@ social
research

13jsuel] adpa|Mouy



THE IMPROVEMENT OF PUBLIC SECTOR DELIVERY:
SUPPORTING EVIDENCE BASED PRACTICE THROUGH
ACTION RESEARCH

Dr Cathy Sharp

Research for Real

Scottish Executive Social Research
2005



o

/ Further copies of this report are available priced £5.00. Cheques
should be made payable to Blackwell’s Bookshop and addressed to:

Blackwell’s Bookshop
53 South Bridge
Edinburgh

EH1 1YS

Telephone orders and enquiries
0131 622 8283 or
0131 622 8258

Fax orders
0131 557 8149

Email orders
business.edinburgh@blackwell.co.uk

~

)

The views expressed in this report are those of the researchers and

do not necessarily represent those of the Department or

Scottish Ministers.

© Crown Copyright 2005

Limited extracts from the text may be produced provided the source

is acknowledged. For more extensive reproduction, please write to

the Chief Researcher at Office of Chief Researcher,

4th Floor West Rear, St Andrew’s House, Edinburgh EH1 3DG




ACKNOWLEDGEMENTS

| would like to thank all those who contributed to this research by giving their time to be
interviewed and by providing encouragement and support.

Particular thanks are due to Elizabeth Kelly and Dr Gill Clark of SEHD and OCR and to Judith
Ward, Argyll and Clyde Health Board and Carrie Ferrier of Tayside Health Board for giving
their views and facilitating the further discussions amongst their colleagues.

Many people provided examples of action research approaches and specia thanks are due to
Sue Porter, Jocelyn Jones, Belinda Dewar, Jackie Draper, Guro Huby, Catherine Buchanan,
Jan Reed and Julian Pratt for being prepared to share their experiences of using action research
and applied research.



CONTENTS

EXECUTIVE SUMMARY

CHAPTER ONE INTRODUCTION
Background to the study

Evidence based policy making and practice in the NHSS
Aims and objectives of thisresearch

Research methods

Structure of this report

CHAPTER TWO KEY ISSUESIN ACTION RESEARCH FOR THE NHSS
AND THE WIDER PUBLIC SECTOR
What is action research?

CHAPTER THREE USING EVIDENCE IN PRACTICE
What do we know about moving evidence into practice?

What kind of evidence is avail able?

Learning from patients and staff

Building capacity for using evidence in the NHSS

Making space for learning and reflection

Changing behaviours

CHAPTER FOUR  THE POTENTIAL FOR DEVELOPING PARTNERSHIPS

WITH THE ACADEMIC COMMUNITY AND OTHERS
Facilitation as knowledge brokerage

Facilitation as supporting learning

Developing collaboration with academics and other external facilitators
Valuing user perspectives

CHAPTER FIVE OPPORTUNITIESAND BARRIERS
Creating communities of inquiry within communities of practice

CHAPTER SIX CONCLUSIONS: SUPPORTING EVIDENCE BASED
PRACTICE THROUGH ACTION RESEARCH AND APPLIED RESEARCH
Using evidence in practice: an overview

Is action research happening in the NHSS?

Key issues for future collaboration

The improvement of public sector delivery

Conclusions

APPENDICES (see over)

NN R R R R

ww

11
11
13
16

17
17
18
19
22

25
25

30
30
32
32
33
34



APPENDICES
Annex 1 List Of Respondents

Annex2  Case Study 1:
The Use Of Cooperative Inquiry Amongst Diabetic Service Users

Annex 3  Case Study 2:
Action Inquiry: Combining Evidence From Literature, Practitioner Wisdom And
Service User Perspectives

Annex4  Case Study 3:
Using Action Learning To Promote Quality End Of Life Care In Nursing Homes

Annex 5 Case Study 4:
Senior Management Development Across Sectors Using Action Learning

Annex 6  Case Study 5:
Building Capacity To Facilitate The Use Of Data In Practice Settings

Annex 7 Case Study 6:
Using Collaboratives To Build Capacity To Use Information For The
Improvement Of Practice

Annex 8 Case Study 7:
Localising Service Improvement: Using Appreciative Inquiry To Evaluate The
Cancer Services Collaborative Improvement Partnership

Annex9  Case Study 8:
Working Whole Systems: Generating New Conversations For Change - Going
Home From Hospital

Annex 10  Suggested Reading And Web Resources



EXECUTIVE SUMMARY

1. Background to the Study

1.1  The specific aims of this research were to explore how the Scottish Executive Health
Department might begin to develop communities of practice by identifying individuals or
‘champions’ within the NHSS who may be in a position to promote service development and
redesign through the use of action research and applied research. This would be the first stage
of alonger term process involving a larger number of people within the NHSS, academia and
other agencies.

Research methods

1.2  Thisstudy isbased on:

e A number of meetings and interviews with key individuals within the NHSS and
academia, with interests in action research and applied research.

e Focus groups with clinical and managerial staff from two Health Boards.

e Eight case studies of action research and applied research approaches in public
service contexts.

Wider relevance to evidence based policy and practice

1.3  The concept of evidence based policy making is now a standard of best practice in
Government. Increased public scrutiny and accountability has created a heightened awareness
of the need for politicians and decision makers to have a range of evidence to support policy
development and decision making in the public sector. Whilst much of the data comes from a
health and social care perspective, it is likely to be of interest to policy makers and
practitioners in health, social care and other areas of public sector service delivery with an
interest in integrating evidence into practice.

2. Main findings

21 Usingevidencetoinform service delivery

2.1.1 Evidence about good practiceis failing to become good practice.

2.1.2 Whilst there is much evidence of relevance to practice in health and social care settings,
there remain a number of issues about access to that evidence, questions about quality, issues
about the kind of evidence that is considered to be valid and the remaining problem of the

implementation of evidence in practice.

2.1.3 Many public service systems are ‘ data-rich, but knowledge poor’. Thereisaneed for a
more nuanced and broader understanding of what we mean by evidence to include the



experience and wisdom of staff at all levels and patients. This presents many challenges to
organisational and professional cultures.

2.1.4 The emergence of action research can be seen as a response to this research-into-
practice dilemma and growing dissatisfaction with traditiona approaches to research.

2.2  Beyond ‘better dissemination’

2.2.1 Thereisstill aneed for better dissemination of good practice evidence, particularly for
those working in clinical settings. Practitioners need access to the very highest quality
evidence. Systematic reviews of evidence and better brokerage of evidence through
signposting, sourcing, interpretation, distillation, commentary on quality and dissemination are
al required and would benefit from a more efficient, co-ordinated way of doing this at a
national level.

2.2.2 ‘More systematic reviews, ‘being better at dissemination’, and capacity building
initiatives will not in themselves be enough to address the theory-practice divide. There are
more fundamental issues about how people learn. The inadequacies of applying scientific
evidence to practice settings are recognised; there is questioning of the nature of evidence;
what is meant by ‘best’ or ‘good’ practice and a desire to understand the specific conditions
that facilitate the adoption of specific practices within local contexts.

2.3  Rethinking research and evaluation

2.3.1 Thereis aneed for greater acceptance and understanding of the validity of qualitative
research, particularly in generating data for improvement.

2.3.2 Related to rethinking evidence is the need to develop a different understanding of the
scope for evaluation to provide opportunities for learning and generating real-time feedback
and to build individual and organisational evaluation capacity.

2.3.3 Research funders need to underpin this by greater support for interdisciplinary research
to promote understanding the human dimensions of change and to redress the focus on the
technological and scientific evidence.

24  Theimportance of knowledge brokerage and mentoring

24.1 Evidence ‘doesn’t speak for itself’; it is clear that evidence take-up needs facilitation —
it isthis, not the strength of the evidence that affects implementation. Facilitation includes the
brokerage of evidence at a strategic level and mentoring or support for individual learning and
reflection.

2.4.2 There are a number of examples of approaches and methods to facilitate take up of
evidence into practice by using action research and applied research. There is a spectrum of
approaches that cover a range of perspectives from the ‘evidence into practice’ or using
evaluation evidence interests, to avariety of different approaches to action research.



25  Capacity Building

251 There is dso a need for capacity building to make evidence more accessible,
contextualized and implementable. There is also a need to build skills in data handling,
anaysis and interpretation and confidence in the validity of different approaches to evidence
gathering.

26  Spacefor reflection

2.6.1 Where the organisational imperative is delivery, reflection on practice is often risk-
management, audit or resource driven. To support the development of transformative,
enduring learning amongst front-line staff there needs to be recognition of the value of
reflection and the time, space and resources to reflect on practice, review and evaluate
evidence and revise actions.

2.7  Changing behaviours

2.7.1 Staff have the potential to realise for themselves how their attitudes, values and
behaviours may be inhibiting change. Individual realisation and responsibility and ‘ unlearning’
of past practice are essential for information about good practice to become good practice.
Enabling staff to recognise ‘incongruence’ (the need to unlearn patterns of behaviour) is at the
crux of the research-into-practice dilemma.

2.7.2 Facilitating change in service delivery also depends on the values of the organisation.
Action research, which focuses on transformational learning (or learning how to learn), rather
than on more traditional ‘research’ skills such as data handling and interpretation, can itself
facilitate the articulation of persona and organisational values. This is a key distinction
between some of the applied research service redesign and improvement methodologies such
as Collaboratives and action research.

2.8  Existing NHSS action resear ch and applied resear ch activity

2.8.1 A number of approaches on the continuum of evidence-into-practice/action research are
being implemented in the NHSS, but are frequently isolated, not widely shared and their
legitimacy is not always recognised; they can sometimes be dismissed as unscientific and
anecdotal .

2.8.2 There is interest in different approaches to research, amongst both clinicians and
managers, that can be more immediate, practical and of support to evidence based practice.
However, there is no overall framework to advocate and promote the value of the range of
approaches required, which is essential to foster recognition, legitimacy and learning from
research.



29 Thepotential for future collaboration with academic and other partnerson action
research

2.9.1 There are also a number of academics and other interested individuals with an interest
in greater joint working and with the skills to add to the evidence base itself and build the
capacity of practitionersto use evidence. Thereisawider pool of those able to facilitate action
research inquiries of various kinds. There will be many specific opportunities for inquiry, but
their identification should be alocal, collaborative matter, dependent on the particular priorities
and interests within each context.

2.9.2 Collaboration with academics could assist in the development and dissemination of the
evidence base. Academics should be valued because of their interest in theory. They are good
at the development of models and frameworks and these are often very practical and can assist
practitionersto review their behaviours and strategies for change.

2.9.3 Developing better linkages between academics, other external consultants and agencies
with an interest in service improvement could be a role for the SEHD Analytical Service
Division or other experts in knowledge transfer and knowledge brokerage.

2.9.4 Some academics do not see what they do as action research and are more comfortable
at the ‘evidence into practice’ end of the spectrum. In other fields and institutions action
research is more accepted.

2.9.5 A range of approaches to research and inquiry are needed; there is still a role for
traditional research and for building traditional research skills. However, action research does
challenge conventional ideas of what is meant by research.

2.9.6 Since many academics do not work in the facilitative style of action researchers, there
is limited capacity amongst academics in Scotland to provide mentoring support for individual
learning and reflection. There are some active action researchers within and outwith the
academic community in Scotland and further afield who work explicitly to promote
participation and enhance the skills of practitioners as co-researchers.

210 Developing communitiesof inquiry

2.10.1 There is potential to develop communities of inquiry within communities of practice
within the NHSS. This goes beyond the development of learning networks which tend to be
time-limited projects which focus on information sharing and the replication of best practice.

2.10.2 What is needed is the reinvention and the local customisation of quality improvement
approaches, to increase the absorptive capacity or receptivity within organisations to facilitate
the integration and use of evidence in practice. The development of communities of inquiry
within communities of practice, is an approach that can be used to foster this customisation and
local collaborative working for quality improvement in public services.

2.10.3 A community of inquiry could use a variety of action research approaches to break
down the division between the production and use of evidence. There is scope for a range of
approaches to be used and for adaptation of approaches to suit the circumstances and the type
of evidence required. Communities of inquiry may be fostered by providing opportunities for



creativity, interaction, dialogue and exchange across professional and organisational
boundaries and by valuing the perspective of service users.

2.10.4 The sharing of ‘stories is an important approach; they provide resonance, connection
and insight into the realities of service delivery, particularly where they also involve service
users. Sharing stories, narratives or ‘critical incidents' through tools such as significant event
anaysis, action learning sets, appreciative inquiry or whole systems working can open-up
inquiry and provide energy for collaboration and change.

2.10.5 There are a number of opportunities and barriers to the development of communities of
inquiry within communities of practice and factors which enhance opportunities for exchange
and sharing within and outwith the immediate organisational context. This research identifies
these opportunities and barriers from both practitioners and service users perspectives and
from the nature of the task that is the focus of inquiry and the organisational and wider
environment.

2.10.6 The development of communities of inquiry can enhance wider organisational learning.
Action research can promote collaborative approaches to learning from practice to enhance
organisational learning as well as individual learning, when part of a deliberate organisational
strategy to value and share knowledge, experience and wisdom of all kinds across whole
systems.

2.11 Theimprovement of public sector delivery

2.11.1 The issue of using evidence in practice is not confined to the health sector. These
debates cut across the public sector. Efforts to be better at dissemination, to distil and
communicate best practice and to issue good practice guidance, standards and protocols are a
feature of public policy in whatever sphere.

2.11.2 There is a strong message here for policy makers and practitioners in other areas of
public sector service delivery with an interest in integrating evidence into practice. Too often
practitioners, policy makers and managers are unaware of developments in other sectors, yet
many are struggling with the same dilemmas and looking for ‘new ways of working' in order
to generate systematic and sustainable change in a number of public service environments.

3. Conclusions and Implications

3.1  Thisstudy has provided a useful review of the opportunities offered by action research
and applied research approaches to supporting evidence based practice with a view to
improving public sector delivery.

3.2 A range of new ways of working have been identified, and there would appear to be
distinct opportunities for National Health Service Scotland to develop communities of inquiry
to share and learn knowledge within health systems. Partnership and collaborative working
between the policy community, practitioners and the academic community would appear to be
arealistic prospect in Scotland



3.3 Scottish Executive and National Health Service Scotland will be invited to consider the
implications of this study.

4, About the Project

This research was commissioned in January 2005 by the Scottish Executive Health Department
and Scottish Executive Office of the Chief Researcher and concluding in Summer 2005. The
research was carried out by Dr Cathy Sharp of Research for Real.

vi



CHAPTER ONE INTRODUCTION

1.1  This research was commissioned by the Scottish Executive Health Department and
Scottish Executive Office of the Chief Researcher. Whilst much of the data comes from a
health and socia care perspective, it is likely to be of interest to policy makers and
practitioners in health, social care and other areas of public sector service delivery with an
interest in integrating evidence into practice.

