Fulop et al.,

2016).

Local EMAHSN case studies

Eleven of the EMAHSN innovative projects were selected as part of a local review. Broad

and deep discussions were held with the relevant external champion/project manager,

internal EMAHSN project manager and executive lead. The focus was about getting the

soft intelligence around the identification / delivery of innovation, what EMAHSN support

means to partners, opportunities and challenges, experience of stakeholders and barriers

that need to be addressed. Much learning occurred including a debate about what

innovation really means in practice and seven key points emerged in terms of the extent of

adoption and spread:

1. Need an evidence base for the innovation

2. The more successful projects were initiated by commissioners in response to unmet

need

3. There must be clear governance processes, with an operational group and a

steering group, project returns, timescales, evaluation framework and processes in

place to stop projects that were failing.

4. Stakeholders need to demonstrate their continued ownership

5. Innovations cannot just be ‘lifted’ and dropped in to a new setting without

understanding the context and adapting it accordingly.

6. Clarity about the role and work of supporting organisations,

7. The honest broker role and support of the AHSN was appreciated

The Patient Safety Collaborative has adopted the ‘Cluster’ and Communities of Practice

(CoP) approaches as the vehicle for adoption and spread. Where a number of PSCs are

working on the same area of patient safety the PSC form a cluster. The idea is that work

can be shared, evaluated and spread at pace and scale. The notion of CoP is a recent

term to be used in patient safety. A CoP is a group of people who genuinely care about

the same real-life problems or hot topics, and who on that basis interact regularly to learn

together and from each other (Wenger et al., 2002). A CoP is about situated learning and

involve an identity defined by a shared domain of interest and a community which is made
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up of practitioners who help each other and share information, resources and experience

but this takes time and sustained interaction. Operationalisation of CoPs in other

organisational settings has proved challenging (Addicott et al., 2006) with Roberts (2006)

identifying power, trust, predispositions, size, spatial reach and rapid change as

challenges.

 An example of this is the learning from the PSC Discharge project. The Discharge,

Transfers and Transitions of Care PSC National Cluster began working on the NHS

safety alert from 2014. The cluster comprised of ten AHSN PSCs who came

together in order to address the patient safety issues arising from unsafe or delayed

discharge. The cluster collected a number of cases studies, resources and tools but

soon realised that there was no one single area they could focus on. Therefore

whilst their endeavours contributed to the development of multiple resources they

were unable to demonstrate impact in terms of patient outcomes. The cluster

disbanded and remain connected as a CoP. The CoP allows continued

communication and should a single solution become known the CoP may choose to

develop the work and reform as a cluster.

Other key learning from the PSC projects are the importance of:

 Clarity and focus of the intervention (start small and pilot)

 Engagement, building relationships and partnership working

 Knowing your stakeholders and assessing the cultural readiness for the innovation

 Employing the right people who fully understand their roles and the organisation

and can engage well, credible and knowledgeable

 Data, before, after, local national and international if possible, evaluation is

essential

 Communication (right channels, regular and keep updated)

 Capacity (resources), capability (skills) and leadership
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5. Conclusion

This paper has drawn together some of the key learning from the implementation literature

which has shown that there is no one method which is better than others, however there

are many suggestions which can be used in the selection, implementation and evaluation

of projects.

It is clear that there should be careful selection of projects against the knowledge of

successful adoption and spread, all projects need an implementation plan informed by the

evidence and this will also generate further evidence from the learning of implementation.

Involvement of stakeholders and governance of project are also crucial. Finally, innovation

involves changes in working practices, relationships between providers and users, new

professional roles and identities and is therefore described as a social process in addition

to any technical developments that occur and will take time and are highly context

dependent.
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Appendix

Summary of key findings about dissemination approaches

Dissemination approach Summary of key findings from the research

Written materials Written materials may increase awareness but are less
likely to motivate behaviour change.

Conferences Conferences may spark awareness, particularly in
early adopters.

Social media Social media has the potential to spread ideas and
increase uptake, but may not be being used effectively
in healthcare.

Campaigns Campaigns have the potential to spread ideas and
increase uptake, but evidence of longer term impacts
is lacking.

Change champions Change champions or opinion leaders can influence
uptake, especially among clinicians.

Training Training can improve the knowledge and skills of
participants but the impacts depend on the format and
may be short term.

Train-the-trainer Train-the-trainer programmes can help to share skills
but may not always improve uptake of new practices if
sufficient resources are not dedicated to rollout.

Action research Action research has the potential to spread practice
within wider teams, but the evidence base is lacking.

