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Abstract
Aims

To examine the factors affecting implementation of an empowerment tool for patients with diabetes in
two surgical groups within a single district general hospital

Background

A perioperative passport was developed to improve care of people with diabetes undergoing elective
surgery by equipping patients with a hand-held summary of their care needs. Two surgical groups were
approached to be involved in developing and piloting this novel technology with contrasting results.

Design

A qualitative study using focus groups to examine factors affecting staff engagement in implementing
the diabetes perioperative passport.

Methods

Two focus group were conducted in 2017 with pre-operative nurses in the departments of orthopaedics
and general surgery of an NHS trust (N= 8). Audio-taped group discussions were transcribed, and the data
coded and analysed to identify themes.

Findings

The general surgical nurse group generally supported each other’s views and comments. They were
enthused about the passport throughout. In contrast, the orthopaedic specialist nurse group had initial
reservations about implementing the passport, but as the focus group unfolded, they moved from sharing
individual views to �nding commonalities and became more engaged and motivated to use the passport.

Conclusion

Focus groups are a practical and e�cient tool to conduct within the usual working environment of an
NHS hospital. In addition to capturing information about the challenges to implementation they may
serve as a crucial implementation tool where evidence-based practice has not been adopted.

Impact

This is the �rst study carried out in the NHS setting highlighting the bene�t of focus groups as a practical
implementation tool. 

Contributions to literature
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·        Diabetes is managed in the outpatient setting with care focusing on education and patient
empowerment.

·        Barriers for implementation of empowerment tools have not been fully explored.

·        This study suggests the implementation of empowerment tools may pose an additional challenge to
more specialist groups.

·        It demonstrates that focus groups are practical and e�cient and may also have utility in the
implementation process beyond identifying the barriers to embedding a new technology.

·        These �ndings contribute to the small body of evidence on the implementation of empowerment
tools and highlight the bene�t of focus groups as a useful tool in the implementation process. 

Introduction
European health care systems are currently facing multiple challenges. People are living longer and
together with improvements in care this has resulted in a rising burden of chronic disease. There is now
an increasing need for innovation to continue to deliver effective, safe care despite these pressures and
limitations.

Diabetes is one such chronic condition which is growing in prevalence, with 3.9 million people diagnosed
in the UK; this number is estimated rise to over 5.3 million by 2025 (1; 2). It accounts for 10% of the NHS
budget with a signi�cant portion of these costs related to hospitalisation (3). People with diabetes are
more likely to be admitted to hospital both for medical reasons and for surgical procedures than those
without the condition (4). The patient journey for surgery from referral, through surgical and pre-
assessment clinics, admission and theatre to recovery and discharge home is complex and involves a
range of healthcare professionals. Diabetes adds a further challenge to this perioperative pathway;
however no single healthcare professional speci�cally focuses on diabetes management, despite the
poorer outcomes to surgery associated with sub-optimal glucose control (5).There is opportunity for
innovations to improve care with potential cost savings. The management of diabetes in the community
has moved from a doctor centred to a more individualised and patient centred approach with education
and empowerment at its core (6). Education for inpatients with diabetes is usually delivered by diabetes
specialist nurses; However, hospitalisation often results in the patients handing over access to food and
medication and ultimately their diabetes care to non-specialists as 22% of hospitals in England and
Wales do not currently have dedicated diabetes nurses (7). With 1 in 7 inpatients affected by diabetes,
novel ways to provide education to patients and empower them in the hospital setting must be developed
(7). It is also crucial that trained non-specialists are able to deliver these innovations.

Even when innovations are evidence based and shown to improve care, their implementation in the NHS
can be di�cult with variable adoption into routine practice (8). The National Institute for Clinical
Excellence (NICE) highlights 5 main barriers to implementation: awareness and knowledge, skills,
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acceptance and beliefs, motivation and practicalities (9). They stress that staff delivering the care need to
be aware of the need for change; they must be trained where necessary to adopt the new technology. In
order for this to be successful, they have to believe that they are able to deliver the innovation and that it
will make a positive clinical difference and it must be adequately resourced in terms of personnel and
time (9).

Despite the pressing need to innovate in the health service, strategies for implementation are
inconsistently employed in practice. Furthermore, if implementation is unsuccessful it is not routine
practice to evaluate the reasons why to address these factors. However, exploration of the reasons for
failure to adopt an innovation could provide the key to integrating a new technology into routine practice.

