BM) Open

BMJ Open is committed to open peer review. As part of this commitment we make the peer review
history of every article we publish publicly available.

When an article is published we post the peer reviewers’ comments and the authors’ responses online.
We also post the versions of the paper that were used during peer review. These are the versions that
the peer review comments apply to.

The versions of the paper that follow are the versions that were submitted during the peer review
process. They are not the versions of record or the final published versions. They should not be cited or
distributed as the published version of this manuscript.

BMJ Open is an open access journal and the full, final, typeset and author-corrected version of record of
the manuscript is available on our site with no access controls, subscription charges or pay-per-view fees
(http://bmjopen.bmj.com).

If you have any questions on BMJ Open’s open peer review process please email
info.bmjopen@bmj.com

yBuAdoo Aq paloalold 1senb Ag 20z ‘0T Mdy uo /wod"fwg uadolwg//:dny woij papeojumoq *LT0Z Jaquiaidas z uo /Ty T0-9T02Z-uadolwag/9eTT 0T St paysiignd 1suy :uado CINg


http://bmjopen.bmj.com/
info.bmjopen@bmj.com
http://bmjopen.bmj.com/

BMJ Open

BM) Open

The Long Term Success Tool: a practical approach to
sustaining improvements in healthcare

Journal: | BMJ Open

Manuscript ID | bmjopen-2016-014417

Article Type: | Research

Date Submitted by the Author: | 23-Sep-2016

Complete List of Authors: | Lennox, Laura; CLAHRC for Northwest London, Medicine; Imperial College
London, Medicine

Doyle, Cathal; NIHR CLAHRC for Northwest London

Reed, Julie; NIHR, CLAHRC for NW London

Bell, Derek; Imperial College, Acute Medicine

<b>Primary Subject

Heading</b>: Health services research

Secondary Subject Heading: | Research methods

Keywords: | Quality Improvement, Tool, Sustainability

\RONE"

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq paloalold 1senb Ag 20z ‘0T Mdy uo /wod"fwg uadolwq//:dny woij papeojumoq *LT0Z Jaquiardas z uo /Ty T0-9T0Z-uadolwa/9eTT 0T St paysiignd 1su1y :uado CINg


http://bmjopen.bmj.com/

Page 1 of 34

©CoOoO~NOUITA,WNPE

BMJ Open

Title of the article:
The Long Term Success Tool: a practical approach to sustaining improvements in healthcare

Corresponding author:

Laura Lennox, 369 Fulham Road, Chelsea and Westminster Hospital, London, SW10 9NH.
llennox@imperial.ac.uk, 0203 315 3392. Imperial College London.

Co-authors:

Cathal Doyle, NIHR CLAHRC Northwest London, United Kingdom
Julie Reed, NIHR CLAHRC Northwest London, United Kingdom
Derek Bell, NIHR CLAHRC Northwest London, United Kingdom

Word count: 3452

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq paloaloid 1senb Ag 20z ‘0T Mdy uo /wod*fwg uadolwg//:dny woij papeojumoq *LT0Z Jaquiaidas tz uo /Ty T0-9T02-uadolwa/9eTT 0T St paysiignd 1su :uado CINg


http://bmjopen.bmj.com/

©CoO~NOUITA,WNPE

BMJ Open

Abstract

Objectives: Although improvement initiatives show benefits to patient care, they often fail to
sustain. Models and frameworks exist to address this challenge, but issues with design, clarity and
usability have been barriers to past use in healthcare settings. This work aimed to collaborate with
stakeholders to develop an evidence-based sustainability tool relevant to people in healthcare

settings, and practical for use in improvement initiatives.

Design: A literature review of sustainability approaches was conducted, providing evidence of
factors influencing sustainability. Facilitated group discussions and interviews gathered perspectives
on relevance of identified themes and potential design of a sustainability tool. Piloting collected

views to adapt the tool to ensure practicality for routine use.

Setting: Research was conducted within the National Institute for Health Research Collaboration for

Leadership in Applied Health Research and Care for Northwest London (CLAHRC NWL).

Participants: CLAHRC NWL improvement initiative teams and staff.

Results: The Long Term Success Tool supports those implementing improvements to reflect on 12
sustainability factors: Commitment to the improvement, Involvement, Skills and capabilities,
Leadership, Team functioning, Resources in place, Evidence of benefits, Progress monitored for
feedback and learning, Robust and adaptable processes, Alignment with organisational culture and
priorities, Support for improvement, Alignment with external political and financial environment.
Iterative work with stakeholders identified improvements in articulation of the evidence base,
relevance to stakeholders and practical application. The Tool is designed to provide a platform for

improvement teams to identify sustainability risks and highlight actions influencing sustainability.

Conclusion: Developing a tool for sustainability that is comprehensive and practical has been a
significant challenge throughout this work, but working collaboratively with stakeholders provided
insight into how this balance can be achieved. Further research is required to study the use and

effectiveness of the tool in practice and assess engagement with the method over time.
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Article summary

Strengths and limitations of this study

The LTST provides a mechanism for improvement teams to identify risks to sustainability and
importantly can create an environment for team members to highlight specific actions to be
taken and comment on ways to influence sustainability over time.

The LTST builds on established literature and aligns well with other sustainability models but
is distinguished from other approaches by its practical design and ability to draw on team
suggestions for action planning.

Developing a tool for sustainability that is both comprehensive and practical has been a key
challenge throughout this work.

While attempts have been made to respond to user preferences and create a simple tool, it
is important to note that some challenges could not be avoided and require further
research.

Further research is required to study the use and effectiveness of the tool in practice and

assess engagement with the method over time.
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Introduction and Objectives

Significant financial and human resources are invested in initiatives to improve the quality of
healthcare and deliver better patient outcomes. While many initiatives show patient benefits or
improvements in care processes or clinical outcomes initially (e.g. in the period when resource is
available to introduce new practice), these often fail to sustain in the longer term.(1-5) As a result
there is growing research interest in this area, with studies showing wide variation in the
sustainability of initiatives. Self-reporting measures have reported that up to 60% of programs
sustain (at least in part), while studies using more objective measures of sustainability (such as

independent observation) report lower rates of sustainability from 6.7% - 45%.(3,6)

This area of research is further complicated by several definitions of sustainability in the literature
and little consensus on what constitutes ‘achieving sustainability’.(1,7) Despite these issues, three
domains of sustainability have been consistently used within the literature; continuation of initiative
activities (maintenance of the intervention or practices that were introduced), continuation of the
health benefits which resulted from the initiative (health outcomes remain stable or get better) and
capacity built in the workforce (the skills gained by being involved in the initiative that can support
on-going high quality care or the attainment of skills which enable the workforce to continually

improve).(1)

Given the complexity and dynamic nature of health care and health care delivery, we believe that all
three domains are necessary to define and assess sustainability. For these reasons we have chosen
to define sustainability as: a dynamic process where staff and others involved have the capacity and
capability to monitor and modify activities and interventions in relation to the health benefits they
wish to achieve and in response to threats and opportunities that emerge over time. As
sustainability is being seen as a process and not an end point, this definition does not include a
specific timeframe for sustainability. Timeframes should be defined by initiative teams and
stakeholders and be based on the goals of the improvement initiative with respect to the

intervention, desired outcomes, disease area and setting.

Navigating the relationship between achieving initial ‘successful’ implementation and achieving long
term sustainability is a challenge.(1,8-10) It has been noted that over 60% of implementation
frameworks include sustainability stages.(11) Factors contributing to sustainability of improvement
initiatives often relate to how the improvement initiative is planned and conducted from the outset,
suggesting an interdependent relationship between factors that influence initial success and those

that influence long term success.(1,8,9) Although the evidence shows an overlap in factors
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influencing both implementation success and sustainability, there is lack of clarity on what
conditions may result in initial success but may or may not result in the sustainability of
improvements. For example, an initiative may achieve initial success by providing extra resource or
putting pressure on the workforce, but once the resource or pressure are removed the benefits

achieved are not sustained.

Addressing Sustainability in Practice:

Multiple approaches, including models, frameworks and tools have been designed to highlight
sustainability factors.(10,12,13) Research on the application of quality improvement methods in
healthcare has shown that using methods well in practice is a consistent challenge for improvement

teams, highlighting the need for methods to be practical in real-world healthcare settings. (8,14-19)

The application of one such method, the NHS Institute for Innovation and Improvement
Sustainability Model (SM), was previously described.(8,20) Results demonstrated that while the SM
raised awareness of determinants of sustainability and was perceived as valuable, teams found it
difficult to understand and to apply routinely.(8,20) In particular, concerns were raised about the
clarity the language used within the model, the user-friendliness of design, the length of time taken

to complete the questions and suitability for continuous use in healthcare settings.(8)

The purpose of this study was to develop a tool for improvement teams to plan, and reflect on,
factors important to sustainability at all stages of an initiative, to prompt discussion and action to
enhance chances of achieving sustainability. For the tool to be valuable to improvement teams we
aimed for it to be:
1. Evidence-based —to ensure a comprehensive review of sustainability factors
2. Relevant to stakeholders in healthcare settings - Useful, meaningful and appropriate for
stakeholder settings and knowledge base
2. Practical to use in improvement initiatives - Realistic time to complete and easy to use with
regular review throughout initiatives to ensure changing priorities could be addressed
This article describes work undertaken with healthcare professionals, patients, and researchers to

develop a tool to meet the needs of people in improvement initiatives.

Design

Setting:
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Research was conducted within the National Institute for Health Research (NIHR) Collaboration for
Leadership in Applied Health Research and Care for Northwest London (CLAHRC NWL).(21) CLAHRC
NWL improvement projects cover a range of health problems and disease areas that include primary
care, secondary care, and community settings that are delivered over 18-24 months with the aim of

sustaining improvements beyond this period.

Scoping Literature Review:

A scoping literature review was undertaken to examine the extent, range and nature of research
activity related to sustainability approaches.(22) A systematic review was not deemed necessary to
identify factors for sustainability as a number of studies and reviews had previously been
published.(3,6,23) These reviews were used as a starting point to identify relevant authors and
publications including snowballing of relevant journal articles, reference lists and the PubMed
options of ‘similar article’ and ‘cited by-’ articles. This technique allowed us to identify relevant
sustainability approaches from the literature. All sustainability constructs (questions, themes,
criteria) identified in the approaches were extracted for thematic analysis and aggregate themes

were developed.

Group discussions:

Three facilitated group discussions were held with CLAHRC NWL team members to understand the
perceived relevance of the literature review results against CLAHRC NWL team expertise and
experience. Discussions were held during a routine weekly CLAHRC NWL meeting between core
staff. Participants represented a ‘natural group’ of professionals with a wide range of expertise and
experience in supporting improvement projects (Table 1)(24). The themes from the literature were
provided on paper hand-outs to the attendees and an open discussion took place to determine the
relevance, resonance, and clarity of the themes presented. Observation notes were taken during

group discussions to inform iterations of language and representation of themes.

Table 1: Group Discussion Attendees by Role

Attendees Discussion 1 | Discussion 2 | Discussion 3
Doctor 2 1]-

Information/Data Analyst 2 4 2
Nurse 1]- -

Project Manager 1 1 1
Project Support Officer 1 2 1
Ql Facilitator 2 4 4
Ql programme Manager 1 2 1
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Researcher 2 2 2
Total 12 16 11

Stakeholder engagement event:

Consolidated sustainability themes were presented to stakeholders at a CLAHRC NWL Collaborative
Learning event in April 2014 to check the relevance and language against stakeholder views. In
facilitated group discussions, participants (n=74 including past and current improvement project
members, academic and industry partners, patients, and carers) provided their views on the clarity,
relevance, and resonance of these factors. Designated note takers were assigned to take observation

notes capturing key learning and suggestions.

Interviews:

Interviews (n=12) aimed to collect in-depth information on practicality of tool design. A purposive
sampling strategy was used to recruit interviewees. Participants were selected based on their role
within the improvement project, their level of knowledge of the project, and their experience with
the SM. This approach aimed to maximize the diversity of perspectives gained from the
interviews.(25) All participants were CLAHRC NWL stakeholders who were either 1) involved in a
past project and had experience of using the SM 2) would be involved in a future project and had no
experience of using the SM 3) CLAHRC NWL core team member. Table 2 highlights perspectives
gained and interviewee roles. All interviews were carried out face-to-face in a workplace setting by
one author (LL). Each interview lasted between 30-60 minutes. A semi-structured interview guide
was used for all interviews. Interview questions explored the design of questions and statements
used to draw attention to factors for sustainability as well as views on collating and presenting data
to facilitate discussion and action. Interviews were audio recorded and uploaded onto qualitative
software Nvivo (version 9). Audio recordings were coded directly on Nvivo using thematic content

analysis by one author.(26)

Interview ID Role Perspective

1 Doctor Prospective team member
12 Pharmacist Prospective project member
13 Doctor Prospective project member
14 Doctor Prospective project member
15 Project manager Past project member

16 Doctor Past project member

17 Pharmacist/Project manager Past project member
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18 Patient representative Past project member
19 Nurse specialist Past project member
110 Project manager Past project member
111 Ql facilitator Core team
112 Ql facilitator Core team

Small scale trialling:

A group of individuals involved in studying Ql approaches and leading Ql projects as part of a
CLAHRC NWL fellowship programme (n=11) were asked to trial the draft version of the tool. This
aimed to understand the practical application of the tool including the approximate amount of time
to complete by a wide range of people with diverse experience and expertise in improvement
initiatives. Critical feedback and suggestions for tool development were recorded as observation

notes as the participants used the tool in the session.

Piloting:

The resulting tool was piloted in July 2014 with 83 participants. Piloting aimed to provide an
opportunity for further comments and suggestions on practicality of the tool in healthcare settings,
and to measure if the tool could be completed within an acceptable time (approximately 10-15
minutes). Participants were given 15 minutes to complete the tool and a 20 minute facilitated group
discussion followed. Facilitated discussions took place and note takers recorded key observations

and feedback.

Results

Tool Development

Each step in the methods allowed for iterative development of concepts, content, and design of the
tool to achieve research aims of an evidenced based, relevant and practical tool for sustainability.

Key iterations of the themes, factors, and tool design elements are summarized in Figure 1.

The literature review retrieved 16 sustainability approaches (frameworks, models, tools). Results
showed reasonable consensus in the literature on what factors influence sustainability. Thematic
analysis of the constructs with these approaches identified 25 themes impacting sustainability

(fig.1). Appendix A summarises the approaches found and the key sustainability criteria extracted.
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The internal CLAHRC NWL group discussions identified themes that could be consolidated to reduce
the number of constructs presented to stakeholders and suggested changes to the language of the
themes to be relevant to improvement settings. These discussions resulted in a consolidated list of

12 factors impacting sustainability.

The stakeholder engagement event demonstrated most factors from the literature resonated with
stakeholders and were recognised as relevant to healthcare settings, but in some cases the literature
findings needed to be adapted to align with stakeholder expertise and understanding. For example,
‘Fit with Current Practice’ was found to be problematic for participants. Although this factor was
meant to convey the importance of interventions being aligned with current practice, many
stakeholders mentioned that often improvements must be different from the current ways of
working so trying to fit in with ‘current practices’ would not be desirable or possible. From this
discussion the need to amend this factor to aid shared understanding was identified and the factor
was changed to ‘Robust and Adaptable Processes’ highlighting the need for interventions with the
ability to adapt to local settings. Participants stated that team members entering scores should have
the opportunity to comment and suggest actions to improve the prospects for sustainability. They
suggested that comments could be brought together for each factor to provide a starting point for
action planning based on team member ideas. These suggestions were brought forward to adapt the

factor language and design the scoring mechanism of the tool.

Interviews allowed detailed views from diverse stakeholders to be identified. Stakeholders
unanimously expressed a desire for a tool that is simple to use and quick to complete: "Brevity |
think is the theme. It is very hard to have yet another form to fill or another algorithm to think about,
for people who are already over worked and over stretched."(I3) Interviewees desired a flexible tool
with the option of quick review of the factors with any guidance or supportive text being brief and
concise. Participants felt that using reflective statements to illicit an overall rating was a good way
to get people thinking and provide an engaging format for the tool: "I think overall impressions are
powerful. You get a general feel and | think that is all you can hope for because otherwise...it will not
be possible to make it user friendly" (14) The data and outputs used to stimulate discussions needed
to be simple to access, interpret, and present back to team members: “I think most clinicians are
familiar with a RAG (Red, Amber, Green) rating system so that would be easy for people to

understand quickly.” (17) From this feedback a draft tool was developed.

Piloting with stakeholders demonstrated that majority of participants completed the tool in the

projected 10-15 minute time period. Stakeholders engaged well with the statements within the
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tool, commenting that they provided a simple format to begin consideration on how each factor may
impact their initiatives. Participants commented that the tool was easy to use and that the
statements and questions enabled good discussion and ‘promoted deeper thinking’ allowing them to
think about things they had not previously considered.

Regular scoring and review of factors was discussed and participants agreed in the necessity of
consistently reviewing the changes to sustainability throughout their initiatives. Use every three
months was recommended by stakeholders, as they felt this timeframe would be feasible given the
ease and design of the tool and the potential for changes and turnover of staff in settings.
Participants suggested the addition of a ‘don’t know’ and ‘no opinion’ option to the tool as they did
not want to make a forced choice and rate a factor that they did not have enough information to
make an accurate rating. During piloting stakeholders questioned the appropriateness of the term
‘sustainability’. Many stakeholders felt that ‘sustainability’ did not accurately capture the need for
potential adaptation of initiatives or the desire to continually improve practice. Stakeholders wanted
a term that would include both sustained improvements as well as the long term commitment to
improvement. These discussions resulted in the term ‘long term success’ being used in place of
sustainability to represent the aim that stakeholders desired. Feedback was used to iteratively

develop the tool, which was then rolled out for wider use by CLAHRC NWL teams in January 2015.

The Long Term Success Tool
Purpose:
The Long Term Success Tool (LTST) aims to support those implementing improvements reflect on 12

key factors to identify risks and prompt actions to increase chances of sustainability over time.

The Factors:

The factors included in the tool are: Commitment to the improvement, Involvement, Skills and
capabilities, Leadership, Team functioning, Resources in place, Evidence of benefits, Progress
monitored for feedback and learning, Robust and adaptable processes, Alignment with
organisational culture and priorities, Support for improvement, and Alignment with external political
and financial environment. The factors and their effects have been well documented in the
literature(1,3,6,27) The presentation and language used to articulate the factors has been carefully
developed and adapted with stakeholders to improve ease of understanding, and user-friendliness.
The wide range of factors addresses the holistic and multifaceted nature of sustainability with each
factor influencing more than one of the sustainability domains (continuing activities, health benefits

or capacity built). For example, ‘skills and capabilities of those involved’ influences both the training

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

Page 10 of 34

yBuAdoo Aq paloalold 1senb Ag 20z ‘0T Mdy uo /wod"fwg uadolwg//:dny woij papeojumoq *LT0Z Jaquiaidas z uo /Ty T0-9T02Z-uadolwag/9eTT 0T St paysiignd 1suy :uado CINg


http://bmjopen.bmj.com/

Page 11 of 34

©CoO~NOUITA,WNPE

BMJ Open

of staff to build capacity in the workforce and the need to consistently deliver the intervention
activities on a day to day basis. ‘Evidence of benefits’ communicates the importance of ensuring the
intervention delivers the intended benefits for patients as well as the need to communicate these
findings with the workforce to support the intervention practices. The 12 factors have been
organised within 3 areas; People, Practice and Setting. Table 3 describes the factors and provides

the statements for rating and supporting questions included within the tool.
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Table 3: Long Term Success Factors: Purpose, Statement for rating and questions to consider

Factor

Purpose

Statement

Addition questions to support reflection

Page 12 of 34

People

Commitment to
the
Improvement

Involvement

Skills and
capabilities

To reflect on both own
personal commitment to
the initiative and
impression of
commitment across the
team as a whole to the
initiative

Reflect upon who has
been involved and who
may need to be engaged
further for the initiative
to achieve long term
success. Asks about
personal involvement and
contribution and explores
the involvement of
patients, carers and
members of the public
who are impacted by the
changes being made
Explores whether the
staff and other people
delivering the change
have the skills to do so
successfully and whether
training of new members
of the team has been
planned for

My team understands what the
project is trying to achieve and
believe this work will lead to
improved processes and
outcomes.

a) | have the opportunity to
input into the project and | feel
a sense of ownership towards
the work. | am able

to express my ideas freely
which are openly considered by
the team.

b) There is wide breadth of
involvement from stakeholders
including patients

and members of the public who
regularly feed into the project.
Staff have the necessary skills
to deliver the improvement.
Training and development
opportunities are available to
all staff, volunteers and other
people involved.

