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[bookmark: _Toc29329475]Introduction
EPUT has been delivering community, mental health as well as learning incapacity services to approximately 1.3m persons across Bedfordshire, Essex, Suffolk and Luton. Additionally, 5000 people are employed by EPUT in over 150 sites. EPUT was created in 2017through a merger with South Essex Partnership University NHS Foundation Trust. EPUT’s vision is to improve lives along with values they impose; open, empowering and compassionate (Essex Partnership University NHS Foundation Trust, 2019). Furthermore, their objectives are to be within the uppermost 25% of community and mental health foundation trusts. It can be seen EPUT want to be perceived as being a valued system leader dedicated on integrated solutions that are formed by the societies their situated within (Essex Partnership University NHS Foundation Trust, 2019). 
Overall within the NHS patient attendance within hospital emergency department has Risen by more than 2,000,000 to 16,000,000 annually as well as emergency admissions to hospital is has risen by 31% ref. Attendance at walk-in centers as well as minor injury unit has risen 12% annually as well as the number of Emergency calls to the ambulance service has risen from 4.9 to 9,000,000 calls per year. As the population is living much longer,  and has increasingly complex medical needs, this demand is only predicted to increase. In 2009 to 2010 it was estimated £1.42 billion was the cost towards the NHS for admissions of appropriate to ambulatory care. This accounted for 15.9% of all emergency admissions to hospital. 
[bookmark: _Toc29329476]External Factors
The majority of reforms encountered by EPUT were a consequence of variables in the external environment. Of example, influences that have had a greater impact on the social and health services of EPUT comprise political laws and policies, cultural change and changes in technology. Since the effect of transition has been experienced through internal changes, including the merging of two trusts EPUT, this was carried out in reaction towards external influences. A benefit of leadership is the capability to envision further along with predicting several challenges which the team needs to find a way to overcome. One way to build such aforethought was to 'scan' the environment, to recognise advancements it can have an influence within the workplace. A practical method names' STEEP analysis' (social, technological, economic, environmental & political) was used to provide insight into environmental factors which influence change in EPUT.
[bookmark: _Toc29329477]Sociological factors 
[image: ]Figure 1: Impact of aging population on healthcare 
Source: (NHS England; NHS Digital, 2018)
Age group and lifestyle factors dramatically changed the dynamics of the community's needs as well as the perceptions which people have towards delivery of services has impacted EPUT (Bouzidi, et al., 2004). Generations have been living a partial distinction from that of the parents. As per World Health Organization (WHO) Global Health and Aging Report, the proportion among individuals aged 65 plus are expected to increase from approximately 524 million (2010) to approximately 1.5 billion (2050), particularly within developing nations (Suzman & Beard, 2011). However, it is predicted individuals 65 plus by 2050, will be substantially greater than the number of children under the age of 5 (Suzman & Beard, 2011). 
Beginning of 20th century, main health pressures were communicable as well as parasitic illnesses which claimed lives of children. Presently, noncommunicable illnesses which frequently disturb adults as well as the elderly impose the greatest burden on global health (Suzman & Beard, 2011). Chronic noncommunicable illnesses for example alterations in lifestyle as well as diet, and aging. Economic potential then social costs of noncommunicable illnesses, upsurge abruptly with age and partake the capability to distress economic growth (Suzman & Beard, 2011). This is evident within Essex the local community has a sizeable proportion of elderly people to which is causing a strain on EPUT services.  
Sociological factors influencing EPUT's health and care service demographic changes, health status and inequalities (see FIG.1). A steady rise in yearly admissions at EPUT’s A&E has been demonstrated through these factors. Majority of admissions are age 65 and under, however, the 65-84 group accounted for majority of the upsurge, shadowed by 45-64, then 85+ (NHS England; NHS Digital, 2018). The elderly manages to have longer wait within EPUT, because of frailness due to age, thus providing complex chronic medical and social problems with their acute problems. It is calculated that demographic and population health need changes only partly explain the annual increased attendance in major A&E (NHS England; NHS Digital, 2018). Neither does it entirely clarify the tendencies’ age profile. A strong correlation amongst poverty as well as deprivation inequalities with increased spontaneous use of care. Incomes are plummeting, predominantly for susceptible clusters. Demand on spontaneous care is possible to rise as a result (see FIG.2).
Figure 2: Deprived areas A&E admissions