Collaboratives Evidence about the impact of collaboratives is mixed.
They can help to improve good practice but effects
may not be long-lived and may not disseminate more
widely than to those taking part.

Networks Ideas are spread through social and professional
networks, but the exact mechanisms for this and how
to harness networks effectively remains uncertain.



20

References

Addicott R, McGivern G, Ferlie E (2006) Networks, organizational learning and knowledge
management: NHS cancer networks. Public Money & Management 26(2): 87–94.

Ajzen, I. (1991) The theory of planned behavior.Organizational behavior and human decision
processes 50.2 : 179-211.

Albury. D, Begley. A, Corrigan. P, Harvey. S and McMahon. L (2011), After the light bulb:
accelerating diffusion of innovation in the NHS,
http://uclpstorneuprod.blob.core.windows.net/cmsassets/Innovation_After%20the%20Light%20Bul
b%20paper.pdf

Angle, HL. and Van de Ven, AH., 2000. Suggestions for Managing the Innovation Journey, In: AH.

Van de Ven, HL. Angle and MS. Poole (eds), Research on the Management of Innovation: The

Minnesota Studies, Oxford University Press, New York, pp. 663-697.

Aubert BA, and Hamel G. (2001) Adoption of smart cards in the medical sector: the Canadian

experience. Soc Sci Med;53:879–94.

Barnason S, Merboth M, Pozehl B, (1998), Utilizing an outcomes approach to improve pain

management by nurses: a pilot study. Clin Nurse Spec 1998;12 (1):28-36.

Best, A., Greenhalgh, T., Lewis, S., Saul, J.E., Carroll, S. and Bitz, J., 2012. Large‐system

transformation in health care: a realist review. Milbank Quarterly, 90(3), pp.421-456.

Bradley, E.H., Schlesinger, M., Webster, T.R., Baker, D. and Inouye, S.K., (2004). Translating
research into clinical practice: making change happen. Journal of the American Geriatrics Society,
52(11), pp.1875-1882.

Brailsford, S C, Bolt T B, Bucci, G, Chaussalet, T M, Connell N A, Harper P R, Klein J H Pitt M
and Taylor M (2013), Overcoming the barriers: a qualitative study of simulation adoption in the
NHS, Journal of the Operational Research Society (2013) 64, 157–168

Burnes B: (2004), Emergent change and planned change – competitors or allies? The case of XYZ

construction. International Journal of Operations & Production Management 2004, 24:886-902.

Burns LR, and Wholey DR. (1993), Adoption and Abandonment of Matrix Management Programs:

Effects of Organizational Characteristics and Interorganizational Networks. Academy of

Management Journal. 36:106–38

Canadian Institutes of Health Research (CIHR) (2014) About knowledge translation.

http://www.cihr-irsc.gc.ca/e/29418.html



21

Chreim, S., Williams, B.B., Janz, L. and Dastmalchian, A., (2010). Change agency in a primary

health care context: The case of distributed leadership. Health care management review, 35(2),

pp.187-199.

Currie G, Waring J and Finn R (2008), The limits of knowledge management for public services

modernisation: The case of patient safety and service quality, Public Administration, 86(2):365–

385.

Damanpour, F., and Schneider, M., (2006). Phases of the Adoption of Innovation in Organizations:

Effects of Environment Organization and Top Managers. British Journal of Management, 17 (3):

pp. 215-236.

Damschroder, LJ; Aron DC; Keith, RE Kirsh SR; Alexander, JA and Lowery, JC (2009) Fostering

implementation of health services research findings into practice: a consolidated framework for

advancing implementation sciencehttp://www.implementationscience.com/content/4/1/50

Dattée, B. and Barlow, J., 2010. Complexity and whole-system change programmes. Journal of

health services research & policy, 15(suppl 2), pp.19-25.

De Silva, D. (2014), Spreading improvement ideas Tips from empirical research, No. 20 ,The

Health Foundation, London.

Dolce, M. C (2011), The internet as a source of health information: Experiences of cancer

surviviors and caregivers with health care providers, Oncology Nursing Forum, Vol 38, No 3, pp

353 -359

Doorewaard and Van Bijsterveld (2001) Doorewaard, Hans & van Bijsterveld, Mark (2001): The

Osmosis of Ideas: An Analysis of the Integrated Approach to IT Management from a Translation

Theory Perspective. In: Organization 8(1): 55 – 76.

Durlak JA and DuPre EP (2008). Implementation matters: a review of research on the influence of

implementation on program outcomes and the factors affecting implementation. Am J Community

Psychol;41:327–50.

