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Project Proposal –Patient Service Improvement Project

Title 

To change or not to change –that is the question

Why 

Discharge summaries are vital pieces of information that are shared between secondary care and primary care (Wachter and Auerbach, 2011). Unfortunately timely completion is a big problem faced by many hospitals and this contributes to patient safety problems (Chen and Yee, 2011).  A very similar scenario exists in the local hospital department I work in and when I was looking for a patient service improvement project, really didn’t have to look far.

Project definition

Problem that is being addressed primarily is to ensure timely completion of discharge summaries. To understand barriers to timely completion and implement change measures to achieve a 10% incremental change within six months.

Objectives 

The purpose of the project is to improve communication between secondary care and primary care doctors. Patients who are admitted to hospital may need further input from various members of the multi-disciplinary team. A good quality discharge summary that is done in a timely fashion greatly aids this cause (O’Connor et al., 2018).

The impact of this project is directly linked to patients, staff and organisations. Patients benefit from having a written document at the point of discharge that summarises the care received and any plans for ongoing care. This empowers patients and applies the principles of prudent healthcare (1000livesplus.wales.nhs.uk, 2019). 

For staff involved it fulfils various duties of good medical practice (Gmc-uk.org, 2019). Hospital doctors can communicate effectively with the general practitioner and other members of multi-disciplinary team with a well written discharge summary. They can clearly signpost tasks expected of them and therefore ensuring patient safety. Medication errors can be prevented by clearly mentioning the right dose and right time of administration. This is a major area of concern for patients discharged on altered doses and ensures medication safety.

Organisational responsibility to patient safety would involve in ensuring doctors and fellow professionals have all the resources available to aid timely completion of discharge summaries (Brandão et al., 2012). Departments that are not meeting expected standards can be supported better and raises the safety profile for patients.

Measuring objectives

Current completion rates will be obtained and will be analysed via run charts to see number of patients that need discharge summaries. How many hours/days does it take for completion of these summaries? 

Preliminary Data collected has shown only 30 % of these summaries are being completed in 24 hours. 60% of them are completed in 72 hours’ time and majority of them are completed in five days. The recommended time frame is all patients have a discharge summary done within 24 hours of discharge. These summaries are completed by junior doctors in training. At the moment they are allocated dedicated time to complete these summaries. This involves being taken away from clinical areas and spending the whole day typing discharge summaries. Most often on patients they haven’t seen. This contributes to delays as they haven’t met them before and therefore time is wasted to read through the notes and also spend considerable time to decipher illegible handwriting.

Deliverables-proposed activities 

Having identified the need for change I propose to use change management strategies learnt in the module. The key change model I am going to use is Kotter’s eight step model for organisational change (Kotter, 2011). The plan of proposed activities includes to speak to the junior doctors and have a focus group to identify barriers to timely completion. Important task force members also include the ward clerks who ensure notes are available for completion of discharge summaries. The other stakeholders who will be responsible are the nursing team to encourage the timely completion and remind junior doctors.

To ensure we move to a policy of ensuring completion of summaries on time we will have to clear the backlog of summaries. Rota and service managers have been involved to ensure the team is small and we receive support to reorganise infrastructure of IT equipment and wireless printing facilities. These were identified as possible reasons for delay in the early focus group sessions with junior doctors. I have identified myself as the project leader and communicated with all relevant parties to inform about the service improvement project and timeline for completion. 

No excess financial burden has been identified to implement the process of change. The project has received support from higher management who clearly have identified this as an area of immediate change and improvement.

Success criteria
This project will aim to achieve a ten percent incremental improvement in the timely completion of discharge summaries. The target has been based on quality improvement methodology that advocates small specific measurable outcomes (Silver et al., 2016). This small target will ensure improvement without creating huge targets and thereby avoiding tension between “current” and “desired” state (Razetti, 2019). This will also help trigger positive emotions to springboard further improvement. The time frame involved is six months to ensure one full cycle of PDSA implementation. Driver diagrams will be used to communicate early results and run charts to demonstrate data. 