[image: ]
Source: (NHS England; NHS Digital, 2018)
[bookmark: _Toc29329478]Technological factors
Many of EPUT's activities involve utilising technology (i.e. electronic patient records), and technological developments are thus impacted (Bouzidi, et al., 2004). Advances in connectivity also resulted in increased usage of e-mail and new technologies to manage patient information. Employees, however, struggle to keep up to date with communication technologies to which resulted in EPUT investing in training staff. Service provision remains influenced by improvements in infrastructure like those of primary interventions, in addition to pharmaceutical store procedures, but also by introductions into medications as well as surgery which have made it possible to shift the supply system so certain services could be provided in multi-traditional environments (Bouzidi, et al., 2004). To make proper use of technological developments, additional skills are required. Patients' expectations have changed as technology allows various methods of communication increasingly accessible. Using the web to obtain information had also transformed the way EPUT records and libraries are viewed. Through electronic libraries, employees have direct connections to an increased range of information. Users of the service will access almost all of the information provided to staff in EPUT. Patients predict that EPUT will be increasingly available to facilitate the use of facts in collective decision making as well as repositories of industry best practices models.
[bookmark: _Toc29329479]Economic factors 
Such influences have included United Kingdom's overall economic stability, rate of unemployment (which has been at its lowest for a while), regions of inequality, inflation levels, as well as inflation rates in relations concerning the European Union and currencies (Bouzidi, et al., 2004). The economic situation has influenced EPUT's rate of demand for goods and services, community stability, as well as the quality, cost of production and staff. The economy continues to shift through waves, but it cannot be easily predicted. All EPUT services remain impacted by economic changes (Bouzidi, et al., 2004).
[bookmark: _Toc29329480]Environmental factors 
The existing ecosystem's preservation is now a public health concern. EPUT has been largely expected to take care in what manner waste is recycled or disposed, utilise energy, or impact upon the community. For EPUT, there are questions on how to handle various kinds of waste, how to manage water and energy, how to make effective usage of facilities as well as how to tackle healthcare needs (Bouzidi, et al., 2004).
[bookmark: _Toc29329481]Political factors 
Legislation remains subject to several facets of EPUT. New regulatory provisions are increasingly emerging as policymakers try to improve community services, by implementing standards-setting structures and regulating or changing service delivery. Legislation often impacts the service delivery by legislating employment (i.e. Employment act 2008), health and safety (i.e. Health & Safety act 1974), medicine, utilising public funding, and services which include housing and education. Political forces often influence the way services are provided as well as the extent of provision regulatory control, including regulation of employees, professions and that of the premises and facilities (Bouzidi, et al., 2004). 
[bookmark: _Toc29329482]Background
For those undergoing strong-dose chemotherapy, care plans must provide oral care (Doshi, 2016).  Nonetheless, there were no formal clinical recommendations or guidelines issued by National Institute for Health and Care Excellence (NICE) to promote the provision of quality oral care requirements for large-dose chemotherapy service users. That is a crucial issue in nursing because of the increased risk of developing oral mucositis in this group of patients. According to Riley et al. (2015), they claimed that more than 75 percent of service users receiving treatment is significantly impacted by oral mucositis, triggering inflammation as well as mouth ulceration, contributing to extreme discomfort along with drinking and eating difficulties.  Patients often require synthetic nutrition as well as hydration because of this illness. Such service users also have a weakened antibody, and there is a risk that they will acquire life-threatening illnesses through ulcers.  Such problems could contribute to extended stays in EPUT and interruption of chemotherapy for service users, which means that they do not receive adequate treatment. Research has demonstrated, nevertheless, how the maintenance of good oral care throughout chemotherapy treatment, supports reduction of oral mucositis (McGuire, et al., 2013; Lalla, et al., 2010). This reform is intended to adopt a programme of medical practice to enhance oral care, thereby minimising the possibility of oral mucositis.	
[bookmark: _Toc29329483]The MMC Change process 
