Feasibility of POD: leadership, planning implementation and delivery by ward 

In presenting salient issues arising from POD implementation and delivery at each ward, we have organised the following material around a set of key factors critical to the successful implementation of a complex, integrated programme. These include: the type of leadership essential to drive change forward at different stages; the process for engaging staff in the need to make the change, including education; observation of existing practice pertinent to preventive interventions; volunteer recruitment, training and support. We have used the following heading and subheadings as a structure for this appendix:

1. Leadership of the programme: critical ingredients providing a platform for initiating change

a. Local contextual factors

2. Planning implementation

a. Engaging staff and volunteers

b. Creating readiness for change

3. Delivery

a. Delivery by staff

b. Delivery by volunteers

WARD 1 (Elderly Care Ward) and WARD 2 (Emergency / Trauma / Orthopaedic Short Stay Ward)

The POD implementation process and delivery in these two wards within a single hospital followed most consistently and faithfully the programme as intended. 

1. Leadership of the programme: critical ingredients providing a platform for initiating change

The elderly care deputy matron was well placed to assume the initiative in planning implementation as she had a practice development remit and a hospital-wide dementia champion role which offered her the necessary space, scope and legitimacy. Preparatory work comprised securing formal senior management agreement and support from the chief nurse, networking and negotiation across directorates to identify suitable wards and commitment from matrons, mobilising and engaging senior ward staff in the two identified POD wards and involving the VSM.  Among the ward managers, it was less delirium per se that motivated engagement; rather that the POD Programme addressed care quality issues and presented opportunity for action to enhance the patient experience of care. The VSM, initially hesitant about becoming involved, was drawn in by the deputy matron.  Here then the critical stakeholders to initiate preparation for implementation planning were individually and collectively involved in action planning with the deputy matron assuming a proactive role in driving the process forward. All of them developed a clear grasp of the purpose of the intervention. 

a. Local contextual factors

Uniquely among the wards, this hospital had previously established a group to undertake delirium prevention work, in which the deputy matron had played a key role. Thus, at organisational level and for the deputy matron specifically there existed ‘tension for change’ in respect of delirium. 

· Adequate ward staffing: Staffing complement on Ward 1 was above Royal College of Nursing “current” levels1 but below Royal College of Nursing recommendations for “basic safe care.” Staffing on Ward 2 was higher than the Royal College of Nursing average.2
· Resources: The deputy matron spent approximately one day a week leading POD implementation across both wards with the addition on Ward 2 of a senior staff nurse on light duties. 

Overall, the implementation climate for POD was facilitative. Even so, the commitment, drive and willingness of the deputy matron to invest in the work of POD as well as the respect with which she was held within the organisation and among peers was critical. Within four months of the approach to the hospital, the key significant stakeholders for POD implementation planning were mobilised in a de facto “Action Group”; appropriate senior hospital staff agreement to proceed was secured; plans were underway to recruit volunteers; and meetings were organised with staff in the two participating wards to introduce them to the programme.  

2. Planning implementation

a. Engaging staff and volunteers

POD implementation here placed emphasis on securing bottom-up engagement of staff in the change process. 

· Introducing staff to the programme: Extensive preparatory work to secure staff and volunteer involvement was followed by two introductory well-attended workshops for staff and one for volunteers. 

· On-going recruitment of volunteers: Some 18 individuals expressed interest in being a POD volunteer on one or other of the wards.  

b. Creating readiness for change

· Organising training of staff: POD educational materials were drawn upon, adapted and delivered by the deputy matron and the mental health liaison nurse to staff on both wards (four sessions on each ward). Because of the perceived challenge of taking staff off the ward to participate in multiple training sessions, formal training was truncated to a single session delivered to four groups of staff on each ward (nurses, therapists and health care assistants) with the materials also accessible on each ward for further perusal.  

· Audit and observation: In both wards, the deputy matron involved staff from different disciplines to conduct the observations which were then considered in a meeting involving a range of ward staff. The process was universally regarded by staff as valuable, identifying taken-for-granted practices that were viewed as not patient centred; and modifiable features of the physical environment as for example, to reduce noise and facilitate patient orientation. Both underscored the level of gap between existing routine practice relevant to reducing risk of delirium and features of the physical environment that contributed to risk.  

· Agreeing volunteer roles and tasks:  The agreed volunteer role comprised ‘befriending’ (engaging patients in conversation, reminiscence, reading newspapers), practical assistance such as help at mealtimes, providing encouragement to eat and drink and generally offering a supportive presence. 

· Establishing systems and paperwork for delivering POD: While in each ward the functions of risk assessment and care planning were pursued and exemplar material in the POD Toolkit was drawn upon, materials were adapted to fit ward systems. One feature of delivery on Ward 1 that subsequently proved problematic was the decision to focus only on patients in two bays (12 patients).  The rationale was that although all patients in the ward met the criteria for delirium risk, it would be best to concentrate volunteer resources to ensure optimal coverage. On Ward 2 with its diverse age profile, the assessment of risk was incorporated into the existing admission assessment process.  

