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ABSTRACT

Embedding researchers in clinical practice may not be an obvious consideration in
asset-constrained healthcare settings. However, with increasing calls for best practice and
value-for-money, understanding what works, for whom and why, is of paramount importance.
This article illustrates how a researcher embedded in a healthcare professional group not only
facilitated a service development within existing resources, but also enabled the group to
identify relevant theories, and their interrelationships, underpinning the group’s actions during
the developmental process. This resulted in the construction of a new theoretical model, the
Asset-based Collaborative Working model. This research suggests that embedding research in
service development is feasible and can result in substantive learning and an understanding of
group working which is required in contemporary healthcare provision. While developed in the
clinical field of lymphoedema, the Asset-based Collaborative-Working model may be applicable in

other care settings.
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n asset-based approach begins
with identifying a community's
capacities and assets then
encouraging it to help itself. Assets
can be described as the collective resources
which individuals and communities have at
their disposal (Glasgow Centre for Population
Health, 2012). An asset-based approach
values the skills, knowledge, connections and
potential in a community. It promotes capacity,
connectedness and social capital. Asset-based
approaches are not a replacement for investing
in service improvement, or attempting
to address the structural causes of health
inequalities (Glasgow Centre for Population
Health, 2012).

This decade, asset-based approaches have
underpinned healthcare management in
many countries, such as Brazil, South Africa,
Tanzania, the USA, (Morgan et al, 2010; O’Leary
et al, 2011), and Scotland (Scottish Government,
2010; McLean, 2011). The policy drivers for
asset-based management in healthcare have
been repeatedly examined by The King’s Fund
(Buck and Wenzel, 2018; Charles et al, 2018;
The King’s Fund, 2018). The health service, its
staff and their skills and knowledge are assets
that patients might use, in conjunction with
other services alongside their own assets (NHS
Health Scotland, 2011). Improving services
requires health professionals to reconsider
the use of the assets within their sphere of
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influence. The thrust in recent policy to achieve
quality, in an asset-constrained context, is the
transformation of the health service workforce
to work differently. For example, training
non-specialist staff can provide specialists with
the time to give more complex care (Scottish
Government, 2017; NHS Scotland, 2018; Public
Health England, 2018; Scottish School of
Primary Care, in press).

This article discusses the clinical field of
chronic oedema and lymphoedema, which is
shown to be a prevalent comorbidity in health
care (Moffatt et al, 2017). Patients (Lam et al,
2006), generalist health professionals, and
lymphoedema specialists (Davies et al, 2012)
believed a lack of knowledge among frontline
staff adversely affected patient care.

An online learning resource was suggested
as a possible alternative to traditional
lymphoedema training courses, which were
poorly attended because of competing priorities
(Davies et al, 2012). The Scottish Lymphoedema
Practitioners Network agreed to explore the
feasibility of developing an online learning
resource using only existing resources. Three
concurrent initiatives made this timely: the
Macmillan Lymphoedema Project for Scotland
(Lymphoedema Scotland, 2017), which
recognised the need for improved support
for generalists (such as: GPs, district nurses,
physiotherapists), a Scottish Government
working group finding of inequities in the
provision of lymphoedema care (Scottish
Government, 2013), and the publication of the
digital ambitions of the NHS Scotland eHealth
Strategy (Scottish Government, 2011).

In addition, the Scottish Lymphoedema
Practitioners Network agreed that developing
a working understanding of the conditions
that drive and sustain an online learning
resource project may be of wider interest. The
research was driven by the lead author, who
is also a Scottish Lymphoedema Practitioners
Network member. This research was embedded
in the online learning resource service
development project.

The research questions were:

As a voluntary group with no financial

resources and situated in a context of health

care provision under tight fiscal constraints,
how might lymphoedema specialists work
collaboratively to build an online learning
resource without additional resources?
How might social theories underpinning
the project actions, and their relationship to
each other, be made explicit in the form of
a theoretical model for collaborative service
development?

Method

This study used an action-research approach
whereby the research questions were explored
within the online learning resource project.
Twelve Scottish Lymphoedema Practitioners
Network members used the time that would have
previously been allocated to in-service training
to work in subgroups on the online learning
resource. A further 13 health professionals were
recruited to give end-user feedback.