Background To The Problem

History of problem
A novel perioperative passport was designed to empower patients and improve care. This A5 ring-bound
folder provides information for patients with diabetes on what to expect at each stage of the
perioperative journey and what they could do to help manage their condition. In addition to patient
information, the passport has sections for staff to �ll in including information relating to their care such
as weight, BP and HbA1c, enabling staff to document key information for the patient and illustrate any
differences from the usual targets for these parameters. The aim was for people with diabetes to carry
this patient-held record, literally taking their diabetes care in their own hands, to each professional contact
from pre-surgical assessment to discharge. Example pages are shown in Box1.

The two largest pre-operative surgical nursing groups in the hospital were approached to participate in
developing the passport at its inception and piloting the tool once produced. The project and pilot were
enthusiastically taken up by a general surgical group; however, when it came to extending the pilot to a
second surgical department in orthopaedics, implementation proved more challenging.

As part of the usual perioperative pathway, both groups assess the safety of patients to proceed with
surgery and inform those with diabetes of risks of poor glycaemic control and any adjustments to make
to their medication. A diabetes medication information lea�et is among the information both groups can
distribute to appropriate patients. Participating nurses were asked to deliver the passport during their
existing pre-assessment appointment and use it to provide a structured explanation of the patient’s role in
their own care, emphasising the importance of good glycaemic control from initial contact to discharge.
Observations routinely recorded at this stage such as blood pressure, weight and HbA1c should also be
entered on the passport. At home, the patient could familiarise themselves with what to expect prior to
hospitalisation and bring in anything that would help with their glycaemic control around surgery,
documenting their usual eating and treatment routines in the passport. Before and after surgery, the
passport would be used by ward staff to treat and help patients manage their glucose levels; a discharge
checklist empowers the patient to ensure that they are being discharged safely.
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The experienced band 8 lead nurse of the general surgical nurse (GSN) group played a key role in the
design and development of the passport, ensuring it would be usable and relevant to the broad range of
surgical specialities managed by her team. Once developed the passport was presented to the GSN group
with guidance and training provided on how to use it in daily practice. Additionally, they were asked as
part of the pilot to feed back about its usefulness and content in practice; they were informed we would
also ask for feedback from patients. Conversely, the orthopaedic surgical nurse (OSN) group did not
participate in developing the passport but were approached again to pilot it with their patient group and
provide feedback on its utility.

In order to prepare the GSN group for implementation of the passport, there was a session to present the
passport to them and train them in using it attended by around 7 nurses. They were actively encouraged
by their service lead to incorporate it into their consultations and shown how this would work in practice.
It was more di�cult to address the OSN group all together and following initial efforts to involve them in
development of the passport a number of visits were made to their shared o�ce over the course of
several weeks to catch them individually to explain the passport and encourage them to issue it to their
patients. Although hospital data indicated that the largest volume of elective surgery on people with
diabetes in the trust was carried out in orthopaedics, the OSN group did not manage to hand out the
passport to any patients. Following this, the decision was made after several months for the inpatient
diabetes specialist nursing team to post the passports out to orthopaedic patients directly with a brief
contact phone call explaining how to use it. This enabled patient feedback to be captured from
orthopaedic patients.

Initially, we aimed to explore acceptability and feasibility of delivering the passport. An additional
research question emerged from the observation of the differing responses to the opportunity to develop
and pilot the perioperative passports between the OSN and GSN groups within a single hospital which is
the main focus of this article. It is uncommon to have the opportunity to gain feedback from non-
responders in research, however this is crucial for successful implementation of evidenced technologies
(10). This study therefore uses focus groups to explore the utility and practicality of implementing the
diabetes perioperative passport aiming to extend its use to the OSN group. The groups also form a ‘case
study’ of differences in organisational culture at the same trust and provide an insight into the ways in
which these differences can shape the implementation of an intervention. These insights are valuable for
the planning and rolling out of interventions throughout the NHS.