Predicted barriers to change
It is anticipated there will resistance to change and the project team have met to identify how such opposition may be listened to. We want to ensure no member of staff including junior doctors and nurses feel aggrieved by this change. We want to implement an ethos of collective responsibility that will eventually contribute to patient safety. To start with this process I have found during my early research that we need to listen respectfully to people’s opinions and during that first conversation we just listen and make note of their concerns. You then again meet the same person in a week’s time to have an effective dialogue to discuss the concerns raised and offer potential solutions (Blount and Carroll, 2019).
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Main Essay 

Introduction 

“Change is the only constant’’ said Heraclitus the Greek philosopher. Change however is the hardest thing for the human mind to accept and facilitate (Blount and Carroll, 2017). This following essay will discuss the reasons for choosing the particular service improvement project. Discharge summaries will be addressed as DSs. The essay will give a brief background about discharge summaries and their importance in patient care. It will also be covering various aspects of the change process that were implemented during this service improvement project. 

Particular emphasis will be placed on the reasons behind resistance to change and how these barriers had to be overcome to facilitate change. It will analyse the various change management models and why a particular model was eventually chosen. It will then further discuss how to sustain change and what makes change stick. The essay will also examine the wider impact of change particularly amongst different stakeholders working in an organisation. 

The challenges associated with managing change on a wider level will also be discussed. The essay will conclude with some key learning points about how change management can be effectively used to maximise patient well-being. It will also demonstrate that leaders who have a good understanding of change management will lead their teams effectively. Whilst drawing final conclusions the essay will critically analyse the change models and how my leadership philosophy has been shaped during the course of DSs project.


Background 

DSs are defined as vital pieces of documents that contain important relevant clinical information. When a patient is discharged home it is expected that these summaries are completed at the point of discharge. Evidence suggests that it is not uncommon to find various hospital departments struggling to meet this requirement (Chen and Yee, 2011). Reasons behind this delay are manifold. 

There is shortage of doctors in most departments in the NHS. It is often common practice for these documents to be filled by junior most doctors. However they have many other roles to full fill and often completing DSs seems to take a back step. This therefore leads to potential scenarios of delaying important clinical information to doctors and multi-disciplinary team in community (Wachter and Auerbach, 2011). This on occasions directly contributes to patients suffering harm. Such an important aspect of health care should therefore be prioritised and every effort made to enable timely completion.

Other aspects that may delay timely completion of DSs are lack of equipment such as access to computers and printing facilities. In a busy modern NHS setting we could perhaps expect such basic facilities to be made available. In the larger context of health care and finances such costs might be trivial. Prudent health care principles believe in co-production and empowering patients with their health care decisions. 

For patients to understand their health-related conditions it can be therefore be hypothesised that access to DSs might be useful. This principle is supported by most health care governing bodies. However this is not common practice and lack of completion of DSs is a huge contributing factor. Therefore inferences could be made that when DSs are completed in an apt manner they will abate risks of patient safety (UNICEF, 2017).

The problem 
DSs completion rates in our department were roughly about 30% in five days. The desired time limit was twenty-four hours. The acute assessment unit has about 7000 patients being admitted every year. Such a poor turnaround of completion of DSs was a long-standing concern for the department and efforts were in place to improve the completion rate.

Various methods were trialled and tested. Unfortunately the completion rates were static and on occasions the worst delays went past few months. To complete DSs junior doctors would be away from clinical areas and given time to ensure completion. Even these measures didn’t really increase the completion rates.

Notes were being stockpiled in the doctor’s room and regrettably it led to a manual handling accident. This led to a point where something had to be done immediately to prevent such a backlog. Having had the prospect   to undertake a patient service improvement project as a part of this leadership course this seemed a perfect fit.

Initiating change 

Change management is a systematic approach for ensuring changes are thoroughly and smoothly implemented, and that the lasting benefits of change are achieved (Waddell et al., 2014). Psychological and behavioural sciences play a key role in affecting change. To manage change it is important to consider the wider impact of the change that is being proposed. Change management is an expansive process and each project needs a different approach. Having tasked myself with changing the DSs completion rates it was important to comprehend the key part was to focus on people. 


Models of change

Kurt Lewin, a physicist as well as social scientist, explained organisational change using the analogy of changing the shape of a block of ice (Lewin and Cartwright, 1951). Initially you would melt the ice to make it pliable to change (unfreeze). Then you must mould the iced water into the shape you want (change). Finally, you must solidify the new shape (refreeze).

This three-step model of unfreeze, change and refreeze initially proposed sixty years ago is still very popular to date in the framework of change management. To apply it to the DSs completion project to unfreeze it would imply the department has to accept that change is necessary, this would mean to stop accepting the delay in completion of DSs.

