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ABSTRACT- Aim: The purpose of this paper is to
present the development and implementation of
Early Supported Discharge (ESD) for those
patients admitted to hospital with an acute
exacerbation of chronic obstructive pulmonary
disease (COPD). It also outlines the
collaboration between secondary and primary
care using Kotters 8-step change model.
Background: Acute exacerbation of chronic
obstructive pulmonary disease (COPD) accounts
for 1:20 emergency admissions daily, 500 of
which are admitted spending an average of 6.5
days in hospital. Alternatives to managing
exacerbation of COPD in a hospital setting were
first suggested by the Royal College of Physicians
in 1981. Emergency admissions for COPD place
a significant burden on the resources of the NHS.
Methods: Kotters 8-step model of change was
used in this study. All adult patients (55 years or
older) admitted to the Acute Medical ward with
an exacerbation of COPD were assessed for their
suitability for ESD. The period of the study was
from February to June 2011. The service was
operational from Monday to Thursday, and
between the hours of 09.00 and 12 midday.
Patients admitted with the diagnosis of COPD
were identified by;

e Accessing admissions information via a

hospital information system
. Referral from nurse in charge of
admissions ward

e  Referral from Doctors.
Results: The approach adopting a change model
has resulted in a period of six months 27 patients
being discharged under the ESD scheme. Only
one patient was readmitted within 30 days.
Conclusion: Approaching the change in smaller
steps encourages reflection and development of
leadership skills, and analysing the small steps
allowed the development of a clear strategy
which moved ESD forward. This service
development has been a very positive experience,
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in the main due to the collaboration between the
Respiratory Nurses and COPD Team.
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INTRODUCTION

The purpose of this paper is to present the
outcomes of a study undertaken to develop and
implement ‘Early Supported Discharge’ (ESD)
in the management of Chronic Obstructive
Pulmonary Disease (COPD) exacerbation in a
District General Hospital, based on Kotter’s
eight-step model of change. It also involves
outlining the role of the Respiratory Nurse,
working in collaboration with another
Respiratory Nurse Specialist and the
community COPD team in the implementation
of ESD scheme in COPD patients on acute
emergency admission. Current evidence will
be used to support the process of developing
and implementing the ESD plan. The use of
Kotters ~ 8-step model assists  health
professional manage multiple time lines, create
a vision for the organisation and build a
coalition amongst healthcare professionals
working as a team.

BACKGROUND

COPD Team Model

The COPD team under study was launched in
2006 and is a community based team. The
team works collaboratively with two
Respiratory Nurse Specialists who are based in
the hospital. Developing and establishing a co-
operative  and  collaborative  working
relationship leads to a strong working union.
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Working across boundaries reduces
protectionist and demarcation of work, thus
strengthening working relationship (Rushmer
2005). Teams such as this have invisible walls
to negotiate, working wunder different
management structures by virtue of either
being employed by secondary or primary care.
The aim of the COPD team has been to
provide accurate diagnosis, management of
exacerbations and pulmonary rehabilitation.
The community team consists of Community
Matrons,  physiotherapists and  support
workers. Interprofessional collaboration has a
positive impact on health care, as it involves
negotiation between professionals, sharing of
expertise all of which improves the patient’s
clinical outcomes (Zwarenstein et al 2009).
Geographically, the team works from different
locations; clinical discussions take place via
the phone, contact is several times a day and
meetings are held weekly in the form of a
multidisciplinary team (MDT) meeting. The
MDT meeting is held in the hospital which
allows the team immediate access to clinical
results and medical notes. Information sharing
is necessary to ensure that the patients are
managed appropriately and in line with the
Department of Health (DH) Information
Charter which outlines the standard that should
be adhered to when dealing with information
(DH 2010a&b).