Throughout times of transition, it was necessary to determine effective leadership. Stanley (2016) defines change management as a method individual interact with or direct change. The change process includes using tools and models that entail acknowledging necessity for change, analysing available options, preparing as well as planning for change, detecting strategies to implement the change, assessing and monitoring its impact and sustaining the change (Gopee & Galloway, 2017). Therefore, illustrating importance to plan the change in detail because it can affect rate of success and prevent unforeseen dilemmas. A plan which outlines MMC's course of action and timeline allows individuals to check for resources, support needed and if deadlines have been attained (Hewitt-Taylor, 2013). It is reinforced by Persily (2014), whom suggested that improvements frequently stall because of lack of preparation and change agents take a formless application method. 
[bookmark: _Toc29329484]Leadership
In regard to good management of change, effective leadership is required in order to enact as well as sustain change efficiently. Classified by Gopee and Galloway (2017), leadership are people whom can impact and encourage in order to accomplish goals throughout the hospital. In comparison, Barr and Dowding (2016) agreed leadership may be perceived through multiple viewpoints, including a personality attribute, the characteristics which an individual may have and the impact that anyone can have on group behaviour. 
It is clear that these principles become effective when used to implement change by reviewing existing literature from both leadership and management. Daly et al., (2015) noted managers and leaders must integrate the two concepts to operate effectively as well as implement change. Furthermore, the Code of Conduct (2018) of the Nursing and Midwifery Council (NMC) underpins this. It states that nursing in EPUT must provide guidance to ensure that a well-being of patients is preserved and to enhance the healthcare system experiences. 
Management and leadership throughout EPUT can be synonymous. Kelly and Tazbir (2014) noted that successful as well as effective leadership is sometimes evident by attributes or personal characteristics of the leader, their leadership style or leadership actions. There are two primary types of leadership: transactional then transformational leadership (Gopee and Galloway 2017). Such types of leadership apply to a specific way individual member handle themselves in positions of leadership. 
[bookmark: _Toc29329485]Transactional leadership
Gopee and Galloway (2017) define transactional style wherein leaders try to accomplish EUPT's objectives, implement policy and procedures through establishing specific goals and aspirations for followers. Incentives as well as bonuses are being used to improve the performance of workers and affect the morale of employees. In this regard, Barr and Dowding (2016) characterise transactional leadership as a' giving and taking' relationship amongst leader as well as follower, addressing the EPUT's basic needs instead of the followers' needs. 
A disadvantage of such a style of leadership is when people do not feel encouraged, increased demotivation as well as turnover occur. there are fewer possibilities for feedback that can result in dissatisfaction, enhanced fear of change, and turnover of workers (Tirado 2013).   Hartley and Benington (2010), though, make an argument that transactional leaders are misjudged and acquire essential leadership qualities as well as characteristics include being autocratic, directive, focused, as well as explaining how much is anticipated, concentrating on perceptions, and providing feedback as to whether followers are achieving goals. Such abilities are especially beneficial in organisations in which followers concentrate on achievement and clear goals of the task or in emergencies. 
Results from Clarke (2012) analysis, indicate transactional leadership is strongly linked with improving quality of care, relating it to adherence to rules and regulations, tracking and implementing proactive measures to enforce appropriate actions. 
[bookmark: _Toc29329486]Transformational Leadership
Transformational leader could motivate as well as impact followers to operate towards shared goals. Curtis, de Vries and Sheerin (2013) argue that transformational leaders' influence stems from the capacity to inspire, encourage as well as inspire everyone else to do outstanding work minus the orders. Holly and Igwee (2011) define transformational leadership as consisting mental stimulation through promoting thoughts, considering followers individually, stimulating innovation, setting an example, as well as trying to instil dignity and encouragement in followers. 
Transformational leadership contributes to the profession of nursing and has been related to better care of patients and high-performance teams. A theoretical study of transformational nursing leadership conducted by Fischer (2016) showed that transformational style produces a nurturing environment, increases employee satisfaction and productivity, culminating in reductions throughout employee turnover as well as higher job efficiency. It was noticed that all of this was related to enhanced team productivity including care for patients. Transformation leaders inspire workers to identify a potential in MMC, therefore this style of leadership will significantly reduce resistance. The potential issues of transformational leadership style are identified by limited research. Nonetheless, Hutchinson and Jackson (2013) indicate how transformational leaders will impact improvements throughout poor practise based on their motivation as well as vision.  