Eccles M, Armstrong D, Baker R, Cleary K, Davies H, Davies S, Glasziou P, Illiot I, Kinmouth A-L,

Leng G, Logan S, Marteau T, Michie S, Rogers H, Rycroft- Malone J, Sibbald B: (2009), An

implementation research agenda. Implementation, Science, 4:18.

Easterby-Smith M, Crossan M, Nicolini D (2000): Organisational learning: debates past, present

and future. J Manag Studies, 37(6):783–796.

Ferlie E, Fitzgerald L, Wood C, Hawkins C (2005), The nonspread of innovations: the mediating

role of professionals. Acad Manage J, 48(1):117–134.

Ferlie E, Gabbay J, Fitzgerald L, Locock L, Dopson S. (2001) Evidence-Based Medicine and

Organisational Change: An Overview of Some Recent Qualitative Research. In: Ashburner L,

editor. Organisational Behaviour and Organisational Studies in Health Care: Reflections on the

Future. Basingstoke: Palgrave.



22

Fitzgerald L, Ferlie E, Wood M, Hawkins C. (2002) Interlocking Interactions, the Diffusion of

Innovations in Health Care. Human Relations;55(12):1429–49.

Fulop (2014) QUASER | The Hospital Guide A research-based tool to reflect on and develop your

quality improvement strategies http://www.bmg.eur.nl/fileadmin/ASSETS/bmg/Quaser/QUASER-

GuideForHospitals

Fulop, NJ., Ramsay, AI., Perry, C., Boaden, RJ., McKevitt, C., Rudd, AG., Turner, SJ., Tyrrell, PJ.,

Wolfe, CD. and Morris, S., (2016). Explaining outcomes in major system change: a qualitative

study of implementing centralised acute stroke services in two large metropolitan regions in

England. Implementation Science, 11(1), p.1.

Glasgow RE, Vogt TM, Boles SM. (1999), Evaluating the public health impact of health promotion

interventions: the RE-AIM framework. Am J Public Health.;89:1322–7. [PMC free article] [PubMed]

Green LW, and Kreuter MW. (2005) Health Program Planning: An Educational and Ecological

Approach. New York: McGraw-Hill;

Green PL. (1998) Improving Clinical Effectiveness in an Integrated Care Delivery System. Journal

for Healthcare Quality. 1998;20(6):4–8.

Graham ID, Logan J, Harrison MB, Straus SE, Tetroe J, Caswell W, (2006) Lost in knowledge

translation: time for a map? J Contin Educ Health Prof.;26:13–24.

Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O (2004): Diffusion of Innovations in

Service Organisations: Systematic Review and Recommendations. Milbank Q, 82(4):581–629.

Greenhalgh, T., Humphrey, C., Hughes, J., Macfarlane, F., Butler, C. And Pawson, R. (2009), How

Do You Modernize a Health Service? A Realist Evaluation of Whole-Scale Transformation in

London. Milbank Quarterly, 87: 391–416. doi: 10.1111/j.1468-0009.2009.00562.x

Grimshaw J, McAuley,L M Bero,L A Grilli,R Oxman, A D Ramsay, C Vale L ( 2003), Systematic

reviews of the effectiveness of quality improvement strategies and programmes, Quality and safety

in health care 12 (4), 298-303

Gustafson DH, Sainfort F, Eichler M, Adams L, Bisognano M, Steudel H. (2003) Developing and

Testing a Model to Predict Outcomes of Organizational Change. Health Services Research.

38(2):751–76.

Healthcare Industries Task Force (HITF) (2004) Better healthcare through partnership: a

programme for action, Final report, at

http://webarchive.nationalarchives.gov.uk/20050301192907/http://advisorybodies.doh.gov.uk/hitf/hi

tf_final_report_nov2004.pdf

Hunter D, Erskine J, Hicks C, McGovern T, Small A, Lugsden E, et al. (2014), A mixed-methods

evaluation of transformational change in NHS North East. Health Serv Deliv Res 2014;2(47)

http://www.journalslibrary.nihr.ac.uk/hsdr/volume-2/issue-47#chapters

Imison C, Sonola L, Honeyman M, Ross S. (2014) The reconfiguration of clinical services in the

NHS: what is the evidence? London: King's Fund.