Background to the study

1.2  The specific aims of this research were to explore how the Scottish Executive Health
Department might begin to develop communities of practice by identifying individuals or
‘champions’ within the NHSS who may be in a position to promote service development and
redesign through the use of action research and applied research. This would be the first stage
of alonger term process involving a larger number of people within the NHSS, academia and
other agencies and organisations.

Evidence based policy making and practice in the NHSS

1.3  The National Health Service Scotland is facing an unprecedented era of reform and
investment, and politicians and the communities they serve have greater expectations that this
will result in improvements in the management and delivery of services. Since devolution
major health policies have sought to address the barriers to improving Scotland’s health and
priorities for action have been clearly set out in a number of service strategies in areas such as
cancer and diabetes, underpinned by a sound clinical evidence base. Less evidenceis available
to support clinicians and managers in the delivery of services through a series of different
management and organisational structures which require new ways of working across
professional and geographic boundaries. In addition, all service improvement in NHSS is
underpinned by a commitment to joint working with local communities and partner
organisations, particularly Local Authorities and the Voluntary Sector, and thereis aneed for a
sound understanding of how this can best be achieved.

1.4  The concept of evidence based policy making is now a standard of best practice in
Government. Increased public scrutiny and accountability has created a heightened awareness
of the need for politicians and decision makers to have a range of evidence to support policy
development and decision making in the public sector. Improving access to evidence and
engaging with stakeholdersis at the heart of this programme.?

Aims and objectives of thisresearch

15  The specific aims and objectives were to:

! Scottish Academy for Health Policy and Management Position Paper: March 2004
http://www.scotland.gov.uk/Publications/2004/04/19183/35505

2 Scottish Academy for Health Policy and Management Position Paper: March 2004
http://www.scotland.gov.uk/Publications/2004/04/19183/355




a) ldentify key individuas in NHSS systems with an interest in action research and
applied research

b) Design and co-ordinate an NHSS event to bring together interested parties

c) Assess the level of preparedness in the academic community in Scotland for joint
working with NHSS on action research and applied research

d) Identify specific opportunities for possible areas of inquiry

€) Provide accessible action research summary briefing notes or short ‘how to’ guides
with signposts to further information and sources of expertise

Resear ch methods

16 A series of meetings and key stakeholder interviews were conducted with key
individuals within the NHSS and academia with an interest in action research and applied
research. These were identified by SEHD and by subsequent suggestions made by initial
contacts and are listed in Annex 1.

1.7  Focus groups were also conducted with a total of 23 clinical and managerial staff from
two Health Boards. These provided examples of the everyday opportunities and difficulties of
using evidencein clinical and manageria practice in NHSS settings.

1.8 A tota of eight case studies were complied to illustrate different action research and
applied research approaches. These draw on both published material and unpublished accounts
gathered by issuing a call for examples through action research networks and suggestions made
by interviewees. These case studies were used in the focus groups with clinicians and managers
as appropriate to illustrate the range of approaches that could be adopted in service delivery
settings. They also serve as broader useful illustrations or guides to action research and
applied research for a wider audience and are reproduced in full in the Annexes.

19  Thisscoping study is intended to be practical and illustrative and is not based on afull
literature review, however where possible existing literature has been drawn on and some
references are provided.

Structure of thisreport

1.10 Chapter two explores some understandings of action research. Chapter three discusses
using evidence in practice; it draws on some literature and data from the focus group
discussions and stakeholder interviews to articulate understandings of the nature and use of
evidence and the failure of much evidence of good practice to become good practice. Chapter
four examines the potential for the development of partnerships between practitioners,
academics and other external consultants and examines the issues around the facilitation of the
use of evidence, collaboration and the value of service users perspectives. Chapter five
identifies opportunities and barriers to using action research and applied research and discusses
the development of communities of inquiry within communities of practice. Chapter six
concludes by examining how evidence based practice could be supported through the wider use
of action research and applied research, identifies key issues for future collaboration and the
wider lessons for the improvement of public sector delivery.



CHAPTER TWO KEY ISSUESIN ACTION RESEARCH FOR THE
NHSSAND THE WIDER PUBLIC SECTOR

What is Action Resear ch?

2.1  Action research is not itself a research methodology, but rather 'an orientation to
inquiry’. Thereis no short, accepted definition of action research®*.

2.2  The term 'action research' covers a wide range of approaches including co-operative
inquiry, participatory action research, action inquiry and appreciative inquiry. It is a practice
for the systematic development of knowing rooted in experience which has the clear purpose of
generating new forms of understanding, practical knowledge and skills to create knowledge
amongst individuals and groups or communities of inquiry. A distinguishing feature of action
research isthat it isaform of self-reflective inquiry undertaken by participants to improve their
own practices, understanding of those practices and of the wider context in which they are
conducted.

2.3  Action research draws on many forms of evidence or ‘ways of knowing'. It is possible
to distinguish between four different ways of knowing, as outlined in Figure 2.1°.

Figure 2.1: Ways of knowing

e Experientia - knowing through direct experience, empathy and
resonance. In-depth knowing; often tacit; almost impossible to put into
words.

e Presentationa — the expression of experience in story, artistic and
visual means.

e Propositional —*‘know what’ - knowing about something. This draws
on concepts and ideas and includes the formal explicit, objective,
‘scientific’ evidence.

e Practical —'know how’ — having a skill, knack or competence.

24  Traditional positivist (focusing on ‘observable phenomena’) research tends to focus on
the development of ‘propositional knowledge (see above table) in some fields such as
engineering or medicine technical rationality is clearly appropriate, but in researching social

® Reason, P and McArdle, K. L (undated) Brief notes on the theory and practice of Action Research, at
http://www.bath.ac.uk/~mnspwr/Papers/BriefNotesAR.htm

* Reason, P (2003) Choice and Quality in Action Research Practice, K eynote address

ALARPM 6th World Congress, PAR 10th World Congress, Pretoria, September

> Adapted from Heron, J., & Reason, P. (2001) The Practice of Co-operative Inquiry: Research with rather than
on peoplein P. Reason & H. Bradbury (Eds.), Handbook of Action Research: Participative inquiry and practice

(pp. 179-188). London: Sage Publications.




interventions it tends to focus on what people say rather than what they do®. If such research
only generates propositional knowledge it will not easily trandate into action or changes in
behaviour which rely on tacit knowledge, feelings and acceptance and other forms of knowing
often dismissed as subjective and experiential.

25  The emergence of action research can be seen as aresponse to failure of much research
on good practice to trandate into good practice and growing dissatisfaction with traditional
approaches to research. These are too often concerned with completeness, precision and
control; with maintaining distance and detachment to safeguard ‘objectivity’. Asaresult, they
are disengaged from the people and contexts which they seek to affect and produce complex
theories that are difficult to reproduce in real-time situations where there are many complex,
constantly changing variables.

2.6  The emphasis in action research is on collaboration between all those involved in the
inquiry, so that the knowledge developed in the inquiry processis directly relevant to the issues
being studied. Action research is conducted by, with and for people, rather than research on
people. This challenges traditional research perspectives and roles. In action research, the
practitioners or members of the community of inquiry become the researchers of their own
practice, in order to improve what they are doing, in the midst of action, rather than long
afterwards. The conventiona role of the researcher becomes more like that of a mentor or
facilitator, assisting participants to drive their own high quality inquiriesin a systematic way.

2.7  Good action research will strive to stimulate and connect inquiry at three levels’. First-
person research practices, self-study or reflective practice addresses the ability of individuals to
foster an inquiring approach to their own lives, to act with awareness and consciousness of
choices, and to assess effects in the outside world while acting. Skills of first-person inquiry
are integral to leadership development. Second-person action research/practices address the
ability to inquire face-to-face with others into issues of mutual concern, usualy in small
groups. Third-person research/practice includes a range of practices which draw together the
views of large groups of people and create a wider community of inquiry involving persons
who cannot be known to each other face-to-face.

2.8 Action research typically involves groups of participants, co-researchers and co-
subjects engaging in cycles of action and critical reflection. This basic process has been
elaborated in different ways in different schools of practice. Different types of action research
are presented as case studies in the Annexes.

2.9  Thereisaspectrum of approaches represented here, that cover arange of perspectives.
They can be seen as being part of a continuum of approaches; at one end service redesign and
improvement methodologies focus on building capacity to use evidence®. This is in
recognition of the deficiencies of the former emphasis on simply producing scientific or formal
evidence and disseminating it to practitioners in the expectation that they will be able to access
and use it appropriately. At the other end of the continuum, action research approaches focus

® Argyris and Schon (1974) made the distinction between ‘ espoused theories' — what people say or think they do
and ‘theoriesin use’ which can be inferred from their observed behaviour. Action science is discussed more fully
in Friedman, Victor J (2001) Action Science: Creating Communities of Inquiry in Communities of Practice in P.
Reason & H. Bradbury (Eds.), Handbook of Action Research: Participative inquiry and practice (pp. 159-170).
London: Sage Publications.

" Reason, P and McArdle, K. L (undated) op cit

8 Annexes 6 and 7



on learning from practice, recognising and valuing diversity of perspectives and developing
skills of reflective practice amongst practitioners.

2.10 There are a variety of action research approaches which focus on developing dialogue
and reflective practice. This helps practitioners to notice the assumptions they are making and
their intended and unintended affects. Action learning focuses more on making learning and
skills development more deliberate by facilitating exploration of practitioners own values and
behaviours’. This approach has also been used to help practitioners to apply forma ‘good
practice’ embodied in guidance and protocols to their own situation; the wider scope to use this
approach to promote more active dissemination of formal evidence is evident.

211 Action research also recognises the value of other forms of evidence, from service users
in particular’®. Cooperative inquiry could be used with service users or practitioners to drawn
in their experience and wisdom™. Action inquiry might be seen as a similar approach; here the
example of action inquiry acknowledges that the evidence from literature has value when
combined with practitioner wisdom and service user perspectives. Appreciative inquiry shows
how a focus on what is working within a situation can generate new perspectives'?; like many
of these approachesit is not mutually exclusive and could be used in conjunction with many of
the other approaches to articulate ‘stories (descriptive, first-person accounts of ‘what
happened’), build connections and energy for change.

212 Systemic action research approaches focus on bringing in multiple perspectives from
across service areas, making use of the wisdom and enthusiasm of those experiencing different
parts of the system and exposing each of the parties to the real stories and experience of others™.
This illuminates interconnections, paradoxes and complexities and raises the prospect of
system-wide transformational learning amongst individuals and the wider organisations and
communities.

2.13 Each of these approaches has value in attempts to facilitate the use of evidence in
practice and all have wider relevance for a number of other spheres of public service delivery
which struggle to find the meansto transfer evidence into practice.

® Annexes 4 and 5
10 Apnex 3
1 Annex 2
2 Annex 8
13 Annex 9



CHAPTER THREE USING EVIDENCE IN PRACTICE

3.1  All public services collect a mass of data—sometimes the things that are easiest to
count and collect, rather than the things that really matter to service users and staff. Even if the
data is accessible and comprehensible, it seems a long way from knowing about the evidence
on an issue to doing things differently: to changing behaviour. Across the public services,
information about good practice is often failing to become good practice.

3.2  Thischapter outlines some of the debate about knowledge transfer and getting evidence
into practice. It draws on thinking about knowledge management which is concerned with
better use of the knowledge contained within organisations and then discusses the challenges of
using evidence in practice drawing on the focus group discussions within the NHSS.

3.3  Aspart of this scoping study we discussed a range of issues about using evidence in
practice with participants. This included: what we know about using evidence in practice
settings; the kind of evidence that is available and valued; the scope for using evidence from
patients and staff experience to affect service delivery; how the capacity to use evidence could
be developed; and the need for space to learn and reflect on the rea challenges to changing
individual and organisational established practices and working cultures.

What do we know about moving evidence into practice?

34 In many areas of health and socia policy, there is often a wealth of evidence about
‘what works', some of it codified into guidance, procedures and protocols, but there remains
the issue of the transfer of that knowledge into practice.

3.5  The gap between the rhetoric of evidence-based policy and practice and what happens
on the ground in hedth and other socia programmes and interventions has been
acknowledged:

“At local level, where practitioners are under pressure to deliver tangible
results, there are few opportunities to reflect on this gap, to have their own
experience recognised or to contribute to the evidence base themselves. This
can generate confusion, exasperation and cynicism’ **

3.6  Assumptions that ‘good practice is transferable to different contexts are common in
many spheres of public service delivery, without regard for the facilitation of the transfer and
application of that knowledge in context. Traditional research often generates
recommendations, good practice guidance or protocols expected to guide practice. The
problem of using evidence in practice tends to be viewed as a problem of dissemination:
getting the evidence to the right people at the right time. In response to these concerns, many
organisations are putting their efforts into being ‘smarter’ at dissemination. Implicit in this
approach is the expectation the ssimple identification and dissemination of evidence of effective
interventions would lead directly to improvementsin practice.

4 Coote, A. Allen, J and Woodhead, D (2004) Finding out what works — understanding complex community-
based initiatives, Kings Fund.



3.7 Considerable efforts have been made to disseminate good practice to support the
implementation of evidence based policy and practice. Whilst thisis welcomed, increasingly, it
is being recognised that devising better mechanisms for dissemination is having only limited
success™. In reviewing the experience of the health service Collaboratives, commentators
have referred to ‘a considerable naivety’ around the issue of knowledge transfer and
‘knowledge into practice’ within health care organisations'®. Others suggest that whilst
attention still needs to be paid to the systematic review and collation of evidence and
dissemination of guidance, in order to redress the dominant focus on collating evidence,
emphasis now needs to be placed on developing the capacity to deliver effective evidence-
based practice and learning from practice®’.