Alternatives to managing exacerbation of
COPD in a hospital setting were first suggested
by the Royal College of Physicians in 1981
(Ram et al 2009). Emergency admissions for
COPD place a significant burden on the
resources of the National Health Service
(NHS). The Healthcare Commission (2006) in
a national survey of COPD reported an
increase in rates of emergency admission and
readmission to hospital, 109,000 patients in
2000/2001 increasing to 130,000 in 2004/2005.
The median length of stay in 2008 was five
days and readmission within 28 days of being
discharged is increasing, 33% in 2008, up from
31% in 2003 (Department of Health 2010
a&b). Furthermore the strategy highlights the
continued high cost of care which is still
predominantly delivered in secondary care.
This cost is estimated to be between £810
million and £930 million a year (British
Thoracic Society 2006). Therefore, alternatives
to hospital admission have been explored and
research has been undertaken to establish a
criteria for which patients can be safely
discharged early. “Hospital at home” and
“early supported discharge” is the terminology
used to describe this alternative management
of patients exacerbating with COPD. National
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Institute of Clinical Excellence ( NICE) (2010)
wrote ‘Hospital at home and assisted discharge
schemes are safe and effective and should be
used as an alternative way of caring for
patients with exacerbations of COPD who
would otherwise need to be admitted to
hospital’. Patients and carers satisfaction with
this type of care have been explored, and
satisfaction is reported as high (Ojoo et al
2002). Early supported discharge schemes for
the management of COPD exacerbations are
considered a safe alternative to protracted
hospital stays for about one in four COPD
patients (Ram et al 2009).The NHS is helping
more people live longer; however with rising
costs of drugs and treatments, the current NHS
cannot sustain the spending (Lansley 2011).
Alternative methods of delivering patient care
should be sought which results in patients
having greater choice.

The Hospital under study serves a local
population of 214,403 people
(www .londoncouncils.gov.uk/services/lept/bor
oughmap/greenwich). Acute exacerbation of
chronic  obstructive  pulmonary disease
(COPD) accounts for 1:20 emergency
admissions daily, with an average length of
stay of 6.5 days (NHS Greenwich 2010a).
Early Supported Discharge

The Strategy for COPD (DH 2010)
recommended that patients should receive
specialist respiratory review during acute
episodes which require admission and this
should be a structured approach offering ESD
to minimise length of stay. NICE (2010)
recommend all patients be considered for
assisted-discharge schemes, providing
resources are available and factors associated
with worse prognosis are absent. Patients have
been expected to fit around services, rather
than services around them (DH 2010 a&b).
Offering ESD as an alternative model of care
offers choice to our patients. The NHS is
changing rapidly and the vision for the future
is less confined to hospitals. Moving care to
the community will transfer the cost from
secondary care to the community. Wells
(2009) in a published report on hospital care at
home presented commissioners and providers
with the financial analysis of such a service,
which demonstrated cost savings and
improvements in patient outcomes and
experiences. Ram et al (2009) reviewed 7
randomised controlled studies. Two studies
included cost analysis and implementing
hospital at home equated to overall cost saving
of approximately £540 per patient. Cotton et al
(2000) and Skwarska et al (2000) published the
findings of their randomised studies which
explored the introduction of ESD in acute
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hospital settings. The results of these two
studies concluded that ESD was a safe
alternative to hospital management in a small
number of patients. The British Thoracic
Society (2006) published a review of the
literature and this document outlines best
practice for ESD.
Having reflected on the process, some
questions relating to the drive for ESD readily
come to mind. Could it be due to;

e Economic gain?

e  Patient satisfaction?

e Quality of care?

Overview of the study
This study implemented the ESD by using
Kotters 8- Step model. Having an insight and
understanding of the theories of change allows
managers to predict what the possible
implications and reactions might be, before
attempting to implement organizational change
(McPhail 1997). Change is not linear, it is
complex and multiple time lines require
management. It is the balancing of the short-
term results with long-term vision which
results in high probability of sustained success
(Kotter 1998).
As the purpose of this study was to use a
change model to implement ESD, the Kotters
8- Step model is briefly outlined below;

