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Background: Change in healthcare organisations is constant and requires adequate resources for effective
implementation. Same-day discharge after percutaneous coronary intervention has been found to be no
different from the patients who stayed overnight after procedure; however, its uptake remains low.
Objectives: The aim of the study was to identify what factors helped or hindered the implementation of
same-day discharge.
Methods: This interpretive study was conducted in a cardiac catheterisation suite of an Australian ter-
tiary hospital between June and December 2016. Semistructured individual interviews with 26 health-
care professionals were conducted to explore the factors that influenced the implementation. A
deductive approach to content analysis was guided by the theoretical domains framework.
Findings: Five domains, including beliefs about consequences, professional role and identity, resources,
behaviour regulation, and optimism, were identified which were strongly related to the factors that
impacted the implementation. The findings showed that participants believed same-day discharge benefits
while also concerning about its safety and holding different opinions on eligibility criteria. The findings also
showed that participants’ involvement in the change process varied with no clear roles and responsibilities
and that their understanding about same-day discharge evidence and the guideline also differed. Lack of
dedicated resources was also identified as the hindrance to the implementation. Behaviour regulation
domain depicted how communicationwasmanaged and how the care for same-day discharge patients was
improved. Despite several issues identified, participants were optimistic with achievement.
Discussion and conclusion: This study has provided valuable insight into the factors that influenced the
implementation, which will inform policymakers when designing interventions for future improvement.
Plan for change and involvement of all stakeholders along with dedicated resources including time,
people, and change management expertise are essential if hospitals want to see the success of change.

© 2018 Australian College of Critical Care Nurses Ltd. Published by Elsevier Ltd. All rights reserved.
1. Introduction

Change has become more critical than ever for healthcare
organisations to improve efficiency, productivity, and service
quality1 and to ensure the translation of evidence into clinical
practice.2 While ongoing change is inevitable, many change ini-
tiatives can be unsuccessful.3 Key strategies in successful change
Y. Chen).
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management are effective planning and engagement of staff in
the change process, effective communication about the need for
change, and implementation of strategies to sustain improve-
ments over time.4 In many settings, a lack of dedicated resources
and change management expertise in health care may contribute
to ineffective change.5 This article focuses on how a health ser-
vice approached change and provides lessons on what could or
should be done differently to increase the likelihood of change
success.

Models of care, which are broadly the way in which health
services are delivered, are often changed to achieve efficiencies in
td. All rights reserved.
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healthcare delivery. For example, discharging surgical patients on
their operative day is one strategy introduced to decrease the
length of stay and associated healthcare costs.6 In the area of car-
diac care, the increasing uptake of percutaneous coronary inter-
vention (PCI), a procedure to treat obstructive coronary heart
disease, has contributed to growing demands for cardiac services
and acute hospital beds in recent years.7e9 Patients who undergo
nonurgent PCI have traditionally been kept in hospital overnight for
observation. However, a large body of research evidence has
demonstrated that same-day discharge (SDD) after PCI (hereafter
“SDD”) is as safe as overnight stay.7 SDD also enhances hospital
resources efficiency,8 improves cost-effectiveness, and increases
patient satisfaction.9 Despite this, implementation of SDD remains
variable worldwide.10 While the evidence for the safety and effec-
tiveness of SDD is well described in the literature, there is little
reported which can be used to help guide the implementation of
SDD within complex healthcare systems.11

2. Aim of the study

The aim of the study was to identify factors that helped or
hindered the implementation of SDD.
Before the procedure (screening conducted by a nurs
junior doctor at preadmission clinic) 
1. Aged≤ 80 years  
2. Lived within 1 hour driving distance from the PC
3. Had a carerat home 24 hours post-PCI and spok
4. eGFR ≥ 60 ml/min & creatinine ≤ 110 mmol
5. *Monday to Thursday 
6. Outpatients only (inpatients were offered SDD b

28th June and 21st July 2016 as result of practice
from the SDD criteria).  