· Providing training for volunteers: In this hospital, POD volunteers were invited to a bespoke half-day training event. The volunteer role was discussed with the understanding that it could evolve over time as volunteers gained confidence and staff became more secure about what volunteers could do. Follow-up action included the creation of a volunteer rota for each ward and the planning of informal introductory sessions between volunteers and ward staff.

· Introducing volunteers to the ward staff: An informal social event was organised on each ward to introduce volunteers to the staff, to allay concerns volunteer might have and to reinforce the fact that they were working with staff as a team.  

The different strands of preparatory work were completed for a planned delivery start in the second week in January 2012. In retrospect, it was considered that with the ‘Action Group’ and a core of volunteers in place, this process could have been completed in half the time. Indeed, a number of volunteers were ‘lost’ during the long interval between recruitment and POD delivery start date.

3. Delivery

a. Delivery by staff

· Scope: In the six months delivery period, 91 patients were identified as being at risk on Ward 1 (2 bays, 12 patients), and 116 on Ward 2 and therefore within scope of POD interventions.

· Change in practice: Even prior to delivery, senior ward staff noted increased communication and orientation talk with patients. Where previously a patient who was seen as difficult might evoke a negative response from a staff member, now staff would spend time talking to the patient to provide re-assurance. This was also noted in observation. 

· Use of documentation: Wards 1 and 2 introduced documentation adapted for the assessment and recording of delirium risk. In Ward 1 (elderly care), this was aimed both at sensitising staff to delirium risk factors, and targeting patients in the two selected bays (12 beds). In Ward 2 (orthopaedic trauma), it was in recognition that all patients were not at risk. Both wards also developed a daily delirium prevention plan. Additionally, Ward 1 used a POD symbol (a ‘peapod’) on the patient board to identify patients on the programme: this also indicated to volunteers which patients to work with. Ward 2 used ‘POD’ on the electronic patient board for the same purpose, and this was also noted on the patient lists discussed at multidisciplinary team meetings.  

The completion of delirium risk assessment forms was higher in Ward 2 than in Ward 1 (59 (65%) versus 48 (42%)). Approximately 75% of the forms were fully completed. Completion of the daily delirium prevention plan was high in Ward 2 (90% of patients having a daily delirium prevention plan entry). Completion was less consistent in Ward 1 (61% of patients had an entry on the daily delirium prevention plan for each day). The length of time the daily delirium prevention plan was used with each patient differed across the two wards (median days’ use:  Ward 1: 7; Ward 2: 10) which is congruent with the median lengths of hospital stay in the wards. 

At the conclusion of the project, Ward 2 incorporated delirium risk assessment into routine documentation completed on ward admission. 

b. Delivery by volunteers

· Volunteers’ role: Volunteers on both wards provided social, emotional and practical support to identified patients: engaging in conversation with them around things of interest, providing assistance at mealtimes and reading newspapers. 

· Integration of, and support to, volunteers: Both wards developed a weekly volunteer care plan to be completed by the ward team for the communication of information to volunteers. However, the completion of volunteer care plans by ward staff was very low in both wards. In Ward 2, the nutrition assistant assumed responsibility for acting as the link between the ward and the volunteers; her predictable workload and regular weekday hours ensured this was very effective. On Ward 1, the assumption was that this would occur through the ward manager or senior staff nurse on duty. Volunteers reported that staff were helpful and supportive, although always ‘very busy’. 

· Scope of volunteering: Of 18 volunteers recruited, six never started, four dropped out after a couple of sessions and seven continued until the project end (one further volunteer left after three months because of work pressures). On Ward 1, cover was provided for one two-hour session most week days; and on Ward 2, for one session three to four days a week. 

The potential of Ward 1 to deliver POD, given the depth of preparatory work and the enthusiasm and commitment of staff and volunteers, was not fully realised as a consequence of local contextual factors.  Just over a month after the delivery phase began, senior management opened a consultation process on ward re-organisation as part of a planned reduction in beds to fund community resources. The proposal envisaged the closure of Ward 1 as an elderly care ward and combining specialties in integrated wards. Not only did this affect staff morale, but it started a process of staff movement. While the final decision was to maintain elderly care as a specialty but in a different location, seven staff, including four health care assistants had moved on and the ward manager additionally took on management of an adjacent ward. Further disruption occurred as part of the ward was refurbished, resulting in the temporary loss of beds and this was exacerbated by successive infections closing the ward to volunteers for several weeks during April and May. The final closure of the ward was planned within months of the project end and, with a new staff team in a different ward environment, it was unclear what would happen although most of the remaining volunteers wished to continue. 

