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Abstract

Objectives: The aim was to describe the initial phase of the implementation process in changing to evidence-based practices within a child and adolescent mental
health service.

Method: Prior to the five-year project, an external service evaluation was carried out. The employees expressed a need for a clear direction from management to guide
their clinical practice. Employees participated in the process of developing c/inical standards during the first phase of implementation.

Results: Fixsen’s four stage model and the PSDA circle were used to guide the implementation process. The employees developed a template for a c/inical standard based
on national and international clinical guidelines. During the period, 17 clinical standards were established and 10 new evidence-based methods were implemented.
All service leads and a group of senior clinicians were invited to participate in an evaluation five years after the initial service evaluation. There was overall agreement

that the mental health service was developing positively providing high quality services for children and adolescents.

Conclusion: Involving employees in the implementation process seemed to be an important factor in changing a mental health service.

Abbreviations: AACAP: American Academy of Child and Adoles-
cent Psychiatry; CAMHS: Child and Adolescent Mental Health Service;
EDI: Employee-Driven Innovation; NICE: National Institute for Clini-
cal Excellence, PDSA: Plan, Do, Study, and Act

Introduction

In line with an expansion in research and proven methods during
recent decades, expectations of delivering evidence-based practice are
increasing. In many ways this has challenged existing culture within
mental health services where clinical autonomy haslong been cherished
and a disregard for clinical guidelines reported [1]. The difficulty in
integrating research findings into clinical care has been described as the
“research practice gap” [2,3].

Barriers to changing practice have been reported to include a
number of factors such as administrative constraints (eg. lack of time),
negative staff attitudes, anxiety about changing practice, information
overload as well as a lack of culture and leadership [1,4]. There
continues to be uncertainty about clinically meaningful and sustainable
effects of clinical guidelines on patient outcomes and how best to
implement such guidelines for maximal benefit [5,6]. While several
promising implementation strategies are described [7], the evidence of
their effectiveness remains less evaluated [8-12]. The general advice is
therefore to use low cost approaches when planning organisational or
clinical changes [4,7].

The use of evidence-based practice in mental health services is
associated with proficient organizational cultures [13-16]. Clinicians
who work in proficient cultures report that they are expected to be
effective and there is evidence that mental health organizations with
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proficient cultures provide higher quality service and better outcomes
[14,17-19].

Alongside organisational cultures the concept of employee-driven
innovation (EDI) is receiving increasing attention [20,21]. Proponents
of EDIsuggest thatin the course of their working days employees capture
significant information and insight into the running of an organisation
and its potential for improvement. Furthermore, they claim that EDI
provides higher self-esteem to employees through empowerment.
Alignment between employee-driven ideas and management priorities
is important to ensure that ideas are implemented, to improve morale
and showing employees that they are being listened to. In support of
this claim, it appears that communication that makes use of active
participation and involvement, using for instance audits and feedback
systems, have greater effect than passive dissemination [10,11].

Training and performance management also have positive impact
on patient and staff outcome [6,22]. Fixsen, et al. has identified that good
implementation includes at least four stages; exploration, installation,
first implementation and full implementation [8]. Although the initial
exploration stage is considered particularly important, this is often
neglected by managers [10].
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With respect to the more practical ways to facilitate the change
process, Deming’s PDSA circle (Plan-Do-Study-Act) is frequently used
as a practical feedback system tool duringall stages of implementation [23].

In summary, factors that facilitate the implementating of EBP
include developing a culture that is positive to change as well as
alignment between managers and staff in priorities for the service.
Further, change requires good exploration, planning, communication
as well as a commitment to training and involvement of employees.
There continues to be a call for research to improve methods for
implementation [4,7,13].

The present paper describes and evaluates the first stage of a five-
year service quality improvement project. The overall aim of the project
was to optimize clinical care through introducing a clear direction
for the service, disseminating a range of evidence-based methods and
identifying effective organisational models for low incidence client groups.