Do you feel committed to the project? Do you understand what the project is trying to achieve?

Do you believe that this work will improve processes and outcomes? Do you believe there is reliable
evidence (e.g. from literature, guidelines etc.) that the project will produce the desired benefits? Do you
think there is commitment across the team as a whole?

Has a shared aim been established for your project?

If you think commitment is lacking, what do you think is the reason for this? What do you think should be
done to address this?

a) Do you personally feel involved in the project? Are you given the opportunity to express your ideas
and recommend changes to the project when necessary?

b) Do you think the project has involved the right people? Does your project involve patients affected by
the improvement? Is there involvement from staff who will be delivering the improvement as part of
their day-to day practice? Are the views of these groups taken on board?

Does the project have a good spread of views, skills and expertise? Are people with knowledge of mental
as well as physical health involved? Do you believe involvement can be improved? Are there groups of
people you still need to involve?

Do you feel able to fulfil your role within the project? Do you require further training or education? Do
staff who will be delivering the improvement (e.g. frontline or support staff) have the skills to do so
consistently and effectively?

Are new staff informed about the project and their role in it?

Do you think there are training needs associated with the improvement that should be addressed? What
should be done to address to these needs?
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Leadership

Team
functioning:

Practice
Resources in
place

Progress
monitored for
feedback and
learning

Asks if there is strong
leadership in place and if
the leaders are
approachable, available
and able to garner
support for the initiative

Explores the
accountability and
responsibilities for the
workload involved in the
initiative and ask if the
team is working well
together

Explores if the necessary
resources such as staff
time, equipment and
facilities have been
dedicated to the initiative

Encourages teams to
consider what systems
are in place to monitor
the initiative overtime
and how this information
will be used to inform
staff of further changes
needed

My project has supportive and
respected leaders and/or
champions who advocate for
the improvement, communicate
the vision, and effectively
manage the process.

My project team is working well
together. There are clear
responsibilities for individuals
and the work is shared across
the team and does not rely on
particular individuals.

My project has financial
support that will allow the
improvement to achieve long
term success. We have the
necessary staff, material and
equipment and | am given
sufficient time to dedicate to
the improvement.

There is a monitoring system in
place that allows the team to
collect, manage and regularly
review data. Feedback from
the project is shared with me
and other stakeholders on a
regular basis.

BMJ Open

Do you believe your project has strong leadership?

Are your project leaders actively involved in the project?

Are they able to garner support and enthusiasm for the work?

Are they available and approachable to members of the team if necessary?
Do the project leads effectively communicate the need for the change?
How do you think leadership could be strengthened?

How well do you feel your project team is working together? Does the project team meet and
communicate on a regular basis?

Have clear roles and responsibilities for project team members been established?
In your opinion, are team members fulfilling these roles and responsibilities?

Are skills and expertise of team members considered and put to use? What do you think can be done to
improve team functioning?

In your opinion, have enough resources been dedicated to support the project?

Do you believe the financial support provided will allow the improvement the project is trying to achieve
to become part of normal working practice in the long term?

Does the project have enough staff to achieve the project aims? Do staff have enough time to spend on
the improvement?

Are the materials needed (e.g. physical facilities, sites, equipment etc.) available to staff when they need
them?

Are resources needed discussed by the team on a regular basis?
What resources do you think are lacking?
Have measures to enable continuous monitoring for your project been defined by the team?

Do you think these measures are able to assess the impact of the improvement? Can you suggest any
changes to improve this?

Are these measures regularly assessed? Is this information used to make changes and improve project
progress?

If the measures show lack of progress are the causes for this investigated?

Are project members and staff regularly informed about what is working well and what could be better?
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Evidence of
benefits

Robust and
adaptable
processes

Setting
Alignment with
organisational
culture and
priorities

Support for
Improvement

Asks if and how the
benefits of the initiative
are communicated to
both staff and patients
overtime

Reflects upon the need
for initiatives to be
adapted to local
processes and emerging
needs. It also asks about
the process for recording
successes and failures of
changes made

Encourages teams to
consider the need to align
improvement initiatives
to organisational
strategies to gain
executive buy-in and
support as well as have
the initiative become part
of organisational policies
and procedures

Explores the values and
beliefs held within
organisations related to
continuous improvement
and looks at the support
given to staff and patients
to be involved

There is evidence of benefits
emerging from the project and
this evidence is regularly
communicated and visible to
staff and patients.

There is the opportunity to
adapt the project to reflect
local needs, setting and
emerging evidence.
Adaptations are documented
and the successes and failures
of changes are reported.

The improvement my project is
trying to achieve is aligned with
the strategic aims and priorities
of the organisation(s) we work
within and our work contributes
to these aims. Our work is
supported by the policies and
procedures within the
organisation.

There are values and beliefs in
my organisation(s) that
emphasise the need to improve.
Staff and management are
supportive of improvement
initiatives and continuous
improvement is a priority for
the organisation, staff and
patients.

BMJ Open

Does the evidence for your project include both the impact on physical and mental well-being of
patients? Is there evidence (process and outcome measures) that the project is producing the desired
impact on patients?

Is evidence of the projects’ impact regularly shared with staff, patients and other stakeholders?
If evidence shows lack of progress, does the team investigate reasons for this?
Is there regular review of how the project is working?

How well does the project fit within current practices?

Do staff and team members need to adapt how they implement the improvement in response to
challenges or changing care needs?

Does your team use PDSA cycles, Statistical Process Control and other quality improvement methods to
test and document the changes made to the improvement?

Is the improvement your project is trying to achieve aligned with the organisational priorities?
Has this been promoted as something to help further the organisation’s aims and priorities?

From your perspective, how well is the work of the project being integrated into the everyday operations
of the organisation?

Does the project conflict with any other changes taking place within the organisation?
What could be done to better align your improvement to these priorities?

Do you feel continuous improvement is a priority within your organisation?

Are staff and senior management receptive to improvement initiatives?

Are you supported by your leaders to participate in the improvement initiatives? Do senior leaders
actively participate in improvement projects?
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Alignment with | Looks at the need for My project exists in a Has your team considered the impact of the external environment on the project? For example are there
external teams to be aware of the | supportive economic and economic pressures or political developments that may impact the project?
political and potential political and political environment. My team
financial financial changes that is aware of external pressures Is there political support for the implementation of your project?
environment may impact the initiative and incentives that may
0 influence the project. Does your project help address external political or economic concerns? Does it contribute to the
achievement of political objectives?
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12 Are there plans to mitigate risks due to the external environment?
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How it works:

The LTST is designed to create a platform for people to share their own views on sustainability as
well as learn about the different views held within their team and to prompt discussion on any
difference in opinion.

To ensure teams are aware of how systems are evolving overtime, teams are encouraged to use the
tool approximately every 3 months to assess progress and identify emerging risks continuously.
Team members are asked to provide their overall impression of how their team is performing in
each factor. Responses are collected on a paper questionnaire form or on the CLAHRC NWL Web
Improvement System for Healthcare (WISH).*2 The full paper questionnaire can be found in Appendix

B.

For each factor, team members are provided with a statement intended to prompt reflection.
Supporting questions are available for each factor if team members would like more detail on what
to potentially consider (Table 2). Team members score each factor individually and anonymously
using a simple 5 point Likert scale (as well as no opinion and don’t know options). Team members
provide comments to suggest actions, explanations of their rating or concerns about progress

against each factor.

Team scores are then brought together to produce aggregated outputs demonstrating how the
initiative is performing against the given factors. Figures 2 and 3 show examples of visual charts
produced highlighting risks or differences in opinions or both, as well as don’t know and no opinion
responses. Table 4 shows an example of aggregated comments and actions highlighted within the

tool.

Visual charts and comments are intended to facilitate discussion, bring differences of opinion or
concerns into the open, and encourage actions to increase the chances of improvements being
sustained. For CLAHRC NWL teams, time is allocated at progress meetings to review scores and plan

actions.

Figure 2: Team level graph highlighting areas where the team is doing well, where more work is needed and differences

of opinion.

Figure 3: Don't Know/No opinion graph showing areas where the team may need more information

Table 4: Comments and actions provided by team members during scoring which can be a starting point for discussion

Factor Comments and Actions

Commitment to the * Clear summary of project components and effects now in place from last time
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Improvement * make sure all stakeholders attend meeting

* As a commissioner | didn't understand expectations and my role in the group - others
seem very committed.

* Need to look at those engaging with the project

Involvement

a) * difficulties moving forward as until all stakeholders are engaged - unable to move
forward

* need to consider who is not involved and who would bring influence and value to the
project

b) * more patient/parent engagement at local level helpful

* more needed

* Patient and Public Involvement needs to be broadened

* No public / patient - don't feel it would be appropriate

* Patients/ Patient group and primary care practices poorly represented.

Skills and Capabilities of * of current clinical staff that I'm aware of

those involved * capacity issues potentially can limit progress

* more nurse input

* not enough nursing staff employed to deliver project currently

* needs consultant/ general practitioner and nurse shadowing and specific training
* limited number of staff needs expansion

Discussion

The aim of this work was to develop an evidenced-based, relevant and practical tool for
sustainability that meets the needs of people in improvement initiatives. The value of receiving
ongoing feedback during the development period from those who will use the tool has allowed us to
design an approach that has responded to user needs and has addressed issues with language,

length, and practicality along the way.

The LTST provides a mechanism for improvement teams to identify risks to sustainability and
importantly can create an environment for team members to highlight specific actions to be taken
and comment on ways to influence sustainability over time. The tool can be used by clinical staff
and improvement teams in practice as it is quick to complete, contains user-friendly language and

simple outputs for interpretation and presentation.

The LTST builds on established literature and aligns well with other sustainability models and
frameworks with all LTST factors reflected in one or more of the other approaches.(1,2,4,9,18,28—
31,12,13,32-35) LTST is distinguished from other approaches by its practical design and ability to
draw on team suggestions for action planning. Using participant ideas as a platform for action is a

unique feature of the tool that is not present in other tools currently used in this area.

While our view of sustainability as a complex process reinforces that all factors are relevant and
necessary to consider throughout initiatives, it has been proposed specific factors need

consideration at particular time points: for example, engagement with champions and leaders at an
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‘early stage’ was seen as key in sustaining services in one report.(36) However, there is a need to
revisit and review such factors in the later stages of an initiative as changes such as staff turnover
occur. Research is needed to explore this area further. Studying the use of the LTST may highlight
actions taken throughout different phases of initiatives which may allow us to explore when and if

particular factors are more relevant to sustainability.

Developing a tool for sustainability that is both comprehensive and practical has been a key
challenge throughout this work. The ongoing tension between achieving theoretical depth and
conceptual rigour along with practicality and real-world value has been evident throughout the
process. While attempts have been made to respond to user preferences and create a simple tool, it
is important to note that some challenges could not be avoided and require further research.
Challenges include judging multiple concepts within every factor. For example within ‘Commitment
to the improvement’ participants are asked to judge both their commitment and the wider team
commitment. This can result in a factor being scored differently based on what concepts the scorer
has deemed most important. Expanding all factors to individual questions and concepts was
considered but required a significant increase to the workload involved in using the tool. To offset
this challenge, the tool includes supporting questions (Table 3) to describe the potential items to
consider within each factor. The questions serve to clarify what users may want to consider when
scoring but are not aimed at producing a precise scoring criteria for each factor. The approach has
allowed the tool to remain concise and practical, which is ultimately what users prioritised. Further
research is required to study the use and effectiveness of the tool in practice and assess engagement
with the method over time.

In order to facilitate the use of the tool by those outside of Northwest London, the tool is freely
available in paper form along with a structured excel spreadsheet for data entry to produce

automated graphs and charts (Table 5).

Using the Long Term Success Tool in Your Setting

The Long Term Success tool has been designed on the CLAHRC NWL WISH system. For those who do
not have access to this system, the tool can be used with the Long Term Success Excel Spreadsheet
and paper form which can be downloaded with this paper.

The paper version of the tool can be used by individuals and teams. Responses can be input into
the spreadsheet which enables users to produce similar graphs and outputs to ones shown in this
paper. The spreadsheet enables 8 possible entry points for a team (up to 20 team members) and
will aggregate team data overtime for review and action planning. (Appendices B and C)
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Conclusion

The development of the LTST has reinforced the importance of working with stakeholders to design
strategies which respond to their needs and preferences and can practicality be implemented in
real-world settings. This study provides valuable information on the process of developing a new
approach to sustainability that is both conceptually rigorous and practical for use with healthcare

improvement teams.
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Fig 2. Factor and Tool iterations
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é Appendix A
4
5
: [Pt [ [ e (=0
8 Goodman 1993 Level of Research instrument and Scale 8 factor model- 15 three part items. Production routine, Likert scale
9 institutionalization diagnostic tool Production niche saturation, Maintenance routine, Maintenance
10 (LOIN) scales niche saturation, supportive routine, Supportive niche saturation,
Managerial routine, Managerial niche saturation

11 '
12 Kotter 1995 Anchoring Change Raise awareness of the Model Establishing a sense of urgency, Formation of a powerful guiding none
13 common errors made during coalition, Creating a vision, Communicating the vision,
14 change initiatives. 8 steps to Empowering others to act on the vision, Planning for and creating
15 transforming your short term wins, Consolidating improvements and producing more
16 organisation. change, Institutionalising new approaches.
17 Dale et al. 1997 TheTQM Looks for a specific Tool Internal/external environment, Management Style, Policies, Rate each of
18 sustainability audit set of predetermined Organisation structure, Process of change. 23 sub themes the issues on
19 tool (TQMSAT) negative factors; that have including: communication, human resource, improvement ascale of 1 to
20 been identified as infrastructure, education and training 6

detrimental to sustaining
21

TaM
22
23 Shediac- 1998 Conceptual An organizing framework for Conceptual (1) Project design and implementation factors, Project negotiation  none
24 Rizkallah& framework for conceptualizing and Framework process. Project effectiveness. Project duration. Project financing
o5 Bone planning for measuring sustainability and Project type, Training

sustainability of tentative guidelines to (2) factors within the organizational setting: Institutional strength

26 community based facilitate sustainability in Integration with existing programs/services
27 health programs community programs. Program champion/leadership
28 (3) factors in the broader community environment: Socioeconomic
29 and political considerations
30 Community participation.
31 Glasgow et al. 1999 RE-AIM RE-AIM provides a Framework Reach- patient and staff participation, Efficacy- positive and 0to 1 (or 0%
32 framework for determining negative effects of interventions, Adoption-proportion and to 100%)
33 what programs representation of settings, Implementation-extent to which scale.
34 are worth sustained intervention is delivered as intended and Maintenance-
35 investment and for institutionalisation, routine, culture and norms.
36 identifying

those that work in real-world
37 environments
38
39
40
41
42
43
44
45
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Appendix A

Johnson et al 2004

Sirkin 2005
Edwards 2007
Gruen 2008
Feldstein & 2008
Glasgow

Bowman 2008

A sustainability
Planning Model

DICE tool

Catholic Healthcare
partners HF-GAP
Sustainability
Assessment (AHRQ)

Health-programme
sustainability

A practical robust
implementation
and sustainability
model (PRISM)

QUERI
Implementation
Model

The model

assumes a five-step process
(i.e. assessment,
development,
implementation, evaluation,
and
reassessment/modification)
and addresses factors
known to inhibit efforts to
sustain an innovation.
Allows executives to rate
transformation initiatives
effectively. Enables
organizations to track the
progress of projects.

The checklist is designed to
trigger planning for
sustainability

early in a project’s design.

Comprehensive sustainability
planning.

a tool to enhance
implementation and
sustainability. Useful in
conceptualizing,
implementing,

and evaluating health care
improvement programs
Propose a number of
recommendations
regarding the design of a
sustainability analysis

BMJ Open

Model

tool

framework
and checklist

A
comprehensiv
e approach
Model

Framework
and model

Sustainability Capacity, Administrative structures and linkages,
Champion roles and leadership actions, resources, policies and
procedures, Expertise, Sustainable innovation attributes,
Alignment, positive relationships, implementation quality and
effectiveness, sustainable actions

Duration, Integrity of performance, Senior management
commitment, Local-level commitment, effort

five components for developing sustainability: identity goals,
infrastructure, incentives,
incremental opportunities for participation, and integration

Context and resource availability, encompassing health concerns,
interventions, and drivers, emphasising dynamic interactions
between components

Program, external environment, Implementation and
Sustainability Infrastructure, Recipients with 39 sub-elements to
assess

1) intervention fit, 2) intervention fidelity, 3) intervention dose,
and
4) level of the intervention target
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none

Likert scale (1-
4) Low scores
being better.

Rate your
organisation: -
1: Problem, 0:
Neither
positive or
negative, 1:
Strength

none

none

none
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1
é Appendix A
4
5 Johnson et al 2009 A sustainability The purpose of this toolkit is Toolkit Capacity, Infrastructure, Intervention, Routinization, Benefits to none
6 toolkit for to give you a straightforward diverse populations
7 prevention using process to organize,
8 getting to outcomes implement, and evaluate an
9 effective plan for sustaining
10 prevention infrastructure and
11 interventions. Based on
12 Johnson's Sustainability
model above
13 Damschroder 2009 Consolidated Used to guide formative Framework 8 constructs related to the intervention (e.g., evidence strength None
14 Framework For evaluations and build the and quality), 4 constructs to outer setting (e.g., patient needs and
15 Implementation implementation knowledge resources), 12 constructs to inner setting (e.g., culture, leadership
16 Research base across multiple studies engagement), 5 constructs related to individual characteristics,
17 and settings and 8 constructs related to process (e.g., plan, evaluate, and
18 reflect)
19 Maher 2010 NHS sustainability To predict the likelihood of Model 10 factors: Staff involvement and training, Staff attitudes towards Weighted
20 Model sustainability and guide sustaining the change, Senior leadership engagement, Clinical scoring
21 teams to things they could do leadership, Fit with the organisation's strategic aims and culture, system- Max
22 to increase the chances that Infrastructure for sustainability, Benefits beyond helping patient, 30 points
the change for improvement Credibility of the benefits, Adaptability of improved process,

23 will be sustained Effectiveness of the system to monitor progress
24 Douglas 2012 The Program To assess and plan for Tool Political support, funding stability, partnerships organisational 7 point Likert
25 Sustainability sustainability risks and capacity, program evaluation, program adaptation, scale (To little
26 Assessment Tool Develop an Action Plan with communications, strategic planning or no extent-
27 specific action steps To a very
28 great extent)

Kaplan 2012 The Model for A lens to examine the role of  Model Factors effecting context: External Environment, Organisation, Ql none
29
30 Understanding context in Ql support and Capacity, Microsystem, Ql Team, Miscellaneous
31 Success in and how context influences

Quality (MUSIQ) Ql success

32
33
34
35
36
37
38
39
40
41
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43
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Long Term Success Tool

This tool aims to aid you in planning for long term success of your work. You will be asked to rate 12
factors that have been identified to impact long term success from current literature and evidence.

Each rating should represent an overall impression of how you believe your project is doing. Please
use the boxes to highlight any comments or actions needed to address the factors.

A. Please specify which project you are completing the form for:

B. Please rate the project in the following factors:

1. Commitment to the improvement

My team understands what the project is trying to achieve and believe this work will lead to improved
processes and outcomes.

