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This talk: 

1.   Understanding behaviour is key to changing it 
 - Science of behaviour change we should be 
 drawing on (i.e. theory) 

 
2. Applying theory to understanding barriers/
enablers to Sepsis Six implementation 
 
3. What next, lessons learnt, reflections  



Changing clinical practice: how hard can it be? 

•  Key objective of NHS is to provide healthcare based on 
evidence (i.e. Evidence Based Practice) 



Rarely so straightforward… 



Why is implementation so hard? 

•  Initiatives to improve quality + safety in healthcare often result 
in limited/ no changes for the better1 

 
•  Few that are successful = hard to sustain or replicate 
 
•  In part due to enormous complexity of healthcare systems 
 
•  But also in part to how we design interventions to change 

clinical practice? (i.e. implementation interventions) 2 
   

 
1. Dixon-Woods M, et al. Explaining matching Michigan: an ethnographic study of a patient safety programme. Implement Sci 2013;8:70. 
2.  French, S. et al(2012). Developing theory-informed behaviour change interventions to implement evidence into practice: a systematic approach using the  
   Theoretical Domains Framework.Implementation Science, 7(1), 38.	  
	  	  



Tradi&onal	  approaches	  to	  interven&on	  design	  
not	  always	  scien&fic……	  

ISLAGIATT 
principle 

Martin Eccles, implementation researcher, UK 

‘It Seemed 
Like A Good 
Idea At The 
Time’ 



How can theory help?  
•  Clinical practice = form of human behaviour! 4 
 
•  Theory can help us identify, understand, + explain range of 

factors that might influence clinical behaviour (e.g. social + 
contextual determinants) + links between these factors 

•  à Explicitly using behavioural theory therefore provides an 
explanatory, generalizable framework for conducting 
‘behavioural diagnosis’ 5  

•  i.e. systematically identifying what/ how needs to change  
 
4. Foy, Robbie, et al. "The role of theory in research to develop and evaluate the implementation of patient safety practices." BMJ quality & safety 20.5 (2011): 
453-459. 
5. Davidoff, Frank, et al. "Demystifying theory and its use in improvement."BMJ quality & safety (2015): bmjqs-2014. 



Going to see your GP: An analogy for a method 
of intervention design… 3 

1.  Examine the problem 

2.  Make a diagnosis 

3.  Prescribe a treatment 

3 Michie, Atkins, West (2014) Behaviour Change Wheel Guide to Intervention Development 



 
However… 

 
•  Many overlapping individual and organisational behaviour change 

theories available 
 
•  No clear rationale/evidence-base for choosing one theory over 

other 
 
•  Theoretical Domains Framework (TDF):6,7 

– Renders theory more accessible 
 
–  Synthesises 33 behaviour change theories relevant to health 

practitioner clinical behaviour change 
 
–  14 domains covering range of potential influences on clinical 

behaviour 

 
6. Michie,	  S.,	  et	  al.	  "Making	  psychological	  theory	  useful	  for	  implemen9ng	  evidence	  based	  prac9ce:	  a	  consensus	  approach."	  Quality	  and	  safety	  in	  health	  care	  14.1	  (2005):	  26-‐33. 
7. Cane,	  J,	  et	  al.	  "Valida9on	  of	  the	  theore9cal	  domains	  framework	  for	  use	  in	  behaviour	  change	  and	  implementa9on	  research."	  Implement	  Sci	  7.1	  (2012):	  37	  



The Theoretical Domains Framework (TDF) (Michie et al. 2004/ Cane et al. 2011)  

1.  Knowledge 
2.  Skills 
3.  Social professional role and identity 
4.  Beliefs about capabilities  
5.  Optimism 
6.  Beliefs about consequences 
7.  Reinforcement 
8.  Intention 
9.  Goals 
10. Memory, attention, and decision processes 
11. Environmental context and resources 
12. Social influences 
13. Emotion 
14. Behavioural regulation  

To what extent do social influences 
facilitate or hinder x? (peers, 
managers, other professional 
groups, patients, relatives)?  

Do I have sufficient resources 
(time/ staff/ equipment) to do 

X? 

Is doing X part of my clinical 
role?  

What will happen if I do X? 



Aims… 
1)  To apply the TDF to systematically identify 

theory-based barriers/enablers to the 
implementation of the Sepsis Six at a case 
study hospital: the Royal Cornwall Hospital 

 
(i.e. to conduct a behavioural diagnosis for Sepsis 

Six implementation)  



 
•  Associated w/reduced 

mortality (20% vs 44%) 
 
•  Better compliance 

compared to Surviving 
Sepsis Campaign bundle 
(84% vs 5.8%) 

 
•  Compliance = CQUIN 

measure 
 
•  Baseline audits: 

Compliance at case study 
hospital very low (0-20%) 

Daniels	  R,	  Emerg	  Med	  J	  2011;28:507-‐512	  



Applying the TDF to Sepsis Six… 

•  13 semi-structured interviews performed (~35 mins each):  

– Nurses (n=5) 

– Consultants (n=5) 

–  Junior doctors (n=3) 

– MAU (3) Surgical (5) A&E (5) 

–  Stratified purposive sampling until data saturation achieved 



Example Questions…. 
1.  Knowledge 
2.  Skills 
3.  Social professional role and identity 
4.  Beliefs about capabilities  
5.  Optimism 
6.  Beliefs about consequences 
7.  Reinforcement 
8.  Intention 
9.  Goals 
10. Memory, attention, and decision processes 
11. Environmental context and resources 
12. Social influences 
13. Emotion 
14. Behavioural regulation  

To what extent do you consider 
performing the steps in the Sepsis 
Six a part of your role? 