Methods
Background

The process of change took place in a child and adolescent mental
health service (CAMHS) consisting of seven outpatient teams, two
specialized teams and three hospital wards (Haukeland university
hospital). This change process was part of a five-year project following
a critical service evaluation.

Prior to the five-year project, an external service evaluation had
been carried out by the hospital’s human resource (HR) department
in 2012. The aim of this evaluation was to examine to what extent
the department’s organizational structure and clinical practice were
experienced as beneficial. The evaluation consisted of interviews with
40 individuals; service leads, key senior clinicians, trade union and
safety representatives, service users and staff from collaborating units.

The results of the service evaluation highlighted satisfaction with
levels of staft resources and expertise. But a perceived exclusive focus
on operational and administrative issues, a failure to address the wide
variety of approaches practiced within the service, and the absence of
a clear strategy specifically to guide clinical practice were sources of
significan disatisfaction.

CAMHS vison and strategy

Based on the recommendations from the evaluation carried out
by HR in 2012, a working group consisting of managers, clinicians,
union as well as user representatives, developed a vision and service
strategy. The conclusion was a vision; “to develop excellence in service
delivery, equality in access across the service, a patient centred approach
and evidence based practice” and a service strategy which identified a
range of clinical and organisational areas in need of development. The
role of the key champion for implementing the vision and strategy was
passed onto a member of staff who had previous experience in the area
of implementation.

Implementing the first stage of the CAMHS vision and strategy

In addition to develop a plan for implementating new methods,
consideration was given to the process of change. It was decided
to involve employees in the development of the service and to use
Fixsen’s four stages of implementation to structure the process [8].
The first stage, the exploration stage, involves creating a team, assessing
needs, exploring evidence and usability of interventions. The process
described below belongs to the exploration stage.
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A steering group consisting of the director of service and two
consultant psychiatrists, coordinated activities during the exploration
stage (two members were part of the management team and all had
background as researchers). The details of the involvement of the
broader staff group is described below.

Clinical standards

The goal was to develop a tool that provided staff with quick access
to relevant research literature and recommendations for evidence based
practice. These tools would serve as clinical standards and contribute to
identify the requested direction of the service. Success metrics would
involve clinicians perceiving the standards as useful and that later
service development adhered to recommendations.

In order to provide easy access to relevant research literature, it was
decided to use Norwegian, English and American clinical guidelines as
the main source of information. The term clinical guidelines refers to
evidence based recommendations for health and care with the aim of
optimizing patient care, how to diagnose and treat a range of medical
conditions.

These are informed by a systematic reviews of evidence. The purpose
of guidelines is to improve clinical effectiveness by implementation of
evidence based care in daily practice [24,25].

Pairs of clinicians were asked to summarize relevant clinical
guidelines. The summary of each guideline gave rise to discussions
highlighting service gaps and needs. Key information from guidelines
was operationalized to increase the feasability for clinical care.
Clinicians created drafts of clinical standards. Five drafts of clinical
standards underwent piloting before the final clinical standard template
was established. The piloting took place within the service during a 6
months period.

Evaluation of the service development and process of change

In 2017, five years after the initial service evaluation, a review of
achievements and a structured evaluation of employees’ perception of
the service developments and process of change was conducted.

Evaluation of employees’ perception of service develompment
and process of change

The HR department developed a structured questionnaire in
collaboration with the CAMHS management team. The questions
were consistently worded in a positive manner. There is a risk of
acquiescence or extreme response bias when using only positively
worded questions [26,27]. However it is well-known that including
a mix of both positively and negatively worded questions can also
create new challenges (such as confusion and incorrect answers) [28].
The questionnaire was distributed and collected electronically, asking
about areas of implementation and clinical management.

The seven questions are presented in Table 1. Each question had a
score where 1 was “totally disagree”, 2 “disagree”, 3 “both disagree and
agree”, 4 “agree”, and 5 “completely agree”.

All employees or their equivalent replacements (if left the service)
that were interviewed in 2012 were included (service leads and senior
clinicians).