QO Very Good O Good QO Far O Poor O VeryPoor O  No Opinion QO Don’t Know
Comments and actions:

2. Involvement
a) | have the opportunity to input into the project and | feel a sense of ownership towards the work. |
am able to express my ideas freely which are openly considered by the team.

Q Very Good O Good Q Far O Poor O VeryPoor O No Opinion QO Don’t Know
Comments and actions:

b) There is wide breadth of involvement from stakeholders including patients and members of the
public who regularly feed into the project.

O Very Good O Good O Far O Poor O VeryPoor O NoOpinion O Don’t Know
Comments and actions:

3. Skills and capabilities

Staff have the necessary skills to deliver the improvement. Training and development opportunities are
available to all staff, volunteers and other people involved.

O VeryGood O Good O Far QO Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

4. Leadership

My project has supportive and respected leaders and/or champions who advocate for the improvement,
communicate the vision, and effectively manage the process.

O VeryGood O Good O Far O Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

5. Team functioning

My project team is working well together. There are clear responsibilities for individuals and the work
is shared across the team and does not rely on particular individuals.

O VeryGood O Good O Far O Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

Please turn over
©NIHR CLAHRC

Northwest London
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6. Resources in place

My project has financial support that will allow the improvement to achieve long term success. We have
the necessary staff, material and equipment. | am given sufficient time to dedicate to the improvement.

QO Very Good Q Good O Far O Poor QO Very Poor O No Opinion O Don’t Know
Comments and actions:

7. Progress monitored for feedback and learning

There is a monitoring system in place that allows the team to collect, manage and regularly review
data. Feedback from the project is shared with me and other stakeholders on a regular basis.

O Very Good Q Good O Far O Poor QO Very Poor O No Opinion O Don’t Know
Comments and actions:

8. Evidence of benefits
There is evidence of benefits emerging from the project and this evidence is regularly communicated
and visible to staff and patients.

O VeryGood O Good O Far QO Poor QO VeryPoor O No Opinion O Don’t Know
Comments and actions:

9. Robust and adaptable processes

There is the opportunity to adapt the project to reflect local needs, setting and emerging evidence.
Adaptations are documented and the successes and failures of changes are reported.

O Very Good QO Good O Far O Poor QO Very Poor O NoOpinion O Don’t Know
Comments and actions:

10. Alignment with organisational culture and priorities

The improvement my project is trying to achieve is aligned with the strategic aims and priorities of the
organisation(s) we work within and our work contributes to these aims. Our work is supported by

the policies and procedures within the organisation.

O Very Good QO Good O Far O Poor QO Very Poor QO No Opinion O Don’t Know
Comments and actions:

11. Support for improvement

There are values and beliefs in my organisation(s) that emphasise the need to improve. Staff and
management are supportive of improvement initiatives and continuous improvement is a priority for the
organisation, staff and patients.

O Very Good QO Good O Far O Poor QO Very Poor QO No Opinion O Don’t Know
Comments and actions:

12. Alignment with the political and financial environment

My project exists in a supportive economic and political environment. My team is aware of external
pressures and incentives that may influence the project.

QO Very Good Q Good O Far O Poor Q Very Poor Q No Opinion O Don’t Know
Comments and actions:

Thank you for your time
©NIHR CLAHRC

Northwest London

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

©CoOoO~NOUTA,WNPE

BMJ Open

Table 1 Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist

No Item Guide questions/description

Personal Characteristics

1. Interviewer/facilitator: Which author/s conducted the
interview or focus group?

2. Credentials: What were the researcher’s credentials?
E.g. PhD, MD

3. Occupation: What was their occupation at the time of
the study?

4. Gender: Was the researcher male or female?

5. Experience and training: What experience or training did
the researcher have?

Relationship with participants
6. Relationship established: Was a relationship established
prior to study commencement?

7. Participant knowledge of the interviewer: What did the
participants know about the researcher? e.g. personal
goals, reasons for doing the

research

8. Interviewer characteristics: What characteristics were
reported about the interviewer/facilitator? e.g. Bias,
assumptions, reasons and interests in the research topic

Domain 2: study design

Theoretical framework

9. Methodological orientation and Theory: What
methodological orientation was stated to underpin the
study? e.g. grounded theory, discourse analysis,
ethnography, phenomenology, content analysis
Participant selection

10. Sampling: How were participants selected? e.g.
purposive, convenience, consecutive, snowball

11. Method of approach How were participants
approached? e.g. face-to-face, telephone, mail, email
12. Sample size: How many participants were in the study?
13. Non-participation How many people refused to
participate or dropped out? Reasons?

Response

Pg.7

RN, MSc PH, PhD Student. Not
reported in paper.

Research Assistant, Not
reported in paper.

Female. Not reported in
paper.

4 years research experience,
conducting qualitative
research. Not reported in
paper.

No. Not reported in paper.

Various knowledge based on
previous professional
encounters. No personal
knowledge. Not reported in
paper.

PhD student interested in
sustainability of
improvements. Previous
experience of working in
healthcare as a registered
nursing. Not reported in

paper.

This study was underpinned
with thematic content
analysis. Pg 7

Purposive Pg 7.

Face-to-face Pg. 7

(n=12) Pg 7.

No participants refused. One
participant accepted but was
unable to meet with in the
interview timeline so was
replaced with a colleague. Not
reported in paper.
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Setting

14. Setting of data collection Where was the data
collected? e.g. home, clinic, workplace

15. Presence of non-participants Was anyone else present
besides the participants and researchers?

16. Description of sample What are the important
characteristics of the sample? e.g. demographic data, date

Data collection

17. Interview guide Were questions, prompts, guides
provided by the authors? Was it pilot tested?

18. Repeat interviews Were repeat interviews carried out?
If yes, how many?

19. Audio/visual recording Did the research use audio or
visual recording to collect the data?

20. Field notes Were field notes made during and/or after
the interview or focus group?

21. Duration What was the duration of the interviews or
focus group?

22. Data saturation Was data saturation discussed?

23. Transcripts returned Were transcripts returned to
participants for comment and/or correction?

Domain 3: analysis and findings

Data analysis

24. Number of data coders How many data coders coded
the data?

25. Description of the coding tree Did authors provide a
description of the coding tree?

26. Derivation of themes Were themes identified in
advance or derived from the data?

27. Software What software, if applicable, was used to
manage the data?

28. Participant checking: Did participants provide feedback
on the findings?

Reporting

29. Quotations presented Were participant quotations
presented to illustrate the themes / findings? Was each
quotation identified? e.g. participant number

30. Data and findings consistent: Was there consistency
between the data presented and the findings?

Workplace pg.7
No. Not reported in paper.

CLAHRC NWL team
improvement team members
and CLAHRC NWL Staff
members Pg. 7

Yes. Pg 7.

none

Audio recorded p.7

Yes.Pg. 6,7 & 8.

30 -60 minutes Pg 7.

Saturation was not the goal of
the interviews. Not reported
in paper.

No.

1 coder. Main themes
discussed with co-authors. Pg
7.

Not reported in paper.

Derived from the data with
content analysis. Pg. 7
Nvivo software was used pg. 7.

Participants were able to
comment on the findings
when given the chance to pilot
the tool. Pg. 8.

Yes pg. 9.

Yes pg. 9.
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31. Clarity of major themes Were major themes clearly Yes pg. 9
presented in the findings?

32. Clarity of minor themes Is there a description of diverse Not reported.
cases or discussion of minor themes?
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Abstract

Objectives: Although improvement initiatives show benefits to patient care, they often fail to
sustain. Models and frameworks exist to address this challenge, but issues with design, clarity and
usability have been barriers to use in healthcare settings. This work aimed to collaborate with
stakeholders to develop a sustainability tool relevant to people in healthcare settings, and practical

for use in improvement initiatives.

Design: Tool development was conducted in 6 stages. A scoping literature review, group discussions,
and a stakeholder engagement event explored literature findings and their resonance with
stakeholders in this healthcare settings. Interviews, small scale trialling and piloting explored the

design and tested the practicality of the tool in improvement initiatives.

Setting: National Institute for Health Research Collaboration for Leadership in Applied Health
Research and Care for Northwest London (CLAHRC NWL).

Participants: CLAHRC NWL improvement initiative teams and staff.

Results: The iterative design process and engagement of stakeholders informed the articulation of
the sustainability factors identified from the literature and guided tool design for practical
application. Key iterations of factors and tool design are discussed. From the development process,
The Long Term Success Tool has been designed. The Tool supports those implementing
improvements to reflect on 12 sustainability factors to identify risks to increase chances of
sustainability overtime. The Tool is designed to provide a platform for improvement teams to share
their own views on sustainability as well as learn about the different views held within their team to

prompt discussion and actions.

Conclusion: The development of the LTST has reinforced the importance of working with
stakeholders to design strategies which respond to their needs and preferences and can practicality
be implemented in real-world settings. Further research is required to study the use and

effectiveness of the tool in practice and assess engagement with the method over time.
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Article summary

Strengths and limitations of this study

Feedback received from potential users of the Long Term Success tool throughout its
development allowed us to design an approach that has responded to user preferences and
addressed issues with language, length, and practicality.

The Long Term Success Tool supports those implementing improvements to reflect on 12
key factors to identify risks and prompt actions to increase chances of sustainability over
time.

The Long Term Success Tool builds on established literature and aligns well with other
sustainability models but is distinguished from other approaches by its practical design and
ability to draw on team suggestions for action planning.

A programme of research is currently underway to investigate tool impact on initiative
processes and practices and examine actions taken by improvement teams to sustain
improvements across diverse settings and environments.

A systematic review of the literature may have strengthened our approach and uncovered
further articles but due to the practical time constraints of our programme this was not
possible. The results of our review have fed into a protocol for a full systematic review on

available sustainability approaches which is now underway.
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Introduction and Objectives

Significant financial and human resources are invested in initiatives to improve the quality of
healthcare and deliver better patient outcomes. While many initiatives show patient benefits or
improvements in care processes or clinical outcomes initially (e.g. in the period when resource is
available to introduce new practice), these often fail to sustain in the longer term.[1-5] As a result
there is growing research interest in this area, with studies showing wide variation in the
sustainability of initiatives. Self-reporting measures have reported that up to 60% of programs
sustain (at least in part), while studies using more objective measures of sustainability (such as

independent observation) report lower rates of sustainability from 6.7% - 45%.[3,6]

This area of research is further complicated by several definitions of sustainability in the literature
and little consensus on what constitutes ‘achieving sustainability’.[1,7] Despite these issues, three
domains of sustainability have been consistently used within the literature; continuation of initiative
activities (maintenance of the intervention or practices that were introduced), continuation of the
health benefits which resulted from the initiative (health outcomes remain stable or get better) and
capacity built in the workforce (the skills gained by being involved in the initiative that can support
on-going high quality care or the attainment of skills which enable the workforce to continually
improve).[1] Given the complexity and dynamic nature of health care and health care delivery, we
believe that all three domains are necessary to define and assess sustainability. For these reasons we
have chosen to define sustainability as: a dynamic process where staff and others involved have the
capacity and capability to monitor and modify activities and interventions in relation to the health
benefits they wish to achieve and in response to threats and opportunities that emerge over time.
As sustainability is being seen as a process and not an end point, this definition does not include a
specific timeframe for sustainability. Timeframes should be defined by initiative teams and
stakeholders and be based on the goals of the improvement initiative with respect to the

intervention, desired outcomes, disease area and setting.

Navigating the relationship between achieving initial ‘successful’ implementation and achieving long
term sustainability is a challenge.[1,8-10] It has been noted that over 60% of implementation
frameworks include sustainability stages.[11] Factors contributing to sustainability of improvement
initiatives often relate to how the improvement initiative is planned and conducted from the outset,
suggesting an interdependent relationship between factors that influence initial success and those
that influence long term success.[1,8,9] Although the evidence shows an overlap in factors
influencing both implementation success and sustainability, there is lack of clarity on what

conditions may result in initial success but may or may not result in the sustainability of

4
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improvements. For example, an initiative may achieve initial success by providing extra resource or
putting pressure on the workforce, but once the resource or pressure are removed the benefits

achieved are not sustained.

Addressing Sustainability in Practice:

In the current healthcare climate of increasing demands and competing priorities for resources,
healthcare planners and stakeholders are increasingly concerned with the long term impact of their
investments.[3,10] This has highlighted a need to understand how sustainability of improvement

initiatives can be influenced and how specific approaches may help support sustainability.[3,10]

Defined procedures for addressing sustainability in improvement initiatives do not exist but many
have suggested that sustainability indicators or factors can be used to monitor and influence
sustainability over-time.[1,4,12-14] Multiple strategies and approaches such as models and
frameworks have been created to highlight such factors but issues with tool design and content have
been identified as barriers to their use in healthcare settings.[10,15-18] Specifically, poorly designed
constructs, inadequate coverage of items, and lack of clear definitions have impacted application
and outcomes in past use.[15-18] Using methods well in practice is a recognised challenge for
improvement teams, highlighting the need for all methods to be designed to be practical for use in

real-world healthcare settings.[19-22]

The application of one sustainability method, the NHS Institute for Innovation and Improvement
Sustainability Model (SM), has been previously described.[8,23] The SM is a self-assessment tool
that details key factors that increase the likelihood of sustainability and continuous
improvement.[24] The model is used to raise awareness of 10 factors for sustainability, and prompt
teams to consider actions to increase the likelihood of sustainability.[24] Application of this model
demonstrated that while the SM raised awareness of determinants of sustainability and was
perceived as valuable, teams found it difficult to understand and to apply the model routinely.[8,23]
In particular, concerns were raised about the clarity the language used within the model, the user-
friendliness of design, the length of time taken to complete the questions and suitability for

continuous use in healthcare settings.[8]

The purpose of this study was to collaborate with stakeholders to develop a sustainability tool

relevant to people in healthcare settings, and practical for use in improvement initiatives. In order to

inform the tool development we explored the following research questions:
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1. How do sustainability factors identified in the literature resonate with the experience of
those in improvement projects in healthcare?
2. What features or characteristics make a sustainability tool valuable, practical and useful in

real world healthcare practice?

Design

Setting: Research was conducted within the National Institute for Health Research (NIHR)
Collaboration for Leadership in Applied Health Research and Care for Northwest London (CLAHRC
NWL).[25] CLAHRC NWL improvement projects cover a range of health problems and disease areas
that include primary care, secondary care, and community settings that are delivered over 18-24
months with the aim of sustaining improvements beyond this period. To support multidisciplinary
teams to implement changes CLAHRC NWL systematically applies Quality Improvement (Ql) methods
such as the Model for Improvement and Action Effect Method.[19,23] The approach previously
included use of the SM (2008-2013) but following internal evaluation and published research, it was
acknowledged that a new more user-friendly method for sustainability was required to meet the

needs of improvement teams.[8,23]

Participant Information: Participants in this study included members of CLAHRC NWL improvement
initiative teams and staff. These members come from various backgrounds: multi-disciplinary
healthcare practitioners (doctors, nurses, allied healthcare professionals), patients, carers,
healthcare managers, directors, analysts and researchers (many participants hold overlapping roles
ie. nurse who is also a project manager). Other participants were also included at the engagement
event and piloting. Although the majority of attendance is from improvement teams, these event
were are open to the public so additional participants included students, fellows, community
members and industry partners. Specific participation from these groups in is outlined within each

development stage and summarised in the results.

Methods: Tool development was conducted in 6 stages. The first 3 stages: scoping review, group
discussions, and the stakeholder engagement event focussed on reviewing the literature findings
and their resonance with stakeholders in this setting. The last 3 stages: interviews, small scale
trialling and piloting contributed to designing and testing usability of the tool. The researchers within
this study had participant observer roles.[26] They provided teaching, facilitation, and explanation

throughout the development stages.
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Scoping Literature Review: A scoping literature review was undertaken to examine the
extent, range and nature of research activity related to sustainability approaches.[27] The
research question guiding this review was: ‘what approaches have been proposed to assess
sustainability in healthcare and what sustainability factors are examined in each method’?
Identifying relevant studies: A number of reviews had previously been published to identify
factors for sustainability.[3,6,28] These reviews were used as a starting point to identify
relevant authors and publications including snowballing of relevant journal articles,
reference lists and the PubMed options of ‘similar article’ and ‘cited by-’ articles. Selecting
studies: We sought approaches (published models, tools, strategies, and frameworks) that
identified sustainability factors and themes. Papers that introduced or described a
sustainability approach were included. Commentary, posters, protocols, conference
proceedings, editorials and perspectives were excluded. Charting the data: One author (LL)
screened the retrieved papers for inclusion and extracted the data from the articles. Data
extraction was independently checked against the full-text articles by a second author (CD).
Any differences were discussed and inclusion and exclusion criteria were refined to reflect
these discussions. Summarizing the results: All sustainability constructs (factors, questions,
criteria etc.) identified in the approaches were extracted for thematic analysis. Aggregate
themes were developed by combining similar or overlapping concepts and removing
duplicate or redundant labels. Overarching sustainability themes were created using a

mapping software.[29]

Group discussions: Three facilitated group discussions were held with CLAHRC NWL team
members to understand the perceived relevance of the literature review results against
CLAHRC NWL team expertise and experience. Discussions were held during a weekly
CLAHRC NWL meeting between core staff. The themes from the scoping review were
provided on paper hand-outs to the attendees and an open discussion took place to
determine the resonance, and clarity of the themes presented. Observation notes were
taken during group discussions. Notes were transcribed and findings were discussed
amongst the research team to inform iterations of language and representation of themes

which were iteratively adapted and presented at consecutive discussions.

Stakeholder engagement event: Consolidated sustainability themes were presented to
stakeholders at a CLAHRC NWL Collaborative Learning event in April 2014 to check the
relevance and language against stakeholder views. In facilitated group discussions,

participants provided their views on the resonance of these themes as well as identified any
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missing themes not seen in the literature. Designated note takers captured key learning and
suggestions from the discussions. Field notes were collected and transcribed by one
researcher. Findings were summarised and fed back to the research team to inform next

steps and tool iteration.

Interviews: Interviews aimed to collect in-depth information on value and practicality of
tool design. A purposive sampling strategy was used to recruit interviewees. Participants
were selected based on their role within diverse CLAHRC NWL improvement projects, their
level of knowledge of their project, and their experience with the SM (we sought both those
with and without experience in using the SM to ensure we had a balanced sample of those
with prior opinions of the SM). This approach aimed to maximize the diversity of
perspectives gained from the interviews.[30] All interviews were carried out face-to-face in
a workplace setting by one author (LL). A semi-structured interview guide was used for all
interviews. Interview questions explored the design of questions and statements used to
draw attention to factors for sustainability as well as views on collating and presenting data
to facilitate discussion and action. Interviews were audio recorded and uploaded onto
qualitative software Nvivo (version 9). Audio recordings were coded directly on Nvivo using
thematic content analysis.[31] A preliminary coding structure was developed using the
interview questions as coding nodes, with themes inductively derived to summarise
responses and record patterns in the data. The coding structure was iteratively developed,
integrated and refined as further interviews were added to the dataset.[32] Results have
been summarized using descriptive summaries and example quotes with explicit links to

source text.

Small scale trialling: A group of individuals involved leading QI projects as part of a CLAHRC
NWL fellowship programme were asked to trial a draft version of the tool. Trialling with this
group aimed to understand the practical application of the tool including the approximate
amount of time to complete by a wide range of people with diverse experience and
expertise in improvement initiatives. Each participant filled out the tool for their own Ql
project. After completion, the group discussed the experience and posed questions on use.
Critical feedback and suggestions for tool development were recorded as observation notes

and summarised by the research team to inform tool iterations and piloting.
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VI. Piloting: The resulting tool was piloted in July 2014.
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Piloting aimed to provide an

opportunity for further comments and suggestions on practicality of the tool in healthcare

settings, and to measure if the tool could be completed within an acceptable timeframe. A

brief presentation given to participants to outline tool design and instructions for use.