At the same time, data were gathered from
the Scottish Lymphoedema Practitioners
Network minutes, individual interviews with
Scottish Lymphoedema Practitioners Network
members, and email correspondence to explore
underlying theory in practice (Argyris and
Schon, 1974) or theories-in-action (Kuhn and
Weinstock, 2002). One researcher compared
the data against different theories of behaviour
and learning, leadership and social practice
(Bandura, 1991; Bass and Bass, 2008; Schunk
et al, 2014). A dataset included any data that
had occurred within a given chronological cycle.
Data analysis methods included framework,
thematic and dialectic analysis (Waterman et al,
1995; Ritchie and Lewis, 2003). In the first of
five cycles, data analysis consisted of framework
analysis based on the research question of
the first cycle; this was then presented to
the Scottish Lymphoedema Practitioners
Network group for dialectical analysis. In
subsequent cycles data from meeting notes
and transcriptions, participant activity logs
and reflections, researcher log and individual
interviews underwent thematic analysis before
further dialectic analysis. The benefit of dialectic
analysis to the action research process was that
as explanatory theories, these could be explored
by the participants for its sense of fit with their
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experience. Where, for their sense of fit, there
was dissonance, further theories were explored.
This highly structured, responsive approach was
consistent with action research methodology;
however, the final synthesis was undertaken by
the main researcher.

Ultimately, the research comprised two
concurrent, mutually feeding cycles of project
work and action research. Each project cycle
produced a problem-solving outcome and new
knowledge was fed into the action research cycle.
At the same time, each action research cycle
informed the next project cycle, shaping the
question for the subsequent action research cycle
(Figure 1).

In total, the project and research comprised
of five pairs of work-cycles over an 18-month
period between March 2013 and September
2014. The fidelity of process was measured
against five principles of action research
(Davison et al, 2004).

Findings
The findings are reported in relation to
the question(s) addressed in each action
research cycle:
Cycle 1 question: What are the existing
expertise and resources, and how might these

be used to develop an online learning resource
to meet identified educational needs?
Cycle 2 question: Will the process of
collaborative online learning resource
development change the way the group
functions?
Cycle 3 question: What are the facilitators
and barriers to the development of the online
learning resource?
Cycle 4 What are the key components of
a model for producing an online learning
resource and how do they relate to
each other?
....with a subquestion: How might literature
on leadership theory inform the study both
retrospectively, in terms of understanding the
role of the researcher in the first three cycles,
and prospectively into remaining cycles?
In response to this first question, some
pre-study assumptions were confirmed, such
as access to computers, relevant software,
and managerial and IT support. Others
were challenged, such as individual Scottish
Lymphoedema Practitioners Network members’
willingness to engage in the project (generating a
question for future cycles around understanding
motivation), and their willingness to engage
in critical group discussion (the apparent

25 Motivation theory I
°3 58
W % - Operational assumptions Behaviour and group working theories including leadership theory £
9 < < and managerial support - — T2
ST 9 tested and confirmed Initial themes of motivation | NEEILTLERITEIES £ %
Vs < willi £ individuals t and time; roles and ways . c e
Swvo 'rt'inigniss Ono'lr]( 'V:,itli‘a 510 [ 1 of group working discussed | | Different types of S <
5 4% participate a f o cd que with group (including role learning taking place: Exolori d testi o2
Q= group process found to of researcher) technical, personal and xploring and testing 8o
o c be variable organisational/group of relationship > &
x © Motivation theories Leadership of experts and between invoked .
invoked novices considered theories—creation and
Need for Community of Practice? testing of a model
Cha’.‘?‘? made Professional Network?
explicit; group
agrees initial
process
“—
H :
w - N
K 33
> o9
v = C
£ g
) o c
2 2.5
5 53
=4 s - o
[-» Within sub-group Whole SLPN group Local end-user Wider end-user e E
feedback feedback feedback feedback (@)

Figure 1. Overall process of project cycles and research cycles

SLPN: Scottish Lymphoedema Practitioners Network
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reluctance to do so provoked consideration of
group norms and purpose). While the group
members were highly autonomous practitioners
working at the top of their licence, being part

of an IT-based initiative placed them in an
unfamiliar novice position in front of their peers.
Moreover, although much of the communication
could be achieved online, members preferred
face-to-face meetings.