  WARD 3 (Elderly Care) 

1. Leadership of the programme: critical ingredients providing a platform for initiating change

The elderly care matron took on the initial, preparatory leadership of the project. However, prior to the start of implementation, the matron moved on to another post and the task was assumed by the elderly care services manager, who had not been previously involved. An action group was mobilised, the composition of which suggested involvement of critical actors in planning for change. Chaired by the elderly care services manager, it included the elderly care services manager, practice development nurse, occupational therapist and senior ward sister. The first meeting was not attended by the ward sister (described as ‘too busy’). There was also lack of continuity in respect of the elderly care services manager participation in the planning implementation process on account of illness and inability to make all of the meetings. From documents and interviews, it appeared that the remit of the action group as a vehicle to mobilise resources to effect ward change was not understood. There was ambiguity/tension reflected in the action points from the group suggesting focus on increasing general awareness of delirium among staff generally across the hospital rather than pursuing the delirium prevention change programme set out in the POD.  While support for POD among senior ward staff was the opportunity to address care quality issues, researcher observation suggested that the action group considered current ward practice to be sufficient. Thus, review of practice was not necessary. There was ambiguity also as to whether, from the staff perspective, the volunteer input was perceived as generally supporting staff and not specifically about enhancing the work of delirium prevention. It became increasingly evident that middle managers’ primary emphasis was on management of delirium, i.e. the ‘tension for change’ was better delirium management and not specifically delirium prevention as reflected in the introduction of a trial of new paperwork on identifying delirium at the beginning of 2012.

a. Local contextual factors 

· Senior nursing management commitment:  Programme implementation was threatened by changes pursued by middle managers whose priority was on delirium management. It was suggested that the new paperwork introduced on delirium management would replace the delirium prevention care planning documentation and would be rolled out across the trust as part of a hospital-wide initiative.  Only the intervention of the consultant supporting POD resulted in its withdrawal.  
· Adequate ward staffing: Staffing complement on Ward 3 was above Royal College of Nursing “current” levels1 but below Royal College of Nursing recommendations for “basic safe care”.2
· Resource: At the initial meeting of the action group there was a proposal to create a project implementation team made up of representatives from across the ward multi-disciplinary team, led by the ward manager. However, the project implementation team never materialised due to operational pressures on the ward manager. The work of implementation was seen to be enacted through a large ward staff group under the direction of the senior sister; however her attendance at the action group was intermittent and it was considered that staffing problems left her no room to lead the work. At the end of November 2011, in order to get the implementation back on track, at the suggestion of the research team, a decision was taken by the action group to second an experienced and respected staff nurse for one day a week for a period of six months to progress implementation of the POD Programme. The seconded nurse commenced in February 2012, following which good progress was made. 

The implementation climate in this ward was only partially facilitative: there were some ambiguities about the purpose of the programme and the process of implementation. While formally the action group involved critical stakeholders to lead the preparation for implementation, there was no one individual assuming the role of driver for change and engagement of the ward manager and VSM was passive rather than active. The work of preparing for change only got underway, following several months of lack of progress, with the secondment of the staff nurse to lead it. 

2. Planning implementation

The process of planning implementation started in Ward 3 at the same time as in Wards 1 and 2. The difficulties around leadership and lack of consensus regarding the purpose and process of POD were reflected in the lack of progress in planning implementation over several months.   

a. Engaging staff and volunteers

· Introducing staff and volunteers to the programme: A series of planning and information meetings were held with ward staff and volunteers during May 2011, similar to Wards 1 and 2. The introductory workshop, attended by eleven members of staff, was held in July 2011. However, ward observation in mid-October suggested little or no staff awareness of POD.  

· Volunteer recruitment, roles and tasks:  Meetings were held with existing ward volunteers in May 2011 to inform them about the programme. The voluntary services manager was unwilling to recruit volunteers specifically for POD. Instead, student volunteers who were on placement at the hospital were allocated to work on the ward. Thus, volunteers became involved in POD by default rather than choice.

Volunteer roles were agreed by the action group. The role was not POD-specific, but was based on an existing volunteer role description which closely matched that provided and described in the POD manual with the addition of POD-related tasks concerning the checking of glasses, hearing aids and teeth. It did not include mobilisation.

Staff nurse assumes leadership role

It was only with the assumption of a leadership role by the staff nurse with an agreed dedicated one day a week devoted to POD that the work of engaging staff actively in the process of planning for change began – some six months after this was originally envisaged.  

b. Creating readiness for change

· Training staff: Undertaking the formal staff education sessions suggested in the POD manual was considered not to be feasible due to difficulties releasing staff to attend and an alternative strategy (a series of ten minute teaching sessions held during the morning tea-break) was devised by the seconded staff nurse. 