During the procedure (screening conducted by an
interventional cardiologist) 
1. PCI was completed by 2 pm 
2. PCI was performed via radial access  
3. PCI was uncomplicated and successful  
4. No involvement in left main artery, bifurcatio

more than 3 vessels or a graft 

After the procedure (screening conducted by a nu
caring for the patient at the short-stay unit) 
1. ECG attended and reviewed by a medical offic
2. Seen by a pharmacist and a CRnurse 
3. A follow-up appointment with a cardiologist m
4. No complications after 4 hours’ observation

SDD 

Yes 

Yes 

Yes 

Next-day phone follow-up (conducted 
by a nurse at the short-stay unit) 

Fig. 1. Patient journey of SDD including three-stage eligibility assessment. The symbol “*” ind
to conduct next-day phone follow-up from Tuesday to Friday. CR, cardiac rehabilitation; EC
PCI, percutaneous coronary intervention; SDD, same-day discharge.
3. Method

3.1. Study design and theoretical framework

This interpretative study reports the qualitative component of a
larger process evaluation study. A process evaluation, incorporating
both quantitative and qualitative approaches, was conducted par-
allel to the hospital-led implementation of SDD. Quantitative pro-
cess evaluation data, including patient selection, the SDD guideline
compliance, and patients/relatives’ response to the SDD process,
have been analysed and reported elsewhere.12 SDD eligibility
criteria were assessed at three time points: (1) in the preadmission
clinic; (2) during the procedure; and (3) in the short-stay unit; SDD
eligibility screening process is presented in Figure 1. A full
description of the SDD guideline is available as Supplemental
Material.

The theoretical domains framework (TDF) was used to guide this
interpretive study.13 The TDF comprises 14 theoretical domains that
represent a range of possible theory-based factors that influence
health professional behaviour.13 As a theoretical lens, the TDF
supports the assessment of cognitive, affective, social, and envi-
ronmental factors which may influence behaviour.14 The TDF has
e and a 

I center 
e English 

etween 
 deviation 

 

n, 

rse 

er 

ade 

Follow routine pathway 
1. If angiogram, patients 

were discharged 
home the same day. 

2. If PCI, patients were 
admitted for ONS. 

Patients were 
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Patients were 
admitted for ONS. 

No 

No

No

icates that SDD only occurs from Monday to Thursday to allow laboratory nursing staff
G, electrocardiogram; eGFR, estimated glomerular filtration rate; ONS, overnight stay;
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been used extensively in implementation research, both to pro-
spectively facilitate implementation of healthcare interventions
and retrospectively as a theory to guide a process evaluation.15 In
this study, the TDF was used as an analytical framework.

3.2. Setting and study context

The study was conducted in a cardiac catheterisation suite of a
750-bed Australian tertiary hospital. The decision to implement
SDD was made after a review of the cardiac services in 2014, 9
months after the relocation to a new hospital built on a Greenfield
site. The implementation was initially planned for May 2015 but
was delayed because of organisational constraints until June 2016.
The timeline for SDD implementation is shown in Figure 2.
Implementation of SDD was led by a registered nurse who held a
leadership position within cardiac services, and implementation
was incorporated into existing workloads. During the six-month
implementation (JuneeDecember 2016), a total of 308 patients
underwent PCI, of which 22 were sent home the same day. There
were three instances in which inpatients undergoing PCI were
discharged the same day, representing a deviation in the SDD
criteria.

3.3. Participants and recruitment

All healthcare professionals (HCPs) who worked in the labora-
tory and who provided care to SDD patients were observed during
the implementation. These included nurses and junior doctors who
assessed patient eligibility before the procedure at the preadmis-
sion clinic, cardiologists and advanced trainees who were involved
in managing SDD patients, nurses at the short-stay unit who pro-
vided direct patient care, cardiac rehabilitation nurses who pro-
vided cardiac rehabilitation information, and pharmacists who
offered medication reconciliation, as well as the senior nurse who
led the SDD implementation.

All HCPs who were employed by the cardiac services of the
hospital were eligible to be invited for interviews. To capture a
broad range of sources of information from key and relevant
stakeholders, a purposive sampling strategy was chosen.16 There
was no projected sample size for this study, rather based on the
needed information being obtained.17 Initial interviews were with
cardiologists and senior nurses, and final interviews were with
cardiologists, senior nurses, and bedside nurses. A range of
October 2014: 
commencing a 
SDD guideline 
development 

May 2015: initial 
planned date for 
SDD 
commencement

28th Ju
July: in
inpatie
SDD

September 2013: 
relocation to the 
new hospital

5th June 2016: 
completion of 
draft guideline 

Time

July 2014: 
cardiac services 
review & 
recommendation
for SDD

Fig. 2. Timeline of same-day discharge imp
methodswere used to recruit HCPs including a flyer visible in a staff
room and doctors’ office, email, and communication during ward
meetings. Informed consent was obtained from all HCPs who
participated in the study.