23

Ivers, N, Jamtvedt G, Flottorp S, Young J M, Odgaard-Jensen J, French S D, O'Brien M

Johansen, M Grimshaw, J, Oxman A D, (2012), Audit and feedback: effects on professional

practice and healthcare outcomes, http://www.cochrane.org/CD000259/EPOC_audit-and-

feedback-effects-on-professional-practice-and-patient-outcomes

Jacobson N, Butterill D, Goering P. (2003), Development of a framework for knowledge translation:

understanding user context. J Health Serv Res Policy;8:94–9.

Joseph-Williams, N., Elwyn, G. and Edwards, A. (2014) Knowledge is not power for patients: A

systematic review and thematic synthesis of patient-reported barriers and facilitators to shared

decision making, Patient Education and Counseling, Vol 94, pp. 291–309.

Latour, B, (1986). The powers of association. In Law J. (ed.), Power, Action and Belief. A New

Sociology of Knowledge? Routledge and Kegan Paul, London.

Lewin, K. (1947) ‘Frontiers in group dynamics’, in: D. Cartwright (Ed.) (1952): Field Theory in social

Science.Social Science Paperbacks: London.

Locock, L Dopson, S Chambers et al (2001) Understanding the role of opinion leaders in improving

clinical effectiveness, Social Science and Medcine, vol 53, pp 745-57.

Logan J, and Graham I. (1998) Toward a comprehensive interdisciplinary model of health care

research use. Sci Commun. 20:227–46.

Logan J, and Graham I. (2010) The Ottawa Model of Research Use. In: Rycroft-Malone J, Bucknall

T, editors. Models and Frameworks for Implementing Evidence-Based Practice: Linking Evidence

to Action. Oxford: Wiley-Blackwell; pp. 83–108.

Lomas, J. (2000). Using ‘linkage and exchange’ to move research into policy at a Canadian

foundation. Health Affairs 19: 236–40.

May C, and Finch T.(2009), Implementing, embedding and integrating practices: an outline of

Normalization Process Theory. Sociology;43:535.

May CR, Mair F, Finch T, MacFarlane A, Dowrick C, Treweek S, Rapley T, Ballini L, Ong BN,

Rogers A, Murray E, Elwyn G, Légaré F, Gunn J, Montori VM: (2009) Development of a theory of

implementation and integration: normalization process theory. Implementation Sci 2009, 21(4):29.

McNulty T, Ferlie E. (2004) Process transformation: Limitations to radical organizational change

within public service organizations. Organ Stud.;25:1389–412.

Meyer M, Johnson D, Ethington C. (1997), Contrasting Attributes of Preventive Health Innovations.

Journal of Communication;47:112–31.

Michie S, Atkins L, West R. (2014), A guide to using the Behaviour Change Wheel. London:

Silverback Publishing.

Michie S, van Stralen MM, West R (2011). The behaviour change wheel: a new method for

characterising and designing behaviour change interventions. Implement Sci.;6:42.



24

Minkman, MMN., Schouten, LMT., Huijsman, R., and van Splunteren, PT..(2005), "Integrated care

for patients with a stroke in the Netherlands: results and experiences from a national Breakthrough

Collaborative Improvement project" International Journal of Integrated Care [Online], Volume 5

Number 1 (23 March 2005).

MRC -Medical Research Council (2008): A Framework for development and evaluation of RCTs

for Complex Interventions to Improve Health. London: Medical Research Council.

NHS Chief Executive (2011) NHS Chief Executive’s Review of Innovation in the NHS Summary of

the responses to the Call for Evidence and Ideas http://youngfoundation.org/wp-

content/uploads/2012/10/Review-of-Innovation-in-the-NHS-December-2011.pdf

NHS Institute for Innovation and Improvement NHS Institute for Innovation and Improvement.

Quality and Service, Improvement Tools: Plan-Do-Study-Act Cycle.,

[http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improve

ment_tools/plan_do_study_act.html].

Nicolini, D., Swan, J., Mengis, J., Waring, J. and Meacham, D., (2016) Is there a ghost in the

machine? recovering the performative role of innovations in the global travel of practices. In Swan,

J., Newell, S. & Nicolini, D. (Eds) (2016) 'Mobilizing Knowledge in Healthcare: Challenges for

Management and Organization', Oxford University Press.

Nilsen, P. (2015). Making sense of implementation theories, models and frameworks.

Implementation Science : IS, 10, 53. http://doi.org/10.1186/s13012-015-0242-0

Pannick, S., Sevdalis, N. and Athanasiou, T., (2015). Beyond clinical engagement: a pragmatic

model for quality improvement interventions, aligning clinical and managerial priorities. BMJ quality

& safety, pp.bmjqs-2015.