· Audit and observation: Observation/audits were carried out solely by the staff nurse and became the trigger to assess and review care practice. Changes in practice were suggested to nurses and HCAs as a trial to be reviewed on the basis of experience.  

· Introducing volunteers to ward staff: The staff nurse assumed the role of introducing individual volunteers to the ward. 

· Establishing systems and paperwork for delivery of POD: The ward did not introduce a system for the assessment and recording of delirium risk as it considered that everyone admitted was at risk of delirium. A care plan, the daily delirium prevention plan was developed by the POD-seconded staff nurse in consultation with all nursing staff. 

· Providing training for volunteers: New volunteers attended the standard one-day trust volunteer training. This was comprehensive and covered some topics of relevance to POD, e.g. feeding, communication skills and dementia. However, no reference was made or training received regarding delirium or delirium prevention and existing ward volunteers received no additional training.

With the secondment of the staff nurse, the implementation process was completed in four months and delivery commenced in May 2012.

3. Delivery 

a. Delivery by staff

· Scope: 84 patients were recorded as being at risk of delirium.

· Practice change: Ward practice change to deliver POD proceeded very successfully. Knowledge and awareness of delirium and delirium prevention was observable in foregrounding delirium risk in discussion of patients by nursing and care staff; care staff were reported as interacting more with patients both as a result of completing the care plans and because the ward was perceived as calmer.
· Use of documentation: Ward 3 (elderly care) used a whole-ward approach to the system for the assessment and recording of delirium risk, as it considered that everyone admitted to the ward was at risk of delirium. The ward developed a daily delirium prevention plan for completion by the ward team. The daily delirium prevention plan (care plan) was well liked by staff with 96% of inspected forms having been completed each day of the patient’s stay. Ward 3 has continued using the daily delirium prevention plan as it is seen to have benefits for both staff and patients, including reducing paperwork and improving communication. 

b. Delivery by volunteers

· Volunteer role:  One-to-one interaction with patients, assistance with nutrition, checking glasses, etc. as agreed. 

· Integration of and support to volunteers: The engagement of volunteers as an integrated part of delivery was not successful: with a couple of exceptions, student volunteers did not persist and there was on-going resistance from voluntary services to recruit specifically to POD. A weekly volunteer care plan was initially well completed by ward staff but as volunteer input on the ward was inconsistent and only one volunteer regularly used the forms, it fell into disuse after several weeks. 

Ongoing support systems for volunteers relied on the presence of the seconded nurse whose unpredictable workload combined with variable shifts meant that this was frequently not available. Several volunteers continued to the end, finding value in their relationships with patients and were regarded as “excellent” by staff. 
· Scope: the longest volunteer input in a single week was nine hours; more typically it was five hours. Difficulties here were intertwined with the lack of focus of the volunteering input on delirium prevention (as above).

WARD 4 (Elderly Care Ward)

1. Leadership of the programme: critical ingredients providing a platform for initiating change

The consultant geriatrician was the primary conduit between the research team and the ward, yet the POD work would require the active engagement of the senior ward staff. The critical triumvirate of ward manager, practice development nurse/matron and VSM jointly to lead the implementation was not secured despite considerable effort by the research team. Although on-going interest in the POD Programme was expressed by the geriatrician, ward manager and deputy voluntary services manager who was interested in expanding the role of volunteers on this ward, they appeared to operate as individuals with their own particular interests rather than as a collective; coming together only at the instigation of the research team when a meeting was proposed. Ten months following the initial contact, a meeting involving the acting VSM, a stand-in ward manager, geriatrician and research team took place.  The possibility of a nurse educator was raised to be pursued by the geriatrician and the acting VSM indicated she would pursue recruitment of volunteers.  A subsequent informal meeting with the ward manager indicated interest but considerable concern about short staffing on the ward.  Three months on, another meeting with the geriatrician and the research team suggested the possibility of a secondment and an existing staff nurse working part-time was proposed and agreed.  At the same time, the acting VSM was actively recruiting volunteers for the project.

a. Local contextual factors

Negotiations at this ward were protracted from the outset: re-organisation of elderly care wards involving a move between hospital sites; the hierarchical layers through which access had to be secured (matron elderly care, then divisional nurse and clinical nursing committee for comment), difficulty of arranging meetings particularly involving the ward manager; and changes in personnel within voluntary services. 

· Adequate ward staffing: Staffing on the ward was below Royal College of Nursing “current” levels.1
· Resources: The implementation process and delivery of POD was protracted and little progress was made until we proposed the secondment of a staff nurse, similar to that established in Ward 3, and a junior staff nurse took this on with enthusiasm.