Key to this would be a persuasive missive to inform that the current way of doing things was simply not good enough. To do this run charts were created showing the performance statistics. This part of unfreezing caused a sense of crisis as the way things were done was pushing people away from the comfort zone. As expected this evoked strong sense of anxiety and emotional reactions of anger and denial. This phenomenon is well documented in literature and perhaps best described with the use of Kubler-Ross model (Kübler-Ross and Kessler, 2014).
This model was used to describe people’s reaction to grief but is also useful to demonstrate how the initial response to change is perceived. I saw the initial proposal to change the current status-quo of DSs completion was met with fear and anger. The author talks about these defence mechanisms that are often not linearly progressive but can be anywhere between denial, anger, bargaining, depression and finally acceptance.


Bovey and Hede (2001) explore the role of defence mechanisms in resistance to proposals of change. The authors conclude that rather than completely focus on technical aspects of change, it would be prudent to focus on defence mechanisms in people. These are often unconscious and hence need careful and thoughtful exploration. They also suggest these attitudes are deep rooted any may not be easily rectifiable. This will need more detailed understanding of individual unconscious bias.

They moreover suggest it is important to let individuals to interrogate their own perceptions of change. This will lead to decreased level of resistance when change is introduced.  The second step in Lewin’s model is the change stage. The uncertainty created in the unfreezing stage is now resolved with stakeholders and people start to believe and the change process is set into action. However this is not immediate and takes time for people to actively embrace the new direction and partake actively. The last step in Lewin’s model is the refreezing stage when changes are taking shape and people have encompassed the change model. Once this is achieved the change project is ready to refreeze.

Burns (2004) reasons in his article that Lewin’s model is outdated in the modern world where there is constant change. He suggests this model is too simple for complex change. Furthermore he also concludes that this model is ideal for settings where management and change structures are stable. Kristonis (2004) in her article on comparison of change theories and models concludes that Lewin’s model is rational, goal and plan oriented. However she also suggests this model may have negative outcomes due to failure of consideration of people’s feelings and experiences. It is argued that in the constantly changing world there is no time to unfreeze. 
My personal experience of studying Lewin’s model though is line with Calder (2004). In his theses the author details the reason for Lewin’s model to be a success is that it puts people at the heart of the change process. Whilst initially the process may cause anxiety and initiation of defence mechanisms, with time in the change phase these may resolve. By doing this the resistance to change in the long-term is negotiated better. The other reasons for success with this model include the simplicity of the three stages when communicated effectively. Calder suggests this model might be useful for beginners in change management and projects where there may be resistance to change. If an individual has to initiate change this model, it might be effective as there is little need for top-management led changes.   


Having studied this model I felt in alignment with Calder.  With my experiences in the initial project scoping discussions, it clearly dawned on me that the key to this whole change would be people and the change had to appeal to their senses and emotions. They had to see the current state was undesirable and the need to go the desired state had to be visualised and presented to them in an objective and palpable manner. This visualisation may aid decreased apprehensions to change management.

Employees on the shop floor are in increased states of stress and burnout (Day, Crown and Ivany, 2017). In such distress states, introducing change can create stress and maladaptive defence mechanisms. Therefore to proceed further it was paramount to ensure any change process will have to alleviate such anxious thoughts. 



In my further reading and research I studied Kotter’s eight step model to change management. Kotter proposes an eight-step model to implement change. Step one is to create a sense of urgency. Applying this to the DSs project for us as a department to change our current practice we needed a sense of urgency to motivate change. I realised many people on the floor had to talk about the change we were proposing. To have open and honest conversations I used the conversation of two model (Blount and Carroll, 2017).

The model involves having conversations with people involved about the change process. When they resist change it is important to just listen to their concerns in the first conversation. The second conversation according to the authors should be held in forty-eight hours’ time. During this time you would research the concerns raised by the individual and the return to them with concrete substantial answers.

This is based on one of the common reasons people resist change is, when they feel lack of respect. This is a primal human need and often the sense of lack of respect is heightened during periods of change. The key here I experienced during the DSs project is to inspire true change you need face to face conversations as far as possible. I was able to undertake these due to the small nature of the team I had to influence to have a buy in. I met the junior doctors, nurses, ward clerks and service managers. This helped me prepare for the next step as proposed by Kotter- preparing a powerful coalition.