Transformational leadership is perhaps the most powerful style of leadership when initiating MMC because, while acknowledging the value of incentives, it still requires emotionally as well as psychologically followers. Nevertheless, several agree that effective leaders include transformational and transactional features and utilising a mixture of both the two types to strengthen and enhance one another (West, et al., 2015). The success and durability of MMC will be affected by implementing the right style of leadership throughout the different change phases. 
Effective leadership becomes essential for maintaining high-quality care when planning change. There needs to be guidance, and leadership effectiveness means that everybody is informed what they need to accomplish. Excellent service delivery as well as care for patients has been related to effective leadership as predominant result. Conversely, poor leadership was correlated with service users having inadequate health results. Francis (2013) expressed fears about leadership as well as workplace culture which disproportionately affected a significant amount of service users. He further illustrated several experiences which can be learned to build effective leadership as well as a culture that places the interests of service users first.  The principal message from such a report has been that medical teams perform greatest if valued and supported by their leaders, allowing them to work as a team as well as ensuring that patient care was the priority (Francis, 2013). 
[bookmark: _Toc29329487]Lewin’s model
Back in the 1940s, Kurt Lewin created one of the key principles for interpreting organisational change yet still applies nowadays. His model is called Unfreeze–Change–Refreeze, referring to the three-stage change process he outlines. Lewin used the example of modifying the design of an ice block to describe EPUT's change (Mindtools, 2019).
[bookmark: _Toc29329488]Unfreezing 
The model's initial phase involves a great deal of planning and preparation to establish an appropriate environment for change. Cummings et al., (2015) noted preparing staff to recognise the need for improvement as well as modifying the current stable balance that maintains established behaviours and attitudes. Throughout the unfreezing phase, fear of change is prone to developing. Certain team members might resist the reform even though change will enhance service user care, because of potential interruption and distress. Therefore, the central theme of this stage is to shift people from this 'frozen' state to an 'unfrozen' state (Daly, et al., 2015).  This stage's underlying theme would be to move individuals from this' frozen' state to an' unfrozen' state (Daly, et al., 2015). 
Thus, by this point, transformational leadership will be utilised, as studies indicate this style appears ideal for conflict management including resistance (Doody & Doody, 2012). In addition, Bach and Ellis (2015) indicated this approach is suitable for preparing individuals for MMC, as it helps leaders to encourage individuals to pursue a shared vision through inspiration. First and foremost is to prepare for a board conference to receive MMC authorisation. MMC requires managements full support as it is hard to change without the consent. Emphasis on significance of having maximum managerial support was highlighted by Gopee & Galloway (2017), as it provides a major impact in the effective application as well as sustainment of the change (Gopee & Galloway, 2017).
Another meeting with the haematology-oncology team will be set up during this stage to clarify the necessity for change as well as what is suggested and incorporated in action. Stanley (2016) states it is important that workers which are impacted by MMC should be informed as well as supported or resistance will be evitable. Such review is key towards MMC's sustainability. Being on board and empowered to embrace MMC is important for the team. Changes through practise raise tension, fear and lack of certainty inside the team, so it would be important to consider the intent of change on its implementation. The British Medical Association (2017) recommended that proof be used to illustrate a rationale towards change. The team will therefore be provided with analysis into good oral care that connects good oral care maintenance with a decreased likelihood of having oral mucositis. Therefore, the move is in line with the use of successful concept based upon best information accessible as well as good practice (Nursing and Midwifery Council, 2018). In such a step, ensuring the team are engaged and have the ability that will provide input and address any questions will be advantageous. Stanley (2016) reinforces this by suggesting that someone who does not allow individuals to participate substantially throughout the process of change would cause them to feel undervalued and contribute to resistance.
Table : EPUT resistance to MMC
	Reason for resistance
	how Resistance was overcame