e Establishing a sense of urgency

e  Form a powerful guiding coalition

e Creating a sense of vision

e  Communicating the vision

e Empowering others to act on the
vision

e Planning and creating short-term wins

e Consolidating improvements and
producing still more change

e Institutionalizing new approaches

METHOD
All adult patients, 55 years or older who were
admitted to the Acute Medical ward with an
exacerbation of COPD were assessed for their
suitability for ESD. For the study period of
February to June 2011, 27 patients were
discharged from hospital on the ESD scheme,
out of a potential 295 acutely admitted with
exacerbation of COPD. The service was
operational from Monday to Thursday, and
between the hours of 09.00 and 12 midday.
Patients admitted with the diagnosis of COPD
were identified by;

e  Accessing admissions information via

a hospital information system
. Referral from nurse in charge of
admissions ward

e  Referral from Doctors.
Once referral was received the patient was
seen by the respiratory nurse and a clinical
assessment undertaken- as outlined in Box A.

Box A

e Blood pressure, heart rate, respiratory rate, temperature, pulse oximetry
e Inhaled and oral medication
e Spirometry to confirm diagnosis of COPD
o Assessment of activities of daily living

e Social situation, telephone access and carers.

The British Thoracic Society identified
indicators which may potentially predict
relapse in patients with acute exacerbation of

COPD. This was written as exclusion criteria
for ESD and this criterion was used when
reviewing the patients in this study, as outlined
in Box B (British Thoracic Society 2006).

Box B

o Impaired level of consciousness
e pH<735
e Acute changes on chest radiograph
e Concomitant medical problem requiring inpatient stay
e Insufficient social support
e No telephone

e Patient outside geographical boundaries of COPD team
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Once this patient was assessed as suitable for made as outlined in Box C.
discharge then discharge arrangements were

Box C

e Medications prescribed for discharge on To Take Out form, a copy given to
the patients and copy faxed to General Practitioner (GP).

e Patient receive bedside education re use of oral and inhaled medication:-
correct inhaler technique, potential side effects of oral and inhaled drugs.

e Time of next visit from COPD team and contact details of team provided.
Written information outlining ESD given to patient.

e ESD referral form completed by the Respiratory Nurse outlining clinical
findings faxing the copy to COPD Team and GP.

Patient records are updated and data are scheme would receive a plan of care, outlined
collated. Each patient discharged under ESD in Box D
Box D
Day 1

e Patient visited at home. Record of level of dyspnoea, cough and sputum volume
/colour recorded.
o Vital signs-pulse ,heart rate, respiratory rate, and temperature
e Oxygen saturation measured. On and off oxygen if oxygen in use. Document results
alongside oxygen flow rate.
e Treatment compliance and nebuliser/oxygen usage assessed. Check prescribed
medication. Check inhaler technique.
e Assess social situation. ?can patient manage.
Day 2 and 3
e Telephone contact with patient.
Day 4
e  Patient visited at home. Record vital signs and assess level of dyspnoea.
o Check treatment compliance.
Day 5 and 6
e Telephone contact with patient.
Day 8
e Record spirometry.
®  Record vital signs
e Review medication

A copy of clinical notes and observations left in patients home. This care plan outlines the
minimum number of visits. Clinical assessment of the patient will determine if the patient
requires more frequent visits.
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APPLICATION OF KOTTER
MODEL AND IMPLICATIONS
PRACTICE

8-STEP
FOR

Step 1: Establish a sense of urgency

With COPD costing £800 million to the NHS
and one million in-patient bed days every year
alternatives to protracted hospital care need to
be sought (Chief Medical Officer - CMO
2004). Previously, a model of change had not
been adopted to support and implement the
vision for ESD. The trust had employed a new
Chest Physician to provide clinical lead for the
COPD team, and a new Acute Physician with a
Respiratory interest. Kotter (1996) describes
the need to empower a broad base of people. If
enough people in the organisation understand
the potential gains then they will embark on
the change. The Healthcare Commission
(2006) highlighted the need for primary care
trusts (PCTs) and the NHS in general to
improve COPD diagnosis, develop care
appropriate to patients’ needs and reduce the
number of patients admitted to hospital. The
service model for the COPD team were based
on;
e Partnership  working
healthcare professionals
e Coordination and management of
exacerbation: facilitating discharge to
reduce length of stay
e Pulmonary rehabilitation
e Integrated oxygen service
e End of life referral and support