2. Planning implementation

The seconded staff nurse started mid/end March with one-day per week dedicated to the programme. Unlike other wards, planning for change occurred simultaneously with the involvement of volunteers on the ward. 

a. Engaging staff and volunteers

· Introducing staff to the programme: Despite repeated efforts by the research team, the ward neither took up offers to inform staff about POD or the research, nor the offer of an introductory workshop. 
· Recruitment of volunteers with an expressed interest: The voluntary services manager started to recruit volunteers specifically for the POD Programme. It was unclear as to whether senior ward staff viewed the programme as about delirium prevention or primarily about engaging volunteers to support staff.

b. Creating readiness for change

· Staff training: Formal training was not provided; staffing problems meant that ward staff were not released. The seconded staff nurse informally used handovers to raise awareness about delirium risk and placed posters strategically around the ward (corridor, staff room and toilets). 

· Audit and observation: Audits and observation were carried out solely by the seconded staff nurse and became the trigger to assess and review care practice. Changes in practice were suggested to nurses and HCAs as a trial to be reviewed on the basis of experience.  

· Establishing systems and paperwork for delivering POD: The seconded nurse reviewed ward documentation with the aim of including delirium risk in existing assessment documentation; delirium prevention care plans for staff and volunteers drawn from the POD Toolkit were suggested for use.  

· Agreeing volunteer roles and tasks: The suggested POD volunteer role was approved by senior ward staff. 

· Training volunteers: An introductory session with volunteers included a briefing on POD by the seconded nurse; volunteers were given a leaflet on delirium and delirium prevention using material from the POD resource pack in the Toolkit. 

· Introducing volunteers to the ward staff: Around ten volunteers were recruited for the ward and the research team attended a meeting with volunteers, voluntary services manager and seconded staff nurse to introduce them to the ward and to the POD Programme. 
3. Delivery

a. Delivery by staff

· Scope: There was little evidence of active engagement by staff in delivering POD. The junior staff nurse did not have the authority to effect change; and passive support from senior ward staff was insufficient to create change in ward practice and systems. 
· Use of documentation: Ward 4 did not develop or introduce a system for delirium risk assessment.  
· Practice change: There was little evidence for change of practice by staff on this ward.
b. Delivery by volunteers

A significant positive achievement was, from mid-March/beginning of April, the participation of volunteers on the ward. Although there was some initial attrition – of the ten recruited at the beginning, three never started and a couple left after a few sessions – two continued for four months and left due to personal circumstances and both reported considerable enjoyment and satisfaction with the role. Three volunteers maintained involvement over the delivery period and were intending to continue.   
· Volunteer role: Volunteers undertook a range of tasks: ‘befriending’, emotional support and assistance with practical tasks such as nutrition and hydration, and mobilising patients that needed some encouragement (walking up and down the corridor). One volunteer, a retired care professional, assisted with toileting. 

· Integration of, and support to, volunteers: The seconded staff nurse provided the link between the ward and volunteers and sought to meet with them when they first came on the ward to introduce them to the programme. There were some practical difficulties: her designated shift during this period was night work and being on the ward only one day a week meant that she was unable to support the volunteers consistently.  There were no specific communication systems set up for volunteers and some felt unsupported. Those that continued developed their own way of working, and had the confidence to approach senior ward staff if necessary. 

· Scope: Volunteers provided around 16 hours a week over the first four months and although this had reduced latterly, volunteers were still contributing around ten hours per week over three week days (one spent a full day on the ward).   

WARD 5 (Elderly Care Ward) 

1. Leadership of the programme: critical ingredients providing a platform for initiating change

The nurse consultant in elderly care/matron identified the ward as a site to implement POD and indicated that she would take overall responsibility for implementation since the project was considered a priority by senior nurse management. The voluntary services manager was enthusiastic about POD and keen to participate. The ward manager acknowledged the potential benefits of POD, but it proved difficult to arrange meetings with her to discuss the work involved: the ward being described as “under pressure”. Initial preparatory work proceeded in fits and starts: the nurse consultant in elderly care/matron acted as a link between the research team and the ward, but did not provide proactive day to day leadership in engaging ward staff.  

a. Local contextual factors

During the early preparatory period when participation was being negotiated, the trust was undergoing a major reorganisation with corresponding uncertainty, including about job plans and ward structure. Additionally, the ward had recently undergone a significant change of use from slow stream rehabilitation to an acute ward for older patients with complex needs and this had resulted in some staff leaving and others finding it difficult to adjust to the different patient mix.  In hindsight, the research team concluded that the ward was being used by senior management as a quality improvement opportunity for a failing ward: a conclusion confirmed subsequently by the nurse consultant in elderly care/matron.   There was some indication that staff on the ward may not have been receptive to the introduction of new ways of working.

· Adequate ward staffing: The ward manager informed us that there were severe staff shortages because of long term sickness, maternity, secondment and turnover, and she was reliant on cover provided by bank staff. This was given as a reason for lack of progress in POD implementation. 