The cycle 2 question required consideration
of group theories in relation to the Scottish
Lymphoedema Practitioners Network. Although
the Scottish Lymphoedema Practitioners
Network did not call itself a Community
of Practice, it appeared to emulate the way
‘Community of Practice’ operated in terms
of aspects of group legitimisation, identity,
belonging/relatedness and participation
(Wenger, 1998). Other types of group
construct such as ‘professional networks’

(Ibara and Hunter, 2007; Casciaro et al, 2014)
were considered, but were rejected in the
dialectic analysis.

Within Community of Practice theory, the
increased participation required to work on a
specific initiative, such as the online learning
resource, might be expected to increase the
sense of identity and belonging that a member
has to the group (Handley et al, 2006). This was
explored with members in later interviews.

Predictably, since no extra resources had been
allocated to the initiative, time for increased
participation was problematic. Members
reported the greatest time pressures when they
felt there was much to learn. This raised the
question of whether appreciating the learning
theories could inform the process, and how the
nature of collaborative work might affect this.
Theories considered included Cognitive Load
Theory (Sweller, 1988), Situational Learning as
associated with Community of Practice (Lave
and Wenger, 1991) and other learning theories
commonly linked to work-based learning
(Malloch et al, 2011).

Overall, members perceived that their
learning was slow, and although the main
reported barrier was time, there were indications
that other factors of motivation, skills and
knowledge, group norms, as well as the role

of the embedded researcher were influencing
factors. The notion that some assets were more
tangible than others prompted the next action
research cycle question.

The barriers to the development of the
online learning resource reflected those
previously identified in the development of
healthcare wikis, such as lack of familiarity
with the technology, time and workload
demand (Archambault et al, 2013). In
terms of facilitators, participants described
motivational factors of achievements at both
actual (supporting their individual learning)
and anticipated (the potential value of the
online learning resource) levels. At this stage,
Self-Determination Theory (Ryan and Deci,
2000; Rigby and Ryan, 2018) was the closest
explanation. Members also recognised an
underlying need for autonomy, competence and
relatedness to their motivation. For example,
there was a reluctance to ask for help, echoing
the findings from the previous cycle, of members
wishing to appear competent in front of
colleagues. By referencing Self-Determination
Theory, people were able to articulate their
feelings and recognise that the quickest way
to competency was to ask for help. A need for
relatedness was expressed through the desire
for a national identity, peer approval within
subgroups and other group members, and even
the identification as part of a wider healthcare
system with the same aim.

In relation to learning, different approaches
were evident. There was some evidence of
collaborative learning techniques, but a great
deal was undertaken as individual, experimental,
self-directed learning, where output would
be presented later for group approval and
pieced together in a jigsaw-style collaborative
learning (Aronson, 1978). Others expected
a teacher-student type relationship with the
embedded researcher. This started discussions
about the relationships between the different
working theories and how they changed over the
course of the project.

The type of leadership required from the
embedded researcher was considered alongside
leadership theory and in relation to the skills/
knowledge of the group and the tasks in hand. A
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preliminary finding was that the group related
to each other as equal autonomous experts,

so leadership could be fluid and democratic.
However, in this study people had shifted to
novice levels and had been seeking clearer
leadership, at least initially. This was thought to
reflect traditional leadership theory (Bass and
Bass, 2008) and would be consistent with the
concept of scaffolding learners in constructivist
learning theories (Bruner, 1966; Kamel-ElSayed
et al, 2018; Wood et al, 1976).

There was early recognition that altering
group dynamics could prompt a change of
leadership approach, to a more complex
approach. It was agreed that contemporary
leadership theory might further inform this
finding (Northouse, 2016).

By the end of this third cycle, a number of
possible underlying theories were suggested by
the lead researcher based on thematic analysis
of the cumulative data base and testing against
the experience of the participants in dialectic
analysis. Those then tested in the remaining
cycles included:

Self-Determination Theory of motivation

(Ryan and Deci, 2000; Ng et al, 2012),

Community of Practice and Situational

Learning (Lave and Wenger, 1991; Power

et al, 2018),

Constructivist and socio-constructivist

learning (Bruner, 1966; Vygotsky, 1978;

Thomas et al, 2014)

Cognitive Load Theory (Sweller, 1988; Sewell

et al, 2018).