Participants were asked to fill out the tool for their individual Ql projects. Individuals

without a formal project were asked to fill out the tool with a hypothetical project in mind.

Participants were given 15 minutes to complete the tool and a 20 minute facilitated group

discussion followed. Designated note takers recorded key observations and feedback to

inform tool iteration.

Results

Each development stage allowed for iterative adaptation and refinement of concepts, content, and

design of the tool. Key iterations from each stage are summarized in Figure 1. The number and

roles of participants is outlined in Table 1. The following section discusses results from each

development stage and concludes with an introduction to the resultant tool.

Number of Participants by Role

Development Multi- Healthcare Patient Researcher Student/ Data Other Total
stage disciplinary or Project or or Fellow Analyst

Healthcare Manager Carer academic

Practitioner
l. Scoping - - - - - - - 0
Review
Il. Group 5 9 0 3 - 3 2 22
Discussions
1l. 22 12 10 8 7 1 7 74
Stakeholder
Engagement
Event
IV. Interviews 6 3 1 - - - 2 12
V.Small Scale 6 1 3 1 11 - - 11
testing
VI. Piloting 30 16 17 6 8 - 20 106
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Scoping review: The scoping review identified 81 publications with 35 articles retrieved in full
text for full documentary analysis. In total 16 publications which identified sustainability
approaches were included in this review. Thematic analysis identified 25 overarching themes
impacting sustainability (Fig.1). Appendix A summarises the approaches found and the key
sustainability constructs extracted. Results demonstrated reasonable consensus in the literature
on factors influencing sustainability. The review uncovered themes not explicitly covered in the
SM such as considering resources for the improvement, and the impact of the wider environment
on initiatives. No strategy explicitly included the importance of involving patients or carers as an

aspect of sustainability which was an key finding from previous CLAHRC NWL work.[8]

Group Discussions: In total 22 individuals participated in the internal CLAHRC NWL group
discussions. Discussions lead to combining themes that had different labels but were seen as
having related or overlapping definitions. Discussions also identified where themes may be
confusing and need to be expanded to underlying concepts to be relevant to improvement
setting. For example, the literature theme of ‘staff skills and capabilities’ was expanded to
include skills and capabilities of all those involved which may include as patients, carers or other
stakeholders who participate in Ql projects. Academic jargon and terms were also removed such
as ‘routinisation’ which were seen as unhelpful or potentially confusing. These discussions
resulted in changes to the language used and theme consolidation to form a list of 12 factors

impacting sustainability.(Fig 1)

Stakeholder Engagement Event: These factors were presented to stakeholders (n=74) in April
2014. The majority of the factors resonated well with stakeholders and were recognised as
relevant to healthcare settings but in some cases the factor language needed to be adapted to
align with stakeholder expertise and understanding. For example, the factor, ‘Fit with Current
Practice’ was found to be problematic for participants. Although this factor was meant to
convey the importance of interventions being aligned with current practice, many stakeholders
mentioned that often improvements must be different from the current ways of working so
trying to fit in with ‘current practices’ would not be desirable or possible. The factor was
changed to ‘Robust and Adaptable Processes’ highlighting the need for interventions with the

ability to adapt to local settings.

Stakeholders also identified missing concepts and concepts they felt were not clearly
represented in the current factors. For example, establishing a shared aim for a project was

suggested as an explicit prompt underlying the factor ‘commitment to the improvement’.
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Desirable design elements were also highlighted. Participants stated that team members
entering scores should have the opportunity to comment and suggest actions to improve the
prospects for sustainability. They suggested that comments could be brought together for each
factor to provide a starting point for action planning based on team member ideas. Suggested
changes were used to adapt language and definitions as well as inform design of the scoring

mechanism of the tool.

Interviews: Interviews (n=12) allowed detailed views from diverse stakeholders to be identified.
Interviewees discussed sustainability measurement, tool value and functionality.

Stakeholders unanimously expressed a desire for a tool that is simple to use and quick to
complete: "Brevity I think is the theme. It is very hard to have yet another form to fill or another

algorithm to think about, for people who are already over worked and over stretched."(13)

Interviewees desired a flexible tool with the option of quick review of the factors with any
guidance or supportive text being brief and concise. Participants felt that using reflective
statements to illicit an overall rating was a good way to get people thinking and provide an
engaging format for the tool: "I think overall impressions are powerful. You get a general feel
and | think that is all you can hope for because otherwise...it will not be possible to make it user

friendly" (14)

The data and outputs used to stimulate discussions needed to be simple to access, interpret, and
present back to team members: “/ think most clinicians are familiar with a RAG (Red, Amber,
Green) rating system so that would be easy for people to understand quickly.” (17) From this

feedback a draft tool was developed.

Small Scale Trailing: CLAHRC NWL fellows (n=11) trialled a draft version of the tool in June 2014.
Each fellow was undertaking a QI project across diverse topic areas and settings (for example,
service redesign, app development, patient experience measurement and staff training package
development). Trialling the tool resulted in refinement the tool’s prompt text to reduce the
overall length. Stakeholders commented that the tool was a good reminder what to consider for
sustainability but suggested changes to some of the language within the tool to remove terms
perceived as ‘jargon’. For example, in the factor ‘Resources in place’ original prompt text read: ‘/
am given sufficient headspace and time to dedicate to the improvement’, after discussion the
term ‘headspace’ was removed as it was seen as confusing to some participants. All participants

completed the tool within 15 minutes. This timeframe was discussed and seen as acceptable,
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with the fellows commenting that no more than 15 minutes should be allotted for routine tool

use in practice.

Piloting: Piloting tool place with 106 participants (83 of which returned a completed tool to the
research team). Fifty-two participants indicated that were involved in active Ql projects. This
included 9 CLAHRC NWL QI projects across diverse topics (such as Sickle Cell Disease, Allergic
conditions in children, Polypharmacy in the Elderly, Chronic Obstructive Pulmonary Disease and
Congestive Heart failure) as well as 19 projects outside of the CLAHRC NWL programme. Piloting
with stakeholders demonstrated that majority of participants completed the tool in the
projected 10-15 minute time period. Stakeholders engaged well with the prompts within the
tool, commenting that they provided a simple format to begin consideration on how each factor
may impact their initiatives. Participants commented that the tool was easy to use and that the
statements and questions enabled good discussion and ‘promoted deeper thinking’ allowing

them to think about things they had not previously considered.

Regular scoring and review of factors was discussed and participants agreed in the necessity of
consistently reviewing the changes to sustainability throughout their initiatives. Use every three
months was recommended by stakeholders, as they felt this timeframe would be feasible given
the ease and design of the tool and the potential for changes and turnover of staff in settings.
Participants suggested the addition of a ‘don’t know’ and ‘no opinion’ option to the tool as they
did not want to make a forced choice and rate a factor that they did not have enough
information to make an accurate rating. During piloting stakeholders questioned the
appropriateness of the term ‘sustainability’. Many stakeholders felt that ‘sustainability’ did not
accurately capture the need for potential adaptation of initiatives or the desire to continually
improve practice. Stakeholders wanted a term that would include both sustained improvements
as well as the long term commitment to improvement. These discussions resulted in the term
‘long term success’ being used in place of sustainability to represent the aim that stakeholders
desired. Feedback was used to iteratively develop the tool, which was then rolled out for wider
use by CLAHRC NWL teams in January 2015. The final design of the tool and description for use is

discussed below.

The Long Term Success Tool
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Purpose: The Long Term Success Tool (LTST) aims to support those implementing improvements
reflect on 12 key factors to identify risks and prompt actions to increase chances of sustainability
over time.

The Factors: The factors included in the tool are: Commitment to the improvement, Involvement,
Skills and capabilities, Leadership, Team functioning, Resources in place, Evidence of benefits,
Progress monitored for feedback and learning, Robust and adaptable processes, Alignment with
organisational culture and priorities, Support for improvement, and Alignment with external political
and financial environment. The factors and their effects have been well documented in the
literature[1,3,6,33] The presentation and language used to articulate the factors has been carefully
developed and adapted with stakeholders to improve ease of understanding, and user-friendliness.
The 12 factors have been organised within 3 emergent areas; People, Practice and Setting. Table 2
describes the factors and provides the statements for rating and supporting questions included

within the tool.
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Factor

People

1. Commitment
to the
Improvement

2. Involvement

3. Skills and
capabilities

Purpose

To reflect on both own
personal commitment to
the initiative and
impression of
commitment across the
team as a whole to the
initiative

Reflect upon who has
been involved and who
may need to be engaged
further for the initiative
to achieve long term
success. Asks about
personal involvement and
contribution and explores
the involvement of
patients, carers and
members of the public
who are impacted by the
changes being made
Explores whether the
staff and other people
delivering the change
have the skills to do so
successfully and whether
training of new members
of the team has been
planned for

Statement

My team understands what the
project is trying to achieve and
believe this work will lead to
improved processes and
outcomes.

a) | have the opportunity to
input into the project and | feel
a sense of ownership towards
the work. | am able

to express my ideas freely
which are openly considered by
the team.

b) There is wide breadth of
involvement from stakeholders
including patients

and members of the public who
regularly feed into the project.
Staff have the necessary skills
to deliver the improvement.
Training and development
opportunities are available to
all staff, volunteers and other
people involved.

BMJ Open

Addition questions to support reflection

Do you feel committed to the project? Do you understand what the project is trying to achieve?

Do you believe that this work will improve processes and outcomes? Do you believe there is reliable
evidence (e.g. from literature, guidelines etc.) that the project will produce the desired benefits? Do you
think there is commitment across the team as a whole?

Has a shared aim been established for your project?

If you think commitment is lacking, what do you think is the reason for this? What do you think should be
done to address this?

a) Do you personally feel involved in the project? Are you given the opportunity to express your ideas
and recommend changes to the project when necessary?

b) Do you think the project has involved the right people? Does your project involve patients affected by
the improvement? Is there involvement from staff who will be delivering the improvement as part of
their day-to day practice? Are the views of these groups taken on board?

Does the project have a good spread of views, skills and expertise? Are people with knowledge of mental
as well as physical health involved? Do you believe involvement can be improved? Are there groups of
people you still need to involve?

Do you feel able to fulfil your role within the project? Do you require further training or education? Do
staff who will be delivering the improvement (e.g. frontline or support staff) have the skills to do so
consistently and effectively?

Are new staff informed about the project and their role in it?

Do you think there are training needs associated with the improvement that should be addressed? What
should be done to address to these needs?

Page 14 of 41
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4. Leadership

5. Team
functioning:

Practice

6. Resources in
place

7. Progress
monitored for
feedback and
learning

Asks if there is strong
leadership in place and if
the leaders are
approachable, available
and able to garner
support for the initiative

Explores the
accountability and
responsibilities for the
workload involved in the
initiative and ask if the
team is working well
together

Explores if the necessary
resources such as staff
time, equipment and
facilities have been
dedicated to the initiative

Encourages teams to
consider what systems
are in place to monitor
the initiative overtime
and how this information
will be used to inform
staff of further changes
needed

My project has supportive and
respected leaders and/or
champions who advocate for
the improvement, communicate
the vision, and effectively
manage the process.

My project team is working well
together. There are clear
responsibilities for individuals
and the work is shared across
the team and does not rely on
particular individuals.

My project has financial
support that will allow the
improvement to achieve long
term success. We have the
necessary staff, material and
equipment and | am given
sufficient time to dedicate to
the improvement.

There is a monitoring system in
place that allows the team to
collect, manage and regularly
review data. Feedback from
the project is shared with me
and other stakeholders on a
regular basis.

BMJ Open

Do you believe your project has strong leadership?

Are your project leaders actively involved in the project?

Are they able to garner support and enthusiasm for the work?

Are they available and approachable to members of the team if necessary?
Do the project leads effectively communicate the need for the change?
How do you think leadership could be strengthened?

How well do you feel your project team is working together? Does the project team meet and
communicate on a regular basis?

Have clear roles and responsibilities for project team members been established?
In your opinion, are team members fulfilling these roles and responsibilities?

Are skills and expertise of team members considered and put to use? What do you think can be done to
improve team functioning?

In your opinion, have enough resources been dedicated to support the project?

Do you believe the financial support provided will allow the improvement the project is trying to achieve
to become part of normal working practice in the long term?

Does the project have enough staff to achieve the project aims? Do staff have enough time to spend on
the improvement?

Are the materials needed (e.g. physical facilities, sites, equipment etc.) available to staff when they need
them?

Are resources needed discussed by the team on a regular basis?
What resources do you think are lacking?

Have measures to enable continuous monitoring for your project been defined by the team?

Do you think these measures are able to assess the impact of the improvement? Can you suggest any
changes to improve this?

Are these measures regularly assessed? Is this information used to make changes and improve project
progress?

If the measures show lack of progress are the causes for this investigated?

Are project members and staff regularly informed about what is working well and what could be better?

15
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> D
O

8. Evidence of
benefits

9. Robust and
adaptable
processes

Setting

10. Alignment
with
organisational
culture and
priorities

11. Support for
Improvement

Asks if and how the
benefits of the initiative
are communicated to
both staff and patients
overtime

Reflects upon the need
for initiatives to be
adapted to local
processes and emerging
needs. It also asks about
the process for recording
successes and failures of
changes made

Encourages teams to
consider the need to align
improvement initiatives
to organisational
strategies to gain
executive buy-in and
support as well as have
the initiative become part
of organisational policies
and procedures

Explores the values and
beliefs held within
organisations related to
continuous improvement
and looks at the support
given to staff and patients
to be involved

There is evidence of benefits
emerging from the project and
this evidence is regularly
communicated and visible to
staff and patients.

There is the opportunity to
adapt the project to reflect
local needs, setting and
emerging evidence.
Adaptations are documented
and the successes and failures
of changes are reported.

The improvement my project is
trying to achieve is aligned with
the strategic aims and priorities
of the organisation(s) we work
within and our work contributes
to these aims. Our work is
supported by the policies and
procedures within the
organisation.

There are values and beliefs in
my organisation(s) that
emphasise the need to improve.
Staff and management are
supportive of improvement
initiatives and continuous
improvement is a priority for
the organisation, staff and
patients.

BMJ Open Page 16 of 41

Does the evidence for your project include both the impact on physical and mental well-being of
patients? Is there evidence (process and outcome measures) that the project is producing the desired
impact on patients?

Is evidence of the projects’ impact regularly shared with staff, patients and other stakeholders?
If evidence shows lack of progress, does the team investigate reasons for this?
Is there regular review of how the project is working?

How well does the project fit within current practices?

Do staff and team members need to adapt how they implement the improvement in response to
challenges or changing care needs?

Does your team use PDSA cycles, Statistical Process Control and other quality improvement methods to
test and document the changes made to the improvement?

Is the improvement your project is trying to achieve aligned with the organisational priorities?
Has this been promoted as something to help further the organisation’s aims and priorities?

From your perspective, how well is the work of the project being integrated into the everyday operations
of the organisation?

Does the project conflict with any other changes taking place within the organisation?
What could be done to better align your improvement to these priorities?

Do you feel continuous improvement is a priority within your organisation?

Are staff and senior management receptive to improvement initiatives?

Are you supported by your leaders to participate in the improvement initiatives? Do senior leaders
actively participate in improvement projects?

16
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12. Alighment Looks at the need for My project exists in a Has your team considered the impact of the external environment on the project? For example are there
with external teams to be aware of the | supportive economic and economic pressures or political developments that may impact the project?
political and potential political and political environment. My team
financial financial changes that is aware of external pressures Is there political support for the implementation of your project?
environment may impact the initiative and incentives that may
0 influence the project. Does your project help address external political or economic concerns? Does it contribute to the
achievement of political objectives?

P OO~NOULAWNPE

12 Are there plans to mitigate risks due to the external environment?

42 17

46 For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

48 y6uAdod Aq parosiold 1senb Ag 20z ‘0T My uo /wod g uadolwg//:dny woij papeojumoq “2T0Z J8quiadss 7z uo LT T0-9T0Z-uadolwag/9eTT 0T st paysiignd 1s1y :uadO NG


http://bmjopen.bmj.com/

©CoOoO~NOUITA,WDNPE

e
[Ny

U OO A DMBEMBIAMDIMBAEDIAMDIMNDMWOWWWWWWWWWWNDNNDNNNNNNNRERPRPRERREREPR
QUOWONOUPRRWNRPOOO~NOUPRARWNPRPOOONOUUOPRARWNRPFPOOONOODURAWNRPOOONOOOGWN

BMJ Open

How it works:

The LTST is designed to create a platform for people to share their own views on sustainability as
well as learn about the different views held within their team and to prompt discussion on any
difference in opinion. To ensure teams are aware of how systems are evolving overtime, teams are
encouraged to use the tool approximately every 3 months to assess progress and identify emerging
risks continuously. Team members are asked to provide their overall impression of how their team is
performing in each factor. Responses are collected on a paper questionnaire form or on the CLAHRC
NWL Web Improvement System for Healthcare (WISH).[34] The full paper questionnaire can be
found in Appendix B.

For each factor, team members are provided with a statement intended to prompt reflection.
Supporting questions are available for each factor if team members would like more detail on what
to potentially consider (Table 2). Team members score each factor individually and anonymously
using a simple 5 point Likert scale (as well as no opinion and don’t know options). Team members
provide comments to suggest actions, explanations of their rating or concerns about progress

against each factor.

Team scores are then brought together to produce aggregated outputs demonstrating how the
initiative is performing against the given factors. Figure 2 shows an example a visual chart produced
highlighting risks and differences in opinions. Table 3 shows an example of aggregated comments

and actions highlighted within the tool.

Visual charts and comments are intended to facilitate discussion, bring differences of opinion or
concerns into the open, and encourage actions to increase the chances of improvements being
sustained. For CLAHRC NWL teams, time is allocated at progress meetings to review scores and plan

actions.

Figure 2: Team level graph highlighting areas where the team is doing well, where more work is needed and differences

of opinion.

Table 3: Comments and actions provided by team members during scoring which can be a starting point for discussion

Factor Comments and Actions
Commitment to the * Clear summary of project components and effects now in place from last time
Improvement * make sure all stakeholders attend meeting

* As a commissioner | didn't understand expectations and my role in the group - others
seem very committed.
* Need to look at those engaging with the project

Involvement

a) * difficulties moving forward as until all stakeholders are engaged - unable to move
forward
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* need to consider who is not involved and who would bring influence and value to the
project

b) * More patient/parent engagement at local level helpful

* more needed

* Patient and Public Involvement needs to be broadened

* No public / patient - don't feel it would be appropriate

* Patients/ Patient group and primary care practices poorly represented.

Skills and Capabilities of * of current clinical staff that I'm aware of

those involved * capacity issues potentially can limit progress

* more nurse input

* not enough nursing staff employed to deliver project currently

* needs consultant/ general practitioner and nurse shadowing and specific training
* limited number of staff needs expansion

Discussion

The aim of this work was to develop a relevant and practical tool for sustainability that meets the
needs of people in improvement initiatives. We explored how sustainability factors identified in the
literature resonated with those in improvement projects and the features or characteristics which
make a sustainability tool most valuable in real world healthcare practice. This work has shown that
the majority of factors from the literature resonated well with stakeholders and were recognised as
relevant to healthcare settings. In some cases, the literature findings needed to be adapted through
changes to the language used to align with stakeholder preferences and understanding. Engaging
stakeholder in the design process demonstrated that stakeholders valued clarity, conciseness, and
simplicity for tool design with simple data interpretation and visual graphs. Receiving ongoing
feedback during the development period from those who will use the tool has allowed us to design
an approach that has responded to user needs and has addressed issues with language, length, and

practicality along the way.