3.4. Data collection

Qualitative data collection was used to investigate factors that
influenced the SDD implementation. The researcher observed
implementation in practice and interactions among staff at the
preadmission clinic and the short-stay unit, generating field notes
during the observation period. Data were collected from 0800 to
1700 Monday to Thursday between June and December 2016 with
an approximate 900 h.

Individual interviews with HCPs were conducted at two time
points: during the initial three months of implementation and at
the end of the implementation. During the initial interviews, the
focus was on developing an understanding of what HCPs under-
stood SDD to be and of the evidence for this model of care. At this
time, interview questions were also designed to understand the
reasons for implementation delay. Interviews conducted at the end
of the implementation were designed to explore HCPs’ perceptions
of factors that influenced the implementation. Semistructured
interview guides were developed based on the TDF13 and tested
before data collection. A contact summary was written immedi-
ately after each interview to enhance the data accuracy. Interviews
lasted between 15 and 40 min. All interviews were audio-recorded
and transcribed verbatim.

3.5. Data analysis

Data analysis commenced during data collection, which is a
feature of qualitative data analysis.18 Interviews continued until
data saturation was reached.19 The analytic method involved an
iterative process of data analysis, in which a deductive content
analysis was conducted to prepare, organise, and report findings
relative to the factors that influenced the implementation.20 Nvivo
(QSR version 11) was used to manage data analysis.21 The
researcher first listened to the audio-recordings several times and
read and reread interview transcripts and field notes line by line
until she had become familiar with and immersed in the data. A
categorisation matrix was then developed using the TDF domains
as a coding framework, and data were then coded according to the
6th June 2016: 
commencing 
SDD and 
evaluation 

ne-21st

cluding 
nt for 

6th December 2016: 
finishing evaluation 
& guideline approval 
process continued

March 2018: guideline 
approval process
continued

The guideline approval in process

lementation. SDD, same-day discharge.
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domains. 13 Categories were generated by grouping similar content
within each domain. The data analysis results were discussed
among all research team members several times, and revisions to
codes, categories, and domains were undertaken. Any disagree-
ment was resolved by developing a consensus.

3.6. Rigor

Credibility, confirmability, transferability, and dependability
were ensured in this study to achieve trustworthiness for a quali-
tative inquiry.22 All sources of data (interview transcripts, contact
summary, and field notes) were triangulated during the analysis to
arrive at the codes, categories, and domains to demonstrate cred-
ibility. Throughout the study, the researcher remained reflexive to
maintain confirmability by making notes of own personal thoughts
and experience during data collection and analysis process. This
study is not intended for generalisation; however, a comprehensive
data set was obtained over a six-month period which contributed
to the development of a rich and thick description in understanding
the implementation and contributing to increased transferability.23

Dependability was enhanced by the researcher maintaining an
audit trail of the research process, decisions, and analysis.

3.7. Ethics

The study was approved by the human research ethics com-
mittees (HREC) of the hospital (HREC/15/QGC/180) and the uni-
versity (NRS/48/15/HREC).

4. Findings

Approximately 50 HCPs were observed during the six-month
implementation period. A total of 26 HCPs participated in in-
terviews, of whom eight were interviewed twice. Most participants
were males. More than half were nurses, and the rest were cardi-
ologists. Characteristics of participant demographics are shown in
Table 1. Five domains were identified that predominantly related to
the factors that influenced the implementation. These domains
included beliefs about consequences, professional role and identity,
resources, behavioural regulation, and optimism.

4.1. Beliefs about consequences

All participants demonstrated a strong understanding of the
potential SDD benefits. Benefits to the patient were described as
being able to go home earlier, fewer hospital adverse events, and
increased patient satisfaction. For the organisation level, identified
benefits included decreased hospital length of stay and improved
use of inpatient beds, economic benefits, and alignment of service
delivery with current best evidence.

Although all participants identified benefits to SDD, there was
variability in the expressed beliefs about SDD safety. Most
Table 1
Demographic characteristics of healthcare professionals interviewed.

Categories Total, n ¼ 26

Age (mean, SD) 48 (12.6)
Male (n, %) 16 (61.5)
Full-time employed (n, %) 19 (73.1)
Clinical role
Nursing team (n, %) 14 (53.8)
Cardiologists (n, %) 12 (46.2%)

Experience in the hospital (years) (median, IQR) 9 (3.0e16.0)
Experience in the CCS (years) (mean, SD) 10 (8.2)

CCS, cardiac catheterisation suite; IQR, interquartile range; SD, standard deviation.
participants stated that SDDwas safe if patients were fully assessed
against the SDD criteria before discharge (Figure 1), whereas some
(mainly cardiologists) expressed concerns about potential compli-
cations after SDD. For instance, one cardiologist commented that
“They [patients] are going to be deprived of the care they may need in
the immediate after putting in a stent, and the risk of hyperactive stent
thrombosis is rare event but can occur in the first 24 h after stent
implantation” (ID 6).