Through the strength of having one on one meaningful dialogue and debating the cause for change, I could approach like-minded team members to join the coalition. This was absolutely critical to ensure success of the project. The ward clerks especially became the eyes of the project. They had good awareness of the change process and felt empowered to encourage timely completion of DSs. This propelled the urgency and kept the momentum going for change.

The next step in Kotter’s model is to create a vision for change. This is the rallying war cry for the project. We came up with a slogan- No discharge summary-no discharge. This clearly communicated the vision to all stakeholders that we were not going to send a child home without a DSs. The strategy and plan to execute the change were clearly displayed in all clinical areas. 


Once the vision was being promoted and circulated it was important to walk the talk. We decided as the core team, rather than just saying to the junior doctors to complete DSs we all had to roll up our sleeves. Once the junior doctors saw the senior doctors were also actively involved in completion of DSs, this led to a sense of collective responsibility and fulfilled the next step in Kotter’s change model of –communicating the vision. The essence here was to ensure the vision was carried out on the shop floor.



As the project picked up thrust early troubles arose with poor IT facilities for wireless printing. The DSs were being completed but doctors had to struggle to find a printer. In the modern-day NHS setting this seemed impractical and we worked hard to remove this obstacle. We did anticipate this prior to the start of the project but perhaps miscalculated the requirements. This experience matches Kotter’s next step- removing the obstacles.

Once the project was into the implementation phase we could see early success. The results improved tremendously and we were able to raise the completion rates to 70% from 30%. This early success had to be celebrated. Research suggests nothing breeds further success better than success. These results acted as further springboards and ensured the momentum was further galvanised for better success. 

The next step in Kotter’s change model is to build on the change to a higher degree. Aiming more continuous improvement we decided to reach the next level with a further ten percent increase. This gave further fuel to keep the fire burning to complete DSs. Eventually we reached 90% completion rates and became the leading department in the health board to have the best timely completion rates for DSs. The success was further consolidated. 

Finally, the last step in Kotter’s model is to anchor the change. This implies the change proposed and brought into action, is the new norm and the challenge is now to maintain the success. To ensure the attainment is not short term, success has to be discoursed further and even shared with other teams. Change when positive, is revitalising and becomes a fertile ground for more success in the department. Therefore, it would be prudent to protect the initial success and keep communicating as hard as before to cement change unless futuristic change models engineer change again.









Kotter’s change model however is fairly rigid in its approach and perhaps draws it basic structure from Lewin (1951). These eight steps roughly categorise into the three stages Lewin describes for un-freezing, change and refreezing. The other common dependency in both models is relying on changing people’s behaviour. This in reality was difficult and both models do not give in-depth methods on how to modify people’s behaviour. 




People’s resistance to change was the single most challenging factor during this project.  Why do humans resist change and how can we as leaders influence them to change? The next part of this essay will critically analyse the reasons why humans resist change when in reality the only constant in life is change.

Resistance to change

Charles Duhigg (2012) in his book the power of habit talks about the habit loop. He suggests there are three stages to a habit. The first and foremost is a cue which tells your brain too automatically. Then there is the routine which can be physical, mental or emotional. The third and last step is the reward that helps your brain to figure out if this particular loop is worth remembering for the future. 

Applying this to the DSs project the cue was for junior doctors to integrate as soon as a patient was going to be discharged, the routine should be to complete their DSs. The third part of having a reward is the most difficult part of the loop. In health care we do not have financial rewards and for the larger wider good of the patient completing the DSs should be perceived as the reward. To create a culture like this we need a clear purpose and vision. This would need clear communication to start with.



Most change projects fail as the basic human emotions of respect and belonging are not met. The word communication comes from the word “communis’’ which means commonality. With modern communication we feel it’s all verbal or written communication. When in fact the most important thing to do is make people aware of that commonality (Gaille, 2015). 

Evidence suggests when we fail to communicate, change falls by the wayside. Jones and Van de Ven (2016) suggest two key reasons for resistance to change. These are employees’ commitment to the organisation and perceptions of organisational effectiveness. Interpretation of how effective one’s employer has been is directly linked to communication. Most crisis scenarios lead to increased memorandums. However, when planned change has to be implemented communication lies at the heart of it. I often say no one has ever complained of over communication. Especially when new changes are being proposed that affect patient outcomes and safety, we cannot begrudge the area of communication.