with all

A review of these objectives highlighted the
urgency in developing ESD. Patients access
health care from a number of different routes,
which is essential as they may have complex
needs. People with long term conditions
consistently say that they do not want to be in
hospital (DH 2010 a&b), while teams
managing long term conditions case manage,
personalise care and support patients to self
manage (DH 2010 a&b). Identifying the
correct patient for ESD is essential for its
success. It was reported by the Greenwich
Commissioners (NHS Greenwich 2010b) in
their annual report that 591 patients were
admitted with exacerbation of COPD in
2009/10. Attempts have been made to establish
the nature of exacerbation. Burge and
Wedzicha (2003) describe an exacerbation of
COPD as a sustained worsening of the
patient’s condition, from the stable state and
beyond normal day-to-day variations that is
acute onset and may warrant additional
treatment. Reducing length of stay is the
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primary outcome of ESD; readmission rate
was identified as a primary outcome measure
in the studies published. Ram et al (2009)
evaluated 7 studies in which comparisons of
readmission rate between usual discharge or
ESD. The study found the readmission rate
was not different in each arm. Therefore the
COPD team had the capacity within the service
to develop ESD and the relevant supporting
literature did not identify a greater risk of
readmission in those patients correctly
selected.

Ram et al (2009) identified the importance of
chest x-ray, arterial blood gases and clinical
assessment before patients could be assessed
for their suitability for ESD. What is not
measurable is the patient’s perception of their
breathlessness, it is the increased level of
breathlessness which is extremely difficult to
quantify resulting in significantly reduced
exercise.

ESD services are run collaboratively, therefore
understanding the patients symptoms beyond
those that which are measurable is important
for its success. The success of the vision
hinged on the working relationship between all
professionals. ~ Creating a culture which
emphasizes group affiliation, teamwork, and
coordination are associated with greater
implementation of improved quality and
change (Scott et al 2003). Kotter (1996)
emphasises step 1 as a renewal process
requiring strong leadership, creating urgency is
the powerful catalyst to move services
forward. A convincing argument is essential
when addressing the audience who are to be
pivotal in the service change. With the
appointment of a new Chest Physician and
Acute Admitting Physician, an excellent
opportunity to emphasize group affiliation and
team work arose. Acute medicine is a new
speciality, born out of identified delays in
assessment, poor outcomes and many people
staying in hospital longer than necessary
(Langlands et al 2008). For the role of Acute
Physician to be successful, teamwork and
strong, well-defined and consistent clinical
leadership are essential. The agenda in the
hospital under study is to ensure that patients
admitted are discharged at the earliest possible
opportunity. All patients admitted are
transferred from A&E to the acute admissions
ward and are seen by a Consultant on call
within a few hours of admission.

Each preceding day the respiratory patients are
identified and put under the care of the Acute
Physician with a respiratory interest. Ideally
what should follow is collaborative working
with the Chest Physician and appropriate
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identification of patients who will require a
protracted length of stay ie longer than 3 days.
Respect for each other and their skills are
essential if teams are to work collaboratively
and across professional boundaries. In
addition, the urgency rate has to reach 75% in
those professionals involved in the change;
otherwise it is business as usual (Kotter 1995).

Step 2: Forming a powerful guiding coalition
High-quality performance is more likely to
take place in a setting where the climate is

positive and those individuals working as part
of a team are open to change. The COPD team
had formed a powerful coalition, working
across secondary and primary care, largely due
to a common case load of patients. Coalition
building is not simply reaching out to who ever
happen to be in charge, but it is assembling the
right professionals with the talent and skills to
move the vision forward (Kotter 1998). The
approach to building the powerful guiding
coalition for ESD is outlined in Box 1.

vision

assembled group.

Outcome of meeting:

all”

Objectives set:

discharge.

discharge to allow for audit.

respiratory ward.

