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Summary
Introduction

Supporting patients to effectively self-manage their own conditions is known to be
challenging for health professionals. It requires specific skills and often challenges
existing practice. Supporting self-management among people with progressive
neurological conditions may represent additional challenges due to the multiple
evolving symptoms people with these conditions may experience.

Methods

Realist methods were used to investigate how training interventions that target
health professionals working with people with progressive neurological conditions
and aim to improve self-management support provision work, for whom and in
what circumstances. Phase One (used for theory development) included a survey
of 186 health professionals and a realist literature synthesis including 44 papers
(supplemented by stakeholder advisory groups and five key informant interviews).
Phase Two (used for theory refinement) involved the evaluation of a two-day
training course in “Health Coaching Skills” delivered to twenty health professionals.
Data were collected in Phase Two through observations of the training days,
individual telephone interviews with participants and trainers (total = 33 interviews)
and pre-and post-training questionnaires. Relevant formal theories informed the
analysis.

Results

Four initial rough theories were developed in Phase One and subsequently refined
in Phase Two. Context-mechanism-outcome configurations were generated during
each stage and used to develop an overall programme theory. Key training
mechanisms identified included critical reflection on current practice and the
development of knowledge, skills and confidence. Training participants need to
become convinced of the relevance of the training to their setting, a process which
is influenced by their experiences of implementing the training.

Conclusions

Implementation patterns following training vary widely. Training tends to be most
successful when participants build self-belief in the new skills, while also becoming
convinced that patients will be responsive, and that their working patterns can
accommodate a change in approach. Experiencing significant role conflict can
inhibit change.
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Abbreviations used within the thesis

CMO Context-Mechanism-Outcome

CPD Continuing Professional Development

CS-PAM Clinician Support for Patient Activation Measure
GP General Practitioner

HCP Health Care Professional

Ml Motivational Interviewing

MS Multiple Sclerosis

NHS National Health Service

NICE National Institute for Health and Care Excellence
NPT Normalisation Process Theory

oT Occupational Therapist

PAM Patient Activation Measure

PD Parkinson’s Disease
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1 Introduction

This thesis explores how the support for self-management provided by health
professionals for people with progressive neurological conditions can be improved
through staff training. The thesis is divided into eight chapters. This first chapter
discusses how self-management has been conceptualised and how it relates to
other important approaches to person-centred care. It explains the rationale for
the research focus and presents the aims and objectives of the thesis. The

structure of the rest of the thesis is presented at the end of this chapter.

1.1 What is self-management?

On a daily basis, people living with long-term conditions make decisions about how
to manage their condition (Lorig and Holman 2003). Corbin and Strauss (1988)
described the process of self-management as comprising medical management
(such as using medications), emotional management (dealing with the psychological
impact of living with a long term condition), and management of behaviours and
life roles (working out how to make the required lifestyle adaptations). Recognising
the lack of a consensus definition for self-management, Barlow et al. (2002, p.178)

proposed the following, now commonly cited version:

“self-management refers to the individual’s ability to manage the
symptoms, treatment, physical and psychosocial consequences and lifestyle

changes inherent in living with a chronic condition.”



Lorig and Holman (2003) expanded on earlier definitions, identifying five key self-
management skills that people with long term conditions need to be supported to
develop: taking decisions based on knowledge of their condition; identifying and
using appropriate resources; problem solving; working in partnership with

clinicians; and making plans for action and following these through.

While there are many similarities and overlaps between the different definitions of
self-management support proposed, there is recognition that the concept is
complex, evolving and often contested (Bishop et al. 2008; Morgan et al. 2017).
More recently, researchers have begun to explore the underlying assumptions upon
which ideas about self-management are based, particularly in relation to its aims.
Two differing perspectives have been identified in the literature. The first tends to
view self-management in relation to disease management, focussing on compliance
with healthcare professionals’ advice, and with a more limited view of patient
empowerment (Bishop et al. 2008; Audulv et al. 2016; Morgan et al. 2017). This
perspective therefore tends to assume that self-management behaviours would be
specific to the diagnosis, focussed on meeting the biomedical goals related to the
condition (Audulv et al. 2016; Morgan et al. 2017). Viewing people as being in need
of instruction, rather than as individuals who manage their own lives has been
criticised for failing to take into account the important influence of the wider social,

political and economic context in enabling self-management (Kendall et al. 2011).

The second perspective identifies self-management more broadly, focussing
primarily on supporting people to live well with their condition, and seeing disease

control as one way to facilitate this (Audulv et al. 2016; Morgan et al. 2017). Using



this perspective, self-management may be associated with key skills such as
problem solving and resource use, and so can be understood across different
diagnoses (Audulv et al. 2016; Morgan et al. 2017). This view moves towards a
more collaborative view of the practitioner-patient relationship, and away from the
emphasis on the expertise and authority of health professionals which
predominates in the first perspective (Morgan et al. 2017). This second perspective
is more sensitive to the idea that individuals’ responses to any efforts to promote

self-management are shaped by their own context (Wilson 2001).

While these two perspectives describe understandings of self-management among
health professionals, other research has focussed on how patients’ and
professionals’ conceptualisations differ. Evidence clearly shows that lay people
think differently about self-management when compared with clinicians. While
some lay people have a compliance-based understanding of self-management
similar to that of many health professionals (Sadler et al. 2014), many others have a
broader focus, considering their lives as a whole, rather than specifically focussing

on health-related behaviours (Kendall et al. 2011).

There is variability in the level of involvement people wish to have (with some
preferring a more active role than others), but generally people emphasise the
importance of being supported to self-manage in a way that is appropriately
tailored to fit within the context of their lives (Sadler et al. 2014; Boger et al. 2015).
People may feel a moral responsibility to self-manage, both to meet the

expectations of society (taking responsibility for one’s own health, using healthcare



services appropriately), and to ensure they are able to fulfil their social roles and
avoid burdening their family (Kendall et al. 2011; Ellis et al. 2017). However, people
with long term conditions see ‘good’ self-management as taking a selective
approach which balances the need to follow medical advice with the need to

maintain valued social roles and behaviours (Ellis et al. 2017).

People with long term conditions also emphasise self-management as being a social
practice, enabled through interactions with others, but clinicians are often seen to
give limited consideration to the role of social context (Franklin et al. 2018). Other
areas of significant importance to lay people, which are less frequently discussed by
clinicians include the role of the relationship between the clinician and patient, and
the need for the psychosocial impact of the condition to be addressed (Sadler et al.

2014; Franklin et al. 2018).

This brief review of existing ideas about self-management has revealed that the
concept is not as straightforward or easily understood as might first be expected.
While opinions on the purpose of supporting self-management remain varied, there
has been a significant policy drive to encourage self-management among people

with long-term conditions.

1.2 The push for self-management

At the policy level, self-management has been promoted as a potential panacea to

address the strain currently facing under-resourced healthcare systems (Kendall et



al. 2011; Sadler et al. 2014). The World Health Organization has suggested that
empowering people to manage their own conditions may be one way to improve
the efficiency and quality of health services (Sixty-sixth World Health Assembly
2013). In the UK, key policy documents emphasise self-management as a priority.
The NHS England Five Year Forward View published in 2014 makes a commitment
that health services will actively support people to manage their own health,
specifically mentioning investment in group-based education approaches and a
wish to encourage peer-to-peer communities to emerge (NHS England 2014). The
National Clinical Strategy for Scotland heavily emphasises the need to shift towards
a self-management approach to build people’s resilience rather than create
dependency on the healthcare system (The Scottish Government 2016). The Welsh
Government strategy document: A Healthier Wales: Our plan for Health and Social
Care includes promoting independence through supporting self-management as
one of ten design principles to guide service transformation (Welsh Government
2018). Influential third sector organisations including The King’s Fund and The
Health Foundation have called for a greater emphasis on self-management in

healthcare (Naylor et al. 2013; de longh et al. 2015).

While service commissioners recognise self-management support as an important
priority, in practice the way in which services are evaluated and funded still tends
to drive the allocation of resources towards the achievement of biomedical
outcomes (Reidy et al. 2016). Critics of the policy push for self-management have
voiced concerns that this is motivated by a desire to reduce service usage and costs
(Kendall et al. 2011). Services wishing to manage increasing demand have

delegated tasks to do with managing illness and promoting health to the patient



(May et al. 2014). This delegated work may often represent a burden on patients
and their wider support network, taking significant time, often requiring high levels
of literacy, numeracy and technical skills (Mair and May 2014). This delegation may
disadvantage people who lack adequate resources, whether due to cognitive
impairment, social isolation, low health literacy or physical disabilities (Mair and
May 2014). This leads to an important conclusion, that if self-management is to be
promoted by policy, it is imperative that we understand how to effectively support

people as they take on new responsibilities.

1.3 What is support for self-management?

If people are expected to take more responsibility for their own health they will
require support to do so, especially when they have a significant disease burden
(Imison et al. 2017). Individual health care professionals, and the wider healthcare
system have important roles in supporting people to live well with their conditions
(Long Term Conditions Alliance Scotland 2008). Bodenheimer et al. (2005) suggest
that self-management support (SMS) can be viewed either as the application of
specific tools and techniques to facilitate behaviour change, or as a more
fundamental shift in the traditional patient-provider relationship towards a more
collaborative interaction. Taylor et al. (2014) developed a taxonomy to classify the
range of activities considered to facilitate self-management. These included
support delivered directly to patients, and indirect components (related to changes
at the level of the health professional or organisation). Fourteen direct

components of SMS were described some of which may already be part of routine



care (such as provision of education and regular clinical review) and some which are
more specific to supporting self-management (such as training in psychological
strategies and communication with healthcare professionals). Indirect components
of SMS interventions included professional training and feedback, financial
incentives, prompts and equipment. While no single component was identified as
being effective in isolation, and generally most interventions involved multiple
components, those components considered to be core were: information provision,
psychological strategies, practical condition-specific support, and social support

(Taylor et al. 2014).

An earlier review conducted for The Health Foundation emphasised that although
information provision is an important aspect of supporting self-management,
increases in knowledge do not automatically change levels of confidence, or
influence subsequent health behaviours (de Silva 2011). Many self-management
support interventions focus specifically on self-efficacy. This concept originates
from the work of psychologist Bandura (1977) and relates to an individual’s belief
that they can successfully accomplish a task. Tactics known to build self-efficacy
are often incorporated into self-management interventions, including providing
opportunities to experience success and learn from the successes of others, and
verbal and social persuasion. Increasing self-efficacy is an important target for self-
management interventions because self-efficacy has been shown to strongly
correlate with self-management knowledge and behaviours (Wilski and Tasiemski
2015). More active approaches to supporting self-management which utilise

techniques such as motivational interviewing, coaching and goal setting can help to



build self-efficacy and tend to result in more behaviour change (de Silva 2011).
Although the evidence about the impact on clinical outcomes is mixed,
improvements in self-reported health, measures of disease control (such as blood
sugar levels), and unplanned admission rates have been observed (de Silva 2011;
Taylor et al. 2014). Due to the variety of ways in which self-management can be
supported | present the definition adopted in this thesis below, along with

definitions for two other important pieces of terminology.

1.4 Terminology used within the thesis

1.4.1 Self-management support

This thesis adopts a broad view of self-management support, defining it as any
activity or approach which helps a person to live well with their condition. While it
is recognised that self-management support may come from a variety of sources
including family, friends and others with the same condition, for the purpose of this
thesis the focus is on support provided by health professionals. As discussed above,
health professionals may be involved in the delivery of structured courses which
aim to empower people to self-manage. However, this thesis focusses on the
provision of support as part of routine clinical encounters, rather than on specific
courses. When self-management is discussed in the literature, other concepts
related to patient-centred care are also frequently mentioned. Several of these

concepts, and their relationship to SMS are briefly considered in Section 1.5.



1.4.2 Patient

While the use of the word patient has been debated, with suggestions that it
indicates passivity rather than active involvement (Neuberger and Tallis 1999), |
have chosen to use the term within this thesis. This decision was made because the
term is commonly used across healthcare, is easily understood, and tends to be the
term preferred by the people themselves receiving healthcare (Deber et al. 2005).
While | fully recognise that alternative terminology, such as service users or clients
is preferred by some, for consistency a single term is used throughout. The use of
the word patient is chosen for clarity. Although | am aware it may sometimes be
perceived as disempowering, or as failing to recognise the many more important

life roles that people take on, this is not intended.

1.4.3 Training

The term training is used frequently throughout the thesis. This is not meant to
confine the scope of the inquiry to only the didactic delivery of a standardised way
of working. Rather | use the term to discuss educational activities which contribute
towards continuing professional development (CPD). | recognise that CPD may
occur through a variety of activities (e.g. discussions with colleagues and reflective
practice) (Health and Care Professions Council 2019) which also contribute to how

‘training’ may lead to outcomes.



1.5 Key concepts in the study of self-management support

Several other concepts, important to the provision of person-centred care are often
discussed in relation to self-management support. The concepts of patient
activation, health literacy, co-production, shared decision-making, and care and
support planning are briefly described below and their relevance to SMS provision

is discussed.

1.5.1 Patient Activation

Interest in measuring patients’ knowledge, confidence and skills for self-
management led to the development of the Patient Activation Measure (PAM), a
13-item questionnaire (Hibbard et al. 2005). Patients’ responses are scored at one
of four levels of activation and tailoring treatment to take this into account is
recommended as outlined in Table 1.1 (Hibbard et al. 2009). PAM scores have been
used both as an outcome measure to assess the benefits of self-management
support interventions, and as a tool to inform the approach taken by health
professionals within consultations. PAM can also be used to assess levels of

activation across a patient population (Roberts et al. 2016).

10



Table 1.1 Levels of Patient Activation and suggested tailoring of support

All definitions taken directly from Hibbard et al. 2009

Activation | Typical Patient Focus of support
Level
1 Overwhelmed and Build patient self-awareness and
unprepared understanding of behaviour
patterns
2 Lacks knowledge and Making small changes to existing
confidence for behaviours
self-management
3 Beginning to take action Adoption of new behaviours,
problem solving skills
4 Adopted many behaviours but | Handling new situations or
may not be able to maintain challenges as they arise
them in the face of challenges

PAM scores have been correlated with important health outcomes. For example,
patients who have lower activation levels have higher rates of hospitalisation and
emergency department attendance, (Greene et al. 2015; Kinney et al. 2015) while
more activated patients are more likely to take part in positive health behaviours
(e.g. attending screening programmes), and are less likely to be smokers (Greene et
al. 2015). The PAM has been more widely used outside the UK context (Roberts et
al. 2016) and challenges with using the PAM (which was developed in the USA)
within the NHS have already been identified. These include the fact that not all
items are relevant to all patient groups (e.g. an item about knowing how to prevent
health problems was seen as inappropriate by people with progressive conditions)
(Armstrong et al. 2017). UK clinicians attempting to use the PAM to tailor the
support they provided to stroke patients found that the measure did not facilitate
tailoring and did not find it helpful (Roberts et al. 2016). Furthermore, concerns
have been raised that the concept of patient activation assumes that people are

able to make choices and act on them. It therefore does not recognise how social

11



context can constrain the choices available and inhibit change even among highly

activated patients (Armstrong et al. 2017).

1.5.2 Health literacy

Health literacy relates to the knowledge and skills people require to effectively
manage their health (Sgrensen et al. 2012). While many definitions of health
literacy have been proposed, no single definition has been accepted as effectively
capturing this multi-dimensional and evolving concept (Poureslami et al. 2017).
Sgrensen et al (2012, p.3) used 17 definitions, to develop their own definition in
which health literacy is described as relating to “people’s knowledge, motivation
and competences to access, understand, appraise, and apply health information in
order to make judgments and take decisions”. These decisions can relate to
maintenance or improvement of health, and are taken across the life course

(Serensen et al. 2012).

While some literature conceptualises health literacy as a risk factor to be managed,
an alternative perspective views health literacy as an asset which can be built
(Nutbeam 2008). Low health literacy makes it challenging for people to effectively
self-manage (for example due to difficulties interpreting labels and health
messages) (Berkman et al. 2011). It is associated with lower levels of positive self-
management behaviours (appropriate medication use, attendance for screening
and vaccinations), and with worse health outcomes, including increased mortality

among older people (Berkman et al. 2011).

12



1.5.3 Co-production

Co-production has been defined as “an asset-based approach to public services that
enables people providing and people receiving services to share power and
responsibility, and to work together in equal, reciprocal and caring relationships”
(Co-production Network for Wales 2019). The term may be used in relation to the
co-production of healthcare services, when service users become involved in the
process of service provision (Realpe and Wallace 2010; Bovaird and Loeffler 2013).
Service users can be involved at various stages, including in co-commissioning, co-
design, co-delivery or co-assessment of healthcare services (Bovaird and Loeffler
2013). Co-production of services may occur at the macro level (between policy
makers and patient organisations), the meso-level (between a GP partnership and
their patient advisory group) or the micro-level (during interactions between health
professionals and patients) (Vennik et al. 2016). A co-productive approach
recognises the assets that service users can bring to generate service
improvements, while also having the ideological function of democratizing the
process of making decisions in health service delivery (Bovaird and Loeffler 2013;
Vennik et al. 2016). It has been suggested that we need to recognise that health
services are always being co-produced by patients and professionals, but in systems
that either support or constrain their efforts (Batalden et al. 2016). Co-production
may also be used to refer to the active role that individuals take in co-producing
their own health itself. Supporting patients to self-manage can be seen as one way
to engage and enable people to effectively co-produce their health. However
recognised barriers to co-production, including a resistant healthcare culture, and

the fact that not all patients desire or have the capacity to take a more active role,

13



are important to consider in the context of efforts to improve self-management

support provision (Batalden et al. 2016).

Two methods for actively engaging with individuals in the co-production of health
and healthcare (shared decision-making and care and support planning) are briefly

described below.

1.5.4 Shared decision-making

Shared decision-making has been defined as “an approach where clinicians and
patients make decisions together using the best available evidence” (Elwyn et al.
2010). Shared decision-making consultations identify patients’ preferences and use
these to guide choices made, valuing the autonomy of the patient and encouraging
them to be actively involved in their care (Elwyn et al. 2010). While self-
management support is seen to overlap with the practice of shared decision
making, how exactly they are related has been debated (Ahmad et al. 2014).
Shared decision-making has been variably conceptualised as a narrow concept
which sits within the broader concept of SMS, as being a different concept to SMS
but with the same underlying values, or as being another aspect of person-centred

care alongside SMS (Ahmad et al. 2014).

1.5.5 Care and Support Planning

Care and support planning is promoted by NHS England as a mechanism through

which person-centred care can be achieved (NHS England undated). It involves a

14



conversation between an individual living with a long-term condition and a health
professional, which focusses on the things that matter to the individual. These
collaborative conversations, which often occur annually, aim to identify goals,
discuss options and support needs (including any support required to self-manage)
and to formulate and document a plan (Eaton et al. 2015; Coalition for
Collaborative Care 2016). Care and support planning uses a shared decision making
process, in which the expertise of both the patient and the clinician are valued, and

seen as necessary to facilitate effective condition management (Coulter et al. 2015).

A Cochrane review of personalised care planning for adults with long-term
conditions found that the interventions resulted in small improvements in some
markers of physical health, together with a small increase in self-efficacy. However,
all of the included studies featured elements intended to support behaviour change
which is not always a component of care and support planning (Coulter et al. 2015).
While policy documents clearly state that these conversations should not amount
to a “tick-box exercise” (Coalition for Collaborative Care 2016, p.17), in practice
concerns have been raised that the policy objective has had little impact on routine
practice within the NHS (Mathers and Paynton 2016). This lack of reach is
exemplified by the fact that 85% of people with neurological conditions report that

they have not been offered a care plan (Neurological Alliance 2017).

1.5.6 Relevance of these concepts to self-management support

The evidence relating to health literacy and patient activation highlights how
individuals’ skills and confidence to manage their own health impact on a wide
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range of health behaviours and outcomes. For clinicians who wish to support
patients to self-manage it serves as an important reminder that people are starting
from different levels and are likely to need tailored support. A single approach is
unlikely to be effective across a whole patient population. Both shared decision-
making and co-production highlight the importance of empowering individuals to
take an active role in their own health, while recognising that they may need to be
supported to do so. Care and support planning offers one way to formalise and
operationalise the process of SMS, although it has not yet become fully integrated

into routine practice.

Having discussed self-management, self-management support and other
overlapping concepts, the next section of this chapter sets out the specific patient

group focussed upon in this PhD alongside the rationale for this focus.

1.6 A focus on progressive neurological conditions

The idea for this thesis was inspired by a research project | was involved in from
2013-2015. The study used qualitative methods to explore the experiences and
support needs of people with secondary progressive multiple sclerosis,
commissioned by The MS Trust (Davies et al. 2015). | led the data collection and
analysis and found that the themes identified by clinicians about supporting self-
management resonated with me both as a clinician (I am a general practitioner) and
aresearcher. Clinicians described a desire to support self-management but
expressed frustration that they did not always feel successful and identified

significant barriers (Davies et al. 2016). The project formed the basis of my Masters
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in Medical Education dissertation, in which | explored how understanding how to
provide effective SMS was currently an unmet learning need for professionals in
this area. The motivations for this thesis were to confirm whether the findings from
the small qualitative study had broader relevance, and to identify potential ways in

which the learning need could be addressed.

Although it was originally the intention to target staff working with people with MS,
as the first year of the PhD progressed | noted that the challenges that faced these
professionals were likely to have commonalities with the issues faced by staff
working with other progressive neurological conditions (PNCs). In some settings a
single staff member (e.g. a neurology specialist nurse, physiotherapist or
occupational therapist) might be working with patients with a range of PNCs,
making a focus on a single condition somewhat artificial. The themes identified in
my previous MS research and those planned for exploration within my thesis were
discussed with local clinicians working with people with Parkinson’s disease (PD).
They found the findings highly relatable and were enthusiastic about the
development of training and support in this area. During the first year of the PhD |
therefore decided to broaden the focus to staff working with people with any
progressive neurological condition. A short description of two of the commonest

conditions is provided below.

Neurological conditions are often grouped into four main categories, being either
sudden onset (e.g. stroke), intermittent (e.g. epilepsy), stable with changing needs

(e.g. cerebral palsy) or progressive (e.g. multiple sclerosis) (Neurological Alliance
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2014). Although dementia is within the progressive group, it is often considered
separately (as is the case in this thesis) because it is managed primarily by mental

health teams rather than medical teams (National Audit Office 2015).

Parkinson’s disease is the second commonest progressive neurodegenerative
disorder (Alzheimer’s disease being the commonest) (Wirdefeldt et al. 2011). An
estimated 145,519 people in the UK had Parkinson’s disease in 2018 with the
prevalence expected to rise by 18% to 168,000 by 2025 (Parkinson’s UK 2018).
Parkinson’s disease is typically a disease of older adults, with very few cases
occurring before age 40, and a steep increase in the incidence after age 60
(Wirdefeldt et al. 2011). Parkinson’s disease is caused by dopamine deficiency
which is the result of degeneration of the substantia nigra area of the brain
(Chaudhuri et al. 2006; National Institute for Health and Care Excellence 2017).
While Parkinson’s disease was initially recognised as a movement disorder, causing
the classic symptoms of bradykinesia (slowed movements), rigidity, tremor and
postural instability, non-motor symptoms including sleep disturbance, autonomic
dysfunction and neuropsychiatric symptoms are common and cause significant
morbidity (Chaudhuri et al. 2006; National Institute for Health and Care Excellence

2017).

Multiple sclerosis (MS) is the commonest disabling neurological condition among
young adults, with a mean age at diagnosis of 30 (O’Connor 2002; Murray 2006).
The MS Society estimates that there are 110,000 people living with MS in the UK
(Multiple Sclerosis Society 2018). Multiple sclerosis is caused by an inflammatory

process which leads to demyelination and axonal injury in discrete areas of the
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central nervous system (O’Connor 2002). Most patients are diagnosed with the
relapsing-remitting form of multiple sclerosis, and experience episodic relapses
followed by partial or complete recovery. Over time, many will transition to the
secondary progressive phase of the disease, although a smaller proportion of
patients are diagnosed with progressive disease from the outset (Murray 2006).
Axon damage is thought to be responsible for the permanent disability that occurs
at this stage (O’Connor 2002). Symptoms vary depending on the area of the central
nervous system involved, but commonly include visual and sensory disturbance,
cognitive problems, problems with balance and gait, weakness, spasticity, fatigue,

and bladder dysfunction (Kesselring and Beer 2005; Murray 2006).

There is also a wide range of other less common progressive neurological
conditions including Huntington’s disease, motor neurone disease, Charcot-Marie-

Tooth disease and muscular dystrophies (Neurological Alliance 2014).

1.6.1 Supporting self-management among people with progressive neurological

conditions

The nature of PNCs may make self-management and supporting self-management
particularly challenging for several reasons. Because of the complexity of their
conditions, people with PNCs often require support from a wide range of different
sources (including different professional groups and from within their social
network). A coordinated approach is therefore crucial but challenging
(Neurological Alliance 2018a). The symptoms of PNCs, such as fatigue and mobility
impairments, may make engaging in positive heath behaviours problematic (Plow
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and Golding 2016). Cognitive impairment, which can increase over time, can make
it difficult for people to concentrate on information provided or to make decisions

effectively (van der Eijk et al. 2011).

Communication problems may also occur, requiring consultations to be tailored to
meet people’s changing needs (National Institute for Health and Care Excellence
2017). Mental health problems commonly occur alongside neurological conditions,
but providing an accurate diagnosis and appropriate treatment is challenging as it is
not always clear which symptoms may be due to the underlying neurological
condition and which may be due to a specific mental health problem (Neurological
Alliance 2018b). Management of mental health problems, together with the wider
emotional and cognitive needs of patients with neurological conditions are not
always a priority for neurological services (Neurological Alliance 2018b). However,
co-morbid mental health conditions can limit people’s ability to self-manage their
physical health problems and lead to missed appointments and less concordance
with advised treatments (Neurological Alliance 2018a). Finally, it is important to
note that the progressive nature of these conditions generates ever-changing
demands, and effective self-management in this setting requires frequent
adaptation (Audulv et al. 2016). Even highly motivated patients who self-manage
effectively may see continued progression of their condition (Owens et al. 2017).
The unpredictability of the disease course, together with limited modifiable
elements mean that it is difficult for self-management (or effective self-
management support) to impact on clinical indicators (e.g. level of disability) (While
et al. 2010). This may be demotivating for patients and clinicians, and also

influence how organisations value the provision of SMS.
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1.6.2 Current healthcare provision for people with progressive neurological

conditions

Progressive neurological conditions differ from other long-term conditions such as
diabetes and chronic obstructive pulmonary disease because primary care has little
role in disease management (While et al. 2010). Most disease management is
delivered through secondary care in a planned fashion, with more limited
involvement with acute care services compared with conditions where frequent

exacerbations are common (While et al. 2010).

Concerns have been voiced over the variability in service provision for people with
neurological conditions. In England (where the evaluation described in Chapters 5-
7 was based) clinical services provided by hospitals and in the community are
commissioned by local clinical commissioning groups (CCGs) (National Audit Office
2015). However, there is also some centralised commissioning by NHS England of
specialised services for certain neurological conditions (e.g. diagnosis of rare
neuromuscular disorders) (National Audit Office 2015). This has led to a level of
uncertainty around which organisations should commission which services
(Neurological Alliance 2015). The 2015 Neurological Alliance report The Invisible
Patients showed that less than a fifth of CCGs had assessed costs in relation to the
provision of local neurology services. They concluded that services were often
fragmented, commissioning responsibilities were not understood, and neurological
patients appeared to be invisible to commissioners due to a lack of recognition and

monitoring (Neurological Alliance 2015).
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Guidelines for the management of Parkinson’s and MS produced by the National
Institute for Health and Care Excellence (NICE) recommend that all patients should
have access to a single point of contact who can help with access to services and
coordination of care, and that specialist nurses can fulfil this role (NICE 2014; NICE
2017). The guidelines also stress the value of a multidisciplinary approach,
highlighting the important role that allied health professionals, including
physiotherapists, occupational therapists and speech and language therapists, have

in the management of PNCs (NICE 2014; NICE 2017).

Parkinson’s UK advocate for the provision of care through specialist Parkinson’s or
movement disorder clinics provided by a multidisciplinary team. However, in reality
they found that PD services may be situated within neurology or care of the elderly
services, and a fully integrated multidisciplinary model was only available at 13.5%
of clinics (UK Parkinson's Excellence Network 2017). Most occupational therapy
and physiotherapy services provided were not integrated within the Parkinson’s
clinic but were based in community settings, such as rehabilitation or day hospital

teams.

Service models for the provision of care for people with MS also vary significantly
(Mynors et al. 2015). In some areas community-based neurology teams see people
with progressive MS as part of their wider caseload. Some services have MS teams
focussed only on patients on disease-modifying therapies, while in a third service
model, there may be an MS team that sees everyone with MS in their area (Mynors

et al. 2015). There is also variability in how care is provided across the disease
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course, with people with progressive MS having less contact with specialist nurses
and neurologists, but more contact with social workers, community nurses and
therapists when compared to people with relapsing-remitting MS (Mynors et al.

2015).

The current neurology system has been described as overstretched, with demand
that currently exceeds capacity (Neurological Alliance 2018a). There are low
numbers of neurologists in the UK in comparison to other European countries
(Neurological Alliance 2018a). Similarly there is a lack of specialist nurse posts, and
this may result in high workloads and difficulties in meeting all patient needs for
those nurses in posts with unsustainable caseloads (Axelrod et al. 2010; Mynors et
al. 2015; Neurological Alliance 2018a). In this challenging setting it has been
suggested that self-management approaches may both free up capacity within the
healthcare system and also meet the needs of patients better than traditional
approaches where follow-up consultations are sporadic (Neurological Alliance

2018a).

1.6.3 Current healthcare experiences of people with progressive neurological

conditions

As outlined above, at a policy level there appears to be a push towards empowering
people to self-manage, but in practice this does not yet seem to be impacting on
the way in which people experience health services. In their 2016 survey of just
over 7,000 people with neurological conditions, The Neurological Alliance (2017)

found that only 63% of respondents felt involved in making choices about health
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services. Significant proportions of respondents were dissatisfied with the
information they had been provided on their condition (45%), care and treatment
options (46%), and sources of emotional support (63%) (Neurological Alliance

2017).

These findings echo those of several systematic reviews of the relevant qualitative
literature. For example, in their review of how people with long term neurological
conditions experience community rehabilitation services, Jackson et al. (2018)
identified that while people clearly valued active participation within consultations,
some continued to experience didactic approaches, which left them in a passive
role and failed to take into account their personal preferences. Communication
skills of professionals were reported to be variable, and information provided was

sometimes inadequate (Jackson et al. 2018).

A review of 37 qualitative studies focussed on the experiences of people with
Parkinson’s and noted that poor quality interactions with healthcare professionals
could act to challenge wellbeing, while positive interactions in which patients felt
valued could help to build confidence and enhance coping (Soundy et al. 2014).
The authors emphasised the importance of clinicians understanding the valued
social identities of their patients, suggesting that restoring previous identities, or

creating new ones was an important therapeutic task (Soundy et al. 2014).

The literature specific to MS has also identified a predominance of paternalistic
approaches, with authors of a review of 66 papers cautioning that when
consultations remain task orientated, this is associated with dependency on

clinicians as well as decreased emotional well-being (Soundy et al. 2016). They
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concluded that clinicians may require more training to enable them to build better

relationships and work in a more patient-centred fashion.

1.6.4 Supporting self-management as a research priority in the progressive

neurological condition setting

In comparison with other long-term conditions such as diabetes, there has been
much more limited research about supporting self-management specific to the PNC
setting (Taylor et al. 2014). Gaps in the existing evidence base have been
recognised, together with calls for research in this area to be prioritised. For
example, in 2012 the MS society began a research priority setting process,
conducted in collaboration with people with MS, their families and health
professionals. They identified “How can people with MS be best supported to self-
manage their condition?” as one of their top ten research priorities (MS Society
Undated). A modified Delphi technique was used by the Chartered Society of
Physiotherapy also to identify specific priorities for neurological physiotherapy, and
identified addressing the question: “What is the role, content and effectiveness of
self-management strategies in long term neurological conditions?” as one of their

top three questions to be addressed (Rankin et al. 2012, p.265).

As well as addressing a gap in the evidence base that is important to both patients
and providers, additional benefit from focussing on PNCs within the PhD was
anticipated. The issues commonly faced by people with PNCs including managing
multiple interacting symptoms, and dealing with depression and cognitive
impairment, are also experienced by people with multi-morbidity (Bayliss et al.
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2007). | therefore considered that an improved understanding of how to support
people with PNCs to self-manage would have significant transferability to other
settings. PNCs could therefore provide a helpful exemplar of complex long-term

conditions.

1.7 Selecting an area of focus

As outlined above, efforts to improve self-management and self-management
support can involve interventions which target patients, clinicians, organisations, or
a combination of these groups. It was unlikely to be possible to study interventions
acting at multiple levels to sufficient depth within the confines of a PhD. Most
studied self-management support interventions are delivered directly to patients,
often in community settings (Plow et al. 2011). Condition-specific programmes
often cover topics such as physical activity, fatigue, medication, mood and cognition
(Plow et al. 2011). A focus on specific symptoms might risk further perpetuating
the biomedical model of self-management support which prioritises adherence to

medical advice.

More generic self-management support training focusses on skills such as problem
solving which might be applicable to a wide range of conditions. However people
with MS who attended a lay-led generic expert patient programme demonstrated
little benefit, with the authors of the evaluation concluding that the attendees had
already developed a range of self-management skills, so had less to gain from the

programme (Barlow et al. 2009a; Barlow et al. 2009b).
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As well as difficulties in pitching SMS interventions correctly for people with PNCs,
there are also more pragmatic reasons a focus on SMS courses for patients may not
be as fruitful as expected. It is recognised that only a small number of people are
reached by a course-based approach, resulting in significant unmet demand for
SMS, in part because delivering these sessions may not be part of the core work of
clinical staff (Mynors et al. 2015). Even if capacity to undertake these additional
activities were created, evidence from clinical trials suggests that around half of
eligible participants are expected to refuse to participate (Arafah et al. 2017). It has
been suggested that ideally people would be exposed to the principles of self-
management within the clinical setting and then further interventions could be
provided as additional support (Plow et al. 2011). Targeting routine clinical
consultations might enable the intervention to reach more people, while using less

resources than dedicated stand-alone support provision.

My own research interest in targeting clinicians, generated by my earlier work and
interest in health professional education, has also been recognised in the literature
as an area requiring further exploration. Kayes et al. (2015) highlight the relative
lack of evidence available examining the influence of health professional behaviour
on the outcomes of rehabilitation interventions. They call for a greater focus on the
influence of health professionals’ attitudes, beliefs and approach to practice (Kayes
et al. 2015). Similarly, following their review of the experiences of people with long
term neurological conditions, Jackson et al. (2018) called for the links between
healthcare interactions, engagement and subsequent self-management to be

further explored.
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A gap has been identified between what matters to individuals and what is actually
discussed in consultations, suggesting that health professionals need further
training to better support a more patient centred approach to consultations
(Soundy et al. 2016; Sezier et al. 2018). Specific training needs identified include
taking an asset-based approach to capitalise on people’s existing strengths,
behavioural change techniques (e.g. motivational interviewing), and the provision
of psychological support (While et al. 2010; Soundy et al. 2016; Jackson et al. 2018;

Sezier et al. 2018).

1.7.1 Interventions targeted at health professionals to improve self-

management support

One of the main motivations to conduct this PhD study related to the heterogeneity
of SMS interventions targeting clinicians and the variability of the outcomes
reported. In brief, it is accepted that providing high quality SMS requires specific
skills, including general person-centred skills (such as communication skills),
behaviour change skills (e.g. motivational interviewing) and organisation/system
skills (e.g. use of electronic recall systems) (Battersby et al. 2008). However these
skills are often not part of routine professional training. In addition, it is recognised
that training in skills alone is likely to be insufficient, because working in a more
person-centred way also requires a shift in attitudes and beliefs which have
developed through the course of professional training and clinical experience
(Eaton et al. 2015; Mathers and Paynton 2016). The policy push for self-

management support has been accused of failing to take into account the
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uncertainties and challenges to professional values that clinicians attempting to
provide SMS experience (Entwistle et al. 2018). SMS interventions targeting
clinicians should therefore also explore the underlying assumptions on which they
base their current practice (Wilson 2001). Essentially SMS interventions aim to

affect a behaviour change among both professionals and patients (Feys et al. 2016).

A large review of systematic reviews which related to SMS interventions delivered
across a wide range of conditions concluded that training health professionals as a
standalone intervention was ineffective (Taylor et al. 2014). However professional
training was described as one facilitator to providing SMS, acting in synergy with
facilitators such as including multidisciplinary team working, a supportive
healthcare system and effective patient education programmes (Taylor et al. 2014).
Researchers have cautioned that SMS interventions should not be considered as
being a ‘magic bullet’, as they are unlikely to be accepted by all clinicians or

appropriate for all patients (Newbronner et al. 2013).

A wide range of differing approaches has been recommended to accommodate
differences in individual learning styles, and the time and resources available
(Newbronner et al. 2013). There are however examples of training interventions
that have generated changes in clinicians’ behaviours. For example, the Bridges
self-management programme delivered training to staff working in stroke
rehabilitation showed that trained clinicians demonstrated the use of between five
and seven of the seven SMS principles taught in the training, whereas untrained

clinicians used two or fewer (Jones et al. 2016). The WISE (Whole Systems

29



Informing Self-Management Engagement) study provides an example of how even
an apparently unsuccessful intervention, which did not change practice for the
majority, can still be well received and practice changing among a small group of
participants (Kennedy et al. 2014a). An earlier Cochrane review that focussed on
making consultations patient-centred concluded that while interventions were
successful in upskilling clinicians, the impact of training on patients’ satisfaction,
behaviours and health outcomes was more variable (Dwamena et al. 2012).

This evidence raises important questions for the evaluation of SMS interventions.
For example, what is it about successful interventions that makes them successful?
What is different about the people who go on to successfully implement
interventions in practice? Is it something to do with them as individuals or the
settings in which they work? How these questions can be successfully addressed

using a realist methodology is explored in the next chapter.

1.8 Chapter Summary

Supporting people to self-manage their long-term conditions is an important policy
objective, and while the motivations behind the policy remain controversial, it is
clear that many people do want to have more collaborative interactions with
healthcare professionals. Supporting people with progressive neurological
conditions to self-manage is relatively under-researched when compared with
other long-term conditions. In this setting, self-management could help people to
feel more empowered and also relieve some burden on services that are already

stretched. However specific challenges to successful self-management exist, due in
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part to the symptoms and co-morbidities often experienced by people with PNCs.
The role of health professionals in engaging people to become more actively
involved in their healthcare has not been fully explored although there is
acknowledgement that it is likely to require a specific set of skills and attitudes.
Existing training interventions have demonstrated variable results, leaving
important questions about how the required ethos and competencies can be

fostered, and how the successful transfer of training into practice can be ensured.

1.9 Aims and objectives of the PhD

Aim: To understand how training interventions focussed on improving support for
self-management work for health professionals working with people with PNCs, in

what circumstances, with which clinicians.

Objectives:

1. Explore current self-management support practices among UK health
professionals working with people with PNCs to identify approaches used,
perceived barriers and training needs

2. To develop theories from current literature, with a focus on PNC settings,
about how training to support self-management works, for whom and in
what circumstances

3. Toidentify or design an appropriate training intervention, which is likely to
meet the needs and interests of participants and provides the opportunity to

test the initial theories
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4. To ensure the training intervention delivered takes into account the potential
challenges specific to the PNC context that have been identified and can be
tailored accordingly

5. To evaluate the training intervention and use the findings to test, develop
and refine a programme theory, describing how when and for whom the

training intervention works.

1.10 Thesis outline

The realist approach to research, and why it was chosen for this thesis is discussed
in Chapter 2, together with an outline of how this shaped the later stages of the
research. The data presented in Chapters 3 — 7 are outlined below in Figure 1.1,
which summarises the two phases of the PhD. Chapter 3 presents the results of a
survey of health professionals who work with people with MS and Parkinson’s
disease, identifying their current approach to supporting self-management and
their self-identified training needs. Chapter 4 describes a realist synthesis of the
existing literature relevant to training health professionals to provide self-
management support. Chapter 5 discusses the decisions made in planning the
evaluation stage of the research, and the processes undertaken to support these.
Health coaching is identified as an intervention which could be valuable for staff
working with people with PNCs. Chapter 6 presents the qualitative and quantitative
results of the evaluation of a health coaching training course delivered to a group of
staff working with people with PNCs. Chapter 7 discusses the overall outcome

patterns observed in the data and examines the data using several existing formal
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theories. Chapter 8 features a discussion of the results of the thesis as a whole,
arriving at the development of a theory which describes how, when and for whom
the training works. The strengths and limitations of the thesis are discussed, and a

set of key recommendations for policy and practice is presented.
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Figure 1.1 A summary of the data collected at each stage of the PhD and the chapter in which it is first discussed
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2 Realist methodology

In Chapter 1, | explained why | am interested in trying to develop clinicians’ skills in
supporting self-management, and highlighted features of the setting of interest
(supporting people with PNCs) which may make training and subsequent

implementation particularly challenging.

In this chapter | present the decisions taken during the design of the PhD study,
together with the rationale for my chosen approach. The first section focusses on
the research methodology. | briefly outline two common paradigms in research
into health professional education and identify possible weaknesses in the research
associated with these traditions. | then introduce realist research methods as an
alternative, outline the background of realist methodology, and explain the impact
of adopting a realist approach on the overall study design. In the second section of
this chapter, | discuss how realist researchers use a variety of methods to generate,
test and refine theory. The adaptations required to several specific methods are
briefly outlined in this chapter, with further more in-depth discussion of the

methods | chose following in Chapter 5.