Change is pervasive in healthcare (Nilsen et al., 2019). Every day modern healthcare evidence changes and being unable to keep up with the pace may cause a fatigued approach to change. When demands increase to keep up with multiple things the easiest thing to do perhaps would be to ignore change. Patient centred decision making and closer involvement are leading to mutually empowered decisions (The King’s fund, 2019). Change within an organisation has proven to cause psychological uncertainty amongst healthcare professionals. Attitudes and behaviours are increasingly recognised as the key drivers for change.

With ones understanding of such resistance to change it takes leadership at every level to bring about change. For meaningful change to happen the leader has to be credible and would need a good understanding of how to navigate stormy waters and influence change (Barr and Dowding, 2016). They need to find their first followers amongst many to ensure the vision for change is implemented. I found my first followers amongst the junior doctors to achieve success with the DSs project. How I used my leadership skills to achieve this will entail the next part of the essay.




Leadership for change

John Donahoe describes leadership as a process and not an outcome. This quotation on leadership has resonated with me to a great extent. The process of leadership is a unique and personal journey. A leader is not always leading from the front but can choose to be a star follower (Riggio, 2008). Through following my clinical leaders and being a disciple was my early experience in clinical leadership. Being a part of the team and following instructions from senior consultants and performing my day to day duties were my primary concerns.

Patient safety and ensuring I followed evidence-based medicine at work were the key goals. However personal leadership qualities were spoken of in both written and oral feedback that was given to me for career progression. Personally, the true model of having self-conduct, managing one’s own self, engaging in continuous professional development were the key qualities I found in good leaders in healthcare (Pihlainen, Kivinen and Lammintakanen, 2016).


Managing the DSs project I felt the key qualities that resonate with the wider team are how much emotional intelligence a leader has (Gaille, 2015). This intertwined with the Four ‘S ‘model of self –awareness, self-management, social awareness and social skills will make a great leader who can bring about change (Barr and Dowding, 2016).

With emotional intelligence comes the art of communication that can be aimed at the individual. To have the awareness of what’s important for that person on an individual basis that they became active members of the DSs project. Such small but effective gestures I feel have played a key part in the success of this service improvement project. 

Sponsor or project leader 

It became apparent reading through change management literature that projects needed an executive sponsor for optimising success. The role of the sponsor is to ensure main goals of the project as in alignment with organisations values. This role does not involve day to day execution of tasks but overtakes the strategic thinking needed to bring success to the project (Ashkenas and Manville, 2015). My experience with this project is contrary to what the authors have described. I donned both the roles and found them to be symbiotic. It did not add any extra pressure and I was more aware of both the strategic direction and day to day management of those tasks. I had the support of my team and did not feel this project really ought to have an executive sponsor.




The first objective feedback I have had about my leadership skills was through this course (Appendix 2). My raters had opined I had strong skills of inspiring shared vision, leading with care, engaging the team and sharing the vision. When I reflect on the results this project has achieved overall, I feel we have able to share the collective vision and bring our strengths together. This feedback convinced me I do possess some leadership qualities that were well suited for this project.

My Myers –Briggs type indicator (MBTI) assessment was a useful interrogation into my change management style (Appendix 2). Overall facet of assessment was efficient organiser. I knew this was my strength from previous experiences. However, what was intriguing was to learn my facets about change management. My facets showed-concrete, experiential, planful and methodical traits. For any successful change project, you have to be methodical and steps involved had to be carefully planned. Using the combined model of Lewin and Kotter helped us to have a methodical overview.  Being planful helped us to do some strong measures of advance planning and anticipating challenges. This was specifically to resistance to change and how we would overcome those contests.

The systematic approach contributed to the success and in the assessment of managing conflict the MBTI analysis rated me as tender. This is very true as being a strong advocate for cooperative work we strived for minimal disagreements. To be an overall efficient organiser the leader has to communicate effectively. 

Communication a.k.a language is pivotal to wining, it sets the physical and mental framework (Kerr, 2013). The author describes how the language is crucial to either create a set of followers and a project dying away or create a set of leaders who will warrant success. By arming members of the team with intent leaders can enable fluidity in leadership style to maximise gains and keep the overall tactical imperative (Kerr, 2013).


Leadership without role modelling is futile in change management (Abrell-Vogel and Rowold, 2014). If the leader is committed to the cause, the followers will be compelled to be a part of the cause. It was evident when senior members on the shop floor were doing the DSs it gave the junior doctors a sense of collective responsibility. 