Aims/Use of focus groups

This article focuses on the challenges experienced by orthopaedic specialist nurses in implementing the
diabetes perioperative passport in their clinical work in comparison to the group of general surgical pre-
assessment nurses. As these differences were observed within the same trust, an exploration of the
groups’ differing work cultures and challenges was of greater interest than larger structural barriers which
the GSN group had overcome. Qualitative research lends itself well to this research question as it aims to
explore the reasons why there were differences in involvement with the passport between the groups.
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The focus group methodology involves facilitated discussion between colleagues sharing their views on
the passport and enables a collective voice of each of the groups to be heard, drawing out opinions on
adopting this initiative in the nurses’ respective clinical areas. It was important to note the differences in
the structure of the teams and observe the group dynamics that may account for their contrasting
responses to the passport. and observe the way participants communicated and interacted to in�uence
each other within the discussion.

Ethical considerations

An email and written information sheet outlining the aim of the research and assuring participants that
their responses would be anonymised was distributed to nurses. To allow both groups to freely voice their
opinions we presented patient feedback on the passport and asked for staff to consider whether it would
work in its current state in their clinical area. This approach was also chosen to minimise a perception of
being judged and resultant distress especially for the group who did not implement the passport.

The project received ethical approval from the University of Birmingham.

The researchers’ role

FA worked in the trust as a diabetes research fellow which involved promoting initiatives set up by the
diabetes team and collecting data on impact. FA and the passport project manager, EP, met the OSNs
individually to show them the passport, invite them to hand it out and reinforce the need for data
gathering from their patient group.

EP was involved in developing the passport, promoting and educating nurses on its use and co-
facilitating in the focus groups with FA.

Methods
Participants

The GSN group comprised 3 participants with 5 OSNs in attendance.

Research site location

The study was carried out at district general hospital with a sizable orthopaedic department taking
elective surgery from the surrounding areas.

Focus groups

The groups were carried out in each group’s respective clinical/ o�ce space for over lunch for comfort,
convenience and practicality.

The focus groups were conducted over around 45 minutes with three sections:



Page 7/16

Overview and feedback on the passport
EP presented a brief overview of the challenges for the patient with diabetes in navigating the surgical
pathway, highlighting the impetus for developing the passport. Patients’ feedback on the passport was
presented by PowerPoint; this has been reported separately (11). Participants were free to ask questions.

Reviewing the passport
Passports were distributed at the beginning of the focus groups giving participants an opportunity to see
its layout and �nish, and refer to it during the presentation.

Exploring usability and applicability
The main focus group was conducted using a semi-structured topic guide (see appendix 1) to explore
staff attitudes to the passport exploring whether and how they felt they could incorporate it into their
clinical practice.

Analysis

The focus groups were transcribed, and two coding cycles applied to the transcripts. The �rst cycle used
both in-vivo coding (using participants’ own words) and process coding to elicit the nurses’ perspectives
on the passport and to allow the interaction of individuals to be explored (12). Memos of the researcher’s
thoughts and observations made during the �rst coding cycle were fed into the second coding cycle
along with the in-vivo and process codes. In the second cycle, the focus was on the dynamics within the
group. Therefore, gerunds such as agreeing, reinforcing and questioning increasingly emerged in this
phase. This phase integrated �rst cycle codes and coding of the researcher’s memos in order to develop
further themes from the data.

The emergent themes were applied to appropriate frameworks. As the themes from the in-vivo coding
were largely nurses’ understanding of the passport and challenges they faced in implementing it in their
department, they were �rst mapped to a comprehensive summary of the known barriers and facilitators
taken from a systematic review on implementation of technologies in the hospital setting (13). Themes
from the second phase will be discussed in relation to differences between the two groups and the group
dynamics.

Results
Group structure

The structure of the GSN and OSN groups differ. The OSN group were experienced nurses (band 6–8)
working with a named orthopaedic consultant, their associated anaesthetist and designated secretary.
Each OSN therefore specialised in a joint or limb area for example hip and knee. While there may be some
cross cover of duties at times, there is no leader or hierarchy within the group of OSNs. The GSNs were a
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small group of Band 3–5 nurses led by a dynamic and experienced lead nurse on the cusp of retirement
who was the point of contact for a wide range of surgical teams and anaesthetists. Regular meetings
allowed information, changes and concerns to be cascaded to the more junior nursing team. They all pre-
assess patients from a range of surgical specialities.