The LTST provides a mechanism for improvement teams to identify risks to sustainability and
importantly can create an environment for team members to highlight specific actions to be taken
and comment on ways to influence sustainability over time. The LTST builds on established
literature and aligns well with other sustainability models and frameworks with all LTST factors
reflected in one or more of the other approaches.[1,2,4,9,24,35—-44] LTST is distinguished from other
approaches by its practical design and ability to draw on team suggestions for action planning. Using
participant ideas as a platform for action is a unique feature of the tool that is not present in other
tools currently used in this area. Also unique to the LTST is that the allotted time for use, a identified
barrier and challenge to other method use, has been explicitly tested and informed by end-
users.[8,45] While many other methods involve either unknown or substantial time commitments,

the LTST can be completed in approximately 10-15 minutes.[42,45]

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq paloaloid 1senb Ag 20z ‘0T Mdy uo /wod* g uadolwq//:dny woij papeojumoq *LT0Z Jaquiardas z uo /T T0-9T02-uadolwa/9eTT 0T St paysiignd 1suy :uado CINg


http://bmjopen.bmj.com/

©CoOoO~NOUITA,WDNPE

e
[Ny

U OO A DMBEMBIAMDIMBAEDIAMDIMNDMWOWWWWWWWWWWNDNNDNNNNNNNRERPRPRERREREPR
QUOWONOUPRRWNRPOOO~NOUPRARWNPRPOOONOUUOPRARWNRPFPOOONOODURAWNRPOOONOOOGWN

BMJ Open

There is also potential to supplement the use of other models or frameworks to complement the
LTST. For example, if a project receives a low rating for the factor ‘Robust and Adaptable Processes’,
The Model for Highly Adoptable Improvement toolkit may be used to aid the team in further

understanding of where the intervention can be adapted.[46]

Limitations: A limitation of this work is the use of a snowballing scoping review opposed to a
systematic review. Conducting a full systematic review may have uncovered further articles and/or
approaches but due to the practical time constraints of our programme this was not possible. The
results of our review have fed into a protocol for a full systematic review on available sustainability
approaches which is now underway.[47] The results of this review will inform future adaptation of
the LTST.

Another limitation of this work is the potential for responder bias throughout development stages.
Prior relationships between researchers and participants was identified as a possible source of bias,
namely, social desirability bias, as participants may have responder in ways that were seen as more
desirable to the researchers.[48] As the development of the tool was centred on user preferences
attempts were made to communicate and reiterate there were no ‘right’ answer to questions. We
also attempted to mitigate this effect by having multiple stages for feedback, with diverse facilitators
and a wide variety of participants. We also had a researcher unknown to the majority of the

interviewees conduct the interviews.

Future Research: While attempts have been made to respond to user preferences and create a
practical tool, further research is required to assess tool effectiveness and engagement over time. A
3-year programme of research with teams at CLAHRC NWL and other groups internationally is
currently underway to investigate tool impact on initiative processes and practices and examine
actions taken by improvement teams to sustain improvements across diverse settings and
environments. This longitudinal study will also investigate tool links to sustainability outcomes to
assess what impact tool use may have on sustained Ql projects. In order to facilitate and study the
use of the tool by those outside of Northwest London, the tool is freely available along with a

structured excel spreadsheet for data entry to produce automated graphs and charts (Table 4).

Using the Long Term Success Tool in Your Setting

The Long Term Success tool has been designed on the CLAHRC NWL WISH system. For those who do
not have access to this system, the Long Term Success Tool questionnaire form and Excel
spreadsheet can be downloaded with this paper. The tool can be used along with Table 2 which
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provides supporting questions to describe the potential items to consider within each factor. The
tool can be used by individuals and teams. Responses can be input into the Excel spreadsheet
which enables users to produce similar graphs and outputs to ones shown in this paper. The
spreadsheet enables 8 possible entry points for a team (up to 20 team members) and will
aggregate team data overtime for review and action planning. (Appendices B and C)

Conclusion

The development of the LTST has reinforced the importance of working with stakeholders to design
strategies which respond to their needs and preferences and can practicality be implemented in
real-world settings. This study provides valuable information on the process of developing a new
approach to sustainability that is both conceptually rigorous and practical for use with healthcare

improvement teams.
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Figure Legend:

Figure Page
Figure 1. Tool Development Stage and Iterations 9
Figure 2: Team level graph highlighting areas where the teamis | 18

doing well, where more work is needed and differences of
opinion
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I. Scoping Review: Themes
from literature review

-ability to get involved
-adaptability

-attitude

-better way of doing things
-change perceived delivering
value

-communication

-external political and financial
environment

-fit with organisation structure
-fit with processes
-improvement infrastructure
-job satisfaction

-leadership

-measurement

-monitoring progress

-patient, carer, community
involvement in change
-perceived benefits/credibility
of benefits

-reliance on particular

II. Group Discussions
(n=22): Consolidation
of themes

- Team involvement
(including patients and
public)

-Evidence of benefits
-Resources in place
-Skills and capabilities of
those involved

-Fit with organisational
culture and priorities

-Fit with current practices
-Progress monitored for
feedback and learning
-Commitment to improve
-Leadership

~Team functioning
-External political and
financial environment
-Culture supportive of

BMJ Open

111, Stakeholder
engagement event (n=74):
Factor resonance and
language adaptations

-Involvement (Not just about
the team, consider input
from wider stakeholders)
-Alignment with
organisational culture and
priorities

-Robust and adaptable
processes (the change may
not fit’ so needs to be
adaptable and robust)
-Commitment to the
improvement

-Alignment with external
political and financial
environment

Other learning:

-Need for shared aim to be

understand of what factors

individuals Improvement

-resources in place A? -Prompts to aid in
-rollout/sp ini /

institutionalisation CLAHRC NWL include

-staff awareness and ownership Experience

-staff involvement in the
change

-staff skills and capabilities
-team functioning
-timing/scale of change

-Need to include patient
and public involvement

-Mechanism to prompt action
for identified areas of risk
(Comments and actions
section)

Design and value

-Short and concise
imple language
-Visual output
~Easy to interpret
-Use of first person
statements
preferred to
evidence
statements.

V Small Scale
Trialling
(n=11): Testing
practical
application
-Remove Jargon
-Shorten
Prompts and
make
statements
more concise

VI. Piloting (n=106):

Usability,
practicality and
timeframe

-split involvement
into ‘your
involvement and
other involvement’
-Add ‘don’t know’ in
scale

Fig 1

261x144mm (300 x 300 DPI)
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Appendix A

Goodman 1993 Level of
institutionalization
(LOIN) scales
Kotter 1995 Anchoring Change
Dale et al. 1997 TheTQM
sustainability audit
tool (TQMSAT)
Shediac- 1998 Conceptual
Rizkallah& framework for
Bone planning for
sustainability of
community based
health programs
Glasgow et al. 1999 RE-AIM

Research instrument and
diagnostic tool

Raise awareness of the
common errors made during
change initiatives. 8 steps to
transforming your
organisation.

Looks for a specific

set of predetermined
negative factors; that have
been identified as
detrimental to sustaining
TaM

An organizing framework for
conceptualizing and
measuring sustainability and
tentative guidelines to
facilitate sustainability in
community programs.

RE-AIM provides a
framework for determining
what programs

are worth sustained
investment and for
identifying

those that work in real-world
environments.

BMJ Open

Scale

Model

Tool

Conceptual
Framework

Framework

LT¥¥T0-9T0Z-uadolw

Sustainability Constructs Iden

8 factor model- 15 three part items. Proction routine,
Production niche saturation, Maintenane& routine, Maintenance
niche saturation, supportive routine, Sugbortive niche saturation,
Managerial routine, Managerial niche saf@ration

Establishing a sense of urgency, Formaticﬁ of a powerful guiding
coalition, Creating a vision, Communicatiﬁg the vision,
Empowering others to act on the vision, ganning for and creating
short term wins, Consolidating improven%nts and producing more
change, Institutionalising new approach%

Internal/external environment, Managerrcﬁént Style, Policies,
Organisation structure, Process of changé‘.; 23 sub themes
including: communication, human resou@e, improvement
infrastructure, education and training

dalig//:dny

(1) Project design and implementation faotors Project negotiation
process. Project effectiveness. Project dtgatlon Project financing
Project type, Training

(2) Factors within the organizational setH:hg Institutional strength
Integration with existing programs/servncas

Program champion/leadership =

(3) Factors in the broader community engronment:
Socioeconomic and political con5|derat|o§s

Community participation. =

Reach- patient and staff participation, Efﬁacy— positive and
negative effects of interventions, Adopti&’n—proportion and
representation of settings, Implementatig)n-extent to which
intervention is delivered as intended and@aintenance-
institutionalisation, routine, culture and frms.

1ybuAdoo Ag paroslold 1se
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Likert scale

none

Rate each of

the issues on

ascale of 1 to
6

none

0to 1 (or 0%
to 100%)
scale.
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Sirkin 2005

[T g
WN RO

(I
~No oA

Edwards 2007

NNNNDN PR P
A WNRFEPOWOO®

Gruen 2008

NN N
~N o Ol

Feldstein & 2008
Glasgow

WWWWWNN
A WNRFELOWOO®

Bowman 2008

ADABADIMDMDEDIMDOWOWWWW
~NO OO WNREPOOOWLWNOO U

A sustainability
Planning Model

DICE tool

Catholic Healthcare
partners HF-GAP
Sustainability
Assessment (AHRQ)

Health-programme
sustainability

A practical robust
implementation
and sustainability
model (PRISM)

QUERI
Implementation
Model

The model

assumes a five-step process
(i.e. assessment,
development,
implementation, evaluation,
and
reassessment/modification)
and addresses factors
known to inhibit efforts to
sustain an innovation.
Allows executives to rate
transformation initiatives
effectively. Enables
organizations to track the
progress of projects.

The checklist is designed to
trigger planning for
sustainability

early in a project’s design.

Comprehensive sustainability
planning.

a tool to enhance
implementation and
sustainability. Useful in
conceptualizing,
implementing,

and evaluating health care
improvement programs
Propose a number of
recommendations
regarding the design of a
sustainability analysis

BMJ Open

Model

tool

framework
and checklist

A
comprehensiv
e approach
Model

Framework
and model

¥T0-9T0Z-uadolw

D
Sustainability Capacity, Administrative stkgctures and linkages,

Champion roles and leadership actions,

resources, policies and

procedures, Expertise, Sustainable innovgagion attributes,
Alignment, positive relationships, mplenaﬁntatlon quality and

effectiveness, sustainable actions

Duration, Integrity of performance, Seni

'/T0z Jaquialds

dgmanagement

commitment, Local-level commitment, egort

] papeo

Five components for developing sustainagility: identity goals,

infrastructure, incentives,
incremental opportunities for participat

o
Context and resource availability, encompassing health concerns,

interventions, and drivers, emphasising
between components

=
igh, and integration

uadofwgy,

cgnamic interactions

ju

Program, external environment, Implem@tation and

Sustainability Infrastructure, Recipients with 39 sub-elements to
©

assess

1) intervention fit, 2) intervention fidelit
and
4) level of the intervention target

3) intervention dose,

wBuAdoo Aq parosloid 1senbBAq 720z ‘0T |1
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Likert scale (1-
4) Low scores
being better.

Rate your
organisation: -
1: Problem, O:
Neither
positive or
negative, 1:
Strength

none

none

none
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Appendix A

Johnson et al

Damschroder

Maher

Douglas

Kaplan

2009

2009

2010

2012

2012

A sustainability
toolkit for
prevention using
getting to outcomes

Consolidated
Framework For
Implementation
Research

NHS sustainability
Model

The Program
Sustainability
Assessment Tool

The Model for
Understanding
Success in
Quality (MUSIQ)

The purpose of this toolkit is
to give you a straightforward
process to organize,
implement, and evaluate an
effective plan for sustaining
prevention infrastructure and
interventions. Based on
Johnson's Sustainability
model above

Used to guide formative
evaluations and build the
implementation knowledge
base across multiple studies
and settings

To predict the likelihood of
sustainability and guide
teams to things they could do
to increase the chances that
the change for improvement
will be sustained

To assess and plan for
sustainability risks and
Develop an Action Plan with
specific action steps

A lens to examine the role of
context in Ql

and how context influences
Ql success

BMJ Open

Toolkit

Framework

Model

Tool

Model

Capacity, Infrastructure, Intervention, Rdg]tinization, Benefits to

diverse populations

. . ~ .
8 constructs related to the intervention (e.g., evidence strength
and quality), 4 constructs to outer setting(e.g., patient needs and
resources), 12 constructs to inner settin
engagement), 5 constructs related to indfidual characteristics,
o
and 8 constructs related to process (e.g.,glan, evaluate, and

reflect)

10 factors: Staff involvement and traininé Staff attitudes towards
sustaining the change, Senior leadership Engagement, Clinical
leadership, Fit with the organisation's st@tegic aims and culture,
Infrastructure for sustainability, Benefits®eyond helping patient,
Credibility of the benefits, Adaptability
Effectiveness of the system to monitor pgggress

Political support, funding stability, partn@ships organisational
capacity, program evaluation, program a&aptation,

communications, strategic planning

=3
Factors effecting context: External Enviro_Jcsment, Organisation, Ql
support and Capacity, Microsystem, Ql Team, Miscellaneous

2

e.g., culture, leadership

¥¥T0-9T0Z-uadolw

T0Z 1aquiardas 7z uo

=3

improved process,

0 /W09
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None

Weighted
scoring
system- Max
30 points

7 point Likert
scale (To little
or no extent-
To a very
great extent)
none
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Long Term Success Tool

This tool aims to aid you in planning for long term success of your work. You will be asked to rate 12
factors that have been identified to impact long term success from current literature and evidence.

Each rating should represent an overall impression of how you believe your project is doing. Please
use the boxes to highlight any comments or actions needed to address the factors.

A. Please specify which project you are completing the form for:

B. Please rate the project in the following factors:

1. Commitment to the improvement

My team understands what the project is trying to achieve and believe this work will lead to improved
processes and outcomes.

QO Very Good O Good QO Far O Poor O VeryPoor O  No Opinion QO Don’t Know
Comments and actions:

2. Involvement
a) | have the opportunity to input into the project and | feel a sense of ownership towards the work. |
am able to express my ideas freely which are openly considered by the team.

Q Very Good O Good Q Far O Poor O VeryPoor O No Opinion QO Don’t Know
Comments and actions:

b) There is wide breadth of involvement from stakeholders including patients and members of the
public who regularly feed into the project.

O Very Good O Good O Far O Poor O VeryPoor O NoOpinion O Don’t Know
Comments and actions:

3. Skills and capabilities

Staff have the necessary skills to deliver the improvement. Training and development opportunities are
available to all staff, volunteers and other people involved.

O VeryGood O Good O Far QO Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

4. Leadership

My project has supportive and respected leaders and/or champions who advocate for the improvement,
communicate the vision, and effectively manage the process.

O VeryGood O Good O Far O Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

5. Team functioning

My project team is working well together. There are clear responsibilities for individuals and the work
is shared across the team and does not rely on particular individuals.

O VeryGood O Good O Far O Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

Please turn over
©NIHR CLAHRC

Northwest London
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Long Term Success Tool

6. Resources in place

My project has financial support that will allow the improvement to achieve long term success. We have
the necessary staff, material and equipment. | am given sufficient time to dedicate to the improvement.

QO Very Good Q Good O Far O Poor QO Very Poor O No Opinion O Don’t Know
Comments and actions:

7. Progress monitored for feedback and learning

There is a monitoring system in place that allows the team to collect, manage and regularly review
data. Feedback from the project is shared with me and other stakeholders on a regular basis.

O Very Good Q Good O Far O Poor QO Very Poor O No Opinion O Don’t Know
Comments and actions:

8. Evidence of benefits
There is evidence of benefits emerging from the project and this evidence is regularly communicated
and visible to staff and patients.

O VeryGood O Good O Far QO Poor QO VeryPoor O No Opinion O Don’t Know
Comments and actions:

9. Robust and adaptable processes

There is the opportunity to adapt the project to reflect local needs, setting and emerging evidence.
Adaptations are documented and the successes and failures of changes are reported.

O Very Good QO Good O Far O Poor QO Very Poor O NoOpinion O Don’t Know
Comments and actions:

10. Alignment with organisational culture and priorities

The improvement my project is trying to achieve is aligned with the strategic aims and priorities of the
organisation(s) we work within and our work contributes to these aims. Our work is supported by

the policies and procedures within the organisation.

O Very Good QO Good O Far O Poor QO Very Poor QO No Opinion O Don’t Know
Comments and actions:

11. Support for improvement

There are values and beliefs in my organisation(s) that emphasise the need to improve. Staff and
management are supportive of improvement initiatives and continuous improvement is a priority for the
organisation, staff and patients.

O Very Good QO Good O Far O Poor QO Very Poor QO No Opinion O Don’t Know
Comments and actions:

12. Alignment with the political and financial environment

My project exists in a supportive economic and political environment. My team is aware of external
pressures and incentives that may influence the project.

QO Very Good Q Good O Far O Poor Q Very Poor Q No Opinion O Don’t Know
Comments and actions:

Thank you for your time
©NIHR CLAHRC

Northwest London
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7 Instructions for Use o
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g This tool aims to help you ensure the improvements you are attempting to make with your project deliver lasting beBefits to patients.
o
)
10 This tool is designed to encourage reflection on 12 factors identified in the literature as important to long term succg;,ss and to identify what action your
g team can take. The tool provides a simple way to rate your impressions on these factors (e.g. to give an overall imprgssion of how your project is doing in
13 relation to each of these factors) and suggest action that is likely to increase the prospects of your work having Iastir'tc:)g benefits. Although some factors
14 may feel more relevant at different stages in the project, there is value in considering all of these factors at an early §tage.
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16 Your rating may be influenced by how you feel about a particular factor (e.g. do you personally feel committed to thqs project?) and/or your overall
17 impression of how your team views a factor (e.g. do you get the impression there is commitment across the team?) g& comment box is provided for you
18 to explain concerns you may have and to suggest actions for your team.
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20 . . . . : 2 : :
21 Your ratings, comments and suggested actions will be combined with those of other team members and an overall ggaphs representing the team’s views
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23 specific factors. E
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25 The tool will take approximately 15 minutes to complete. TS
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30 1. Every team member should use the Long Term Success Paper form to score and comment on each factor. The Lor§ Term Success Questions within the
31 framework can be used to support team members in scoring the factors.
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32 2. Team scores should be entered in the Excel spreadsheet for each time point. §
33 3. The scores are aggreagted in included in the automated table and visual charts. g
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. Progress = Alignment with Alignment with
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Commitment to o . L ) Monitored for Evidence of Organisational Support for External Political
Involvement (A)  Involvement (B)  Capabilities of Leadership Team Functioning Resources in Place X Adaptabl® " .
the Improvement . Feedback and Benefits Culture and Improvement and Financial
those involved . Processe! - .
Learning Priorities Environment
1 1 1 1 1 1 0 1 0 0 1 1 0
1 0 1 1 0 0 2 0 1 1 1 1 2
0 1 1 1 1 1 0 0 0 0 0 1 1
1 0 0 0 1 1 1 1 0 0 0 0 0
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0 0 0 0 0 0 0 1 0 2 0 0 0
0 0 0 0 0 0 0 0 2 0 1 0 0
0 0 0 0 0 0 0 1 2 2 1 0 0
3 3 3 3 3 3 3 3 3 3 3 3 3
very good very good very good very good very good good very good good good very good very good good
very poor fair fair poor poor poor poor good good good fair fair
fair good good fair fair good G/F good good VG/G good good

1ybLAdoo Ag paroalold 1sanb Ag 2oz ‘0T |udy uo jwod fwg uadolwqy/:diuy woly papeojymodq ‘2 T0Z 18quaidas yz-u

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml


http://bmjopen.bmj.com/

Page 37 of 41

BMJ Open

©CoO~NOUITA,WNPE

Percentage of rated items

M very good

Commitment to the Improvement
Involvement (A)
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Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist

No Item Guide questions/description

Personal Characteristics

1. Interviewer/facilitator: Which author/s conducted the
interview or focus group?

2. Credentials: What were the researcher’s credentials?
E.g. PhD, MD

3. Occupation: What was their occupation at the time of
the study?

4. Gender: Was the researcher male or female?

5. Experience and training: What experience or training did
the researcher have?

Relationship with participants
6. Relationship established: Was a relationship established
prior to study commencement?