2.1 Common paradigms in research of health professional education

Paradigms are sets of philosophical beliefs that provide a particular lens through
which the research process is viewed, impacting on the methods chosen and the
way in which the results are interpreted (Weaver and Olson 2006). Research in

health professional education has been described as “a careful or systematic study
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designed to answer the fundamental questions raised by medical educators in
order to make educational decisions that can be based on rigorous research-based
findings” (Tavakol and Sandars 2014, p.747). Research into health professional
education to date has most often been guided by one of two research paradigms,

positivism or constructivism (Tavakol and Sandars 2014).

Positivists believe that a single objective world exists and can be measured. For
positivists, knowledge exists objectively, to be discovered by the researcher. This
requires researchers to set aside their own preconceptions and identify objective
facts (McEvoy and Richards 2006; Weaver and Olson 2006). Therefore, positivist
research methods focus on detached scientific observation, with strict control of
contextual variables, in order to minimise subjectivity and maximise objectivity
(McEvoy and Richards 2006; Weaver and Olson 2006). Typically this involves
research which is quantitative in nature and focuses on outputs, using methods
such as structured questionnaires and meta-analysis of trial data (McEvoy and
Richards 2006; Tavakol and Sandars 2014). The randomised-controlled trial,
generally defined as the gold-standard of evidence in medicine, sits firmly within
this paradigm. Because of health professionals’ familiarity with the positivist
approach, it is often transferred to the study of health professional education
(Bunniss and Kelly 2010). However, the dominance of the positivist paradigm has
been questioned, with researchers recognising its incompatibility with a more
holistic view of health and the practice of providing healthcare, due to its lack of
recognition of the powerful influence of contextual factors such as personal
relationships and political pressures (Weaver and Olson 2006; Bunniss and Kelly

2010).
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In the social sciences, the paradigm of constructivism is often more accepted.
Constructivist ontology holds that there is no single objective reality to be
uncovered during the research process; instead constructivists assert that there are
multiple realities constructed by those involved (Bunniss and Kelly 2010). The truth
is viewed as a belief system which is held in a certain context (Healy and Perry
2000). Knowledge is also viewed as socially constructed, with both the researchers
and the participants contributing to this construction process, which is recognised
to be value-laden and subjective (Tavakol and Sandars 2014). Research within this
paradigm typically employs qualitative methods which aim to explore participants’
views and reasoning processes, with a focus on interpreting the meaning of
experiences (McEvoy and Richards 2006; Bunniss and Kelly 2010; Tavakol and
Sandars 2014). Critics of a constructivist approach note that it often involves the
study of the perspectives of a particular group of participants for its own sake
without considering how these perceptions may relate to any wider reality, or even
actively avoiding considering other perspectives to minimise contamination of the
data (Healy and Perry 2000). While some mixed methods researchers who combine
both qualitative and quantitative approaches have suggested that mixed methods
research could be considered as its own paradigm, others view combining methods
from different paradigms as a method, which may be driven by particular research

guestions and the data required to address these (Creswell and Tashakkori 2007).
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2.1.1 Criticisms of traditional approaches often used in researching health

professional education

Traditional models for evaluating the success of CPD interventions tend to depict
educational outcomes in a fairly simplistic linear fashion. For example, Kirkpatrick’s
(2006) well-known framework suggests evaluating intervention success on four
levels (learner reaction, learning, behaviour change and results of attending
training) while Moore et al. (2009) propose a model for evaluating CPD
interventions which includes the outcomes of attendee satisfaction, learning,
improved physician competence, improved physician performance, improved
patient health and improved population health. Concerns have been raised that
these models fail to take into account the many factors which may influence
whether the intended outcomes of CPD interventions are achieved (Sargeant et al.
2011). The outcomes of CPD programmes will vary considerably depending on
factors such as who delivers the training, who are the target recipients, what are
the circumstances in which the training is provided in and which educational
techniques are employed (Wong et al. 2012). In addition to the characteristics of
the CPD intervention and attendees, other characteristics of the workplace will also
influence CPD. A review of evaluations of interventions in neurological
rehabilitation found that less than half of papers gave any description of context,
and only 9% gave details of pre-existing service provision and how it had changed
over time (Masterson-Algar et al. 2016). Davis et al. (2008) identify contextual
influences as existing at the levels of the immediate healthcare environment
(including team members, availability of resources and culture of ongoing

education), the broader healthcare environment (such as regulations about CPD
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requirements for professional revalidation), and the societal level (government
mandates, shifting demographics of society). Regehr (2010) suggests that the
dominance of the outcome-focussed positivist paradigm may result in little
meaningful learning from evaluations because of a lack of attention to why
programmes succeed or fail. There is agreement that while positivism-based
primary quantitative research and secondary meta-analysis may be able to
determine and compare outcomes, they fail to address important questions about
why interventions work, or to sufficiently explore the important influence of

context (Sargeant et al. 2011; Wong et al. 2012).

Although the issues of non-linearity and complexity resonate strongly with
educators, they also provide significant challenges for education researchers (Wong
et al. 2012). Rather than attempting to give simple explanations to complex
problems, research methods that are able to represent this complexity are required
(Regehr 2010). Although qualitative research methods grounded in the
constructivist paradigm may go some way to answering questions about why and
how interventions work, they are often significantly criticised for lacking
generalisability to different settings (Wong et al. 2012). Complex social
interventions (including educational interventions) may achieve their target
objectives by multiple different means, although some of these means (such as
incentives) may be seen as more socially acceptable than others (e.g. punishment)
(Chen 1994). Therefore, it is of crucial importance to understand not just whether
the intervention works or not, but also how the intervention generates the desired

results (Chen 1994).
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The requirements for research into health professional education have therefore
been clearly outlined. Research projects must be designed in a way that can
answer the questions that practitioners really need to know — what intervention
should be delivered, how, where and to whom (Fletcher et al. 2016)? This will
require approaches that account for complexity and take context into account
(Davis et al. 2008; Olson 2012; Fletcher et al. 2016). We should recognise the
differing and complementary strengths of both qualitative and quantitative
methods and use these to improve our understanding of how interventions
generate outcomes (Olson 2012; Wong et al. 2012). Additionally, we should also
move away from simply proving our hypotheses towards providing a rich
description of how we understand the problem, what has been learned during the

research process and the resultant changes in our thinking (Regehr 2010).

Proponents for this style of research have identified realist methodology as a
promising way to address these requirements (Sargeant et al. 2011; Wong et al.
2012). Realist research is often described as the ‘middle-ground’ sitting between
positivism and constructivism, and utilising approaches from both traditions.
Realist research methods are increasingly being recognised within healthcare and
education settings as a useful way in which to harness the strengths of both
gualitative and quantitative approaches to produce results with greater explanatory
power (Wong et al. 2012). For example, Sargeant et al. (2011) suggest that the
method may be particularly helpful in the evaluation of CPD interventions to
generate an increased understanding of how context influences the way in which
knowledge is used and subsequently how clinical practice is changed. Similarly,

Williams and colleagues (2017) suggest that in a healthcare setting, realist research
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can move away from simplistic description of what an intervention involves and
towards an understanding of what it is about the intervention that actually works.
The core principles of a realist approach to research are now explored in further

detail below.

2.2 What is realism?

During this PhD | have adopted the approach of scientific realism, introduced by
Pawson and Tilley in their work Realistic Evaluation (1997) which is now often
referred to simply as “realist evaluation” for primary research and “realist
synthesis” for secondary research (Pawson 2013). Realism as a philosophy has a
long history and Pawson (2013) describes realist evaluation and synthesis as
research strategies that aim to apply these philosophical principles to practical
research problems. Unlike positivists (who aim to identify generalisable laws) or
constructivists (who focus understanding the lived experience), realist researchers
focus on developing explanatory theories (McEvoy and Richards 2006). Realist
research is judged by the explanatory power of the theories produced, and these

theories remain open to future refinements (McEvoy and Richards 2006).

2.2.1 Realist ontology

The realist ontology is that a real world exists, independent of our thoughts about
it. Although the constructivist position that there are multiple independent

realities is rejected, there is acceptance that there are different valid perspectives
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on reality. What is considered to be real includes physical objects but also social
structures that have causal powers (Sayer 2000). It is recognised that causal
powers can exist (and therefore be real) even if they remain unexercised. This
leads to an acceptance that something does not have to be observable for it to exist
(although observability is likely to increase confidence that it does exist). Sayer
(2000) summarises the way in which the realist philosopher Bhaskar describes the
world as being made up of the real, the actual, and the empirical. This view of
reality as being stratified into layers, not all of which can be experienced or
observed is key to realist thinking. The ‘real’ refers to underlying structures and
their causal powers, which may not be observable, or active at a particular time
(Sayer 2000; McEvoy and Richards 2006). The actual refers to what happens when
those powers are enacted and relates to phenomena that actually occur. The
empirical relates to what is experienced, with a recognition that these experiences
occur whether or not we have an understanding of what is happening in the
domains of the actual and the real (Sayer 2000; McEvoy and Richards 2006). Social
constructs are recognised to have an important influence on how things work
(Westhorp 2014). For example, professional norms and standards will influence the

attitudes of professionals and patients.

Equally, there is recognition that in complex social interventions, such as health
professional training, there will be interactions between individuals and
organisations and between micro and macro social processes (Pawson and Tilley
1997). Realist writers talk about the importance of the interactions between
structure (the constraints on individual action put in place by society, and

institutions) and agency (the ability of individuals to act independently) in
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understanding how things work (Pawson 2011,2013; Williams et al. 2017). There is
also recognition that social systems are not closed systems, there is a flow of
people, knowledge, ideas and resources between different systems which may

interact with each other (Westhorp 2014).

Pawson (2011) describes the important influence of the work of Margaret Archer
(1995) in developing the idea of “morphogenesis”; that society is in a permanent
state of self-transformation. The choices that individuals can make are both
influenced and constrained by existing social structures, and the choices made by
individuals can go on to influence the structure itself, which in turn influence the
choices made by the next decision makers. This means that social interventions will
evolve over time and to think of an intervention as reproducible is likely inaccurate.
Because interventions change the setting into which they are introduced (and in
turn the conditions which might have made them work in the first place) they are
therefore unlikely to continue to work in the same way as time progresses (Pawson
2011,2013). The understanding that individuals’ actions are embedded within a
wider social structure significantly influences how realists think about causation,
moving away from seeing causation as a simple linear relationship between cause
and effect and towards attempts to understand individuals’ actions in terms of their

location within different layers of social reality (Pawson and Tilley 1997).

2.2.2 Realist understanding of causation

Positivist researchers adopt a ‘successionist’ view of causation. Their research
attempts to identify causal agents (a treatment for example), to determine that an
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association between a treatment and an effect is real (rather than spurious) and
then estimate the magnitude and importance of the effect (Pawson 2008). Realist
researchers do not ascribe to a successionist view, but to a generative model of
causation, significantly influenced by the early works of philosopher Bhaskar
(Pawson 2011,2013). In this model, outcomes are believed to be brought about
through underlying generative mechanisms. These mechanisms involve the actions
and decision-making processes of individuals so may not always be directly
observable or measurable. Causal explanation requires researchers to theorise
about the mechanisms at play which lead to (or inhibit) the outcomes of interest

(Pawson 2008; Westhorp 2014).

Pawson and Tilley (1997) describe mechanisms as involving both intervention
resources and individual reasoning. For example, a CPD intervention may provide a
new consultation technique (a resource) and the participant then decides how and
when they think it might be useful. This reasoning process may lead to an outcome
of interest (e.g. increased patient satisfaction) or might prevent an outcome of
interest from occurring (e.g. if the participant decides the new technique is too time

consuming).

Crucially there is recognition that all interventions are introduced into a pre-existing
social context and that this context (including social norms, relationships and
values) may facilitate or constrain the operation of the mechanism (Pawson and
Tilley 1997; Sayer 2000). Because interventions work via peoples’ responses and
the choices they make, intervention outcomes will always be context-dependent

(Sayer 2000). Context will influence both whether mechanisms operate, and also
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which mechanisms are at play in a given setting (Westhorp 2014). Realist
researchers therefore focus on the identification of generative mechanisms, and on
understanding the extent to which features of the context act to facilitate or inhibit
the intended mechanism (Pawson and Tilley 1997). Generative mechanisms are not
considered in isolation but explored in relation to the setting in which they occur or
‘fire’. Interventions which aim to improve health often do so by altering the
context in which health is produced, and this new context in turn influences the
way in which future interventions operate and the outcomes they produce (Craig et
al. 2018). Adequate exploration of context and how it relates to different
mechanisms is required in order to make judgements on why interventions succeed
or fail, how they work, together with whether they are likely to be sustainable or

transferable (Craig et al. 2018).

In order to emphasise the importance of both context and mechanism in
understanding causation, Pawson and Tilley (1997) developed the Context-
Mechanism-Outcome (CMQ) configuration as a heuristic to be used when
presenting the results of realist research. This was expanded upon by Dalkin and
colleagues (2015) to clarify that intervention mechanisms usually comprise both
intervention resources and participant reasoning. The diagram below (Figure 2.1)
outlines their depiction of a realist view of causation, in which intervention
resources are introduced into a pre-existing context, triggering participant
reasoning which in turn generates outcomes. Realist researchers use CMO
configurations to present their theories about how interventions work, for whom,

and in what circumstances.
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Kesources

MECHANISM

OUTCOME

Figure 2.1 A diagrammatic representation of a realist view of causation (Dalkin et al.
2015)

2.2.3 Realist Epistemology

Maxwell (2012) suggests that realist researchers adopt a realist ontology but accept
a constructivist epistemology, that is to say that our understanding of the world is
constructed based on our own viewpoint. All forms of realism agree that we
cannot have any truly objective knowledge about the world. All knowledge is seen
to be partial and incomplete, as it is grounded in a particular perspective. There is
acceptance that multiple valid accounts of any phenomenon may exist (Maxwell
2012). Realists remain sensitive to the influence of their own assumptions on data
interpretation and recognise that they cannot reach certainty (Hammersley 2013;
Westhorp 2014). While realists acknowledge that because research is shaped by

human interpretations and it cannot represent a final ‘truth’, they believe it
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remains possible to move towards a better understanding and representation of
reality (Hammersley 2013; Westhorp 2014). Checking the compatibility of the
findings with the other assumptions that we believe to be true, and critically
reflecting on the chance of error given the way in which the knowledge was
developed allow researchers to interpret how close the knowledge generated might

be to reality (Hammersley 2013; Westhorp 2014).

2.3 Research design: Using the realist approach

During the early months of my PhD, while planning my literature review, | identified
realist synthesis as a method of systematic review that was likely to provide more
useful information than a traditional systematic review approach. Performing a
realist synthesis would allow me to try to understand the reasons why SMS training
interventions appear to work differently, rather than simply focussing on their
average effectiveness (Pawson 2006). | made the decision to undertake a realist
synthesis and undertook specific training in realist methods. As my understanding
grew, | saw how a realist approach could be helpful across the entirety of my PhD
study, and planned the second phase of the PhD as a realist evaluation, which
would utilise and build on the findings of my literature review. The ways in which
the realist approach to research have influenced the design of my PhD are outlined
below. It is worth noting at this point that because my PhD was not planned from a
realist perspective from the outset, the design of the first piece of early work |
completed (a survey of health professionals) was not informed by realist thinking,

although the results were used in to inform the selection of an appropriate
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intervention for evaluation and also in the development of the refined programme
theory presented in Chapter 8. The design of the survey is discussed in Chapter 3,
along with suggestions about how | might have gone about this differently if | had

planned to use a realist approach from the outset.

2.3.1 Using a theory driven approach

Realist research is one of several forms of theory driven evaluation (see Box 2.1 for
definitions of the different types of theory referred to within this thesis). These
types of evaluation focus on the settings in which interventions are implemented,
and the mechanisms which generate outcomes in order to understand how and
when interventions work (Weiss 1997). Pawson (2013) emphasises that realist
research should be explanatory in nature and should focus on understanding
causation rather than simply identifying correlations. Weiss (1997) suggests that
theory driven evaluations may have both programme theory (which focusses on the
participants’ response to the intervention components) and implementation theory
(which examines fidelity, intensity, and quality of delivery). Realist evaluators tend
to describe their overall programme theory of how an intervention works using
context-mechanism-outcome configurations. A realist programme theory therefore
usually uses multiple context-mechanism-outcome configurations to explain how
interventions operate and these include descriptions of context, generative

mechanisms, implementation processes and outcomes.
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Pawson and Tilley (1997, pp. 75-77) identified two important questions realist

evaluators need to address:

1- “What are the mechanisms for change triggered by the programme and how
do they counteract the existing social processes?”

2- “What are the social and cultural conditions necessary for change
mechanisms to operate and how are they distributed within and between

programme contexts?”

They propose the use of a cyclical process (the realist evaluation cycle) which
involves generating an initial set of working theories and hypotheses (describing
elements of context, mechanism and outcome) to explain how and when an
intervention works, and then gathering data to test and subsequently refine these
theories (Pawson and Tilley 1997). In a theory driven evaluation any data which
help the research team to understand how an intervention works can be used
(Chen 1994). The initial theories to guide evaluation planning can come either from
existing formal theories or from working with stakeholders to develop programme

theory (Chen 1994). These processes are further discussed below.
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Box 2.1 Types of theory referred to within this thesis

Initial rough theory: early ideas about how, for whom, in what circumstances the
intervention might work based on early literature scoping and stakeholder input

Developing theories/ theories generated: theories developed using data
collected, formulated using context-mechanism-outcome configurations (see
below)

Programme theory: An overall theory summarising at a high level how the
intervention works, developed using the theories generated from the data

Formal theory: existing social theories used as a lens through which to examine
the data

2.3.2 The role of formal theory

Pawson and Tilley (1997) were significantly influenced by Merton’s (1967) concept
of ‘middle-range theory’ in advocating for the integration of existing formal theory
into realist evaluation. A theory that is middle-range in nature can be explanatory
in a range of different settings, not just the setting in which it was developed,
meaning that knowledge generated elsewhere can be useful in a new setting of
interest. Formal theory (as it will be referred to in this thesis) is sometimes also
described as substantive theory, or middle-range theory (Wong et al. 2013b;
Greenhalgh et al. 2017). The formal theories of most value to realist evaluators
tend to be those which were developed to explain a specific phenomenon (e.g.
Bandura’s Social Learning Theory) rather than higher level ‘grand theories’ such as
Marxism (Greenhalgh et al. 2017). Formal theory may be utilised in a range of
different ways during realist research. The aim of realist research is not to prove or
disprove existing formal theories, but to provide a plausible explanation for the

variety of different patterns seen in the data which are based on (and may help
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elaborate) the current best available explanations (Wong et al. 2012). Existing
formal theories may be used early in the research process, during the development
of an initial programme theory for an intervention (Shearn et al. 2017), they may be
applied as an analytical lens during the data analysis phase or used to explain
emerging findings (Astbury 2018). A match between theorised relationships and
the empirical data collected can strengthen the causal explanations generated by a
primary research study (Yin 2014). Realist studies can involve the simultaneous
processes of using a formal theory to interpret the empirical data while also using
the empirical data to refine a programme theory (which may have been derived

from a formal theory) (Ragin 1992; Astbury 2018).

2.3.3 Methodological pluralism

Using a realist methodology does not mandate the use of specific methods and has
been described as ‘methods neutral’ (Pawson and Tilley 1997). Methods
themselves are not linked exclusively to specific philosophical standpoints and can
be used by researchers who come from different ontological and epistemological
starting points (McEvoy and Richards 2006). Realist researchers strongly advocate
for pluralism of methods, an approach Pawson and Tilley describe as “the only
methodological gold standard” (2001, p.323). The use of multiple methods fits well
with the realist ontology and epistemology, that there is a single reality, which may
be perceived differently by different individuals, and therefore necessitates
triangulation of multiple data sources to develop a fuller understanding (Healy and

Perry 2000). The use of different techniques and approaches is advocated, in order
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to allow the researcher to explore different facets of the same phenomenon (Olsen
2004). Qualitative and quantitative data can act in a complementary fashion,
providing more complete explanations than might be available using one method
alone. Quantitative methods provide important data on outcomes (ideally
measured before and after an intervention) (Pawson 2013). Accurate comparative
data may also help to identify patterns or associations that were not immediately
visible, pointing towards new mechanisms (McEvoy and Richards 2006). The open-
ended nature of qualitative approaches helps facilitate the identification of
important topics which may not have been anticipated in advance, as well as
allowing complex concepts and reasoning processes to be explored in depth (Sayer
2000; McEvoy and Richards 2006). Both qualitative and quantitative approaches
may generate ideas that require further testing or exploration using an alternative
approach (Risjord et al. 2002). Pawson and Tilley (1997) emphasise that
combination of both qualitative and quantitative data should accomplish more than
just providing a large body of evidence, but that it should bring a sense of

completeness to the explanations the researcher is able to make about the subject.

2.3.4 Theory building and testing

Realist researchers cannot follow a single standard research approach but instead
require flexibility and creativity to design their research based on the requirements
of individual studies (Astbury 2018). That said, all realist studies focus on an
iterative process of theory building and testing. The way in which | built and then

refined my theories during my PhD are summarised in Figure 2.2 below. My initial
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theory building had a broad focus, exploring a range of different interventions as at
this point | was undecided which intervention | might focus on in more depth. A
realist synthesis of the literature (Chapter 4) was used to develop a set of theories.
A relevant intervention for evaluation was then selected (see Chapter 5) and used
to develop and test my theories further. The final stage involved the synthesis of all

the data collected to produce a refined programme theory.
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Figure 2.2 Process of building and refining my programme theory throughout the thesis
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2.3.5 Data collection methods

Having emphasised the need for a multi-method approach to data collection, it is
important to consider how applying a realist lens influences the approach taken
using each specific method. This is discussed in the sections below. The realist
approach to literature reviewing is described in detail in Chapter 4. Specific details
about the evaluation methods | chose and how they were used are provided in
Chapter 5. This chapter concludes by outlining the influence of the realist
methodology on the data analysis approach together with a discussion of how

realists define and measure quality.

2.3.5.1 The role of stakeholders

Early and sustained engagement with stakeholders is actively encouraged in realist
research approaches. Firstly, any evaluation needs to meet the needs of the
stakeholders involved in the process. Early stakeholder engagement can ensure
that the evaluation addresses the issues that really matter to stakeholders, which
may promote buy-in to the evaluation process itself, as well as a sense of
ownership of the outcomes, and an increased likelihood that any recommendations
made might be accepted (Chen 1994). Secondly, for the researcher, stakeholders
are a valuable source of knowledge about the content of interventions, how they
are intended to work and when they appear to succeed or fail. These “folk
conjectures” can be an excellent starting point for initial theory development and
prioritisation of areas for investigation (Pawson and Manzano-Santaella 2012,

p.181). The researcher needs to develop a clear understanding of the background
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of both the intervention and the delivery setting early in the evaluation as analytical
judgements will be required throughout the data collection stage (Yin 2014). Early
stakeholder involvement can provide this valuable background data. In Chapters 4
and 5, | outline how various stakeholders were involved during the realist synthesis

and evaluation stages.

2.3.5.2 Observations

Participant observation as a research technique arose from traditional ethnographic
research in anthropology, its objective being to help researchers to understand the
perspectives of their study population (Mack et al. 2005). Observations provide the
researcher the “nuanced understanding of context” essential for realist research
which might only be possible to obtain through gaining personal experience (Mack
et al. 2005, p.14). Importantly, observations provide data on both how people
actually behave as well as on people’s own accounts of their behaviours (Green and
Thorogood 2014). Observations may be used to generate detailed descriptions, to
identify patterns of thoughts and behaviours, to test hypotheses or to facilitate
data interpretation (DeWalt and DeWalt 2011). Participant observation has
therefore been described as both a data collection activity and an analytical tool
because it helps to enhance the quality of the interpretations made from data
(whether it be data collected by observation or other methods) (DeWalt and
DeWalt 2011). Observations are commonly used by realist researchers, alongside a
range of other data collection techniques (Williams et al. 2013; Manzano 2016).

The triangulation of both observations and interviews provides a more complete
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account than would be possible by using either method in isolation (Maxwell 2012).
Observations can be a chance to illuminate routine thought patterns that people
might not have thought were worth mentioning in an interview unless specifically
asked (Green and Thorogood 2014). The effect of organisational culture (for
example, how patient behaviours are viewed by staff) is often only visible to an
outsider and would not necessarily be uncovered by interviews alone (because
these are seen as ‘normal’ by the staff involved) (Pope and Mays 2006). In addition,
there may be elements of participants’ perspectives that they would be reluctant to
describe directly within an interview setting, which observations will provide an
opportunity to identify and understand (Maxwell 2012). As well as aiding the
interpretation of data collected through other methods such as interviews,
observations can also inform the design of a realist interview schedule, by surfacing
important ideas about contexts, mechanisms and outcomes and enabling the
researchers to ask the ‘right’ questions (Mack et al. 2005). Performing observations
can also enhance the quality of any subsequent interviews, as the knowledge
gained during observations can help interviewers better interpret subtleties within
participant responses and so formulate more appropriate follow-up questions
(Mack et al. 2005). Interviews can be used to check the accuracy of the
observations and provide additional information which may have been missed

(Maxwell 2012).

Participant observations may involve conversations or informal interviewing. In
both techniques the researcher doesn’t necessarily direct what will be discussed
but follows up on points raised in the natural course of discussions (DeWalt and

DeWalt 2011). Detailed field notes are the main source of data from observations.
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2.3.5.3 Realist qualitative interviews

In order to explore context, mechanisms and outcomes within interviews, realist
interviewers recognise that people in different roles bring differing levels of insight
into each of these areas, necessitating a purposive sampling strategy (Pawson and
Tilley 1997). For example, staff who have participated in SMS training are likely to
be able to explain their own reasoning in response to the resources an intervention
has provided but may be less sensitised to contextual constraints or general
outcome patterns (Pawson and Tilley 1997). Trainers are likely to have some
understanding of when and for whom the training seems to work well, as well as an
understanding of what works, but are unlikely to have spent time considering this in
a systematic fashion (to generate CMO configurations) (Pawson and Tilley 1997).
Researchers have the advantage of knowledge of theories from other settings but
do not necessarily understand important elements of local context (Pawson and
Tilley 1997). During a realist evaluation, the same subject may be interviewed more
than once. This would not necessarily be for the purpose of understanding how the
interviewees experiences or opinions had altered, but rather to give the researcher
the opportunity to discuss their theories again, once they have been further

developed (Manzano 2016).

Data collection in realist interviews (as in other elements of realist evaluation) is
theory driven. The researcher’s theories are the subject of the interview and the
role of the interviewee is to help refine the researcher’s theories, by confirming,
contradicting or elaborating upon them (Pawson and Tilley 1997). From the
perspective of traditional case study research this puts the interviewees in the role

of informants rather than simply participants (Yin 2014). Depending on the stage of
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the study, interviews may have different roles in the theory development process,
from theory gleaning, through to theory refining and theory consolidation

(Manzano 2016).

Undertaking realist interviews requires the researcher to take a different role to
that undertaken in other qualitative interviews. In a realist interview, the
researcher does not need to behave in a neutral fashion, instead they actively
engage with the interviewee, using what has been described as a teacher-learner
approach (Pawson and Tilley 1997; Manzano 2016). The researcher and the
interviewee both take on the roles of teacher and learner during the interview
process. Initially, the researcher teaches the interviewee their theories about how
and when the intervention works. This requires the researcher to go into the
interview with a good understanding of what happens within the intervention
(obtained for example via literature review, or observations) (Manzano 2016). The
research questions are not hidden from the interviewee, but are made transparent,
encouraging more equal and collaborative relationship between researcher and
interviewee (Maxwell 2012). The researcher seeks to learn from the interviewee
who can teach the researcher their own interpretations, insights and explanations
relating to how the intervention operates, facilitating the conceptual refinement of
the researcher’s initial theories (Pawson and Tilley 1997; Yin 2014). The quality of
the interview data generated is therefore not solely based on ensuring an accurate
depiction of participants’ worldview but relates to ensuring that descriptions
generated capture participants experiences and understandings in relation to
theory under investigation (Pawson and Tilley 1997). Realist interviewers need to

remain aware of the influence which they may have over the interviewees and their

59



own biases during the interpretation of interview data (Yin 2014; Manzano 2016).
Focus group interviews have also been used by realist researchers, sometimes for
pragmatic reasons, (to allow a large number of participants to be involved within
the constrained resources of a study) (Caffrey et al. 2016), but also with the
intention of facilitating reflection on interventions among participants (Dalkin et al.
2012) and providing additional data about group dynamics within teams (Goicolea

et al. 2013).

2.3.5.4 Quantitative data collection

Although there are good arguments for using qualitative data for exploring
mechanisms, it should not be relied on as a method of outcomes assessment, as
explaining outcome patterns cannot be done solely on the basis of anecdotal
remarks (Pawson and Manzano-Santaella 2012). Realist researchers are interested
in proving whether the intended outcomes of interventions occur or not, and in
explaining outcome patterns to understand whether the proposed context-
mechanism linkages are confirmed. For example, variation in responses to the
intervention among different sub-groups might give important information about
the influence of context on whether a certain mechanism ‘fires’ (Pawson and Tilley
1997). Without using quantitative data to test the proposed CMO configurations it
is difficult to establish causal connections (Bonell et al. 2012). However realists
criticise traditional randomised-controlled trials undertaken in the positivist
paradigm for their focus on average or aggregate effects (Fletcher et al. 2016).

They argue that such trials do not consider the influence of human agency and
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emergence and as such are unsuitable for the assessment of complex social
interventions (Byrne 2013). A realist approach to the use of quantitative data is
theory driven, requiring careful conceptualisation of the important outcomes, and
possible indicators of these outcomes. In order to assess change in relation to the
intervention baselines should be established, before and after measures taken, and
complete cohorts followed-up (Pawson and Manzano-Santaella 2012). Importantly,
outcome patterns are seen as the possible outward signals of the inner workings of
the intervention. Realists recognise that variables themselves do not have causal
powers, and so correlations must not be conflated with intervention mechanisms
(Pawson and Manzano-Santaella 2012). It is possible to use quantitative analysis in
a theory driven way to look for correlation between items of interest but an
explanation building process will always be required to make sense of the results of

quantitative data obtained (Pawson and Manzano-Santaella 2012).

2.3.6 Approach to analysis

Realist research is an iterative process. While there will always be a specific
analysis stage in a realist research project, the work of analysis starts much earlier.
Analytic choices are made by the researcher as they choose how to collect data to
address their research questions (Thorne 2000). Data collection tends to occur in
parallel with analysis, meaning that each stage can inform the other, as emerging
findings influence what further data is sought out, and also how the existing data is
interpreted (Thorne 2000). While realist researchers recognise complexity, they

also need to work to contain the scope of their investigation within the constraints
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of time and resources. This inevitably means that not all potentially fruitful lines of
enquiry can be pursued, and some must be prioritised (Pawson 2013; Astbury
2018). Researchers may choose to focus on adjudicating between rival theories,
seeing how the same theory applies across a variety of different settings or
comparing the policy ambition of a programme to the real-life application (Pawson

2006).

Realist data analysis begins with searching for what are known as demi-regularities
within the empirical data. These demi-regularities are identifiable trends or
patterns of outcomes (Wong et al. 2013b; Fletcher 2017). While demi-regularities
are not expected to occur universally, because interventions work differently in
different circumstances, they provide a helpful starting point in understanding how,
where and for whom interventions are more likely to succeed (Pawson 2006; Wong
et al. 2013b; Fletcher 2017). Demi-regularities may be identified using an inductive
reasoning process, which uses empirical data as a starting point for building
theories (Hyde 2000). In addition, realist researchers also employ deductive
reasoning, by identifying relevant theories for testing (either an initial rough theory
or a formal theory) and using the empirical data collected to test or refine the
theory (Hyde 2000). In addition to utilising both inductive and deductive reasoning
processes, realist researchers also draw on a third reasoning process (retroduction)

which specifically focusses on understanding causality.

Retroduction involves trying to establish what could have caused the patterns seen
in the data (Olsen 2004). It is an interpretative process in which researchers explain

events by suggesting or identifying the causal mechanisms which produced them
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(Sayer 2000). Realists accept that important causal factors are often unobservable
(e.g. power, status) but use the interpretative process of retroduction to try to
make sense of empirical data recorded by working out what the world may be like
in order to make sense of the observations made (Olsen 2004). The retroductive
process also aims to identify the contextual conditions that are required for a
particular mechanism to ‘fire’ to create the observed outcomes (Fletcher 2017).
Utilising retroduction helps researchers to decide whether to accept, reject or
refine existing theories about how an intervention works, to move closer towards a

more accurate representation of reality (Fletcher 2017).

Realist data analysis may involve multiple different approaches, which can aid
theory development and refinement. Pawson (2006) describes the use of the
strategies of include juxtaposing, adjudicating, reconciling, consolidating and
situating further evidence. Juxtaposition may involve comparing data from several
different sources, which may increase explanatory power (e.g. qualitative data can
be used to suggest which mechanisms lead to the outcomes observed in
guantitative data) (Papoutsi et al. 2018). Processes of adjudication and
reconciliation may be required to deal with conflicting findings from settings which
appeared similar, and this can result in an improved understanding of which
elements of context are most influential on which mechanisms (Papoutsi et al.
2018). The processes of consolidating and situating the evidence involves deciding
whether the data can be brought together to generate theories while also
attempting to highlight any important nuances (Papoutsi et al. 2018). As new data

are incorporated into the analysis researchers continually question the novelty of
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the data and how it can help to refine or challenge their developing understandings

(Pearson et al. 2015).

As discussed above, a realist analysis aims to generate CMO configurations. These
may be produced directly after examining the data, or researchers may use
intermediate steps to move towards CMO building. If-then statements are
sometimes chosen as a way to move between the data itself and higher level CMO
configurations. They may be easier to work with initially as they offer the
opportunity to partially describe certain aspects or links within the CMO, which can
then be integrated into full CMO configurations later in the analysis (Pearson et al.
2015). The steps taken to develop CMO configurations in this thesis are described

in detail in Chapters 4 and 5.

2.3.7 Quality considerations in realist research

There is recognition that despite increasing interest in realist research methods
there remains some confusion over what represents a high-quality realist
evaluation (Wong et al. 2016). Publication standards for realist synthesis and
evaluation have been developed (Wong et al. 2013a; Wong et al. 2016), but their
scope is limited to providing guidance on what should be reported on, to allow the
readers to understand what was evaluated and judge the quality and rigour of the
research process (Wong et al. 2016). These reporting checklists have been used to
guide the content of this thesis and can be found completed in Appendix B. The
publications do not aim to provide detailed guidance on exactly how high-quality
research should be conducted (Wong et al. 2016). Realist methods themselves are
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still in development, and it is expected that further adaptations of the guidelines
may be required in future to accommodate the evolution of the approach
(Flemming et al. 2018). Some of the key quality concerns for realist researchers are

now outlined below.

2.3.7.1 Validity

Aspects of validity which may be considered include descriptive validity (the factual
accuracy of the account), interpretative validity (accuracy of the meaning derived
from the data) and theoretical validity (whether the data embodies some sort of
theory, e.g. actors conforming to social norms) (Maxwell 2012). Because in realist
research the aim is to develop programme theory, concerns about validity generally
focus on whether the data collected provides helpful insights into the phenomenon
of interest, rather than solely on the methods used for data collection (Maxwell
2017). The interpretative nature of realist research means that study design or
procedures are not solely relied upon to ensure quality (as might be the case in a
positivist approach). Instead, the methods are assessed in relation to the credibility
of the results and conclusions produced (Maxwell 2012; Maxwell 2017).
Considering how the results have been produced therefore allows potential threats
to validity to be identified and addressed (Maxwell 2012). Depending on the stage
of the study, even data which might be considered to be of low quality (such as
anecdotes or personal opinions) may still prove extremely valuable to the inquiry,
by providing new avenues to explore, and guiding the direction of the ongoing
research (Wong 2018). Several tactics are used by realist researchers to increase

confidence in the validity of their findings. Researchers should actively seek out
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rival theories which could provide alternative plausible explanations to challenge
their developing programme theories and design their data collection to ensure
that their theory is sufficiently tested to increase confidence in the interpretations
made (Hammersley 2013; Yin 2013). Triangulation of data sources and data
collection methods can also act to increase confidence in the validity of the
developing theory, when convergence of the results is identified (Maxwell 2017;

Wong 2018).

2.3.7.2 Generalisability

Realist researchers are interested in attempting to produce findings from their
research that have generalisability to other settings. While positivist researchers
may focus on identifying universal laws and constructivist researchers may argue
that generalisation is impossible, realists focus on the generalisability of causal
explanation (Astbury 2018). Realists recognise causal mechanisms as ‘real’ and
assume the same mechanisms may act to explain causation in a variety of different
settings (Punton et al. 2016). Case study researchers refer to prioritizing analytical
generalisation rather than statistical generalisation (Yin 2014; Maxwell 2017). An
analytical generalisation is described as a “carefully posed theoretical statement,
theory or theoretical proposition” (Yin 2014, p.68), in keeping with the product of
realist studies (a programme theory described using CMO statements). Analytic
generalisations are posed a higher conceptual level than the specific case studied
allowing transferable lessons to be learned (Yin 2014). The generalisability of
theories produced by realist studies is emphasised as one of the major advantages

of adopting a realist approach. It allows small interventions to be used to test
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higher level theories and promotes the accumulation of knowledge by building a
theoretical base for related interventions (Pawson and Tilley 2001; Yin 2013;
Astbury 2018). The realist focus on exploring contextual influences in detail can
also assist other researchers who wish to attempt to generalise the findings to their
own setting, provided that researchers provide sufficient information about the

context of their study when reporting their findings (Hammersley 2013).

2.3.7.3 Plausibility

Wong (2018) suggests that for the findings of realist research to be seen as
plausible, it requires the evidence used to make claims to be adequately
trustworthy, and for the arguments built to appear coherent. The coherence of
arguments or theories may be judged based on how closely they fit with the
existing knowledge base and relevant formal theories, how well they explain the
data and how clearly they do this without requiring special caveats or assumptions
(Wong 2018). The amount of evidence required is also likely to depend on the
initial plausibility of the claims being made and how closely they relate to what is

already accepted (Hammersley 2013).

2.3.7.4 Researcher role

Realist researchers need to recognise that the knowledge and beliefs that they
bring to the research process may be advantageous or disadvantageous (Maxwell
2012). My experiences as a General Practitioner influence how | think about the
importance and practicality of trying to support self-management. My background
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as a researcher with an interest in person-centred care and clinician training also
has an impact. As well as impacting on the decisions and interpretations | made
during the research process, my role is also likely to have influenced the way in
which research participants engaged with me. A full discussion of the impact of my

role is presented in Chapter 8.

2.4 Chapter summary

This chapter has shown that while a range of approaches to evaluating educational
interventions for health professionals exist, many of these do not adequately
address complexity and the influence of context. A realist approach to research has
been highlighted as a method that can successfully account for these issues to
generate more usable research findings. Realist researchers focus on
understanding causation, which they understand to be a generated by mechanisms
which are context sensitive. The way in which a realist philosophy influences the
processes of data collection and analysis has been outlined. Chapter 3 which
follows focusses on describing current practice in self-management support among
staff who work with people with progressive neurological conditions. Chapters 4
and 5 then provide further details about how the realist approach was

operationalised to conduct a realist literature synthesis and realist evaluation.
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3 Describing current practices in supporting self-management and
identifying training needs using a health professional survey

3.1 Introduction

This chapter describes the design, delivery and analysis of an online survey
completed by 186 health professionals who work with people with PNCs. The
survey findings describe current practice in relation to self-management support
and identify priority areas for future training. Key barriers to supporting self-

management in routine practice are also identified.

3.2 Background

| started my PhD with an awareness of the complexity of providing self-
management support (as described in Chapter 1). | had previously been involved in
a qualitative research project, which involved interviewing health professionals
working with people with multiple sclerosis (Davies et al. 2016). The study had
indicated that SMS provision could be challenging for health professionals and had
given me the initial idea for a PhD project exploring whether training health
professionals could improve SMS provision. | was wary about basing my PhD
around data from a very small number of participants, which might not have been
transferable. | decided to undertake a survey to map patterns of current practice
rather than relying solely on the anecdotal accounts from earlier qualitative
interviews (McEvoy and Richards 2006). A survey could provide important early

background orientation to the nature and scale of the challenges of providing SMS
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in PNCs. The results would help to confirm that the planned PhD was investigating
an important problem and provide information to help guide the direction of the
later stages of work. Specialist nurses and therapists were chosen as the target
respondents as my earlier qualitative study suggested self-management supporting
activities fell largely within their remit. | planned the survey as the first research
activity within my PhD, before | had decided to use a realist lens throughout the
PhD. The survey distribution and analysis were undertaken over the same period as
the realist synthesis of the literature. As a result, although the survey was not
designed with the aim of generating and testing realist theories, it was possible for
the emerging results to influence the later theory refinement process. As discussed
earlier (Chapter 1), the initial focus of the PhD (limited to multiple sclerosis) was
later broadened to include other PNCs. This meant that the survey was initially
designed and distributed with a focus on MS and was then subsequently amended

and distributed to Parkinson’s disease specialist nurses.