3.8  Some approaches to knowledge management and organisational |earning emphasise the
need to engage knowledge users in the process of sharing and searching for knowledge'®.
These have been characterised as knowledge-pull approaches. They recognise the importance
of tacit knowledge and the need to see knowledge not as a thing or object to be identified,
catalogued and transferred, where knowledge developed in one context is disseminated to and
replicated in another. Rather knowledge is seen as a social process of ‘knowing’, brought to
light and shared through interaction. The local use of knowledge or evidence is thus linked to
its generation and reinvention, rather than replication, by those expected to use it. The
emphasis is on the importance of developing an organisational culture that values all kinds of
knowledge and recognises the importance of sharing it.

3.9 In contrast, knowledge-push approaches seek to increase the flow of knowledge and
information within organisations. These tend to focus on capturing, codifying and transmitting
explicit knowledge, often through the use of IT. The dissemination of codes of good practice,
guidelines and protocols which formalise evidence about how to do something may be seen as
such an approach.

3.10 Some of the case studies collated here (see appendices) discuss initiatives designed to
facilitate the dissemination and use of data, to build capacity and develop networks through
which to disseminate good practice, including Collaboratives.

What kind of evidenceis available?

3.11 Amongst those interviewed for this research and more widely, there is recognition of
the inadequacies of applying scientific evidence to practice settings. A recent paper from the
Health Development Agency acknowledged that one of the biggest barriers to getting evidence
into practice is the nature of scientific evidence itself*.

> Nutley, S. Walter, | and Davies, H (2002) From knowing to doing: a framework for understanding the evidence
into practice agenda, RURU, University of St Andrews.

16 Bate, S. P and Robert, G. (2002) Knowledge Management and Communities of Practice in the Private Sector:
Lessons for Modernizing the National Health Service in England and Wales, Public Administration, Vol 80 No. 4,
pp 643-663

Y Viv Speller, Erica Wimbush & Antony Morgan (2005) Evidence-based Health Promotion Practice: how to
make it work, in Promotion and Education, special supplement, 'The challenge of getting evidence into practice:
current debates and future strategies, IUHPE, pp15-20.

8 Nutley, S. Davies, H and Walter, | (2004) Conceptual Synthesis 2: Learning from Knowledge Management,
Research Unit for Research Utilisation, University Of St Andrews

1% Health Development Agency, May 2004. Annual Report of the Public Health Evidence Steering Group and
minutes of the meeting held on 1 April 2004.




3.12 The HDA acknowledge that very few studies reach an ‘idea’ gold standard for
evidence based on randomised controlled trials (RCTs). The nature of scientific research
designs means that critical variables, of vital interest to practice, are frequently excluded from
consideration. This leads to a loss of both process information about actions, motives and
behaviours of the people involved in an intervention, as well as the loss of information about
the mediating effect of variables such as the local context and circumstances. Process and
local context data are vital when considering the transferability of evidence from one setting to
another and when trying to implement evidence in practice. Evidence-based medicine has
sought to find the best and strongest evidence through synthesising primary research based on
RCTs. There is an implicit assumption that the stronger the evidence, the more powerful its
influence on practice will be.

3.13 The pre-eminence of RCTs has been a strong influence on ideas about standards of
evidence although it has proved inappropriate to evaluate complex interventions in health care
and wider public health and community based settings. For example, participants contributing
to this study commented:

“There’'s a hierarchy of evidence; the RCT is still up there - even now. It’s the
guantitative versus qualitative debate. But it's about valuing both and not
seeing one as better than another” .

“It's very difficult for senior clinicians to accept. They want 100 consecutive
cases. They're dyed in the wool researchers. It's P values or nothing! We do
need to change that. That’'sright in certain circumstances —in certain parts of
the organisation you do need to do that rigorous approach but not in all” .

3.14 This view of evidence is deeply embedded in the health service culture which is
dominated by the ‘medical model’. Change would be a massive cultural task, but there are
signs that some thinking is shifting, as noted by research participants:

“1 think the culture’s changing though. We've had lots of discussions about
‘what does evidence mean?’ and there’'s a much wider acceptance of evidence
from a range of sources — even if that’s just one patients' story. If it’sjust one
person —we' ve got it wrong for that person, but it’s being able to look at that in
the light of all the other evidence, to see if there's actual change required or
was that human error that caused that one patients' experience to be poor?”

3.15 The pre-eminence of quantitative data has implications for the capacity of staff to
collect and interpret data and for the scope to use evidence as an improvement tool, which is
discussed below. Clearly RCTs will continue to play a role; but there is aso a need for
different kinds of evidence through qualitative, applied and action research to support
professional practice.

3.16 Research participants identified alack of good evidence as one of their main problems.
This suggests that there is still a need for systematic reviews, athough in themselves they are
not enough. Participants made a distinction between using the available evidence and being
able to add to the evidence themselves. They identified there is a need for evidence of
effectiveness. One example, provided by a research participant, showed how this had led to a
decision not to reorganise services:



“ A few years ago, mental health services were rushing out and developing dual
diagnosis services all over the place. We did a study of the level of drug and
alcohol abuse amongst our client and a detailed literature review of ‘what
works and on the basis of that decided not to develop a dual diagnosis service.
All the evidence said that they don’t really work better than standard services
and in some ways have disadvantages. So although it was fashionable to split
services up, we didn’t and we probably saved our selves some money!”

3.17 Another observation in the study focus groups was that lack of evidence of
effectivenessisn’t the same as evidence of ineffectiveness:

“One of our difficulties is reticence to publish negative results. We need
recognition for demonstrating that there isn’t evidence that something works —
you should get credit for that, not just for proving you've done something that
worked. Credit for the proof, rather than the pudding” .

3.18 Research participants also questioned the basis of so called ‘good’ or ‘best’ practice:

“Sometimes best practice is simply ‘asserted best practice rather than
established best practice. We have to leave room for common sense and
professional views’ .

“What is best practice? ‘Best’” might be limited to your knowledge — the best
example in Scotland or in a similar service to yours. As a patient, if that ‘ best’
is on the national average that’s not what | want. | want a perfect service! |
want every single clinician to aim for perfect every time. Not national average
or best in Aberdeen or Glasgow!”

3.19 Other participants wanted to be able to go beyond using the formal evidence to leave
room for creativity and innovation:

“1f we only do stuff that’s evidence based we will eventually grind to a halt.
Nobody would do anything new” .

3.20 The HDA and others have acknowledged that scientific evidence provides a framework
of plausible interventions and that the likelihood of success depends on local mediating factors.
The HDA Evidence into Practice programme is about developing a means of collecting data
about the mediating factors at a local level. The adaptation of ‘promising practices' to enhance
performance across varied organisational contexts is one of the themes of the ESRC Advanced
Institute of Management (AIM) Research programme:

“ A considerable inventory of apparently promising practices has been collected in
the private and public sector of the UK. Some of that inventory is well founded upon
evidence from rigorous research; other work is less well grounded. The potential
value of this inventory is not realised because in part research is not reaching
practising managers in ways that lead most effectively to adaptation and therefore
changes in practice, but also in part because we do not understand enough about



the specific conditions which either facilitate or disable the adoption of specific
practices’ %°.

3.21 The transferability of evidence from one context to another is a key issue. Research
participants highlighted some of the specific factors that influence the adoption of specific
practices, including the nature of the local population, the scale of the problem and the
perceived validity and applicability of evidence generated elsewhere. One commented:

“Some of this is about variability in the intervention — so many are people
based and you can’'t standar dise people or the way people practice things’ .

3.22 Participants raised the issue of the extent to which evidence is produced elsewhere is
not always valued. Sometimes the evidence had to be produced locally to be convincing to
practitioners. For example:

“|1 spent a year of my life proving something that | already knew! If you did a
meta-analysis it would generally show similar prevalence. The reason | did it
was that we had a firm belief that we were somehow different from the rest of
the world because we feel asif we have a lot more drug users” .

3.23 They also questioned the need to evaluate al interventions and raised the issue of the
organisational evaluation capacity:

“1f you have something — of which the efficacy is established — and you have
evidence to believe that it's transferable — to what extent do you deploy
resources in evaluating that? To what extent do you audit or check or make
sure the process is working right because we can’t evaluate everything? Often
we can’t evaluate anything because we are so lacking in the available skills,
capacity and time” .

3.24 The discussion of the issues surrounding the use of evidence illustrates the need for a
more nuanced and broader understanding of what we mean by evidence. The terms
knowledge, evidence, information, data are often used interchangeably and without regard for
the finer distinctions and interpretations of what the terms mean to different parties. Greater
clarity may assist in thinking through the issues and strategies for implementation and may
help to understand the lessons of organisational quality and service improvement initiatives
that have not always made the gains expected:

“ On the spectrum of: data-information-knowl edge-wisdom, Collaboratives are
currently more about data and information than knowledge or wisdom. So
much of what people know and feel remains locked up in their heads, and
Collaboratives do little to liberate this..... Knowledge is the step beyond
information; it is ‘the capacity to act’ ....it is knowing what to do with the best
practice you hear about and how to apply it to your local situation — know-how

not just know-what” .

20 http://www.ai mresearch.org/promising.html

% Bate, S. P and Robert, G. (2002) op. cit.
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L earning from patients and staff

3.25 The use of evidence must also include listening to and sharing the knowledge and
wisdom of staff and patients. Research participants emphasised this issue and comments
included:

“ At the moment, | am seeing the health service from the side of a relative and |
just see a catalogue of disasters! Itisadisaster. And the system has just closed
the gates. Nobody wants to talk to you. There's no joined up care — she's
acquired every hospital acquired infection that you can get and it’s still not
working. That's what drives me! |I'm gathering evidence in a personal,
experiential way” .

“[staff] have presented patients stories at board level and simple changes have
happened, even down to buying thousands of pillows, because patients said
there wasn’t enough pillows. Smple things like that impact on practice” .

“ Sories were fed back to ward staff about the patient experience. It's really
powerful as evidence. Because you can think that your practice is evidence
based - but perception is everything” .

“in [.......] there was an example of patients gathering evidence from other
patients - perhaps getting different stories than a clinician would have got with
people being able to share their experience. If you have motivated individuals
within the communities then you should use them. You can then get more robust
evidence - and it takes pressure off elements of the health service” .

3.26  One participant quoted a recent example from a published paper on Multiple Sclerosis
which resonated with them and which suggests that valuing the patient perspective will require
amajor shift in attitude amongst some clinicians:

“The paper was called ‘Doctors and patients disagree’ — The doctors thought
that walking was the most important thing that worried the MS patients. But the
actual thing that concerned them most was losing cognitive function and their
fatigue. If doctors saw that their walking had deteriorated when the patient
walked into the room, that's what they were focusing on and they weren't
paying very much attention to the other aspects of their problems - because they
know best!”

3.27 Vauing user perspectivesis discussed more fully in Chapter Four.

Building capacity for using evidencein the NHSS

3.28 Thereis aneed for capacity building work: a more active approach is needed to make
evidence more accessible, contextualised and implementable. The case studies in the annexes
provide a number of examples of ‘capacity building’ work including support for staff to
facilitate the use, analysis and uptake of data in practice settings and the use of action learning
sets. Exactly what capacity building might mean is worth further exploration.

11



3.29 One element of capacity building is certainly about being better at disseminating the
evidence, making it more accessible and understandable. Participants in this study
commented:

“What the practitioners are looking for is the research to be practice based,
patient focused, easily accessible to them, and disseminated. There are people
doing research but it's never disseminated. Dissemination to an academic is
publication or speaking at conferences. But that's not dissemination to a
practitioner because they can’'t understand the publication — what do these
statistics mean? What are we meant to do with that? It’s about disseminating it
in language that will impact on their practice’

“Yes, but we sometimes fall into the trap of taking that evidence that’s not
under standable and putting it into a policy that’s not any more understandable
or user friendly than the article itself”.

3.30 The value of incorporating the evidence into assessment tools was also recognised by
participants:

“if there's an evidence base to what assessment you should be doing, the types
of information you should be collecting and the interventions that you should be
doing — if these prompts are within the records that staff are using everyday
then they’re more likely to use the evidence to underpin their practice, than it be
sitting separate in a guideline or a protocol, which might be on the internet and
the computer’s being used by six different people.....so then they' Il just do what
they’ ve always done” .

3.31 Another element of capacity building identified by participants was the development of
the skills to access and critique the formal evidence available. One commented:

“ Skills are needed to critique the research that’s out there. There were some
guidelines we were using based on b-rated evidence. When you went and got
the reference that the guideline was talking about and read the article there was
no evidence! But it got into the guideline. People need the skills, knowledge
and confidence to be able do this’.

3.32 Participants also highlighted the importance of the development of skills and
confidence in the validity of different approaches to collecting new evidence:

“Most of the health services have been trained that you need very lengthy audit
tools to actually collect data and some kind of sophisticated SPSS and Minitab
software to record it all. That's not true. You can use a piece of paper.
Anybody can collect data” .

“It's not about 3 month exercises, it's not about 100 consecutive patients
either! You get so much data. If you're not doing it right for 3 patients — why
test 100? You've already failed if you're not able to evidence your practice in
the 3 patients you’ ve missed already”

12



“It doesn't have to be randomised controlled trial evidence that absolutely
proves to the ninth degree that this is the way forward. You can collect data
about the experience of the patient on that journey. You can collect data about
the patients on the ward on that day, using that service, that theatre on that day
—and it will give you a picture that is really important improvement data. You
can then sit down with the team and say ‘well, this is what was happening on
that day’. That'sa very powerful message — for the senior clinicianstoo” .

3.33 The discusson amongst research participants suggest that capacity building goes
beyond being better at dissemination and skills development and includes issues of individual
and organisational evaluation capacity referred to earlier.

Making space for learning and reflection

3.34 Hedth service practitioners, like many others, are working in a highly pressurised,
target driven context, subject to constant change where the imperative is action, not reflection.
They need recognition of the value of reflection and the time, space and resources to reflect on
thelr practice, review and evaluate evidence and revise their actions. Respondents commented
on the challenges of combining front line NHS work with research and reflection:

“The ability to think is often driven out. The space to think, to collect evidence
and to evaluate thingsis very hard won” .

“1f you're engaged in any kind of service development from an operational
point of view, one of the things you don’t do iswriteit up. I’'m horrified by the
amount of stuff we' ve been involved in that we' ve never written up” .

“We don’'t have the time to do that because we're always responding to other
pressures’.