· Resources: The nurse consultant in elderly care/matron intended to schedule dedicated time to work with the ward, but in practice this did not occur. It was agreed that a staff nurse on secondment elsewhere would be given responsibility for ward-level implementation of POD, on return, but it appeared he was neither offered dedicated time for this, nor supported in this role. 

The implementation climate for POD was not facilitative, although the research team made strenuous efforts to engage key staff.  An introductory workshop was organised to introduce staff to the programme. There was poor attendance, especially from ward-based staff; the ward manager was too busy to attend.  We offered on many subsequent occasions to visit to inform the ward staff about POD and the research study; these offers were not taken up. Although the VSM had identified volunteers for the ward, they were not utilised and the VSM effectively withdrew as there was no discernible progress or commitment by the clinical staff in POD implementation. The team concluded that there was no likelihood of trying out POD in this ward and withdrew. Another ward in the same hospital trust was identified subsequently (see Ward 6). 

WARD 6 (Surgical Orthopaedic Ward)

Ward 6 is located in the same trust as Ward 5, although in a different hospital, and negotiation about their potential involvement as a POD ward began in summer of 2012. Agreement to take part and preparatory work began in September 2012.  

1. Leadership of the programme: critical ingredients providing a platform for initiating change

At the instigation of the chief nurse, the POD Programme was led by a dementia matron. Similar to the dementia matron in Ward 1 and 2, she was particularly well placed within the organisation to do this: with a hospital-wide remit, she had dedicated time and legitimacy to assume an active leadership role; moreover, until recently she had been the matron for Ward 6, had an in-depth understanding of the ward and was well-liked and respected by the nursing staff. The preparatory work carried out by the matron in driving POD forward involved mobilising and engaging key staff including the voluntary services manager, ward manager and matron for orthopaedics, and the consultant geriatrician with a special knowledge and interest in delirium who provides orthogeriatric support. The implementation of POD at ground level was coordinated by a core implementation team comprising the dementia matron, lead occupational therapist with a particular interest in mental health and a seconded staff nurse. The indications were that the key players all understood the purpose of the intervention as delirium prevention and were working towards a common goal. From the outset, the explicit objective of the implementation team was to embed and sustain POD in routine practice following on from their involvement in the research study, so the implementation strategy was approached with that as the goal.  Other wards (for example Ward 1 and 2) were less clear at the outset that this was their objective. For the core implementation team, delirium prevention was perceived as a continuation and development of previous initiatives to improve care for people with dementia on the ward.  

a. Local contextual factors

A unique feature of this ward was that implementation was driven and supported by the chief nurse and the perspective was that, if successful, it would be expanded to other wards. In the recent past this ward had experienced low morale among the staff group following changes in management and staffing, and the chief nurse was keen to raise standards and identified the POD Programme as a vehicle to achieve this.  Unlike Ward 5, where there were similar senior management imperatives operating, here the tension to improve care quality was shared by the implementation group; but additionally, there was a desire to reduce delirium, seen as a particular problem among older people suffering orthopaedic trauma.  

· Adequate ward staffing: A number of new appointments had been made and staffing was around the Royal College of Nursing average.2 

· Resources: This ward was unique in having both a senior nurse (the dementia matron) and a seconded staff nurse at ward level for two days a week over a period of three months who were in a position to devote time to implementing POD. The appointment of a seconded nurse as a resource early in the implementation planning resulted from our experience in other wards that this would facilitate detailed work of planning for change. 

Overall, the implementation climate in this site was actively facilitative. It was clear that the commitment of the dementia matron, the matron for orthopaedics and trauma and the ward manager was reinforced by the expectation of the chief nurse that the POD Programme would be successfully implemented. Thus, there was active support from senior nursing management here compared with the passive support in Wards 1 and 2 and more ambiguous support in Ward 3. A potential threat at the outset was the migration of the ward to a different location pending refurbishment of its eventual home.

2. Planning implementation

a. Engaging staff and volunteers

· Introducing staff to the programme: Although senior nurses on the ward had met with the research team, in contrast to some other wards, there had been no formal introductory workshops or information sessions for staff by the research team. Awareness of the POD Programme was raised informally at ward level by the seconded nurse.

· Volunteer recruitment: A small number of volunteers (n=4) were engaged at the start of the implementation phase. In order to kick-start the project, the strategy with this first cohort of volunteers had been to recruit existing highly-trained volunteers experienced in working with older people.  Additionally, voluntary services had recently sent a leaflet about POD to all people who had registered an interest in volunteering at the hospital. A further three volunteers had subsequently been recruited and the process of recruitment was on-going to build up the number of volunteers. However, other than one volunteer who remained for a few weeks, none of these initial volunteers started on the ward. Following a change to the recruitment strategy, a new cohort of young volunteers, was recruited from a local sixth form college.

b. Creating readiness for change

· Training staff: Training was undertaken by the dementia matron in short teaching sessions (approximately 30 minutes), drawing on the educational materials. As in other wards, releasing staff for training was difficult, but by the end of November 2012 approximately a third of staff had received training. 