	One individual was simply low tolerant to change and tried to minimize their discomfort
	Team is invited to participate in the creation of both the vision and plan

	Another individual found change as causing them to lose something that they value, such as loss of freedom to work in a particular way that has personally suited them
	Negotiated particular issues with individuals and groups in A&E gained further agreement



Source: Author

Thomas (1975) identified five conflict resolution strategies:
· Avoiding – low rates of approval as well as collaboration enable uncontested conflict to surface. This could result in a group becoming permitted to abuse one another or could worsen the conflict , which is why it is doubtful it will be a valuable strategy (Altmäe, et al., 2013).
· Smoothing – This is accomplished when sufficient collaboration as well as differences are respected (Altmäe, et al., 2013). 
· Competing – Competition leads to losers and winners if both sides seem to be assertive though not collaborative (Altmäe, et al., 2013). 
· Collaborating – This would be feasible when high level of commitment, collaboration as well as individuals who are willing to pay close attention to variances (Altmäe, et al., 2013).
· Compromise – It may be possible to find areas of agreement through consensus with reasonable levels of both assertions including engagement. This allows individuals to give up something and is thus often less rewarding than collaboration (Altmäe, et al., 2013).
A collaborative approach will indeed be applied for such a case of MMC as collaborative mode requires collaboration amongst candidates in order to find a win / win solution which benefits all stakeholders. This is comparable to both the forms of collaboration as well as problem-solving, because all strive to create a lengthy-term solution that takes into account all stakeholders' desires (Holta & DeVore, 2005). This is deemed beneficial once there is a complicated problem, when cooperation from other individual is required for effective implementation, and when there is time for problem-solving. In comparison, this is inappropriate for basic problems, needs an adequate answer or participants has no problem-solving skills (M. Afzalur Rahim, 2000).  This mode is suitable for dealing with strategic, long-term issues (A & Moeller, 2010).
Lewin (1951) proposed utilising methods known as SWOT as well as force field analysis throughout the change management process (see Appendix B). Detailed SWOT evaluation were carried out. The tool highlighted strengths, weaknesses, opportunities and threats which MMC could have on haematology-oncology department, which made it possible to emphasise as well as address potential barriers. Barr and Dowding (2016) suggest SWOT analysis should be carried out with team participation wherever feasible because you are more analytical together.   
[bookmark: _Toc29329489]Change
Second phase includes developing and implementation new behaviour and attitudes ( (Gopee & Galloway, 2017). Bach and Ellis (2015) agree why effective communication as well as encouragement at this point is crucial since it is a moment when majority individuals are struggling with new paradigm. Barr and Dowding (2016) emphasised the requirement for effective communication. It supports resistance as well as adds that the team must be reminded of both the purposes of MMC across application and in what manner it could benefit them when it has been fully deployed. At such a point, transformational leadership is thought to be particularly useful throughout MMC (Fischer, 2016). The team would need more incentive as well as support throughout this time to support stress relieve and anxieties.  
In addition to routine log charts of mouth care, information pamphlets would be accessible throughout this phase to inform service users.  It is anticipated the team can adopt the new information then utilise it as advised. Assessments for tracking the change would be utilised. Hewitt Taylor (2013), advocates utilising audits for tracking progress, arguing that they will assess if best practises are being implemented. Barr and Dowding (2016) added, evaluations should assess the documentation's efficacy while making it possible to make changes when necessary. 
[bookmark: _Toc29329490]Refreezing 
Final phase is strengthening as well as sustaining MMC after it has been practically introduced. There is a need to make an effort to sustain the change. The move must be strengthened in to the culture of EPUT and retained as appropriate form of oral care management (Hewitt-Taylor, 2013). The Royal Collage of Nursing (2012) encourages nurses to serve as a known registered agent, a role model as well as a noticeable advocate for change. In maintaining MMC, linking nursing staff is very efficient.