3.3 Defining aims and selecting an instrument

Initially | considered using a pre-existing validated survey instrument. Several
potential instruments were identified from a large literature review undertaken by
The Health Foundation to identify ways of measuring various aspects of person-
centred care (de Silva 2014). These instruments generally focussed on a single
aspect of self-management support (e.g. Clinician Support for Patient Activation
Measure assesses staff attitudes to SMS (Hibbard et al. 2010), Practices in Self-

management Support describes current usage of SMS activities (Kosmala-Anderson
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et al. 2011)). | was concerned that these focussed instruments would not provide
the broad overview required for my PhD and therefore decided to design a bespoke
survey. This would allow several of the important aspects highlighted by the other
surveys to be covered. Firstly, the survey needed to describe current practice, to
provide an indication of baseline levels of SMS provision. Questions about current
practice could also act as a form of ‘gap analysis’, by asking respondents to self-
assess their current level of practice against a set of intended competencies to
identify potential learning needs (Grant 2002; Norman et al. 2004). Secondly, in
line with the principles of adult learning theory, in order for adults to be motivated
to learn, interventions need to address challenges in their own practice that they
have identified (Knowles et al. 2005). | therefore felt it would be important to ask
health professionals questions about which SMS techniques they thought would
benefit their patients, and to gauge their level of interest in future training in SMS
techniques. Finally, multiple barriers to implementing the learning from CPD
activities have been identified, at the level of the individual practitioner, patient
and wider organisation (Price et al. 2010). An understanding of possible barriers to
implementation could help ensure these could be proactively addressed during the

design and delivery of future training interventions.

The overall aim of the survey was therefore to describe health professionals’
experiences and self-identified training needs in relation to SMS provision. The

specific objectives were to describe:

- The characteristics of survey respondents (including level of experience and

previous training in SMS)

71



- Health professionals’ current levels of use of a set of self-management
supporting techniques

- The proportion of patients that health professionals believe will benefit
from the application of SMS techniques within routine appointments

- The self-management supporting techniques that health professionals see
as areas of most interest for future training

- The barriers staff experience to providing SMS in routine practice

The findings of the survey were used to address Thesis Objective 1 (Explore current
self-management support practices among UK health professionals working with
people with PNCs to identify approaches used, perceived barriers and training
needs). The findings also contributed to the selection of a training intervention
which might meet the needs and interests of participants (Thesis Objective 3) and
to the tailoring of the intervention to account for barriers identified (Thesis
Objective 4). Although the survey was entitled “Supporting self-management in
Multiple Sclerosis/Parkinson’s Disease” | did not include in the introductory
information any definitions of self-management and self-management support.

This was a deliberate choice as | did not wish influence the responses received.
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3.4 Methods

3.4.1 Survey design

The survey was divided into five sections, to address the objectives outlined above

(See Appendix C for the full survey):

Demographic characteristics of respondents (including previous SMS
training)

- Current use of identified SMS techniques

- Proportion of patients the respondents believed would benefit from each

SMS technique

- Level of interest in future training in each SMS technique

- Barriers to providing SMS
Initially, | undertook a brief scoping of the literature to identify the key health
professional skills commonly associated with the provision of self-management
support. Literature used included policy documents, reviews and original research
related to both generic self-management supporting skills and more condition-
specific examples. Fifteen key reference documents informed this stage and were
used to identify important topic areas (Glasgow et al. 2003; Embrey 2004; Royal
College of Nursing 2008; Lake and Staiger 2010; Jones et al. 2011; Knaster et al.
2011; Kawi 2012; NHS Education for Scotland 2012; Ploughman et al. 2012; Deibel
et al. 2013; Fraser et al. 2013; UK Multiple Sclerosis Specialist Nurse Association

2013; Boger et al. 2015; Mudge et al. 2015; Rieckmann et al. 2015).

Twenty-four potential techniques were included in the long list generated from the

data. In general, surveys that are shorter and easier to complete tend to have
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higher completion rates (Boynton 2004). | therefore decided to prioritise a smaller
number of techniques to focus on, given that | wanted to ask several questions in
relation to each technique. Reasons for excluding identified techniques were:
descriptions were too generic/lacked specificity (e.g. working to empower patients)
or were likely to be seen as part of standard practice (multi-disciplinary working);
techniques related to general communication skills not specifically SMS (e.g.
working with interpreters); related only to information provision (e.g. signposting);
related to organisational systems rather than personal practice (e.g. ability to
change how your organisation works). |identified nine SMS techniques described
within the literature, which | felt would be highly relevant to the design of future
training for inclusion. | also attended a self-management support training course
for staff during the survey design stage. The Bridges training (Jones et al. 2016)
strongly emphasised helping patients to reflect as a core SMS skill so an additional
item related to encouraging reflective skills was added to the questionnaire (see
Box 3.1). Ten important barriers were identified from the scoping of the literature
and the findings of my earlier study, (Davies et al. 2016) with one further barrier
added after the pilot stage (not understanding what self-management support

involves)(see Box 3.2).

74



Box 3.1 Self-management support techniques included in survey

Assessing a patient’s capability to self-manage
Agenda setting

Involving people in shared decision-making
Goal setting

Action plans

Structured problem-solving approaches
Helping patients to reflect on their past experiences and successes to generate
new ideas

Effective psychological support strategies
Motivational Interviewing techniques
Documenting self-management plans

Box 3.2 Barriers to supporting self-management included in the survey

Not entirely sure about what self-management support involves

Patients were not interested in self-management

Needed to prioritise other tasks to complete within the time with the patient
Supervisors did not view supporting self-management as a core component of
your role

Worried about patients bringing up difficult issues you wouldn’t be able to deal
with

Lacked training in specific self-management support strategies

Felt that the healthcare team had a responsibility to deal with patients’ problems
Unsure how to troubleshoot when patients seemed unable to self-manage
Work pattern has made it difficult to follow people up

Felt that self-management is too difficult for some of your patients

Colleagues did not believe in supporting self-management

The demographics section used multiple choice items for ease of completion and
analysis. The other four sections involved a single stem question, with multiple
response items ranked on a Likert-like scale. Likert-like scales were chosen to make
these sections as quick and easy to complete as possible. The number of response
options on the scale was limited to the fewest possible to gain meaningful data
(either three-point or five-point scales were used depending on the level of
discrimination required). Each section also included a free-text response box for

participants to include additional relevant information. The question about training
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priorities also included an additional item asking participants to indicate up to three

priority training needs from the list of techniques provided.

3.4.1.1 Survey piloting

| drafted a list of possible survey questions and response options and discussed
these with my supervisory team. | revised the survey based on feedback from my
supervisors and then undertook a pilot of a paper version of the questionnaire with
three MS nurses, an MS occupational therapist and an MS physiotherapist. During
this pilot stage the staff completed the survey and then we discussed their thoughts
on the relevance of the included items, and points of clarification required. Several
changes were made after this pilot stage including removing the term ‘behaviour
change’ from the description of motivational interviewing as staff associated this
with managing challenging behaviour, and adding an item relating to how well staff
understood what self-management support was to the barriers section. The
guestions and response options were finalised and uploaded to the online platform.
| then asked three colleagues to complete the survey online as a technical test of its

functionality and no problems were identified.

Before circulating the survey to the Parkinson’s disease staff group, references to
MS in the original survey were replaced with references to PD. Job roles were
amended to maintain relevance to the PD staff cohort. A Parkinson’s specialist
nurse reviewed the content of the survey to check that the questions remained
clear and relevant to the PD staff group and confirmed that she felt the survey

items were relevant and appropriate.
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3.4.2 Ethical Approval

Ethical approval for the MS survey was obtained from Cardiff University School of
Medicine Research Ethics Committee (SMREC Reference Number 16/22). An
amendment to the original ethical approval was sought and granted to allow for
redistribution of the amended Parkinson’s survey. The first page of the online
survey explained the purpose of the research project, and how the data collected
would be stored and used, before asking participants to confirm their consent to

participate.

3.4.3 Sample

For the MS staff survey, the Multiple Sclerosis Trust sent an email invitation to all
nurses and therapists on their mailing lists. These lists are regularly maintained and
have coverage across the UK. Staff are familiar with receiving similar requests
about research through the Trust. By recruiting via the MS Trust | hoped to
capitalise on the goodwill professionals feel towards the Trust (which provides
training materials and bursaries) and to enhance the perceived legitimacy of the
survey as professionals are aware of the Trust’s involvement in health professional

training.

For the PD survey a link was posted to the website of the Parkinson’s Disease Nurse
Specialist Association (PDNSA) and email notifications were sent to the regional

PDNSA leads for local dissemination.
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3.4.4 Data collection

| chose to distribute the survey using an online platform because | planned to invite
professionals via emailing lists and websites of professional organisations.
Collecting data using the Bristol Online Survey website (now Online Surveys run by
Jisc) facilitated economical and timely data collection with no delays in response
returns, compared to paper-based methods (Hewson 2003). The data were
automatically collated through the online platform. Evidence from other
guestionnaire studies suggested that response rates could be boosted significantly
by using reminders (McColl et al. 2001). Two reminders were sent out during the
period the MS survey was open. Reminders were also sent to the coordinator of
the PD survey distribution although it was not possible to be sure whether these

were then sent on to the target recipients.

The MS survey data collection took place during April and May 2016 with the survey
staying open for just over 4 weeks. Data collection from the Parkinson’s Specialist
Nurses took place in December 2016 with the survey staying open for the whole

month (just over 4 weeks).

3.4.5 Data processing

The data were imported from Bristol Online Survey initially to a Microsoft Excel
spreadsheet. IBM SPSS Statistics (Version 23, 2015) was then used to run the

required statistical tests. Graphs were generated using Microsoft Excel.
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3.4.6 Data analysis — quantitative — descriptive

Descriptive statistics (percentages) were used to describe the demographic
characteristics of the respondents and the frequencies of responses to each
guestion across each of the two surveys. To simplify the presentation of the
results, where a five-point Likert-like scale had been used, the responses were
combined into two categories. For the question about current technique use the
response options not at all, occasionally or sometimes were categorised as
“infrequent” and the responses often or very often were defined as “frequent”. For
the question relating to the number of patients that staff thought would benefit
from the named SMS techniques the responses all and most were grouped together
(“all or most”) with the remaining response options (around half, a few, none)

being defined as “half or fewer”.

The remaining two questions used a three-point response scale. As most
professionals expressed some interest in every technique listed, the results focus
on the proportion of respondents who were very interested in each technique. This
result was then compared to numbers of staff choosing each of the techniques as

being one of their top three priority training needs.

The results for the question about barriers to SMS were explored in two ways.
Firstly, | focussed on reporting the percentage of respondents affected by each
barrier to a significant extent. |then combined the responses for “to a significant
extent” and “to some extent” to identify the percentage of respondents who had

been affected by each barrier at least to some extent.
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3.4.7 Data analysis — quantitative — inferential

At the time of the initial survey design, the analysis plan largely focussed on the use
of descriptive statistics, although | was aware that the testing of associations
between responses to different questions might provide valuable additional data.
By the time the survey analysis took place, | had learned more about the realist
ideas of theory building and testing, and so wished to test some early developing
hypotheses. These hypotheses (developed from my growing understanding of the
literature and discussion with supervisors) mostly describe how contextual
influences (e.g. prior training, previous experience) may be linked with outcomes of
interest (e.g. use of skills in practice). | also hoped to try to identify possible
mechanisms for training effectiveness by examining patterns of perceived benefits

and barriers reported (or not reported) by trained and untrained staff.

| chose to analyse the data from the MS and PD surveys as a single dataset during
this stage as the results from the descriptive statistics phases showed very similar

patterns of responses across the two surveys.

Rather than testing the hypotheses in relation to all ten of the SMS techniques
covered in the survey, this stage focussed only on the four highest priority
techniques identified in the descriptive analysis, as these were the techniques likely

to be most relevant to future training.

| hypothesised that:

e Previous training in SMS would be associated with:

o greater current usage of SMS techniques
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o a perception that a greater proportion of patients would benefit
from SMS
o fewer reported barriers to SMS.
e More frequent use of SMS techniques would be associated with:
o greater clinical experience
o believing a large proportion of patients could benefit from the
particular SMS technique
e Greater interest in future training in SMS would be associated with:
o believing SMS would benefit a large proportion of their patients.
o current infrequent use of SMS techniques

e Inexperienced clinicians would be more affected by barriers to SMS.

For hypothesis testing the relevant results were cross-tabulated and the Chi-
squared test was used to assess for statistical significance. The p value reported for
the Pearson Chi-Square test is the exact significance (2-sided) generated by SPSS,
which is recommended for use when datasets are small, unbalanced or poorly
distributed (Garth 2008). This significance level is based on the exact distribution of
the test statistic and so enables an accurate p-value to be obtained without relying
on assumptions that might not be met by the data (which was important in this
analysis as often cells within the cross-tabulations had below expected cell counts)
(Mehta and Patel 2011). Using the exact p-value in SPSS is recommended because
it protects against incorrectly rejecting a null hypothesis which is actually true (type
1 error) (Mehta and Patel 2011). However, generating the exact p-value is not be
possible when the dataset is larger (due to computational requirements) so the
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Monte Carlo p value was used in these cases (North et al. 2002). When results were
statistically significant, row and column percentages were calculated to look for
patterns in the data and the results were critically reflected upon to assess whether
the significant results appeared reasonable. Expected frequencies were also
calculated to highlight important patterns in the data. Although further statistical
testing was considered, (for example using regression analysis) due to the
unvalidated nature of the questionnaire used this was not considered likely to be

reliable or appropriate.

3.4.8 Data analysis — qualitative

The free text comments in each section were read and checked for relevance to the
guestion (some respondents used boxes to make general comments). The basic
principles of content analysis were followed, by grouping together responses
featuring particular keywords or similar content and counting the number of
comments within each group (Hsieh and Shannon 2005). A brief description of the
content included in each group was tabulated alongside illustrative quotations and
the total numbers of related responses. A more in-depth latent analysis of the data
to explore the underlying meaning of the identified content was considered (Hsieh
and Shannon 2005) but was not undertaken due to the brevity of most of the free-

text comments.
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3.5 Results

3.5.1 Response rate

Table 3.1 Response rate

MS Survey PD survey
Potential recipients 643 320 (estimate)
Total number invited 643 (unknown)
Responses received 146 40
Response rate 22.7% (approximately 12.5% of
target)

My contact at the Parkinson’s Disease Nurse Specialist Association informed me
that there are around 320 PD specialist nurses working in the UK. The distribution
process required for the PD survey meant that we had no access to details about
the number of people who may have seen the invitation to participate so it was not

possible to calculate a response rate.

3.5.2 Responses to individual items

The response rate to individual core items (those applicable to all respondents)
ranged from 88% to 100% in the MS survey (only 2 items had a completion rate
<95%) and 97.5% to 100% in the PD survey. The percentages for responses
presented below are based on the total number of participants who completed
each item rather than the total number of survey participants (missing values have

been excluded).
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3.5.2.1 Characteristics of respondents — professional background

Table 3.2 Professional background of respondents

MS survey PD survey
Nursing 63.0% 92.5%
Physiotherapy 21.2% 2.5%
Occupational Therapy 15.1% 0
Speech and Language 0.7% 0
Therapy
Background unclear from | n/a 5%
job title

For the MS survey | had a better response rate from nurses (92/329 invited,
response rate 28%) than from therapists (54/314 invited, response rate 17%). The
PD survey particularly targeted PD specialist nurses as | did not identify a specific
network of PD therapists to survey. For both surveys a wide spread of responses

was obtained from professionals working across all regions of the UK.

3.5.2.2 Previous experience

As shown in Figure 3.1, an experienced group of staff completed the survey with
more than half of respondents in each survey reporting more than 10 years of
experience of working with the people with PNCs. Although they did not measure
length of time working with people with MS, in their 2016 survey the MS Trust
found that most MS nurses (between 64% and 82% across England, Scotland and
Wales) are employed at Band 7 or above — which is in keeping with a more

experienced group of staff (Mynors et al. 2016).
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Figure 3.1 Length of time survey respondents have been working with people with
MS or PD

Figures 3.2 and 3.3 show the proportion of respondents who had received any

training in supporting self-management, and how long ago they attended training

Less than half of respondents in each survey had received previous training in SMS.

The duration of training attended varied from less than one day (31.7% MS survey,

35.7% PD survey), one to two days (27% MS survey, 28.6% PD survey) and more
than two days (41.3% MS survey, 35.7% PD survey). Most often participants had

attended training five or more years ago.
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Figure 3.2 Previous training in self-management support reported by survey
respondents
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Figure 3.3 Time since survey respondents with some training had attended training

3.5.2.3 Work environment
In the MS survey 51.2% of respondents reported working within a specialist MS

team while 64.1 % of the PD survey respondents were based within specialist
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teams. In the MS survey 36.1% of respondents reported being the only member of
staff in their professional role where they work compared to 57.5% of PD survey

respondents.

3.5.2.4 Current practice

There was a wide variation in reported current use of the different SMS techniques
listed, from 46.2% reporting frequent use of the least frequently used technique
(motivational interviewing in MS survey) compared to 97.5% of staff reporting
frequently using shared decision making in the PD survey. The distribution of

responses was similar across the two surveys, as shown in Figure 3.4.
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Figure 3.4 Percentage of survey respondents reporting frequent use of each self-
management support technique
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3.5.2.5 Proportion of patients health professionals believe would be likely to
benefit from SMS techniques being used within the consultation
As Figure 3.5 demonstrates, most staff in both surveys reported that all or most of

their patients would benefit from each of the listed SMS techniques.
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Figure 3.5 Percentage of respondents stating all or most of their patients would
benefit from selected technique
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3.5.2.6 Future training interests

There were similarities in the priority training areas across the two staff groups,
with the same techniques appearing in the top four in both surveys across both of
the questions about training interests (communication techniques such as
motivational interviewing, psychological support, assessing capacity to self-manage
and structured problem solving)(see Figures 3.6 and 3.7). The biggest differences in
areas of training interest were in action planning (61.5% of PD staff very interested
compared to 40.6% of MS staff) and goal setting (59% of PD staff very interested

compared to 41% of MS staff).
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Figure 3.6 Percentage of respondents very interested in training in each self-
management support technique
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Figure 3.7 Total number of respondents selecting each technique as a priority
training need

3.5.2.7 Barriers to self-managements support provision

Across both surveys the barriers most often cited as having a significant effect
relate to the time available for professionals to provide SMS. 34.3% of MS survey
respondents and 32.5% of PD survey respondents reported that the need to
prioritise other tasks had impacted on them to a significant extent, with a further
50.9% (MS survey) and 57.5% (PD survey) reporting being affected to some extent
(see Figure 3.8). Some of the barriers reported might indicate training needs. For
example, a lack of training was recognised as a barrier for many respondents (72%
MS survey, 72.5% PD survey). Although it was not a significant barrier for the

majority, 46.8% in the MS survey and 50% in the PD survey stated that being unsure
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of what exactly self-management support involved had affected them to some

extent.
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Figure 3.8 Percentage of respondents reporting being affected by selected barriers
to self-management support at least to some extent

3.5.3 Hypothesis testing

As outlined above, hypotheses were developed to test early ideas about possible
links between context and outcomes (e.g. previous experience and current SMS
practices), and to try to identify some potential mechanisms (e.g. training might
work by decreasing perceived barriers to SMS provision). Using the combined data
from both surveys the selected hypotheses were tested against responses relating
to the four SMS techniques already identified as being the highest priority for

future training. The results are summarised in Table 3.3.
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Table 3.3 Results of hypothesis testing

Hypothesis

Supporting evidence
identified?

Comment

Clinicians who report
attending previous
training in SMS will
report using SMS
techniques more
frequently

Supporting evidence
in relation to the
technique of
motivational
interviewing only.

Higher proportions of trained
staff reported using
motivational interviewing often
(32.4%) or very often (27%),
compared with untrained staff
answering often (18.9%) or very
often (21.7%) (Chi squared value
9.457, p=0.050).

Clinicians who report
attending previous
training in SMS will
report that a larger
proportion of their
patients could
benefit from the use
of SMS techniques

No supporting
evidence

Most staff in both the trained
and untrained groups reported
that most of their patients
would benefit from each of the
four priority techniques being
used within routine
appointments

Clinicians who report
attending previous
training in SMS will
report being less
affected by barriers
to the
implementation of
SMS in practice

Supporting evidence
in relation to two
barriers (lack of
training, uncertainty
about what SMS
involves)

Opposite to expected
direction seen for
barrier of supervisor
support (trained staff
more affected).

9.3% of trained staff reported a
lack of training as a significant
barrier compared to 25.5% of
staff who had not received
training (Chi squared test value
14.289, p=0.001).

Untrained staff reported
uncertainty about what SMS
involved as a barrier more
frequently than trained staff.
(Chi squared value 9.333, p=
0.008)

More staff in the untrained
group reported being affected
“not at all” by the barrier of a
supervisor who did not see self-
management as a core
component of their role
(89/105, 84.8%) compared to
staff in the trained group
(70.7%, 53/75 answering ‘not at
all’) (Chi squared value 7.116, p=
0.025)
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Clinicians with less
experience of
working with people
with PNCs will report
being more affected
by barriers to the
implementation of
SMS in practice

Supporting evidence
in relation to two
barriers only

The barriers about lack of
training in SMS (Chi square value
20.325 p=0.009) and worrying
about patients bringing up
difficult issues were reported
less frequently as experience
increased (Chi square value
22.736, p= 0.007), though
caution is required as there
were very small numbers in the
least experienced staff group.
Although analysis of the barrier
“you felt that the healthcare
team had a responsibility to deal
with patients’ problems”
produced a statistically
significant result, there was no
obvious pattern of responses in
the cross-tabulations.

Clinicians with more
experience of
working with people
with PNCs will report
using SMS
techniques more
frequently

No supporting
evidence

Frequent usage of the
techniques was reported across
all groups with no pattern
relating to experience identified.

Clinicians who
currently use a
technique
infrequently will be
more interested in
receiving training in
this technique

No supporting
evidence

No consistent pattern in the
relationship between current
usage and interest in future
training observed. Difficult to
meaningfully interpret the
results due to the high
proportion of staff reporting
frequent skill usage and high
interest in training in these
skills.

Clinicians who
believe a large
proportion of their
patients could
benefit from a
technique will report
using this technique
more frequently

Supporting evidence
for two techniques
(problem solving,
psychological
support)

Pattern of increasing perceived
benefit associated with
increasing skill usage seen for
responses about structured
problem solving (Chi squared
test value 89.935, p=<0.001)
and psychological support (Chi
squared test 30.799 p=0.011)

Results for assessing capacity to
self-manage and motivational
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interviewing showed no pattern
or significant association.

Clinicians who
believe that a large
proportion of their
patients could
benefit from a
technique will be
more interested in
receiving training in
this technique

Supporting evidence
for one technique
(motivational
interviewing)

Pattern of increasing perceived
benefit associated with
increasing training interest seen
for responses about
motivational interviewing (Chi
squared value 16.126, p=0.019).

Statistically significant result
also obtained for initial
assessment of capacity to self-
manage (Chi square value
24.706, p=0.024) but analysis of
the response pattern showed
staff who thought most, or
around half of their patients
would benefit were more
interested in training than staff
who thought all of their patients
would benefit.

3.5.4 Qualitative results

Staff reported receiving a wide variety of different types of training in their free text

responses (60 responses in MS survey, 13 in PD survey). The most commonly

reported types of specific training included fatigue management (in the MS survey

only), motivational interviewing, cognitive behavioural therapy, health coaching,

goal setting and Bridges self-management support training. There were also

descriptions of less specific training broadly relating to self-management which had

occurred via personal reading, conference workshops, study days or as part of

obtaining post-graduate qualifications.
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3.5.4.1 s there anything else you have done to support self-management among
your patients?
Fifty-five free-text comments were provided in answer to this question in the MS
survey (see Table 3.4). One comment contained only the answer “no”. One
comment related to use of medications, and one related to taking a holistic
approach. Eighteen comments were provided in the PD survey. Some comments in
both surveys included descriptions of multiple different strategies. These were
thematically categorised into groups with an example comment provided for each

activity.
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Table 3.4 Responses to the question: “Is there anything else you have done to
support self-management among your patients?”

aware of their
responsibility to
self-manage

Activity reported n n Example quotation
responses | responses
MS PD

Signposting to 13 5 “Helped signpost to local facilities

services or sources and resources that will allow them to

of information self-manage”

Information 11 6 “Give people information booklets

provision giving advice on self-management i.e.
with fatigue.”

Running or 10 3 “Facilitated a Mindfulness based

referring patients cognitive therapy course for clients in

to specific courses conjunction with Clinical

— fatigue Psychologist”

management

Review/follow-up, |9 0 “Arrange follow up on an individual

being available basis depending on need”

Diaries/tools for 5 1 “keep a diary and ask patients what

reflection and things from the list they would like to

agenda setting discuss”

Written plans—e.g. | 4 2 “Care plans for particular aspects

relapse showing steps to follow to try to

management resolve issues - Red, Amber, Green
steps.”

Facilitated peer 3 2 “Buddy system”

support from other

patients

Making onward 2 2 “referred to neuropsychology

referrals to other colleagues for help with

services anxiety/depression”

Using sources of 3 0 “Identified their network of

support within own supporters such as close family and

friends and family friends”

Making patients 2 0 “Make sure from diagnosis the

patient aware of their responsibility
re self-management with support
from MS team.”
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3.5.4.2 Are there any other techniques that you think would support self-
management?

Twenty-six free-text responses were provided in answer to this question in the MS

survey (see Table 3.5). Eleven additional responses were received in the PD survey.

Some responses provided more than one suggestion.
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Table 3.5 Responses to the question: Are there any other techniques that you think

would support self-management?

health problems

Techniques n n Example quotation

suggested responses | responses
MS PD

Involving 3 3 “self-management can still involve

carers/family/social carers as some patients may need

services assistance to implement strategies”

Information 3 2 “Provide written information about

provision/signposting specific problems relating to MS to
help them to understand more about
the condition”

Make access to the 4 0 “more options for follow-up such as

service easier/pro- telephone clinics to check on progress

active follow-up and provide further advice”

Cognitive 3 0 “We use a CBT approach with

Behavioural Therapy supervision from psychology”

Techniques

Facilitating peer 3 0 “There is a local coffee group who

support meet and support each other”

Discuss patients’ role | 3 1 “Discussion re ownership of the
condition”

Self-management 2 1 “HOPE MS course supported by MS

support courses for Society and Coventry University”

patients

Mindfulness 2 0 “Mindfulness training”

Agenda setting 1 1 “we use the non-motor questionnaire
prior to appointment to help set
agenda”

Patient activation 1 1 “we are trialling the Patient Activation
Measure (PAM) tool to assess patients
who may benefit from self-
management.”

Health coaching 1 0 “We use health coaching”

Motivational 1 0 “Motivational Interviewing”

interviewing

Counselling 1 0 “counselling skills”

Exercise 0 1 “Facilitation to exercise in a self-
managed way”

Treating mental 0 1 “help with apathy and depression for

those who struggle most with self-
managed goals.”
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3.5.4.3 Do you have any suggestions for other training which might help you to
support self-management?
Nine free-text responses were provided in response to this question (all from the
MS survey). Two respondents suggested training within their own multi-disciplinary
team, and one respondent suggested each of the following: opportunities for local
networking, use of mobile technology, cognitive behavioural therapy, health
coaching, neuro-linguistic programming, mindfulness, psychological support,
strategies to deal with resistance and training to facilitate an MS specific patient

self-management course.

3.5.4.4 Are there any other barriers you have encountered to supporting self-
management?

There were 29 responses from the MS survey describing barriers to the provision of

SMS (see Table 3.6). Two respondents from the MS survey answered ‘no’ and one

said that not all the listed barriers were applicable. Eight free-text responses were

provided in the PD survey (two addressed more than one barrier).
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Table 3.6 Responses to the question: Are there any other barriers you have

encountered to supporting self-management?

Barriers described | n n responses | Example quotation
responses PD
MS
Patient level | Physical disability, 2 3 “depression and
barriers cognitive apathy make self-
(disease impairment, management
related) depression, apathy obstacles seem
larger to patients”
“Cognitive function
and mental capacity
are what limits self-
management”
Patient level | Patient 3 3 “Patients need time
barriers (not | expectations, lack to get used to the
necessarily of understanding concept and have
disease of the concept of successes for
related) SMS, patients do motivation.”
not follow through
with goals
Professional Confidence, skills, 3 2 “l worry about my
level understanding the patients’ ability to
concept, concerns self-manage, | would
about over- like to follow up or
burdening patients complete reviews,
my confidence would
grow with feedback
from patients
succeeding.”
Organisation | Time/workload, 13 2 “Limited time and
level record-keeping resources available.
practices, colleague It is probably not
perception of self- seen as a 'priority’
management, part of treatment
ethos of the service and so the
opportunity is
missed.”
Wider social | Influence of friends | 5 0 “Getting
factors and family, partners/spouses
resources available /carers to

in the community,
influence of
external agencies
(e.g. benefits
assessments)

understand the
importance of self-
management
/empowerment”
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3.6 Discussion

3.6.1 Discussion of key results

The survey achieved the core aim of describing health professionals’ experiences
and self-identified training needs in relation to SMS provision. Importantly, there
were very similar patterns in the responses from the MS and PD surveys, indicating
that both the challenges and the solutions may be the same in both settings, and
supporting the decision to study staff working across different PNCs as a group for

the later stages of the PhD.

Objective 1: Describe the characteristics of survey respondents (including level of

experience and previous training in SMS)

One hundred and eighty-six responses were received in total, mostly from staff with
nursing backgrounds, but with good representation from therapists in the MS
survey. Although an experienced cohort responded to the survey fewer than half
had received previous SMS training. Those who had received training had been
trained in a wide variety of different techniques, via methods including personal

study, postgraduate qualifications, conferences and workshop attendance.
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Objective 2: Describe health professionals’ current level of use of a set of self-

management supporting techniques

There was wide variation in the use of SMS techniques in routine practice (with
motivational interviewing, documenting a self-management plan and facilitating
reflection being the least frequently used, while shared decision making and
assessing capacity for self-management were reported to be used most frequently).
There were very similar patterns of technique use across both the MS and PD
surveys. The free-text comments highlighted some additional techniques
commonly being used to support self-management which were not included in my
shortlist of techniques including providing information, building patients’ skills (e.g.
running fatigue management courses) and helping patients to access other services
or sources of support. Specific SMS techniques that staff thought might also be
useful in addition to those listed included cognitive behavioural therapy,

mindfulness, using the patient activation measure, and health coaching.

The qualitative data indicated the broad and holistic view staff took in relation to
self-management and in particular the emphasis that they placed on support from
outside the healthcare system (e.g. from family or peers). The statistical analysis
found that increasing levels of experience were not associated with using SMS
techniques more often, suggesting that it should not be assumed that staff will
increase their support provision as time goes on. | also found that the relationship
between previous training and technique usage was only statistically significant for
motivational interviewing skills. This may be explained by the fact that motivational

interviewing is a very specific approach that staff without training would be unlikely
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to believe they undertook, whereas other techniques such as making an action plan
may be used by staff without any formal training. Untrained staff may only have a
limited understanding of some of the techniques which might have led them to
overestimate their current performance (Howard 1980). It may also be that the
survey was not specific enough to pick up an association between training and
subsequent practice as it did not ask participants to specify details of the type of
training undertaken, and the qualitative results have indicated a very wide variety

of training opportunities in relation to different aspects of SMS exist.

Objective 3: Describe the proportion of patients that health professionals believe

will benefit from the application of SMS techniques within routine appointments

The responses related to the proportion of patients thought likely to benefit from
each SMS technique are less discriminatory than other elements of the survey as
the majority of respondents felt that all or most of their patients would benefit
from each technique (ranging from 74% to 92% in the MS survey and 70% to 87.2%
in the PD survey). No association was demonstrated between previous training and
perceptions about the number of patients likely to benefit, suggesting that training
may not necessarily work by convincing participants of the benefit of using SMS
techniques. However, perceived benefit may have an important influence on how
often staff apply SMS techniques in practice as | found significant associations
between these factors for two techniques (structured problem solving and
psychological support). The results were also mixed regarding the relationship

between perceived benefit and future training interests (showing a relationship
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only for the technique of motivational interviewing) but require cautious
interpretation because very low numbers of respondents expressed no interest in

training or expected only a small proportion of patients to benefit.

Objective 4: Describe the self-management supporting techniques that health

professionals see as areas of most interest for future training

The priority topics for training were the same across both surveys. These seem to
fit with the concerns identified in earlier work that self-management could be seen
as too difficult for some patients (especially those who were struggling
psychologically), and that some patients were not ready or willing to take on a self-
management role (Davies et al. 2016). The techniques of assessing capacity to self-
manage, motivational interviewing and psychological support could all be seen as
ways to address patients’ readiness to self-manage. It appeared that effectively
addressing patient-level factors that might influence how ready a patient was to
take on a self-management role was a major concern for professionals working with
people with PNCs. The training interests listed in the free-text responses also
included topics relating to improving psychological wellbeing (e.g. mindfulness,
cognitive behavioural therapy). | did not find any statistically significant
relationship between how often a technique is currently used and whether staff see

the technique as a priority area for further training.
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Objective 5: Describe the barriers staff experience to providing SMS in routine

practice

Both the quantitative and qualitative results indicate that organisational constraints
are reported to have the biggest impact on staff trying to provide SMS. It is
therefore crucial that any interventions aiming to improve SMS provision are
tailored to the challenging work environment the respondents describe. A
perceived lack of training in specific SMS techniques was also reported as a barrier
by many staff. Staff who had received training were less likely to report that they
lacked training or that they were unsure about what SMS involved. Similarly, as
staff gained experience, they were less likely to see a lack of training as a barrier
and also reported that worrying about their patients bringing up difficult issues
affected them less frequently. Neither training nor experience made any difference
to how staff perceived organisational barriers to SMS provision. The qualitative
data described some condition-specific patient level barriers (e.g. apathy in

Parkinson’s) highlighting the challenging nature of SMS provision in this setting.

3.6.2 Strengths and Limitations

There were multiple sources of potential bias encountered at each stage of the
development, distribution and analysis of the survey which are briefly described

below.
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3.6.2.1 Survey design

No alternative single validated instrument was available for use to address all of my
objectives. Using a combination of validated instruments might have been an
option but this could have been more burdensome for participants and it would
have been more challenging to analyse the relationship between responses to

different surveys designed for different purposes.

| decided upon the content of the survey (particularly which techniques to include)
following a scoping of the literature. This may have been subject to a degree of
publication bias (only identifying skills commonly reported within the SMS
literature). There is also a risk that my own personal views of which techniques
were likely to be most relevant or successful influenced my choices of techniques
included. Although | performed a check of face validity (Burns et al. 2008) with
volunteers from the target staff groups during the pilot stage, more in depth testing
of content validity was not undertaken due to the time constraints within this phase
of the PhD. It is therefore expected that some important SMS techniques or
barriers to SMS provision have not been fully described. The inclusion of qualitative
responses did help to mitigate these issues by allowing for respondents to add their
own suggestions, while ensuring that the survey remained of a reasonable length to

facilitate completion.

To facilitate the online delivery of the survey, short descriptors of each technique
which could be easily read were chosen. Although some techniques were self-
explanatory (e.g. documenting a self-management plan), others, in particular

motivational interviewing, were difficult to describe concisely and there is a risk
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that respondents understood some of the techniques described differently to how |
might have intended. The patterns of responses did seem to suggest that the
survey had internal consistency (e.g. those who attended training were less likely to

report lack of training as a barrier).

3.6.2.2 Sample

The MS Trust keeps an up-to-date list of specialist nurses and therapists who work
with people with MS in the UK which provided access to a large number of target
participants. However, the list does rely on professionals having provided their
details to the MS Trust (meaning the list is likely to be populated by staff with a
special interest in MS). There is a range of other health professionals (including
inpatient and community nurses, neurologists, rehabilitation physicians,
geriatricians and general practitioners) also involved in the care of people with
PNCs whose views | have not explored. | used a personal contact to facilitate
distribution of the PD survey, who in turn used her own network to share details of
the survey. My distance from the distribution process made it more difficult to
understand who the survey might have reached and may partly explain the lower
response rate. Nonetheless the inclusion of the relatively smaller number of PD
responses has been very valuable because it allowed for comparison with the MS
data. It may be that another method of distribution (such as launching the survey
at a national conference or via alternative professional networks) could have
generated further responses. No detailed data were available from the distributing

organisations about the list membership which might have allowed the
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characteristics of responders to be compared with those of the cohort as a whole to

highlight any notable differences and under-represented groups.

3.6.2.3 Responses

Surveys in general risk non-response bias (Sax et al. 2003) and | am aware that the
results must be interpreted with caution as | have only captured the views of a
small proportion of the total population. In their literature review, Gould et al.
(2004) found that survey-based needs assessments varied very widely in their
response rates —between 21% and 100%. It is possible that those professionals
with most interest in supporting self-management completed the questionnaire
and, in this case, | may have over-estimated the appetite for training among
professionals. Alternatively, those who had difficulties or concerns with supporting
self-management may have been more motivated to respond, resulting in the
impression that self-management support is more troublesome than it actually is

for many professionals

The responses provided may have been biased for several reasons. Other studies
have shown that self-reported data on SMS provision may be unreliable and that
clinicians tend to describe the levels of SMS provision they provide differently
before and after training (with a tendency to over-estimate provision before
training) (Yank et al. 2013; Mudge et al. 2015). Over-reporting amongst untrained
professionals may have meant that my survey has underestimated the influence of
training. Responses may have also been biased by social desirability (Calsyn and

Winter 1999), with staff feeling that they should give responses that show their
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attitudes and behaviours regarding SMS in a positive light. Although | intentionally
did not provide definitions of SMS within the survey, respondents may have
inferred that the list of techniques provided was seen as best practice or expected
competencies. There is also a risk of bias due to acquiescence, when respondents
tend to answer questions affirmatively, regardless of their content (Calsyn and

Winter 1999).

3.6.2.4 Data analysis

Decisions | made during the data analysis process may have also biased the results.
For two of the survey questions, responses from the original five-point Likert-like
scales were grouped into two categories. Although this facilitated the
interpretation and presentation of the results, it is possible that if the results had

been grouped and presented differently, the findings could have changed.

| chose to focus on the hypothesis testing on four techniques in which participants
had expressed the greatest interest in receiving future training. It is possible that
focussing on another set of techniques might have generated a different set of
results so the statistical testing needs to be interpreted with caution as it may not

be generalisable across all SMS techniques.

No power calculations were undertaken to check whether the sample size was
adequate for hypothesis testing. This was because of the exploratory and untested
nature of the questionnaire instrument, and because hypothesis testing was a

secondary objective, with descriptive analysis being the main focus. The small
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sample size may have increased the risk of type Il error, and some of the null

hypotheses may have been accepted incorrectly.

3.6.2.5 Applying a realist lens

The survey was undertaken early in the PhD when | was in a theory generation
stage. The survey provided useful contextual data about the participants including
their level of experience, previous training specific to SMS and current ways of
working. If the survey had been planned with a realist lens, more free text
responses would have been included instead of the large number of fixed response
items. This would have provided richer data with potentially greater explanatory
power to identify descriptions of mechanisms at work, and to identify links between
elements of context, mechanism and outcome. However, the potential to gain
more explanatory data would have needed to be balanced against the greater time

investment required to analyse such data.

To further my theorising of how, when and for whom training interventions work it
would have been helpful to include more items directed at staff who had already

attended training. This could have helped to develop theories around how training
influences practice as well as helping to prioritise a specific intervention for further
evaluation during the second phase of the PhD. Had the survey been undertaken

later in the PhD, when | was more focussed on theory testing, questions could have
presented theories in development for participants to rate how well these reflected
their own experiences. A validated survey instrument could also have been used to

test for either specific mechanisms (e.g. improved self-efficacy) or specific
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outcomes (e.g. increased SMS provision) identified as parts of a theory in

development.

3.6.3 Findings in the context of the current literature

3.6.3.1 Use of self-management support techniques

It is difficult to compare the findings from my bespoke survey with those carried out
using other measures of SMS as each instrument includes different lists of SMS
techniques. However, broadly there are similarities between my survey findings
and existing work. For example, Kosmala-Anderson et al. (2010a) surveyed 213 UK
clinicians from a range of clinical backgrounds and found, as in my survey, that
there was no relationship between length of experience and reported use of SMS
techniques. The rates of self-reported SMS provision | found also seem broadly in
keeping with a large NHS England survey of 1759 clinicians where, for example,
over 70% of staff reported using agenda setting skills frequently (compared to 80%

of staff in my surveys) (NHS England 2015).

3.6.3.2 Attitudes/perceived benefits

The Clinician Support for Patient Activation Measure (CS-PAM, a validated measure
of clinicians’ beliefs about how important it is for patients to demonstrate a set of
self-management behaviours) (Hibbard et al. 2010) has been used by several
studies. Clinicians have been shown to most highly value patient behaviours

relating to following medical advice, while seeking information independently is
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least valued (Hibbard et al. 2010). Interestingly the combination of demographic
variables and clinician role was shown to account for only 4% of the variance in CS-
PAM scores in a large UK study (NHS England 2015). Multiple studies have shown
significant correlations between measures of clinicians’ belief in SMS and self-
reported SMS provision, showing that as belief in SMS increases, so does SMS
provision (NHS England 2015; Alvarez et al. 2016; van Hooft et al. 2016). My survey
only showed a relationship between current technique use and the proportion of
patients expected to benefit for two of the four techniques examined during the
hypothesis testing phase. This could represent a type 2 error. It is also possible
that for some techniques use was low for other reasons not associated with a lack
of belief in the potential benefit (e.g. a lack of previous training in motivational

interviewing).