Pettigrew, A. and Whipp, R., (1991). Managing change for competitive success. Wiley-Blackwell.

Robert, G., Greenhalgh, T, MacFarlane, F, Peacock R (2009), Organisational factors influencing

technology adoption and assimilation in the NHS: a systematic literature review,

http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-1819-223_V01.pdf

Roberts J (2006) Limits to Communities of Practice. Journal of Management Studies 43(3): 623–
639.

Roe, B. Rowley, E. and Seymour, A. (2013) A Guide to Implementing Change – NIHR CLAHRC

East Midlands.

Rogers, E. M. (1983). Diffusion of Innovations. New York: Free Press.

Rogers, E.M. (2003). Diffusion of innovations. New York: Free Press, Rogers.

Rowley, E Morriss, R, Graeme Currie, G and Schneider, J (2012) Research into practice:

Collaboration for Leadership in Applied Health Research and Care (CLAHRC) for Nottinghamshire,

Derbyshire, Lincolnshire (NDL) Rowley et al. Implementation Science, 7:40 – 51

http://www.implementationscience.com/content/



25

Rycroft-Malone, J. (2004) The PARIHS framework-a framework for guiding the implementation of

evidence-based practice. J Nurs Care Qual, 19, (4):297–304.

Rycroft-Malone J. (2010) Promoting Action on Research Implementation in Health Services

(PARIHS) In: Rycroft-Malone J, Bucknall T, editors. Models and Frameworks for Implementing

Evidence-Based Practice: Linking Evidence to Action, Oxford: Wiley-Blackwell; 2010. pp. 109–36.

Scheirer M and Dearing J W (2011) An agenda for research on the sustainability of public health

programs. Am J Public Health. Nov;101(11):2059-67.

NHS Institute for Innovation and Improvement (2008) Plan, Do, Study, Act

http://webarchive.nationalarchives.gov.uk/20100303232323/http://www.institute.nhs.uk/quality_and

_service_improvement_tools/quality_and_service_improvement_tools/plan_do_study_act.html

Sitton-Kent,L, Miller,P and Roe , B (2016), An introduction to evaluation: A short guide for health

and social care staff http://emahsn.org.uk/images/Section%208%20-

%20Resource%20hub/Sparks%20and%20Sparklers/SPARKLER_10_Evaluation_Final.pdf

Stetler CB, Damschroder LJ, Helfrich CD, Hagedorn HJ: (2011) A Guide for applying a revised

version of the PARIHS framework for implementation. Implementation Sci 6(1):99.

Stevens KR.(2013) The impact of evidence-based practice in nursing and the next big ideas.

Online J Issues Nurs.18(2):4.

Titler M G (2004) Chapter 7. The Evidence for Evidence-Based Practice Implementation, in Patient

Safety and Quality: An Evidence-Based Handbook for Nurses, Hughes RG editor, New York: The

Free Press; http://www.ncbi.nlm.nih.gov/books/NBK2659/

Titler MG, Kleiber C, Steelman V, Goode C, Rakel B, Barry-Walker J, (1995). Infusing research

into practice to promote quality care. Nurs Res.;43:307–13.

Tooke J (2007) Report of the High Level Group on Clinical Effectiveness, Chaired by Professor Sir

John Tooke. London: Department of Health.

Van de Ven AH, Polley DE, Garud R, Venkataraman S. (1999), The Innovation Journey. Oxford:

Oxford University Press.

Ward V, House A, Hamer S: (2009), Developing a framework for transferring knowledge into

action: a thematic analysis of the literature. J Health Serv Res Policy, 14(3):156–164.

Waring J, and Currie G (2009): Managing expert knowledge: organisational challenges and

occupational futures for the UK medical profession. Organisation Studies, 30(7):755–778.

Wenger E: (2000), Communities of practice and social learning systems. Organization 2000,

7:225.

Wenger E, McDermott R, Snyder WM (2002) Cultivating Communities of Practice. Boston, MA:

Harvard Business School Press.

Weiner BJ. (2009) A theory of organizational readiness for change. Implement Sci.;4:67.



26

Wilson KM, Brady TJ, Lesesne C, (2011) on behalf of the NCCDPHP Work Group on Translation

An organizing framework for translation in public health: the knowledge to action framework. Prev

Chronic Dis.;8:A46.

Zahra AS, and George G. (2002) Absorptive capacity: a review, reconceptualization and extension.

Acad Manage Rev;27:185–203.

Zaltman, G., Duncan, R. and Holbek, J., (1973). Innovations and Organizations, Wiley, New York