“1t would be quite difficult to say ‘take a couple of days off and write up that
stuff we did’. We're a hard pressed health service; you can’'t have folk messing
about doing that kind of stuff. In some ways where it is practitioners that have
done stuff it's the only way you're going to get it done - if this is seen as a
reasonable part of your job as a practitioner” .

3.35 However, some participants expressed a note of scepticism about this ‘ culture of busy-

“It's an excuse. They all cluster back — there's a paper that talks about the
nursing station being the island and the ward being just a sea of sharks. They
gpend more time rushing around than sitting down with individuals and
spending time with them. The culture stops them taking time to reflect and think
about the way that they're working” .

3.36 A number of factors prompt review and reflection. Some participants suggested it can
be aresponse to an incident or crisisidentified by practitioners or managers:

13



3.37

“Say there's been an incident happened and they' ve all come together and
looked at the evidence and changed it — there the practice changes long before
the guidelines are finished, published and ready to go out — because it’s been
generated by the practitioners themselves’ .

“We find that in [operating] theatresthere’s a very hazardous environment and
a lot of changes to what we do are risk management driven. Even some thing as
simple as the way a scalpel is handled. It has changed radically in the past 5
years. Again it's been driven by the practitioner because it’s been identified
experientially - the way we were doing it before was causing injuries, so the
practice has changed to try to minimise that as much as possible” .

Others suggested that managerially driven service redesign initiatives and audit

procedures were also often a prompt for areview of the use of evidence

3.38

“We've always known that malnutrition in hospitals has been a problem.
Suddenly because we're about to be audited [we're looking at it]. Division-
wide or nationally - being audited supports using evidence” .

“When you have a major service redesign — that it the time when you have
everybody looking at the patients journey, the best evidence. It's something
that’ s often enforced on you — it’ s not often a choice that you' ve made” .

Another view was that the promise of additional resources offered an effective lever for

evidence gathering:

3.39

“My experience has been about ‘what’s in it for me?" when thinking about
change management. None of it was about the evidence. They were completely
turned off to the fact that it was better for patients. At that point, it was ‘could
we get more clinics? What'sin it for me?’”

However, participants also acknowledged that such activity can distort and detract from

quality improvement initiatives:

3.40

“You will not get a GP [herg] to look at osteoporosis because it brings no
incometo GPs. It's not part of the quality and outcomes framework” .

“lsn’t that the crux of the problem? We're spending money on issues that are
not contributing to quality. So the quality indicators are not set up to do the
right thing. The right thing is to improve care for the patients — not to pay GPs
for all the things on the list that they think are a good idea to do because it
bringsin a bigincome” .

Participants also identified academic study and leadership development programmes as

drivers for more practitioner driven reflective practice:

“You might be asked to do a reflective piece of work or review a local protocol
or something like that as an assignment and then you'll get one individual in
that ward that's desperate to change something in their ward because they
know it’sfar from perfect. It’sabout it being a bottom-up approach” .

14



“We know that when senior charge nurses have been through a leadership
programme one of their key responsibilities is about improving the quality of
care and they seem to be much more focused on ‘right, what isit we're actually
needing to improve in my ward?' and starting to do audit and to look at where
the improvements need to be made. They’ll then go searching for the evidence
to guide them in what they need to do. Before it would have been top-led —
‘there’ s a set of guidelines- you' re to implement them’” .

341 These examples suggest there is also a need to rethink what is meant by evaluation of
practice. It is too often enforced for audit purposes and so is seen as a burden, hurriedly
completed at the end of a project by someone else rather than an integral part of everyday
practice. Two comments on thisissue from participants were:

“Alot of the work I’'m involved in is pilot work that’s been funded externally.
What often happens is that funding is made available, people are approached
with a deadline of about two weeks to come up with something because we' ve
got this chance to get loads of money, but nobody mentions evaluation and then
it's something people have to do. It's that time to think thing again. It's not
that those resources are wasted, but that they could be better used if there's
mor e time to think and plan” .

“ People are scared of evaluation. They think that they need to have specialist
research training - they don’t think they have the capability and whilst that may
be true for some people, it’s not rocket science” .

342 However, other participants suggested that service redesign initiatives and
improvement methodologies can clearly play a positive part in formative evauation,
challenging assumptions and promoting reflection on practice;

“In the Intensive Care Unit there were lots of assumptions made by the team
that the way they practiced was evidence based and that they were providing
the best care according to the evidence. We were asked to test elements of that
on a rapid cycle basis — that’s based on hours and days, not weeks! We used
PDSA cycles and what happened was that within 24-48 hours we were able to
demonstrate to that team that they did not practice in accordance with the
evidence - so they then focused on the tasks that they would have to undertake” .

“It's facilitating people to get to that incongruence stage where they recognise
that what they're doing is not linked to what the evidence says and the impact
that that is having and through learning to take ownership of actually doing
something about that” .

“That’s about unlearning. That’s about getting to a point to say ‘I’ ve learned

not to do that any more’ - unlearning practices of the past, before you can take
that next step. So you can learn how to learn” .
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Changing behaviours

343 Research participants suggested that recognition of that this ‘incongruence’ or
‘unlearning’, seems to be the crux of the issue of research-into-practice. The task is about how
to help individuals realise for themselves how their attitudes, values and behaviours may be
inhibiting change, rather than being told that they should adopt particular written guidelines or
adhere to a code of practice, however well intentioned.

344 Amongst research participants there was some experience from elsewhere of the value
of approaches, such as action learning, to transform practice. For example, one participant
commented:

“Anursein A & E was sitting listening to a story [in an action learning sef]
from a nurse in one of the medical wards and that changed the way she
practiced in A & E. She realised that their target was [reducing] this 4 hour
trolley wait and getting patients through. When she actually listened about how
this impacted on the care of patients in the medical ward she reflected and it
changed practice. That’s such a powerful thing” .

345 That individua realisation and responsibility is the key to information about good
practice becoming good practice, by being recognised, contextualised and therefore
implementable.  But facilitating change in service delivery is not solely about individuals
changing the way they behave; there is aso an issue of the values of the organisation.
Examples quoted by participants illustrated the importance of what is valued in the
organisational culture and how that affects individual’ s behaviours and attitudes:

“Shesaid... ‘I know I’'magood A & E nurse because my colleagues tell mel'm
a good A & E nurse - and the doctors tell me that I'm a good nurse. 1’'m well
known. | can get a drunk out of here in 20 minutes. | just pull him off the
trolley by his ear and take him out the door’. She was valued because she
cleared the spaces. But it ain’t good practice!”

“It's about having a range of values — yes, we are interested in improving the
cleanliness of our ward. We are interested in getting better physical outcomes
for patients, but we're also interested in them getting good psychological
support while they’'re here and that means that nurses sit down and actually
speak to people. If it’s not valued — then nurses will be busy cleaning the ward
and keeping everything pristine and giving IV drugs and making sure they get
out within the 4 day time limit or whatever the target is, but if the other range of
guality measures are not valued then they don’t act in that way” .

346 Some of the approaches in the case studies focus on developing this kind of
transformational learning, rather than on more traditiona ‘research’ skills such as data
handling and interpretation. They facilitate articulation of values which underlie how people
behave and this also seems to be a key distinction between some of the service redesign and
improvement methodologies such as Collaboratives and action research, such as action
learning sets and whole system approaches. They hold out the hope that, for example, the A &
E nurse, who's good at dealing with drunks, might be enabled to discover for herself some
other value in her work that also supports patient care.
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CHAPTER FOUR THE POTENTIAL FOR DEVELOPING
PARTNERSHIPSWITH THE ACADEMIC
COMMUNITY AND OTHERS

4.1  This chapter examines the issues around the facilitation of the use of evidence and
collaboration between practitioners, academics and other external consultants and with service
users. Partnership working is a key issue for the NHSS, and a key objective of this study was
to assess the readiness of the academic community to engage in applied research and action
research.

4.2  The facilitation of the effective uptake of research evidence into practice is a theme
running through many of the case studies and discussion amongst participants. Other research
suggests that successful implementation of research evidence in practice depends on the
relationship between the evidence itself, the cultura and organisational context and
facilitation”. Facilitation may be the key variable in understanding the use of evidence: it is
this, not the strength of the evidence, which affects implementation.

4.3 It may be helpful to make a distinction between facilitation as the brokerage of
evidence and facilitation as supporting individual learning or mentoring. Brokerage would
include the signposting, sourcing, interpretation, distillation, commentary on quality and
dissemination of evidence; and perhaps also involving some capacity building in terms of
support for the collection and analysis of new evidence. Mentoring would include support for
individual learning and reflection through a range of approaches.

Facilitation as knowledge brokerage

4.4  Research participants identified a need for collation, coordination and mediation of the
available evidence, and stated:

“ Evidence needs coordination. It would be good to have an ‘ evidence portal’ —
some kind of screen or filter to help separate the wheat from the chaff. Any
field will have rogue studies and part of the game is to find evidence that
supports what you want to do”

“It's not enough to have the evidence and access to it — there needs to be a
certain amount of mediation” .

“We need somebody to source that ‘best practice’ for you. Your knowledge is
going to be limited. Even a simple example often turns out to be huge
minefield! The evidence is beginning to come from NICE but it’s not impacted
on practice. Sometimesthe evidenceisn’t there”.

45  Knowledge brokerage would provide a systematic, enabling approach to accessing
available evidence, rather than making it another individual responsibility. Participants
suggested that a more efficient way of doing this on a national level would be a great help, but

Z Kitson, A. Harvey, G. McCormack, B (1998) Enabling the implementation of evidence based practice: a
conceptual framework Quality in Health Care 7 (3) 149-158
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that at an individual level, they wanted there to be recognition that the extent to which people
are expected to use evidence may vary according to different roles. For some, it would be their
job to manage the evidence base, acting as a broker, signposting others to sources, and perhaps
providing a‘quality awareness commentary on the sources.

Facilitation as supporting learning

4.6  Facilitation is aso important to support individual learning and helps to develop
ownership of the changes to practice and so makes them more sustainable, as well as
enhancing the skills of participants.

47 Key to sustained and transformational learning is ‘double-loop’ or second order
learning®; this goes beyond single-loop learning where on discovering something doesn’t
work, individuals try to find more effective ways of achieving their goals. This is often
insufficient for solving more intractable problems and may make the situation worse. Double-
loop learning encourages a focus on problem setting as well as problem solving: here failure to
achieve intended consequences would lead to reflection on the original frame of reference and
setting of a different problem. The injunction to be ‘scientific’ or rational is equivaent to
restricting attention to single-loop learning.

4.8 The way that action researchers engage with participants in the research process is
essential to the development of double-loop learning. In action research, participants become
researchers of their own practice and develop their own practice-based theory, based on testing
out good practice within their particular context and refining it. The role of the facilitator is
not to give advice: part of their role is to help participants become aware of their existing
frames of reference and begin to ‘unfreeze’ or ‘unlearn’ them, learn new frames of reference
and develop skills of reflection.

4.9 In this way, action research supports individuals to take responsibility for their own
learning, to re-interpret evidence and previous experience, rather than just ssmply acquiring
more new knowledge. The skills of listening and asking questions, as well as analytical skills,
are important elements of a facilitative approach. By engaging in the reflective processes of
action research, participants can begin to understand how to facilitate this process in others.

410 The use of ‘stories’ is adso an important element of many of the case studies and
research participant’s examples. These are descriptive, first person accounts of something that
involved the story-teller directly. When shared, they provide resonance, connection and insight
into the redlities of service delivery, particularly where they aso involve service users.
Sharing stories or ‘critical incidents' through tools such as significant event analysis, action
learning sets, appreciative inquiry or whole systems working can open-up inquiry and provide
energy for collaboration and change.

4.11 Itisnot suggested that any single approach should be adopted, but that a greater range
of approaches might be more effective in bringing about more transformational learning. One
participant commented:

% Argyris, C. Putnam, R. and McLain-Smith, D. (1985) Action Science, Jossey-Bass
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“ There has to be arrange of implementation strategies — the PDSA cycle, action
learning, and reflective practice — a whole range of stuff not just picking one
methodology off the shelf and saying that’ [l work for every change we want to
make. But we do need to change the culture of the organisation and the culture
within wards even” .

412 These approaches require facilitation in their own right, which raises questions about
where these skills are avail able and the scope for collaboration with academics.

Developing collaboration with academics and other external facilitators

413 One of the objectives of this study was to assess the readiness of the academic
community in Scotland to engage with health practitioners in using applied research and action
research. Some of the case studiesillustrate how academics and other external facilitators have
been able to support the generation and use of evidence in practice through a variety of
interventions and approaches.

4.14 The stakeholder interviews conducted for this research included a number of academics
and others with an interest in developing better collaboration with the NHSS.  Those
interviewed were chosen purposively for their known interest in these debates and are quite
varied in their experience, perspectives and core interests. Some have a substantive interest in
the issue of collaboration; others have interests in health service management and
organisational development; and others in how they can support learning and the devel opment
of reflective practice amongst health service practitioners.

4.15 The interviews with academics provided some vauable insights. One participant
commented on the issue of collaboration itself, drawing on other areas of public sector
delivery:

“In a Community Planning context, the need for capacity building for
collaborative working was recognised by the Community Planning Task Force,
but the interpretation of this has been to develop skills frameworks and
standards, such as the Standards for Community Engagement” .

4.16 Here, asin many other spheres, it was said that the response has been to develop more
guidelines and protocols. The proceeding discussion illustrates well that this approach misses
some very important understanding about knowledge transfer and the implementation of
evidence in practice.

4.17 It was suggested by a research participant that what is needed is an understanding of the
nature of collaboration. Thiswould entail an opportunity to examine the theories and concepts
of collaboration to explore the nature of the practice of collaboration, in order to be more
effective in collaborative situations®®. Another participant was able to give an example of the

idea that ‘there’ s nothing as practical asagood theory®':

2 Huxham, C and Vangen, S (2004) Doing things collaboratively: realizing the advantage or succumbing to
inertia?, Organisational Dynamics, Vol 33, No 2. pp190-201
% This phraseis credited to Kurt Lewin in the 1940s.
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“ Academics are interested in theory and that's why they' re useful! For
example, a discussion of power relations using action learning in care homes
helped the participants to see that actually the relatives are powerful in that
context and to use that to bring about change” .

4.18 Other participants recognised the value of greater linkages between academics, other
external consultants and agencies with an interest in the implementation agenda and felt it
would be helpful for this to be coordinated on a central basis:

“Thereis a need for clear terms of partnership with providers [Universitieg] . It
would be better if we had a generic framework that would address all the issues
up front” .