3.6.3.3 The impact of self-management support training and future training needs
In keeping with my findings, staff in other surveys have also reported a need for
further education in SMS provision (NHS England 2015; van Hooft et al. 2016).
Priority training needs identified, in keeping with those raised by my respondents,
included communication skills, motivational interviewing, health coaching and
being able to assess and adapt to different patient activation levels. Two studies
(Kosmala-Anderson et al. 2010a; Kosmala-Anderson et al. 2010b) by the same team
found that staff performed more SMS practices following training, although one of
these demonstrated a ceiling effect in relation to elements of SMS which focus on

the provision of patient-centred care (Kosmala-Anderson et al. 2010a). Completing
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training was also found to increase confidence in ability to provide SMS (Kosmala-

Anderson et al. 2010b).

3.6.3.4 Barriers

Seven hundred respondents to an NHS England survey (2015) described barriers to
SMS provision in free text comments. Clinician level barriers were the least
frequently reported while most common barriers were patients’ abilities or
willingness to take a more active role in their care, insufficient local support
services and lack of time during consultations. Van Hooft et al. (2016) also found
that a lack of time was the most frequently reported barrier to SMS provision, and
that most of the barriers to SMS nurses described related to external factors (at

either the patient or organisational levels).

3.7 Implications and next steps

My survey achieved its main aim, providing useful information about the current
level of SMS provision, and describing the self-identified training needs of staff
working with people with PNCs. It has shown there is a clear appetite for training in
a wide variety of SMS techniques among staff working with people with PNCs
together with a belief that these techniques could help a large proportion of their
patients. It therefore supports the calls made by other authors to provide clinicians
with training in SMS techniques to increase their confidence in SMS provision

(Kosmala-Anderson et al. 2010a; van Hooft et al. 2016).
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It is also important that any future training takes into account the barriers to SMS
that staff report at the levels of the individual patient and the wider organisation.
The provision of SMS occurs in a context and these perceived contextual barriers
may influence the effectiveness of future interventions. Van Hooft and colleagues
(2016) suggest that learning from training may be inhibited when staff attribute
negative results to external factors beyond their control. They emphasise the
importance of including strategies for dealing with these external factors within any
training intervention. The level of concern about patient-level barriers to SMS
provision in particular is reflected in the priority training areas selected by staff in
my survey, many of which relate to assessing and improving patients’ readiness to

self-manage.

The findings from this early stage were taken forward to influence the chapters that
follow in several ways. Firstly, and perhaps most importantly, the survey provided
reassurance that health professional training in SMS was an important topic, and
that the ideas | developed during the work done prior to my PhD were worth
continuing to follow-up. Secondly, the survey findings relating to priority training
interests helped to inform the selection of a training intervention for evaluation in
the later stages of the PhD, a process described fully in Chapter 5. Finally, the
emerging survey findings aided the interpretation of the data generated by the
realist synthesis in Chapter 4. In particular, the barriers reported by survey
respondents helped me to remain aware of the significant influence of workplace
context, and how contextual barriers could overwhelm the intended impact of any
training interventions. The realist synthesis of the literature is now described in

detail in Chapter 4.
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4 Realist synthesis

4.1 Introduction

Training health professionals in SMS is a complex intervention, consisting of
multiple interacting components (Craig et al. 2008). Evidence related to training
and its implementation needs to be synthesised using an approach that
acknowledges this complexity. Chapter 1 briefly explored what is already known
about training health professionals to support self-management, identifying
heterogeneous outcomes from training interventions. A realist literature synthesis
uses a theory driven approach, informed by an acknowledgement that
interventions will operate differently when delivered into different contexts. |
planned to use this approach to synthesise the evidence about interventions which
aim to increase or improve the support for self-management provided by health
professionals working with people with PNCs. The synthesis described below was
used as the first step in starting to theorise these interventions. It addresses Thesis
Objective 2 (develop theories from current literature, with a focus on PNC settings,
about how training to support self-management works, for whom and in what

circumstances).

4.2 Methods

The review process is described here according to the six stages of realist synthesis

outlined by Pawson: identifying the review question, searching for primary studies,
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quality appraisal, extracting the data, synthesising the data and disseminating the
findings (Pawson 2006). Unlike a traditional systematic review, these stages
frequently overlap and occur in parallel due to the iterative nature of the realist
approach. Appendix D provides details of the review stages in detail and illustrates
the movement back and forth between the different stages over the course of the
review. The realist synthesis stage of the PhD was supported by a grant from the
Royal College of General Practitioners Scientific Foundation Board (Grant number
SFB 2015-18). This funding supported information specialist input into the search
strategy and dissemination of the findings (see Appendix A). The review protocol
was published (Davies et al. 2017) and extracts from the protocol are included in

the description of methods below.

4.2.1 Roles within the review process

| was responsible for each stage of the synthesis, supported with input from my
PhD supervisors (regular discussion about emerging findings) and a stakeholder
advisory group. Unlike a traditional systematic review, key stakeholders are
consulted throughout the realist synthesis process from refining the focus of the
review to challenging or validating emerging review findings (Rycroft-Malone et al.
2012). The stakeholder advisory group for this study included my PhD supervisory
team who are academics from health, social sciences and education, with interests
in self-management support and/or post-graduate health professional training.
Other members of the group were clinicians working with people with a PNC (MS

Specialist Nurse and Occupational Therapist), service users with PNCs, a researcher
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working for a SMS training provider, and third sector representation (MS Trust)
(Davies et al. 2017). Attendance at the advisory group meetings (three held over
the course of the synthesis) varied, with between seven and nine people attending
each meeting (with some additional input from members not able to attend on the

day via phone, email and face-to-face meeting).

4.2.2 Identifying the review question

An initial period of reading around the subject was undertaken which allowed key
recurring themes from the wider literature about SMS to be identified (Davies et al.
2017). The aim was to gain a broad overview of what was already understood
about the topic to take forward to the stakeholders to inform the development of
the review questions. This scoping stage involved informal searches of the
literature and identified papers from a range of clinical settings (including those
discussed in Section 3.4.1). In the literature relating to training health professionals
in SMS, specific SMS skills (and confidence in their use), perceptions of workplace fit
and belief in the concept of SMS itself all appeared to be influential factors.
Research exploring the implementation of SMS in practice identified issues that
included patient level barriers, the influence of health professional, local multi-
disciplinary team, and wider organisational characteristics (Wallace et al. 2012;

Newbronner et al. 2013; Harvey et al. 2015; Mudge et al. 2015).

The range of issues identified was presented at the initial stakeholder advisory
group in March 2016. Informed by the group’s discussion on priority areas, two key

review questions were formulated, with the overarching aim of improving
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understanding of the circumstances in which health professionals could implement
and sustain SMS. Therefore, the scope of the review was planned to include both
professionals’ experiences of receiving training in supporting self-management and
their experiences of applying their learning in clinical practice (Davies et al. 2017).
For each review question | developed one or more initial rough theories, based on
the early literature scoping and stakeholder input, which were used as a starting
point for further theory development. The role of these initial rough theories in the

later stages of the PhD is discussed in section 5.5.

The initial review questions chosen (Davies et al. 2017) were:

1. What is the influence of a shared concept of SMS within healthcare teams
caring for people with progressive neurological conditions and how can it be

achieved?

Three initial rough theories relating to this review question were drafted, focussing

on individual, team and organisational factors respectively.

i.) Health professionals who believe they already support self-management
effectively, or who feel uncomfortable with sharing responsibility are
unlikely to engage with training or change their practice. When training
interventions demonstrate how self-management support is different to
current practice and emphasises its benefits, professionals are more
likely to value training and try to integrate new skills into practice
(Davies et al. 2018).

ii.) Training in self-management support is most likely to be successful when
whole teams develop a shared understanding and work collaboratively
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to optimise support. This may be achieved via whole team training and
providing regular space to discuss self-management within the team.
Conversely staff who attend SMS training but return to work in an area
where there is little colleague support for the idea are unlikely to
continue to use and develop their skills (Davies et al. 2018).

jii.) If organisational priorities do not include self-management support, this
will be viewed as a low-priority activity and other activities may be
prioritised. Conversely if the organisation proactively supports SMS
provision (for example through the structure of appointments, providing
practitioners flexibility to adapt how they work, availability of clinical
supervision/ongoing training, and through the collection of feedback
about SMS), individual professionals will also value the activity more

(Davies et al. 2018).

2. What is known about how SMS can be successfully tailored for people with

progressive neurological conditions?

One further initial rough theory was developed in relation to this question. It was:

In the context of a complex caseload, when patients have multiple
interacting symptoms which make self-management a challenge,
professionals may feel that self-management is too burdensome. If
professionals are trained in specific skills that take into account these

complexities (e.g. how to tailor self-management support) they will be more
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likely to attempt self-management support within complex situations (Davies

etal 2018).

As the synthesis progressed, in order to keep the review manageable, it became
necessary to confine the scope to examining outcomes at the level of the health
professional only (and not any resultant outcomes on the patient, carer, or the
wider organisation). As the main aim of the synthesis was to understand how
professionals could best be trained and supported to provide SMS, examining
professional-level outcomes made sense as these are the most proximal outcomes
following interventions (and required before more distal patient and organisational
outcomes could be achieved). Patient and organisational factors were still
considered if they formed part of the context or the mechanism which resulted in a

clinician-level outcome.

4.2.3 Searching for primary studies

The PRISMA diagram below (Figure 4.1) summarises the search process. The
overlap in the searching, extraction and synthesis processes is illustrated in
Appendix D. The database search strategy was designed with input from an
information specialist. It used three search threads in combination: health
professional terms, self-management terms, and progressive neurological condition
terms (both relevant MESH headings and free text terms) (See Appendix E for
details of searches run). Search terms relating to self-management were informed
by terms used in previous systematic reviews (Taylor et al. 2014; Boger et al. 2015;
Mudge et al. 2015) and by terms under which existing known papers were indexed
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(for example (Yank et al. 2013)). At this stage the aim was to be as inclusive as
possible. Therefore, goal setting and health coaching terms were included as these
were seen to be important skills for facilitating self-management which might not
be indexed under the term self-management (Davies et al. 2017). The use of a
fourth thread including training and education terms was piloted, but relevant
papers relating to implementation were not identified, so this thread was not used

in the searches (Davies et al. 2017).

The initial search was developed for Medline via Ovid and then adapted for other
databases (EMBASE, Cochrane Library, CINAHL, PEDro, ERIC and PsycInfo). The
search was limited to English language papers (due to resource constraints) and to
papers published in the last 20 years (as the concept of SMS is relatively recent)
(Davies et al. 2017). Following a particularly high recall from a search engine
previously found to have a low specificity in relation to this topic (EMBASE) (Taylor
et al. 2014), additional limitations were placed on the search to ensure only the
most relevant papers were retained (non-OECD countries, children, palliative care
and diagnosis related studies were excluded) (Davies et al. 2017). Initial searches
were performed in April - May 2016. A further search of the CINAHL database was
performed in December 2016 when the original search terms were reviewed and

noted to be missing some free-text terms which might help yield additional results.
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Records identified through
database searching (Medline
EMBASE, PsycINFO, CINAHL, ERIC,
PEDro, Cochrane Library trials)
(n=7047)

\4

Records after duplicates removed
(n=5230)

|

Records screened
(n=5230)

A 4

Full-text articles screened

Records excluded at title
(n=4088)

Full-text articles excluded

based on abstract ranking
(n=178)

A

Articles included from
initial search
(n=21)

<
<

A\ 4

(n=57)

h 4

Studies contributing data
to develop review theories
(n=44)

Additional records for inclusion
identified through other routes
(n=23)

Another review = 7 papers
Backward citation tracking = 4
Forward citation tracking = 3
Grey literature searches = 3
Table of Contents Searching = 2
Scoping phase =3

Advisory group member =1

Figure 4.1 Sources of studies included in the review (Davies et al. 2018)
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Reference lists of included papers were examined to identify additional relevant
papers and Google Scholar was used to identify forward citations of the included
papers. Table of Contents searching was also undertaken to supplement these
searches. A review of the journals which had published papers in the synthesis
(performed at the point when 39 papers had been included) showed that one
journal (Disability and Rehabilitation) had published a significant proportion of the
included papers (8 papers), compared to other journals. Therefore, all titles from
this publication were screened going back three years, with an additional within
journal search for key terms relating to the review going back a further five years.
Papers were also sourced from those already identified in the scoping stage and
advisory group member recommendation. A systematic review identified in the
scoping stage (Mudge et al. 2015) provided additional papers for inclusion. The last
searches were undertaken in January 2017 to identify any grey literature not
already located using the database OpenGrey, Google Scholar and key websites

(Health Foundation, King’s Fund, PNC charities).

An abstract screening tool was developed and tested in collaboration with a
supervisor (See Appendix F). The tool ranked papers on a four-point scale based on
their likely relevance to either of the review questions. In brief, abstracts that both
related to a PNC and to health professionals’ experiences of training in or
implementation of SMS were prioritised. Papers not specific to PNCs were ranked
lower, and those where professional involvement in SMS was unclear were ranked
as least likely to be relevant. Although the tool provided basic guidance on the
likely relevance of papers for inclusion, | also used my judgement to ensure that

potentially highly relevant papers were not deprioritised because they did not meet
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pre-defined rigid criteria. This application of researcher judgement is a key element
of the realist approach to literature review which differs significantly from
traditional systematic review (Pawson 2006). The full text of all papers ranked of
the highest relevance were sourced and assessed for potential inclusion. The most
relevant of the papers ranked in category 2 (second most relevant) were also

sourced, and those ranked lower were not taken forward for full-text screening.

A clear audit trail of the source of included papers was maintained. It is suggested
that realist reviewers consider further searching in the later stages of the review
informed by the improved understanding of the review topic (The RAMESES Project
2014). Further searches were not undertaken for this review. The comprehensive
nature of the initial search strategy meant that it was likely that a large number of
papers relevant to the context of interest should have already been located. The
aim of this synthesis was to explore how the intervention (self-management
support training) operated in practice in the setting of interest (Pawson 2006).
There was the risk the review could have become unmanageable very quickly if
further data had been sought from other settings. During the process of
undertaking the review it became clear that context-specific data were fairly limited
and that the review was likely to be very useful for theory generation but
potentially less reliable for theory testing. The later stages of the PhD were
planned to offer further opportunities to test and refine the theories derived from

the synthesis.
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4.2.4 Appraisal of identified studies

Realist reviewers do not generally rely on traditional quality assessment tools, but
instead make judgements on each piece of included evidence based on both
relevance and rigour (Pawson 2006). All titles were initially screened for basic
relevance. Titles that were obviously irrelevant were excluded as were those that
focussed predominantly on: paediatric patients, carers or families, nursing
homes/managed care settings, diagnostic or end-of-life periods, epidemiology,

imaging or testing, measurement instruments, and specific treatments or devices.

At the full text screening stage, prior to data extraction a judgement was made
about whether the paper provided information relevant to the research questions.
Reasons for exclusion on the basis of relevance were recorded (Davies et al. 2017).
Judgements about relevance were influence by the stage of the synthesis at which
the paper was reviewed as my ideas about relevance naturally developed over time
as the theories became more refined, and gaps in the evidence base became more
obvious. Some papers may only have been identified as relevant later in the review
process because | had become sensitised to important new issues during the course
of the review, informed by the application of formal theory. Similarly, some papers
which were seen as highly relevant when located early in the review process might
not have been taken forward if identified later because data saturation in an area
had already been reached, so at the point of reading the study would not have
offered new relevant information. The assessment of rigour was an ongoing
process throughout the data extraction and synthesis phases (Davies et al. 2017).

Critical reflection on all evidence contributing to the synthesis was used to try to
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safeguard the inferences made on the basis of individual extracts by ensuring that

they were used appropriately (Pawson 2006).

4.2.5 Data extraction and data synthesis

A core set of descriptors for each study was collected including identifiers (author,
title, year), type of data (primary research evidence, opinion piece) patient group
details, staff group details, brief description of intervention, relationship with other
studies included in the review, and setting (country and healthcare setting) (Davies
et al. 2017). Initially, papers were read and explanatory accounts which provided
information about context, mechanism or outcome patterns were formulated as
“If-Then” statements. An example was: “If self-management is not valued by
colleagues Then staff will feel discouraged from applying training in practice”

(Davies et al. 2017). The source of each If-Then statement was recorded.

This approach was successfully used by another realist synthesis project which
aimed to inform future training design (Pearson et al. 2015). Generating If-Then
statements rather than Context-Mechanism-Outcome configurations had the
advantages of being an accessible way of starting to extract data with a ‘realist lens’
and providing a practical way for partial knowledge to accrue through the review
process (Pearson et al. 2015, Davies et al 2017). Although the “If-Then” statements
did not always contain each element of context, mechanism, and outcome, the
partial information provided was still informative for the synthesis. As the review

progressed the data extraction process became more focussed on data which could
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help to refine the key theories of interest, rather than continuing to extract data to

develop new unrelated theories.

A similar approach to that described by Pearson et al. (2015) was used to
consolidate multiple If-Then statements into CMO configurations. The overlapping
extraction and synthesis processes are described in Appendix D. Initially,
apparently linked statements were grouped together. The grouped statements
were read and re-read and used to formulate a refined account in the format of a
theory which comprised one or more CMO configurations. A worked example of

this process is shown in Box 4.1.

A ‘node’ in the analysis software NVivo 11 (QSR International) was created for each
proposed review theory and the original data that were used to derive the
constituent If-Then statements were coded under this node. This allowed direct
reference to the original data to help ensure that the developing theories continued
to accurately reflect the source material. Later in the data extraction process, when
the synthesis was already well progressed, it became unnecessary to use “If-then”
configurations and instead data were extracted and coded directly under the theory
nodes. To facilitate thinking about CMO configurations, data relating to each
developing theory were then tabulated under the headings of Mechanism
(resource), Enabling context, Inhibitory Context, Mechanism (reasoning) and

Outcome.
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Box 4.1 A worked example of how several explanatory accounts were consolidated
into one (adapted from Davies et al. 2018)

Original data extract: “both physical therapists perceived the possibility of
resistance by health services to incorporate the philosophy of the Blue
Prescription approach because, in their opinion, current services tend to be
aimed at remediation of an incident (e.g., provision of rehabilitation after a fall),
with the intent being discharge of a patient once the incident has been
resolved.”(Mulligan et al. 2013, p.55)

If-Then statement generated:

“IF a service focusses its efforts on treating acute events and then discharging
patients THEN a health promoting self-management approach is unlikely to be
accepted”

Other overlapping If-Then statements generated:

“IF professionals work in a time pressured environment THEN institutional needs
will tend to take priority and guide the therapeutic agenda over the
needs/preferences of an individual”

“If professionals try to take time to implement SMS in a team where others are
not doing so THEN they may feel that others do not value the time they spend on
the activity and perceive them as 'not pulling their weight"”

Contributing to final refined C-M-O:

Organisational context (both at a high level and within local teams) (C) influences
whether clinicians perceive SMS as something that they can and should integrate
into their current role (Mreason) leading to variable application of SMS (O)
among trained staff (Mresource).

Although | undertook the majority of the synthesis process myself, several
techniques were used to add rigour to the process. This included a member of the
supervisory team extracting data from four papers which allowed the working
theories to be further developed and refined following discussion. This step was
undertaken once | had developed most of my theories, to allow my developing
assumptions to be challenged. The developing theories were also discussed at two
stakeholder advisory group meetings (once early in the synthesis process and once

towards the end to confirm the proposed CMO configurations).
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The stakeholder group helped to prioritise which of the developing theories were
likely to be critical to pursue and which were likely to be of less immediate
relevance. The developing theories were also the main subject of discussion during
the key informant interviews described below. The data extraction tables were
annotated with any additional ideas generated by the key informant interviews or
the advisory group meetings so that data from all sources could be considered
when compiling the final summary of results. This triangulation of data sources
helped to develop and corroborate the interpretation of the data (Mays and Pope

2000).

During the synthesis phase it was necessary to prioritise certain theories for
continued exploration while others were not taken forward. Weiss (2000) suggests
evaluators should prioritise the programme theories which are most central to the
success of the intervention, appear plausible, fit with the ideas of the key
stakeholders and test critical assumptions about the manner in which the
intervention works. Ideas about the centrality of certain theories were informed by
literature identified during the scoping stage (Lloyd et al. 2013; Kennedy et al.
2014b) together with the application of formal theory which highlighted important
implementation chains. The stakeholder advisory group provided input on their
ideas about the most important theories. Close attention was paid to the level of
evidence contributing to each developing theory and a clear audit trail was
maintained to ensure the plausibility of the theories developed. Significant

attention was also paid to the context in which the contributing data were
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gathered. Some theories were derived with only limited evidence direct from the
PNC setting. Transparent reporting about the source data for each theory allows

the reader to judge my assumptions about relevance to the PNC setting.

4.2.6 Disseminating the findings

The protocol for the review was registered on PROSPERO (Registration Number
CRD42016035596) and subsequently published (Davies et al. 2017) (see Appendix
A). A paper based on the results was also accepted for publication (Davies et al.

2018) (see Appendix A).

4.3 Key informant interviews

4.3.1 Rationale for using interviews

Three different groups have been recognised to bring differing and useful
perspectives which can inform the development of realist programme theory.
Firstly, the subjects of an intervention (in this case trained health professionals) are
likely to be able to be able to describe how the intervention worked for them
(mechanisms), though they may be less aware of outcome patterns or contextual
constraints (Pawson and Tilley 1997). In this synthesis, data about the experiences
of intervention subjects came from the included papers. Secondly, programme
evaluators are thought to bring awareness of how previous interventions have
worked, and have knowledge of existing theories (Pawson and Tilley 1997).
Evaluator perspectives for the synthesis were gained from both the discussion
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sections of the included papers and also from members of the advisory group who
had been involved in health professional training in the past. Finally, staff involved
in intervention delivery are recognised to have a unique position which allows them
to have a good understanding of mechanisms, while also gaining insights into
contextual influences and outcome patterns (Pawson and Tilley 1997). Only one
member of the advisory group had experience of delivering training specifically on
the subject of self-management support. As research literature tends to focus on
reporting participants’ experiences and researchers’ interpretations of these, there

was a risk that the trainer perspective would not be fully represented.

To address this gap, key informant interviews were planned. The aim was to gain
input from individuals with experience of training health professionals using a
variety of different approaches, all of which related to supporting self-management
in some way. Unlike in other approaches which use interviews, in a realist
approach the main subject matter of the interview is the researcher’s theory, and
the role of the interviewees is to confirm, falsify, expand upon and refine the
theories discussed (Pawson and Tilley 1997). Realist interviews are recognised to
have differing purposes, depending on the stage of the project at which they take
place (Pawson and Tilley 1997; Manzano 2016). The interviews were performed
between the second and third advisory group meetings while the process of data
searching, extraction, and synthesis was still ongoing. This allowed the working
theories to be tested, and for important gaps identified by the key informants to

influence the direction of the ongoing review.
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4.3.2 Sampling

The aim was to interview individuals from a range of different backgrounds, with
experience in delivering different types of training that promote self-management
support. It was expected that a small number of interviews (estimated 4-6) would
be sufficient as these interviews were expected to be information rich (Emmel
2013) and so have significant ‘information power’ (Malterud et al. 2016). When
participants hold characteristics highly specific to the study aims and are
interviewed by an interviewer with significant knowledge of the subject, the quality
of the data gathered is likely to be higher, meaning a smaller sample is required

(Malterud et al. 2016).

This number of interviews was practical to undertake alongside the synthesis,
within the time available. In addition, there was no aim to reach theoretical
saturation using the interview data alone, as the interview data would be
integrated with the literature contributing to the synthesis. A convenience
sampling approach was used initially. Seven participants were invited by email and
the five participants who responded were interviewed. Two interviewees were
contacts | made during the course of the project, one was recommended by a
member of the stakeholder group, one via a direct approach to her employing
training provider and one was recommended by another interviewee. Three
interviewees were health professionals (specialist nurse, psychologist and
occupational therapist) and two were lay trainers on SMS courses. The health

professionals interviewed had varying levels of experience in training provision

132



4.3.3 Preparation of the interview guide

A topic guide was prepared consisting of core questions about training provision,
and supplementary prompts which focussed on the related theories in
development. The interview guide is provided in Appendix G. The core questions
focussed on training content, training process, implementation facilitators and
barriers, and perceived training outcomes. Early developing theories informed the
prompts. Theories were explored in differing levels of depth across the interviews
depending on the level experience of the interviewees and my developing ideas at
the time of the interview. Additional follow-up questions were used to gather
further details if unanticipated relevant issues are brought up by the participant

during the course of the conversation (Manzano 2016).

4.3.4 Ethics

Ethical approval for the key informant interviews was obtained from Cardiff
University School of Medicine Research Ethics Committee (SMREC Ref 16/46) (see
Appendix G). All participants provided verbal consent using a recorded telephone

consent procedure before the interview.

4.3.5 Results

The interviews lasted between 28 and 42 minutes. The interviews were audio-

recorded and transcribed verbatim. The transcripts were imported into the
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gualitative analysis software NVivo 11 (QSR International) for analysis alongside the

data extracted for the synthesis.

4.3.6 Using the findings

The interview transcripts were analysed using both a deductive approach (by
comparing the data with the theories generated during the literature review) and
an inductive approach (searching for new theories arising from the data itself).
Data that related to existing programme theories were coded in NVivo to the
existing programme theory node. A ‘memo’ of important insights not relating to
existing theories was created and referred back to during the synthesis process,
informing the way in which the literature was viewed. The interview findings are
presented below, alongside the literature review findings, reflecting the ways in

which they were used.

4.4 Included studies

Forty-four original research articles contributed data to the synthesis (Davies et al.
2018) (see Table 4.1). Towards the end of the review process it was recognised that
although new papers were being identified, the data which they provided acted to
support the theories already described rather than add further refinement. These
papers were seen as providing evidence that theoretical saturation of some
concepts was beginning to emerge (Pawson 2006). At this stage, supporting data

that provided no additional insights were not extracted, but details of the papers
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providing support were recorded (see Appendix H). Table 4.1 also shows which of
the seven review theories each paper provided evidence for. The theories

generated from the review which are described in Section 4.6 are shown in Box 4.2.
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Table 4.1 Papers included in the synthesis (from Davies et al. 2018)

First author | Title Country Data collection Context in Participants Self-management support | Contributed
approach relation to intervention (If any) to theory
PNCs number

Annesley A qualitative study of policy | UK PhD thesis including Other 11 policymakers Government-backed policy | 1,5,6,7
(2015) and action: How the Scottish policy document review, | LTC/LTCsin 20 policy document on self-

Government has qualitative interviews general implementers management support

implemented self- and observations of (both groups

management support for meetings included managers

people with long-term and clinical staff)

conditions
Barnard Strategies used in the UK Recordings of goal Includes 6 patients and the Goal setting information 5,6
(2010) pursuit of achievability setting meetings for PNCs team of HCPs pack for patients,

during goal setting in conversation analysis involved in their keyworker meetings

rehabilitation treatment during inpatient stay
Boscart A communication Canada Audio-recordings of Other 27 patients and 24 3-hour nurse training 3
(2009) intervention for nursing consultations before and | LTC/LTCs in nurses pre- based on solution

staff in chronic care after a nurse training general intervention; 20 focussed brief therapy.

intervention patients and 21
nurses post-
intervention

Bright (2012) | Implementing a client- New Co-autoethnography Other 3 clinical Goal setting intervention 5,6

centred approach in Zealand neurological | researchers as part of an RCT

rehabilitation: an condition

autoethnography
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Conneeley Interdisciplinary UK Qualitative interviews Includes 18 patients and Goal planning process co- 6,7
(2004) collaborative goal planning PNCs their 18 ‘significant | ordinated by a keyworker
in a post-acute neurological others’
setting: A qualitative study
Connolly The Impact of the SAGE & UK Pre- and post- training Not 173 HCPs attending | 3 hours communication 2,6
(2014) THYME Foundation Level questionnaires, sub- specified training (not all skills training for HCPs in
Workshop on Factors groups had additional participants using a structured
Influencing Communication follow-up questionnaires completed all approach
Skills in Health Care or video recording o assessments)
Professionals...Setting, Ask, consultations
Gather, Empathy... Talk,
Help, You, Me, End
Cope (2012) | Perceptions of Chronic Australia Online survey Other 34 nurses, 30 other | n/a 2,3,6,7
Disease Self-Management in Qualitative interviews LTC/LTCs in HCPs completed
rural primary health care general survey
and implications for routine
clinical practice: a mixed 7 nurses
methods study interviewed
Daley (2015) | Qualitative evaluation of UK Qualitative interviews PNC only 10 patients, 6 7-week programme of 7
adherence therapy in Spouses or carers. adherence therapy as part
Parkinson’s disease: A of a clinical trial
multidirectional model
Deane (2003) | A Delphi survey of best UK Delphi survey PNC only 150 occupational n/a 2,6,7
practice occupational therapists
therapy for Parkinson's (completing both
disease in the United rounds)
Kingdom
Duggan Reflection as a means to Canada Seven discussion Not 4 Occupational n/a 3
(2005) foster client-centred meetings using an action | specified therapists

practice

research approach.
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Frich (2014) | Participants', caregivers', Norway Qualitative interviews PNC Only 11 patients Residential rehabilitation 7
and professionals' and focus groups 9 carers (3 stays over 1 year)
experiences with a group- 15 HCPs
based rehabilitation
program for Huntington's
disease: a qualitative study

Gregory Improving sleep UK Post training evaluation PNC only 38 HCPs Three-day staff training 2

(2012) management in people with questionnaires and semi- (patient course on sleep
Parkinson's structured interviews questionnaires and | management

interviews also
undertaken —
numbers not
stated)

Holliday Goal setting in neurological UK Focus group study Includes 28 patients Two different approaches | 6

(2007) rehabilitation: Patients' PNCs to goal setting
perspectives (participants one of the

two different approaches)

Holloway Traversing the network: a UK Qualitative interviews PNC only 22 patients Resources for patients: 1,6,7

(2006) user-led Care Pathway 1 neurologist Information pack,
approach to the 1 specialist nurse problems/needs forms,
management of Parkinson's clinic summaries and
disease in the community service record sheets

Hunt (2015) | Elucidating a Goal-Setting Canada Qualitative interviews Other 13 Occupational Routine goal setting 5,6,7
Continuum in Brain Injury neurological | therapists practices
Rehabilitation condition
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Hutchings Partnership in education: An | Canada Description of PNC only HCPs (numbers not | ‘In-service’ training session | 4
(1999) example of a Client and educational intervention specified) on implications of MS, co-
Educator Collaboration delivered by a person with
MS
Jones Getting the Balance UK Analysis of HCP case Other 60 HCPs Two-day staff training in 2,6,7
(2013a) between Encouragement reflections completed neurological ‘Bridges’ stroke self-
and Taking Over’ — post-training condition management programme
Reflections on Using a New
Stroke Self-Management
Programme
Kennedy Training professionals to UK Post-training Other 24 staff trained and | Part of an RCT. Two hours | 3
(2005) engage with and promote guestionnaires LTC/LTCs in completed of training including
self-management general questionnaires demonstration video, role-
Qualitative interviews play and feedback. Use of
(as part of a larger RCT) Interviews: 11 patient information
consultants guidebooks and written
28 patients self-management plans.
Kersten Bridging the goal intention- | New Qualitative interviews Includes PNC | 10 intervention and | Pilot study — goal setting 2,4
(2015) action gap in rehabilitation: | Zealand and focus groups, 10 control patients | only (control) compared to
a study of if-then questionnaires, (not every patient goal setting augmented
implementation intentions functional performance completed every with ‘if-then’ plans
in neurorehabilitation measures. measure),
4 study
physiotherapists.
Kopke (2012) | Implementation of a patient | Germany Questionnaires for PNC only 31 HCPs One day of training for 1

education program on
multiple sclerosis relapse
management

trained HCPs and
patients

261 patients

health professionals who
went on to provide a 4hr
educational session to
patients
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Kulnik (2017) | Implementing an UK Training participant Other 92 staff attended ‘Bridges’ self-management | 3,5,6,7
interprofessional model of guestionnaires, written LTC/LTCs in training (not all training for staff — 3x 3-
self-management support case reflections and general completed all hour face to face sessions
across a community group discussions. measures)
workforce: A mixed- Patient questionnaires 10 patients
methods evaluation study and interviews.

Lake (2010) Seeking the views of health Australia Qualitative interviews Other 31 HCPs n/a 7
professionals on translating LTC/LTCs in
chronic disease self- general
management models into
practice

McPherson A pilot study of self- New Qualitative interviews, Other 22 intervention Participating staff 1,3,6

(2009) regulation informed goal Zealand focus groups and neurological | group patients and | randomised to provide
setting in people with observations. condition 12 usual care goal management training,
traumatic brain injury Questionnaires relating patients. identity orientated

to goal attainment for 11 clinicians training or usual care. Staff

patients. received 3 training
sessions about study and
intervention provision.

Mikkonen Health care professionals' Finland Analysis of written Not stated 14 HCPs One component of a larger | 2,3

(2012) views about supporting assignments submitted online study module
patients' self-management as part of an online (400hrs) for HCPs related

education course specifically to patient
education and counselling

Mudge (2014)| Are physiotherapists New Co-autoethnography Other 2 physiotherapists 2-day HCP training course | 2,6
comfortable with person- Zealand neurological in activity coaching
centred practice? An condition

autoethnographic insight
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Mulligan Combining self-help and New Qualitative interviews, PNC only 27 patients Feasibility trial of 2,3,5,7

(2013) professional help to Zealand clinical notes review, 2 physiotherapists collaborative approach to
minimize barriers to physical advisory group meeting promote community
activity in persons with notes physical activity based on
multiple sclerosis: a trial of motivational interviewing.
the "Blue Prescription" Therapist training not
approach in New Zealand described.

Newbronner | Sustaining and spreading UK Qualitative interviews, Other 7 NHS Trusts Practitioner Development | 2,5,6

(2013) self-management support discussion groups, LTC/LTCs in involved in earlier Programme for clinicians
Lessons from Co-creating workshops, surveys, general self-management (varied from basic 2-hour
Health phase 2 review of documents. support initiative. training to 1 % days

Evaluation at both course) Self-management
trust and programme for patients
programme level. (5-7 weeks) — both
adapted to local
requirements.
Centrally led service
improvement programme.

Norris (2014) | From dictatorship to a UK Qualitative interviews Other 7 Physiotherapists Staff trained in 7
reluctant democracy: stroke neurological | 4 Occupational professionally facilitated
therapists talking about self- condition Therapists self-management
management approach specific for

stroke patients

Peng (2014) | Self-management goal Canada Retrospective medical Includes 296 care home Staff trainingin a 5,6,7

setting: Identifying the records review PNCs clients structured goal setting

practice patterns of
community based physical
therapists

approach with an
emphasis on self-
management (no further
details)
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Pill (1999) Can nurses learn to let go? UK Qualitative interviews Other 18 practice nurses Staff received at least 3 2,6
Issues arising from an Observations LTC/LTCs in hours of training in use of
intervention designed to general illustrated agenda setting
improve patients’ chart, Training included
involvement in their own discussion, demonstration
care and role-play

Portillo (2009) Evaluation of a nurse-led Spain Qualitative interviews, Includes 27 nurses 4 education sessions for 2,4
social rehabilitation observations, PNCs 18 patients and 19 nurses on social care and
programme for neurological questionnaires. relatives social rehabilitation.
patients and carers: an Action research (plus 17 patients Computerised checklist for
action research study approach. and 16 relatives in use in daily care. Patient

control group) education materials.

Robinson Transforming clinical Australia Recorded monthly group | Other 21 community Staff workshop including 3,4

(2008) practice amongst feedback meetings. LTC/LTCs in health nurses training on motivational
community nurses: Action research general interviewing, telephone
mentoring for COPD patient approach. coaching and
self-management teambuilding.

Roy (2011) Partnering in primary care in | New Qualitative interviews Other Interviews = 11 HCP training in Flinders 5
New Zealand: clients’ and Zealand Focus groups LTC/LTCs in patients, 4 nurses Program™ of self-
nurses’ experience of the Web-based survey general Focus groups= 13 management support
Flinders Program™ in the nurses (including structured
management of long-term Web-survey= 355 assessment, collaborative
conditions trained staff problem identification,

goal setting and care plan
development)

Satink Self-management: Netherlands| Focus groups Other 20 occupational n/a 2,3,6,7

(2015) challenges for allied neurological | therapists
healthcare professionals in condition 4 physiotherapists

stroke rehabilitation - a
focus group study

3 speech therapists
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Sixsmith Implementing the National UK Qualitative interviews Includes 50 patients National Service 5
(2014) Service Framework for long PNCs 15 HCPs Framework for long-term
term neurological 15 social care neurological conditions
conditions: service user and professionals
service provider experiences 15 3™ sector
employees
Smith (2013) | Healthcare provider beliefs New Qualitative interviews, PNC only 6 physiotherapists N/A 2,5,7
about exercise and fatigue Zealand focus groups 3 Occupational
in people with multiple therapists
sclerosis 3 neurologists
3 charity staff
Solvang Professional roles in Norway Focus groups Other 12 Physiotherapists | N/A 4,6,7
(2016) physiotherapy practice: LTC/LTCs in
Educating for self- general
management, relational
matching, and coaching for
everyday life
Speelman Evaluation of Netherlands| Qualitative interviews, PNC only 116 Part of an RCT. 3 2
(2014) implementation of the questionnaires physiotherapists in | educational sessions for

ParkFit program: A multi-
faceted intervention aimed
to promote physical activity
in patients with Parkinson’s
Disease

trial. 113
completed
interviews. 108
completed
guestionnaire.
225 patients
completed
guestionnaire.

study staff including
behaviour change theory,
coaching strategies, and
goal setting. Use of activity
monitors, workbooks,
logbooks and contracts.
Refresher session at 1
year.
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Stretton Activity coaching to improve | New Qualitative interviews Other 5 physiotherapists 1 session of activity 3,4,7
(2013) walking is liked by Zealand neurological | 5 patients coaching with two
rehabilitation patients but condition telephone follow-ups.
physiotherapists have Coaching delivered by
concerns: a qualitative study trained research
physiotherapist and
observed by usual treating
physiotherapists who
were interviewed.
Van De Goal setting in neurological UK Focus groups Includes 4 Occupational Staff involved in clinical 2,3,6,7
Weyer (2010) | rehabilitation: staff PNCs therapists (+1 trial with 2 different goal
perspectives student) setting approaches.
4 physiotherapists Increased participation
3 nurses approach included use of
2 Speech Therapists | keyworker meetings and
1 Doctor use of a booklet.
Wallace Co-creating health: UK Qualitative interviews Other Evaluation across 8 | Advanced Development 2,5,6
(2012) Evaluation of the first phase Observations LTC/LTCs in participating NHS Programme for Clinicians
Surveys general sites. (3x 4-hour group
Health outcome data 465 clinicians workshops in SMS
Document analysis completed training. | techniques)
1-day service
improvement workshop
Alongside patient Self-
management Programme
(7x 3hour group sessions)
Wilson (2009)| Effectiveness of UK Questionnaires Other 78 HCPs 3 hours neurodisability 4
neurodisability simulation neurological simulation training, made
training for NHS staff condition up of seven different

working in brain injury
rehabilitation

‘stations’ simulating
different problems.
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30 participated in
focus groups.

Wilson (2010)| Self-management and self- UK PhD thesis including PNC only Focus group with 9 n/a 3,5,6,7
efficacy across the multiple focus groups and HCPs
sclerosis journey interviews with HCPS Supplementary HCP
and a longitudinal study interviews (number
of patients and carers unconfirmed)
6 patients
6 carers
Yank (2013) | Web-based self- USA Focus groups Other 57 primary care 4 one-hour webinars on 2,4,6
management support Questionnaires LTC/LTCs in HCPs received the topic of self-
training for health general training. management delivered
professionals: a pilot study 37 completed weekly with homework
survey exercises in between

Abbreviations : HCPs = healthcare professionals, LTCs= long-term conditions, PNCs= progressive neurological conditions, RCT= randomised controlled trial, SMS= self-
management support

Box 4.2 Seven theories generated from the review

Review Theory 1 — Evidence
Review Theory 2 — Knowledge, skills, confidence and self-efficacy
Review Theory 3 — Reflection
Review Theory 4 — Empathy
Review Theory 5 — Team and organisational support
Review Theory 6 — Redefining professional role
Review Theory 7 — Picking the right patient
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4.5 The role of existing formal theory

4.5.1 Why apply formal theory?

The final step of the realist review process involves trying to make sense of the
pattern of findings, most commonly by using existing formal theories (Wong et al.
2013b). Existing theories may be explanatory theories (explaining why behaviours
occur) or change theories (emphasising how change happens), or may fulfil both
purposes (Glanz and Bishop 2010). These theories are ‘middle-range’ in nature
(Merton 1967) and so operate at a level of abstraction above the theories

developed in the review.

4.5.2 How formal theories were identified

A number of formal theories already known to myself and my supervisors were
thought to be potentially relevant to the review (for example Diffusion of
Innovations and Normalisation Process Theory) (Rogers 2003; May and Finch 2009).
Concerns have been raised that drawing on the expertise of the review team may
lead to a disproportionate reliance on theories already known to the team (Booth
and Carroll 2015). Other relevant theories were identified through citations by the
included studies. Using only the theories described in included studies relies on the
authors having both identified and reported on potential connections between
theory and practice (Booth and Carroll 2015). To address these concerns about
methods of theory identification a further targeted search for theories was
undertaken using Google Scholar (see Box 4.3). Google Scholar is particularly suited

to searching for theory because it searches within full texts where available, rather
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than being confined to keyword searching within titles and abstracts (Booth and

Carroll 2015), thus increasing the likelihood of identifying theory which often may

not be mentioned within titles and abstracts.