Opinions of eligibility criteria for SDD in the guideline also
differed. Most participants commented that many eligibility criteria
were conservative and stated that modifications should be made to
accommodate more patients and improve the overall use of SDD.
One of the identified criteria for change was the estimated
glomerular filtration rate (eGFR), which nearly all participants
agreed could be lowered down to 50, 40, or even 30 ml/min instead
of current criterion of�60ml/min. Their reasoning for this was that
contrast-induced renal injury usually occurs two to three days after
the procedure; therefore, there was little, if any, benefit to keeping
patients overnight. However, some participants commented that an
eGFR <60 ml/min was by definition stage-three chronic kidney
disease and saw these patients at an increased risk. On the other
hand, there was a lack of agreement among cardiologists about
allowing outpatients who received stents to more than one vessel
to be sent home the same day. This lack of agreement was perhaps
based on differences in the risk perception of each cardiologist.
Several nurses also commented that it was unsafe to send patients
home the same day after receiving stents to more than one vessel,
and their viewmay have been influenced by existing practicewhich
was to admit patients to the coronary care unit after receiving
stents to more than one vessel.

4.2. Professional role and identity

Although all participants in leadership positions recognised the
importance of involving all staff in the change process, the practices
of involving staff varied. Before the implementation, only a few
cardiologists, senior nurses, and pharmacists were involved in the
process of the guideline development, whereas many staff,
including several cardiologists who had prior SDD experience and
bedside nurses who delivered direct patient care, were not. Staff
with no involvement were neither given an opportunity to provide
input into the guideline development nor provided with an
explanation of the reason for the change.

During the implementation, there were no clear roles and
responsibilities defined among nursing and medical staff. On the
one hand, cardiologists had an opportunity to discern if patients
were eligible for SDD before the procedure; however, they often
needed nurses to remind them of patients' eligibility. For
instance, one cardiologist commented that “I think that perhaps
the cardiologist and the advance trainee on the day of their pro-
cedure needs to be consulted more about whether the patient is
going to be a SDD because patients are flagged as SDD but often we
[medical staff] don't know until the procedure is over and then
somebody comes and say ‘can this patient now go home” (ID 30).
On the other hand, nursing staff perceived it might be their re-
sponsibility to take an active role because no one else enacted
actively. Nurses expressed that “We need to be more proactive
about it [driving SDD] and remind the doctors [if the patient can go
home the same day]” (ID 16).

Moreover, there was a tension between nurses in the laboratory
and in the inpatient ward when including inpatients for SDD.
Laboratory nurses stated that discharging inpatients for SDD was
not part of their roles and believed it was a task for ward nurses.
However, ward nurses disagreed. Consequently, no nurses from
both sides took the task of discharging inpatient home the same
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day; as a result, the inclusion of inpatient for SDD was suspended
after three weeks.

4.3. Resources

Lack of dedicated resources was observed or perceived as an
influential factor that delayed and impacted the implementation.
No dedicated resources, including human resources, were allocated
for implementing SDD, and existing staff were required to incor-
porate SDD into their already-busy workload. The senior nurse who
led the change claimed that managing change was something
gained from the experience as people did this all the time in their
roles. There was no replacement staff to lead the implementation
when the senior nurse went on leave for five weeks, which
hampered the implementation.

No administrative support was provided to those who were
responsible for the implementation. The guideline was developed
to inform that clinical practice had not been approved by the
hospital when SDD commenced and the approval process
continued during the implementation period. Hence, the guideline
was not available to staff as a resource. Other documentation,
including an SDD PCI discharge instruction form, to be given to
patients before discharge, was also not available when the imple-
mentation started.

4.4. Behavioural regulation

There was variability in participants’ understanding about SDD
and its evidence base. Several cardiologists and senior nurses un-
derstood SDD to be safe but were less certain about the strength of
evidence underpinning SDD safety. Some cardiologists were unfa-
miliar with any evidence for SDD, whereas nurses described their
understanding of SDD from personal experience or from colleagues
at other hospitals.