Box 1: Forming a guiding coalition, creating a vision and communicating the

Planned meeting: 2 Chest Physicians, Acute Physician, Specialist Registrars,
COPD Team lead and Respiratory Nurse were invited. The meeting was chaired
by the Respiratory Nurse Specialist; minutes were taken for dissemination
following the meeting. The ESD service vision was communicated to the

e ESD would be offered Monday to Thursday 09.00hrs to 12 midday. Thus
enabling patients to be discharged by early afternoon.

e Protocol outlining the proposed clinical input patients would receive
following discharge is provided by the COPD Team lead.

The Consultants felt they could review patients daily alongside the Respiratory
Nurse. It was anticipated that up to two patients a week would be suitable for ESD.
o When discussing cascading the vision, the Acute Physician offered to

disseminate the information to all Acute Physicians. Communicating the
vision to the Acute Physician by an Acute Physician is a positive outcome.

“I see them all and all the respiratory patients are under my care, so | will tell them

The meeting concluded and objectives were set and understood by all members of
the group. The minutes were to be circulated.

e Monday —Thursday 09.00-12.00 the designated Consultant would meet

with the Respiratory Nurse and discuss any patients identified for

e Respiratory Nurse would keep accurate records of those patients

o Circulate clinical protocol for early supported discharge.

e Communicate the vision to all colleagues on admissions ward and

e Acute Physician would speak directly to her immediate colleagues.
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Meetings are the springboard for ideas, it gives
professionals the opportunity to explore
information and formulate plan. Through
increased collaboration, nurses and other
professionals within the organisation share
knowledge which can be utilized to facilitate
goals (Sieloff 20004). Selling the vision is
done by sharing with the group all known
information surrounding the changing situation
so the decision to proceed becomes a shared
decision (Grohar-Murray and Langan 2011).
Critchley (2007) describes the need for defined
objectives, which are articulated clearly, and
understood by all members of staff, regardless
of role. This way all at the meeting understand
the part they are to play.

Although personal problems often lurk beneath
the surface of a team, undertaking clinical
work together, sharing the vision and
commitment ultimately moves the change
forward (Kotter 1998). Following reflection on
the response and consideration of various view
points in the overall management of COPD
patients, it was clear that a member’s position
was initially different from that of the team.
Time potentially can be spent on trying to win
support from individuals whose positions
outweigh group interests (Grohar-Murray and
Langan (2011). Working in a group to steer a
service requires strong leadership and it is
critical to ensure that the role of one member
of the steering group does not impact
negatively on the future success of ESD. In
order to ensure the best clinical outcome for
our patients, collaborative working has to be
upper most in our working relationship.

Step 3: Create a vision

The strategy for achieving the vision has to be
created. A vision says something that helps
clarify the direction in which the organisation
needs to move (Kotter 1995). While the vision
created in the current study are outlined in Box
1, the number likely to meet the criteria for
ESD were up to two patients a week (Ram et al
2009). It is also useful to note that change is
better accepted if a clear and consistent vision
is communicated and without this, there is a
potential to undermine the process (Narine and
Persaud 2003). It isn’t possible to predict the
number of patients who would be admitted
with exacerbation of COPD and those who
would be suitable for ESD. Facilitating
discharge in the morning allowed for follow up
by the respiratory teams in the afternoon if
clinically indicated (Cotton et al 2000). The
larger of the trials offered a service which ran
over seven days and patients were escorted
home from A&E by the respiratory nurse,
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which was known as ‘Hospital at Home’
(Davies et al 2000). It was not the intention to
offer this level of service and this was not the
vision which was to be shared.

The vision needed to be communicated not
only to the nurse in charge but to all the acute
physicians and pharmacists. Kotter (1995)
talks of the vision needing to be easy to

communicate, not buried in a lengthy
explanation. If the vision cannot be
communicated in five minutes then the

transformation process is not complete (Kotter
1995).

There was a need to ensure that those senior
nurses and Consultants understood the value of
ESD and they bought into the vision.