Box 4.3 Google Scholar Search run 16/8/16

"doctors" OR "clinicians")

("logic model" OR "theory of change" OR "theory of action" OR "outcomes chain"
OR "program * theory" OR "program * logic" OR "logical framework") AND "self
management support” AND ("nurses" OR "therapists" OR "physicians" OR

The theories considered in detail as potentially relevant to the review are detailed

in Table 4.2.

Table 4.2 Relevant formal theories considered (with sources)

Theory Already Cited by Google Reading
known to papers Scholar around
supervisory  included searchfor the
team theory subject
COM-B Model/ Behaviour change v
wheel (Michie et al. 2011)
Self-efficacy (Bandura 1977) Y Y
Social learning theory (Bandura v
and Walters 1977)
Transtheoretical model of change
. Y Y
(Prochaska and DiClemente 1983)
Adult learning theory (Knowles et v v
al. 2005)
Normalisation Process Theory
. Y Y
(May and Finch 2009)
Diffusion of Innovations (Rogers v v
2003)
Transformative learning theory v v
(Mezirow 2000)
PARiHS framework (Kitson et al. v v v
2008)
Implementation of Innovations v

framework (Chaudoir et al. 2013)

Technology Acceptance Model
(Venkatesh and Bala 2008)
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4.5.3 Formal theories applied

Three of the identified theories (Normalisation Process Theory, Transformative
learning theory and Technology Acceptance Model 3) drawn from different
domains (implementation science, adult education and information technology)
were identified as being particularly relevant to the review, with each providing a
unique contribution (Glanz and Bishop 2010). These formal theories were chosen
on the basis of their close fit with my developing CMOs. The theories chosen all
provided a level of detail about their constructs that helped to explain patterns and
relationships within the developing CMOs. Although many of the other theories
might have provided additional insights, limiting the analysis to considering three in

detail allowed focus and clarity of thinking to be maintained.

4.5.3.1 Normalisation Process Theory

Normalisation process theory (NPT) focusses on how work is socially organised, and
how new practices become embedded and then sustained within a social context
(May and Finch 2009). In keeping with realist thinking it recognises the context-
dependent and emergent nature of the normalisation process, and describes
normalisation as occurring via four generative mechanisms: coherence, cognitive
participation, collective action and reflexive monitoring (May and Finch 2009).
Within each of these mechanisms, four sub-components are described which relate
to both the immediate work and the organising work involved in the process of
normalisation (see Box 4.4). Flexible application of the theory is advocated,

including utilising NPT in conjunction with other theories, and choosing either to
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focus at the level of the four main generative mechanisms or on the individual sub-

components as required (May et al. 2018).

Box 4.4 — Constructs of Normalization Process Theory (adapted from May and Finch

2009; May et al. 2015)

Coherence relates to the process of making sense of the work involved in
implementing a new intervention. It comprises the processes of differentiation,
communal specification, individual specification and internalisation.

Cognitive Participation relates to the process of working out who will be involved
in the new work required. It comprises the processes of initiation, enrolment,
legitimation and activation.

Collective Action relates to understanding the process through which the new
intervention is enacted, and the possible constraints on this process. It comprises
the processes interactional workability, relational integration, skill set workability
and contextual integration.

Reflexive Monitoring refers to how people make judgments about the new
intervention. It comprises the processes of systematisation, communal appraisal,
individual appraisal and reconfiguration.

This theory has been applied by researchers aiming to understand how health
professionals implement new approaches following training (Lloyd et al. 2013),
including in studies relating specifically to self-management support (Jones and
Bailey 2013; Kennedy et al. 2014b). The implementation focus of NPT meant it was
very useful in considering factors influencing the transfer of training into practice,

but less helpful in exploring the process of training itself.
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4.5.3.2 Transformative Learning Theory

Transformative learning theory is a theory of adult learning described by Mezirow
(1997), which is centred on the idea that the goal of adult education is to assist the
learner to become a more independent thinker through a process of critical
reflection on their own values, meanings and purposes (Davies et al. 2018). This
type of learning is noted to occur through a process of discussion with others,
which facilitates improved understanding of the meaning of experiences (Mezirow
2000). Transformative learning theory focusses on how learning can challenge
what it calls ‘frames of reference’. These frames of reference are described as the
sets of fixed expectations we all hold about how the world works (Mezirow 2003).
These frames of reference act as largely unnoticed and taken-for granted triggers of
habitual behaviour, covering areas such as moral and ethical norms, cultural biases,
stereotyped attitudes and occupational habits of mind (Mezirow 2003). They are
usually developed from the uncritical absorption of values and beliefs (Cranton and
Carusetta 2004). Individuals’ expectations about the world often mirror those held
by the people around them, meaning their assumptions continue to be confirmed
by events (Apte 2009). Transformative learning is said to occur through a process
of deliberate, critical reflection on these frames of reference, through an

exploration of the assumptions on which they are based (Mezirow 1997).

The transformative learning process is described in ten stages (see Box 4.5) moved
through by a learner who initially faces a ‘disorientating dilemma’ which challenges
the status quo. This theory fitted well with some of the higher-level ideas
generated during the synthesis and provided a useful overview of the process of a

shift in practitioners’ perspectives about SMS.
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Box 4.5 Mezirow’s (2000) stages of transformative learning

1- Adisorientating dilemma

2- Self-examination triggers negative feelings (guilt, anger, fear)
3- Accritical assessment of existing assumptions

4- Realising that others are also dissatisfied

5- Exploring options for new roles and actions

6- Planning the course of action

7- Acquiring the knowledge and skills required

8- Trying out a new role

9- Building confidence and competence in new role

10- Integration of the newly developed perspective

4.5.3.3 Technology Acceptance Model 3.

Technology Acceptance Model 3 (TAM3) was developed to describe the
determinants of use of new technology (information technology specifically)
(Venkatesh and Bala 2008). The TAM3 developed constructs from the Theory of
Planned Behaviour, which suggests that people are more likely to carry out a
certain behaviour if they believe that it will lead to a valued outcome, that others
would think that they should do it, and that they have the required resources and
opportunities for it to be within their control (Ajzen 1991). The TAM3 groups these
beliefs under the headings of perceived usefulness and perceived ease of use which
act to determine behavioural intention to use a new technology. TAM3 defines a
range of determinants of perceived ease of use and perceived usefulness. Although
the model was developed with a specific focus on the implementation of
technological innovations, it has been recognised as making an important
contribution to the evaluation of changes occurring at an individual level (May
2013). Some of the constructs are not transferrable to other settings (such as
computer playfulness), however, instinctively this model appeared to fit well with
many of the findings in the SMS literature as it provided a way to conceptualise the
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interplay often described, between how useful staff felt SMS might be and how

practical it was to provide SMS.

4.5.4 How the formal theories were applied

Both NPT and TAM3 are depicted in diagram form (Venkatesh and Bala 2008; May
and Finch 2009). | used these diagrams to map the developing programme theories
on to the formal theories. This provided a useful visual way to assess the ‘fit’
between the theories. In particular, mapping my own theories to the formal
theories highlighted gaps in my review theories, where no CMO configuration

related to an important construct within a theoretical model.

The constructs relating to perceived ease of use in the TAM3 highlighted the
importance of self-efficacy around performing a new task. Early in the synthesis no
theory around specific skills and self-efficacy had been developed, and applying this
model prompted me to revisit the included papers to look specifically for data
relating to this construct. The theory diagrams also provided a useful way to start
thinking about how my programme theories might be linked together, and how
several theories might need to be in operation simultaneously in order to produce
the final desired outcomes. The mapping of the programme theories onto the
theory diagrams also generated ideas about where ‘ripple effects’ might be in play
(whereby the outcome of one CMO configuration becomes the context of the next

CMO configuration) (Jagosh et al. 2015).

Transformative learning theory fitted well with the emerging idea that providing
SMS challenged preconceptions about professional role and required a paradigm
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shift. It provided a useful higher-level overview of the process of learning, which
informed the interpretation of which CMOs were likely to be significant at which

stage of the learning process.

4.6 Theories generated from the review

Seven theories were developed and refined during the synthesis and are described
in turn below. Each section starts with a description of a theory generated during
the review process, described using a context-mechanism outcome configuration.
The evidence from the literature used to develop this theory is then summarised,
supported by extracts from the papers to demonstrate the evidence on which
inferences have been made (Pawson 2006). Important elements of context are
labelled as (C), outcomes are labelled as (O), and mechanisms are broken down into
two parts (Mresource): the resources provided by the intervention and (Mreason):
the reasoning triggered by the resource (Dalkin et al. 2015). My interpretation of
the evidence from the literature, and how this was shaped by the key informant
interviews, advisory group meetings, and existing substantive theories is then
discussed. These theories were first published in a paper outlining the results of
the synthesis, extracts of which are included in the sections below (Davies et al.

2018).

153



4.6.1 Review Theory 1 - Evidence

4.6.1.1 Overall theory

Training provides evidence for the benefits of SMS provision (Mresource). Whether
the evidence is deemed as sufficient to make SMS appear worthwhile (Mreason)
depends on the type of evidence staff value most and their work context (C). If the
evidence is judged as insufficient (Mreason) then SMS provision is not prioritised (O)

(Davies et al. 2018).

4.6.1.2 Evidence from the literature

Four articles provided evidence for this theory (see Table 4.1). A lack of convincing
evidence for adopting the new approach was a recognised barrier to staff changing
their practice. When evidence was judged as insufficient (Mreason), new practices
were not seen as worthwhile adopting (O), especially if they ran counter to current
established routines (Davies et al. 2018). Professional background (C) appeared to
influence the type of evidence that was valued, with medical staff in particular

emphasising the need for research evidence.

“I think we need to be very careful in that some of the clinical community
historically looked at randomised controlled trials at that kind of evidence
base. | think we’re looking at much more action research and lived
experience and sharing what works at a personal level. So while we’re keen
to help support and implement evidence based practice, it doesn’t have to
be based on randomised controlled trials.” (Annesley 2015, p.240)

A lack of evidence could also become more important when staff tried to provide

SMS in a setting where they had multiple other competing demands (C).

“Whilst they reported interest and remained involved, practically it was very
difficult for staff to prioritise a focus on the intervention given competing
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demands and current lack of evidence about its effectiveness” (McPherson
et al. 2009, p.306)

In this setting the lack of evidence led staff to feel that providing SMS could not be

justified (Mreason) and other tasks had to be prioritised (O) (Davies et al. 2018).

4.6.1.3 Interpreting the evidence
While some trainers had experienced training participants’ emphasis on the

evidence base, others felt that it was less a less significant influence.

“So it was always really quite difficult because that was always what they
really wanted “Show us the evidence!” “Where is the evidence?” that was
the scream that used to come.” (Interviewee 1)

“I think they’re interested when you bring it [evidence] to their attention
but | don’t, | think a lot of the time it’s something that’s not been
considered.” (Interviewee 2)

My stakeholder group suggested that the relative lack of data in the literature
relating to the importance of evidence might be related to an assumption that the
importance of evidence is accepted and does not need to be explained or
emphasised in reporting. The importance placed on evidence appears to be
context specific. It may be influenced by professional norms in relation to what is
seen as gold standard evidence. Evidence may also be more heavily relied upon
when there is a need to justify a change in the way limited resources are used. The
importance of being convinced of the benefit of a new intervention is emphasised
in normalisation process theory under the mechanism of coherence (sense making
work about the value of a new intervention). Due to the limited data available in
the literature exploring the role of evidence in training this theory requires further

testing and refinement.
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4.6.2 Review Theory 2 - Knowledge, skills, confidence and self-efficacy

4.6.2.1 Overall Theory

Providing specific tools and approaches to SMS (Mresource) to clinicians who
previously lacked knowledge about how to provide SMS (C) improves understanding
of how to operationalise SMS (Mreason) which leads to an increased confidence in
ability to provide support (O). However, this confidence depends on the complexity
of the support needs (C) and needs to be maintained through access to ongoing
clinician support (C) as if this is not available, confidence is likely to decrease

(Mreason) resulting in SMS not being provided (O) (Davies et al. 2018).

4.6.2.2 Evidence from the literature

Eighteen articles contributed data to this theory (see Table 4.1). Many of the
included studies made passing mention of increases in knowledge, skills and
confidence but this process often seemed to be assumed as an obvious routine
consequence of training attendance and was often not explored in depth. The need
for specialist knowledge about PNCs was emphasised as it could inform the
appropriate tailoring of self-management support to address symptom-specific
barriers (M) (Davies et al. 2018) (e.g. strategies to avoid over-heating while
exercising for people with multiple sclerosis (Mulligan et al. 2013). However,
professionals reported a lack of focus on certain symptoms (notably ‘invisible’
symptoms and psycho-social issues) in their initial training left them under-skilled
to address the challenges experienced by their patients (C) (Deane et al. 2003;

Gregory et al. 2012; Smith et al. 2013). Lack of practice guidelines and outcome
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measures tailored specifically to PNCs (Deane et al. 2003; Smith et al. 2013) were

also seen as barriers (Davies et al. 2018).

The provision of practical tools which could be used in the workplace (Mresource)
was associated with an increased confidence (0O), because it made it easier for staff
to see how they could operationalise SMS (Mreason). The literature also suggested
that the approaches advocated in training should be simple and relevant to the
context in which they would be used (Portillo et al. 2009) (Mresource) as then staff
appeared more likely to become confident in applying these skills in practice (O)

(Davies et al. 2018).

“It’s given me a lot more confidence in things that | have been thinking
about but given me a lot more organized approach and tools” (Yank et al.
2013, p.33)

Increased knowledge was a particularly important outcome for those staff who
prior to training had little understanding of how to support self-management in

practice (C).

“What | have found really useful is that the (self-management) packages
that are developed for the client population are probably just as helpful to
the professional population because we assume a knowledge base around
self-management that is not there.” (Lake and Staiger 2010, p.64)

There was also evidence indicating that staff attending training who already felt
both confident in SMS and engaged with the concept actually gained most from

training (Wallace et al. 2012).

Patient contextual factors sometimes acted as barriers to applying new knowledge

and skills in practice.

“Only 1% (1/113) of therapists believed that their knowledge of behavioral
change was not sufficient.... Main reasons for not succeeding were: patients’
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co-morbidity, cognitive disturbances, patients’ lack of motivation, and
increased disease severity” (Speelman et al. 2014, p.137)

In the context of a challenging caseload (C), being able to discuss difficulties with
colleagues during mentoring, clinical supervision or refresher training (Mresource)
means that potential solutions can be generated and confidence maintained
(Mreason), resulting in the ongoing provision of SMS (O) (Cope 2012; Newbronner

et al. 2013).

4.6.2.3 Interpreting the evidence

While building knowledge, skills and confidence are accepted to be core training
outcomes there was relatively limited exploration of how these were achieved. The
stakeholder group felt this was more likely to relate to the way that studies are
reported than any problem with the literature search strategy used. The evidence
seems to indicate that while increasing knowledge and confidence in SMS is a
necessary component of training, it is not alone sufficient to ensure ongoing SMS
provision in practice. Confidence appeared to be fairly fragile, changeable over
time, and influenced by work setting. It may be that while training helps staff to
feel confident in dealing with straightforward situations, ongoing support is needed
to build self-efficacy for dealing with more complex scenarios. The important role
of self-efficacy for a new skill is highlighted in Technology Acceptance Model 3. The
mechanisms by which training activities work to build this self-efficacy, and how it is

influenced by context would benefit from further exploration.
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4.6.3 Review Theory 3- Reflection

4.6.3.1 Overall theory

Training frequently provides opportunities for staff to reflect on their current
practice in relation to SMS (Mresource). Influenced by pre-existing ideas about SMS
(C) this reflective process may act to validate current practice (Mreason) or
demonstrate a need for practice change (Mreason — leading to O). Characteristics
of the training (Mresource) influence the likelihood of facilitating helpful reflection,
and in some cases, training is insufficient to overcome pre-existing ideas about SMS
(C) and meaningful reflection (Mreason) and practice change (O) does not occur

(Davies et al. 2018).

4.6.3.2 Evidence from the literature

Thirteen articles contributed data to this theory (See Table 4.1). Facilitating
reflection on current practice was frequently described as a key part of training in
SMS (Mresource). Training frequently encouraged staff to reflect on their current
practice, and to consider how this fitted with the way in which they saw their
professional role. This ability to be reflective was seen an essential attribute for

participants (C):

“Good, patient-centred education and counselling presumes reflection; the
professional has to critically assess her own values, attitudes, and beliefs.”
(Mikkonen and Hynynen 2012, p.402)

Reflection in a group setting was facilitated when the group trusted each other, felt
confident that confidentiality would be maintained and felt able to challenge each

other (Duggan 2005). Training with staff from different professional backgrounds
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(Mresource) could prompt critical reflection on personal perspectives (Kulnik et al.
2017). Sometimes the reflective process was described as highly structured but it

could also be an ‘invisible’ reaction to the resources presented.

For staff who were already committed to the idea of SMS (C) then exploring the
concept further in training could act as validation (Mreason) of their preferred
approach and a sense of encouragement and motivation to continue their current

practice (O) (Davies et al. 2018).

“Actually | use a client-centred, client-expert perspective in my work. | think
the process has empowered me to use/recognise this approach” (Kulnik et
al. 2017, p.79)

For some staff, the training led to a realisation that their current practice did not
really fit with their values about a patient-centred approach (Mreason), and this
acted as motivation to adopt a different approach(O) (Boscart 2009; McPherson et

al. 2009). One study provided an example of how they facilitated this process:

“A critical part of the intervention consisted of confronting staff with their
own transcripts of interacting with patients. Most expressed shock when
shown parts of the transcribed interaction. They had not expected to see
any negativity in their interactions, and became acutely conscious of the
importance of positive communication.” (Boscart 2009, p.1830)

In this situation training acted to highlight an unidentified learning need. In other
settings, it was highlighted that voluntary attendance (which | interpreted as
potentially being associated with a recognised learning need) (C), might be
important to ensure that participants were willing to actively participate in critical
reflection (Duggan 2005). Critical reflection (Mreason) was inhibited by the
practitioner’s view that they were already providing adequate SMS (C) (Davies et al.

2018), resulting in a belief that no change in practice was required (O) (Kennedy et
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al. 2005). One study reported the unintended outcome of offending staff (O) who
felt that they already practiced in a patient-centred manner and did not need to be
reminded to do this (Kennedy et al. 2005).

Reflection was not a one-off event at the training stage. There was also a
continuous ongoing process of reflection when staff attempted to apply SMS in the
workplace and evaluated the results. During implementation, reflection provides
evidence of success (Mresource) which can help staff become convinced of benefits
(Mreason) and motivated to continue (O) (Mulligan et al. 2013). The contextual
factors that enabled this process were the same as those explored in the theory
about skills and confidence (Davies et al. 2018) including clinical supervision and the
opportunity for discussion with peers (C) (Robinson et al. 2008; Van De Weyer et al.

2010).

4.6.3.3 Interpreting the evidence
Trainers recognised the key role of reflection and could give examples of triggering

new insights:

“we ask [the trainees] the question the second time again, ‘actually maybe |
wasn’t doing as well, maybe | wasn’t asking the right questions’ so they’re
reflecting, and | think that’s really good.” (Interviewee 4)

They agreed that various factors that could create (or inhibit the creation of) the
right environment for reflection with group size and trainer credibility seen as
particularly important. Their experiences about mandated versus voluntary training

also fitted with the literature findings.
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“When they were made to come on it, ‘you need to do this’, that’s when we
got the resistance. So people who had chosen to do the training, were far
more open.” (Interviewee 1)

The stakeholder group agreed that there was likely to be an interaction between
training quality and trainee characteristics, and that higher quality more structured
training might be needed for less motivated trainees to trigger successful critical
reflection. Critical reflection is a key process within transformative learning theory
and is also an element of the coherence, collective action and reflexive monitoring
stages of normalisation process theory. Although the literature highlighted
important practitioner level contextual influences, more exploration of the wider
contextual influences and measurable outcomes resulting from critical reflection

would be useful to broaden my understanding of its role.

4.6.4 Review Theory 4 - Empathy

4.6.4.1 Overall theory

Both training activities and applying SMS principles in practice (Mresource) can
generate new empathy for patients based on a different perspective on their lives
(Mreason). This new perspective can alter professionals’ expectations of their
patients (O). The development of empathy relies on reflective skills which may be
facilitated or inhibited by personal, organisational and training characteristics (C)

(Davies et al. 2018).
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4.6.4.2 Evidence from the literature

Eight articles provided evidence for this theory (see Table 4.1). The importance of
the role of empathy was recognised both explicitly and implicitly in many of the
papers reviewed. Some training interventions specifically focussed on developing
empathy by giving staff the opportunity to experience similar challenges to those
their patients face (Mresource). Tactics described included asking health
professionals to apply self-management techniques to their own lives (Yank et al.
2013), using lay trainers to highlight the patient experience (Hutchings 1999) and
running disability simulation activities (Wilson et al. 2009). These experiences
helped staff to think about how they could adapt their clinical practice to take into
account the challenges their patients were facing (Mreason) and they were able to
apply what they had learned from their personal experiences, resulting in a
changed approach to interactions and different expectations of their patients (O)

(Davies et al. 2018).

There was some indication that this type of training might be most impactful if it
provided a new experience staff had not previously encountered themselves (C)
(Wilson et al. 2009; Yank et al. 2013). There was little clear evidence about
contextual factors that inhibited the development of empathy, although, as this
often required a reflective process, it may be that the barriers to critical reflection

already identified are relevant here.

During implementation there were examples of the training continuing to increase
empathy when staff went out and started applying the training in practice.

Adopting a self-management approach tended to encourage professionals to
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dedicate more time and effort to understanding each patient’s unique context
(Mresource), leading to a better understanding of the complexity of people’s lives
(Davies et al. 2018). This often resulted in a shift in perspective (Mreason) which

changed staff’s expectations of their patients (O).

“The approach also facilitated them to think beyond adherence. ‘It’s not just
about adherence and about motivation to be able to do exercise, it’s about.
It’s about other things. It’s life complexities.”” (Kersten et al. 2015, p.1077)

Team support could facilitate the reflective process which seemed to increase

empathy during the implementation phase.

“Having the opportunity to meet together and consider their mentoring
role facilitated the development of new insights into patients’ perspectives
and into changing their own positions of perceived relative futility
associated with their interactions with these patients” (Robinson et al. 2008,
p.374)

4.6.4.3 Interpreting the evidence

The trainers interviewed agreed that it was important that training helped to
encourage participants to think more about their patients’ experiences of living
with their condition. Some training specifically included lay trainers to provide this

perspective.

“it’s actually about bringing that reality piece in because, understanding
what it is like for the individual because you know as | say compliance is
great but you know there’s different reasons why we don’t comply as
patients, it’s not that we’re actively naughty, (Laughs) it’s just that, there’s
just so much else that goes on in our lives” (Interviewee 4)

The stakeholder group agreed with the findings about team support, emphasising
that team meetings had an important role in developing and maintaining a shared

value base around the concept and purpose of SMS. Developing empathy is likely
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to be one way that participants start to understand the benefits of using an
alternative approach (Normalisation process theory — coherence). Developing
collective empathy through team meetings may then influence perceived
usefulness via changes in subjective norms and image (Technology Acceptance
Model 3). Evidence from the literature about contextual influences on empathy

development was relatively limited, and this requires further exploration.

4.6.5 Review Theory 5 - Team and organisational support

4.6.5.1 Overall theory

Organisational context (both at a high level and within local teams) (C) influences
whether clinicians perceive SMS as something that they can and should integrate
into their current role (Mreason) leading to variable application of SMS (O) among

trained staff (Mresource) (Davies et al. 2018).

4.6.5.2 Evidence from the literature

Thirteen articles contributed evidence to this theory (see Table 4.1). Following
training in SMS (Mresource) some professionals still felt unable to integrate
supporting self-management into their routine work (0). For some, this was due to
concern that SMS was not an activity valued by colleagues or the wider organisation
and an impression that other activities should be prioritised (Mreason). This
impression could be created directly, from conversations with colleagues, or more

indirectly, through the way in which the service was set up (Davies et al. 2018).
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“the issue of health services providing long-term management versus
shorter-term remediation for individuals with disability needs to be resolved
before an innovative approach such as ours can become part of “usual”
practice” (Mulligan et al. 2013, p.56)

Some staff felt pressure not to prioritise SMS because of worries about being seen
to pull their weight and fulfil the role assigned to them within the organisation
(Mreason) (Roy et al. 2011), while for others SMS was seen as impractical to
integrate into their current role (Mreason) due to a lack of time, a lack of continuity
of care, or fixed targets, all of which were caused by organisational design (C) (Hunt

et al. 2015; Kulnik et al. 2017).

“A perceived lack of support by the organization for client-centered goal
setting practices and lack of power to make changes led to procedures being
abandoned over time.... Stress and frustration result as therapists perceive
there is little freedom to pursue clients’ goals that fall outside the range of
expected goals for that care setting. Feelings of “demotivation” and “burn
out” ensue...” (Hunt et al. 2015, p.1050)

As this quotation shows, the influence of an unsupportive organisational context
was particularly strong when individual clinicians lacked any power to make
meaningful changes (C). In this context, the gap between what the service wants
the clinician to do for the patient, and the approach the clinician wishes to take,
could be a source of stress and dissatisfaction amongst clinicians (Mreason) leading

to demotivation (Outcome) (Davies et al. 2018).

In other settings, the working environment had a more positive effect. When the
organisation was seen to value SMS (and this was made highly visible to staff
through the way in which work was organised) (C), providing SMS became seen as
an expected part of routine work (Mreason) and clinicians felt encouraged to

integrate SMS activities into their work (O) (Davies et al. 2018). Factors described as
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important in demonstrating that SMS was valued by the organisation included
senior clinician support, political drive and the work of local champions (Annesley
2015; Kulnik et al. 2017). Training whole teams was suggested as a way to ensure
that SMS was seen as a valued activity by all members (Mreason) (Davies et al.
2018), by creating a shared understanding about how and why to provide SMS (M-
0) (Wallace et al. 2012; Kulnik et al. 2017). There was no indication that training
only a few members of the team impacted on the work of colleagues who did not

attend training (Wallace et al. 2012).

The literature also described how high-level executive support was not always
enough to convince staff at ground level to implement the approach. There needed
to be both organisational support and also available resources (C) in order for SMS

to be seen as both valuable and practical (Mreason) (Davies et al. 2018).

“Working in an environment where client-centred practice and the
therapeutic relationship were prioritized, significantly altered our practice...
we felt freer to be with the person, not do to the person.” (Bright et al.
2012, p.1000)

The use of tools, templates and IT systems could help SMS become integrated into
routine work. It was also helpful if attention was paid to ensuring that the new
approach could fit within existing organisational structures (Newbronner et al.

2013).

4.6.5.3 Interpreting the evidence
Interviewees agreed that organisational goals were highly influential and also

highlighted the value of training whole teams together. The stakeholder group also
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discussed how organisational factors and individual factors interact, suggesting that
in a supportive organisational context, a lack of personal belief in SMS provision
might lead to half-hearted implementation at best. However, a lack of
organisational support was seen as an even greater barrier as even a highly
motivated individual is unlikely to be able to successfully provide SMS in this

situation.

It is therefore important to consider the risk that training staff in a new approach
without attending to organisational level barriers may increase staff dissatisfaction
in their role. The Technology Acceptance Model highlighted the importance of
participants’ perceptions of external control (e.g. organisational factors) on
perceived ease of use of a new approach. Normalisation process theory highlights
the way in which teams interact together to normalise new approaches. It was
challenging to identify when team support was an element of context (as seen for
some of the other theories) and when it was the trigger of specific reasoning (when
it was considered as the mechanism through which the intervention worked). The
role and influence of team support on different individuals in different settings
could be further explored. Some significant overlap has already been identified
between this theory and the other review theories where team support is an

important barrier or facilitator.
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4.6.6 Review Theory 6 - Redefining professional role

4.6.6.1 Overall theory

Staff choose to work in a way that aligns (O) with their professional values or
employers’ expectations (C), which influences how they see their responsibility and
remit (Mreason). When staff are able to critically examine their own role, and have
the autonomy to make changes in the way they work (C), training in SMS can lead
to a broadened view about professional role and new definitions of success
(Mreason), leading to staff working differently and feeling more satisfied (O) (Davies

et al. 2018).

4.6.6.2 Evidence from the literature

Twenty-three articles contributed data to this theory (See Table 4.1). Both
reflection and empathy have key roles in the process of professionals challenging
their current ideas and redefining their professional role. Most of the other review

theories described are likely in some way to contribute to this change in perception.

The included papers indicated that staff started training with different
understandings of the purpose of SMS (C). Some successful interventions helped
practitioners to broaden their view about what their role should entail (Mreason)
which encouraged them to undertake a wider range of activities, if these would
result in improved SMS (O). This was not a straightforward process for staff, as it

often challenged core beliefs around professional purpose and identity.
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“she [the patient] felt listened to, valued and more empowered than she did
with previous approaches. But we are compelled to ask, is it good enough
that we empower her through physiotherapy and that is the sole outcome?
Is it good enough that we don’t get a functional outcome?” (Mudge et al.
2014, p.459)

Staff who were relatively junior and new to their posts were reported to find it

more difficult to accept a broadened remit, and to work more flexibly (Van De

Weyer et al. 2010). Other evidence suggested that more experienced staff might

have a deeply entrenched view of their professional role (Annesley 2015).

Organisational context (C) often acted as an important barrier to the process of role

redefinition which could be insurmountable. Staff were unable to change their own

practice if they lacked sufficient autonomy or worked within a setting where their

supervisors had a narrow definition of the purpose of their role (C).

“a community-based therapist explains that there is no room for client
participation in the goal-setting procedures used in her workplace. She
describes how she is obligated to follow her workplace practices for establishing
goals; goals are predetermined by an intake worker and simply given to her. She
reports little or no opportunity to explore or engage the client in any
meaningful goal-setting process.” (Hunt et al. 2015, p.1049)

Time pressures also acted as a significant barrier to integrating SMS within routine

care. The quotation below shows how in practice, professional background,

individuals’ views, and organisational factors all act as potential barriers.
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“Although the occupational therapists considered that addressing the social
and psychological needs of people with Parkinson’s disease was as
important as addressing their physical needs, their current practice
emphasises functional goals such as transfers, mobility and self-care.....
Several factors may contribute to it: a similar emphasis during the
occupational therapists’ postgraduate training and experience, a feeling that
these goals may be of lesser practical importance and constraints on the
occupational therapists’ time.” (Deane et al. 2003, p.252)



Staff are also influenced by how they feel their patients view their professional role.
This seemed particularly important for physiotherapists, who felt that patients
associated their role with hands-on treatment (C), and so worried about not

meeting their patients’ expectations (Mreason) (Davies et al. 2018).

“It’s a talking intervention — hard for physiotherapists — what do clients
think about me talking when | should be doing physical goals?” (McPherson
et al. 2009, p.307)

When training was able to help staff to re-evaluate their role and take on a
different perspective, as more of an ‘enabler’ and less of a ‘fixer’, this could have a
major impact on morale. When staff felt permitted to see their role differently
(Mresource), they also started to define success differently, which meant if they
followed the ‘process’ of providing SMS they could feel successful, even if the
outcomes they would have previously valued were not always achieved (Mreason).
This could lead to increased satisfaction and lessen feelings of frustration (O)

(Davies et al. 2018).

“1 think it’s reminded me of something | might have forgotten. That is that |
don’t have to do all of the work. The power to heal lies within the patient,
and it’s my job to help them find that” (Yank et al. 2013, p.33)

Even if during training professionals started to see the value of adapting their
traditional approach, when they started providing SMS in practice, further
dilemmas were generated. The literature around goal setting demonstrated that
frequently, when health professionals applied a more patient-centred approach this
often led to the identification of goals that did not fit with those the professional
would have usually prioritised on their patient’s behalf (Mresource) (Hunt et al.

2015). Staff appeared to respond to this mismatch in two different ways, with
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some prioritising their sense of professional responsibility while others prioritised a

patient centred approach.

Some staff described discomfort (Mreason) when they felt that their patients made
‘bad choices’ and this often led them to take a more directive or paternalistic
approach (0) in order to meet what they felt were their professional responsibilities
(Pill et al. 1999). Organisational pressures also tended to encourage professionals

to prioritise achievability over patient-centredness (Peng et al. 2014).

There were examples of situations where practitioners did start to prioritise
patient-centredness over maintaining control and achievability of goals (Mreason)
(Davies et al. 2018). This seemed to occur when training spent significant time on
exploring the concept and purpose of SMS and when continued exploration of what
this meant for professional role was facilitated by discussions with colleagues who
had also received training (C) (Kulnik et al. 2017). This shift was described as
requiring “emotional work” (Mreason) on the part of the professional to feel
comfortable with the new approach (Mudge et al. 2014, p.5). However, even when
professionals did act in a way which they felt was in line with supporting self-
management they could sometimes become frustrated (O) because they felt that if
patients were more compliant then the outcome would be improved (Mreason)

(Wilson 2010).

Importantly, although adequate organisational support provided a context which
enabled the process of redefining professional role, organisational expectation of

SMS provision did not always produce the desired outcome. | found one example
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of a team who worked to ‘keep up the appearance’ of supporting self-management,

while actually practicing in a more directive manner.

“Most notably, the treating team never agreed to goals they did not consider
achievable within the time frame of the admission. The treating team remained
oriented to the participation agenda and used strategies to reframe goals in
such a way that maintained the appearance of shared decision making”
(Barnard et al. 2010, p.247)

4.6.6.3 Interpreting the evidence

One of the interviewees suggested that junior staff feel more comfortable with a
structured approach that ensures they will be doing the right thing rather than a
more flexible approach which introduces uncertainty. Interviewees also recognised
that certain professions (e.g. occupational therapists) tended to be more accepting
of a self-management approach because of the alignment with their undergraduate
training. The stakeholder group agreed that staff held differing personal views
about whether they feel they should act primarily as an employee required to fulfil
the aims of the organisation, or more as a patient advocate. This theory operates
at a higher level that the other theories described so far and redefining professional
role could be seen as the outcome of several of the other theories (e.g. critical
reflection, developing empathy and having adequate team/organisational support).
The process of redefining of professional role appears to require a transformational
learning process — including a critical examination of current beliefs and a period of
trying out alternative new roles before the new approach becomes integrated into
routine practice. Although the literature provided many examples of how context
could prevent the process of redefining role, more exploration of enabling contexts

would be useful.
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4.6.7 Review Theory 7 - Picking the right patient

4.6.7.1 Overall theory

Clinicians make a judgement about supporting self-management and select who
they believe is the right patient for support (0), based on their own view that the
pros of supporting self-management outweigh the cons (Mreason). This judgement
is influence by patient characteristics, professional characteristics and the

organisational setting (C) (Davies et al. 2018).

4.6.7.2 Evidence from the literature

Twenty of the included articles provided data for this theory (See Table 4.1). In
some situations, despite an awareness of self-management support approaches,
and the opportunity to use these in practice, professionals chose not to provide
self-management support (O). This outcome was visible across the literature
review, interviews and advisory group discussions, and seemed to occur via several
different mechanisms. Clinicians reasoned that some of their patients were not
able to self-manage meaning that supporting self-management was not worthwhile

(Mreason) (Davies et al. 2018).

“Some clinicians in the current study reported that, dependent upon their
subjective assessment, various aspects of SM were not emphasised if the
patient was considered unable to manage the requisite tasks.” (Lake and
Staiger 2010, p.66)

This was commonly associated with patient level contextual barriers which could
relate to the patient’s medical condition (cognitive impairment, complex condition)

(C) (Lake and Staiger 2010; Satink et al. 2015). Although cognitive impairment was
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recognised as a potential barrier to identifying meaningful goals and planning or
performing self-management activities (C), professionals sometimes adapted their
approach (Mreason) by providing more time, involving family members, and
delivering interventions in the home environment (O) (Frich et al. 2014; Daley et al.

2015).

Other patients were seen as unwilling to engage in self-management (Mreason),
due to lack of motivation (which could be a symptom of their PNC) (Smith et al.
2013), personality type, cultural barriers or existing expectations of the service
"providing for them’ (C) (Wilson 2010; Kulnik et al. 2017). When professionals had
the impression that their patients were not interested in self-management (C), they
used the notion of patient choice and autonomy as a way to ease the frustration
that this could generate (Mreason) (Davies et al. 2018), and a justification for not

continuing with efforts to provide SMS (0) (Cope 2012).

“there are some people who at the risk of reinterpretation, do want to be
passive and they want the MS nurses and doctors to make decisions for
them” (Wilson 2010, p.197)

As well as reasoning which related to the likelihood of success following self-
management support, clinicians also based their reasoning on the perceived risks of
promoting self-management such as triggering emotional distress (Stretton et al.
2013). When clinicians judged that their patients could be vulnerable and might
feel under undue pressure or abandoned if self-management was promoted

(Mreason), this led to clinician discomfort (O).

Clinicians also seemed to make an overall assessment of patients’ readiness to self-

manage.

175



“Practitioners described ‘waiting for the right time’, and this included an
individual appraisal of ‘readiness’ of each individual, often conceptualised as
when individuals had ‘accepted’ their stroke and were ready to take on
some responsibility” (Jones et al. 2013a, p.94)

In situations where patients signalled that they had reached acceptance of their
condition, had observable “lightbulb moments” about self-management, and
actively engaged with the professionals (C), clinicians found their encounters more
enjoyable and tended to be more active in the strategies they used to support self-
management. In settings where there was continuity of care (C) it was easier for
clinicians to identify the ‘right time’ for self-management support (Mreason) and so
effective support could be provided when the patient needed it, increasing job

satisfaction (O) (Davies et al. 2018).

“Participants who were able to monitor, review, observe, and interact with
clients over long periods of time seemed to experience greater satisfaction in
their role. This, in part, appeared related to optimal timing concerning client
readiness to change coinciding with the HCP being ready and able to intervene.”
(Smith et al. 2013, p.738)

Optimal timing for SMS provision was seen as particularly important in the PNC
setting (Davies et al. 2018), as professionals recognised that patients might require
increasing support as their disease progressed as well as the option to defer to
professionals during crisis periods (C) (Wilson 2010). However organisational set-up

did not always facilitate regular re-assessment (C) (Deane et al. 2003).

While the literature used to generate this theory focussed heavily on contextual
influences at the level of the patient, the authors of one study in the review noted
that in some settings specific client characteristics seem to be less influential, due
to other contextual factors — notably prior professional training, clinical experience

and organisational support (Peng et al. 2014).
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When providing SMS appeared to empower patients to take a more active role in
managing their own condition (Mresource), and the benefit for the patient was
visible, clinicians felt more satisfied (Mreason) and were motivated to continue this

approach (0).

“l enjoyed the fact that they . .. | guess that they had the power to choose
what they wanted to do long-term and they had the freedom to do that. |
got quite a lot of good feedback from them about how helpful they found
that, so it was really rewarding to feel like you were on the same team from
the outset.” (Mulligan et al. 2013, p.54)

This mechanism was more likely to occur among clinicians who already highly
valued partnership working and active engagement of patients, and for whom SMS
fitted with how they saw their professional role (C) (Mulligan et al. 2013; Hunt et al.

2015).

4.6.7.3 Interpreting the evidence
The interviewees recognised that the level of demand on the service, and the wish
to find ways to manage this demand could be key motivators in staff learning and

applying SMS skills.

“What I’'m finding now in the audiences is they want to know what they can
do to empower their patients. Because they recognise that if they can
empower their patient, actually it reduces their clinical load as well.”
(Interviewee 3)

They also raised some concerns about professionals using SMS selectively,

recognising a risk that decisions may be based on incorrect assumptions.

“if I'd have guessed the people that would have taken on those skills and
have got the best out of it | would have been completely wrong.... | would
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have been completely wrong if I'd have made that presumption.”
(Interviewee 2)

The stakeholder group noted that in some situations it may be entirely appropriate
for patients to be ‘managed’ by the service. However, in other cases they
suggested that selectivity might represent a misunderstanding about SMS among
professionals or an organisational setting that does not support self-management.
In particular they suggested that judgements about which patients were and were
not suitable for SMS may be more related to professional factors than patient
factors, and that how selectively staff use the approach relates to how they

understand the concept and purpose of self-management.

Stakeholders considered that if training facilitates adequate reflection then staff
may be able to recognise that they might not be able to accurately ‘pick the right
patient’ and sometimes may get it wrong. It was hoped that this might lead staff to
think of self-management as suitable for all patients, provided they are given
appropriate support. The group felt that ideally staff need to develop skills to adapt

their practice to the needs of their patients, rather than limiting SMS provision.

It was more difficult to see how this theory fitted with the middle range theories,
possibly because it describes a higher-level decision making that is influenced by
multiple lower level CMOs. However, the concern about patient factors could be
seen as the external control influence on perceived ease of use in the Technology
Acceptance Model. It could also represent the behavioural intention stage of the
TAM which demonstrates the ‘mental calculations’ done as professionals weigh up

usefulness and ease of use.
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4.7 Strengths and Limitations of the Review

The review questions were chosen in collaboration with a stakeholder advisory
group to ensure the results of the review would be relevant. Bounding the scope of
the review inevitably means that some outcomes have not been addressed but is

essential to keep the review manageable (Pawson 2006).