Two other approaches provided the best

explanatory fit for the data of the first three

cycles: Situational Leadership (Blanchard,

1985; Blanchard et al, 1993) and Adaptive

Leadership (Heifetz, 1994; Ulstad, 2018).

In Situational Leadership, leadership is
expected to vary with the situation, dependent
on the competence and commitment of the
members and the complexity of the task.

Adaptive Leadership can be used in situations
where there is an external driver for change,
such as reduced resources or change of
objective. A significant part of the Adaptive
Leadership is recognising the difference between
technical challenges (ones which can be solved

within existing or additional resources and
rules) and adaptive challenges (ones that that
may be multifactorial and may require changes
in people’s assumptions, perceptions, attitudes
and behaviours), and those challenges which
have elements of both. It is the application of
the correct leadership approach to the type
of challenge that is significant. The unique
contribution of Adaptive Leadership is the
concept of a holding environment in which
participants can feel safe to learn and do
the work of adapting (Northouse, 2016).
Initiatives incorporating safe spaces for
quality improvement and learning, include
GP Clusters (Rohrbasser et al, 2017). Since
Adaptive Leadership is a process approach with
six identified leader behaviours, it could be
evaluated retrospectively against the data, and
fed-forward to inform subsequent cycles of work.

The data from the fourth cycle confirmed that
an entirely new understanding of leadership
was useful, which was termed ‘Modified
Adaptive Leadership’. In this, the basic tenets
of Situational Leadership sit within a wider
concept of Adaptive Leadership so that it is
flexible enough to change in response to internal
and external influences. The cumulative data
from meeting notes and interviews supported
Self-Determination Theory as best fit for the
motivation, and the social structure was best
described as a Community of Practice. In terms
of learning, constructs from several different
theories were seen in the individual and social
learning displayed in action cycles. This is
consistent with the multiplicity of learning
theories underpinning medical education
(Mann, 2011). Significantly, the anticipation of
learning and sense of gained competence were
consistently described as motivating factors.

The data from all four cycles were thematic
analysed and dialectic analysed to explore the
inter-relationship of all identified explanatory
theories, and a draft representation of these
relationships was drawn into a theoretical model
that could be tested against the data of the final
cycle of work.

The online learning resource was developed
to the satisfaction of the members of the group
and end-users within the given timeframe. All
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group members, and their managers reported
transferable learning. Individual-level impacts
included increased IT competence, increased
clinical knowledge, a greater understanding
of the social functioning of the group, and, for
some members, a transformational effect on
their teaching style, from teacher-centred to
student-centred. Group level changes included
a change of constitution and recognition of the
need for greater communication and collective
critical reflection on practice, greater political
identity and engagement, and modernising of
group functioning. Organisational-level analysis
demonstrated staff benefits, such as having
increased opportunity to work with and learn
from a wider range of professionals, as well as
satisfying a desire for clinical specialists to be
involved in research/service development.

Social norms of the group were confirmed
to include the autonomy of individuals,
a respect for each other’s experience and
competence, and a sense of identity as a group
of specialists within a defined field. Consistent
with Self-Determination Theory, learning was
motivated by the need to maintain autonomy,
competence and relatedness-to-the-group as
well as relatedness to the needs of the patient
group. The learning, in turn, influenced the
group, by raising critical awareness of group
functioning. This final cycle helped clarify the
effect of the social group’s practices on the type
of leadership needed. Consideration of the
Cognitive Load Theory (Sweller, 1988) helped to
explain the slow start to the project and the type
of leadership most likely to be effective within
a Modified Adaptive Leadership approach, and
the mutually feeding relationships between
motivation and learning.