The participants represented a pragmatic sample of available pre-assessment nurses on a given day for
both groups. The OSN group comprised a signi�cant portion of the whole group with 5 nurses, while a
smaller sample of 3 nurses participated from the GSN group. The lead nurse from the GSN group who
had been heavily involved in development of the passport had retired at the time of interview and was
therefore not in attendance.

Emergent themes

The themes emerging from the �rst round of coding the OSN and GSN transcript were mainly barriers and
facilitators of implementation such as lack of time. These themes mapped well onto categories from a
systematic review of staff reported barriers and facilitators to the implementation hospital-based
intervention (13). This provided a valuable framework to display the key areas reported by the nurses
during the focus groups in the wider context of implementation within hospitals. The 12 categories
identi�ed in the systematic review are displayed, with key domains highlighted in bold within Table 1.

There were:

1. Environmental context, particularly staff workload and time
2. Culture – attitude to change, motivation, champions and role models
3. Staff commitment and attitude- need and ownership
4. Role identity
5. Skills, ability and con�dence

Data analysis
Similarities between groups

The themes emerging from the groups highlight the perceived strengths and weaknesses of the passport
from a nursing perspective and identify the facilitators and barriers to its implementation in both pre-
assessment clinics.

The areas the nurses in both groups expressed similar views or approaches on the passport were:

Appreciation of bene�t of passport to patients

Importance of an up to date and comprehensive document

Quotes illustrating these areas of agreement are shown in table 2.
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Differences between groups

Despite universal appreciation of the passport as bene�cial and a well-designed tool, there were areas in
which the groups differed in their willingness to utilise it in their routine practice.

These centred on the work required and the nurses’ ability to �nd time and have the resources to
implement it in practice. Contrasting attitudes are highlighted in in table 2.

There were 4 key areas where groups differed:

Ease of use/ time burden

Culture and attitude to change

Staff role identity

Skills/ ability/ con�dence

Ease of use/ time burden
The GSN group did not feel that the passport signi�cantly added to their workload while the OSNs
expressed that this would be a duplication of some information they had in lea�ets for patients with
diabetes. Some felt that the additional explanations and documentation of observations in the passport
could be time-consuming and patients with diabetes would therefore require longer appointments.

Culture and attitude to change
There also were differences in culture between the groups and among individuals in the OSN group in
their attitude to change. The GSN group maintained their senior nurse’s openness to change as shown by
her involvement in developing the passport and encouraging staff to use it. In the OSN group a nurse who
offered to hand them out to her patients initially was a lone voice in the focus group.

Staff role identity

Advocacy Vs Authority
There is a contrast between the two nursing groups in the roles the nurses played in supporting the
patient journey. The advocacy role is more evident from the outset with the GSN nurses.

In care settings, advocacy is a process of supporting and enabling people to express their views and
concerns, access information and services, explore their options and promote their responsibilities (14).
GSNs spoke a lot from a hypothetical patient perspective “if I was a patient…” and portrayed the passport
as useful and informative for patients. This perhaps re�ects their junior level and consequently the more
limited experience they could draw on. Their role is not to explain the surgery in detail to the patient, but
rather prepare them for it, giving patients an idea what to expect in hospital and signposting where
necessary. It is worth noting that one of the nurses in the GSN focus group was a staff nurse with type 1
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diabetes. She had not used the passport but spoke enthusiastically, sometimes from a personal
viewpoint, of living with the condition and expressed she felt it was a good idea for patients. Nurses drew
on empathic advocacy about patients being the expert of their disease which was likely in�uenced by her
presence: “they’re the best people to manage their condition, aren’t they”.

The OSN group nurses had specialist knowledge in their limb or joint area and the information they give
patients is tailored with some pathways structured slightly differently. They also describe a way of
working which is speci�c to the consultant(s) they work with; consequently, information can be provided
not only about the latest evidence for that type of surgery, but also about the operating surgeon’s and
anaesthetist’s usual practice. “we’re going to be giving our hip and knee patients a high carb drink to take
home… on the enhanced recovery programme”. This implied a different approach to patients attending
pre-assessment. They take a more directive approach, informing patients what to expect and enforcing
what was required of them. They appeared to carry more responsibility for ensuring perioperative
readiness and had the power to delay surgery if this was not delivered. “…when I saw him at pre-
admission I told him that if his …HbA1c weren’t better…we couldn’t do surgery”. Taking on this
authoritative role is challenging at times: “you don’t want to tell them they need to lose loads of weight…”

Later in the focus group discussion the OSNs also mentioned their role as patient advocates. This is 35
minutes into the group compared with just 6 minutes for the GSN’s, who alluded to this role
enthusiastically and frequently.