For change to happen and to last leadership is vital. It is the glue the team needs to perform to their true potential. Moreover, when a leader lacks good inter-personal communication skills the project will never reach the peak of success (Salem, 2008). Sustaining change needs vigour and longevity and these elixirs are often provided by a good strong leadership team. Before drawing some final conclusions, it would be imperative to give a brief overview on why change fails as it does.


Why change fails 

Innate resistance to change has restricted the ability of healthcare organisations, to bring mass change with even research-based health care innovations (LeTourneau, 2004). The roots of this behaviour might perhaps be risk averse professionals scared to change their time-tested approach. This may not be evidence based but usually based on personal preference of what might be perceived as the right option. With such a mind-set adopting patient centred leadership approach may not seem feasible (The King's Fund, 2019). Patient at the heart of making decisions doesn’t necessarily take the autonomy or undervalue a health care professional.

However incommensurable beliefs often tend to cause angst and despair amongst teams (Bovey and Hede, 2001). In simple terms these could mean politics of power. What an individual might gain and what they might lose. Caught in such dilemmas change often is perceived as a threat, the natural equilibrium of the mind is to then distance oneself from such beliefs perceived to be threats (Duhigg and Chamberlain, 2012). 

Pardo del Val and Martínez Fuentes (2003) in their empirical study summarise factors that influence health care professionals to resist change. Embedded routines and cynicism are key factors that influence resistance to change. These behaviours can pre-exist from having experiences of been at the receiving end of inadequate leadership and organisational silence. The biggest area of communication gaps arises right from the stage of formulation for change and then implementation. The capabilities gap of being unable to match the proposed change brings denial and fear to the individual. Therefore, multiple levels of communication have to be envisioned and where possible individuals should be targeted. 




Having completed the DSs project I have seen professionals are deeply cynical. This is in keeping with the evidence as proposed by the authors above. Cynicism brings fear and with fear comes negativity that spreads quickly. It is important to identify such resistors of change quickly and particular emphasis should be placed on how best to negate these influences (Kotter and Schlesinger, 2008). Not enough research has been done in health care related resistance to change. On the basis of current evidence reasons to oppose change in healthcare are different to other sectors of work (Pardo del Val and Martínez Fuentes (2003). The key differences are health care practitioners are being more apprehensive of change with a view that it may harm patient care. It is to the leaders of the organisation to influence and communicate how change can be beneficial to patients.





Summary and Conclusions

Leader’s vision should lay the foundations for change. Through their vision a direction should be carved that will shape, goals and objectives. Through their passion they should align the team’s values with that of the organisation. To be effective with their leadership they should communicate with emotion. These are the key lessons I have learnt in my leadership journey. It is vital to acknowledge the above points have come the various author’s works I have read in completing my patient service improvement project. A highly emotionally intelligent leader will be heeding to the needs of his team and will bring authenticity to the role and will delight in praising others, benefit from one’s own criticism, and also protect themselves from being manipulated.


The project would not have reaped the success it did without the practical wisdom the change management models have offered. Combining Lewin and Kotter’s model of change I have learnt the wider applicability of both models. I also have been able to understand the shortcomings of these models.  Through successful implementation of the strategies we were able to achieve the success criteria as set about in the proposal. Anticipated change related anxieties were dealt with good preparation. However on reflection communication during the change phase could have better managed. This is an important plaice of learning myself and the team have learnt. As per my Belbin team assessment I scored highest for team worker, co-ordinator, resource investigator and monitor evaluator. These qualities enabled me as the team leader to bring this change management project to fruition. 
[bookmark: _GoBack]


My leadership philosophy has taken shape on the various models of leadership I have learnt in the leadership programme. I believe in adopting different styles of leadership as demanded by the situation. I would like to summarise by quoting Roy Bennetts key principle of communication that I believe is a vital cog in the leadership wheel. We need to listen with curiosity and not to listen to speak. This simple yet powerful statement summarises how best to overcome the hurdle of the most common root of cynicism in healthcare- that we are not being listened to. I have no doubt when we listen with curiosity and communicate with passion and emotion there will be followers, who will join arms to accomplish the one common goal of all healthcare professionals-always do what is best for the patients. All hail the battle cry- No discharge summary-No Discharge.
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