A comprehensive search strategy was developed. The flexibility and inclusivity of
the realist approach allowed the inclusion of studies from a range of clinical settings
(Rycroft-Malone et al. 2012) which helped to provide more depth and nuance to
the developing theories and mitigated the risk of utilising only the condition-specific
literature which might have had inadequate explanatory power. The triangulation
of data sources acted to increase the comprehensiveness of the data set (Mays and

Pope 2000).

Relevance and rigor were continually considered while working with the data.
Throughout the synthesis | also considered how my own role as both health
professional and researcher influenced my interpretation of the data (Davies et al.
2018). Transparency about the evidence sources used, including the provision of
guotations within the results sections allows the reader to see how the theories
have been generated and make their own judgements about their validity (Mays

and Pope 2000; Pawson 2006).

| performed title and abstract screening, together with the majority of data
extraction alone. Although Pawson (2006) does not suggest that double reviewing
of papers for inclusion is required, other authors have used this step to make the

realist synthesis process more robust (Rycroft-Malone et al. 2012). Discussions
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were held with a supervisor and with the stakeholder group at key points. Although
this may have increased the subjectivity of the process, it also meant | was fully
immersed in the data which helped me to develop a clear overall understanding of
how the developing theories were inter-related. As with any realist synthesis
(Wong et al. 2010) the interpretive nature of the review process means that it is
possible that another reviewer might have derived a different set of theories from

reviewing the same papers (Davies et al. 2018).

The synthesis was significantly limited by the nature of the published literature
available, which often lacked attention to how training was expected to work, and
did not provide any description of the potential contextual influences at play. This
is a recognised issue and has caused difficulties for other realist reviewers exploring
health professional education (Wong et al. 2010). The quality of evaluations of
training in health professional education and the reporting of research in this
setting has been criticised by other authors (Cook et al. 2007; Nabulsi et al. 2007).
It may be that the context-specific challenges relating to PNCs have not yet been
fully identified. However, the level of abstraction at which the review operates has

made it possible to generate potentially transferable theories.

4.8 Chapter Summary

This chapter presented the findings of a realist synthesis of evidence from 44
papers, five key informant interviews and three stakeholder advisory groups. Seven
theories were proposed, each of which comprised one or more CMO

configurations. Important contextual influences have been identified at the level of
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the practitioner, patient and workplace. Key target mechanisms for any SMS
intervention included creating meaningful reflection, providing a new perspective
on patients’ lives, broadening the view of professionals’ own role in relation to SMS,
changing how success is defined, providing new techniques and ways to maintain
confidence in their use, creating a shared understanding of SMS within teams and
convincing staff SMS is worthwhile. The outcomes observed in association with
these mechanisms included: SMS being seen as a valuable priority activity, staff
becoming aware that practice change is needed and becoming motivated to
change, staff altering their expectations of their patients, staff feeling confident in
SMS provision, and staff integrating SMS into their routine work. Gaps in the
theories developed were also identified, which | planned to address through the
collection of primary data in the evaluation phase of the PhD. Chapter 5 now
describes the selection an existing training intervention, based on the findings of

this synthesis, and outlines the decisions made in planning the evaluation.
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5 Evaluation of a health coaching skills development programme

5.1 Developing theories

In this chapter | consider how the findings from my survey (Chapter 3) and the
theories developed from the realist synthesis (Chapter 4) can inform the selection
and evaluation of an appropriate intervention, to allow for the further testing and

refinement of my theories.

My survey highlighted the priority training interests of staff working with people
with PNCs, several of which centred around developing ‘readiness to self-manage’
(assessing capacity for self-management, psychological support, motivational
interviewing); while staff also expressed an interest in developing more structured
approaches to supporting problem solving. Organisational constraints around
limited time and competing priorities were the most significant contextual barriers
reported. Although the survey was not designed to explore possible intervention
mechanisms, it is worth noting that most staff appeared to believe in the benefits
of using SMS techniques, so my survey might indicate that training may need to
focus more on the practicalities of SMS provision (including building skills and
tackling organisational barriers) rather than focussing on belief in the concept of
SMS. Interpretation of the survey responses suggests that a successful SMS training
intervention could increase use of specific techniques that staff are currently

interested in but unable to perform.

My literature review generated seven CMO statements describing training and

subsequent implementation. Important contextual influences, key training
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mechanisms, and both intended and unintended outcomes were described.
Although in some areas | had developed well-evidenced theories, some of the other
theories developed were based on more limited evidence and remained largely
speculative. | had gathered only limited data that explained what particular
difficulties might be associated with SMS provision in the PNC context, over and
above the difficulties of providing SMS to people with other long-term conditions.
Many of the studies | reviewed only provided very brief descriptions of any health
professional training provided. The mechanisms identified from the literature
review were often inferred from small extracts of primary data, or from the
interpretations provided by the study authors. Using these limited descriptions
meant it was likely that many other mechanisms also act during both the training

and implementation phases of any intervention.

The first part of this chapter describes how | went about addressing Thesis
Objective 3 (identify or design an appropriate training intervention, which is likely
to meet the needs and interests of participants and provides the opportunity to test
the initial theories). | then discuss how the issues specific to the PNC context were
identified and explained to the training providers to allow for appropriate tailoring
of the intervention (Thesis Objective 4). The chapter concludes with a description
of the specific methods used to address Thesis Objective 5 (To evaluate the training
intervention and use the findings to test, develop and refine a programme theory,

describing how when and for whom the training intervention works).
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5.2 Selecting an intervention for theory testing

5.2.1 Options considered with rationale for chosen approach

In their realist evaluation cycle, Pawson and Tilley (1997) suggest that once initial
theories have been formulated, the next step is to collect empirical data to test and
refine these theories. | therefore began looking at options to collect empirical data
relating to elements of context, mechanisms and outcomes (and their interactions),
to further develop my existing theories, while also remaining open to the
emergence of new important CMO configurations not yet described. | also planned
to use the data to further my understanding of the relatedness of the different
CMO configurations and whether any of the theories were essential to allow others
to operate. This relatedness had been difficult to establish using the data from the

literature review.

Several practical issues required consideration. As a staff PhD candidate, | did not
have any specific budget available to run a training intervention, so it was necessary
to explore potential sources of funding, which might become available in a
timescale that would fit within the PhD timeline. | also considered how time-

consuming the design and set-up of any new intervention would be.

| met with my supervisors and put together a tabulation of possible approaches to
use in the evaluation phase (see Appendix 1). This outlined the expected project
timescale, the research questions it would be possible to address using each
method, anticipated ease of set-up and recruitment, funding requirements, the
work that would be required in the planning and intervention stages, and my

assessment of the advantages and disadvantages of each approach.
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The options considered were:

1. To design and deliver an intervention to my local clinical team

2. To use a seminar at a national conference to deliver basic training which
could be followed up with provision of an online resource

3. To perform case study research using participants who had signed up to an
existing training course

4. To seek grant funding for an intervention to be delivered to the target group
of professionals by an experienced training provider, so that | could evaluate

professional level outcomes (and patient level outcomes if possible)

Option 4 was selected as the preferred option because it would allow me to focus
on theory development and refinement rather than on designing a new
intervention. Commissioning training from an established training provider meant |
could arrange for staff in my target group to attend and could focus my attention
on the evaluation of the training. | considered several issues when deciding which
pre-existing SMS intervention would be most helpful to evaluate to further my
theory development. It was important that the training should meet at least some
of the priority training needs that health professionals identified in my survey to
stimulate interest in attending and fill an existing training gap. | was also keen to
evaluate an intervention that had already been used within the NHS and which
fitted with current policy aims and objectives. This would help to maximise the
relevance of the findings and the chance of influencing future recommendations.

Additionally, | wished to identify a training intervention which was currently under-
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theorised but with which my developing theories seemed to align well with, to

ensure that my findings would provide an important new contribution.

5.2.1.1 Specific training interventions considered as possible options for evaluation
| used my literature review and survey findings to identify specific training
interventions in current use. | focussed on identifying a named intervention that
could be replicated to promote SMS in the UK. The majority of interventions
described within my literature review and by survey respondents related to a single
specific technique such as, motivational interviewing, solution focussed brief
therapy, goal setting and cognitive behavioural therapy. Two approaches that look
more broadly at working in a way that supports self-management, and focus on
attitude shift in addition to specific techniques are the Bridges self-management
programme (Jones et al. 2013a; Norris and Kilbride 2014; Kulnik et al. 2017) and
health coaching (Robinson et al. 2008; Stretton et al. 2013; Mudge et al. 2014;
Speelman et al. 2014). | decided to further explore health coaching as an
intervention for improving self-management support because although it has a
broad focus it also includes specific motivational interviewing type techniques
which were of significant interest to my survey participants. The background of
health coaching as an intervention, the level of current policy interest, and the
identified gaps in the evidence base which informed this decision are outlined in

section 5.3.
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5.2.1.2 Funding

| identified a potential source of funding from Novartis, a major multi-national
pharmaceutical company, active in research in MS and Parkinson’s. Novartis offer
educational event grants to reputable healthcare or healthcare-related
organisations for events which provide considerable educational value. | believed
that a training course in SMS would meet these criteria and started to look for
training providers to deliver the intervention. | identified an organisation with
extensive experience in developing and delivering health coaching training within
the NHS and asked them to provide a quotation for a two-day training package. |
compiled an application for funding and the strategic fit of the project was
confirmed by the research management group within my department. Full costings
were then obtained in liaison with the School of Medicine Research Office and a
small grant application was made to Novartis. | was awarded the funding to
arrange the training in September 2017. Novartis had no input into the content or

delivery of the training.

5.3 Justifying a focus on health coaching

5.3.1 What is health coaching?

Health coaching has been described as an umbrella term for a range of different
interventions which aim to support people to set their own goals and feel
empowered to make changes to improve their health (The Evidence Centre for
Health Education East of England 2014). This approach requires a shift in the

traditional relationship between the healthcare provider and their patient from a

187



more dependent model, towards an approach that focuses on developing intrinsic
motivation for behaviour change (Hayes and Kalmakis 2007; Caldwell et al. 2013;
The Evidence Centre for Health Education East of England 2014). A concept

analysis, informed by 215 articles, proposed to define health coaching as:

“a goal-orientated, client centred partnership that is health-focused and
occurs through a process of client enlightenment and empowerment.”
(Olsen 2014, p.24)

Health coaching focusses on a person’s values and vision for their life and views
individuals as resourceful partners in their care (Wolever et al. 2011; The Evidence
Centre for Health Education East of England 2014). Health coaches help people to
explore their options, identify potential challenges, and make plans for future
change, but do not take responsibility for the outcomes (The Evidence Centre for
Health Education East of England 2014; Brook and McGraw 2018). The ‘spirit’ of
health coaching emphasises the importance of holding an unconditional positive
regard along with a belief that the coachee is an expert in their own life and has the
capacity for change (Huffman 2016; International Consortium for Health and
Wellness Coaching 2018). Health coaches are encouraged to develop their own
self-awareness and foster a respectful and non-judgmental presence (Wolever et al.
2016; International Consortium for Health and Wellness Coaching 2018). Based on
a systematic review of 284 studies, Wolever et al. defined a health coach as:
“a healthcare professional trained in behavior change theory, motivational
strategies, and communication techniques, which are used to assist patients
to develop intrinsic motivation and obtain skills to create sustainable change
for improved health and well-being” (Wolever et al. 2013, p.52)

Health coaching is recognised to have similarities with motivational interviewing

(MI), and Ml is often described as a component of health coaching interventions
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(Olsen and Nesbitt 2010; Caldwell et al. 2013). However it is worth noting that the
aims of health coaching tend to be wider than those of MI (which mainly aims to
overcome ambivalence), and that MI can be more directive than health coaching,
often addressing a goal determined by the health professional (Caldwell et al.
2013). Health coaching may be offered in various settings, by various professionals
(for example, dedicated health coaches may see patients in specific coaching
appointments, while clinicians may integrate health coaching approaches into their
routine consultations (The Evidence Centre for Health Education East of England
2014). Health coaching is therefore one approach health professionals can use to

support self-management and as such fitted well with the aim of my thesis.

5.3.2 Policy context

In recent years there has been an increased interest in attempting to spread health
coaching within the UK (The Evidence Centre for Health Education East of England
2014). The health coaching approach is currently more widespread in North
America, where for example coaching is a mandated educational competency for
nurse practitioners (Hayes and Kalmakis 2007). In the UK, health coaching has been
promoted as a way to decrease patients’ dependency on NHS services, by
empowering them to take more control over their own conditions to free up

valuable NHS resources (Garland and Norton 2013).

As discussed in Chapter 1, the NHS Five Year Forward View includes a focus on
supporting self-management (NHS England 2014). The Realising the Value project
(Finnis et al. 2016) was commissioned by NHS England to gather evidence to
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support the aims of the Five Year Forward view. The study included health
coaching as one of the five important person-centred ways of working described in
detail. Further support from NHS England has been provided by the NHS Innovator
Accelerator Programme, which identified health coaching as an innovation worthy
of investment to rapidly scale up (The Health Coaching Coalition 2016b). In 2015,
Health Education England commissioned a strategic review, to develop a quality
framework to support the commissioning of high-quality health coaching training
interventions. They recognised that while health coaching was high on the policy
agenda, the opportunities for training were described as “variable, limited and even

lacking for many staff groups” (NHS Health Education England 2015, p.2).

Professional organisations are also beginning to consider the role of health
coaching skills in clinical practice (for example the Royal College of General
Practitioners (2018) include information on health coaching in their person-centred
care toolkit). Practitioners and organisations already involved in health coaching
have also collaborated to promote the role of health coaching, forming the Health
Coaching Coalition, and producing resources including a website, a PDF resource
guide (The Health Coaching Coalition 2016b), Slack channel and Twitter account,
with the aim of spreading the ‘social movement’ of health coaching (The Health
Coaching Coalition 2016a). The health coaching approach appears to be gaining
momentum in the UK, is well-aligned with NHS policies and is being actively
promoted by policymakers. The identified policy drive together with the potential
for the health coaching approach to support self-management informed my

decision to focus on health coaching in the evaluation stage.
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5.3.3 Existing evidence

Previous research has generally tended to focus on the recipients of health
coaching rather than the perspective of those trained to become health coaches
(Ickes and McMullen 2016). However systematic reviewers of health coaching
interventions have struggled to draw meaningful conclusions about the benefits for
patients involved in previous studies. Reviews published between 2010 and 2017
(Olsen and Nesbitt 2010; Kivela et al. 2014; Hill et al. 2015; Dejonghe et al. 2017)
identified problems with the heterogeneity of the interventions described,
including variations in the person delivering the coaching (peers, health
professionals), training of the coach, underlying conceptual model of coaching
used, the modality of coaching (face-to-face, telephone, online and mixed), the
duration and intensity of the intervention, the health problems the coaching set out
to address, and the outcome measures used. Olsen and Nesbitt (2010) raised
particular concerns about the need to ensure that interventions do actually work by
providing coaching, and not simply via information provision and support by a
likeable coach. Although individual studies have shown positive results, the two
most recent systematic reviews failed to reach conclusions about the effectiveness
of health coaching interventions, calling for improved reporting of intervention
details, measurement of process variables (e.g. goal attainment or self-efficacy) and
more specific outcome measures that relate to important clinical questions (Hill et
al. 2015; Dejonghe et al. 2017). Proponents of the health coaching approach have
interpreted the positive findings on behaviour change from individual studies
included in these reviews as a strong signal worthy of further research (Wolever et

al. 2016).
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There are also positive reports about the impact of health coaching available from
gualitative evaluations of local projects. For example, the Institute for Employment
Studies conducted interviews and focus groups with a total of 56 NHS staff from
five different NHS organisations who had been trained in health coaching during
2013/14 (Carter et al. 2015). Reported benefits for patients (perceived by their
clinicians) included improved motivation, increased confidence and greater
satisfaction, while clinicians reported coaching offered a more sustainable way of
working to manage growing their workload. Clinicians felt more confident and
resilient, able to deal with more challenging patients, and believed that their

increased productivity could impact on the wider system (Carter et al. 2015).

5.3.4 Training in health coaching skills

While there is acceptance that some form of training is essential for health coaches
(Wood et al. 2016), with most research studies stating that health coaches have
received specialist training, this training is usually not described in detail. A rapid
review of 275 studies undertaken by The Evidence Centre for Health Education East
of England (2014) concluded that there was insufficient detail in the included
studies to extract details about the suggested content of training interventions or
the competencies suggested for coaches. And yet while there remains what has
been called a “dearth of research exploring the training and development of
efficacious health coaching skills” (Ickes and McMullen 2016, p.162), interest in
health coaching has grown rapidly. Concerns have been raised that both individuals

and organisations from different settings are now promoting their version of
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training and certification programmes to meet demands from the marketplace,
with over 50 organisations offering training programmes in North America
(Huffman 2016; Wolever et al. 2016). There have been calls for future research to
help understand which training methods are most impactful (Ickes and McMullen
2016). This provided a powerful rationale for exploring health coaching training in

more detail within this PhD.

5.3.4.1 Content and competencies

Health coaching draws upon multiple different theories and approaches from
psychology and behaviour change (e.g. motivational interviewing, social cognitive
theory, positive psychology, social cognitive theory, mindfulness and stages of
change) (Newman et al. 2013; Wolever et al. 2016). Newman et al. (2013) suggest
that health coaching integrates skills and techniques from these fields together with
the existing knowledge and skills of the health practitioner, and techniques used in
performance coaching (including coaching models, focussing on potential, and
using challenge). In the US, Jordan et al. (2015) reported the results of a job task
analysis process informed by an expert panel and validated using a survey of 885
health and wellness coaches. This resulted in an agreed list including eleven
knowledge areas (e.g. goal-setting techniques, models of motivation and behaviour
change) and 38 skills required for effective health and wellness coaching (e.g.
responding to client resistance, building positivity, structuring the coaching
process). In the US these results have been used by the International Consortium

for Health & Wellness Coaching to plan a comprehensive certification programme
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which includes participating in a registered training programme which incorporates
a practical skills evaluation, documenting at least 50 coaching sessions and
completing a national certification exam (Jordan et al. 2015). In the UK, where the
focus has often been on training health professionals to integrate coaching into
their existing work, rather than on the provision of standalone interventions by
dedicated health coaches, one leading training provider has produced a model that
suggests a stepped-approach to the integration of health coaching (The Health
Coaching Coalition 2016b). In this model, they suggest that a health coaching
mindset can be used in all consultations, that knowledge of health coaching skills
can be used in many appointments, and that specific coaching models may be
helpful to inform conversations about behaviour change. (Ahluwalia et al. 2013; The

Health Coaching Coalition 2016b).

5.3.4.2 Process

It is recognised that training should be tailored to the needs of the trainees, and
relevant to how they intend to use health coaching in future (Wood et al. 2016).
There is general agreement that two days of face-to-face training is seen as a
minimum requirement (Ahluwalia et al. 2013; The Evidence Centre for Health
Education East of England 2014; Wood et al. 2016). A 2015 project by NHS Health
Education England produced a quality framework to assist commissioners and
programme developers based on a synthesis of available research together with
examples of best practice drawn from across the UK (NHS Health Education England
2015). Their focus was on training health professionals to use coaching skills within
their routine consultations. In summary their recommendations include that
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training should be evidence based (using both research, case studies and patient
experience) and should align with the needs of the local care system. It should
prioritise training staff who have time and continuity of working with people with
long term conditions, those who are willing to get involved and who will
subsequently have the time to practise and embed the skills. They recommend two
days of immersive training away from day to day activities, with a gap between the
sessions to allow for opportunities to practise. Opportunities to revisit the skills
and participate in ongoing reflection should be promoted (e.g. via webinars,
refresher courses and online support). Training should be practical, focussing on
training small groups to provide adequate opportunities for meaningful discussions,
experiences of coaching and of being coached. They recommend that trainers
should be health professionals who have credibility with and are from the same
discipline as trainees and seen as expert trainers. Training should create a safe
space for trainees, using tactics such as establishing ground rules, making
participation voluntary and not having colleagues present who might threaten the
safety of opening up (NHS Health Education England 2015). Other suggestions from
the literature include ensuring that plenty of time is left for role play to practise the
techniques and build self-efficacy (Ickes and McMullen 2016). If these role play
activities can be based on the personal experiences of the trainee this can further

highlight the usefulness of the approach (The Health Coaching Coalition 2016b).

The literature clearly highlights the need to further understand the ‘black box’ of
health coaching training interventions, while already providing some suggestions of

important ‘active ingredients’ of training. It also hints at the important influences
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of context, with evaluators recognising that trainees respond to the same training
differently, exhibiting a spectrum of reactions from a complete and fundamental
change in practice to a much more limited response (Carter et al. 2015). Coaching
may be utilised in a more or less directive fashion (where health professionals may
maintain or relinquish control over the goal setting and problem-solving stages)
(Kessler and Graham 2015). There is recognition that a trainee’s readiness to
change is also likely to play a significant role in responsiveness to training (The
Evidence Centre for Health Education East of England 2014), and that an
individual’s professional role and the needs of the organisation influence how they
utilise health coaching (Liddy et al. 2014). My initial rough theories and those
developed in the from the realist synthesis appeared to fit closely with what was
already understood about how training and subsequent implementation of health
coaching worked. It was anticipated that using a realist lens to examine the process

would help to further illuminate how and why certain outcome patterns occur.

5.3.5 Health coaching in the PNC setting

There remains a degree of uncertainty around how helpful a health coaching
approach might be for health professionals working with people with progressive
neurological conditions for several reasons. Firstly, because much of the evidence
about health coaching comes from settings where health coaching is delivered as a
standalone intervention by dedicated health coaches, it is unclear whether the
delivery of coaching within an already established patient-clinician relationship

might be more powerful (The Evidence Centre for Health Education East of England
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2014). Caldwell et al. (2013) suggest that it may be more difficult for professionals
who need to take on an expert role during part of the consultation (e.g. performing
an evaluation or administering a treatment) to shift out of this stance towards a

fully patient-centric interaction.

Secondly, staff have expressed discomfort about using a coaching approach with
patients they perceive to be complex or vulnerable (Stretton et al. 2013). Being
diagnosed with a PNC may act as a ‘biographical disruption’ and is associated with
significant ongoing uncertainty about the possible disease course (Bury 1982).
People with PNCs may be struggling with the threat to their identity posed by their
condition, along with associated pressures from their family and financial worries,
which may all increase their vulnerability (Wolever et al. 2016). Vulnerability may
also relate to what resources the person has available to them to support change
(Wolever et al. 2011). In order to make the best use of coaching, people need to be
able to tolerate honest feedback and openly communicate about discrepancies
between their stated goals and their current behaviour, and this may be challenging

for more vulnerable people (Wolever et al. 2011).

Thirdly, the main focus of health coaching is typically on behaviour change and the
attainment of specific goals (Hayes and Kalmakis 2007). This focus may be of less
relevance to people with a progressive condition who may not be able to have any
control over the course of their disease. People with PNCs may also have impaired
self-awareness and it is not yet well understood how behaviour change strategies

can be used in these settings (Stretton et al. 2013).
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All these uncertainties provide a clear rationale for further exploring how health
coaching training is received and subsequently implemented by staff working with
people with PNCs. Recognising that generic training in health coaching may not
meet the specific needs of this staff group | undertook further work to understand
what modifications might be required, and shared these with the training provider
in order to meet Thesis Objective 4 (To ensure the training intervention delivered
takes into account the potential challenges specific to the PNC context that have

been identified and can be tailored accordingly.)

5.4 The intervention

The following section describes how the intervention was organised and provided.

5.4.1 Tailoring activities undertaken

From September 2017 to January 2018 in between the confirmation of funding and
the delivery of the first training day | discussed the need to tailor the training with
the training providers and gathered views from a variety of stakeholders. | met
with the local Parkinson’s UK research interest group and held two teleconference
meetings with the trainers (one of which involved public and patient involvement
(PPI) contributions). | also held two focus groups at a national MS conference
which were attended by nurses and therapists who would be the target audience

for the training.
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| decided to use focus groups to gather additional data before the training and
evaluation because | recognised that my literature review had provided limited
insights into the context-specific challenges of providing SMS in the PNC setting. |
planned to use the further data to inform theory building and aid the interpretation
of the earlier data from the survey and review. At this point | had already decided
to evaluate training in health coaching, so the groups also provided the opportunity
to explore the perceived relevance of a coaching approach to staff working in PNCs.
The data gathered also helped to design the topic guides for the evaluation stage,
by further sensitising me to issues of most importance to potential participants.
The contextual information gathered was shared with the training provider so they
were aware of the priorities of staff working in this setting and the barriers and
facilitators they thought could affect the implementation of training. Ethical
approval for the focus groups was provided by Cardiff University School of Medicine
Ethics Committee (SMREC REF 17/57) (see Appendix J). A topic guide was
developed which focussed on exploring the perceived relevance of health coaching,
and ideas about how training could help to develop knowledge, skills and
confidence (see Appendix J). Potential barriers at the levels of the clinician, the
patient and the wider organisation were explored. Training that participants had
already received was also discussed to try to identify what worked for whom. The
focus groups were advertised during the conference using posters and an
announcement following a workshop that | led on the subject of SMS. Formal
analysis of the focus group transcripts was undertaken later alongside analysis of
data collected in the evaluation phase (see Chapter 6). As a first step | made notes

on the key themes arising in the transcripts. These themes were then discussed at
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the teleconference with PPl representatives and the trainers. At this stage | was
also able to provide the trainers with details about the background of the attendees
who had signed up for the training. | hoped that sharing information about the
trainees’ context and the challenges described by staff working in the PNC setting
would help the trainers to appropriately tailor the training package to meet the
participants’ needs. | did not have any role in tailoring the design or delivery of the
training package itself. My role was limited to providing information and arranging
for discussions to occur. The trainers chose how to use the information | had
provided them. A brief description of the important topics discussed at each time

point is outlined in table 5.1.
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Table 5.1 Sources of stakeholder input which helped to inform the tailoring of the
health coaching training

Time Activity Participants Important issues discussed
point undertaken | (including me)

Sep-17 | Meeting 4 people with PD, | - The need for empathy from health professionals
with local 6 carers, - Their impression that the complexity of PD,
Parkinson’s 2 representatives interaction of symptoms and variability of
research of Parkinson’s experience was not fully appreciated
interest UK, 2 researchers | - The desire to have more personalised
group information, and for information provision to be

more proactive than reactive

- The importance of the role of the carer in self-
management

Oct-17 | Initial Lead trainer - My research findings to date (including literature
planning review, survey, stakeholder views)
tele- - Their advice on recruitment — trying to train
conference some peers together to increase the chance of
with training training being embedded
provider - How coaching could relate to the PNC setting

- What they would like to know from staff and
patient perspective to help with tailoring the
training (what do their best conversations look
like, what behaviour changes would
professionals like to see)

Nov-17 | Two focus 6 nurses, - Acceptance (not accepting diagnosis or
groups 5 adaptations that need to be made can hinder
(facilitated physiotherapists self-management)
by me) with | 5 occupational - Progression (how to work with people who are
staff therapists progressing in spite of ‘doing everything right’)
attending a - Challenging scenarios (cognitive impairment,
national MS competing priorities, preference for a
conference paternalistic style)

- Self-awareness and being proactive (staff would
like to see people take ownership of their
condition)

- Working with carers (helping them to be
comfortable with risk, not overburdening them)

- Working in a team (busy teams might just keep
doing the same thing, how to ‘sell’ a coaching
approach)

- Organisational constraints (mandatory
assessments, fixed length follow-up, infrequent
contacts)

- What worked in previous training (role play and
feedback, patient stories, understanding that
you don’t have to fix everything)

Jan-18 | Follow-up 3 PPI - Issues raised at the staff focus groups were
tele- representatives shared
conference attended the - PPl members expressed a desire for patients
with PPI meeting experiences to be valued and to move away
representa- 2 PPI from a “clinician knows best’ approach
tives and representatives - Recognition that appointments can be
trainers provided input challenging for people with PNCs (stress and

by email before
the meeting

discomfort can slow the thinking process, it may
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Both trainers take time to be able to listen and concentrate,
carer support may be needed)

- Recognition of the value of preparing for
appointments before attending

- Enthusiasm from PPl members that this type of
training would be valuable

- Suggestion that case studies and patient stories
can be valuable within training

- Details about the background of participants
recruited and planned evaluation approach

5.4.2 Recruitment

| took responsibility for course advertising and recruitment as this allowed me to
target health professionals working with people with PNCs. The course was
advertised via several channels including emails to contacts, and posters, flyers and
announcements at conferences for relevant professional groups (Parkinson’s
Disease Specialist Nurse Association and The Multiple Sclerosis Trust). Course
advertising materials stated that the course was being organised as part of a PhD
project so participants were aware that research activities would be running
alongside the training. Interested training participants returned a refundable
holding deposit for the course along with basic information about their job title,
patient group and place of work. These data were gathered so that it would be
possible to purposively sample should certain professional groups or conditions be
significantly under-represented, although this did not prove necessary.
Recruitment was fairly slow although there was a late flurry of interest in places
following the circulation of the course flyer to members of the Parkinson’s research
interest group local to the training venue. One clinical team expressed interest in
sending eight team members to the training. At the time, one of their team

members had already been offered a place and a further four places were available
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and offered to this team. Subsequent dropouts (people who were offered a place
but did not return the holding deposit) meant that another member of the team
was offered a place on the course. Of note, although this was a community
rehabilitation team, two of the team members who attended work exclusively with
people with neurological conditions that are not progressive. | felt that the data
that could be gathered about training a large number of individuals from a single
team would be directly relevant to my developing theory around team support so

decided it would be beneficial to include these individuals in my study.

Twenty-one trainees accepted places on the course and attended the first training
day (my target was for 20 participants, but | chose to offer one extra place in case
of any last-minute withdrawals). One participant was unable to attend the second
training day, so 20 trainees completed the training. Twenty-three further
individuals expressed an interest in attending the training, of whom seventeen
either declined a place on the training or did not book the place that they were
offered. Six people were declined a place on the training due to lack of available

spaces.

5.4.3 Training intervention provided

The training intervention provided is described here, in line with the Template for
Intervention Description and Replication (TIDieR) checklist (Hoffmann et al. 2014)

(See Appendix K for completed checklist).
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The health coaching skills development programme was designed and delivered by
an external training provider. It involved a two-day face-to-face training course for
20 participants (plus myself as a participant observer). The training commenced at
9.30am and finished at 5pm with a 45-minute lunch break and two short (usually
approx. ten minutes) coffee breaks. The training is usually delivered with a two to
four-week gap between the two sessions. Due to heavy snow and associated Met
Office severe weather warnings the second training day was postponed resulting in
a gap of just over 11 weeks between the first and second training days. The first
training day was held on January 30t and the second on April 20t" 2018. Given the
long interval between the two training days, the trainers arranged to host a one-
hour refresher webinar discussion ten days before the second training day which
was attended by six participants. This provided an opportunity for attendees to
reflect on their experiences with trying to implement the training and to revise
content from the first training day. Other participants had the opportunity to
watch a recording of the webinar online. This refresher webinar is not part of the
standard training programme but has been used in the past when there has been a

delay between the first and second training days.

The training was delivered in a meeting room of a hotel, using a horse-shoe shaped
seating layout. Two highly experienced trainers (both with clinical backgrounds)
facilitated the training, alternating between one trainer leading the discussion and
the other providing support. All trainees were provided with a 123-page resource
guide (which included space for notes). The booklet included all the slides
presented by the trainers during the two workshops (and a small number of extra

slides that were not discussed during the training days). The slides were also
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projected on a screen and the facilitators also regularly annotated flip charts during

the sessions.

The training involved a variety of different activities including: silent individual
reflection exercises; discussions in pairs, small groups and as a whole group; group
work activities using flip-charts; short presentations given by trainers referring to
slides; live demonstrations of coaching provided by trainers; and working as a pair
to practise coaching and being coached. Trainees were regularly required to get up
and move around the room during the activities. The training actively encouraged
participant interaction. Group discussion sessions were shaped by the issues raised
by the participants and felt to be most relevant to them. The trainers modelled a
coaching approach during the training by encouraging participants to identify their
own challenges and generate their own solutions. Practice coaching sessions were
not systematically observed and there was no structured feedback provided to

trainees on their performance (though some ad hoc discussions occurred).

Important topics discussed included: an introduction to the coaching mindset and
approach; goal setting; directive and non-directive approaches; clinical applications
of coaching; patient activation (Hibbard and Gilburt 2014); challenge and rapport;
transactional analysis (Schlegel 1998); and stages of change (Prochaska and
DiClemente 1983). Specific techniques demonstrated by the trainers and practised
by the trainees included the TGROW model of coaching (topic, goal, reality, options,
will/way forward)(Jones et al. 2013b); the Diamond model of coaching (McDowell
2018); the ABC model of coaching (antecedents, behaviour, consequences) (Jones

et al. 2013b); managing interferences using coaching (McDowell 2018); solution
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focussed coaching (Grant 2011); and brief motivational interviewing using
decisional balance tools (Miller and Rollnick 2012). As the trainers were responsive
to the topics raised by the group and tailored their delivery accordingly it was
difficult to undertake any formal fidelity assessment (as the trainers would have

planned to be flexible in their delivery).

5.4.4 Web resource

The standard health coaching training package does not facilitate any interaction
between training participants either between the two training days or after the
training has ended. | was concerned that as | expected a large proportion of
participants would attend the course alone, it might be difficult for them to embed
the training into practice without some ongoing team support (which my
developing theories had suggested was important). | hoped that it might be
possible to create an online community of practice (Jiménez-Zarco et al. 2015) to
support staff during and after the training. | therefore set up a basic secure website
(accessible only by course attendees who were allocated usernames and passwords
at the first training day) using the platform MoodleCloud. This platform was chosen
because it was free to use, designed to be easy to programme for users with no
experience of web design, and could fulfil the necessary security requirements
(including having servers based within the EU). Screenshots of the website sections
can be seen in Appendix L. The website aimed to provide a safe space for
participants to discuss issues relating to their experiences of trying to implement

the training. It also acted as a resource repository, providing links to some related
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websites and journal articles and encouraging participants to share other resources

with the group.

5.5 Evaluation plan

5.5.1 Designing a realist evaluation

The initial rough theories generated in Chapter 4 were used to generate four core

research questions to focus the scope of the evaluation. The more detailed CMO

configurations produced from the literature review in Chapter 4 also helped inform

the direction of the investigations.

Table 5.2 Core research questions generated from initial rough theories

Initial Rough Theory

Core question to address

Health professionals who believe they already
support self-management effectively, or who feel
uncomfortable with sharing responsibility are
unlikely to engage with training or change their
practice. When training interventions demonstrate
how self-management support is different to current
practice and emphasises its benefits, professionals
are more likely to value training and try to integrate

new skills into practice.

How, and in which
circumstances, do SMS training
interventions help participants
to recognise the difference
between current practice and a
new approach and to value the
new approach over existing

ways of working?

In the context of a complex caseload, when patients
have multiple interacting symptoms which make
self-management a challenge, professionals may feel
that self-management is too burdensome. If
professionals are trained in specific skills that take
into account these complexities (e.g. how to tailor

self-management support), they will be more likely

Does training clinicians in
specific SMS skills help them to
see these skills as applicable to a

wider population?
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to attempt self-management support in complex

situations.

Training in self-management support is most likely How does team support

to be successful when whole teams develop a influence the implementation of
shared understanding and work collaboratively to SMS?

optimise support. This may be achieved via whole
team training and providing regular space to discuss
self-management within the team. Conversely staff
who attend SMS training but return to work in an
area where there is little colleague support for the

idea are unlikely to continue to use and develop

their skills.

If organisational priorities do not include self- How do organisational priorities
management support, this will be viewed as a low- influence how individuals value
priority activity and other activities may be SMS?

prioritised. Conversely if the organisation
proactively supports SMS provision (for example
through the structure of appointments, providing
practitioner flexibility to adapt how they work,
availability of clinical supervision/ongoing training,
and through the collection of feedback about SMS)
individual professionals will also value the activity

more.

As described in chapter 2, realist evaluation necessitates a mixed methods
approach in order to gather appropriate data to fully understand context,

mechanisms and outcomes.

| planned to collect four different and complementary sources of data for the
evaluation phase of the project, all of which were intended to help refine the

theories developed in the first stage. The data collection methods used were:
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- participant observation of the training,

- telephone interviews with the training participants and trainers

- pre- and post-training questionnaires

- analysis of web resource use
| decided to use predominantly qualitative methods (Schifferdecker and Reed
2009). Although quantitative data is typically used for outcome testing, |
recognised that identifying some of the subtle and nuanced target outcomes
around shifts in professional identity would be challenging using mainly

quantitative instruments.

5.5.2 Observations

5.5.2.1 Rationale

| outlined the advantages of using observations in a realist evaluation in Chapter 2.
Attending the training provided the most efficient way to gain a thorough
understanding of what the training experience involved. The opportunity for me to
attend was easily available (as | had organised the training and liaised with the
training provider) and | anticipated being accepted fairly easily into the group due
to my professional background. Making observation notes in a training setting was
also less likely to be seen as intrusive as many participants were also taking notes

during the sessions (Schensul et al. 1999).
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5.5.2.2 Approach used

All training participants (together with the trainers) were provided written
information about the study prior to the training. | also gave a brief verbal
description of my role as a participant/observer at the beginning of the first session.
All participants and trainers provided written informed consent for the
observations to take place. They were also offered the opportunity to redact any
comments they did not wish to be included in my notes. Initially | had intended to
take on the role of non-participant observer. | had envisaged that it would be
possible to observe the presentations given by the trainers alongside the trainees
and then, when breakout activities occurred to act as an observer by walking
around and ‘listening in’ on groups conversations, rather than becoming a group
member myself. During the first training day it quickly became apparent that as
many activities were done in pairs, observing a pair for a prolonged period (in order
to get a good sense of what was happening) might feel very intrusive, could
influence what was discussed and might impact on the trainees overall experience
of the training. Furthermore, the trainers were very keen that | should take a more
active role as a full participant observer. They felt that | needed to have the
experience of coaching and being coached to fully understand how the training was
working for attendees, and | could see the value of a fuller form of participation in
allowing me to experience the training mechanisms for myself. | therefore joined in
all the pair and small group work as an active participant. We rotated groups and
partners for each activity, so this gave me the opportunity to work with multiple
individuals. | did not get any sense that the participants were unwilling or

uncomfortable in working with me as a fellow participant.
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My role as an observer was more visible to the participants during the
presentations, small group work and larger group discussions when | took notes
describing the topics covered and participants’ responses and reactions. | had
originally intended to use a structured template to record my observation notes. In
the event it proved easier to just document my thoughts in notes which | then
wrote up shortly afterwards and augmented with further details and reflections.
During note taking | was cautious to identify when a note related to my own
feelings and interpretations (Schensul et al. 1999). This fitted with the approach
advocated by Spradley (1979) (making brief notes at the time which are later
expanded, while also keeping a separate record of ongoing analysis and
interpretations made). | also tried to document when comments came from the
trainers rather than participants. | was less successful in this approach during the
group feedback sessions, when often a point would be raised by a trainee and then
elaborated on by one of the trainers. My resultant notes did not always make clear
what proportion of an idea belonged to a trainee and how much came from the
trainer. | was more sensitised to the need to differentiate these in note taking on
the second day of observations. An administrative colleague assisting with the
organisation of the training also observed the session and took notes. | was able to
refer to these notes alongside my own when writing up my more detailed

observation notes to supplement and triangulate my own observations.
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5.5.3 Telephone interviews

5.5.3.1 Rationale

Qualitative interviews with the participants in training were an important way to
gather data, particularly around training mechanisms. The ways in which a realist
qualitative interviews differ from other interviewing approaches (including having
my theories as the main subject of the interview and using a teacher-learner

approach) were outlined in Chapter 2.

5.5.3.2 Approach used

The interview topic guide was written around the theories developed during the
first phase of the PhD. Multiple open questions were used to encourage trainees to
reflect on their own experiences as well as more focussed questions specific to
elements of context, mechanism or outcome that | believed were likely to be
important. The topic guide was developed in advance of the first training day so
that ethical approval could be sought for all elements of the intervention within one
application. This meant participants could receive one combined information
leaflet about the whole study rather than needing to read multiple similar leaflets
for each individual component. The topic guide included questions about the
training itself, the implementation process and relevant existing substantive
theories, with a plan to focus on different topics at different time points. The
submitted ethics application also highlighted that emerging findings from the
ongoing analysis would be used to refine the questions relating to specific elements

of context, mechanism and outcome.
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All training participants were invited for a telephone interview following the
training. A sign-up sheet for interview times and dates was circulated at the second
training day. Participants who were unsure of their availability on the day were
emailed with suggested days and times. The initial interviews were scheduled to
start from two weeks after the completion of the second training day. Although |
had some theories from my earlier work, the first set of interviews still focussed on
theory generation and involved mostly open questions to encourage participants to

describe their experiences (Manzano 2016).

Those training participants who participated in the first set of interviews were
asked for permission to be re-contacted 3 months following the training for a
second follow-up interview. These repeat interviews focussed much more on
testing the theories that had been developed and refined during the ongoing
analysis of all the data already collected. As a result, these interviews used the
learner-teacher style more, sharing insights gained from the data and experiences
of other participants and encouraging participants to dispute or elaborate on my

findings (Manzano 2016).

All interviews were audio-recorded for transcribing. | transcribed eight interviews
and the remainder were transcribed by professional transcribers. When | had not
transcribed the interview myself | listened back to the interview while reading the
transcript produced to make any necessary corrections. This also acted as a first
step in the analysis process, by further familiarising myself with the data and

allowing me to use the way in which the participants spoke (which is easier to
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identify from the audio recording rather than the written transcripts) to better

grasp the meaning of what the participant was trying to convey (Bailey 2008).