Step 4: Communicate the vision
Communicating the vision beyond the steering
group requires time investment although time
investment may be difficult to quantify. It is
also clear that a single meeting between the
steering group will not drive the vision forward
(Kotter 1995). Communication is a two way
process of sending and receiving information,
involving a complex exchange of thoughts,
ideas or information on two levels: verbal and
nonverbal (Chitty, 2001, cited in Marquis and
Huston, 2003, p, 336). Marquis and Huston
(2003) describe internal and external climates
which exist and affect our communication. Our
personalities, values, feelings and
temperament, alongside status, power and
organisational pressures create the complex
path of communication. The message which is
to be conveyed has to be understood firstly by
the steering group which allows the vision to
be disseminated to the larger audience (Box I).
In delivering the message, it was not only in
words that the vision was conveyed but in non
verbal behaviour. A combination of verbal and
nonverbal behaviour can alter the tone of the
message (Grohar-Murray and Langan 2011).
Good communication builds relationships in
the steering group and results in strengthening
the leader’s potential to lead. It is essential for
the vision to be communicated that all
members of the steering group are involved not
by virtue of seniority but with a desire to
contribute fully to the service change.

Leadership requires the skill of delegation and
confidence in the members that they will take
forward the ideas and vision from the steering
group. The leader empowers the steering group
to use every opportunity to utilise every
possible channel to communicate the vision
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(Kotter 1995). If there are specific lines of
communication to pursue then it would be
appropriate to identify members of the steering
group to undertake a particular task. It is
essential not to assume that following a
meeting all members of the group will remain
focused.

As the lead on this project, the author
understands that the role is to develop a
cohesive team to meet the end point of a
successfully integrated ESD service. As far as
patients are concerned, services are delivered
by professionals working collaboratively
(Rushmer 2005).

The desired outcome of the group meeting was
to ensure that the Senior Nurses and all Acute
Consultants understood the limitations of the
service. The Senior Nurses engaged with the
ESD concept and understood that they had a
pivotal part to play. Each morning a meeting
was held to discuss discharges and potential
moves of patients and this was held at the
nurse’s station, Doctors, nurses and allied
health professionals attending.

Step 5: Empower others to act on the vision

Empower means to enable, develop, or allow
(Marquis and Hudson 2003). Leadership which
communicates  the  vision leads to
empowerment of staff, allowing them to
flourish, developing their skills and making the
most of their talents. It is important to tap into
the passion of the staff; by ensuring that the
staff understand the vision, which means
understanding where a service like ESD fits
clinically for COPD patients (Kotter 1998).
Differentiating between information and
knowledge is important. Information is data
put into context. For example, if it is reported
that a patient has a respiratory rate of 29, the
figure alone without clinical information is
meaningless. However if the narrative, this is a
patient with COPD who is distressed is added,

this is now an information. Knowledge is
capacity to reason and make sense of the
information (Davenport and Prusack 1998
cited in Chaboyer and Blake 2008). The staff
needed to be equipped with the skill of
transferring  knowledge and not  just
information. Understanding the vision gives
them part of the information and providing
clinical knowledge and reflecting on patients
they have cared for begins to make it real. The
steering group had the responsibility to take
every opportunity to disseminate knowledge
which will empower the staff. The trust offers
an accredited “Introduction to Respiratory
Nursing” course, which is facilitated by the
Respiratory Nurse Specialist.

The focus is to develop the knowledge of the
trained staff.

If there is an expectation to identify patients

suitable for ESD then nurses managing
patients clinically will require a sound
knowledge of COPD. Studies on ESD

described working with ward staff and generic
medical teams, visiting the wards and
discussing the patients each day (Cotton et al
2000). Undertaking courses begin the process
of learning. A wide variety of methods for
disseminating the vision is required. Formal
teaching as described above is a useful
approach while opportunities should be taken
during each daily interaction to empower
others to act on the vision. Formal teaching
allows a larger audience where a consistent
message will be delivered (Box 2). These
initiatives were undertaken by the respiratory
nurse whom the clinical teams are familiar
with and recognise the experience and
expertise of this professional. Resistance to
change can come from individuals because of
lack of knowledge and anxiety that the change
may bring to the work place which in turn
increases the work load (Glenn 2010) (Box 2).