4.19 The interviews highlighted some of the issues. One is the ability of the NHSS to
articulate its' needs clearly to academics:

“[Academics] can have a role in simple interpretation — synthesising evidence,
trandating it, but the NHSS needs to articulate it's needs [to ug] and needs
mechanisms for identifying their needs” .

4.20 In terms of what academics need from the NHSS a clear message from an academic
participant was:

“Give us a clear steer, don’t change your mind, give us access, be more relaxed
about outcomes and allow us to publish” .

421 Of course, academics are a diverse group, and some participants felt more constrained
by the demands of the Research Assessment Exercise (RAE) than others. One commented:

“ Academics do need to start in the context of the RAE, but it may be less of a
concern than the need for a clear steer from the NHSS There's a hopeful sign
in the use of ‘esteem indicators which give peer group recognition for other
activities, advisory roles and so on, although Scotland is weak in opportunities
for thiskind of thing” .

4.22 The demands of different institutions and disciplines may also be a barrier. Thereisa
need for an interdisciplinary perspective, absent from much of publicly-funded research which
focuses on the technological and scientific aspects at the expense of understanding the human
dimensions of change. Participants suggested that working more closely with clinical teams
and patients will bring additional concerns. One commented:

“There can be a conflict between what the University and the NHSS needs from
research. Academics need high level support from within the University.
Working with the NHSS means that collaboration takes longer and access and
ethicsissues need to be sorted out” .

4.23 However, research participants also argued that initiatives from research funders such

as the Advanced Institute of Management (AIM) Research ESRC initiative mean that
practitioner focused research should become a more attractive proposition.
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4.24  There was also recognition of the challenge to traditional ideas about research through
comments such as:

“ Perhaps this is nothing to do with research as we know it? It's more a form of
operational development which isthe responsibility of managers’ .

4.25 In addition, some of the research participants did not share the basic epistemology of
action research, based on understandings of the nature of knowing and what can be known?.
Some asserted that what they did was not action research. For example:

“1 don’'t necessarily use the term action research. I’'m more comfortable with
evidence into practice notions” .

4.26 Others worked in fields where action research is more accepted. They reported that
they were able to publish in peer reviewed journals and felt very comfortable with afacilitative
way of working. One commented:

“The principles of action research — that it is democratic, participatory,
orientated to change and the development of theory are all part of critical
social science and I’'m very comfortable with that. Action research gives rich
data; you can write abut process and outcomes as well as about reshaping
theory” .

4.27 These views raised an issue about the extent to which academics have the interest in or
skills to facilitate action research, where part of the intention is to enhance the skills of
practitioners as co-researchers. Whilst thisis not just an issue of method, by way of example,
traditional qualitative research interviewing may be able to challenge assumptions, beliefs and
values by careful, probing questioning. However, the purpose of this approach is to gather
‘rich’ data rather than to help the person learn from the reflective experience in a deliberate
way. Aninterviewer may not have the responsibility or intention to help the person learn from
the situation and consider other options and actions, in contrast to an action learning facilitator,
for example. The challenges of developing a facilitation style that promotes participation,
deliberate learning and action are substantial for many academics schooled in traditional
research approaches™’.

4.28 The case studies also show some examples of a more open, systemic approach to
inquiry where the role of the facilitator is to provide a supportive framework for dialogue
between different interests and to devel op reflexivity, reflecting the view that:

“Traditional forms of research and policy debate fail to tap into possibilities for
generating new forms of reflexive dialogue and learning at and beyond the
policy-practice interface. Here we are exploring notions of systemic and policy
learning that privilege learning not about one single element, but rather from
mutually influencing relationships’ %.

% See section 2.3

%7 Seefor example Wadsworth, Y (2001) The Mirror, the Magnifying Glass, the Compass and the Map:
Facilitating Participatory Action Research in Reason, P and Bradbury, H (eds) Handbook of Action Research,
Sage

% \Weil, Susan, Wildemeersch, D and Jansen, T (2005) Unemployed Youth and Social Exclusion in Europe:
learning for inclusion? Aldershot: Ashgate
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4.29 The case studies show that part of the facilitation task is to provide better opportunities
to integrate multiple perspectives from staff at all levels and from patients and service users;
and or drawing on and sharing the experience and wisdom in order to make this form of tacit
knowledge explicit. The evaluation of the health service Collaboratives remarked on the very
positive reaction of participants in the Collaboratives to the involvement of patients in their
quality improvement work, and reported:

“User involvement has been a particular strength of the Mental Health and
Cancer Services Collaboratives, with many participants commenting that this
had challenged assumptions and led to new insights.......it seemed that the
views of patients - and junior staff —were in the event as or more powerful than

expert ‘evidence'” %°.

4.30 This suggests that incorporating user perspectives is crucial to service quality
improvement.

Valuing user perspectives

4.31 Research participants also recognised the value of user perspectives. One health board
had recently undergone a major consultation exercise, and a participant remarked:

“The amount of consultation we did - particularly with the public, patient
representatives, former patients, community representatives - we did get some
quite heated discussions about how they felt they were being cared for. | felt
that was a very powerful way that we approached it. It was also quite difficult
sometimes because of the comments. | did feel it was a genuine attempt to hear
the voice of the people that we serve. Some of the thinking of my colleagues did
start to change about how they were delivering services and what needed to
change — they' d never had that opportunity to hear that before... It did change
practice and it did change mindsets. The trigger was the thinking started to
become more open and people were in a position to start to talk about how we
are going to do it. That powerful message coming from the people we serve-
you couldn’t ignore that” .

4.32 This example brought benefits in terms of chalenging professional perspectives and
assumptions and so opening up possibilities for change, but aso in bringing the ideas and
perspectives of the public into the discussion of service redesign and deepening their
understanding of how the health service works. The research participant continued:

“ A number of members of the public said to me — “this has been great. | now
understand a bit more about what actually happens in the health service!” One
of the biggest things | got were how informed the public were. Not just about
their [medical] condition, but just on good ideas’

“1t made the redesign of clinical services very focused on the experience the
patient was having, rather than on the infrastructure that we current provide
and deliver servicesthrough” .

» Bate, S. P and Robert, G. (2002) op. cit.
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4.33 However, greater user involvement also raises tensions. There is the danger of
tokenism by having public representatives on committees or groups and then ignoring them.
The deployment of multiple perspectives will bring different kinds of evidence or ways of
knowing into the debate. There is the potential for a clash between public perceptions of
‘need’ based on their experience, preferences and expectations, and professiona views of:
effectiveness, based on formal evidence; their perceptions of what constitutes valid evidence;
and their own experience. Other research participants stressed the value of a dialogue between
different perspectives, and commented:

“It's all to do with the human dimensions of change. It’'s about having that
dialogue — some thinking and debating time. You may not all agree, but you
may agree to disagree, but come up with something that meets most of the needs
of that community” .

“There's incredible value in getting the community into the room and saying
‘right what do we do about this?'”

4.34 The effort involved in major consultation exercises with the public also raised the issue
amongst research participants of ensuring the fullest integration of these perspectives into
wider work and being able to learn from what has happened in the past. One research
participant comment on the apparent lack of * corporate memory’:

“My experience of the organisation in changes that have happened in the past
or are happening currently is that we don’t integrate it into what we're doing
now. We don't learn from the cycles that we've been through before, so that
instead of going round in circles, it'sa spiral, we're progressing” .

4.35 Research participants also expressed a wish to re-engage with past perspectives, access
corporate memory and build on the momentum from public involvement and earlier change
efforts to underpin and legitimise current developments. One said:

“There's a frustration knowing that things are going on that are not being
successfully ‘remembered’ — we need a kind of organisational memory. Suff
just vanishes— | call it organisational dementia” .

4.36 Thislinks to the capacity issues and the legitimacy of reflection amongst practitioners.
It also highlighted a need to be more systematic about recording what does go on anyway. One
research participant was concerned that the health system took no interest in ‘what happened
next’:

“If we looked across the organisation I’ m sure there are things that people have
taken it upon themselves to do [following the consultation]. We didn’t track it.
Some of the changes will be about how people behave. We also didn’t have a
good baseline of what was going on before” .

4.37 Research participants also acknowledged the need to feedback to the public and
stressed the importance of communication with the community. For example:
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“There are a few things going on in some areas. There's a big opportunity on
the public involvement side — we're missing a trick if we're not feeding it back
to the community” .

4.38 Feedback loops between clinical and organisational development teams are also crucial;
research participants said they are often unaware of what each has done. They identified a
reluctance to ‘label’ or take credit for service developments.

439 The case studies (see appendices) highlight a number of ways in which user
perspectives might be integrated into research. For example:

e The cooperative inquiry group was comprised solely of diabetic service users. This
process demonstrated the value of their experience of services, developed their own
skills and gave them greater confidence to engage with professionals through
membership of planning groups and other representative positions. This approach also
allowed the group to develop greater awareness of service provision issues. The health
service also learnt about how to listen to the lived experience of patients and feedback
from the group helped to set service standards and good practice guidelines.

e The views of foster carers and adopters of the family assessment process were
integrated into another approach through the use of focus groups co-facilitated by a
researcher and a practitioner involved in the wider action research project. This aspect
of the project design was particularly valued by the professionals.

e The whole systems approach brought professionals and alarger number of service users
together to look at the realities of hospital discharge. This demonstrated the central
contribution that can be made by service users and their carers as well as by professiona
staff.
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CHAPTER FIVE OPPORTUNITIESAND BARRIERS

5.1  This chapter summarises the main themes from the earlier discussion and outlines a
number of opportunities and barriers for the creation of communities of inquiry in communities
of practice within the NHSS.

Creating communities of inquiry within communities of practice

5.2  The purpose of this research was to begin to explore how the Scottish Executive Health
Department might begin to develop communities of practice within the NHSS. Communities
of practice are professionals who share a common language of practice; this includes their
values, knowledge, terminology and procedures acquired through education and experience.
They have been regarded as communities where:

“ People share their experiences and knowledge in free-flowing creative ways so
as to foster new approaches to problem solving and improvement, help drive
strategy, transfer best practice, develop professional skills and help companies
recruit and retain staff>”” .

5.3  Communities of practice are central to understanding ways in which practitioners make
sense of formal codified knowledge, guidelines and protocols and their own tacit knowledge
drawn from their practice. The focus moves from:

“..exploring an individual’s knowledge as an asset to be potentially
transferred, to exploring collective knowledge, which is situated and context
specific. In a community of practice, knowledge is constructed as individuals
share 3!ldeas through collaborative mechanisms such as narration and joint
work” .

54  There are clearly a number of individuals, both clinicians and managers, within the
NHSS with an interest in applied research and action research as a means to support evidence
based practice. There are aso a number of academics and other interested individuals with an
interest in greater joint working and with the skills to add to the evidence base itself and build
the capacity of practitioners to use evidence. The case studies suggest that there is a wider
pool of those able to facilitate action research inquiries of various kinds. There will be many
specific opportunities for inquiry, but their identification should be a local, collaborative
matter, dependent on the particular priorities and interests within each context.

55 Itisworth reflecting on what factors might promote the development of a community
of practice. Many of the service redesign and improvement methodologies have sought to
develop learning networks, rather than communities of practice. The evauation of the
Collaboratives suggests that:

% Wenger and Snyder quoted in Bate, S.P and Robert, G (2002) op cit.
3 Newell et al, 2001 quoted in Bate and Robert (2002) op cit
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“...knowledge dissemination and transferability only occur when there is a
collective identity and the existence of a wider social network, neither of which
seem to be fully present in the NHS collaboratives we have studied®” .

56 Many service improvement initiatives are time-limited projects which focus on
information sharing and the replication of best practice. What is needed is the reinvention and
the local customisation of quality improvement approaches, to increase the absorptive capacity
or receptivity within organisations to facilitate the integration and use of evidence in practice.
The development communities of practice, and specifically, of communities of inquiry within
communities of practice, is an approach that can be used to foster this customisation and local
collaborative working for quality improvement in public services.

5.7 A community of inquiry within a community of practice would use action research to
break down the division between those who produce knowledge and evidence (researchers)
and those who use it (practitioners). Both parties would redefine their roles and develop a set
of common values, norms, terminology and procedures. Communities of inquiry may be
fostered by providing opportunities for real face to face working, extended social contact, joint
learning sessions, use of what action researchers refer to as ‘stories and ‘storytelling’ and
other informal, creative opportunities for exchange and co-creation of knowledge by working
together®™. By identifying and enabling communities of inquiry within communities of
practice to develop, greater knowledge transfer to other settings can be facilitated.

5.8  Table 5.1 below summarises much of this discussion from this research and framesit in
relation to development of communities of inquiry. It sets out a number of opportunities and
barriers to the development of communities of inquiry within communities of practice and
factors which enhance opportunities for exchange and sharing within and outwith the
immediate organisational context. It identifies these opportunities and barriers from both
practitioners and service users' perspectives and from the nature of the task that is the focus of
inquiry and the organisational and wider environment.

¥ Bate, S. P and Robert, G. (2002) Knowledge Management and Communities of Practice in the Private Sector:
Lessons for Modernizing the National Health Service in England and Wales, Public Administration, Vol 80 No. 4,
pp 643-663

% See Bate, S.P and Robert, G. (2002) ibid.
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Table5.1: Creating communities of inquiry in communities of practice®

Opportunitiesto reflect
on action and act on
reflection are enhanced

Barrierstoreflect on
action and act on
reflection are presented

Opportunitiesfor
exchange and sharing are
enhanced by......