5.5.4 Questionnaires

5.5.4.1 Rationale

Using questionnaires provided the opportunity to gain some quantitative data to
assess outcomes. A questionnaire could assess participants’ self-reported levels of
knowledge, confidence and coaching technique usage and before and after training
to examine areas in which the training may have had an impact. | was aware that
the sample would be too small to identify statistically significant correlations and
relationships and | would be limited to performing a descriptive analysis. This
would provide useful evidence for the basic underlying assumption of the training
(that it would improve participants’ knowledge and confidence in specific health
coaching skills). It would also provide evidence about whether any changes

reported immediately after training were subsequently maintained.

My initial preference was to use an existing validated questionnaire instrument in
order to save time in producing an instrument, facilitate comparison between my
findings with those from other settings and increase confidence in the validity of
the findings (Boynton and Greenhalgh 2004). The criteria | applied when looking for

an appropriate instrument were as follows:

1) The instrument had to be freely available for use
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2) The instrument should be relatively short (this would allow for the

guestionnaire to be completed within the training sessions to maximise the

response rate, and would avoid the risk of participants becoming fatigued

and disengaging from providing meaningful responses (Galesic and Bosnjak

2009))

3) The instrument should be able to identify specific areas in which changes

have been made rather than being a generic measure of general attitudes or

confidence.

4) The outcomes of interest within the CMOs already developed during the

review stage should all be covered (those outcomes are mapped to the

CMOs below)

Table 5.3 Identifying measurable outcomes related to the review stage theories

Review Theory

Expected outcome

1 - Evidence

Change in knowledge
Change in attitude

2 - Knowledge, skills, confidence and self-efficacy

Change in knowledge
Change in confidence

3 - Reflection

Change in attitude

4 - Empathy

Change in attitude

5 - Team and organisational support

Change in confidence
Change in attitude

6 -Redefining professional role

Change in attitude

7 - Picking the right patient

Change in intended/actual
use
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5.5.4.2 Existing measures

My starting point for identifying validated measures of self-management support
was a large review of self-management measures undertaken by The Health
Foundation (de Silva 2014). This review summarised themes from 23,000 studies
relating to measuring elements of person-centred care, including specific examples
from 921 studies. Of the 200 validated tools they reviewed across all aspects of
patient centred care, they concluded that there was insufficient evidence to
recommend one particular tool, both because comparative studies were lacking,
and also because the relevance of a specific tool depends on the context in which it
will be used. Similarly, no single tool was found to be most commonly used for
assessing the level of SMS provision. The three measures cited in this review that
were specific to measuring SMS from the perspective of health professionals were
considered in further detail, together with two measures that | had identified

during my wider reading.
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Table 5.4 Instruments considered for gathering outcomes data during the

evaluation

Instrument Iltems Coverage of Comments

outcomes of

interest
Assessment of 28 (only 4 Knowledge - NO | SMS is one of 6 elements of chronic
Chronic lliness relate to Confidence - NO | care assessed.
Care (ACIC) SMS) Attitude - NO Focus is on the team/organisation
(Bonomi et al. Usage — YES rather than the individual
2002)
Assessment of 16 (8 Knowledge — NO | Used by whole teams who complete
Primary Care relating to Confidence - NO | and discuss results as quality
Resources and patient Attitude - NO improvement exercise. Focus is team
Supports for Chronic| support, 8 Usage — YES activities rather than individual
Disease Self- to activities.
Management organisation
(PCRS) al support)
(Brownson et al.
2007)
Practices in Self- 25 Knowledge - NO | Contains three sub-scales: clinical SMS,
management Confidence - NO | patient centredness and organisational
Support (PSMS) Attitude - NO SMS. Staff asked how often they apply
(Kosmala- Usage — YES strategies. Attitude is not directly
Anderson et al. measured but could possibly be
2011) inferred from some practices
Clinician Support 14 Knowledge - NO | Attitudes relate the importance of
for Patient Confidence - NO | patients: functioning as a member of
Activation Attitude - YES care team; being an independent
Measure (CS-PAM) Usage — NO information seeker; following medical
(Hibbard et al. advice; and making independent
2010) judgements.
Self-efficacy and 36 (each Knowledge - NO | Asks respondents what activities they
performance in item ranked | Confidence - YES | currently do and what they can do.
self-management twice Attitude - NO Instrument intends to measure usage
support against two Usage — YES and confidence though knowledge and
instrument (SEPPS) | different attitudes might be inferred from some
(Duprez et al. statements) items.
2016)

As shown in table 5.4, none of the measures identified covered all the outcomes of
interest. Although it might have been possible to combine multiple measures, this
is likely to have overburdened participants and decreased the quality of responses.
There were also issues with the availability of these measures (for example, licences
to use the CS-PAM are only provided to research projects with more than 75

participants) (Insignia Health 2018).
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5.5.4.3 Designing a bespoke measure

In order to meet my criteria, it therefore became clear that the design of a bespoke
guestionnaire would allow me to focus on all of the outcomes of interest at the
level of detail that was relevant to my study. To design an appropriate
guestionnaire, | first looked at what outcome measures had been used in the
studies in my realist synthesis, together with those included in a 2017 systematic
review of interventions to enhance self-management competencies among nurses
(Duprez et al. 2017). | examined the bespoke measures used in eleven studies
(Woodcock et al. 1999; Borrelli et al. 2008; Simm et al. 2011; van Eijk-Hustings et al.
2011; Cheffins et al. 2012; Gregory et al. 2012; Walters et al. 2012; Jones and Bailey
2013; Yank et al. 2013; Connolly et al. 2014; Juul et al. 2014) along with the
guestionnaires developed by the training provider for the routine evaluation of
their programme. Reviewing these measures identified which constructs were
prioritised for assessment by other authors and the styles of questionnaire items

used.

5.5.44 Format

Rating scales were frequently used by other studies (with the scales varying from 3-
point to 100-points). The advantages of Likert-like scales (as previously outlined in
Chapter 3), include that they are easy to complete and subsequently analyse. The
difficulties of using self-rating questionnaires specifically in relation to SMS training
have been highlighted by other authors (Yank et al. 2013). The major concern

relates to response shift bias (Howard 1980). Before training participants will often
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over-rate themselves (based on only a partial understanding of the topics covered
in the course). An improved understanding of SMS can lead trainees to rank their
post training performance at the same or lower level (despite improvement),
eliminating any possibility for the questionnaire to detect differences in practice. |
decided to issue the questionnaire at three time points, immediately pre-training,
immediately post-training and 3 months post-training. | chose a set of core
questions which would be asked in each questionnaire (see Appendix M). For the
final questionnaire | also asked participants to repeat a pre-training self-rating
alongside a post-training score in order to try to identify response shift bias. | was
however aware that this approach might be influenced significantly by social
desirability bias (Nederhof, 1985) (as participants had been provided a place on a
free training course they might have felt obliged to demonstrate within their
answers that they had learned something from attending). The first questionnaire
was limited to multiple choice and ranking scale items, and also collected basic
demographic details from participants to identify potentially relevant context. The
post-training questionnaires also included questions with free-text responses for
staff to make additional comments. This provided an opportunity for staff to
provide more detailed stories and could also allow for topics of unanticipated

importance to be raised.

5.5.4.5 Content
The first section of each questionnaire contained items relating to participants’

attitudes towards supporting self-management (see Appendix M). Informed by the
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topics covered in previous studies, questions were included with the aim of

assessing:

The perceived importance of providing SMS (Woodcock et al. 1999; van

Hooft et al. 2016)

- The belief that patients would be able to self-manage effectively (Yank et al.
2013)

- The perceived usefulness of health coaching approach (Gregory et al. 2012;
Connolly et al. 2014)

- The perceived ease of using a health coaching approach (Woodcock et al.
1999; Borrelli et al. 2008; Simm et al. 2011; Yank et al. 2013; Connolly et al.
2014; Juul et al. 2014; Duprez et al. 2016)

- The level of motivation to use a health coaching approach (Connolly et al.

2014)

In the second section of the questionnaire | aimed to address my other core
outcome measures, (knowledge (Cheffins et al. 2012), confidence (Woodcock et al.
1999; Borrelli et al. 2008; Simm et al. 2011; Yank et al. 2013; Connolly et al. 2014;
Juul et al. 2014; Duprez et al. 2016) and usage (Woodcock et al. 1999; Borrelli et al.
2008; Kosmala-Anderson et al. 2011; Duprez et al. 2016)), all of which had been
assessed in some way in previous studies. To keep the questionnaire specific to the
training intervention | used the competency descriptors developed by the training
providers for their existing evaluation questionnaires. However, this questionnaire

contained 15 descriptors (ranked only for usage). As | wanted to ask about each
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competency in relation to knowledge, confidence and usage, | felt that using all 15
items would make the questionnaire excessively long. | therefore selected seven
competencies which were most specific to health coaching and did not include
competencies which might be considered to be more generic patient-centred
communication skills (e.g. building rapport, active listening, awareness of cues). |
knew from my survey results that participants were likely to rate themselves highly
in these types of skills, so these items were likely to be less discriminatory. The
format and content of the questionnaires were reviewed for face validity by both

my supervisory team and also the course trainers.

5.5.4.6 Distribution

All questionnaires were numbered with a participant identifier which allowed me to
track changes in responses over time at an individual level as well as at a whole
group level. Paper questionnaires (see Appendix M) were circulated to all training
participants at the beginning of the first training day, and at the end second training
day. An email containing a personalised link to a follow-up questionnaire on the
Online Surveys platform was circulated three months after the second training day.
A reminder was sent at two weeks to participants who had not completed the
survey. Those participants who completed a follow-up telephone interview before

completing the questionnaire were also verbally reminded after their interview.
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5.5.5 Website usage

5.5.5.1 Rationale

Although it was designed primarily to facilitate contact between participants
between and following the training days, analysis of web resource usage could also
contribute important research data. Analysing how the web resource was used
(e.g. number of visitors, number of posts created) could identify whether the
provision of the resource itself was an important element of the training, triggering
new mechanisms, or reinforcing those triggered on the face to face training days.
Analysing what was discussed online could also provide indications of how the face-
to-face training had worked for participants, from the way in which they discussed
the content. Discussion board conversations might also highlight knowledge gaps,

levels of confidence and contextual barriers to implementation.

5.5.5.2 Approach used

The MoodleCloud website provides detailed usage tracking for individual registered
users (e.g. — number of logins, pages viewed, duration of viewing). This was
important as it is accepted that a large proportion of participants in online
communities of practice are observers who engage with the community by reading
the comments of others rather than by actively posting themselves (lkioda et al.
2013). It was therefore important to distinguish staff who engaged with the web
resource through posting, those who engaged through observation, and those that
did not engage at all. As well as producing a basic descriptive quantitative summary

of website usage statistics, the discussion board posts themselves were used as an
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additional source of qualitative data and comments made were imported directly
into NVivo 11 (QSR International) for analysis alongside the observation and

interview data.

5.5.6 Ethical Approval

Ethical approval for the activities within the realist evaluation stage was obtained
from Cardiff University School of Medicine Research Ethics Committee (SMREC
17/66) (see Appendix N). Confirmation was provided by the Research Governance
Officer at Cardiff University Research and Innovation Services that NHS Research
and Development approvals were not required. Participants in all study activities
received written study information before providing written informed consent.
When there was a delay between consent provision and data collection (e.g. at the
follow-up interviews), consent was re-confirmed prior to data collection. Copies of
the participant information leaflet provided, and the consent forms used are

included in Appendix N.

5.5.7 Data Analysis Plan

A triangulation approach to analysing the mixed methods data collected was
adopted, with quantitative and qualitative data being collected and analysed

concurrently (Schifferdecker and Reed 2009).
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5.5.7.1 Quantitative data

Descriptive statistics were generated to summarise the distributions of responses
to the rating scale and multiple-choice sections of the questionnaires. The analysis
focussed on the frequency of responses and on identifying the changes in
individuals’ responses over time. | chose to focus on describing how individual’s
responses had changed, rather than on average response changes across the whole
group, as this is more in keeping with a realist analytical logic and could help
different responses to training to be identified. No further statistical analysis was

undertaken due to the small sample size and incomplete follow-up data available.

5.5.7.2 Qualitative data

NVivo 11 was used to manage the qualitative data (pre-training focus groups, free
text questionnaire responses, interviews, observation notes and web resource
entries). The analysis made use of both a deductive approach (by coding the data
under the theories generated during the review stage of the PhD) and an inductive

approach (searching for new theories arising from the data itself).

At the start of the coding process, a set of nodes was generated for each existing
theory from the review (one high level node and several ‘child nodes’ which
described different aspects of the theory). These were supplemented by a set of
nodes developed based on the reflective notes | made during the interviewing
stage, which identified issues not already explored in depth in my existing theories.
This set of inductively developed nodes was added to during the coding of the initial

guestionnaire responses and the first five interviews, after which point no new
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nodes were needed (see Appendix O for coding framework). Initial first pass coding
of all the initial questionnaires and interviews was undertaken. At this point the
data coded under all nodes was reviewed, and this process allowed some nodes to
be merged. Decisions taken during this process were recorded in a linked ‘memo’

attached to each node.

The coded data were read and re-read and used to develop If-Then statements to
begin the process of theorising. Related statements were group together and key
areas of significance were identified with four overarching themes emerging which
were developed into higher level theories. The content and organisation of these
theories was informed by the quantitative findings, the theories developed in the
review stage and my existing knowledge of the formal theories identified during the
review stage. For example, understanding of the Technology Acceptance Model
(Venkatesh and Bala 2008) was particularly helpful when exploring perceptions
about the value of the training. | used the writing process as a further analytical
tool. During this phase there was frequent movement between data already coded
at relevant nodes and the transcripts as a whole. | also continually referred to the
coded data while working to generate the higher-level theories which formed the
basis of the reporting. This helped to ensure important findings from the original
data were adequately represented. The quantitative data were also examined
alongside the qualitative data at this stage, with an emphasis on triangulating the

findings around reported outcomes.

Cartwright and Hardie (2012) discuss theorising as occurring in two different

directions. The analysis required frequent horizontal theorising to identify how
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context influenced the training outcomes. This was often an interpretative process
as data about context was not always described by participants as directly linked to
mechanisms or outcomes. Vertical theorising was also required, where the level of
abstraction increases with a move from very context-specific towards more
generalizable theories. This was one of the most difficult parts of the analysis,
necessitating a balance of theorising at a level high enough to be useful, while also
being specific enough to maintain relevance and applicability to the setting of

interest (Cartwright and Hardie 2012).

5.6 Chapter summary

This chapter has described the rationale for choosing to evaluate an existing
training programme in health coaching skills. | first outlined why evaluating an
existing programme was favoured over designing a new intervention. | then
explained how health coaching skills might meet the needs of the training
participants. The background of health coaching as an intervention has been
outlined and gaps in the existing evidence base identified. In the second part of the
chapter | outlined the methods used to inform the tailoring of the training, and

then described the data collection methods used during the evaluation.

The results of the evaluation stage are now presented in Chapter 6. The role of
existing formal theory in the analysis of these results is explored in Chapter 7.
Discussion of the results in the context of the wider literature then follows in
Chapter 8, together with reflections on the thesis as a whole and suggestions about

the next steps.
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6 Results of training evaluation

This chapter presents the data from the second phase of the PhD and shows how
these data have been used to further develop theories specific to the health
coaching intervention evaluated. The data are organised and presented in relation
to the theory they helped to develop, rather than by data source, in order to make
the contribution of the different data sources to each theory explicit. For each
theory developed I first discuss the background and relationships with theories
derived from the realist synthesis. | then present data which relates to outcomes,
the reasoning element of mechanism, the resource element of mechanism and
context. This is followed by a diagram which aims to summarise the important
causal pathways identified. The section for each of the four theories then
concludes with a theory statement derived from the evaluation results. These are
presented at a higher level of abstraction than the original data. Each theory
statement represents the consolidation of multiple lower level more granular
theories which were developed during the analysis. An example of this
consolidation process is provided in Appendix P. The new theories generated from
this evaluation stage are integrated with those from the review (Chapter 4) in

Chapter 7.

6.1 Contributory data sources

The data presented within this chapter were derived from the sources outlined in

table 6.1.
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Table 6.1 Evaluation data sources

for duration of
evaluation

discussion board
posts

Time point Activity Participants Duration
Pre- November 2017 | Two focus 16 Each group
training (before training groups held at (6 nurses, 10 lasted 50
day 1) national therapists) minutes
conference
January 2018 Questionnaires 20
(immediately (100%
before training response rate)
started)
During January 2018 Observations 20 course 2 full days of
training and April 2018 participants training
and 2 trainers
Post- April 2018 Questionnaires 20
training (100%
response rate)
From 10 days to Initial 19 11-33 minutes
7 weeks post participant (95% response
training (17/19 interviews rate)
within 4 weeks)
Follow-up 12-24 weeks Questionnaires 13
post post training (65% response
training rate)
14-24 weeks Follow-up 11 29-41 minutes
post training participant (55% response
interviews rate)
September- Trainer 2 49-60 minutes
October 2018 interviews
Website open Website 3

Data extracts below are labelled according to participant number P1 to P21 for

training participants and T1 and T2 for trainers. The time point at which the

interview took place is also highlighted for training participants whose data come

either from initial or follow-up interviews. Focus group participants are labelled
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according to which group they attended, (FG1 or FG2) followed by a participant

number (e.g. FG1P1). Extracts from my own observation notes are also labelled.

6.2 Training participant characteristics

Twenty-one professionals attended the first training day but one professional was
unable to complete the second day, resulting in twenty participants in total

completing the training.

Background Number of participants (% of
total participants)

Nursing 5 (25%)
Physiotherapy 5 (25%)
Occupational Therapy 0
(currently working in therapist role) > (25%)
Occupational Therapist o
(currently working as Clinical Specialist) 4 (20%)

Speech and Language Therapy 1(5%)

Nineteen of the twenty participants were female. Over half had worked in the
neurology setting for more than ten years (see Figure 6.1). Half of the participants
(n=10) specialised in working with people with a single neurological condition while

half worked with people with a range of different neurological conditions.
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Less than 1 year 1-3 years 4-6 years 7-9 years 10 years or more

Time in current role B Time working in neurology setting

Figure 6.1 Length of time participants had worked in current role and in the
neurology setting

After the initial round of post-training data collection, complete data (completed
questionnaire and interview) were available for 19/20 participants, with partial data

(questionnaire only) for one participant.

After the second round of follow-up data collection complete data (second
interview and questionnaire) were available for eight participants, partial data were
obtained for a further eight participants (questionnaire only = 5, interview only = 3),

and no further data were obtained from four participants.

6.3 Critical reflection

6.3.1 Background

The theory described in this section focusses on the process of critical reflection

that was triggered by the training, which caused participants to think differently
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about their role within consultations. This process then went on to impact
significantly on how participants perceived the value of the health coaching
approach, which will be described in detail in section 6.4. This section provides
evidence to support and refine two of the theories developed from the realist

review, which were:

Review Theory 3: Training frequently provides opportunities for staff to reflect on
their current practice in relation to SMS (Mresource). Influenced by pre-existing
ideas about SMS (C) this reflective process may act to validate current practice
(Mreason) or demonstrate a need for practice change (Mreason — leading to O).
Characteristics of the training (Mresource) influence the likelihood of facilitating
helpful reflection, and in some cases, training is insufficient to overcome pre-existing
ideas about SMS (C) and meaningful reflection (Mreason) and practice change (O)

does not occur.

Review Theory 4: Both training activities and applying SMS principles in practice
(Mresource) can generate new empathy for patients based on a different
perspective on their lives (Mreason). This new perspective can alter professionals’
expectations of their patients (O). The development of empathy relies on reflective
skills which may be facilitated or inhibited by personal, organisational and training

characteristics (C).
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6.3.2 Outcomes data

The qualitative data clearly indicated that an important outcome for many
participants was a change in the way in which they viewed their role within a

consultation.

P13: It has made a very big difference in the way | view my interactions with
patients (initial post training questionnaire)

In particular, participants emphasised how they started to shift towards thinking of
their role as enabling patients to take a more active role in their health rather than

simply providing solutions.

P2: I'm very eager to please and fix things, so that learning not to do
that, | can't say I've stopped doing that, but realising there’s more,
there’s more, there must be more to my interventions than doing that.
(initial interview)

This key outcome had also been experienced by some of the focus group

participants who had attended training courses on motivational interviewing.

FG1P1: I think in certain, like, years ago in training it was like you had to
make everything right didn’t you? You had to be that

FG1 (speaker unclear): Solve that problem?

FG1P1: Solve that problem, and sometimes you can’t, and it’s being, | felt it
was just suddenly thinking, well actually sometimes we can’t and we have to
be, not feel bad about that.

Participants described no longer feeling that they needed to provide a solution for
every problem presented or to impart as much knowledge as possible within a

single appointment in order to feel that they had done a good job.

The questionnaire did not appear responsive enough to fully capture the subtlety of
this outcome, but two items were relevant. When asked about the importance of

supporting self-management most participants rated this as very important before
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the training and the majority did not change the rating on the 1-5 Likert-like scale
(not important to very important) they gave before and after training (see Figures

6.2 and 6.3).
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Figure 6.2 Importance of supporting self-management in relation to other tasks
rated over time
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W Difference between post-training and follow up

Figure 6.3 Percentage of respondents with each change in score of importance of
self-management support at two time points
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The spread of agreement with the statement “With support, my patients can self-
manage their condition effectively” was similar before and after training, with a
suggestion that with more experience of trying to apply the intervention in practice,
participants might be less likely to agree. Most participants did not change their
score when compared to the previous rating they provided at either time point (see

Figures 6.4 and 6.5).
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Disagree Neither agree nor Agree Strongly agree

disagree

Pre-training B Immediately post training Follow-up

Figure 6.4 Agreement with the statement: With support my patients can self-
manage their condition effectively
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Figure 6.5 Change in agreement with the statement: With support my patients can
self-manage their condition effectively

6.3.3 Mechanism reasoning data

During the training days participants fed back that increasing self-awareness about
their current approach had been an important part of the learning experience, and

this was echoed in the interview findings.

P21: It's definitely made me think more about how I, and have more of an
awareness about how | am in sessions and how that determines the
outcome really. (follow-up interview)

Participants became sensitised to the impact of their approach and recognised how

their current style might not be entirely helpful and could even foster dependency.

P14: | thought that was really powerful actually because you think now |
know how a patient feels when we’re asking 21 questions (initial interview)

More often the empathy developed seemed to relate directly to how people

experienced consultations. There were also examples of participants gaining
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appreciation of why people struggle to make positive behaviour changes when
participants reflected on their own difficulties in making behaviour changes
successfully. Participants were also able to reflect on the advantages of using a
coaching approach in comparison to their usual style. The benefits listed by
participants during the training included that coaching helped them to gain clarity
and perspective on a problem, understand why they had not already made a

change, decide exactly what they wanted to do and identify ways to move forward.

6.3.4 Mechanism resource data

The simplest way in which the training facilitated critical reflection was by the

provision of dedicated time outside of the workplace.

P18: | always find you learn a lot at work, but then you can think about how
you practise much better when you’re not in that environment (follow-up
interview)

As well as providing time to reflect, it was also important to participants that the
training had provided what felt like a safe space to critically examine personal

practice. The trainers emphasised the importance of a contracting process which
they undertook early on the first training day when the group jointly agreed their

rules for successfully learning together.

T2: It’s not because they’re all from the same profession that they were
such a great group, they were a great group because of the environment
that we created.

Interestingly, none of the participants referred to these rules when discussing the
safety of the training, but instead referred to an atmosphere of mutual respect and

feeling connected to the group which they often attributed to their similar
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caseloads and understanding of each other’s roles. One participant highlighted the
value of the opening circle introductions in building a shared understanding among

the group members.

P15: It was good that we shared a little bit about where we were coming
from we did that to start with, | think that did give us a sort of bond that we
were all fairly likeminded in wanting to do our job better (initial interview)

The trainers also emphasised how they ensured that the learning processes
throughout the training mirrored a coaching type approach, providing triggers for

reflection and encouraging participants to identify their own solutions.

T1: we want them to discover that themselves, rather than feel condemned
for doing the things that actually most clinicians do and find tricky

Participants noticed that the trainers ‘practised what they preached’ when, for
example, the trainers responded to questions by inviting the participants to come
up with their own answer, and this modelling of the coaching approach prompted
reflection on its benefits. Several participants also commended the trainers on their
willingness to be vulnerable during the training by discussing ‘real-life’ issues adding
to the authenticity of the experience. This modelling of vulnerability may have also
encouraged the trainees to be more authentic in their own role-plays as | noted

during the observations:

“This feels like witnessing a real demonstration as opposed to a
‘performance piece’... the trainers are modelling how they want the trainees
to perform in the next section — working with genuine issues and providing a
degree of self-disclosure in a limited way.” (Day One observation notes on
first coaching demonstration)

As well as modelling a coaching approach during their interactions with the
participants, the trainers also demonstrated critical reflection on their own clinical

practice through the provision of frequent anecdotes. These anecdotes, which the
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trainers used extensively during the training days provided prompts for reflection as
participants could identify with the experiences described. Anecdotes also acted to
remind participants that the trainers came from a healthcare background. This
significantly enhanced the credibility of the trainers, which the participants rated
highly, and helped participants to identify with the trainers and the relevance of the

approach they were advocating.

P17: They were obviously clinicians as well so it felt like they understood the
issues that we might come across. (initial interview)

However not all participants found the trainers use of the coaching approach
helpful for their learning. My observation notes indicated my sense of frustration
when specific queries about using the coaching in more challenging scenarios were
not adequately addressed (with participants instead encouraged to generate their
own solutions) and this might have explained why a few participants expressed

uncertainties about how to handle more difficult situations.

P21: | think it’s a useful tool, where | think the challenges are though,
is that | work with quite a lot of cognitively impaired patients, and I'm
not sure where that fits in (initial interview)

A wide range of activities were provided as triggers for critical reflection over the
two training days. One of the triggers many participants described as helpful was an
analogy about how a patient’s problem was like a shiny box that they put down

during a consultation and the clinician was desperate to pick up.

P8: the analogy of the shiny object really brought it back to me, kind of
summarises it — just because you know a lot of the time as health
professionals we focus on that shiny object and want to solve it for them —
but actually we need to take that step back and focus on them solving the
problem (initial interview)
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This analogy helped clinicians to understand the difference between their usual
approach and a coaching approach, and they identified strongly with the

automatic tendency to focus on providing solutions.

Role play exercises offered another opportunity for participants to identify
their typical consulting behaviours and highlight how these differed from a
health coaching approach. They also offered an opportunity to reflect on the
patient experience and to understand how it might be necessary for
participants to change their approach to better accommodate their patients’

needs.

P8: it really helped me understand why, how some of them are like what
they are, and | think it’s not that we should complain .... the onus is on us to
try and understand them better to help them better (initial interview)

Finding the experience of being coached useful also helped to confirm for

participants its potential role within consultations.

P12: it was interesting how easy it was to say ‘oh yes | should be doing that
shouldn’t I’ and actually, it’s almost like giving yourself a good talking to isn’t
it? (initial interview)

Following demonstrations and role-play activities, the trainers often asked
guestions during group feedback discussions to ensure that trainees had noticed
what was intended and to draw their attention to areas of importance that they

might not have otherwise observed and reflected upon.

Despite the focus on learning a range of different coaching models within the
training, from the trainers’ perspectives developing competence in using specific

techniques was not the main aim of practicing these different approaches. Instead,
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demonstrations and role plays focussing on specific models were used as a way of

triggering reflection on current practice.

T2: The rationale is that learning the technique and practicing the technique
causes them to evaluate their skillset in a way which influences their
mindset around what they’re doing and why they’re there, and how they
have conversations

A more confronting exercise in which pairs were asked to stare at each other
while thinking about their partner in a range of different ways (e.g. as a
problem to be fixed) received mixed reviews, with some finding it too
uncomfortable to be worthwhile, while others found it genuinely

enlightening.

P17: when we’re reflecting about how we see ourselves and how we see
others going into the consultation, that was, that was quite, that was a bit of
a light bulb moment in some ways (initial interview)

The trainers emphasised that providing exposure to the views and experiences of
fellow trainees is another way in which the training prompts critical reflection.
There were frequent opportunities for discussion in pairs and amongst the wider
group provided throughout both days, with participants often being set a topic to
discuss with a partner before the same issue was discussed in the wider group.
Efforts were also made to encourage participants to continually change the people
who they talked to, to facilitate exposure to a wide range of viewpoints and trigger

personal reflection.

T1: they’re hearing their colleagues, that’s the issue, it’s not the course or
the content so much as what’s normalised by their colleagues, | think
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Participants did frequently describe the other group members as having
significantly contributed to their own learning by providing a safe non-judgmental
space in which they felt supported to reflect. Participants also recognised that the
training provided an unusual and welcome networking opportunity to share
experiences with staff who work with similar caseloads. This may be particularly
influential in the PNC setting where staff in specialist roles may not frequently meet
with colleagues who work with the same cohort of patients. Recognising shared
challenges with routine practice could act as reassurance as well as providing ideas

about how practice could be changed.

P10: It would’ve been less meaningful if we were in there with a group of
district nurses, or musculoskeletal physios or whatever... no it was really
good that the cohort all had similar roles, or you know worked within similar
areas, definitely (initial interview)
Junior staff mentioned learning from the experiences of senior colleagues, while
other participants found the training provided insights into how other members of
the multi-disciplinary team worked. One whole group activity that participants

frequently described as a trigger for critical reflection involved participants standing

on a scale, positioning themselves to rate how directive their routine practice was.

P16: when we all had to stand in that line of directive to non-directive
and | just had to stand right at the back because | thought ‘Oh God | do
talk far too much’ and then that really made me think about the way |
do things (initial interview)

While participants had to reflect on their own performance to decide how to rank
themselves, they were simultaneously seeing how their colleagues described their

practice and this comparison process may have acted to trigger further reflection.
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A presentation given on the first training day about patient activation levels also
strongly resonated with the challenges of participants’ daily practice. Some were
already aware of the concept of activation while for others it was new. Thinking
about patient activation caused participants to critically reflect on their
expectations of their patients and how they needed to tailor their consultation
levels to provide appropriate support. Participants also recognised that in order to
be activated to self-manage their own condition, patients first needed to reach a

level of acceptance.

P14: it’s not a failing on your behalf, they’re just not ready, and | think that
has been a massive shift in my mindset of just thinking just because they
don’t want to know it now doesn’t mean that you’ve failed (follow-up
interview)

Often participants expressed a sense of relief when they came to accept that
patients were starting from different points, and that people with lower
activation might need a different type of support, which focussed more on “a
suggestion that things could be different” (Participant 17, initial interview).
While for most reflecting on activation levels appeared empowering, for a few
it led to a further sense of a being under-skilled to address the needs of this
group appropriately. A small number of participants also appeared to react
with a sense of resignation that some people just were not ready to self-

manage.

6.3.5 Context data

The majority of participants requested training places in response to course
advertising. However, six trainees from a single organisation were encouraged to
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attend by their manager in response to the need to meet an incentivised target for
staff training in this area. Perhaps because not all of these team members had
made the choice to attend the course themselves, they were a little less engaged
with the research project running alongside the training (all completed the
immediate post-training interviews but only three of six provided any follow-up
data, compared to 13/14 of the other participants providing at least some follow-up

data).

Some members of this group may have started from a different point to
participants who had made an active choice to attend following reflection on their
practice. Several participants who appeared highly engaged in the training process
talked about having already been on a journey which involved a reappraisal of their
professional role, and saw the training as a useful continuation of an ongoing

process.

P9: there are certain changes that have happened over the last few years
that have really made me change the way | conceive my role and | think that
the coaching really cemented that and probably took that a bit further
(follow-up interview)

Other participants attended the training unsure of exactly what it might offer for
their practice, but still holding a strongly positive attitude about its potential and a

willingness to embrace new ideas.

P16: [the course] was totally, totally different and everybody [in team] was
looking at me thinking ‘why on earth are you doing it?’ and | thought ‘it’s
going to be good we’re gonna go for it, we’ll embrace this’ (initial interview)

One participant highlighted the unusual opportunity to attend a course
focussed on communication skills when most CPD opportunities generally

covered specific clinical topics. More experienced participants also noted that
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it was helpful to have advice on communication as once you are established
in role no-one ever watches you consult or provides suggestions. These
characteristics which seemed to make trainees more responsive to the

training were defined by Trainer 2 as a “growth mindset”.

T2:if people are coming with openness and are psychologically aware
they are more likely to, to land, and they are keen to learn and
embrace the experience, and it’s also if they get some, if it aligns to
what they already do and what they already know and they’ve chosen
to come themselves

Many of the participants identified with this position, and this mindset may have
been part of why they were motivated to attend and what helped them to
successfully critically reflect during the training. The trainers recognised that true
critical reflection is a challenging process and that not all training participants are
comfortable with being challenged to an extent that could threaten their

professional identity.

T2: it’s very challenging thinking that actually we haven’t been
doing as well as we thought we could for many years

Critical reflection also seemed to be inhibited when participants became focussed
on issues that were outside of their control, seeing these as the major barrier to
practice change. Concerns about how the health coaching approach could
realistically fit within existing routines were frequently voiced and a lack of
compatibility with the other demands of the job could shift participants’ focus away

from reflecting on their own practice.

P1: Once it started to come to light, in the first day, you identified what your
style was and how you could change it, | think the time constraint is
probably the biggest challenge really. Because, at the end of it all you have
a proforma that has to be ticked for auditing processes, a letter has got to
be generated, and you’ve got people sitting outside. (initial interview)
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Similarly, fixed views about how some patients might respond to a coaching style
intervention caused participants to focus more on patient level issues than on
adapting their own approach. The trainers recognised these barriers to participants

critically reflecting on their own roles, describing the shift in thinking that was

required.
T1: it comes down effectively to whether you believe in the resourcefulness
of the other person being the trigger for you changing your approach, or

irrespective of the resourcefulness of the other person, my ethical and value
based role is to be person centred, which means changing my approach.
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6.3.7 Theory derived from the results

Training activities, interactions with colleagues and trainer behaviours (Mresource)
help participants to develop an increased self-awareness, an improved
understanding of how others work, and of the impact of their own consulting style,
and to recognise the benefits of a health coaching approach (Mreason). These
training experiences lead participants to develop a new view on their own role, and
the skillset they require (O). The creation of a safe training space facilitates this
reflection (Mresource). Participants who attend training because it meets a pre-
identified learning need are more receptive to the training (C). Those who attend
because the training is mandated, or whose main focus is on issues outside their
own control (patient and organisational factors) may be less critically reflective

about their own performance (C).

6.4 Relevance to setting

6.4.1 Background

The theory described in this section shows how participants value the health
coaching approach as being relevant to their work, and how this perceived value
leads to motivation to apply the skills learned in training. Although this section
focusses on how participants judged the potential value of the approach during the
training course, these value judgements continued and were further informed by
participants’ experiences of implementing the training in practice. As this
implementation started when the training was still ongoing (between the first and

second training days) it has not always been possible to unpick the influence of
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training from the influence of implementation. As such this theory overlaps with
the theory presented in the section 6.6 which has a focus on implementation

experiences.

This section develops two of the theories generated in the realist review which

were:

Review Theory 1: Training provides evidence for the benefits of SMS provision
(Mresource). Whether the evidence is deemed as sufficient to make SMS appear
worthwhile (Mreason) depends on the type of evidence staff value most and their
work context (C). If the evidence is judged as insufficient (Mreason) then SMS

provision is not prioritised (O).

Review Theory 5: Organisational context (both at a high level and within local
teams) (C) influences whether clinicians perceive SMS as something that they can
and should integrate into their current role (Mreason) leading to variable

application of SMS (O) among trained staff (Mresource).

Additionally, one further, broader theory from the review relates to the link
between the process of critical reflection described in section 6.3 above, and the

value judgments made by professionals about the approach.

Review Theory 6: Staff choose to work in a way that aligns (O) with their
professional values or employers’ expectations (C), which influences how they see
their responsibility and remit (Mreason). When staff are able to critically examine

their own role, and have the autonomy to make changes in the way they work,(C)
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training in SMS can lead to a broadened view about professional role and new
definitions of success (Mreason), leading to staff working differently and feeling

more satisfied (O).

6.4.2 Outcomes data

Responses to the post-training questionnaires were extremely positive, with
participants evaluating the training enthusiastically and reporting high levels of
motivation. Prior to training most participants reported high levels of motivation,
and immediately after training most maintained or improved their motivation levels
(see Figures 6.6 and 6.7). Subsequent decreases in motivation after the training are

explored further in Section 6.6 below.
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Figure 6.6 Level of motivation to use a health coaching approach in routine
appointments
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Figure 6.7 Percentage of respondents with each change in motivation score at two
time points

6.4.3 Mechanism reasoning data

Participants reported that the health coaching approach offered a different way of
working which they felt was closely aligned with their desire for patients to take a

more active role in their own health.

P16: a lot of our patients want to be quite passive and just receive the
therapy and I've been working for years now trying to actually move
them on and get them to take a little bit more ownership. (initial
interview)

During the training they reported reflecting on previous consultations that had
not gone well and considering how using the coaching techniques might have
made a more positive impact. Recognising the benefits of the new approach

helped to convince participants of the relevance to their day to day work.

P13: | thought ‘oh looking back could | have talked around the issue
more, or been a bit more thorough and helped her come up with other
ideas (initial interview)
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Prior to training most participants already expected the health coaching approach
to be very useful and most did not change their view immediately after training (see
Figures 6.8 and 6.9). This could reflect a lack of responsiveness in the questionnaire
(a ceiling effect) or may indicate that most of the group trained were already

enthusiastic.
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Figure 6.8 Usefulness of health coaching skills rated over time
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Figure 6.9 Percentage of respondents with each change in usefulness score at two
time points

More changes were seen in the questionnaire item about how easy participants
thought it would be to apply health coaching in practice (see Figures 6.10 and 6.11).
A wider range of responses was seen in both the pre-training and post-training
qguestionnaires. Immediately post training 37% of participants did not change their
rating for how easy health coaching would be to apply from their pre-training
rating, 21% of participants rated it easier after training and 42% rated it as more
difficult. This might suggest that an improved understanding of what providing
health coaching involved led participants to be more concerned about possible

barriers to implementation.
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Figure 6.10 Ease of applying health coaching rated over time
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Figure 6.11 Percentage of respondents with each change in score for ease of use of
health coaching

6.4.4 Mechanism resource data

As described in Section 6.3 on critical reflection, participants reported that training

in a group was an important training resource in itself. Seeing others who were
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open to changing their practice, and learning more about their experiences helped
participants to think about how the health coaching approach could also be
relevant to them. The practical activities which allowed participants to gain
experience of the benefits of delivering and receiving coaching also acted to
increase the perceived value of the approach. This element of the training is
discussed in more detail in Section 6.5 about building knowledge, skills and
confidence. The trainers emphasised how the experiential nature of the training

was crucial in getting participants to recognise the need for practice change.

The realist synthesis highlighted the potential importance of evidence provision
during training. When asked about the role of evidence participants were generally

quick to agree that this was the basis for all clinical practice.

P7: we’re all supposed to work to evidence-based practice so whatever we
doing we’re supposed to have that evidence to underpin it (follow-up
interview)

Evidence had particular significance when participants felt the need to justify the
reason for changes in practice, or when they worked in senior roles which might

involve instigating changes in how their team worked.

P14:in our place you have to kind of prove why you’re doing it, and show
why you’re doing it, so | think being able to quote something like ‘evidence
shows’ or, | think that is quite powerful (follow-up interview)

Just being able to label their approach as health coaching also acted to legitimise a
new way of working, and this was important for those who felt they needed to
justify how they worked.

P9: there’s always that slight aspect as well of having that permission to really,
to give what you’re doing a label (follow-up interview)
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Although the materials provided during the training day included references, there
was fairly limited emphasis on the underlying evidence base. Trainers felt that
participants valued practical experiences more highly and while participants
generally agreed, a few were more concerned about the lack of evidence provided.
Most appeared to accept the knowledgeability of the trainers as an indication of
the credibility of the approach they advocated. Many also recognised that when
considering personal practice change it was personal experience that was more

influential than research evidence.

P6: obviously it’s a good thing if something is evidence based, if | find that |
can actually apply it and get positive results with my patients then to me
that is the most important thing (follow-up interview)

Although the evidence provided around patient activation resonated with
participants, in general most ‘lightbulb moments’ were not triggered by evidence
but came from anecdotes and personal experiences during and following the

training.

Another important way in which participants became convinced (or remained
unconvinced) of the relevance of the training to their setting related to how the
trainers handled questions about challenging scenarios. Some participants highly
valued that the trainers were open in acknowledging the genuine challenges they
faced, rather than dismissing these. For this group the identification and
acknowledgement of challenges was sufficient to maintain the perceived relevance
of training. However, others were left with unanswered questions about how
problems could be managed. My own observation notes highlighted my

uncertainties.
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Little attention is paid to the other staff level or patient level barriers in
terms of offering any solutions—there is acceptance that they exist but
these don’t seem to be tackled/addressed (Observation notes from group
feedback on perceived barriers, Day 1)

6.4.5 Context data

Context, at the levels of the patient, the practitioner and the wider organisation all
influenced the way in which participants perceived the relevance of health coaching

for their work.

6.4.5.1 Patient level context
Participants commonly cited cognitive impairment and mental health problems as
reasons that patients would not be able to benefit from a health coaching

approach.