Box 2: Empowering others to act on the vision

“It’s so busy on this ward, I hope this won’t mean more work for me” Band 5 Staff
Nurse on busy admissions ward.

“I have found this course very useful, you have fired me up. I now have a greater
understanding of COPD” . Staff nurse attending Respiratory Course.

“I realise patients with COPD have a tuff time. It’s not as simple as I thought looking
after these patients” . Staff nurse attending Respiratory Course.

It is important to develop nurses to be
confident  practitioners.  Interprofessional
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working aims to develop staff to be confident
with strong core skills and they in turn will
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have confidence in the health professionals
they work with (Cornes 2011). There is a great
deal of knowledge around in many forms, be
that policies, procedures, research and
colleagues imparting their knowledge. In
addition, there are many opportunities to
update knowledge and skills such as through
interactions on the wards:- including
discussing ESD each morning with the nurse in
charge of the admissions ward and with the
Staff nurse caring for the patient. Regular
weekly hour long teaching sessions took place
to discuss COPD as a disease process and
ESD. According to NMC (2008) “You must be
willing to share your skills and experience for
the benefit of your colleagues”.

Step 6: Plan for and create short-term wins
In any change process it is essential that
celebrating the success is not premature. When

ESD was initially introduced the team
considered it a success. Kotter (1998)
encourages celebration of positive results,
however points out the potential difficulties in
declaring success too early. The COPD team
need to know that their efforts were
recognised. However, it is important that early
rewards do not lead to complacency. Each
month’s data was collated, patients
demographics, disease severity and length of
stay. Goal setting at the beginning of the
process allowed feedback to determine goal
achievement (Narine and Persaud, 2003). The
goal was to facilitate 2 patients a week onto
ESD. One in four patients was considered
suitable for ESD (Ram et al 2009).
Understanding what patients want encourage
the continued development of ESD.

ESD patient known to the team.

Box 3: Planning for and creating short term wins

“I know you are trying your best, but I want to go home as early as possible” .
“The COPD team are really good and I know if I call them they will always
come and see me” . ESD patient known to the team.

“So the nurses will visit me at home. That’s a great idea and I can get home,
which is where I'd like to be” . ESD referred to the team as a new patient.

Words can be very powerful and provide an
insight into the depth of

feeling. If the participants were to only
consider the success of ESD based on up to 2
ESD a week, then the steering group may think
the wins are small. However, it becomes
evident when participants discuss with patients
that every ESD is a success and needs to be
replicated (Box 3).

Therefore, the short-term wins were achieving
the 2 discharges a week and with the continued
development of the ESD so financial benefits
are seen. Feedback is in the form of weekly
meetings between all members of the COPD
team and Consultant. Monthly meetings for the
ESD steering group, the education sessions on
the wards allowed feedback on the short-term
wins. Giving examples of improved
performance is linked then to new ways of
doing things (Narine and Persaud 2003).
Feedback of intermediate goals keeps staff
informed and ensures they see the success and
they will continue to buy into the vision.

Step 7: Consolidate improvements and produce
still more change
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Acute admissions due to exacerbations of
COPD in 2007/8 reached 260,000 episodes
(DH 2010 a&b). For the study period of
February to June 2011, 27 patients were
discharged from hospital on the ESD scheme,
out of a potential 295 acutely admitted with
exacerbation of COPD. The development of
ESD has been in line with NICE (2010)
recommendation that  assisted-discharge
schemes should be offered to selected patients.
In any change process there are short-term and
long-term aims. The leader alongside the ESD
steering group has to balance these when
considering the success of the vision. Kotter
(1998) describes short-term as six months.
Similar schemes have reported discharges of
one to two patients a week (Cotton et al 2000,
Davies et al 2000, Skwarska 2000). These
studies took place over eighteen months. At all
times commitment to produce the short-term
wins and communicate them through feedback
will keep the urgency level high (Narine and
Persaud 2003). Therefore regular teaching
sessions must continue to be provided to
ensure continued exposure to the vision and
clinical expertise of the steering group. When
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staff becomes preoccupied with the day to day
tasks they soon lose interest in the service to be
developed.