Skills, ability, con�dence

The OSN group suggested that the passport was a good idea; however there was a large perceived
impact on their time and workload. This is in contrast to the GSN group who felt it was quick and easy to
use in everyday practice. This difference may have, in part, been a re�ection of lower con�dence they had
in explaining diabetes care to patients in the detail that the passport appeared to require.

Changes during focus group

During the process of coding, differences in responses between the groups became apparent.
Additionally, there were some themes where OSNs as a group appeared to change their position as the
focus group progressed. The domains of the barriers and facilitators framework where these changes
were most marked were motivation and group identity.

1. Motivation

While the OSN group appreciated it was a useful intervention for patients, this statement was generally
caveated by the question of what would be expected of them in implementing it emphasising that this
would affect their workload. This perception appeared to shift after one of the nurses shared a story of a
personal challenge with an aggressive patient whose surgery had to be delayed due to poor glucose
control. The personal bene�t to the nurses of using the passport was illustrated and there were no further
objections to its utility.
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1. Team identity

The structural differences in the set-up of the two nursing groups is apparent early in their interactions.
The GSNs were speaking as peers doing the same work who could ask each other for advice and support.
They shared practice and a�rmed each other’s statements and observations. The GSN group were quite
vocal in their comradery making a�rmative comments and statements throughout.

Initially, the OSN nurses spoke about their individual joint or limb practice or quirks of the surgeon they
worked closely with, which did not relate to the practice of others in the group. They gave each other
space to speak and respected the position of their peers, but were not seeking to support each other
through the initial interactions. As the focus group progressed, the OSN group appeared to become more
cohesive in emphasising and expanding on what their colleagues had just stated.

There was a noticeable difference towards the latter part of the OSN focus group. The pivot point
appeared to be strong words from a senior nurse about the workload and time pressures. She expressed
a collective will to help patients, but also the shared feeling of time scarcity. With this clearly and openly
stated the nurses appeared able to move past their individual objections to the passport and started
brainstorming how it may be implemented at other stages in the pathway to allow patients to bene�t
whilst limiting the impact on their own workload: “we do a hip and knee group, perhaps you could come
and hand it out there”.

The behaviour change model helps categorise what is observed during the focus group. The main change
appears to be centred around scenario-based risk taking. Over the course of the discussion the nurses in
both groups offered issues they had encountered or noticed themselves with patient care. Finally, the
single story shared in the OSN group around this challenging patient scenario was an act of storytelling
or Scenario-based risk-taking. It was powerful for both groups in connecting them as a team with shared
experiences and particularly with the OSN group helped address their collective concerns and provided a
potential individual motivation to use the passport.

Discussion
People with diabetes are educated and empowered to facilitate daily self-care to manage their condition.
This patient-held booklet encourages patients to retain ownership of their condition whileencountering a
range of professionals throughout their perioperative journey.

Our �ndings indicate that although two groups within the same organisation may share positive views
about a new intervention, the attitude to and subsequent success of implementation is highly dependent
on other factors. Crucial barriers were noted under the sub-domains of staff commitment and attitudes to
change, role identity and skills, ability and con�dence with differences in the perceived extra workload or
time commitment required to administer the passport. The reasons for this contrast appears to, in part, be
related to differences in the composition and structure of the teams.
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The group structure and presence of a team with a shared purpose and clear leadership is known to be an
important factor in implementation (15). Change orientated leadership has been shown to aid learning
and psychological safety within a team (16). While the GSNs bene�ted from this in their group structure:
the OSN group worked alongside their consultants and so did not; this structure also appeared to link to
their professional identity.

In the GSN group staff had a role identity as patient advocate which fed into the belief that the passport
addressed patient needs and that they could reasonably incorporate it into their practice. For the OSNs,
the empowering purpose of the passport was perhaps more challenging to the existing role identity of a
more specialised position; they also required additional time to incorporate it into their role.