7. Participant knowledge of the interviewer: What did the
participants know about the researcher? e.g. personal
goals, reasons for doing the

research

8. Interviewer characteristics: What characteristics were
reported about the interviewer/facilitator? e.g. Bias,
assumptions, reasons and interests in the research topic

Domain 2: study design

Theoretical framework

9. Methodological orientation and Theory: What
methodological orientation was stated to underpin the
study? e.g. grounded theory, discourse analysis,
ethnography, phenomenology, content analysis
Participant selection

Response

Pg. 8

RN, MSc PH, PhD Student. Not
reported in paper.

Research Assistant, Not
reported in paper.

Female. Not reported in
paper.

4 years research experience,
conducting qualitative
research. Not reported in
paper.

The researchers were known
to and had prior relationships
with the participants in the
CLAHRC NWL discussion
groups. The researcher
conducting the interviews had
no prior relationship with any
of the interviewees besides 2
Ql facilitators who worked
with teams but were
employed within CLAHRC
NWL. Page 20

Various knowledge based on
previous professional
encounters. No personal
knowledge. Not reported in
paper.

PhD student interested in
sustainability of
improvements. Previous
experience of working in
healthcare as a registered
nursing. Not reported in

paper.

This study was underpinned
with thematic content
analysis. Pg 8
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10. Sampling: How were participants selected? e.g.
purposive, convenience, consecutive, snowball

11. Method of approach How were participants
approached? e.g. face-to-face, telephone, mail, email

12. Sample size: How many participants were in the study?

13. Non-participation How many people refused to
participate or dropped out? Reasons?

Setting

14. Setting of data collection Where was the data
collected? e.g. home, clinic, workplace

15. Presence of non-participants Was anyone else present
besides the participants and researchers?

16. Description of sample What are the important
characteristics of the sample? e.g. demographic data, date

Data collection

17. Interview guide Were questions, prompts, guides
provided by the authors? Was it pilot tested?

18. Repeat interviews Were repeat interviews carried out?
If yes, how many?

19. Audio/visual recording Did the research use audio or
visual recording to collect the data?

20. Field notes Were field notes made during and/or after
the interview or focus group?

21. Duration What was the duration of the interviews or
focus group?

22. Data saturation Was data saturation discussed?

Page 40 of 41

Purposive Pg 8
Face-to-face Pg. 8

Pg.9

CLAHRC NWL Group
Discussions: (n=22) Pg.
Stakeholder engagement
event (74)

Interviews (n=12)

Small scale trialling (n=11)
Piloting (n=106)

For interviews, No
participants refused. One
participant accepted but was
unable to meet with in the
interview timeline so was
replaced with a colleague. Not
reported in paper.

For the other group stages
(discussion event, testing and
piloting) participation was
voluntary so no formal
refusals were noted.

Workplace or public space for
engagement event and
piloting. Pg. 8

No. Not reported in paper.

CLAHRC NWL team
improvement team members
and CLAHRC NWL Staff
members Pg. 6

Yes. Pg 8.

none

Audio recorded p.8

Yes. Pg. 7-9.

30 -60 minutes Not reported
in paper.

Saturation was not the goal of
the interviews. Not reported
in paper.
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23. Transcripts returned Were transcripts returned to
participants for comment and/or correction?

Domain 3: analysis and findings

Data analysis

24. Number of data coders How many data coders coded
the data?

25. Description of the coding tree Did authors provide a
description of the coding tree?

26. Derivation of themes Were themes identified in
advance or derived from the data?

27. Software What software, if applicable, was used to
manage the data?

28. Participant checking: Did participants provide feedback
on the findings?

Reporting

29. Quotations presented Were participant quotations
presented to illustrate the themes / findings? Was each
quotation identified? e.g. participant number

30. Data and findings consistent: Was there consistency
between the data presented and the findings?

31. Clarity of major themes Were major themes clearly
presented in the findings?

32. Clarity of minor themes Is there a description of diverse
cases or discussion of minor themes?

No.

1 coder. Main themes and
coding labels discussed with
co-authors and amended as
needed. Not reported in paper
Not reported in paper.

Deductively derived from the
data with content analysis
with a predefined coding
structure to respond to
interview questions. Pg. 8

Nvivo software was used pg. 8.

Participants were able to
comment on the findings
when given the chance to test
and pilot the tool. Pg. 11-12.

Yes pg. 10.

Yes pg. 9-12.

Yes pg. 10

Not reported in paper
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Abstract

Objectives: Although improvement initiatives show benefits to patient care, they often fail to
sustain. Models and frameworks exist to address this challenge, but issues with design, clarity and
usability have been barriers to use in healthcare settings. This work aimed to collaborate with
stakeholders to develop a sustainability tool relevant to people in healthcare settings, and practical

for use in improvement initiatives.

Design: Tool development was conducted in 6 stages. A scoping literature review, group discussions,
and a stakeholder engagement event explored literature findings and their resonance with
stakeholders in this healthcare settings. Interviews, small scale trialling and piloting explored the

design and tested the practicality of the tool in improvement initiatives.

Setting: National Institute for Health Research Collaboration for Leadership in Applied Health
Research and Care for Northwest London (CLAHRC NWL).

Participants: CLAHRC NWL improvement initiative teams and staff.

Results: The iterative design process and engagement of stakeholders informed the articulation of
the sustainability factors identified from the literature and guided tool design for practical
application. Key iterations of factors and tool design are discussed. From the development process,
The Long Term Success Tool has been designed. The Tool supports those implementing
improvements to reflect on 12 sustainability factors to identify risks to increase chances of
sustainability overtime. The Tool is designed to provide a platform for improvement teams to share
their own views on sustainability as well as learn about the different views held within their team to

prompt discussion and actions.

Conclusion: The development of the LTST has reinforced the importance of working with
stakeholders to design strategies which respond to their needs and preferences and can practicality
be implemented in real-world settings. Further research is required to study the use and

effectiveness of the tool in practice and assess engagement with the method over time.
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Article summary

Strengths and limitations of this study

Feedback received from potential users of the Long Term Success tool throughout its
development allowed us to design an approach that has responded to user preferences and
addressed issues with language, length, and practicality.

The Long Term Success Tool builds on established literature and aligns well with other
sustainability models but is distinguished from other approaches by its practical design and
ability to draw on team suggestions for action planning.

A systematic review of the literature may have strengthened our approach and uncovered
further articles but due to the practical time constraints of our programme this was not
possible.

A limitation of this work is the potential for responder bias throughout development stages.
Prior relationships between researchers and participants was identified as a possible source
of bias, as participants may have responded in ways that were seen as more desirable to the

researchers.
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Introduction and Objectives

Significant financial and human resources are invested in initiatives to improve the quality of
healthcare and deliver better patient outcomes. While many initiatives show patient benefits or
improvements in care processes or clinical outcomes initially (e.g. in the period when resource is
available to introduce new practice), these often fail to sustain in the longer term.[1-5] As a result
there is growing research interest in this area, with studies showing wide variation in the
sustainability of initiatives. Self-reporting measures have reported that up to 60% of programs
sustain (at least in part), while studies using more objective measures of sustainability (such as

independent observation) report lower rates of sustainability from 6.7% - 45%.[3,6]

This area of research is further complicated by several definitions of sustainability in the literature
and little consensus on what constitutes ‘achieving sustainability’.[1,7] Despite these issues, three
domains of sustainability have been consistently used within the literature; continuation of initiative
activities (maintenance of the intervention or practices that were introduced), continuation of the
health benefits which resulted from the initiative (health outcomes remain stable or get better) and
capacity built in the workforce (the skills gained by being involved in the initiative that can support
on-going high quality care or the attainment of skills which enable the workforce to continually
improve).[1] Given the complexity and dynamic nature of health care and health care delivery, we
believe that all three domains are necessary to define and assess sustainability. For these reasons we
have chosen to define sustainability as: a dynamic process where staff and others involved have the
capacity and capability to monitor and modify activities and interventions in relation to the health
benefits they wish to achieve and in response to threats and opportunities that emerge over time.
As sustainability is being seen as a process and not an end point, this definition does not include a
specific timeframe for sustainability. Timeframes should be defined by initiative teams and
stakeholders and be based on the goals of the improvement initiative with respect to the

intervention, desired outcomes, disease area and setting.

Navigating the relationship between achieving initial ‘successful’ implementation and achieving long
term sustainability is a challenge.[1,8-10] It has been noted that over 60% of implementation
frameworks include sustainability stages.[11] Factors contributing to sustainability of improvement
initiatives often relate to how the improvement initiative is planned and conducted from the outset,
suggesting an interdependent relationship between factors that influence initial success and those
that influence long term success.[1,8,9] Although the evidence shows an overlap in factors
influencing both implementation success and sustainability, there is lack of clarity on what

conditions may result in initial success but may or may not result in the sustainability of

4
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improvements. For example, an initiative may achieve initial success by providing extra resource or
putting pressure on the workforce, but once the resource or pressure are removed the benefits

achieved are not sustained.

Addressing Sustainability in Practice:

In the current healthcare climate of increasing demands and competing priorities for resources,
healthcare planners and stakeholders are increasingly concerned with the long term impact of their
investments.[3,10] This has highlighted a need to understand how sustainability of improvement

initiatives can be influenced and how specific approaches may help support sustainability.[3,10]

Defined procedures for addressing sustainability in improvement initiatives do not exist but many
have suggested that sustainability indicators or factors can be used to monitor and influence
sustainability over-time.[1,4,12-14] Multiple strategies and approaches such as models and
frameworks have been created to highlight such factors but issues with tool design and content have
been identified as barriers to their use in healthcare settings.[10,15-18] Specifically, poorly designed
constructs, inadequate coverage of items, and lack of clear definitions have impacted application
and outcomes in past use.[15-18] Using methods well in practice is a recognised challenge for
improvement teams, highlighting the need for all methods to be designed to be practical for use in

real-world healthcare settings.[19-22]

The application of one sustainability method, the NHS Institute for Innovation and Improvement
Sustainability Model (SM), has been previously described.[8,23] The SM is a self-assessment tool
that details key factors that increase the likelihood of sustainability and continuous
improvement.[24] The model is used to raise awareness of 10 factors for sustainability, and prompt
teams to consider actions to increase the likelihood of sustainability.[24] Application of this model
demonstrated that while the SM raised awareness of determinants of sustainability and was
perceived as valuable, teams found it difficult to understand and to apply the model routinely.[8,23]
In particular, concerns were raised about the clarity the language used within the model, the user-
friendliness of design, the length of time taken to complete the questions and suitability for

continuous use in healthcare settings.[8]

The purpose of this study was to collaborate with stakeholders to develop a sustainability tool

relevant to people in healthcare settings, and practical for use in improvement initiatives. In order to

inform the tool development we explored the following research questions:

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq paloalold 1senb Ag 20z ‘0T Mdy uo /wod"fwg uadolwg//:dny woij papeojumoq *LT0Z Jaquiaidas z uo /Ty T0-9T02Z-uadolwag/9eTT 0T St paysiignd 1suy :uado CINg


http://bmjopen.bmj.com/

©CoO~NOUITA,WNPE

BMJ Open

1. How do sustainability factors identified in the literature resonate with the experience of
those in improvement projects in healthcare?
2. What features or characteristics make a sustainability tool valuable, practical and useful in

real world healthcare practice?

Design

Setting: Research was conducted within the National Institute for Health Research (NIHR)
Collaboration for Leadership in Applied Health Research and Care for Northwest London (CLAHRC
NWL).[25] CLAHRC NWL improvement projects cover a range of health problems and disease areas
that include primary care, secondary care, and community settings that are delivered over 18-24
months with the aim of sustaining improvements beyond this period. To support multidisciplinary
teams to implement changes CLAHRC NWL systematically applies Quality Improvement (Ql) methods
such as the Model for Improvement and Action Effect Method.[19,23] The approach previously
included use of the SM (2008-2013) but following internal evaluation and published research, it was
acknowledged that a new more user-friendly method for sustainability was required to meet the

needs of improvement teams.[8,23]

Participant Information: Participants in this study included members of CLAHRC NWL improvement
initiative teams and staff. These members come from various backgrounds: multi-disciplinary
healthcare practitioners (doctors, nurses, allied healthcare professionals), patients, carers,
healthcare managers, directors, analysts and researchers (many participants hold overlapping roles
ie. nurse who is also a project manager). Other participants were also included at the engagement
event and piloting. Although the majority of attendance is from improvement teams, these event
were are open to the public so additional participants included students, fellows, community
members and industry partners. Specific participation from these groups in is outlined within each

development stage and summarised in the results.

Methods: Tool development was conducted in 6 stages. The first 3 stages: scoping review, group
discussions, and the stakeholder engagement event focussed on reviewing the literature findings
and their resonance with stakeholders in this setting. The last 3 stages: interviews, small scale
trialling and piloting contributed to designing and testing usability of the tool. The researchers within
this study had participant observer roles.[26] They provided teaching, facilitation, and explanation

throughout the development stages.
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Scoping Literature Review: A scoping literature review was undertaken to examine the
extent, range and nature of research activity related to sustainability approaches.[27] The
research question guiding this review was: ‘what approaches have been proposed to assess
sustainability in healthcare and what sustainability factors are examined in each method’?
Identifying relevant studies: A number of reviews had previously been published to identify
factors for sustainability.[3,6,28] These reviews were used as a starting point to identify
relevant authors and publications including snowballing of relevant journal articles,
reference lists and the PubMed options of ‘similar article’ and ‘cited by-’ articles. Selecting
studies: We sought approaches (published models, tools, strategies, and frameworks) that
identified sustainability factors and themes. Papers that introduced or described a
sustainability approach were included. Papers only defining or constructing concepts of
sustainability outside of a structured approach were excluded. Commentary, posters,
protocols, conference proceedings, editorials and perspectives were excluded. Charting the
data: A data extraction form was developed for identified articles. Data extraction included:
approach name, approach purpose, year published, type (model, scale, tool, checklist,
framework), sustainability themes identified, and scoring mechanism. One author (LL)
screened the retrieved papers for inclusion and extracted the data from the articles. Data
extraction was independently checked against the full-text articles by a second author (CD).
Any discrepancies were discussed between authors and were resolved by consensus.
Inclusion and exclusion criteria were refined to reflect these discussions Agreement was
reached for accuracy of all studies. Summarizing the results: All sustainability constructs
(factors, questions, criteria etc.) identified in the approaches were extracted for thematic
analysis. Aggregate themes were developed by combining similar or overlapping concepts
and removing duplicate or redundant labels. Overarching sustainability themes were

created using a mapping software.[29]

Group discussions: Three facilitated group discussions were held with CLAHRC NWL team
members to understand the perceived relevance of the literature review results against
CLAHRC NWL team expertise and experience. Discussions were held during a weekly
CLAHRC NWL meeting between core staff. The themes from the scoping review were
provided on paper hand-outs to the attendees and an open discussion took place to
determine the resonance, and clarity of the themes presented. Observation notes were

taken during group discussions. Notes were transcribed and findings were discussed
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amongst the research team to inform iterations of language and representation of themes

which were iteratively adapted and presented at consecutive discussions.

Stakeholder engagement event: Consolidated sustainability themes were presented to
stakeholders at a CLAHRC NWL Collaborative Learning event in April 2014 to check the
relevance and language against stakeholder views. In facilitated group discussions,
participants provided their views on the resonance of these themes as well as identified any
missing themes not seen in the literature. Designated note takers captured key learning and
suggestions from the discussions. Field notes were collected and transcribed by one
researcher. Findings were summarised and fed back to the research team to inform next

steps and tool iteration.

Interviews: Interviews aimed to collect in-depth information on value and practicality of
tool design. A purposive sampling strategy was used to recruit interviewees. Participants
were selected based on their role within diverse CLAHRC NWL improvement projects, their
level of knowledge of their project, and their experience with the SM (we sought both those
with and without experience in using the SM to ensure we had a balanced sample of those
with prior opinions of the SM). This approach aimed to maximize the diversity of
perspectives gained from the interviews.[30] All interviews were carried out face-to-face in
a workplace setting by one author (LL). A semi-structured interview guide was used for all
interviews. The interview guide used open ended questions on tool value and features that
would be most or least desirable to identify interviewee priorities. Interview questions
explored the design of questions and statements used to draw attention to factors for
sustainability as well as views on collating and presenting data to facilitate discussion and
action. No specific questions on the sustainability themes were asked as the themes and
factors had undergone two iterations with participant comments so further in-depth study
was deemed unnecessary. The final interview question showed participants an early mock-
up of the tool design on which they commented freely. Interviews were audio recorded and
uploaded onto qualitative software Nvivo (version 9). Audio recordings were coded directly
on Nvivo using thematic content analysis.[31] A preliminary coding structure was developed
using the interview questions as coding nodes, with themes inductively derived to
summarise responses and record patterns in the data. The coding structure was iteratively
developed, integrated and refined as further interviews were added to the dataset.[32]
Results have been summarized using descriptive summaries and example quotes with

explicit links to source text.
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Small scale trialling: A group of individuals involved leading QI projects as part of a CLAHRC
NWL fellowship programme were asked to trial a draft version of the tool. Trialling with this
group aimed to understand the practical application of the tool including the approximate
amount of time to complete by a wide range of people with diverse experience and
expertise in improvement initiatives. Each participant filled out the tool for their own Ql
project. After completion, the group discussed the experience and posed questions on use.
Critical feedback and suggestions for tool development were recorded as observation notes

and summarised by the research team to inform tool iterations and piloting.

Piloting: The resulting tool was piloted in July 2014. Piloting aimed to provide an
opportunity for further comments and suggestions on practicality of the tool in healthcare
settings, and to measure if the tool could be completed within an acceptable timeframe. A
brief presentation given to participants to outline tool design and instructions for use.
Participants were asked to fill out the tool for their individual Ql projects. Individuals
without a formal project were asked to fill out the tool with a hypothetical project in mind.
Participants were given 15 minutes to complete the tool and a 20 minute facilitated group
discussion followed. Designated note takers recorded key observations and feedback to

inform tool iteration.

Each development stage allowed for iterative adaptation and refinement of concepts, content, and

design of the tool. Key iterations from each stage are summarized in Figure 1. The number and

roles of participants is outlined in Table 1. The following section discusses results from each

development stage and concludes with an introduction to the resultant tool.

Number of Participants by Role

Development Multi- Healthcare Patient Researcher Student/ Data Other Total
stage disciplinary  or Project or or Fellow Analyst
Healthcare Manager Carer academic

Practitioner

l. Scoping - - - - - - - 0

Review
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Il. Group 5 9 0 3 - 3 2 22
Discussions
1. 22 12 10 8 7 1 7 74
Stakeholder
Engagement
Event
IV. Interviews 6 3 1 - - - 2 12
V.Small Scale 6 1 3 1 11 - - 11
testing
VI. Piloting 30 16 17 6 8 - 20 106

Scoping review: The scoping review identified 81 publications for potential inclusion. Titles and
abstracts were examined and 35 articles were retrieved in full text for full documentary analysis.
Of these, 19 were excluded (16=no sustainability approach identified, 3=protocol, commentary
or conference poster). In total 16 publications which identified sustainability approaches were
included in this review. The sustainability approaches consisted of 6 models, 5 frameworks, 4
tools and 1 scale. The approaches aimed to evaluate sustainability, plan for sustainability or
provided guidance to study or influence sustainability of initiatives. Thematic analysis identified
25 overarching themes impacting sustainability (Fig.1). Appendix A summarises the approaches
found and the sustainability constructs extracted. Results demonstrated reasonable consensus
in the literature on factors influencing sustainability. The review uncovered themes not explicitly
covered in the SM such as considering resources for the improvement, and the impact of the
wider environment on initiatives. No strategy explicitly included the importance of involving
patients or carers as an aspect of sustainability which was an key finding from previous CLAHRC

NWL work.[8]

Group Discussions: In total 22 individuals participated in the internal CLAHRC NWL group
discussions. Discussions lead to combining themes that had different labels but were seen as
having related or overlapping definitions. Discussions also identified where themes may be
confusing and need to be expanded to underlying concepts to be relevant to improvement
setting. For example, the literature theme of ‘staff skills and capabilities’ was expanded to
include skills and capabilities of all those involved which may include as patients, carers or other
stakeholders who participate in Ql projects. Academic jargon and terms were also removed such

as ‘routinisation’” which were seen as unhelpful or potentially confusing. These discussions

10
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resulted in changes to the language used and theme consolidation to form a list of 12 factors

impacting sustainability.(Fig 1)

Stakeholder Engagement Event: These factors were presented to stakeholders (n=74) in April
2014. The majority of the factors resonated well with stakeholders and were recognised as
relevant to healthcare settings but in some cases the factor language needed to be adapted to
align with stakeholder expertise and understanding. For example, the factor, ‘Fit with Current
Practice’ was found to be problematic for participants. Although this factor was meant to
convey the importance of interventions being aligned with current practice, many stakeholders
mentioned that often improvements must be different from the current ways of working so
trying to fit in with ‘current practices’ would not be desirable or possible. The factor was
changed to ‘Robust and Adaptable Processes’ highlighting the need for interventions with the

ability to adapt to local settings.