At the beginning of the implementation, many participants
were unaware of SDD implementation in this hospital, which was
attributed to a lack of a planned communication strategy. The
senior nurse responsible for managing the change found it chal-
lenging to ensure that all staff were made aware of the change to
the model of care, as stated that “It was difficult in making sure all
the staffs were on the same page and doing the right thing and doing
the same thing” (ID 21). Communication was made difficult
because staff did not regularly access work email, the mechanism
through which most information was distributed. Consequently,
when asked if participants were informed of the SDD imple-
mentation in this hospital during the implementation, several
participants commented that “When we first started, we didn't
know if it [SDD] started or not” (ID 15) and “Everything came into
action one day” (ID 23).

Initial implementation of the SDD guideline was also chal-
lenging because there were inconsistencies in staff understanding
of the criteria and recommendations. For those who were involved
in the guideline development, their understanding of the process
and criteria was much better than those who had no involvement.
For those to whom the guideline was unfamiliar, they often felt
confused and needed to frequently seek clarification about the
eligibility criteria and asked questions such as “how many stents get
put in the vessel [and still eligible for SDD]” (ID 31). Many staff
attributed the confusion to lack of education sessions as shown in
this quote “[SDD] not as defined or not everyone was educated to
complete definitive of who does go home and who doesn't” (ID 31).

Despite challenges observed, nurses' enactment in the SDD
implementation improved over time. At the beginning of the
implementation, team leaders who scheduled laboratory lists did
not give priority to SDD patients for procedures, leading to the
patients being put last on the list, which meant the patients were
automatically ineligible because the procedure completion time
was outside what was permitted within the guideline. In addition,
the information about the patients who were potential SDD can-
didates was not always known to all team members in the labo-
ratory. However, since a nursing SCRUM (10-min daily huddle) was
introduced by the senior nurse in the middle of the implementa-
tion, an SDD PCI checklist form was placed into the chart as a
reminder for nurses to assess patients’ eligibility. Gradually, nurses
became more aware of which patients were eligible for SDD and
started to highlight SDD patients on the white board to enable
effective communication and to prioritise SDD patients.

4.5. Optimism

Although several issues encountered, participants held positive
attitudes towards the SDD implementation. Positive comments
were such as “We [nursing staff] have been waiting for this [SDD] for
a long time” (ID 17), “It's nice to see it coming forward” (ID 29), and
“There's absolutely no reasonwhy this [SDD] should not work” (ID 14).

Participants also felt optimistic at the end of the implementation
when interviewed. One participant stated optimistically that “We
[our hospital] could set an example [of doing SDD] for the whole
Queensland or .. we could be up there championing the cost for same-
day PCI discharge” (ID 16). When asked to comment how SDD was
implemented, participants gave the responses such as “successful”
(ID 30), “probably eight out of ten” (ID 14), “it was very well” (ID 17),
and “it's been implemented the way a new change is implemented,
slowly but surely” (ID 29).

5. Discussion

Change is a common occurrence in healthcare organisations.24

However, how to best implement complex organisational change
such as SDD remains a challenge. In a recent research study,25 10
primary barriers were identified to successful hospital change,
some of which included poor implementation planning, failure to
create buy-in and ownership of the change, ineffective leadership,
suboptimal communication, unclear roles, and lack of dedicated
resources and support. The key findings of our study strongly
resonate with the findings25 and have provided additional details
on lack of agreement in change eligibility criteria, variability in
understanding of the change, its evidence base and the new model
of care being implemented, variant participant involvement in the
change process, ambiguous roles and responsibilities, and inade-
quate support in the form of dedicated resources.

In many clinical contexts, change is often being implemented
too quickly without a thorough plan.25,26 The use of change the-
ories/models could offer theoretical assumptions about the steps
that clinicians must take to achieve the intended outcomes27

which contribute to long-term implementation success.28 There
are a plethora of change theories/models including Roger's
diffusion of innovation,29 Lewin's three-stage theory,30 and Kot-
ter's change management theory31 described in literature. A
common systematic three-stage change process can be followed
which comprises preparing for change, implementing change, and
evaluating and sustaining change,24 with each stage typically
involving a series of smaller interrelated steps to help build per-
sonal engagement and commitment of staff members.24 Ignoring
these steps creates the illusion of speed but often leads to un-
desirable outcomes.32 In our study, a theory or model of change
was not used to inform the implementation, rather the imple-
mentation process was informed based on what clinicians'
thought were reasonable approaches to change management. The
organisation was not ready even when SDD commenced as the
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guideline approval was not obtained. Considering the limited re-
sources and imperative need for change to be done rapidly within
the health service, it is imperative that sufficient time and re-
sources are provided so that clinicians who lead change will take
the time needed to plan for change because “any change worth
making is worth making right”.25