Statistical analyses

Descriptive analyses were used to describe the outcome measures
with mean, standard deviation (Table 1, seven answers). We compared
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Table 1. Evaluation of implementation and Clinical management. A process of developing clinical standards in a CAMHS!. Employees (45/60) participated answering the following seven

questions as follow?

Senior clinicians (N=32)

Service leads (N=13)

All (N=45) N (SD) N (SD) Mean difference P
Implementation
“The developments in CAMHS ensures that patients and cares receive a service that is accustomed to their needs”
Overall 3.8(0.7) 3.7(0.7) 3.9(0.7) 0.1 0.6
Through the development of clinical standards

4.0 (0.8) 4.0 (0.7) 4.2(0.8) 0.3 0.3
The clinical standards have contributed to clarify the professional direction of CAMHS

4.5 (0.6) 4.5 (0.6) 4.6 (0.5) 0.1 0.5
Employees in CAMHS have been positively involved in the development of clinical standards

4.0 (0.8) 3.8(0.8) 4.5(0.5) 0.6 0.001
Management
CAMHS has a clear vision

3.8(0.8) 3.7(0.8) 4.0 (0.7) 0.3 0.2
CAMHS manages to implement aims and vision into clinical care

3.5(0.8) 3.4(0.8) 3.9(0.7) 0.5 0.07
CAMHS is developing in the right direction

4.0 (0.8) 3.9(0.9) 4.3(0.5) 0.4 0.1

!ICAMHS: Child and adolescent mental health service (CAMHS) consisting of seven outpatient teams, three specialized teams and three hospital wards (Haukeland university hospital).

2Agreement score: Each question had a score where 1 was “totally disagree”, 2 “disagree”, 3 “both disagree and agree”, 4 “agree”, and 5 “completely agree”.

mean values of the seven answers for the senior clinicians (N=32) and
the service leads (N=13) using Paired Sampled t-test. Secondly,a linear
regression analysis was carried out using one question “CAMHS is
developing in the right direction» as the dependent variable and two
other questions as independent variables.

This was done to explore possible factors facilitating the
development of the CAMHS. A p-value of <0.05 was considered
statistically significant. The SPSS statistical package version 24.0 (IBM
SPSS Statistics, IBM Corporation) was used for all analyses [29].

Results
Clinical standards

Initially the draft clinical standards provided by clinicians varied
from 10 to 15 pages. As stated previously, the goal was to develop a tool
that would provide staff with quick accessto relevant research literature
and recommendations for evidence based practice. To succeed, it was
considered that standards should be possible to read by busy clinicians,
perceived as clinically useful and that subsequent staff training adhered
to recommendations.

A template limited to a two page, operationalized description
included the following elements: When to use, diagnostic criteria,
assessment, and treatment methods. In addition, there were notes
recommending case formulation and regular points for evaluation. The
standards included references to the clinical guidelines that formed the
basis of the standards [24,25]. Clinicians responsible for summaries
and the steering group negotiated the final content of the standards.

During the five-year period, 34 senior clinicians participated in
developing altogether 17 clinical standards. Examples of the content
of clinical standards included categories of disorders such as eating
disorders, anxiety disorders, mood disorders, ADHD, Autism.

Clinical standards became available for all staff in the hospital
“electronic quality control handbook” and updated as new guidelines
have become available.

Although it could be argued that training and implementation
of new methods belong to the implementation stages [8] it is, for the
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purpose of highlighting the effects of the clinical standards, considered
relevant to report that between 2013 and 2017 staff received training in 10
new evidence based methods, all recommended in clinical guidelines and
thus local clinical standards. The process of implementing these methods
as well as the organisation of the service is not addressed in this paper.

Evaluation of perception of change and process

Evaluation of employee’s perception of change took place in 2017,
five years following the initial evaluation and was performed asking
seven questions. Results are given in Table 1. For the invited employees
45 of 60 (75%) completed the questionnaire in 2017. All service leads
participated (13 (29%)). More than one third (18/45, 40%) of the
respondents were also interviewed in the 2012 evaluation.