Practitioners and action
researchers

Openness to challenge and
having professional
assumptions questioned

Getting out more — seeing
what goes on elsewhere

Sufficient staff autonomy
and freedom to take
initiative

Individual commitment to
professional development
and new skills

Explicit, conscious practice
of those values espoused by
the organisation

Awareness of persona and
professional frames of
reference that inhibit the
capacity to act in ways
which are more congruent
with expressed purpose and
actions

Ability to validate the
significance of individual
cases/stories

Openness to intended and
unintended consequences
of actions

Ability to decide on key
methods and targets that
suit local context and
priorities

Restraints of roles,
divisions of labour, job
descriptions

Lack of ability and skillsto
reflect/act critically

Focus on delivery asthe
imperative

Continued adherence to
guantitative methodol ogies
inal areas of clinical and
organisational practice

Preference and history of
seeking patterns rather than
puzzling

Cynicism and lack of buy-
into wider goals

Undermining of
commitment to change by
failure of organisation to
practice the values it
espouses

Ability to self-select rather
than by management
directive

Personal passion,
commitment and energy to
process of exchange and
dialogue

Access to other people
doing similar thingsin the
same organisation and
elsewhere

Openness of boundaries of
network — not a closed

group

Seeing diversity asarich
source of information for
improvement

Skills and techniques to
help recognition of tacit
knowledge and to identify
who else might be able to
useit

Credit/reward for sharing
knowledge and experience
with others

Ability to pay dua
attention to personal, local
concerns and the bigger
picture

Sufficient time for
initiativesto run aslong as
energy and commitment is
there — not constrained by
other imperatives

# Thistable is adapted from How to Select a Suitable Occasion to Use Action Research, Bob Williams and Robyn
Bailey available at: http://users.actrix.co.nz/bobwill/ and Table 1 Communities of Practice in Bate, S. P. and

Raobert, G (2002) op cit.
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Opportunitiesto reflect
on action and act on
reflection ar e enhanced

Barriersto reflect on
action and act on
reflection are presented

Opportunitiesfor
exchange and sharing are
enhanced by......

Service Users

Organisational and
professional respect for
experience of service users

Recognition of validity of
qualitative evidence by all
parties

Confidence that views are
important, will be heard
and acted on

Feedback on what happens
to evidence provided by
service users

Tokenism and
undervaluing or rejection of
perspectives

Entrenched professional
agendas and power
dynamics

Continued adherenceto
guantitative methodologies
inall areas of clinical and
organisational practice

Patient care and
professional interests seen
asin conflict

Openness and ability to
listen by the organisation

Preparedness of
professionalsto give up
some of their power in
order to learn

Task/situation/
problem that isthe focus

High importance of the
situation or task to those
most centrally involved

Clear purpose for inquiry

Strong imperative for the
issue to be resolved
creatively

Solutions not necessarily
clear cut — challenging, but
not high risk

Access to formal evidence
of effectiveness where
desired

A focus on urgent tasks,
rather than important ones

No imperative to act any
differently

Lack of adequate skills,
resources, time and tools

Inability to access or
understand formal evidence

Ability to work
collaboratively

Attention to process as well
as outcomes

Ability to ask questions,
rather than fix problem or
give advice

Knowing what to do with
the ‘best’ practice you hear
about
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Opportunitiesto reflect
on action and act on
reflection ar e enhanced

Barriersto reflect on
action and act on
reflection are presented

Opportunitiesfor
exchange and sharing are
enhanced by......

Organisational and wider
environment

Strong organisational
expression of values which
support learning

Strategic overview of the
range of interventionsto
support learning from
practice

Awareness of
organisational frames of
reference that inhibit
capacitiesto act in ways
more congruent with
expressed purpose and
actions

Permissive management
culture - encouragement of
reasonable risk taking

Modelling of reflective
practice by managers

Legitimising feedback of
all kinds — compliments,
comments and complaints

Building on corporate
existing knowledge

Working with the energy
and commitment of staff

Encouragement of
professional development

Nurturing of leadership
skills at all levels of the
organisation

Positive culture of
evaluation

The ‘blame’ culture; lack
of focus on learning from
mistakes

Failure to credit successes

Pressure for short term
solutions

Limited to reactive
response to crises, audit
and managerial-led service
improvement initiatives

Organisational history and
values that undermine
quality improvements

Preference for forgetting —
‘organisational dementia

Lack of trust and poor
relationships

Skills of facilitation and
mentoring available

More strategic and
proactive attitude to
networking - brokering
meetings, presentations or
by hosting visits

Opportunities for extended
social contact and face to
face working

Informal creative
opportunities for exchange

Development of systems
thinking -encouragement to
work across boundaries and
outwith traditional silos

Multiple ways of
communicating across
boundaries and networks —
greater ‘interactivity’ or
‘two-wayness' between
participants

Interest in locally
contextualised and wider
systemic learning
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CHAPTER SIX CONCLUSIONS: SUPPORTING EVIDENCE
BASED PRACTICE THROUGH ACTION
RESEARCH AND APPLIED RESEARCH

6.1  Whilst thereis much evidence of relevance to practice in health and social care settings,
there remain a number of issues about access to that evidence, questions about quality, issues
about the kind of evidence that is considered to be valid and the remaining problem of the
implementation of evidence in practice. Evidence about good practice is failing to become
good practice.

Using evidencein practice: an overview

6.2  One perspective is that better dissemination of good practice is the solution; and the
nature of the problem is primarily one of access to high quality, reliable evidence. Thisis
certainly an issue, not least for those working in clinical settings. Evidence of effectivenessis
necessary and practitioners have to be confident that they have access to the very highest
quality evidence, rather than simply that to which they have easiest access. There remains a
need for systematic reviews of evidence, but also better brokerage of evidence through
signposting, sourcing, interpretation, distillation, commentary on quality and dissemination.

6.3 There is aso a need for capacity building to make evidence more accessible,
contextualized and implementable. This includes better understanding of the perceived
validity and applicability of evidence generated elsewhere and of the local contextual factors
that may affect the transferability of evidence. This includes the form in which evidence is
disseminated. Incorporation into assessment tools, for example, helps to ensure
implementation, rather than expecting staff to access web material or read and interpret
complex scientific papers.

6.4  Thereis also a need to build skills in data handling, analysis and interpretation and
confidence in the validity of different approaches to evidence gathering. This research has
illustrated a number of examples of service redesign and improvement methodologies to
promote better dissemination of evidence and build staff capacity.

6.5 A further perspective supports better dissemination, but sees the nature of the problem
as being less about poor access to evidence and more about how people are able to learn from
evidence. This recognises the inadequacies of applying scientific evidence to practice settings
and that more systematic reviews, being better at dissemination and capacity building
initiatives will not in themselves be enough to address the theory-practice divide. There is
guestioning of the nature of evidence, what is meant by ‘best’ or ‘good’ practice and adesireto
understand the particular conditions that facilitate the adoption of specific practices within
local contexts. This kind of ‘practice’ and locally contextualised data is absent from many,
primarily quantitative, sources of evidence.

6.6 Thereis a need for a more nuanced and broader understanding of what we mean by
evidence which goes beyond reliance on formal or propositional evidence. Many public
service systems are ‘data-rich, but knowledge poor’. Evidence should include the experience
and wisdom of staff, patients and other service users. This presents many challenges to
organisational and professional cultures, not least in the health services. Greater acceptance
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and understanding of the validity of qualitative research, particularly in generating data for
improvement, is a first, essential step. Greater support for interdisciplinary and practitioner
research amongst research funders would help to promote wider understanding of the human
dimensions of change and begin to redress the focus on the technologica and scientific
evidence.

6.7 Related to rethinking evidence is the development of a different understanding of
evauation and to build individual and organisational evaluation capacity. Formative
evaluation and self-evaluation which provides opportunities for learning and generating real-
time feedback have many similarities to reflective practice and action research.

6.8 The development of reflective practice will require recognition of the value of
reflection and the time, space and resources to reflect on practice, review and evaluate
evidence and revise actions. Reflection on practice is often risk-management, audit or resource
driven. These have their place, but seem more likely to lead to single-loop learning than
transformative, enduring learning amongst front-line staff.

6.9 Enabling staff to recognise incongruencies in their own behaviour, and ‘unlearn’
elements of their practice seemsto be at the crux of the research-into-practice dilemma. Thisis
about how to help individuals realise for themsel ves how their attitudes, values and behaviours
may be inhibiting change, rather than being told that they should adopt particular written
guidelines or adhere to a code of practice. Individual realisation and responsibility and
‘unlearning’ of past practiceis key to information about good practice becoming good practice,
by being recognised, contextualised and therefore implementabl e.

6.10 Facilitating change in service delivery is not solely about individuals changing the way
they behave—there is also an issue of the values of the organisation.  Action research, which
focuses on transformational learning (or learning how to learn), rather than on more traditional
‘research’ skills such as data handling and interpretation, can itself facilitate the articulation of
values which underlie how people behave. This is a key distinction between some of the
improvement methodol ogies such as Collaboratives and capacity building initiatives and action
research, such as action learning sets and whol e system approaches.

6.11 It is clear that evidence take-up needs facilitation—it is this, not the strength of the
evidence that affects implementation. Facilitation operates at both organisational and
individual or group level. A distinction is made here between facilitation as the brokerage of
evidence and facilitation as supporting individual learning or mentoring. Mentoring would
include support for individual learning and reflection through a range of action research
approaches to bring about transformational learning.

6.12 Another part of the facilitation task is to provide better opportunities to integrate
multiple perspectives from staff at all levels and from patients and service users, and to draw
on and share the experience and wisdom in order to make these forms of tacit knowledge
explicit. Thereis a need to recognise and value local, practitioner and service user wisdom and
experience. Both the views of front-line staff and service users are too often overlooked. They
present a significant organisational and professional cultural challenge in health as in other
services. Thereis aneed to foster a culture that recognises, values and shares the diversity of
perspectives and the learning that they can unlock.
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I s action resear ch happening in the NHSS?

6.13 This scoping study shows that a number of approaches on the continuum of evidence-
into-practice/action research are being implemented in the NHSS. There are a number of
applied research service redesign and improvement methodologies which focus on building
capacity, including the Collaboratives. There were some examples of interest in action
learning in the focus groups; there were aso a number of instances cited of small change
initiatives. These were often isolated and not widely shared, even amongst close colleagues.

6.14 A key issue is that there isinterest in different approaches to research that can be more
immediate and practical. Some is happening anyway, but its legitimacy is not recognised. It
can be dismissed as unscientific and anecdotal, and it is rarely recognised as action research.
There is no overall framework to advocate and promote the value of the range of approaches
identified here, which is a key requirement to foster recognition, legitimacy and learning from
research.

Key issuesfor future collaboration

6.15 Thereisscope for collaboration with academics in a number of ways. They have arole
in developing, critiquing and disseminating the formal evidence base. Some are aready active
in this brokerage role which involves signposting, sourcing, interpretation, distillation, and
commentary on the quality and dissemination of evidence. It may aso involve building local
capacity for the collection and analysis of new evidence. This research suggests that thereis a
need for this kind of support to continue, and that there are academics in a position to adopt a
greater knowledge broker role.

6.16 Whilst some might dismiss the role of academics in practice-settings, in fact, academics
should be valued because of their interest in theory. They are good at the development of
models and frameworks and these are often very practical. They could help practitioners to
examine the formal evidence, for example, on the nature of collaboration or theories of power
relations, in order to behave more strategically and effectively in collaborative and partnership
contexts. There is also scope for reviews of the literature, distillations of evidence and
reviews, this kind of material can be introduced into action learning sets or action inquiry
groups, asillustrated in the case studies.

6.17 It is evident that many academics and the institutions they work for do not share the
epistemological stance (theoretical position) of action research. They do not see what they do
as action research and are more comfortable at the *evidence into practice’ end of the spectrum.
Many do not work in the facilitative style of action researchers. Thus, thereis limited capacity
amongst academics in Scotland to provide mentoring support for individual learning and
reflection. However, there are afew active action researchers within and outwith the academic
community in Scotland and further afield who work explicitly to promote participation and
enhance the skills of practitioners as co-researchers.

6.18 There is potential for the development of partnership working between NHSS
practitioners, academics and others. Some are already engaged in this kind of joint working.
Both the orientations towards evidence-into-practice and action research have value and fit into
the perspective that a range of approaches is needed. There is still a role for traditional
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research and for building traditional research skills. However, action research does challenge
conventional ideas of what is meant by research.

6.19 Collaboration between the NHSS and academics and other facilitators will require a
high level promotion of the legitimacy of this range of approaches, both within the Scottish
Executive, the NHSS itself and within academia. It will rest on active brokerage of
communities of inquiry within communities of practice across the health service and other
agencies to make connections across interdisciplinary, organisational and geographical
boundaries.

6.20 Communities of inquiry are not ‘learning networks' in the accepted sense. Instead, they
allow for the re-invention and local customisation of quality improvement approaches. They
use action research to break down the division between those who produce evidence and those
who useit. They flourish where there are opportunities for real face to face working, extended
social contact, joint learning sessions and other informal, creative opportunities for exchange
and co-creation of knowledge by working together.

Theimprovement of public sector delivery

6.21 The issue of using evidence in practice is not confined to the health sector. These
debates cut across the public sector. Efforts to be better at dissemination, to distil and
communicate best practice and to issue good practice guidance, standards and protocols are a
feature of public policy in whatever sphere.

6.22 Whilst much of the data used here comes from a health and social care perspective,
there is a strong message for policy makers and practitioners in other areas of public sector
service delivery with an interest in integrating evidence into practice. Too often practitioners,
policy makers and managers are unaware of developments in other sectors, yet many are
struggling with the same dilemmas and looking for ‘ new ways of working' in order to generate
systematic and sustainable change in a number of public service environments.

6.23 Thereisaspectrum of approaches represented here. They cover arange of perspectives
and not all would be seen as necessarily ‘action research’. There is scope for a range of
approaches to be used and for adaptation of approaches to suit the circumstances and the type
of evidence required.

6.24 The sharing of ‘stories is an important approach; they provide resonance, connection
and insight into the realities of service delivery, particularly where they also involve service
users. Sharing ‘stories’, narrative accounts or ‘critical incidents through tools such as
significant event analysis, action learning sets, appreciative inquiry or whole systems working
can open-up inquiry and provide energy for collaboration and change. These approaches offer
the best chance for transformational learning and system wide sustainable change.

6.25 The development of communities of inquiry within communities of practice can
enhance wider organisational learning. Action research can promote collaborative approaches
to learning from practice to enhance organisational learning as well as individua learning,
when part of a deliberate organisational strategy to value and share knowledge, experience and
wisdom of al kinds across whole systems.
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Conclusions

6.26 This study has provided a useful review of the opportunities offered by action research
and applied research approaches to supporting evidence based practice with a view to
improving public sector delivery.

6.27 A range of new ways of working have been identified, and there would appear to be
distinct opportunities for National Health Service Scotland to develop communities of inquiry
to share learn knowledge within health systems. Partnership and collaborative working
between the policy community, practitioners and the academic community would appear to be
arealistic prospect in Scotland.