Feedback from the “Introduction to
Respiratory Nursing” course highlights its

value in the clinical setting and that staffs who
have attended can share their positive findings
(Box 4).

Box 4: Consolidating improvements and producing still more change

Sister on acute medical ward
“I will ensure all my Staff will apply for this course. I was lucky enough to
spend a day with the COPD team in the community, we saw a patient who [
have nursed in the hospital”

Senior Staff Nurse
“I spent the day with the COPD Team. We went to see a patient who had been
discharged from my ward on ESD. She didn’t recognise me but she said she
was so glad to get home and the team were really helpful”.

The feedback needs to be tailored to the
audience, with the information which is
necessary for the change process to proceed
(Hutton 1997 cited in Narine and Persaud
2003). The “Introduction to Respiratory
Nursing” course will include the research
findings supporting ESD and the data from this
study. Effective visions are focused enough to
guide the change, but flexible enough to
accommodate individuals (Kotter 1998).

Step 8: Institutionalize new approaches
Institutionalising change into the organisation
is the ultimate goal. Change is not a simple,
linear process and improving the experience of
users, patients and families is multi-factorial
(Audit Commission 2001). There have been a
number of improvements as a result of the
introduction of ESD, including;

e Reduced length of stay

e Increased patient satisfaction

e Collaborative working

e Improved knowledge
It is important to know if the change has been
successful and by performing an evaluation
allows continued development of ESD.
Ongoing monitoring for continued quality
provides valuable information about the
ongoing effectiveness of ESD. According to
Grohar-Murray and Langam (2011), follow up
findings allow analysis and replication of the
success and correction of errors. To ensure
ESD is institutionalised, it will continue to be
on the agenda for the ‘Introduction to
Respiratory Nursing ‘course. It would be
wrong to imagine that at six months ESD is
embedded in the organisation. The Trust is
recruiting into vacant posts and those staff
will need to be brought into the vision.
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Auditing the process of ESD will allow the
steering group to identify the changes required
to ensure sustenance of the gains.

CONCLUSION

This paper has illustrated a service
development which has been successfully
implemented using the Kotter’s 8-step model
of change. As a result of undertaking this
project, leadership skills and negotiation skills
in colleagues who had been resistant to the
change has developed and this ultimately has
fostered a sense of confidence which
empowered the project lead. Taking the
opportunity to teach junior members of the
teams who deliver the day to day care results
in professional practice being influenced. The
choice of model to guide the change is pivotal
to the success. Kotter isn’t prescriptive in the
time allotted for each step and it seems
reasonable that some steps will require a
greater time investment. Previously in an
attempt to introduce ESD, insufficient time
was allotted to the guiding coalition.

That  initial success led to  early
congratulations, which is important to
recognise, but overall the ground gained was
lost. The approach of adopting

a change model has resulted in 27 patients
being discharged under the ESD scheme over
a period of six months. Only one patient
amongst the 27 patients was readmitted within
30 days. It is interesting that Kotter describes
short term as six to twelve months. As the
literature demonstrated up to two patients a
week is a realistic outcome for ESD, therefore
analysing the success too early potentially
lead to criticism as the numbers may be
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perceived as too small. The 8-steps of Kotter

allowed management of the

complex

communication and struggles in relation to the
hierarchy within the guiding coalition.

RECOMMENDATIONS

The Trust is an amalgamation of three
district general hospitals, two of
which provide acute care, therefore,
replication of ESD in all the hospitals
will need to be explored in the near
future.

The second acute Hospital in the
Trust currently does not employ a
Respiratory Nurse although there is a
Respiratory Team serving their local
population, therefore, there will be a
need to have a Respiratory Nurse
who should serve as a leader at the
other acute hospital.
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