The results of the evaluation expressed that both service leads and
clinicians tend to agree that the mental health service was developing
positively, providing a high quality service for children and adolescents
(Table 1). Furthermore, both groups agreed that the introduction of
clinical standards was particularly important in ensuring quality care.
The highest score was found for the statement “the development of
clinical standards has contributed to clarify the clinical direction of
the service” with a score of 4.5 (SD: 0.6). There were no differences in
ratings between service leads and clinicians on this item.

On the question about how “they perceived themselves to be
involved in developing clinical standards” there was a statistically
significant difference between service leads and clinicians with the
clinicians rating themselves as having been slightly less involved than
service leads.

In order to explore employee involvement in the process, a linear
regression analysis was carried out. The score of the question “CAMHS
is developing in the right direction» was used as the dependent
variable and the two variables; question 1) “The clinical standards
have contributed to clarify the professional direction of CAMHS”, and
question 2) “Employees in CAMHS have been positively involved in
the development of clinical standards”, as independent variables. Only
employee experience of involvement was significant with 14% of the
explained variance of CAMHS development in the right direction
(adjusted R: 0.14; 95% CI 0.1 to 0.7; p < 0.05).
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Discussion

During a five-year period, managers and clinicians were involved
in developing clinical standards as the first stage of implementing a
CAMHS vision and strategy. The content of the standards was based
on the advice given in clinical guidelines and contained operationalized
and clinically relevant information. In addition, recommendations
effectuated a staff-training plan. 17 standards were developed and 10
evidenced based methods were implemented during the time period.

All service leads and a group of senior clinicians participated in a
structured evaluation of the process. There was an overall contentment
with the service development and staff agreed that the introduction of
clinical standards provided a clear direction for the service and quality
of care.

Involving employees in the change process seemed to be one of
the key factors in successfully changing the service. The knowledge
that passive dissemination of information has limited effect on staff
behaviour made us actively use EDI in the implementation process.
We suggest that the participation of service leads and clinicians created
ownership, engagement and a sense of responsibility for developing
a shared culture, variables recognised as important in facilitating
implementation [20]. The 2017 evaluation outcomes appears to
support this understanding, where staff partialy attributed the positive
service development to the involvement of employees. This finding is
also in line with the notion of EDI [20].

An important aspect of the strategy was to establish evidence based
knowledge in the clinical setting. One of the barriers to implementing
clinical guidelines include information overload [1]. By creating clinical
standards that presented the content of clinical guidelines succinctly,
focusing only on key aspects of assessment and interventions, research
information was transported into the clinical setting and as such
contributed to reduce the “research practice gap” [2]. The fact that the
recommendations set out in clinical standards were followed up with
training and implementation of recommended methods, has most
likely added to the positive perception of change [6].

Managers often ignore and disregard the stage of exploration as
unnecessary and too time-consuming [5]. However, in this project the
exploration stage was seen as essential in clarifying the strategy and to
facilitate employees’ motivation for developing and adopting changes.

This is in line with previous reported findings that lack of time is
often a barrier to changing practice [5].

Strength and limitations

The strength of this study was the focus on the challenging area of
implementing evidence based practice in the real world of clinical care.
This is important in order to maximise the quality and effectiveness of
health care services.

There are however limitations to this report. A low cost approach
together with a focus on service development has been employed
which has affected the amount of data, eg. a lack of comparison group,
collected in this study.

Furthermore, the relatively positive response from employees may
be an overestimation of actual satisfaction. Satisfaction levels were
however only one factor in evaluating service improvements which was
a limitation.
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Conclusion

In conclusion, the initial step of implementing clinical guidelines
has been achieved through involving employees in developing succinct
clinical standards as a vehicle for the communication of evidence
based practice. We attribute this to leadership, sufficient time spent
to plan and communicate the strategy as well as involving employees
in the process. Following up recommendations with a training plan
and implementation of new methods has also been vital to keep up a
momentum of change.
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