6.28 Scottish Executive, National Health Service Scotland, and other public sector
organisations will be invited to consider the implications of this study.
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ANNEX TWO CASE STUDY 1. THE USE OF COOPERATIVE INQUIRY
AMONGST DIABETIC SERVICE USERS

Diabetic Users Group: Cooperativeinquiry into diabetic services

A group of 8-10 service users with a long term condition (diabetes mellitus) met periodically
for a period of three years. The group had an independent facilitator. The group used
cooperative inquiry methods to develop information and test practice useful to the participating
individuals and the wider system of health care services. A reference group was aso formed to
allow a dialogue between the service users group and the Local Diabetic Services Advisory
Group. The reference group received anonymised material gathered from the group sessions.

The first meeting of the group set success criteria for the group which were to:
e Improve services (campaigns, advocacy)
e Find out more about the condition and support to better self manage
e Raise awareness of the condition and improve practice

The group participants told stories about their lives as it was affected by their diabetes, they
shared their experiences and found the areas of common ground. They also were able to learn
from each other about what they might expect from the illness and the services, they were able
to explore and rehearse situations as diverse as exchanges with over protective family members
and negotiating with a health professional to have a service delivered in a different manner.
Participants gathered a much bigger picture of what it was to live with diabetes. This served
them well when some members of the group went on to sit on planning groups, such as that
implementing the Nationa Service Framework for diabetes services in the county. They were
able to feel more secure in these representative positions because they had gained something of
an overview.

The NHS learnt something about how to listen to differently informed opinion (lived
experience rather than expert knowledge from a biological/medical view of illness), including
its discomfort with having its practice questioned. Feedback from the group was aso a
resource to service providers and commissioners in setting service standards and good practice
guidelines.

The group demonstrated the value of experience — linking lived experience and expert
knowledge, particularly in its later stage when heads of service met with the group to exchange
views and stories of ‘how things work’, or are supposed/designed to work, and how they are
experienced by those they are designed to serve. The group members also reported developing
increased skills for self management of their condition.

This approach has also demonstrated the value of storytelling as a method for transfer of
information and the building of confidence/assertiveness. The value of this being its
accessibility as a conversational form, rather than being required to find more formal ways to
engage with each other or the system.

The group also developed greater awareness of issues which related to the provision of
services. These ranged from the differences between the social and the medical models of
disability, the professional politics within the NHS, nationa funding decisions, the way
attitudes of staff affected service delivery, and who receives a service and who goes without.
For moreinformation: Sue.porter@researchthatworks.com
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ANNEX THREE  CASE STUDY 2: ACTION INQUIRY: COMBINING EVIDENCE
FROM LITERATURE, PRACTITIONER WISDOM AND
SERVICE USER PERSPECTIVES

This was an action research project underpinned by the concept of knowledge-based practice.
It was facilitated by an experienced socia work practitioner and researcher based within a
University Department. Action research has the advantage that it is participative, qualitative
and practical; it provided the participants with the reflective space to address why and how
people do the things they do, as much as what they actually do.

The project sought to bring together published research findings from a literature review,
practitioner wisdom through action inquiry and service user perspectives gathered through
focus groups with foster carers and adopters, within a single local authority. This is model
with widespread rel evance to many areas of health and social care practice.

A literature review was compiled initially by a Research Assistant. This was supplemented by
suggestions from an independent child care consultant. Each item on the list was photocopied
and held together as a resource and a system set up to make loans available. Project
participants were also able to add their own recommendations as the project progressed and as
new material became available.

Staff were nominated to take part in the project from across the local authority by their
managers. Originaly the action inquiry group comprised twelve Family Placement Workers.
The group met for atotal of eight half day meetings over an eight month period. A number of
people left during the period, but average attendance at inquiry groups meetings was seven or
eight. The inquiry group used the time available to explore and evaluate ways of improving
their practice. They explored different hypotheses, their evidence base and ways of making
changes to improve their practice to make sense of their experiences and assessments of
families. Group members were encouraged to use the literature available to improve the
evidence base of their practice. The actual use of this resource did vary, largely due to time
factors.

In addition, part way through the study a small sample of foster carers and adopters met in two
focus groups to explore their experience of the family assessment process. These focus groups
were co-facilitated by the researcher and a member of the inquiry group. The main findings
were then fed into the inquiry group following each focus group. This aspect of the project
design was particularly valued by the inquiry group members.

The overall project was managed by an Advisory Group made up of the researcher, loca
authority managers and a Family Placement Worker from the inquiry group.

The triangulation of different forms of evidence in an on-going iterative and reflective process
generated powerful insights into practice; into assumptions and behaviours that affected how
foster carers and adopters were perceived and valued. It led to self-reported changes in
practice and a greater openness to the views of carers amongst professionals. Inquiry group
members clearly valued the chance to come together to discuss practice issues, and the time to
undertake further reading and research. They found it enjoyable and thought provoking and as
aresult, would like time and space to reflect routinely on their practice in thisway.

For moreinformation: Jocelyn Jones jocelyn.jones@mindful practiceco.uk
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ANNEX FOUR CASE STUDY 3: USING ACTION LEARNING TO PROMOTE
QUALITY END OF LIFE CARE IN NURSING HOMES

Action learning was used in a study aimed to promote quality end of life care in eight
independent nursing homes using a structured tool, an integrated care pathway (ICP), for the
last days of life™. Action learning was used to support co-researchers in an action research
study to make learning more deliberate and enhance the quality of data collection.

Two key champions from each care home joined the Action Learning set which met on a
monthly basis throughout the course of a year. They were encouraged to bring to the set an
issue or problem related to the project that they wanted help with exploring. The main function
of set membersin an action learning set is not to offer advice, but rather to help individuals to
understand their situation better, by exploring through reflection, and to challenge assumptions
underlying these reflections in order to decide the best course of future action.

Each Action Learning Set comprised people from different care homes which allowed the
participants to develop relationships and share experiences with others outside their own
immediate care setting. Each set meeting was held at a hospice and lasted approximately three
hours. On average this enabled two or three individuals to present their issues at each meeting.
Detailed notes were written up after each set meeting and these were fed back to set members
prior to the next session. In addition the set explored issues around process which enabled them
to reflect on their own skills as facilitators.

The types of issues that were raised in sets included the use of power and examples of
decisions being made without consultation of key individuals. It became evident that a model
of care that participants named ‘striving to keep alive’ was prevalent in the nursing homes.
One feature of this was the appearance of the fluid balance and feeding chart at the bedside in
most of the homes when the resident became frail and confined to bed. From the notes, it could
be seen that these charts were filled in until the day the resident died, even when it had become
clear that the resident was no longer swallowing because they were dying. It seemed that there
was an unspoken expectation that good nursing care involves making people better by
encouraging them to drink, even when they are dying.

The discussions in the sets showed that there were complex values and beliefs about death and
dying that underpinned the ease at which people felt they could make decisions about whether
or not someone was in the last days of life. This *striving to keep alive’ went so far as to see
death as afailure. One participant also talked about the close relationships she often had with
residents. Given this relationship between staff and residents it was often difficult to openly
acknowledge that a resident was dying.

Through the process of questioning participants were able to unpick the issues and explore
what they were realy about. They were able to identify their own learning and begin to
consider strategies for action. They acted as co-analysts, played a key role in shaping the
development of the themes for the research and in identifying key strategies for change based
on their learning. An anaysis of al of the transcripts from the set meetings produced a
number of key learning points or themes.

% Hockley, J. Dewar, B. and Watson, J. (2004) op cit
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It is instructive to compare this approach to data that would be gleaned from in-depth
interviews. Action Learning raises questions about why people act in a particular way and uses
this understanding to examine participants own actions and develop strategies about what they
can do to change the situation. This makes actions more meaningful to the individuals. In
studies where in-depth interviewing is the main source of data collection, it may be possible
through careful questioning to get at the heart of issues by challenging assumptions, beliefs and
values, but the purpose of doing thisis to gather rich data rather than to help the person learn
from the reflective experience in a deliberate way. The interviewer in this situation may not
have aresponsibility to help the person learn from this situation and consider other options and
actions.

Key issues that emerged for the analysis was the emotive nature of death and dying for staff,
particularly given their close relationship with residents, the complexity of communication
around end of life care, and the challenging issue of responsibility and how staff could move
towards a more shared understanding of the concept of responsibility. The outcomes of each
set presentation fed directly into both the research and development. Action research thus made
apractical link between the processes of research, development, improvement, and continuous
learning.

For moreinformation: Contact Belinda Dewar bdewar@gmuc.ac.uk
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ANNEX FIVE CASE STUDY 4: SENIOR MANAGEMENT DEVELOPMENT
ACROSS SECTORSUSING ACTION LEARNING

Action learning sets have been used to provide facilitated support to senior managers drawn
from different segments of the public sector — local authorities, housing associations, health
agencies and charities. These agencies are often working in partnerships together, but typically
rarely have a chance to explore each other’ s worlds, to surface hidden assumptions and explore
possible misinterpretations.

The group met six times over an eight month period. Amongst the group there were issues of
promotion, redundancy, internecine board politics, severe budget cuts, and rapid organisational
expansion - al the usual issues of public sector service delivery and management. Together
the group explored:

e The pressure that a difficult voluntary board exerts on a chief executive of a small
organisation

e The effective influencing strategies needed by a senior manager with a board of
elected members

e Thedifferencesin power bases and working cultures

e The imperceptible development of a leadership style influenced by context and
decision type

e How the culture of organizations affects working relationships

e Theuse and abuse of power.

One participant was struggling with her reluctant voluntary management board, and wanted
them to approve a merger with a larger organisation. The other participants did not give her
advice, but asked her questions about her working relationship with the chair, what
developmental feedback she has had, how she has been managed, auditing regimes, processes
and procedures, and the balance between action and lobbying. She was left with different
guestions from the one she started with. These emerged as the rest of the group listened
attentively, noticing for themselves where the disparities in their situations might or might not
be helpful.

In an action learning set, each participant has the opportunity to stop and think, and to reflect
out loud about their organisational issues; this becomes increasingly focussed as the group
grows in respect for each other. The intelligent questions that arise from other participants aid
each of the set membersto clarify their own thinking and develop new perspectives. The effect
is that action is taken on new and creative solutions back at work. This approach is in stark
contrast to formal meetings which seem to endlessly discuss problems and issues and strive for
quick resolution. In an action learning set people have time to grapple with the complexity of
partnership working — gaining an understanding of each other’s professional practices, and the
culture that emanates from these.

Through these processes, participants begin to value their taken-for-granted work cultures: for
some it was the well-developed and very sound procedures and information gathering systems
that allow for robust decision making. For another, it was effective managerial supervision
which gives a solid understanding of his own skill base, and a third valued their extensive
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opportunities for networking. These insights helped to illuminate the strengths and weaknesses
of their part of the sector and to build new strategies for effective organisational action and
partnership working, making a positive difference to the leadership of organisations.

For moreinformation: contact Jackie Draper. jackie.draper@dsl.pipex.com
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ANNEX SIX CASE STUDY 5: BUILDING CAPACITY TO FACILITATE THE
USE OF DATA IN PRACTICE SETTINGS.

The integration of health and social care teams is intended to provide flexible and responsive
client centred care. Academics from a project facilitated by the Scottish School of Primary
Care (SSPC) have worked collaboratively with two such integrated teams; Rapid Response
Teams working with the elderly in the Borders, Fife and West Lothian and a Community
Mental Headth Team in Dumfries and Galloway in order to build their capacity for self
evaluation.

This was part of a three year initiative to bring research closer to primary care service
development, which was a joint venture between Primary Care Trusts and their partner
organisations and a number of Universities, facilitated by the SSPC.

This work involved the practitioners collecting systematic data about their practice in order to
produce learning that can be shared throughout their organisations. The approach was
designed to generate evidence, improve communication about the service and link audit,
management and service development. Analysis of the initiative as a whole undertaken by the
SSPC provides wider learning about how to undertake research-based development in
Scotland.

A programme of evaluation was designed to link research with ongoing development to inform
change and strategic direction. It was based on the idea of ‘care pathways which refers to a
client’s journey through the services. This concept was used to assist teams to reflect on and
articulate the service they provide. The idea of ‘pathways helped the teams to think about the
service in terms of a sequence of inter-linked inputs and events that enabled teams to better
understand how the different components affect each other; concentrate on one part at a time
and look at it without losing sight of the service as a whole and consider what areas of the
system could be worked on to improve a specific part.

The SSPC team ran a series of workshops to help teams to draw up their care pathway and
identify potentially problematic points on the pathway to improve communication and problem
solving. Teams were then trained in qualitative and quantitative methodologies including
significant event analysis and the use of routine data.

What is significant event analysis?

Team members often share experiencesin daily practice informally over coffee and in
corridors. These insights and discussions often contain lessons about practice such as
something that worked well or a situation that was problematic. Significant event
analysis (SEA) is a systematic method that allows these experiences to be recorded,
interpreted and discussed in order to highlight potential changes to the process of care
delivery to improve the quality of patient care. Thisisa particularly useful tool to use
with new procedures such as the Integrated Care Pathways, which bring together
paperwork and procedures from social work and health. SEA provides aforum to
consider and negotiate how these procedures actually work in practice. It can also be
used to systematically identify difficulties and problems with the system during
implementation.
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An example

A general practitioner is called to an emergency on Saturday afternoon to
see an asthmatic patient. When she arrives she finds the patient to be
shocked, sweaty and with a nearly silent chest. The ambulance arrives and
gets the patient to hospital just in time. Over coffee on Monday morning
the doctor describes the frightening experience to colleagues who
sympathise and carry on with their work. If this event was recorded as a
‘significant event’ then the practitioners could discuss what caused this
emergency to happen and what lessons can be learnt for the future.

These approaches were used to identify discrepancies from an assumed or ideal model,
problem solve issues, devise strategies to address barriers and evaluate the effects of service
change. An exampleisthe highlighting of inappropriate referrals to teams, which led to follow
up work to evaluate, monitor and problem solve on the issue of referral.

These methods are flexible and have the advantage that they work with the existing levels of
dynamics and relationships within the particular context. In this way, the programme helped to
facilitate the use, analysis and uptake of data in practice settings. The approach helped to
empower and build the skills of staff and enabled them to be more articulate about practice
issues and the use of evidence. It created a dialogue between teams and managers to resolve
issues and to use evidence in service development. Such approaches are applicable to a range
of professional settings where integration of services, better partnership working and use of
evidenceisdesired.