Stakeholders also identified missing concepts and concepts they felt were not clearly
represented in the current factors. For example, establishing a shared aim for a project was
suggested as an explicit prompt underlying the factor ‘commitment to the improvement’.
Desirable design elements were also highlighted. Participants stated that team members
entering scores should have the opportunity to comment and suggest actions to improve the
prospects for sustainability. They suggested that comments could be brought together for each
factor to provide a starting point for action planning based on team member ideas. Suggested
changes were used to adapt language and definitions as well as inform design of the scoring

mechanism of the tool.

Interviews: Interviews (n=12) allowed detailed views from diverse stakeholders to be identified.
Interviewees represented perspectives from multiple QI projects. Projects included frailty
assessment in acute care, patient experience measurement for sickle cell disease, clinical
pathway development for allergic conditions in children, medication review in the elderly,
bundle development for chronic obstructive pulmonary disease and diabetes education in

community settings.

Interviewees discussed sustainability measurement, tool value and functionality. Stakeholders
unanimously expressed a desire for a tool that is simple to use and quick to complete: "Brevity |
think is the theme. It is very hard to have yet another form to fill or another algorithm to think

about, for people who are already over worked and over stretched."(13)
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Interviewees desired a flexible tool with the option of quick review of the factors with any
guidance or supportive text being brief and concise. Participants felt that using reflective
statements to illicit an overall rating was a good way to get people thinking and provide an
engaging format for the tool: "I think overall impressions are powerful. You get a general feel
and | think that is all you can hope for because otherwise...it will not be possible to make it user

friendly" (14)

The data and outputs used to stimulate discussions needed to be simple to access, interpret, and
present back to team members: “I think most clinicians are familiar with a RAG (Red, Amber,
Green) rating system so that would be easy for people to understand quickly.” (17) From this

feedback a draft tool was developed.

Small Scale Trailing: CLAHRC NWL fellows (n=11) trialled a draft version of the tool in June 2014.
Each fellow was undertaking a Ql project across diverse topic areas and settings (for example,
service redesign, app development, patient experience measurement and staff training package
development). Trialling the tool resulted in refinement the tool’s prompt text to reduce the
overall length. Stakeholders commented that the tool was a good reminder what to consider for
sustainability but suggested changes to some of the language within the tool to remove terms
perceived as ‘jargon’. For example, in the factor ‘Resources in place’ original prompt text read: ‘/
am given sufficient headspace and time to dedicate to the improvement’, after discussion the
term ‘headspace’ was removed as it was seen as confusing to some participants. All participants
completed the tool within 15 minutes. This timeframe was discussed and seen as acceptable,
with the fellows commenting that no more than 15 minutes should be allotted for routine tool

use in practice.

Piloting: Piloting tool place with 106 participants (83 of which returned a completed tool to the
research team). Fifty-two participants indicated that were involved in active Ql projects. This
included 9 CLAHRC NWL QI projects across diverse topics (such as sickle cell disease, allergic
conditions in children, polypharmacy in the elderly, chronic obstructive pulmonary disease and
congestive heart failure) as well as 19 projects outside of the CLAHRC NWL programme. Piloting
with stakeholders demonstrated that majority of participants completed the tool in the
projected 10-15 minute time period. Stakeholders engaged well with the prompts within the
tool, commenting that they provided a simple format to begin consideration on how each factor

may impact their initiatives. Participants commented that the tool was easy to use and that the
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statements and questions enabled good discussion and ‘promoted deeper thinking’ allowing

them to think about things they had not previously considered.

Regular scoring and review of factors was discussed and participants agreed in the necessity of
consistently reviewing the changes to sustainability throughout their initiatives. Use every three
months was recommended by stakeholders, as they felt this timeframe would be feasible given
the ease and design of the tool and the potential for changes and turnover of staff in settings.
Participants suggested the addition of a ‘don’t know’ and ‘no opinion’ option to the tool as they
did not want to make a forced choice and rate a factor that they did not have enough
information to make an accurate rating. During piloting stakeholders questioned the
appropriateness of the term ‘sustainability’. Many stakeholders felt that ‘sustainability’ did not
accurately capture the need for potential adaptation of initiatives or the desire to continually
improve practice. Stakeholders wanted a term that would include both sustained improvements
as well as the long term commitment to improvement. These discussions resulted in the term
‘long term success’ being used in place of sustainability to represent the aim that stakeholders
desired. Feedback was used to iteratively develop the tool, which was then rolled out for wider
use by CLAHRC NWL teams in January 2015. The final design of the tool and description for use is

discussed below.

The Long Term Success Tool

Purpose: The Long Term Success Tool (LTST) aims to support those implementing improvements
reflect on 12 key factors to identify risks and prompt actions to increase chances of sustainability
over time.

The Factors: The factors included in the tool are: Commitment to the improvement, Involvement,
Skills and capabilities, Leadership, Team functioning, Resources in place, Evidence of benefits,
Progress monitored for feedback and learning, Robust and adaptable processes, Alignment with
organisational culture and priorities, Support for improvement, and Alignment with external political
and financial environment. The factors and their effects have been well documented in the
literature[1,3,6,33] The presentation and language used to articulate the factors has been carefully
developed and adapted with stakeholders to improve ease of understanding, and user-friendliness.
The 12 factors have been organised within 3 emergent areas; People, Practice and Setting. Table 2
describes the factors and provides the statements for rating and supporting questions included

within the tool.
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Factor

People

1. Commitment
to the
Improvement

2. Involvement

3. Skills and
capabilities

Purpose

To reflect on both own
personal commitment to
the initiative and
impression of
commitment across the
team as a whole to the
initiative

Reflect upon who has
been involved and who
may need to be engaged
further for the initiative
to achieve long term
success. Asks about
personal involvement and
contribution and explores
the involvement of
patients, carers and
members of the public
who are impacted by the
changes being made
Explores whether the
staff and other people
delivering the change
have the skills to do so
successfully and whether
training of new members
of the team has been
planned for

Statement

My team understands what the
project is trying to achieve and
believe this work will lead to
improved processes and
outcomes.

a) | have the opportunity to
input into the project and | feel
a sense of ownership towards
the work. | am able

to express my ideas freely
which are openly considered by
the team.

b) There is wide breadth of
involvement from stakeholders
including patients

and members of the public who
regularly feed into the project.
Staff have the necessary skills
to deliver the improvement.
Training and development
opportunities are available to
all staff, volunteers and other
people involved.

BMJ Open

Addition questions to support reflection

Do you feel committed to the project? Do you understand what the project is trying to achieve?

Do you believe that this work will improve processes and outcomes? Do you believe there is reliable
evidence (e.g. from literature, guidelines etc.) that the project will produce the desired benefits? Do you
think there is commitment across the team as a whole?

Has a shared aim been established for your project?

If you think commitment is lacking, what do you think is the reason for this? What do you think should be
done to address this?

a) Do you personally feel involved in the project? Are you given the opportunity to express your ideas
and recommend changes to the project when necessary?

b) Do you think the project has involved the right people? Does your project involve patients affected by
the improvement? Is there involvement from staff who will be delivering the improvement as part of
their day-to day practice? Are the views of these groups taken on board?

Does the project have a good spread of views, skills and expertise? Are people with knowledge of mental
as well as physical health involved? Do you believe involvement can be improved? Are there groups of
people you still need to involve?

Do you feel able to fulfil your role within the project? Do you require further training or education? Do
staff who will be delivering the improvement (e.g. frontline or support staff) have the skills to do so
consistently and effectively?

Are new staff informed about the project and their role in it?

Do you think there are training needs associated with the improvement that should be addressed? What
should be done to address to these needs?

Page 14 of 41
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4. Leadership

5. Team
functioning:

Practice

6. Resources in
place

7. Progress
monitored for
feedback and
learning

Asks if there is strong
leadership in place and if
the leaders are
approachable, available
and able to garner
support for the initiative

Explores the
accountability and
responsibilities for the
workload involved in the
initiative and ask if the
team is working well
together

Explores if the necessary
resources such as staff
time, equipment and
facilities have been
dedicated to the initiative

Encourages teams to
consider what systems
are in place to monitor
the initiative overtime
and how this information
will be used to inform
staff of further changes
needed

My project has supportive and
respected leaders and/or
champions who advocate for
the improvement, communicate
the vision, and effectively
manage the process.

My project team is working well
together. There are clear
responsibilities for individuals
and the work is shared across
the team and does not rely on
particular individuals.

My project has financial
support that will allow the
improvement to achieve long
term success. We have the
necessary staff, material and
equipment and | am given
sufficient time to dedicate to
the improvement.

There is a monitoring system in
place that allows the team to
collect, manage and regularly
review data. Feedback from
the project is shared with me
and other stakeholders on a
regular basis.

BMJ Open

Do you believe your project has strong leadership?

Are your project leaders actively involved in the project?

Are they able to garner support and enthusiasm for the work?

Are they available and approachable to members of the team if necessary?
Do the project leads effectively communicate the need for the change?
How do you think leadership could be strengthened?

How well do you feel your project team is working together? Does the project team meet and
communicate on a regular basis?

Have clear roles and responsibilities for project team members been established?
In your opinion, are team members fulfilling these roles and responsibilities?

Are skills and expertise of team members considered and put to use? What do you think can be done to
improve team functioning?

In your opinion, have enough resources been dedicated to support the project?

Do you believe the financial support provided will allow the improvement the project is trying to achieve
to become part of normal working practice in the long term?

Does the project have enough staff to achieve the project aims? Do staff have enough time to spend on
the improvement?

Are the materials needed (e.g. physical facilities, sites, equipment etc.) available to staff when they need
them?

Are resources needed discussed by the team on a regular basis?
What resources do you think are lacking?

Have measures to enable continuous monitoring for your project been defined by the team?

Do you think these measures are able to assess the impact of the improvement? Can you suggest any
changes to improve this?

Are these measures regularly assessed? Is this information used to make changes and improve project
progress?

If the measures show lack of progress are the causes for this investigated?

Are project members and staff regularly informed about what is working well and what could be better?
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8. Evidence of
benefits

9. Robust and
adaptable
processes

Setting

10. Alignment
with
organisational
culture and
priorities

11. Support for
Improvement

Asks if and how the
benefits of the initiative
are communicated to
both staff and patients
overtime

Reflects upon the need
for initiatives to be
adapted to local
processes and emerging
needs. It also asks about
the process for recording
successes and failures of
changes made

Encourages teams to
consider the need to align
improvement initiatives
to organisational
strategies to gain
executive buy-in and
support as well as have
the initiative become part
of organisational policies
and procedures

Explores the values and
beliefs held within
organisations related to
continuous improvement
and looks at the support
given to staff and patients
to be involved

There is evidence of benefits
emerging from the project and
this evidence is regularly
communicated and visible to
staff and patients.

There is the opportunity to
adapt the project to reflect
local needs, setting and
emerging evidence.
Adaptations are documented
and the successes and failures
of changes are reported.

The improvement my project is
trying to achieve is aligned with
the strategic aims and priorities
of the organisation(s) we work
within and our work contributes
to these aims. Our work is
supported by the policies and
procedures within the
organisation.

There are values and beliefs in
my organisation(s) that
emphasise the need to improve.
Staff and management are
supportive of improvement
initiatives and continuous
improvement is a priority for
the organisation, staff and
patients.

BMJ Open Page 16 of 41

Does the evidence for your project include both the impact on physical and mental well-being of
patients? Is there evidence (process and outcome measures) that the project is producing the desired
impact on patients?

Is evidence of the projects’ impact regularly shared with staff, patients and other stakeholders?
If evidence shows lack of progress, does the team investigate reasons for this?
Is there regular review of how the project is working?

How well does the project fit within current practices?

Do staff and team members need to adapt how they implement the improvement in response to
challenges or changing care needs?

Does your team use PDSA cycles, Statistical Process Control and other quality improvement methods to
test and document the changes made to the improvement?

Is the improvement your project is trying to achieve aligned with the organisational priorities?
Has this been promoted as something to help further the organisation’s aims and priorities?

From your perspective, how well is the work of the project being integrated into the everyday operations
of the organisation?

Does the project conflict with any other changes taking place within the organisation?
What could be done to better align your improvement to these priorities?

Do you feel continuous improvement is a priority within your organisation?

Are staff and senior management receptive to improvement initiatives?

Are you supported by your leaders to participate in the improvement initiatives? Do senior leaders
actively participate in improvement projects?
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12. Alighment Looks at the need for My project exists in a Has your team considered the impact of the external environment on the project? For example are there
with external teams to be aware of the | supportive economic and economic pressures or political developments that may impact the project?
political and potential political and political environment. My team
financial financial changes that is aware of external pressures Is there political support for the implementation of your project?
environment may impact the initiative and incentives that may
0 influence the project. Does your project help address external political or economic concerns? Does it contribute to the
achievement of political objectives?

P OO~NOULAWNPE

12 Are there plans to mitigate risks due to the external environment?
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How it works:

The LTST is designed to create a platform for people to share their own views on sustainability as
well as learn about the different views held within their team and to prompt discussion on any
difference in opinion. To ensure teams are aware of how systems are evolving overtime, teams are
encouraged to use the tool approximately every 3 months to assess progress and identify emerging
risks continuously. Team members are asked to provide their overall impression of how their team is
performing in each factor. Responses are collected on a paper questionnaire form or on the CLAHRC
NWL Web Improvement System for Healthcare (WISH).[34] The full paper questionnaire can be
found in Appendix B.

For each factor, team members are provided with a statement intended to prompt reflection.
Supporting questions are available for each factor if team members would like more detail on what
to potentially consider (Table 2). Team members score each factor individually and anonymously
using a simple 5 point Likert scale (as well as no opinion and don’t know options). Team members
provide comments to suggest actions, explanations of their rating or concerns about progress

against each factor.

Team scores are then brought together to produce aggregated outputs demonstrating how the
initiative is performing against the given factors. Figure 2 shows an example a visual chart produced
highlighting risks and differences in opinions. Table 3 shows an example of aggregated comments

and actions highlighted within the tool.

Visual charts and comments are intended to facilitate discussion, bring differences of opinion or
concerns into the open, and encourage actions to increase the chances of improvements being
sustained. For CLAHRC NWL teams, time is allocated at progress meetings to review scores and plan

actions.

Figure 2: Team level graph highlighting areas where the team is doing well, where more work is needed and differences

of opinion.

Table 3: Comments and actions provided by team members during scoring which can be a starting point for discussion

Factor Comments and Actions
Commitment to the * Clear summary of project components and effects now in place from last time
Improvement * make sure all stakeholders attend meeting

* As a commissioner | didn't understand expectations and my role in the group - others
seem very committed.
* Need to look at those engaging with the project

Involvement

a) * difficulties moving forward as until all stakeholders are engaged - unable to move
forward
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* need to consider who is not involved and who would bring influence and value to the
project

b) * More patient/parent engagement at local level helpful

* more needed

* Patient and Public Involvement needs to be broadened

* No public / patient - don't feel it would be appropriate

* Patients/ Patient group and primary care practices poorly represented.

Skills and Capabilities of * of current clinical staff that I'm aware of

those involved * capacity issues potentially can limit progress

* more nurse input

* not enough nursing staff employed to deliver project currently

* needs consultant/ general practitioner and nurse shadowing and specific training
* limited number of staff needs expansion

Discussion

The aim of this work was to develop a relevant and practical tool for sustainability that meets the
needs of people in improvement initiatives. We explored how sustainability factors identified in the
literature resonated with those in improvement projects and the features or characteristics which
make a sustainability tool most valuable in real world healthcare practice. This work has shown that
the majority of factors from the literature resonated well with stakeholders and were recognised as
relevant to healthcare settings. In some cases, the literature findings needed to be adapted through
changes to the language used to align with stakeholder preferences and understanding. Engaging
stakeholder in the design process demonstrated that stakeholders valued clarity, conciseness, and
simplicity for tool design with simple data interpretation and visual graphs. Receiving ongoing
feedback during the development period from those who will use the tool has allowed us to design
an approach that has responded to user needs and has addressed issues with language, length, and

practicality along the way.

The LTST provides a mechanism for improvement teams to identify risks to sustainability and
importantly can create an environment for team members to highlight specific actions to be taken
and comment on ways to influence sustainability over time. The LTST builds on established
literature and aligns well with other sustainability models and frameworks with all LTST factors
reflected in one or more of the other approaches.[1,2,4,9,24,35—-44] LTST is distinguished from other
approaches by its practical design and ability to draw on team suggestions for action planning. Using
participant ideas as a platform for action is a unique feature of the tool that is not present in other
tools currently used in this area. Also unique to the LTST is that the allotted time for use, a identified
barrier and challenge to other method use, has been explicitly tested and informed by end-
users.[8,45] While many other methods involve either unknown or substantial time commitments,

the LTST can be completed in approximately 10-15 minutes.[42,45]
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There is also potential to supplement the use of other models or frameworks to complement the
LTST. For example, if a project receives a low rating for the factor ‘Robust and Adaptable Processes’,
The Model for Highly Adoptable Improvement toolkit may be used to aid the team in further

understanding of where the intervention can be adapted.[46]

Limitations: A limitation of this work is the use of a snowballing scoping review opposed to a
systematic review. Conducting a full systematic review may have uncovered further articles and/or
approaches but due to the practical time constraints of our programme this was not possible. The
results of our review have fed into a protocol for a full systematic review on available sustainability
approaches which is now underway.[47] The results of this review will inform future adaptation of

the LTST.

Another limitation of this work is the potential for responder bias throughout development stages.
Prior relationships between researchers and participants was identified as a possible source of bias,
namely, social desirability bias, as participants may have responded in ways that were seen as more
desirable to the researchers.[48] Another source of possible responder bias stems from the
sustainability themes and factors being presented to participants during development stages which
may have directed participant responses and reaction. Although participants were given the
opportunity to provide their views on the resonance of these themes as well as identify alternative
themes, participants may have been more likely to agree with presented findings which may have
impacted our findings. As the development of the tool was centred on user preferences, attempts
were made to communicate and reiterate there were no ‘right’ answer to questions. We also
attempted to mitigate this effect by having multiple stages for feedback, with diverse facilitators and
a wide variety of participants. We also had a researcher unknown to the majority of the interviewees

conduct the interviews.

Another possible limitation is related to the generalizability of the tool to teams with little or no QI
experience. Although the tool was developed by people with significant QI experience, the tool is
intended to be used by those with all levels of QI knowledge. The process of involving those would
use the tool in the design and piloting of the tool sought to ensure the tool could be used by all
people involved in an improvement project. Tailoring of the tool language and the instructions were
done to ensure people with little Ql experience or knowledge would be able to use the tool. Further
observation and study of the application of the tool is needed to assess if application is impacted by

this design.
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Future Research: While attempts have been made to respond to user preferences and create a
practical tool, further research is required to assess tool effectiveness and engagement over time. A
3-year programme of research with teams at CLAHRC NWL and other groups internationally is
currently underway to investigate tool impact on initiative processes and practices and examine
actions taken by improvement teams to sustain improvements across diverse settings and
environments. This longitudinal study will also investigate tool links to sustainability outcomes to
assess what impact tool use may have on sustained Ql projects. In order to facilitate and study the
use of the tool by those outside of Northwest London, the tool is freely available along with a

structured excel spreadsheet for data entry to produce automated graphs and charts (Table 4).