Creating buy-in for the change is critical to ensuring effective
implementation.25,33 When an organisation decides to implement
change, it is important that all stakeholders are involved in the
change process and through change management issues as this af-
fects their jobperformance and active rolewithin the organisation.34

Establishing stakeholder buy-in before the implementation en-
hances implementation outcomes because stakeholders who are
engaged in the changeprocess provide feedbackonproposed change
plans and listen to suggestions; ultimately they are more likely to be
motivated and committed to the change.25,35 In our study, only se-
lective staff in senior leadership roles were involved during the SDD
guideline development process; most participants were not
included in important discussions and decisions about how SDD
might be implemented in this hospital. Lack of involvement in the
change process from cardiologistsmight partially explain the reason
of why they acted in a passive way during the implementation and
why there was lack of agreement on SDD eligibility criteria. There-
fore, involving staff, especially at the early stage, is vitally important
in hopes of everyone being at the same page in the change process.

Establishing an effective communication strategy is another
important component for successful organisational change.24,36

Helping staff to understand the need for change is vital, espe-
cially at the early stage of the process, as doing this will reduce
uncertainty and improve transparency among team members.37

Explanation should also include the potential effects of future
changes and how the changes will be implemented, as well as
when different elements of the change implementation process
will occur.38 In our study, most staff members were unclear about
how SDD should be implemented due to the lack of communication
on the implementation. Therewas no clear communication channel
for staff to ask questions. This communication issue could be
improved by establishing an effective communication plan with
constant, two-way communication between those responsible for
leading the change and those responsible for making the change
happen to produce superior outcomes.25

Having adequate organisational support is essential for suc-
cessful implementation of change.5,25 However, clinicians are often
not well supported to manage change. It has been reported that
nurse leaders who have the most demanding work schedules are
often responsible for implementing change,39 and they often lack
the requisite competencies and skills to meet the challenges40 as
they receive little training that prepares them adequately to as-
sume leadership responsibilities.41 Subsequently, most learn
through trial and error or on-the-job training.42 Nurse leaders also
may not have sufficient time and resources allocated to support the
change process such as equipment, budget, and staffing, making it
hard to achieve desirable outcomes.25 In our study, those respon-
sible for the implementation “learned on the job”. In addition,
nurses undertook their individual roles of the implementation in
addition to their existing busy workload with little dedicated time
and resources allocated. There was neither a coleader nor a project
manager assigned in this implementation to maintain imple-
mentation continuity. Consequently, no replacement of staff was
available to cover the duty of the senior nurse who was absent for
five weeks, leading to the interruption of the implementation. As a
health service undergoes continual complex change, it is essential
for change leaders to possess the knowledge, skills, and attributes
required to effectively manage change and also to ensure that they
are supported by dedicated resources and time.39
It is evident that an effective change is integral to improve
quality, safety, and efficiency of health care.1,39 Having a detailed
implementation plan, staff engagement, end-user input, strong
communication, and adequate resources could have all contributed
to successful implementation of SDD. More inclusive SDD criteria,
which aligned with recommendations in the literature, may have
also helped increase the number of patients eligible for SDD which,
in turn, may have had a more positive impact on the length of
hospital stay and healthcare costs. Therefore, it is crucial to opti-
mise the change management process to produce tangible benefits
to the health service.

6. Strengths and limitations

One of the strengths of this study is the use of an external team
to evaluate the implementation, a necessary step to avoid bias.43

Two limitations of this study are acknowledged. First, there could
have been social desirability bias in all interviews during which
participants answered one of the questions “howwell do you think
SDD was implemented?” in a manner that was viewed as favour-
able by the researcher. Also, the study was conducted within one
Australian tertiary hospital, and the findings may not necessarily be
transferred to other settings in Australia and beyond. However, the
implementation issues that arose and lessons learnt from this study
are important for any clinician to consider when implementing
change in other healthcare settings.

7. Conclusion

One of the main challenges in healthcare organisations is the
effective change management. This study has taken the first step in
responding to the call of identifying effective ways to implement
SDD into routine clinical practice. While hospitals are often under
increasing pressure to implement change in a short period of time
with the limited resources, it is not surprising that clinicians
leading change often fail to achieve positive outcomes. As “any
change worth making is worth making right”, plan for change with
strong stakeholder buy-in coupled with dedicated resources
including time, people, and change management expertise is
essential in leading to a successful change.
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