Cummings and Worley (2014) propose that individualised actions be used to promote the transition with incentives and acknowledgement. Looking at the bigger picture, the transactional leadership will be advantageous as using bonuses as well as benefits will motivate healthcare professionals to utilise the new paperwork and threaten those who cannot. Cummings et al., (2015) contend that with the constant requirement for change, this refreezing phase is too inflexible as well as unacceptable. Nevertheless, there is a strong possibility that individuals may return to the old paradigm without the refreezing phase.
[bookmark: _Toc29329491]Culture in EPUT
The 'way we do things round here' is the product of EPUT's culture or workplace. The vision which entails functioning in a new manner includes attaining cultural change. Several work perceptions stem experience of EPUT's culture. Cultures are famously difficult to alter as they are not governed in a way that work could be organised because a culture is not something which EPUT possesses or evolves in a deliberate manner.
Companies frequently brag about having to create a culture, however as a consequence of individual's experiences as well as the context which that generates, the culture becomes dynamic and created. Culture is borrowed from anthropology. EPUT culture encompasses the formal structuring of its work as well as informal manner wherein individuals practise their work. A culture includes characteristics which stand out among other cultures, such as what individuals wear, their signs as well as logos utilised, vocabulary, rituals, successes and failures tales, how individuals communicate including how facilities appear.
These symbols hold significance as well as feelings (i.e. loyalty, pride, empowerment or exclusivity, care or carelessness, formality and informality) that influence all behaviour within EPUT. Distinct functions sometimes include diverse cultures inside EPUT. For instance, within EPUT nurse team may have a very unique culture other than the cleaning team. Furthermore, in EPUT, the operating theatres will have a very distinct culture from that of the finance department. EPUT's workplace culture is sometimes related to the nature of work, while cultural differences are nothing other than the distinctions amongst job styles. Culture involves the manner in which work is achieved and the employee's emotions regarding the work. This involves all structures which the ways of are doing things in EPUT, as well as the ways of understanding or working in that environment. 
[bookmark: _Toc29329492]Culture and change in EPUT
Gerry Johnson (1989) researched the significance of culture whilst EPUT is participating in MMC. He identified many factors which lead to the culture EPUT and affecting change. Such components could be regarded as they could impact MMC throughout EPUT (Bouzidi, et al., 2004).
Power structures 
There seem to be structures of authority which are formal as well as undetectable. The undetectable power structure seems to be the foundation to informal systems which are comparably undetectable and often occur to prevent formal processes. Individuals in a most senior roles who hold informal power are not automatically the ones. The individual in a power position, for instance, may advance demands for resources faster for those who endorse their power than for an individual who opposes it. People with invisible power could push forward or obstruct MMC (Bouzidi, et al., 2004).
Organisational structures 
EPUT has a flowchart demonstrating how parts of the organisation relate to each other. Many of these display a structure of boxes showing various roles levels. Some indicate the classification of divisions and branches. Such illustrations reflect EPUT's formal structure of operation and lay the foundation for its formal systems. In order to accomplish MMC throughout the manner work is performed, certain aspects of the formal structure might need to change (Bouzidi, et al., 2004).
Control systems 
It is these hierarchical frameworks utilised to control the flow of capital within EPUT in order to achieve change. These include financial, staff , quality assurance, information management and performance management systems. It is appropriate to change each of these to accommodate the new ways to work (Bouzidi, et al., 2004).
Routines 