Using the Long Term Success Tool in Your Setting

The Long Term Success tool has been designed on the CLAHRC NWL WISH system. For those who do
not have access to this system, the Long Term Success Tool questionnaire form and Excel
spreadsheet can be downloaded with this paper. The tool can be used along with Table 2 which
provides supporting questions to describe the potential items to consider within each factor. The
tool can be used by individuals and teams. Responses can be input into the Excel spreadsheet
which enables users to produce similar graphs and outputs to ones shown in this paper. The
spreadsheet enables 8 possible entry points for a team (up to 20 team members) and will
aggregate team data overtime for review and action planning. (Appendices B and C)

Conclusion

The development of the LTST has reinforced the importance of working with stakeholders to design
strategies which respond to their needs and preferences and can practicality be implemented in
real-world settings. This study provides valuable information on the process of developing a new
approach to sustainability that is both conceptually rigorous and practical for use with healthcare

improvement teams.
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I. Scoping Review: Themes
from literature review

-ability to get involved
-adaptability

-attitude

-better way of doing things
-change perceived delivering
value

-communication

-external political and financial
environment

-fit with organisation structure
-fit with processes
-improvement infrastructure
-job satisfaction

-leadership

-measurement

-monitoring progress

-patient, carer, community
involvement in change
-perceived benefits/credibility
of benefits

-reliance on particular

II. Group Discussions
(n=22): Consolidation
of themes

- Team involvement
(including patients and
public)

-Evidence of benefits
-Resources in place
-Skills and capabilities of
those involved

-Fit with organisational
culture and priorities

-Fit with current practices
-Progress monitored for
feedback and learning
-Commitment to improve
-Leadership

~Team functioning
-External political and
financial environment
-Culture supportive of

BMJ Open

111, Stakeholder
engagement event (n=74):
Factor resonance and
language adaptations

-Involvement (Not just about
the team, consider input
from wider stakeholders)
-Alignment with
organisational culture and
priorities

-Robust and adaptable
processes (the change may
not fit’ so needs to be
adaptable and robust)
-Commitment to the
improvement

-Alignment with external
political and financial
environment

Other learning:

-Need for shared aim to be

understand of what factors

individuals Improvement

-resources in place A? -Prompts to aid in
-rollout/sp ini /

institutionalisation CLAHRC NWL include

-staff awareness and ownership Experience

-staff involvement in the
change

-staff skills and capabilities
-team functioning
-timing/scale of change

-Need to include patient
and public involvement

-Mechanism to prompt action
for identified areas of risk
(Comments and actions
section)

Design and value

-Short and concise
imple language
-Visual output
~Easy to interpret
-Use of first person
statements
preferred to
evidence
statements.

V Small Scale
Trialling
(n=11): Testing
practical
application
-Remove Jargon
-Shorten
Prompts and
make
statements
more concise

VI. Piloting (n=106):

Usability,
practicality and
timeframe

-split involvement
into ‘your
involvement and
other involvement’
-Add ‘don’t know’ in
scale

Fig 1
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Appendix A

Goodman 1993 Level of
institutionalization
(LOIN) scales
Kotter 1995 Anchoring Change
Dale et al. 1997 TheTQM

sustainability audit
tool (TQMSAT)

Shediac- 1998 Conceptual

Rizkallah& framework for

Bone planning for
sustainability of
community based
health programs

Glasgow et al. 1999 RE-AIM

Research instrument and
diagnostic tool

Raise awareness of the
common errors made during
change initiatives

Looks for a specific

set of predetermined
negative factors; that have
been identified as
detrimental to sustaining
TQoM

An organizing framework for
conceptualizing and
measuring sustainability and
tentative guidelines to
facilitate sustainability in
community programs

Provides a

framework for determining
what programs

are worth sustained
investment and for
identifying

those that work in real-world
environments

BMJ Open

Scale

Model

Tool

Conceptual
Framework

Framework
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Constructs Identified

8 factor model- 15 three part items. Prodion routine, Likert scale
Production niche saturation, Maintenance&outine, Maintenance

niche saturation, supportive routine, Supgrtive niche saturation,

Managerial routine, Managerial niche satugation

Establishing a sense of urgency, Formationyf a powerful guiding none
coalition, Creating a vision, CommunicatinEthe vision,

Empowering others to act on the vision, Pidhning for and creating

short term wins, Consolidating improvemegts and producing more

change, Institutionalising new approachesg

Rate each of
the issues on
ascale of 1 to
6

Internal/external environment, Managem&t Style, Policies,
Organisation structure, Process of change.§23 sub themes
including: communication, human resources improvement
infrastructure, education and training

//-dny wo

(1) Project design and implementation fac%rs, Project negotiation  none
process. Project effectiveness. Project durg'ion. Project financing

Project type, Training

(2) Factors within the organizational settirgg: Institutional strength
Integration with existing programs/servicg

Program champion/leadership

(3) Factors in the broader community enw%nment
Socioeconomic and political considerationS

Community participation.

ua

|udy 8o

Reach- patient and staff participation, Effigacy- positive and 0to 1 (or 0%
negative effects of interventions, Adoptior§? roportion and to 100%)
representation of settings, Implementatio%extent to which scale.
intervention is delivered as intended and Maintenance-

institutionalisation, routine, culture and ne&tms.
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Appendix A

Johnson et al

Sirkin

Edwards

Gruen

Feldstein &
Glasgow

Bowman

Johnson et al

2004

2005

2007

2008

2008

2008

2009

A sustainability
Planning Model

DICE tool

Catholic Healthcare
partners HF-GAP
Sustainability
Assessment (AHRQ)

Health-programme
sustainability

A practical robust
implementation
and sustainability
model (PRISM)
QUERI
Implementation
Model

A sustainability
toolkit for
prevention using
getting to outcomes

Addresses factors
known to inhibit efforts to
sustain an innovation

To rate and track
transformation initiative
progress

To trigger planning for
sustainability early in a
project’s design

To provide comprehensive
sustainability planning

To enhance implementation

and sustainability

Proposes a number of
recommendations
regarding the design of a
sustainability analysis

To provide a process to
organize, implement, and

evaluate an effective plan for

sustaining prevention
infrastructure and
interventions

BMJ Open

Model

Tool

Framework
and checklist

Model

Model

Framework
and model

Toolkit

¥¥T0-9T0Z-uadolw

Sustainability Capacity, Administrative structures and linkages,
Champion roles and leadership actions, resmurces, policies and
procedures, Expertise, Sustainable mnovat,@n attributes,

Alignment, positive relationships, mpleme@tatlon quality and

effectiveness, sustainable actions

Jaquwaida

Duration, Integrity of performance, Seniorgnanagement
commitment, Local-level commitment, effa't

Five components for developing sustalnabgty identity goals,

infrastructure, incentives,

incremental opportunities for partlupatlorﬁ and integration

Context and resource availability, encompEssing health concerns,

ny wouy pap

interventions, and drivers, emphasising d@’amlc interactions

between components

O

Program, external environment, Implemergation and

Sustainability Infrastructure, Recipients with 39 sub-elements to

assess

09w

1) intervention fit, 2) intervention fidelity, _3») intervention dose,

and

4) level of the intervention target

Capacity, Infrastructure, Intervention, Ro

diverse populations
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ization, Benefits to

none

Likert scale (1-
4) Low scores

being better.
Rate your

organisation: -
1: Problem, O:

Neither
positive or
negative, 1:
Strength

none

none

none

none
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Damschroder

Maher

Douglas

Kaplan

2009

2010

2012

2012

Consolidated
Framework For
Implementation
Research

NHS sustainability
Model

The Program
Sustainability
Assessment Tool

The Model for
Understanding
Success in
Quality (MUSIQ)

To guide formative
evaluations and build the
implementation knowledge
base across multiple studies
and settings

To predict the likelihood of
sustainability and guide
teams to things they could do
to increase the chances that
the change for improvement
will be sustained

To assess and plan for
sustainability risks and
develop an action plans

To examine the role of
context in Ql and how
context influences QI success

BMJ Open

Framework

Model

Tool

Model
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8 constructs related to the intervention (eE, evidence strength
and quality), 4 constructs to outer setting g.g., patient needs and
resources), 12 constructs to inner setting (&g., culture, leadership
engagement), 5 constructs related to indivigual characteristics,
and 8 constructs related to process (e.g., p@n, evaluate, and
reflect) @

10 factors: Staff involvement and training,gtaff attitudes towards
sustaining the change, Senior leadership erI> agement, Clinical
leadership, Fit with the organisation's strafggic aims and culture,
Infrastructure for sustainability, Benefits b2yond helping patient,
Credibility of the benefits, Adaptability of @proved process,
Effectiveness of the system to monitor pr(gress

Political support, funding stability, partnergﬂps organisational
capacity, program evaluation, program adgptation,
communications, strategic planning

y woly p

Factors effecting context: External Envirorghent, Organisation, Q|
support and Capacity, Microsystem, Ql Tegn, Miscellaneous
3
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Long Term Success Tool

This tool aims to aid you in planning for long term success of your work. You will be asked to rate 12
factors that have been identified to impact long term success from current literature and evidence.

Each rating should represent an overall impression of how you believe your project is doing. Please
use the boxes to highlight any comments or actions needed to address the factors.

A. Please specify which project you are completing the form for:

B. Please rate the project in the following factors:

1. Commitment to the improvement

My team understands what the project is trying to achieve and believe this work will lead to improved
processes and outcomes.

QO Very Good O Good QO Far O Poor O VeryPoor O  No Opinion QO Don’t Know
Comments and actions:

2. Involvement
a) | have the opportunity to input into the project and | feel a sense of ownership towards the work. |
am able to express my ideas freely which are openly considered by the team.

Q Very Good O Good Q Far O Poor O VeryPoor O No Opinion QO Don’t Know
Comments and actions:

b) There is wide breadth of involvement from stakeholders including patients and members of the
public who regularly feed into the project.

O Very Good O Good O Far O Poor O VeryPoor O NoOpinion O Don’t Know
Comments and actions:

3. Skills and capabilities

Staff have the necessary skills to deliver the improvement. Training and development opportunities are
available to all staff, volunteers and other people involved.

O VeryGood O Good O Far QO Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

4. Leadership

My project has supportive and respected leaders and/or champions who advocate for the improvement,
communicate the vision, and effectively manage the process.

O VeryGood O Good O Far O Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

5. Team functioning

My project team is working well together. There are clear responsibilities for individuals and the work
is shared across the team and does not rely on particular individuals.

O VeryGood O Good O Far O Poor O VeryPoor O No Opinion O Don’'t Know
Comments and actions:

Please turn over
©NIHR CLAHRC

Northwest London
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Long Term Success Tool

6. Resources in place

My project has financial support that will allow the improvement to achieve long term success. We have
the necessary staff, material and equipment. | am given sufficient time to dedicate to the improvement.

QO Very Good Q Good O Far O Poor QO Very Poor O No Opinion O Don’t Know
Comments and actions:

7. Progress monitored for feedback and learning

There is a monitoring system in place that allows the team to collect, manage and regularly review
data. Feedback from the project is shared with me and other stakeholders on a regular basis.

O Very Good Q Good O Far O Poor QO Very Poor O No Opinion O Don’t Know
Comments and actions:

8. Evidence of benefits
There is evidence of benefits emerging from the project and this evidence is regularly communicated
and visible to staff and patients.

O VeryGood O Good O Far QO Poor QO VeryPoor O No Opinion O Don’t Know
Comments and actions:

9. Robust and adaptable processes

There is the opportunity to adapt the project to reflect local needs, setting and emerging evidence.
Adaptations are documented and the successes and failures of changes are reported.

O Very Good QO Good O Far O Poor QO Very Poor O NoOpinion O Don’t Know
Comments and actions:

10. Alignment with organisational culture and priorities

The improvement my project is trying to achieve is aligned with the strategic aims and priorities of the
organisation(s) we work within and our work contributes to these aims. Our work is supported by

the policies and procedures within the organisation.

O Very Good QO Good O Far O Poor QO Very Poor QO No Opinion O Don’t Know
Comments and actions:

11. Support for improvement

There are values and beliefs in my organisation(s) that emphasise the need to improve. Staff and
management are supportive of improvement initiatives and continuous improvement is a priority for the
organisation, staff and patients.

O Very Good QO Good O Far O Poor QO Very Poor QO No Opinion O Don’t Know
Comments and actions:

12. Alignment with the political and financial environment

My project exists in a supportive economic and political environment. My team is aware of external
pressures and incentives that may influence the project.

QO Very Good Q Good O Far O Poor Q Very Poor Q No Opinion O Don’t Know
Comments and actions:

Thank you for your time
©NIHR CLAHRC

Northwest London
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3 The Long Term Success Tool- Excel spreadsheet for Data input ay
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5 o
6 N
7 Instructions for Use o
e]
g This tool aims to help you ensure the improvements you are attempting to make with your project deliver lasting beBefits to patients.
o
)
10 This tool is designed to encourage reflection on 12 factors identified in the literature as important to long term succg;,ss and to identify what action your
g team can take. The tool provides a simple way to rate your impressions on these factors (e.g. to give an overall imprgssion of how your project is doing in
13 relation to each of these factors) and suggest action that is likely to increase the prospects of your work having Iastir'tc:)g benefits. Although some factors
14 may feel more relevant at different stages in the project, there is value in considering all of these factors at an early §tage.
15 8
16 Your rating may be influenced by how you feel about a particular factor (e.g. do you personally feel committed to thqs project?) and/or your overall
17 impression of how your team views a factor (e.g. do you get the impression there is commitment across the team?) g& comment box is provided for you
18 to explain concerns you may have and to suggest actions for your team.
19 g
20 . . . . : 2 : :
21 Your ratings, comments and suggested actions will be combined with those of other team members and an overall ggaphs representing the team’s views
22 will be produced. These outputs can be brought to designated meetings where the team can discuss results and actig-ns that should be taken to improve
23 specific factors. E
24 g
25 The tool will take approximately 15 minutes to complete. TS
26 5
27 S
gg How to: z
30 1. Every team member should use the Long Term Success Paper form to score and comment on each factor. The Lor§ Term Success Questions within the
31 framework can be used to support team members in scoring the factors.
I\J
32 2. Team scores should be entered in the Excel spreadsheet for each time point. §
33 3. The scores are aggreagted in included in the automated table and visual charts. g
gg 4. Outputs can be used to begin a team conversation on risks and possible next steps to enhance the chances of maigng lasting improvements.
36 5. The spreadsheet enables 8 possible entry points for a team (up to 20 team members) and will aggregate team datga overtime for review and action
37 planning. 6'9
38 ]
39 g
40 o
41 5
42 3
43 &
44 _ _ . . - =
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Consolidated criteria for reporting qualitative studies (COREQ): 32-item checklist

No Item Guide questions/description

Personal Characteristics

1. Interviewer/facilitator: Which author/s conducted the
interview or focus group?

2. Credentials: What were the researcher’s credentials?
E.g. PhD, MD

3. Occupation: What was their occupation at the time of
the study?

4. Gender: Was the researcher male or female?

5. Experience and training: What experience or training did
the researcher have?

Relationship with participants
6. Relationship established: Was a relationship established
prior to study commencement?

7. Participant knowledge of the interviewer: What did the
participants know about the researcher? e.g. personal
goals, reasons for doing the

research

8. Interviewer characteristics: What characteristics were
reported about the interviewer/facilitator? e.g. Bias,
assumptions, reasons and interests in the research topic

Domain 2: study design

Theoretical framework

9. Methodological orientation and Theory: What
methodological orientation was stated to underpin the
study? e.g. grounded theory, discourse analysis,
ethnography, phenomenology, content analysis
Participant selection

Response

Pg. 8

RN, MSc PH, PhD Student. Not
reported in paper.

Research Assistant, Not
reported in paper.

Female. Not reported in
paper.

4 years research experience,
conducting qualitative
research. Not reported in
paper.

The researchers were known
to and had prior relationships
with the participants in the
CLAHRC NWL discussion
groups. The researcher
conducting the interviews had
no prior relationship with any
of the interviewees besides 2
Ql facilitators who worked
with teams but were
employed within CLAHRC
NWL. Page 20

Various knowledge based on
previous professional
encounters. No personal
knowledge. Not reported in
paper.

PhD student interested in
sustainability of
improvements. Previous
experience of working in
healthcare as a registered
nursing. Not reported in

paper.

This study was underpinned
with thematic content
analysis. Pg 8
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10. Sampling: How were participants selected? e.g.
purposive, convenience, consecutive, snowball

11. Method of approach How were participants
approached? e.g. face-to-face, telephone, mail, email

12. Sample size: How many participants were in the study?

13. Non-participation How many people refused to
participate or dropped out? Reasons?

Setting

14. Setting of data collection Where was the data
collected? e.g. home, clinic, workplace

15. Presence of non-participants Was anyone else present
besides the participants and researchers?

16. Description of sample What are the important
characteristics of the sample? e.g. demographic data, date

Data collection

17. Interview guide Were questions, prompts, guides
provided by the authors? Was it pilot tested?

18. Repeat interviews Were repeat interviews carried out?
If yes, how many?

19. Audio/visual recording Did the research use audio or
visual recording to collect the data?

20. Field notes Were field notes made during and/or after
the interview or focus group?

21. Duration What was the duration of the interviews or
focus group?

22. Data saturation Was data saturation discussed?

Page 40 of 41

Purposive Pg 8
Face-to-face Pg. 8

Pg.9

CLAHRC NWL Group
Discussions: (n=22) Pg.
Stakeholder engagement
event (74)

Interviews (n=12)

Small scale trialling (n=11)
Piloting (n=106)

For interviews, No
participants refused. One
participant accepted but was
unable to meet with in the
interview timeline so was
replaced with a colleague. Not
reported in paper.

For the other group stages
(discussion event, testing and
piloting) participation was
voluntary so no formal
refusals were noted.

Workplace or public space for
engagement event and
piloting. Pg. 8

No. Not reported in paper.

CLAHRC NWL team
improvement team members
and CLAHRC NWL Staff
members Pg. 6

Yes. Pg 8.

none

Audio recorded p.8

Yes. Pg. 7-9.

30 -60 minutes Not reported
in paper.

Saturation was not the goal of
the interviews. Not reported
in paper.
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23. Transcripts returned Were transcripts returned to
participants for comment and/or correction?

Domain 3: analysis and findings

Data analysis

24. Number of data coders How many data coders coded
the data?

25. Description of the coding tree Did authors provide a
description of the coding tree?

26. Derivation of themes Were themes identified in
advance or derived from the data?

27. Software What software, if applicable, was used to
manage the data?

28. Participant checking: Did participants provide feedback
on the findings?

Reporting

29. Quotations presented Were participant quotations
presented to illustrate the themes / findings? Was each
quotation identified? e.g. participant number

30. Data and findings consistent: Was there consistency
between the data presented and the findings?

31. Clarity of major themes Were major themes clearly
presented in the findings?

32. Clarity of minor themes Is there a description of diverse
cases or discussion of minor themes?

No.

1 coder. Main themes and
coding labels discussed with
co-authors and amended as
needed. Not reported in paper
Not reported in paper.

Deductively derived from the
data with content analysis
with a predefined coding
structure to respond to
interview questions. Pg. 8

Nvivo software was used pg. 8.

Participants were able to
comment on the findings
when given the chance to test
and pilot the tool. Pg. 11-12.

Yes pg. 10.

Yes pg. 9-12.

Yes pg. 10

Not reported in paper
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