To what extent do you think the 
advantages of performing the steps in the 
Sepsis Six outweigh the disadvantages, or 
vice versa?  

Compared to other tasks you have in your role, to what 
extent do you prioritise performing the Sepsis Six on a 
septic patient?	  

To what extent does your working environment have 
sufficient levels of resources needed to allow 
performance of the Sepsis Six within one hour of 
recognition? 

To what extent do the opinions of your colleagues 
about the Sepsis Six affect the likelihood of you 
performing it?  



Analysis process 

Coding	  by	  
TDF	  

domain	  

Thema9c	  
synthesis	  

Ques9onnaire	  



1. Knowledge  

•   ‘I do not know what the 
Sepsis Six involves’ 

•  ‘People would give better 
Sepsis Six performance 
if they were more aware 
of the later 
complications of poorly 
managed sepsis' 



2. Skills  

•  ‘I do not have the skills to 
perform the Sepsis Six’ 

•  ‘There is not sufficient 
provision of training and 
assessment in the skills 
required to perform the 
Sepsis Six' 



3. Social professional role/ identity 
 
•  ‘There are some 

steps in the Sepsis 
Six which I/my 
colleagues are not 
allowed to perform’ 



4. Beliefs about capabilities 

•  ‘Some of the Sepsis 
Six steps are more 
difficult than 
others to achieve 
(urine output, 
cultures, antibiotics)’ 



5. Optimism  
•  ‘Increasing Sepsis 

Six compliance will 
improve patient 
care' 



6. Beliefs about consequences 
•  ‘The benefits vs risks 

of performing the 
Sepsis Six (or some 
parts of it) are (not) 
different in certain 
patient groups’  



7. Reinforcement 

•  ‘Individuals are not 
formally rewarded or 
punished for (failing 
to) complete the Sepsis 
Six' 



8. Intention 

•  ‘I am more likely to complete 
all steps of the Sepsis Six if I 
think the patient is sick/less 
likely if they are well’ 

•  ‘Some steps in the Sepsis 
Six are more/less important 
than others' 



9. Goals  

•  ‘I work towards a 
goal that the 
Sepsis Six should 
be completed and 
documented 
within an hour on 
all septic patients.’ 



10. Memory, Attention, Decision Making  

•  ‘It's easy/difficult to 
remember the 6 steps 
in clinical practice’ 

•  ‘The decision to start 
the Sepsis Six is not 
made because sepsis 
is not recognised’ 



11. Environmental context and resources 

•  ‘The equipment I have 
does/doesn’t work ‘ 

•  ‘I do not have sufficient 
resources (staff; time; 
equipment; medicines; 
beds) to perform the 
Sepsis Six in one hour.’ 



12. Social Influences 

•  ‘Departmental culture 
facilitates/ hinders 
performance of the 
Sepsis Six’ 



13. Emotion 

•  ‘If we are affected 
emotionally (e.g. stressed, 
excited, fatigued) it leads 
to better/worse clinical 
performance when looking 
after septic patients’ 



14. Behavioural Regulation 

•  ‘I/we get insufficient 
feedback on our Sepsis Six 
performance’ 



Next steps : Assessing for importance and exploring generalisability  



- Develop interventions 
containing behavior change 
techniques that target 
identified  
barriers/ enablers 
 
- i.e. Map BCTs to TDF 
domains (Cane et al. 2015) 
  
 
  

Next Steps: Moving from diagnosis to intervention  



Next Steps: Moving from diagnosis to intervention  

Barrier/enabler	   TDF	  Domain	  (par&cipant	  
group)	  

BCT	  (Technique/mode/
content)	  

Low	  awareness	  of	  
evidence	  for	  Sepsis	  Six	  	  

Knowledge	  (nurses)	   Technique:	  Informa>on	  
provision	  
Mode:	  Facilitated	  
workshop,	  Sepsis	  Nurse/
Consultant-‐led	  
Content:	  Sepsis	  nurse	  
and	  consultant	  present	  
informa>on	  about	  Sepsis	  
Six	  and	  the	  evidence	  
behind	  it	  

Cane, James, et al. "From lists of behaviour change techniques (BCTs) to structured hierarchies: comparison of two methods of developing a 
hierarchy of BCTs." British journal of health psychology 20.1 (2015): 130-150. 



Reflections…  

•  Think differently about quality improvement – clinical practice 
is a behaviour which can be studied and changed 

•  Time-consuming process (+++!) 

•  Need to have behaviour change experience to complement 
clinician specialist knowledge – research requires teamwork 

•  Convert the people who matter and get their backing 



Thank you for listening. 
Any questions? 
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Email: Fabiana.Lorencatto.2@city.ac.uk  
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