This is the accepted forms that perform frequently repeated work. These are structured to make sure which routine; regular practice is done so efficiently as possible. EPUT, rituals were transcribed as structured procedures; to others, as the 'way we do things' these are embraced as well as communicated to new employees. Informal rituals often evolve at first seem innocuous but could develop culture characteristics that impede high-quality performance if they discourage improvements or innovations in the manner work is done.
Rituals
These are forms of interacting it become a hard-to-change norm. Ritual activity is a rational response which prevents thinking about the implications of behaviour. For instance, anyone whose work involves answering phones could establish a procedural answer wherein the caller is immediately passed to another individual irrespective of what caller has requested. These actions are not very harmful to EPUT, however, does not reflect on the needs of the telephone caller. Other rituals are harmful: in the workplace, for instance, there is rituals which put additional employees through a test which enables skilled employees to laugh at their efforts and invites them to join the team once they agree to the humiliation.
Myths
A completely specific form of shaping society. GEPUT has storeys for itself which influence how employees think regarding the current organisation. There are often positive: 'This organisation cares about its workers,' for instance,  'This organisation is a pioneer in its sector.' Certain storeys may reinforce fewer positive features: for instance, 'Byzantine is the procedures in this organisation' or 'You will never be able to do that here'. Tales gain the status of myths by being replicated and learned as facts to be grasped by new staff if they are to function within the company. Myths will make it difficult for workers to explore new ways to work whenever someone attempts to make changes. Among the most damaging misconceptions is 'You're never going to be able to change this EPUT because it's locked in its way.'
Symbols 
Symbols are in EPUT. Some of them are formal and indicate status or authority: uniforms and the emblem on them, for example. Others are informal, like the dress codes of different employee teams (maybe suits for managers and more casual dress for staff working directly with customers of the service).
All these cultural factors combine to shape EPUT's society. In order to work effectively in harmony with the culture of the wider organisation, it is important to understand both the culture of the entire organisation and that of your part of the organisation. For instance, if workers in one part of EPUT compete with others in elsewhere, it will be doubtful that either team would pursue opportunity to work with each other to combine as well as improve services. YEPUT will be in a strong position to influence changes if they understand which aspects of the culture help sustain MMC and which impede it.
[bookmark: _Toc29329493]Conclusion
The importance of bringing the team together in change process is vital. This report tools a brief look at the recent history of EPUT and undertook a STEEP analysis to which demonstrated various factors which impact EPUT and trigger change. Furthermore, due to observation of current problems within the trust it was found that there a driver for change to which was the improvement of service user care in particular chemotherapy. The report developed a model introduced by Kurt Lewin, an implemented a change program for improving oral care in patients. Lastly a close look of EPUT’s culture demonstrated the importance of creating a supportive culture for MMC.
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Social
	· Population growth
· Ageing and more dependent population 
· Enhanced service user expectations 
· Climate agenda 

	
Technology
	· Information Technology development requirements
· Improved access and use of diagnostics 
· Better shared common data 



	
Economic
	· Recession and economic climate 
· Financial performance maintenance requirement



	
Environment
	· Carbon footprint pressures 
· Transport links 
· Clean air policy

	
Political
	· Low Government spending
· Brexit
· Legislation (i.e. Francis report)


 EPUT external analysis

	Strengths

· Effective vision as well as  leadership 
· Excellent reputation, local, regional and internal 
· Successful service rationalisation 

	Weaknesses

· Investment needed IT infrastructure 
· Borrowing
· Low liquidity 


	Opportunities
· recent service reconfiguration 
· [bookmark: _GoBack]relationships amongst primary as well as secondary care 

	Threats
· Economic environment
· Political environment 
· Brexit
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MMC SWOT analysis
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EPUT’s Force field analysis
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