The place of professional role identity in the implementation of empowerment tools has not previously
been explored in the literature. However, a study by Dijkstra and colleagues noted more resistance
embedding an empowerment tool among consultant physicians compared to diabetes nurses (17). There
were mixed views among the consultant group with lack of motivation and lack of time cited as barriers
to implementation in keeping with our study, perhaps indicating that they identi�ed their value as their
expertise and specialist knowledge in a similar way to the OSN group. The differing response of the staff
groups to this tool suggests that role identity can actas either a barrier or facilitator (13).

Conversely, rather than having �xed identities, staff can also take on a range of roles, for example in
achieving patient adherence. Following a year-long ethnographic study roles adopted by doctors in
treating patients with diabetes were categorised as educators, detectives, negotiators, salesmen,
cheerleaders and policemen depending on how they interacted with the patient and the strategies they
employed to encourage adherence e.g. praising for achievement of goals or warning of complications
(18). It is interesting to note the more authoritarian style of the OSN group nurses is in line with the
“policeman” role Lutfey describes. This is in contrast to the more “cheerleading” role taken by the GSNs.
This observation raises the question of the role adopted by the person delivering an intervention in the
success of implementation including the role of a group’s collective dominant working style. The most
effective style of implementing in each group may be in�uenced by the dominant style they adopt in
clinical practice. It may be that HCPs groups who have a predominantly authoritative or “policeman” way
of working respond best to the same style they adopt or a very contrasting style such as negotiator or
detective whereas cheerleaders, who already share a collective agenda, might respond best to a
policemen approach. This is a potential area for further exploration.

Beyond highlighting the dynamics of the groups, perhaps the most interesting �nding in this study was
the role of the focus group in facilitating change, which is otherwise poorly described in the literature.
Despite de�nitions of focus groups as opportunities to observe the interaction between participants and
the shared development of thoughts and ideas is rarely reported. Instead, researchers appear to use them
as time e�cient simultaneous individual interviews. This discrepancy has been explored in a meta-
analysis by Belziles et al which explains the key role of group cohesion in this process. “If participants
manage to establish common ground they behave more as a small group (co-creating the narrative as
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they go along);if they do not…they will behave more as individuals “expressing private views (19). This
again highlights the importance of the differences in structure of the groups, but goes some way to
explaining the place of story-telling in producing these changes in the OSN group during the focus group.
The power of story-telling was also noted in some studies included in Geerlig’s review where sharing
success stories in�uenced in staff’s readiness for change (13). Importantly, these �ndings reinforce the
potential usefulness of focus groups not only in gathering information about the barriers for
implementation, but additionally and crucially as a behaviour change tool in their own right.

Re�ections

The primary researcher FA was promoting the passport with nurses and in this role recognises that codes
may have been assigned to the two groups re�ecting some of the resistance encountered from the OSN
group prior to the focus group. There did not appear to be a particular anxiety in the group about
speaking openly however as many in the group had previously been approached directly there may have
been some initial guarding in their responses.

The observation of the emerging narrative between focus group participants is thought to originate from
the researcher’s assumption that the participants co-construct meaning rather than participants sharing
their pre-formed opinions. This approach is associated with more socially-orientated researchers (19).

Strengths and Limitations

The study is limited in the size of the GSN group which had only 3 participants for practical reasons.
Although this is less than usual for a focus group it is not likely to have had a signi�cant impact on the
view shared as the participants in this group had a very similar approach.

There were 5 participants in the OSN group which was appropriate as a larger group may have silenced
some colleagues from active participation. In both groups every participant contributed to the discussion.

The senior nurse who set up the passport had since retired and was not therefore involved in the focus
groups which allowed the small group of GSNs to speak freely about their views on the passport.

Conclusions And Implications
The data shows that evidence-based tools can be challenging to implement within a department even if
the tool is regarded by staff as bene�cial for patients. Perceived lack of time and motivation are barriers
to the implementation of empowerment tools which may be more notable in staff with specialist and
authoritative role identities. However, this may be modi�ed by addressing other areas such as skill and
patient related barriers.

Another useful �nding is related to the use of focus groups. They are routinely conducted to assess the
barriers implementing an evidence-based technology in a time pressured and busy hospital setting.
Moreover, through sharing of stories or scenario-based risk taking, focus groups can be vehicle for
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behaviour change and may aid implementation in areas or departments where adoption of a tool has
previously been less successful. The ways in which professionals involved in implementation in the
healthcare setting tailor their strategy to different groups is a potential area for further research.
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