The devised model, Asset-based Collaborative
Working theory, reflects the influence of
each theory on others during this service
development (Figure 2). Thus, ‘motivational’
Self-Determination Theory influences individual
Cognitive Load Theory and collaborative
learning, which in turn influences the way
the group works as a Community of Practice.
All three-influence leadership approaches in
Modified Adaptive Leadership. Within this, the
influence of individual components of the model

¢¢ The online learning resource was
developed to the satisfaction of the
members of the group and end-users
within the given timeframe 97

on each other ebbed and flowed throughout
the duration of the project. For example, as
competency increased more autonomy was
taken, and dependency on directive leadership
was reduced.

This study sought to answer how
lymphoedema specialists might work
collaboratively to build an online learning
resource without additional resources. A
functioning and sustained online learning
resource was co-constructed by, and for, this
group of specialist nurses and therapists, and was
subsequently extended to provide sign-posting
and information for patients and carers. By
using a collaborative action research approach to
data analysis, explanatory social theories in this
particular context were made explicit and agreed
as pertinent.

Action research can limit contextually-bound
knowledge. By modelling the process in this
study, to produce the Asset-Based Collaborative
Working model, the findings may be generalised
to other health professionals involved in
collaborative service developments, provided the
model is applied in a critically-reflective manner.
Each component needs an exploration of agreed
meaning within a given context/group so that
the inter-relationship of prevalent theories can
be understood and managed effectively.

This study used the iterative process
framework of action research to facilitate
critical reflection on clinical practice, service
development and managerial processes. Having
an embedded researcher helped make the
learning explicit and potentially transferable.

Contemporary NHS literature has only
recently caught up with organisational literature
in recognising that the complexity of the 215t
century work context needs a new type of
leadership. Generally, it is moving away from
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Product
or
outcome
(OLR)

Learning
approach
(individual (CLT)
and collaborative
learning)

Motivation
(SDT)

Leadership
approach
(MAL)

Figure 2. The Asset-Based Collaborative Working model discussion
CLT: Cognitive Load Theory; CoP: Community of Practice; MAL: Modified Adaptive
Leadership; OLR: online learning resource; SDT: Self-Determination Theory

a command and control model (e.g. Rose,
2015), Era 2 to Era 3 (Berwick, 2016) with a
more horizontal-type leadership incorporating
ground-up innovative approaches (Bevan

and Fairman, 2014; NHS Scotland, 2014).
This study aligned well with the pluralistic
leadership approach.

Essential to pluralistic approaches to
service development is the willingness and
commitment of the people involved
in providing services, therefore maintaining
a reciprocal relationship between motivation
and learning was vital. Maintaining the
motivation of staff is challenging when
there are rapid and ongoing changes and
perceptions of lack of control due to restricted
resources (Johnson et al, 2010; Scottish
Government, 2013). The reciprocal loop of
learning and motivation can seem overtaken
by overwhelming tasks and deadlines. Recent
NHS-related literature reiterates the need for
effective use of new technology and styles of
leadership to mitigate pressures (Bevan and
Fairman, 2014) but there seems to be little
consideration of what academic theory might
add. This study suggests that consideration of
the cognitive load in busy clinical workplaces,
as well as greater acceptance of social media
as learning tools, may provide an opportunity
to reignite the reciprocal loop of learning
and motivation.

In healthcare literature, there has been
limited use of Self-Determination Theory as
a theory of motivation until recent emphasis
(Phillippe and Vallerand, 2008; Kayser et al,
2014). Future research should consider the
appropriateness of using Self-Determination
Theory in exploring the motivation of staff
involved in service developments. For the
clinicians in this study, the underpinning
psychological need for autonomy, competency
and relatedness were agreed as meaningful and
a nonunitary conceptualisation of motivation
(i.e. not just high or low) and was useful in
understanding behaviour given the particular
group norms and history. Other theories might
fit the model in a different context.

Conclusion

In asset-based managed environments, where
additional tangible resources are unlikely,

the sustained collaborative participation of
staff becomes a significant resource. Greater
understanding of underlying theories-in-
action and their inter-relationships can lead

to more flexible leadership approaches and to
the change required in service developments.
The Asset-Based Collaborative Working model
developed in this study provides a useful
framework to consider the theories at work.

An important question for future research is
whether or not the Asset-Based Collaborative
Working model can inform wider health

service development, particularly in the current
landscape of new collaborative working practices
for transformational change.
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