· Audit and observation: Audits and observations were carried out by both ward based and non-ward based staff. The dementia matron involved all grades of nursing staff, from student to senior nurses, in carrying out the observations. Observation findings were considered in depth at a team meeting and an action plan, focused around increased social engagement, was developed.

· Agreeing volunteer roles and tasks: A key concern for the implementation team was to ensure that volunteers were used effectively. Following discussion, it was agreed that the core elements of the volunteer role would be cognitive stimulation, enhancement of wellbeing and nutrition. 

· Establishing systems and paperwork for delivering POD: The implementation team developed and trialled a risk assessment and care plan. This was adapted to follow the same format as other trust documentation as it was considered that use of a familiar format would facilitate staff understanding and completion. The seconded nurse devised an action plan for nurses to complete to identify appropriate patients and activities for volunteers and introduced a volunteer diary for volunteers to record anonymised details and thoughts of their time spent with patients.
· Training for volunteers: Other than the trust’s mandatory volunteer training, volunteers received no formal training for POD. Volunteers were offered the opportunity to attend training in working with vulnerable adults and new volunteers shadowed a more experienced volunteer colleague. There was the intention to further develop the volunteer role and the provision of training and competencies was being actively considered.

Delivery of POD commenced January 2013, following return of the ward to its refurbished home base; preparatory work being completed in just under four months.  This move also involved a change to the ward model: from a general orthopaedic ward with patients of all ages to a fracture neck of femur ward for older people.  A new ward manager was also appointed.

3. Delivery

a. Delivery by staff

· Scope: All patients admitted to the ward were assessed for delirium risk. Patients identified as having factors that put them at risk of delirium, e.g. those with cognitive or sensory impairment or mobility problems, were referred by nursing and/or physiotherapy staff to take part in an occupational therapist-led programme of purposeful activity for patients.

· Change in practice: There was an observable change in delirium awareness. It was reported that nurses were now associating sudden change in patient behaviour with delirium, flagging up delirium and delirium risk at handovers and taking action to address this. Training/education was viewed as an on-going process and not a one-off event with further training planned for new staff once they were in post. 

· A key innovation on the ward was the initiation of an occupational therapist-led programme of purposeful activity for patients at risk of delirium. Referred patient were assessed by the occupational therapy team, asked about their interests and activities and completed a memory care plan (with the assistance of relatives if required). Patients who were able were taken to the day room for either individual or group activity or if unable, carried out activity at the bedside. Small groups of at-risk patients were invited to dine in the day room at lunchtime. As well as increasing social engagement this also served to increase mobilisation as patients were walked to and from the day room whenever possible.  

· Documentation: A risk assessment and care plan were introduced into practice. Initially there were difficulties in getting staff to use the new documentation. However, the POD facilitator devoted time to explain and promote the documentation and completion rates improved. Data regarding the extent of completion was not available. However, the ward manager reported that checks regarding completion of the documentation were carried out daily. The documentation was further adapted and incorporated into a confusion and delirium assessment and care plan that was subsequently used throughout the trust. 

b. Delivery by volunteers

· Volunteers’ role: In this ward, volunteers were viewed as a valuable resource in delivering delirium prevention. The main focus of the volunteer role was around cognitive stimulation/enhancing well-being and nutrition. A particular role was to complete a memory care plan with patients and their families as they were considered to have time to do this properly, unlike nurses who were currently tasked with completing it. However, there was also recognition that volunteers are individuals and needed to find their own niche in working with patients within these broad parameters. Notably in this ward, there was a belief that, by sharing their insights about the patients with staff, volunteers could help enhance the care delivered by staff. 
· Integration of, and support to, volunteers: The occupational therapy team took a key role in guiding and supervising volunteers. With regard to support systems for volunteers, the dementia matron and the lead therapist met with volunteers prior to them commencing on the ward. Within the ward, volunteers were supported by the ward manager, occupational therapists and by “buddying” new volunteers with a more experienced volunteer colleague. 
· Scope of volunteering: Due to the failure of the initially recruited cohort of volunteers to arrive on the ward, the volunteer contribution was very limited during the first weeks of delivery with just one volunteer providing 2.5 hours a week. However, following the gradual introduction of a new cohort of volunteers, the number of volunteers and hours contributed increased steadily such that by the final week of the four-month delivery period there were four volunteers providing 18 hours a week.

PROJECT 1 WARD (Surgical Orthopaedic Ward)

Although we have not included this in the data collection above, in addition to the recruited sites, we found that one of the sites in Project 1 had implemented the POD Programme on an orthopaedic ward.  All sites in Project 1 were given copies of the POD Toolkit at the conclusion of the project. 