For moreinformation: www.rdspc.org.uk
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ANNEX SEVEN CASE STUDY 6: USING COLLABORATIVESTO BUILD
CAPACITY TO USE INFORMATION FOR THE
IMPROVEMENT OF PRACTICE

A Collaborative is a model of collaborative learning which was originally devised to achieve
breakthrough improvementsin quality whilst reducing costs in health care®.

The approach is based on the premise that there is sound evidence that could support
improvements in the costs and outcomes of health care practices, but that “ much of this science
lies fallow and unused in daily work” . In other words, there is a gap between what we know
and what we do.

Collaboratives are designed to help close that gap by creating a structure in which interested
organisations can learn from each other and also from recognised subject matter experts in
specific clinical areas with application experts who could help select, test and implement
changes in front line settings. Teams alternate between learning sessions in which teams from
all participating organisations come together to learn about an issue and plan changes and
action periods in which the teams return to their organisations and test those changesin clinical
Settings.

ThelHI Collaborative Modd in outline

A IHI Breakthrough Series Collaborative is a short-term (6 - 15month) learning system
that brings together alarge number of teams from hospitals or clinics to seek
improvement in afocused topic area.

Since 1995, IHI has sponsored over 50 such Collaborative projects on several dozen
topicsinvolving over 2,000 teams from 1,000 health care organizations.

Collaboratives range in size from 12 to 160 teams. Each team typically sends three of its
members to attend Learning Sessions (three face-to-face meetings over the course of the
Collaborative), with additional members working on improvementsin the local
organization.

Teams in such Collaboratives have achieved dramatic results, including reducing waiting
times by 50 percent, reducing worker absenteeism by 25 percent, reducing ICU costs by

25 percent, and reducing hospitalizations for patients with congestive heart failure by 50

percent.

In addition, IHI has trained over 650 people in the Breakthrough Series methodol ogy, thus
spawning hundreds of Collaborative initiatives throughout the health care world,
sponsored by organizations other than IHI.

% The Breakthrough Series: IHI’s Collaborative Model for Achieving Breakthrough Improvement, Institute for
Healthcare Improvement, Boston, MA. 2003 see www.ihi.org
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The Scottish Primary Care Collaborative (SPCC)

The SPCC is a form of capacity building and skills development which uses a variety of
redesign tools and techniques to diagnose the causes of problems within the primary health
care system and test potential solutions through small scale rapid cycles of change. It is based
on the premises that:

e change will not be delivered by issuing guidance and directives
solutions must be designed to fit local needs and circumstances

o dtaff must be actively engaged in the process if significant and sustainable change is to
be achieved.

Phase 1 of the SPCC has addressed the two issues of improving access to general practice and
tackling diabetes. The first wave began in September 2003 with over 100 participating GP
Practices across 20 sites in nine Health Boards. Wave 2 began in May 2004 and has 80
participating GP Practices.

The SPCC has followed the collaborative process described in Figure A7.1.

Figure A7.1: the Collabor ative Process

Collaborative Process
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The SPCC started with an orientation workshop attended by clinicians, managers, GP practice
nurses and practice managers. This event was also attended by clinicians who had already
made changes using the methodology. The practitioners leave this workshop and establish
their baseline for the collaborative measures by which they will judge their own improvement
progress.

The collaborative participants met subsequently at three workshops over the course of the
following year. Each site has a project manager whose role is to facilitate the site at the
workshops, provide support to participants in between workshops and report on progress.
Between workshops, participants used the Plan/Do/Study/Act cycle (PDSA) and other tools
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such as Process Mapping®’ to apply their learning in real life situations in general practice
settings.

Plan, Do, Study, Act —in outline

PDSA isatool to try out changes on a small scale to begin with and to
rely on using many consecutive cycles to build up information about
how effective the changeis. A cycle should take aweek. This makesit
easier to get started, gives results rapidly and reduces the risk of
something going wrong and having amajor impact. When thereis
enough information to feel confident about the change it can then be
implemented as part of the system. In thisway any member of ateam
can be involved and take ownership of the changes being implemented,
so leading to more sustainable improvements. The model can be
condensed to the cycle shown below:

Mode! for Improvement PDSA

watwa land | Aot | Plgn | imclemioks
¢ | Study| Do

Source: http://www.scotland.gov.uk/library5/heal th/cftb.pdf

The SPCC provided PDSA pro-formas to participants to develop their plan and record their
actions. PDSA'’s are aso recorded on line as part of the information gathering process. At
workshops participants also met for ‘team time’ talks which provide the opportunity to discuss
common issues across the different GP practices within a single site. In the second year of the
collaborative, participants choose atopic of their own in addition to access and diabetes. Some
have chosen clinical issues whilst others are interested in how they can gather and respond to
service users' views.

In terms of the wider dissemination of the learning from the collaborative, practices are
encouraged to spread the learning to other practices, so that the transfer of knowledge about
‘what works' is active and localised. The programme has shown significant improvements
through the use of these approaches, including improvements in waiting times and patient
satisfaction and improved clinical outcomes for diabetic patients.

Phase 2 of the SPCC will start in June 2005 looking at access and the secondary prevention of
Coronary Heart Disease. A second collaborative programme on Unscheduled Care is also due
to commence in May 2005%. These are two collaboratives and it is anticipated that this
methodology will be used for other improvement programmes. Collaboratives have been more

37 See http://www.scotland.gov.uk/library5/health/cftb.pdf
8 See http://cci.scot.nhs.uk
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widely used in the UK to bring about systematic and sustainable change in a number of public
service environments™.

For further information: see http://cci.scot.nhs.uk

% See www.npdt.org
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ANNEX EIGHT CASE STUDY 7: LOCALISING SERVICE IMPROVEMENT:
USING APPRECIATIVE INQUIRY TO EVALUATE THE
CANCER SERVICESCOLLABORATIVE IMPROVEMENT
PARTNERSHIP

The Cancer Services Collaborative Improvement Partnership (CSC'IP) initiative was designed
to improve cancer services and patient outcomes across England. It is a nationa NHS
Programme that supports local cancer service teams or networks to improve their services and
has worked with all 34 cancer networks in England since April 2001. It aims to achieve the
objectives of the NHS Cancer Plan 2000 for al cancer and associated services by focusing on
reducing waiting times for consultation, assessment and treatment, and improving the patients
experience of care®.

The Collaborative had adopted a range of research and evaluation techniques to explore and
learn from its achievements and developments, including quantitative and qualitative methods.
These evaluations had produced data on the outcomes of initiatives, such as shorter waiting
times and smoother consultation processes, with the overal conclusion that the Collaborative
had contributed towards some welcome changes to services. This previous work answered a
particular range of questions about effectiveness and impact, but it was felt that this would be
complemented by an evaluation that looked explicitly at process, in other words how these
outcomes had been achieved.

As aresult, an Appreciative Inquiry (Al) evaluation was commissioned to identify lessons for
future service development, and organisational change within and beyond cancer services™.
This also went some way towards countering some of the problems inherent in evaluations,
whether carried out by an external agency or by team members. Evaluations often convey a
sense of audit or of being criticised, which makes many of them difficult and unproductive for
those concerned. Many peopl€e' s experiences of evauation are uncomfortable, and ultimately
unproductive.  People often feel unappreciated, disempowered and unenthusiastic about
change and devel opment.

Appreciative Inquiry (Al) is an approach to organisational development and evaluation, which
starts from the premise that, in order for organisations to move forward, they need to learn
about what has worked in the past, and build on this. Al focuses on achievements, rather than
problems. Identifying and analysing problems can be a useful step in development, but it can
also prove a ‘dead end’ — a focus on the extent and severity of problems can often parayse
rather than energise. Focusing on successes and how these have been achieved recognises that
people find ways round problems, and that no situation is without some achievement, however
modest. In order to move forward it is, therefore, important to explore and appreciate these
achievements, so that we can do more of what works. From identifying achievements, Al
moves on to exploring the circumstances that enabled them to occur. Finally, Al is used as a
change tool and builds on this to plan for the future.

A mixture of personnel involved at different stages of the Collaborative and different levels of
seniority were interviewed. This included staff from medical, nursing, managerial and other
clinical groups from across the country. Eighteen telephone interviews were conducted with
key staff involved in the CSC, and the data analysed for themes and lessons learned.

“° See www.modern.nhs.uk/cancer
“! Appreciating Change - the experiences of the Cancer Service Collaborative ‘ Improvement Partnership’ Jan
Reed, NHS, September 2004. See http://www.modern.nhs.uk/scripts/default.asp?site id=26&id=27057
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Participants had chance to see the questions in advance of the interview, which gave them the
opportunity to reflect on their experiences and consider examples of change. This was done
because being asked to describe achievements is an unusual experience for many — it is more
often the case that they are asked to discuss problems, with no opportunity to challenge the
way in which these are defined.

Al is a relatively new approach to evaluation which has not been extensively used in health
care in the UK. This study offered the opportunity to gain an understanding of the
Collaborative developmental process in an innovatory way, and to explore the use of Al in this
particular setting. The open and non-judgmental nature of the approach was able to explore
issues of change in away which could contribute to future developments.

The detailed findings are likely to be of interest to other NHS improvement programmes.
However, the Al approach to evaluation and organisational development may also be more
widely useful in other health, social care and public service delivery contexts.

For moreinformation: Contact jan.reed@unn.ac.uk
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ANNEX NINE CASE STUDY 8: WORKING WHOLE SYSTEMS:
GENERATING NEW CONVERSATIONS FOR CHANGE -
GOING HOME FROM HOSPITAL

Patients often describe poor experiences of going home from hospital. Hospital discharge involves
the actions of many different interconnected individuas, professional groups and organisations.
A good example of Whole Systems working is provided by the experience of the Newcastle
Health Partnership. This approach is described in fuller detail elsewhere®.

The Newcastle Health Partnership launched their adoption of the approach in 1995 with a
Future Search event® to explore the question ‘How can we improve the well-being of older
people in Newcastle? After the event small groups continued to meet to take forward issues
they felt particularly strongly about. One of these groups heard a story from one of the
participants about her distress about the discharge of her husband from hospital that went
wrong. The group decided to treat the story as significant and to do something about it. They
didn’t try to fix the particular problem in the case they’ d heard about, but they used the story as
a source of energy for change.

They looked for other people that shared their concern and brought together a group of over
forty people that contained a wide range of perspectives and included a number of elderly
people. The group met for half a day a a time, to alow reationships to grow and
understanding to be shared. They sat at round tables seating e ght, sometimes with people from
similar organisations and at others in mixed groups. They invited extra people along and
always included older people and carers.

To look at what really happens when someone is discharged from hospital rather than what's
supposed to happen, they undertook a system mapping exercise in which facilitators described
an ‘archetype’, adescription of an older person not coping at home duetoillness. They invited
participants to describe what might happen, and drew the many possibilities on the wall.
Through this approach they realised the number of different people involved in the discharge
process; the patient themselves, nurses, doctors, administrative workers, transport providers
and GPs. They adso saw the central role played by friends, neighbours, family, carers,
voluntary organisations and social workers and became aware of a number of differing
expectations, for example, that the general practitioner will initiate home visits. Then there
was aso the difficulties of co-ordination between hospital pharmacies and the ambulance
service, access to private cars when collecting patients; the role that may be played by
interpreters and the number of occasions at which it is the patient who is expected to think
ahead and to make links between different bits of the system. By working in this way, they
revealed to themselves the connections, communication links, delays and the many
uncertainties involved.

An important breakthrough was a change in the use of language. They moved from trying to
‘solve a problem’ (how to improve discharge) to generating possibilities (how to make going
home from hospital a positive experience). This is more then just a semantic point. Hospital

“2 Pratt J, Gordon P and Plamping D (2005) Working Whole Systems: putting theory into practice in organisations
(2nd edition) Oxford, Radcliffe Press, and Pratt J and Kitt | (1998) Going Home from Hospital - A New Approach
to Developing Strategy British Journal of Health Care Management 4 pp391 - 395

* Weisbord, M.R. & Janoff, S. (1999) Future Search: Acting on Common Ground in Organisations and
Communitiesin Holman, P and Devane, T eds. The Change Handbook - Group Methods for Shaping the Future,
Berrett-Koehler, San Francisco
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discharge focuses on the institution; by framing the issue as a problem it invites organisations
to shift the blame. *Going home' turns this on its head by focusing on the patient. It helps
create an understanding of the need for organisations and staff to work together to achieve a
desired outcome. It emphasises shared responsibilities to make the system work better.

These shifts in understanding enabled the group to identify desired outcomes for hospital
discharge which allowed the development of a deeper and shared understanding of possible
options and of how to make the best use of resources. Thisformed the basis of a draft strategy
document which set out common principles to guide action throughout the system. This was
tested out through a further whole systems event that was based on a modification of a Real
Time Strategic Change approach™. This was a two day event involving 170 participants who
worked on the question ‘What can we do to make going home from hospital a positive
experience for older people and their carersin Newcastle and North Tyneside?'. Thiswas not
a conference or a consultation process. All the participants were actively involved in
developing understanding of the whole system, desired outcomes and guiding principles. They
used the draft strategy as the basis for afina version and went away from the event committed
to carrying out specific work to make going home a positive experience.

This approach has pioneered a new understanding of the nature of strategy. It has aso
demonstrated the central contribution that can be made by people who use the services, elders and
thelr carers, and by operationad workers - both in producing strategy and in initiating and
sustaining the work.

Whole Systems working tends to lead to three different sorts of outcomes;

e A new climate of improved cooperation

e Pop-ups—things happen very easily as aresult of the new connections and understandings
that have devel oped

¢ New initiatives — some completely new things happen.

This initiative demonstrates an approach to being strategic in a complex system. It is not ‘top-
down’ or ‘bottom-up’ but works across different hierarchical levels and makes use of the wisdom
and enthusiasm of those working in different parts of the system. It aso uses the active
involvement of people who use the service and provides an example of genuine partnership
working, which is clearly transferable to many other contexts.

For moreinformation: www.wholesystems.co.uk

“ Jacobs. R. W and McKeown, F (1999) Real Time Srategic Change in Holman, P and Devane, T eds. The
Change Handbook - Group M ethods for Shaping the Future, Berrett-K oehler, San Francisco
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