The information below is based on an interview with the practice development lead in this hospital who initiated implementation. 

1. Leadership of the programme: critical ingredients providing a platform for initiating change

Three staff who had actively participated in the ward development team took the initiative subsequently to implement the programme: the senior nurse practitioner for older people, geriatrician and VSM.  Awareness of delirium prevention and the potential of volunteers to enhance ward practice change through involvement in Project 1 was the driver for the initiative. The senior nurse practitioner took the lead in forming an action group with the geriatrician and VSM. With a remit for practice development with regard to older people across the hospital, and with an in-depth knowledge of ward practices, having previously been a ward manager in the same hospital and been respected by staff at all levels, the senior nurse practitioner had the authority and space within her designated post to lead the planning implementation. She also perceived delirium prevention as a development of, and linked with, enhancing acute care for people with dementia. Volunteering within this site has a strong profile, including involvement of volunteers directly with patients and providing a very successful programme supporting patients with nutrition. 

This confluence of factors created a strong facilitative implementation climate for POD.  Although not formally part of the feasibility study, experience of the initiative has useful lessons for POD implementation. 

2. Planning implementation

a. Engaging staff and volunteers

The senior nurse practitioner and geriatrician took the decision to introduce POD on a trauma orthopaedics ward and not the elderly care ward, the staff of which had formed the development team in Project 1. This stemmed in part from a clinical re-organisation in the hospital, with the consequence that the geriatrician now provided a consultancy role on the orthopaedic trauma ward; the manager of this ward was also enthusiastic about taking part in the programme. 

· On-going recruitment of volunteers: New volunteers are offered the opportunity to work as a POD volunteer and to participate in the training programme.
b. Creating readiness for change

· Audit and observation of ward practice: The senior nurse practitioner and ward manager together took the initiative in conducting observations of ward practice, communicating findings to staff through briefings at ward meetings and engaging them in discussion about what needed to change. The ward manager also assumed responsibility for enhancing awareness of delirium and delirium prevention through staff briefings although formal staff training was seen as a gap that needed to be addressed. 

· Establishing systems and paperwork for delivering POD: A delirium risk assessment form and daily delirium prevention plan from the POD Toolkit were developed and agreed with staff.

· Introducing volunteers to the ward staff: The senior nurse practitioner introduces volunteers to the ward team. Whereas initially this occurred when the volunteer started on the ward, now part of the training programme includes a formal introduction of new recruits on to the ward to observe staff at work.

· Providing training for volunteers: Awareness of delirium and delirium prevention has been added to the existing training programme for volunteers. The educational component is delivered by the geriatrician and the senior nurse practitioner addresses the volunteer interventions, use of the volunteer care plan and a resource box of materials targeted at cognitive stimulation. Once on the ward, coaching in particular tasks, for example, assistance with feeding, is provided by a member of the ward team, and a buddying system with an experienced volunteer helps to increase confidence among new recruits. 

POD delivery began in December 2011 and six months later the programme was still continuing.  

3. Delivery

a. Delivery by staff

· Use of documentation: The multidisciplinary team was the focus for identifying patients at risk of delirium and is documented in the delirium assessment risk tool. The daily delirium prevention plan is located with the patient and intended to be completed daily by staff and volunteers. Additionally, a volunteer book is kept at the nurses’ station for volunteers to communicate issues/concerns that volunteers might wish to convey to staff. It was reported that the risk assessment is completed consistently and the daily delirium prevention plan less so, but the volunteer book is used by volunteers and examined weekly by the senior nurse practitioner to contribute to the MDT. 

· Change in practice: Six months following delivery, POD was reported to be working well. Risk assessment was an established feature of multidisciplinary team meetings although it was acknowledged that this needed to be developed to ensure an assessment of risk at ward admission.
b. Delivery by volunteers

· Volunteer role: Volunteers were recruited and delivering the intervention three days a week consistently with the aim of building this up to five days weekly. A resource box (games, puzzles, reminiscence materials) was used by volunteers and individual and group work with patients carried out.

· Integration of volunteers on ward/and support: As with other wards, critical to the engagement of volunteers is support from ward staff with the senior nurse practitioner acting as the link between the volunteers and the ward. The senior nurse practitioner introduced volunteers to the ward team, staff provided coaching in particular tasks, for example, assisting patients with feeding, and a buddying system was in operation with new volunteers linked initially with an experienced volunteer.  The volunteer care plan was the formal conduit for communication of information to volunteers. As well as the completion of volunteer care plans, volunteers may also have added longer narrative of issues pertinent to recovery that could be included in multidisciplinary team discussions. On-going recruitment of volunteers to sustain and expand their role in POD was seen as essential to maintain volunteer engagement as a small number of new recruits did not persist in the programme.
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