P2: I didn’t feel that | could really use it with people with cognitive problems
(follow-up interview)

P6: the psych issues need to be dealt with first before we can be more
effective in our roles (follow-up interview)

Although some participants felt the approach was simply unsuitable for certain
groups of patients, others felt that it could be suitable if they had the right skills to
adapt the approach, which they felt that they currently lacked. Some of the most
confident participants talked differently about seeing the value of the approach
even with people with cognitive impairments, but this view was often generated as
a result of their confidence to trial the approach and then witnessing positive

results.

P9: using some of those really simple listening skills because they’re in the
moment they have an impact to the overall conversation (follow-up
interview)
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Wider barriers to patients engaging with an alternative approach to consultations
were also identified. Participants described that existing cultural norms and social
deprivation could both normalise negative health behaviours or could mean that
people were generally less engaged in actively managing their own health.
Similarly, participants described patients often having high expectations of the
service, and wishing to ‘be done to’ rather than to take an active role. Some were
also able to recognise that this type of attitude may have been created by exposure
to a healthcare system which typically places people in a more passive role. These
participants could see the important influence of their own approach on patients’

attitudes.

Other scenarios in which health coaching was seen to be challenging included
where patients were still struggling to come to terms with their diagnosis, with
participants feeling that a certain level of acceptance was a prerequisite for

engagement

P11: some people don’t want to have MS they don’t like you for telling
them they’ve got it and they want you to take it away and moving them
forward from that is really tricky (initial interview)

For patients whose prognosis was short, participants noted that it was difficult to
generate goals and they often felt it was more appropriate to focus on the provision
of practical support. Finally, as health coaching requires the coach to believe in the
resourcefulness of the person they are coaching, participants often found this
challenging when their patients appeared to have limited resources to draw on.
P21: | tend to see mainly housebound patients that don’t feel they have any
control over their lives, they’ve got carers, their needs are anticipated for,

they might have severe cognitive impairment, and that’s really where it’s
difficult, because they need that support, they need sometimes they need
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more of a directive approach because they don’t know where to start
(follow-up interview)

Interestingly, although patient level barriers were often cited as challenges to
applying health coaching, when participants first started to try out health coaching,
they often picked more challenging consultations. In particular, participants
commonly reported that ‘heart sink’ patients, with whom they felt they were
making no progress were often initially targeted. In these scenarios participants
had already recognised that their current approach was not working, and they were
keen to try a different tactic, especially as there was little to lose in these situations.
The trainers also highlighted that it was helpful if participants attended training

with a recognition of the limitations of their usual practice.

T2: if someone is very senior and they are, so comfortable with their skills as
a clinician but they are a bit disillusioned because they are still not making a
difference that they want to, then the skills they look at as a top up because
they’ve got a reason to change because they see what they’re doing isn’t
working

6.4.5.2 Clinician level context

Several other clinician level factors also influenced how the relevance of the

training was perceived. How participants defined the boundaries of their own roles

and what they considered to be an appropriate use of their time impacted on how

they envisaged utilising the health coaching skills.

P2: 1 don’t think that | would ever be getting to the point where | would be
doing coaching as a whole session with somebody, and | don’t see that as
my role (follow-up interview)

Participants who worked in roles which had a strong focus on biomedical issues and
required significant technical expertise generally found it harder to see the
relevance of coaching. Coaching was often seen as relevant only in situations
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where professional expertise alone was insufficient.

P10: if someone is presenting with pain or spasticity and
swallowing issues that they don’t know what needs to be done,
or what medication needs to be prescribed ... but when it’s more
about talking to them about physiotherapy and exercise and
lifestyle changes that | think is where the coaching will come in a
little bit more (initial interview)

This emphasis on the value of professional expertise was recognised as a barrier to

valuing a coaching approach by the trainers.

T1: if my identity is really tied up in expertise it’s harder to shift that into
thinking not of yourself but of the other person and what’s going to help
them

Some participants suggested that their prior professional training (including mental
health and learning disabilities training) had already encouraged them to take a
broader view on their own role in relation to empowering patients. There was also
recognition among both the participants and the trainers that therapists often
found the coaching fitted well with their professional identity. This seemed to
relate to therapists often addressing behaviour change as a key component of their
role, and discussions about lifestyle modifications being well suited to more active
patient involvement. In addition, therapists were often already using strategies to
try to empower patients, and were familiar with the processes of setting goals and

challenging their patients to try to achieve these goals.

P5: a lot of our physical treatment challenges the patients anyway, so they’re
[therapists] | think maybe a bit more used to that from a therapeutic
perspective ... you know we’re always pushing our patients within treatment
sessions (follow-up interview)

Several of the nurse participants reflected on how therapists had been trained to
adopt a different attitude to nurses, whose professional identity was often closely

tied to the provision of help and solutions.
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P11: I think working with a lot of therapists you do realise as a
nurse ((laughs)) you will want to solve things for people (initial
interview)

Of note, some of the clinical specialists whose initial training was in a therapist role
but who now worked in a role more traditionally adopted by nurses had also
noticed a shift in the way they practiced, towards a more medical model,
suggesting the influence of work context may be greater than that of prior

professional training.

P2: I’'ve perhaps I've overcompensated in my attempts to fulfil my new
role and I'd become too directive (initial interview)

6.4.5.3 Organisational context

Wider organisational factors influenced the perceived relevance of the health
coaching approach in several ways. A few of the more junior participants who
tended to have shorter term relationships with patients and shorter clinical
encounters were unsure of how well health coaching could fit into their roles.
However, most participants worked in roles where longer appointments were the
norm and which afforded them significant autonomy and flexibility in how they
organised their time and they recognised that this made the approach more

practical for them to attempt to integrate.

P4:in my role | tend to have more time than if you got people through
in the clinic, | know that my home visits are going to take longer and |
can fit in to my day (initial interview)

Despite long appointments, participants were often still somewhat constrained by
mandatory assessments that needed to be completed and these were almost
always prioritised. One participant in a senior position had the ability to change her

team’s assessment forms as a result of her learning from the health coaching
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course and she cited this as they key factor in enabling the ongoing application of
the coaching approach. Others, who were not in a position to make these changes

in their teams also recognised the potential value.

P18: if we said right, we’re gonna adopt this as a regular part of our
assessment, or as a particular piece of paperwork or something like that |
think it would make more of a defined impact... (follow-up interview)

The content of these mandatory assessment forms and the auditing of their
completion gave a clear message to staff about organisational priorities. Using a
health coaching approach was often only considered once participants felt their
core work of performing these assessments was completed. Recognising workplace
constraints appeared to make participants less confident about the relevance of the

training to their day-to-day work.

The attitudes of colleagues also had an important influence on how health coaching
was perceived. It appeared helpful if participants could identify that the health

coaching approach fit with the existing ethos of their team.

P8: in our hospital we’re a lot for explaining things so that health coach
approach does fit in nicely with that... we always try and find ways to
you know stop that frequent flyer cycle (initial interview)

Workload pressures were noted to act as motivators for both individuals and wider

teams to work differently and try new approaches.

P16: the demand on our service is huge and we, as | say we are short staffed
with maternity leave and some retirement... so therefore we’re having to

work out new ways of actually getting patients a bit more compliant and not
relying on us for such a long, long term treatment sessions (initial interview)

Participants who collaborated with colleagues in the care of the same
patients (e.g. running joint clinics) raised concerns about how they could use

the health coaching approach when their colleagues had not received
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training. Clinicians seemed concerned about patients receiving ‘mixed
messages’ or conflicting advice as a result and emphasised the importance of

a congruent approach across the team.

P18: it probably does require as a team for us to be understanding and using
it together and | think it’s probably something not to use on your own
(follow-up interview)
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6.4.7 Theory derived from the results

During training participants weigh up how useful they believe a health coaching
approach is and how easy it would be to adopt, and this results in motivation (or
lack of motivation) to apply the training in practice (O). Modelling of coaching by
the trainers, provision of evidence for the approach and experiencing coaching
(Mresource) can all highlight the usefulness of health coaching (Mreason). When
the approach also fits with pre-existing ideas about professional role and meets a
recognised learning need perceived usefulness is increased(C). Participants also
evaluate how easy it will be to apply health coaching, influenced by interactions
during training, (Mresource) and perceived fit with existing working practices and

caseload demands (C).

6.5 Knowledge, skills and confidence

6.5.1 Background

This theory focusses on the relationship between increases in knowledge and skills,
and feeling confident in the health coaching approach, as well as exploring the
training resources and contextual factors that influence the confidence building
process. It relates to the refinement of the first part of the theory about

knowledge, skills and confidence generated from the review.

Review Theory 2: Providing specific tools and approaches to SMS (Mresource) to

clinicians who previously lacked knowledge about how to provide SMS (C) improves
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understanding of how to operationalise SMS (Mreason) which leads to an increased

confidence in ability to provide support (O).

6.5.2 Outcomes data

At the pre-training focus group, participants identified increasing confidence as an
important outcome as well as recognising a link between knowledge of specific

techniques and feeling more confident to deal with challenging scenarios.

FG2P1: | think there’s a confidence element, so confidence in terms of
working with those clients that are struggling with approaching
rehabilitation, and confidence in knowing what the tools are and using the

tools, so both the knowledge and an application

The questionnaire data indicated that training did generally improve participants’
confidence in health coaching techniques. Comparing the mean confidence scores
(generated from confidence ratings relating to seven health coaching techniques)
before and immediately after training showed that 19/20 participants had an
increase in their mean score. Using a 5-point Likert-like scale (5 being highest
confidence) pre-training mean scores ranged from 2 to 3.57, while immediately

post training mean scores ranged from 3.14 to 4.43.

Figure 6.12 shows the change in scores for individuals comparing pre-training and

immediately post-training mean confidence scores.
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Figure 6.12 Change in mean confidence scores across seven health coaching
techniques pre and immediately post-training

The questionnaire data were consistent with the trainee interview data, in which

participants cited an increase in confidence as an important training outcome.

P10: yeah, | felt a lot more confident, as | say it’s still kind of a
work in progress but compared to how | was before it has
definitely improved my confidence (initial interview)

It is worth noting that there was some variation in what it was that participants
actually felt more confident about. While the questionnaire indicates increases in
confidence in relation to the application of specific approaches, in the interviews
participants often talked more about confidence in adopting the health coaching
ethos (avoiding trying to fix people’s problems for them and helping them to

generate their own solutions).

P13: I'm definitely, yeah more confident because | wouldn’t have
even tried, tried that before whereas now I'd, | am more confident
just to yeah to hand it back and try something different (initial
interview)
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6.5.3 Mechanism reasoning data

During the interviews participants emphasised that their increased confidence was
linked to an improved understanding of what they could do and how they could

work differently to support self-management.

P8: before | went on the course you want to help the patient, but you're
not sure how and everything, just being on the course really broke that
down taught us how we could do it and because I'd had that training
behind me | felt that | had that confidence to go and be able to do it in
practice (initial interview)

This increase in understanding was also evidenced in the questionnaire
findings. Comparing the mean of scores for understanding of seven different
health coaching techniques showed 18/20 participants improved their overall
understanding (see Figure 6.13). Pre-training mean understanding ratings
ranged from 2.14 to 4.14, while immediately post-training the means were

between 3.29 and 5.
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Figure 6.13 Change in mean understanding scores across seven health coaching
techniques pre and immediately post training
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Confidence in using the new techniques was generated not just through
information provision but through practical experience of applying the
techniques. Participants recognised that the role-play element of the training

was critical to building confidence.

P15: Having the opportunity one to witness the trainers doing it, the role play
and then to have a chance to practise it... rather than use it straight away on
different clients, that gave me the confidence | think (initial interview)

As well as acting as a safe space to try out a new technique, the role play activities
also acted to provide evidence of the benefits of coaching which when recognised by
the participants boosted their confidence in what they could achieve even as ‘novice’

coaches.

P9: all of us said we were not experts, you know we consider ourselves
skilled practitioners, but even so as a coachee | came away feeling like |
had got something from being coached and so it was really heartening
to feel that actually even if you don’t have all the skills, or you don’t feel
totally that you are practised with them, just implementing the
principles can lead to change (initial interview)

6.5.4 Mechanism resource data

Participants highly rated the practical nature of the skills taught on the course and

felt like they had come away with some tangible new knowledge and techniques.

P6: | think the practicality of it, the fact that it’s easy for us to utilise and
pick, relatively easy to, to apply (initial interview)

The physical training handbook provided was also highly valued as an important
reference resource. The immediate post-training questionnaire specifically asked
participants what helped them to build confidence most, and of 20 free text

responses 15 mentioned the opportunities for practising the skills within the
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sessions. Interestingly most participants also expressed a general dislike for role-
play during training sessions but there was acceptance of its value on this course as
well as recognition that the role play activities did not feel like role play. In their
interviews the trainers described these activities as ‘real-play’ rather than role play,
because participants discuss topics from their own lives rather than pretending to
take on another role. Participants recognised how the authenticity of the activity is
what made it a valuable learning experience, while also recognising that a having a
‘real’ conversation can only happen when the participants feel safe enough within

the training environment to discuss genuine issues.

P10: although | hate that kind’ve role play thing, but it didn’t feel
like role play because you were actually doing it with a real issue
for you and it felt very safe to do that (initial interview)

However, although the authenticity of the ‘real-play’ appeared crucial if it were to
impact on confidence building, if the activity was too authentic it could have a
negative effect. Although the trainers provided clear guidance on the first day
about how to pick an appropriate topic to discuss several trainees reported finding
this challenging. | also observed that such detailed guidance on topic selection was
not revisited on the second training day. One trainee reported a dislike of the
activity as during coaching she discussed an emotive personal issue which she was
unable to resolve. Colleagues who came to the training together often avoided
working together in pairs, and there was a suggestion that it would be more
challenging to discuss genuine personal issues with colleagues you would see again
outside of the training. Recognising the personal discomfort raised by the coaching
process also triggered reflection on how patients might experience being coached.
Some trainees found the ‘real-play’ lacked authenticity. One trainee described how
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she chose to avoid discussing anything too important or emotive, but as a result did
not feel particularly engaged with the coaching she received. Some trainees also
mentioned that that coaching in a setting where the coachee was already willing to
be coached and understood the process was far removed from the realities of
clinical practice, where they expected to encounter resistance and to need to justify

their new approach.

P21: I think because we didn’t really prepare a lot of challenges, you know
getting stuck with patients, being challenged, then that for me is probably
more of the reality, that’s probably why I’'m a little bit apprehensive about
starting to embed it because | think well, what if it doesn’t work (initial
interview)

Although the aims of both the demonstrations and the role play were to increase
understanding of how to use the techniques and so increase confidence in their
application, this did not always happen. Some trainees found that the activities
highlighted how far away their current approach was from that advocated during

the training and that this could have a negative impact on confidence.

P2: well I think it was when you had those unpleasant little insights into how
little you know (laughs) it was a bit like that..... | didn’t come away thinking
‘right | know what to do now I’'m going to get started’, it was much more ‘oh
heck’ (follow-up interview)

6.5.5 Context data

Individual, team level and wider institutional factors had an important influence in
whether training participants felt adequately skilled in health coaching to be

confident in adopting the approach.
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At the individual level participants’ existing level of confidence in their current job
role impacted on their confidence in integrating a new skill. Staff who were new in
post or frequently rotated through different specialities discussed how their focus
was on the medical knowledge required to do the job. Their lack of confidence and
security in their current role often related to feeling like they still had significant
knowledge gaps. These participants described that going back to providing
information was easier than using a coaching approach. More experienced
participants sometimes appeared to find it easier to accept a different role which
was not based solely on their medical expertise but recognised that not providing

solutions took significant confidence.

P7: 1 think if you’re not so confident, or you’re, then you feel that you’ve got
to solve it, or sort it and actually you haven’t (follow-up interview)

A few participants also described how they became more confident in dealing with
complexity as their experience grew, and in turn they seemed more confident to try

and implement health coaching with a broader range of patients.

P16: [dealing with comorbidities] can be bread and butter, | don’t think I've
got one patient that’s just a ‘routine patient’, there is no routine patient in
my life, you know (follow-up interview)

In other cases, staff discussed concerns about the suitability of promoting self-
management among people with PNCs, revealing that they had limited confidence

that there would be measurable change as a result.

P2: we’re not entirely happy that our patients have been the ones who have
been picked for this (local self-management support initiative) because we
think that maybe people with long term chronic progressive neurological
conditions, you know, it was probably meant to be more like a stop smoking
kind of thing, or weight management or something a bit more measurable
(follow-up interview)
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Clinician’s pre-formed views on the likelihood of a positive outcome particularly
influenced their confidence in changing their approach when they had established
relationships with patients. Multiple participants cited concerns about how they
could change the dynamic within these established relationships and the training
did not appear to provide them with adequate knowledge of how to broach this

with patients, or any confidence that it was worthwhile trying.

P19: Because the other ones I've got a dialogue with them and have
probably seen them for 13 years so you know you can’t really just change
everything, how you approach things with those people because they would
think I'd lost the plot because | was acting differently so..(initial interview)

These views appeared to be built on participants’ concerns about potential
problems, rather than any negative experiences. This led many clinicians to reason
that they were only confident to try applying health coaching techniques with new
patients where there was no established dynamic between the clinician and patient
to disrupt. These concerns were not reported as a problem for staff who had
shorter term relationships with their patients, or who had very large caseloads or
infrequent appointments which prevented forming a close relationship with
individuals. If clinicians were unhappy with an established dynamic between them
and their patients (particularly with frequent callers/attenders) then they seemed
more confident to try the new skills as they felt they had more to gain and less to
lose. Participants identified that as well as previous consultations with them,
previous experiences of the wider healthcare system and societal attitudes had
conditioned patients to expect a more directive approach within consultations.
Clinicians who felt that health coaching was closely aligned with their existing

approach were more confident in how to integrate these skills into their normal
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practice. Those who seemed to have embraced the ethos of health coaching more
fully also started to recognise that it might be their own confidence in handling a

more challenging scenario that was a barrier.

P5: I think there would be some patients who it doesn’t work so well
for, who maybe just don’t respond to that type of situation as well,
but maybe that’s partly the clinician as well, you know not being
confident in, in sort’ve seeing that session through (initial interview)

At the team level, fixed working patterns which were outside of the control of the
clinicians (e.g. mandatory initial assessment forms to complete) made them less
confident about their ability to use health coaching as they struggled to adapt the
skills they had learned to their routine work setting. This meant that clinicians
were often only confident to use health coaching skills when they had sufficient
free time and no competing priorities, and they described creating these
opportunities during repeated follow-up appointments or by conducting home

visits.
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6.5.7 Theory derived from the results

If training provides a safe and authentic environment in which to learn and practise
new practical skills (Mresource), and participants experience success (Mreason),
then participants become more confident in their understanding of what doing
health coaching would mean for them and in their own ability to implement the
health coaching approach (O). If trainees experience the training negatively
(Mreason), because it highlights their own skills deficit, fails to create a feeling of
safety or appears impossible to integrate into routine care then professionals lack
confidence in their own ability to implement the health coaching approach (0). Low
pre-existing confidence levels, or existing views on patient, team and organisational

expectations may make it more difficult to develop confidence in the new approach

(C).

6.6 Experiences of Implementation

6.6.1 Background

This theory describes how participants’ experiences of implementing the health
coaching approach influenced their confidence in their skills and how valuable they
believed the approach was. It can be seen as a continuation of the three theories
already described above in sections 6.3 to 6.5 which focussed on the training stage.
Critical reflection, changes in perceived relevance and value, and changes in
confidence all continue to occur and evolve during the implementation stage.

Although implementation was not the main focus of any of the theories from the
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realist synthesis, the influence of implementation on participant reasoning was
recognised explicitly in some theories developed (e.g. empathy development).
Review Theory 7 (Picking the right patient) which describes the process of how staff
decide when to implement coaching is also relevant here, but the main focus of this
section lies on how experience of actually using the intervention influences
subsequent behaviour. Data to support this theory were relatively weaker than
those available for the training stage theories because follow-up data were
incomplete and objective evidence about implementation patterns was not

collected.

6.6.2 Outcomes data

There were mixed responses to the follow-up questionnaire relating to confidence
in specific health coaching skills, with just over half of respondents rating their
confidence higher at follow-up than it was immediately after training (see Figure

6.14).
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Figure 6.14 Change in mean confidence scores across seven health coaching
techniques between post-training and follow-up

With increasing experience of implementation (or possibly increasing time after the
training) motivation, perceived ease of application and perceived usefulness were
not always maintained. Only 31% of respondents maintained or improved their
post-training motivation level at follow-up compared to 69% of participants whose
motivation showed a decrease at follow-up (see Figure 6.7). 54% of respondents to
the follow-up questionnaire gave the same rating for ease of applying health
coaching as immediately post training. 8% rated it as easier at follow-up, compared
to 39% who rated it as more difficult (see Figure 6.11). 62% of participants did not
change their usefulness rating at follow-up compared to immediately after training,
while the remaining 39% rated coaching as less useful (see Figure 6.9). The
gualitative data discussed below appear somewhat contradictory with these
findings, though this may be explained in part by the fact only partial data (either

guestionnaire or interview) were available for some participants.
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6.6.3 Mechanism reasoning data

Some participants were able to provide clear examples of where they felt that
using a health coaching approach resulted in positive outcomes for their

patients, and these visible successes appeared to be highly motivating.

P15: she felt so hopeless and helpless at the beginning of it and that kept
coming through. | kept taking it back to what she had said she could do and
she actually ended it saying | know what I’'m going to do now... which was
lovely (initial interview)

Recognising the benefits of the new approach also prompted participants to reflect
on the deficiencies of their previous approach. They were able to identify that the
successes they experienced could be directly attributed to the change in the way

they consulted.

P5: seeing for some patients that actually that’s what they needed all along
and I've not been giving them that opportunity necessarily (follow-up
interview)

These successes also prompted some participants to re-evaluate the previous

assumptions that they made about their patients.

P21: before | probably would have said ‘oh | don’t know, | can’t really help
him, he doesn’t want help, you know he’s not in the right frame of mind to
help himself’ (follow-up interview)

While identifying benefits for their patients made health professionals value the
health coaching approach, they also gave examples of personal benefits of using
the new approach. Participants noted that if a coaching approach allowed them to
identify what really mattered to a patient then this often made consultations more

efficient.

P19: certainly from the use of it recently, | think the fact that you’re not,
you can get more done in a short amount of time with better outcome
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and | think that you know | wouldn’t have thought of it that way before
but | think using these types of techniques everybody is a winner (initial
interview)

One participant also noted that giving patients more responsibility within
consultations resulted in interactions that were less emotionally draining, making
clinics easier and less tiring. These examples highlight that when implementation
resulted in positive experiences either for patients or for clinicians themselves then
participants valued the new approach and felt motivated to continue. There were a
few examples of where following attempts to use health coaching clinicians felt less

certain about the value of the approach due to a lack of initial success.

P21: you try and start with open questions and it’s closed down quite
quickly and I don’t really know how to open it up again... and | just go into
directive mode because that’s what they’re expecting (follow-up interview)

One participant also reported feeling more distanced from her patients and less
supportive as a result of adopting the health coaching techniques in her initial
interview. However, in her follow-up interview when she had gained more
experience she described that integrating coaching was no longer having a negative

impact on her relationships.

Participants who were most enthusiastic about the coaching approach appeared to
be able to see the value in ‘unsuccessful’ health coaching consultations in having an
important role in introducing their patients to the possibility of a new way of

interacting.

P5: even if it hasn’t gone so well in terms of coaching, but it’s maybe just
planted that seed a little bit about how they have to take some
responsibility (follow-up interview)
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Many participants also described a pragmatic acceptance that even the most useful

techniques would not be successful all of the time.

As well as impacting on how participants valued the health coaching approach,
visible successes in the implementation phase also acted to build their

confidence in their developing skills.

P8: | actually did ... just see those small changes in a very small period
of time which was, it made it, it built up my confidence further which
was great (initial interview)

As well as increased confidence that they could make a positive impact by
using coaching techniques, participants also described becoming more

confident to do less.

P16: | became... more confident to actually allow my patients to
actually do everything for themselves and not needing me keeping an
eye on everything that’s going on for them, so | think it evolved slowly
(follow-up interview)

This participant (P16) went on to explain that this confidence came from
challenging her patients and seeing them experience success (which acted to
develop their confidence, and also her belief that they could safely manage
independently). When early attempts to use the new approach were
perceived as unsuccessful participants sometimes struggled to maintain their

confidence.

6.6.4 Mechanism resource data

The web resource provided alongside the training is not part of the usual
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training package but was offered to participants on this course as part of the
PhD project. It served the dual purposes of providing a way for the widely
geographically dispersed attendees to gain peer support from trained
colleagues while also providing an opportunity to collect data around the

feasibility of delivering post-course peer support online.

The engagement with the web resource was very limited. Fourteen of the
participants (70%) never accessed the website. Three participants (15%) visited the
website once, making a short visit (between 4 and 13 minutes) and not posting any
content. Three participants (15%) engaged more with the website making two or
three visits each (longest visits being between 33 minutes and 2 hours). Each of
these participants posted once on a discussion group, with a single post which
referred to an earlier entry being the only example of any interaction between

participants.

Although during their interviews the training participants did identify the potential
for a web resource to facilitate networking and troubleshooting, those who had
trained together suggested colleagues might be able to fill this role. A lack of time
during the working day and the relatively low priority of accessing the web resource
in comparison to other tasks were cited as key barriers. Practical difficulties with
computer access together with simply having forgotten about the existence of the

resource were other reasons given for lack of engagement.

P13: I must say | didn’t, | didn’t get around to checking that. | mean, | think
it was just because of what | had on, | think work generally just quite full on
so (initial interview)
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The low level of engagement from the group as a whole also had a demotivating
effect on the few participants who did attempt to interact with their peers using

the web resource.

P6: | did actually use it when after the first session and then, maybe |
was just a bit impatient but nobody got back to me and there was no
other reply and | thought oh and then | didn’t go back on (initial
interview)

In this theory, the second key intervention resource involves clinicians applying the
health coaching approach in the workplace. There was a small group of participants
who had little opportunity to experience either benefits or difficulties with the
using health coaching due to their limited implementation of the training.
Participants recognised that most of their consulting behaviours were well-
established routines and that it was not easy to break with their longstanding

habits.

P12: I'm still doing the appointments how | did and then coming away
and thinking ‘oh but | could’ve done that’ (initial interview)

Participants recognised that breaking these established routines would need an
active effort and a commitment on their part. This lack of implementation
experience could be in part due to participants waiting for ‘the right patient” with
whom to try the approach. Another group of participants clearly expressed it had

been very important to them to implement the training quickly.

P7:in order to embed it into my memory | have to just start using it straight
away otherwise I'd forget everything (follow-up interview)

Promptly integrating the approach into practice was easier when participants had
adequate confidence to take the first step and could identify an opportunity to

attempt the approach in what they perceived to be a ‘low risk’ setting.
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P5: | certainly remember thinking | just need to try it, I'm just gonna give it a
go I’'m in the clinic on my own so nobody’s gonna hear what I’'m saying. If it
goes wrong, it goes wrong (follow-up interview)

Getting going with the health coaching approach was more challenging when
participants felt that it had limited applicability to their caseload, either because
they felt it would not work for everyone or that it was not suitable for every type of

issue.

P17: 1 find it's knowing the right patient, having the right patient or having the
right patient issue that is something that they can kind’'ve work on
themselves, or self-determine (follow-up interview)

A few participants discussed how they would only use health coaching once they
had established a relationship with their patient to allow them to make a clinical

judgement on the merits of the approach.

As well as significant differences in whether health coaching techniques were used
at all, and the frequency of use, there was also significant differentiation in how
participants operationalised the approach. Of the eleven participants who
completed a follow-up interview, seven said they were using some skills they
learned on the course either most days or in most consultations, while the other
four reported less frequent use (weekly (1) or every few weeks (3)). The qualitative
data from those who said they frequently used learning from the training, indicated
this generally related more to the health coaching ethos rather than specific skills

and techniques.

P7: so | think maybe the full on using, using one of the methodologies like
the Diamond model which | really like, or TGROW probably only 4 or 5 times
actually, but the whole you know the lessons learned from that | think I'm
bringing in to daily practice (follow-up interview)
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In general participants seemed to welcome the flexibility to use the coaching
approach as they saw fit, and for some even making minor tweaks in their language
or approach felt like a major shift in their overall consulting style. Most participants
liked the fact that they felt they had permission to adapt the approach to fit their

own requirements.

P5:it’s working for me having the concept there and being able to think about
the questions, but not getting too hung up on following a particular model
(follow-up interview)

A small number of participants remained more focussed on the application of
specific health coaching tools and models and appeared to view health
coaching more as a treatment to be delivered rather than a change in their
own routine consulting style. The trainers recognised this as a possible

outcome of training and felt this focus was driven partly by personality.

T1: they’re a certain type of person as well, they have very structured, or are
structurally orientated

Trainer 1 also suggested that the elongation of the training may have meant that
these perceptions were not challenged as much as they usually would be when the

training days are delivered closer together.

It is also notable that clinical encounters were not the only setting in which
participants were able to gain experience of using a coaching approach. Six of the
participants specifically mentioned applying their newly acquired coaching skills in
other settings (including with friends, family, colleagues and to help to structure
meetings). Being able to practise the skills in non-clinical settings provided an
opportunity to build confidence and see the benefits of the approach in a low risk

way.
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6.6.5 Context data

Individual participant level factors played a part in implementation experiences,
and the likelihood of attempting to use the approach. Participants’ usual attitudes
to adoption of new ideas were discussed in eight of the follow-up interviews, and
half of the participants described themselves as enthusiastic early adopters while
only two identified themselves as being more sceptical. The attitudes of colleagues
to the health coaching approach also had a significant impact on how participants

experienced implementing health coaching.

When there was a good ‘fit’ between the health coaching approach and the way
the team worked, and the team were open to embracing new approaches,
participants found it easier to recognise the value of the approach. A few
participants worked in teams where psychologist input was available and
highlighted that the approach was well aligned with psychology practice, and that
psychologists acted to provide expert peer support while their skills developed.
One participant, who attended training alone had found her team so receptive to
the possible benefits of health coaching that she started receiving referrals from

colleagues.

P7: I've been asked to see people that | don’t really know by other
colleagues and they’re the patients that they’'ve got to ((laughs))
they’ve got to the end of their tether with saying ‘well I've tried
everything and they’re just not moving on’ (initial interview)

Just over half of the participants attended the training with at least one colleague.
The influence of training together appeared most significant when there were
opportunities for joint working with the same patient. Working closely with
colleagues not trained in a health coaching approach could be seen as a barrier to
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effective implementation and could prompt participants to revert to the traditional

way of working.

P14: what | found difficult was being in a clinic with a physio, because |
do joint clinics with a physio and they didn’t, others hadn’t always been
on the training so that was quite hard (follow-up interview)

Colleagues who trained together but who worked independently of each other
(doing similar roles with different patient groups) had fewer opportunities for
collaborative working, which resulted in fewer naturally occurring opportunities for

informal peer support.

One important contextual facilitator was the requirement in many teams for staff
who had attended external training to provide an ‘in-service’ training session for
their colleagues following the course. This requirement ensured that staff spent
time reviewing the training materials after the course, and critically reflecting on

the most useful elements of the training for their own setting.

P16: it made me think more because | had to do a presentation and sell it to
the team as it were, so | kind’ve went back through the workbooks and |
picked out the bits that | knew were going to be relevant for our team
(follow-up interview)

Even when these formal opportunities were not present, participants were
frequently enthusiastic about sharing their new knowledge with their colleagues.
There were examples given of where joint working with an untrained colleague was
used as an opportunity to demonstrate health coaching skills, and participants

seemed encouraged when colleagues noticed that they were working differently.
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6.6.6 Theory summary diagram — Experiences of implementation
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6.6.7 Refined theory

If participants experience success when they try out health coaching in practice, this
leads them to re-evaluate their previous practice (Mreason) and increases how
useful they believe the health coaching approach to be and their own confidence in
their developing skills (O). In order to implement training, participants first have to
be adequately motivated and confident, and identify appropriate low risk
opportunities to practise (C). Participants also need to be convinced that health
coaching can fit within their role (0O), which may happen more in situations where
they perceive coaching to be a flexible intervention (Mreason) and have adequate

team support (C).

6.7 Key findings

This chapter has used the results from data gathered in the evaluation phase to test
theories developed in the review stage and produced four more refined theories
about how the training and implementation process works. Three of these theories
focus on the training stage, exploring how training triggers critical reflection, builds
knowledge, skills and confidence, and alters perceptions about how easy and how
useful applying health coaching techniques could be. The fourth theory describes
how experiences of implementing the training influence practice. In the next
chapter, these results are further examined by exploring differing patterns of
outcomes among different trainees and considering the results in relation to
several existing formal theories. In Chapter 8, a refined programme theory based

on the findings across the whole PhD is presented.
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7 Results 2: Further analysis and applying formal theory

7.1 Introduction

In Chapter 6 | generated CMO configurations describing in detail, how, when and
for whom the various elements of the training worked. | also showed how, despite
being exposed to the same training intervention, participants responded
differently, resulting in different implementation patterns. In this chapter | will
further explore the different training responses with a focus on theorising at a
higher level to describe the overall impact of training and how that related to the
variable implementation of the health coaching approach in practice. Using a
realist understanding of causation suggests that the variability is driven by different
training mechanisms being triggered (or not triggered) for different individuals.
However, identifying why this was the case was one of the most challenging aspects
of the analysis because links between context and either mechanism or outcome
were not always clearly apparent. The chapter begins by outlining four different
implementation patterns identified and beginning to link these to context and
mechanism. A discussion of the complexity encountered in the analysis then
follows. Several formal theories are used to explore and explain the
implementation patterns observed. In Chapter 8, the data from both results
chapters (Chapters 6 and 7), and the data from the survey (Chapter 3) and realist

synthesis (Chapter 4) will be integrated, and a refined programme theory proposed.
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7.2 Overall response patterns

During the analysis it became clear that the overall learning from the training and
how it was subsequently applied, differed significantly. A spectrum of responses
was identified from those who fully embraced and implemented the training, to
those for whom it made little impact on their routine practice. Four broad types of
response emerged. These categories are not mutually exclusive but overlapped on
a spectrum, with individual participants sometimes demonstrating responses that
seemed consistent with adjacent categories. As a result, it was not always possible
to provide a number of participants in each category, but a broad indication of the
proportion of participants in each group is provided. Each of these response types
is described below. To maintain a realist lens on this patterning, a CMO
configuration has been generated to summarise the key features seen in each.
These CMO configurations focus less on the specifics of the individual intervention
components, prioritising a higher-level description of participants’ reactions to the

training as a whole.

7.2.1 Enthusiasts

The enthusiasts’ category was based particularly on the experiences of two
participants who attended the training with very high levels of interest in
supporting self-management. Their descriptions of their pre-training ways of
working were very closely aligned with the health coaching approach and as a result
the training worked largely to reinforce and expand on their existing ideas and to

provide specific techniques that they could use to enact an attitude that they
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already held. Both of these staff were experienced and worked in therapist roles.
As Participant 9 explained during a follow-up interview “this aligned really closely
with my approach which I think [is] why I liked it so much, so it definitely gave me
the tools to enable me with that approach.” Table 7.1 shows a proposed CMO

configuration describing members of this group.

Table 7.1 CMO configuration: "Enthusiasts"

Context Significant pre-existing expertise specific to supporting self-
management together with a mindset that prioritises this, and

working in an organisation where this is valued activity

Mechanism | Training provides additional practical skills that align with and

augment preferred style of practice

Outcome New techniques are highly valued as a way to embody existing

goals and are easily integrated into existing ways of working

7.2.2 Converts

Over a third of participants could be described as converts. For these participants
the training appeared to work as intended. Training acted to help them identify a
skills deficit and provided specific techniques to address this. This group developed
enough confidence during the training that they felt able to implement the
approach in practice, which in turn acted to bolster their confidence further. The
participants in this group appeared open to the idea of changing their approach and
recognised that there was a good fit with their role. The way in which health

coaching was operationalised differed, but all felt that the coaching approach had
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become an element of their routine practice. Participant 14 described this shift in
thinking during the initial interview saying “we do get the same patients sometimes
coming through and | think sometimes we think it’s them and | do, that’s my kind of
shifting thought now is —is it because it’s them? or are we actually giving them any
responsibility over their health?” Table 7.2 shows a proposed CMO configuration

describing members of this group.

Table 7.2 CMO configuration: "Converts"

Context Open and interested in learning new techniques, highly valuing
patient autonomy and working in a setting where changes can be

made

Mechanism | Training illuminates problems with current style and provides
specific techniques that can be used to facilitate an alternative

approach and builds confidence in these techniques

Outcome Participants start to see their role differently and have practical

skills they can draw on to enact the new role

7.2.3 Interested but lacking confidence

Around a third of participants appeared to belong to this category. Participantsin
this group often appeared conflicted when discussing the training and disappointed
that they had not been able to implement the approach as fully as they might have
liked, exemplified by participant 21 during the follow-up interview “I'm a little bit
kind of torn really because | initially found it quite helpful and then | just feel like |

just don’t have the skills to fully embrace the approach. And also | feel my client
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group are so complex ... | just don’t feel | have enough knowledge to draw on.”
Members of this group perceived significant barriers to implementing the approach
relating to their own lack of skills and confidence, the characteristics of their
caseload and organisational constraints. Difficulty in breaking existing consulting
routines was often cited. Table 7.3 shows a proposed CMO configuration

describing members of this group.

Table 7.3 CMO configuration: "Interested but lacking confidence"

Context A more fixed view of what activities currently lie within their remit,
and with more concerns about their patients/ organisational
barriers, or lack of belief in their own control/ability to influence

outcomes

Mechanism | Training provides suggestions about alternative ways of working
which are interesting and valuable, but training does not
adequately overcome concerns about personal ability to trigger
changes in the context of contextual resistance. Training is viewed

as a bigger shift in usual practice/further removed from usual care

Outcome Trainees use new skills selectively but lack confidence in their own

ability to generate effective results

7.2.4 Non-starters

Although all trainees described the training as interesting and offering new ideas
and techniques, some of the interviews suggested that a few participants had made

limited changes to their routine practice. As Participant 11 described “I think the
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difficult thing is holding it there isn’t it? It’s really easy to get back into how you’ve
always done it before”. There were limited data to draw on for this category,
partially because an assumption has been made that some of the participants who
did not complete follow-up interviews may fall into this group, based on their
responses during the initial interviews. It is therefore unclear to what extent this
exists as a category in its own right, and how much it might just represent the far
end of the ‘interested but lacking confidence group’. Table 7.4 shows a proposed

CMO configuration describing members of this group.

Table 7.4 CMO configuration: "Non-starters"

Context A more fixed view of what activities currently lie within their remit,
mandatory attendance to training rather than to address a pre-
identified learning need and see other activities as the core work

of the role

Mechanism | Training seen as incompatible with usual routines (which remain

unchallenged) or as similar to other person-centred approaches

Outcome Training does not trigger a significant change in routine practice

7.3 Making sense of complexity — a realist perspective

While | felt that the identification of these groups of outcome patterns provided a
helpful overview of the differing responses to training | observed, | still felt unable
to entirely explain why particular participants had responded in the way that they
had. Superficially, levels of post-training enthusiasm about the course were similar

among all participants, but subsequent implementation differed. During the
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interviews it became obvious that participants had come away from the training
with a variety of views on what health coaching actually was, and how suitable it
was as an approach to use with people with PNCs. Applying realist thinking | knew
that the same training had been offered to each participant, and that their differing
responses to the resources presented were likely to be explained, at least in part by
differences in their context (both the context which they ‘brought’ to the training
and that in which they tried to implement the training). This presented challenges
for the analysis, as participants may lack insight into the influence that a variety of
complex and interacting contextual factors might have on their own motivation. |
could only make inferences about possible contextual influences on participants’

responses to the training which they had not directly identified.

Pawson’s work on unpacking complexity in The Science of Evaluation (2013)
provided a helpful lens to further my understanding of why identifying causality
was proving extremely challenging. In this section | examine some of the drivers of
complexity as classified by Pawson (2013) (volitions, implementation, context, time,
rivalry and emergence) and how their impact was visible during my evaluation.
Pawson (2013) suggests that interventions should be considered as complex
systems inserted into complex systems. This fits with the systems perspective
advocated by others, which recognises the complexity which arises from the setting
into which interventions are introduced, including the existing social relationships
and structures, and the interactions of agents within the system (Hawe et al. 2009;

Petticrew et al. 2019).
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The first driver of complexity identified by Pawson (2013) relates to volitions of the
individuals involved. Participants are not passive recipients of training but active
agents who make choices about how to respond, based on both their pre-existing
mindsets and also activities occurring during the training (Pawson 2013). Views on
how well health coaching fitted with their understanding of their role, together
with anticipated challenges influenced individual volitions. Further theories that
explore the decision-making of individuals and how this is influenced by their
understandings of social role, identity and causal attribution are discussed later in
this chapter. The varying ways in which individuals chose to utilise the health
coaching approach (minor tweaks to existing approach versus coaching
consultations following a structured model) affected both how they experienced
the implementation and also the subsequent impact. Individual agency may
influence the potential outcomes of an intervention not just through how they
choose to engage with and implement the approach, but also through other choices

that they make that are not part of the intervention itself (Coldwell 2019).

One example of this included a participant who instigated a new opt-in approach to
allocating appointments following attending the training. It is possible that the
outcomes she described were at least in part due to changes triggered by this new
system (e.g. only the most motivated patients attend clinic) rather than due to the

health coaching approach that she used during consultations.

Another aspect of complexity linked to individual volitions relates to the variability
with which implementation occurs. All complex interventions have long

implementation chains, and often involve multiple actors, each with their own
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agency. No interventions are ever likely to be implemented in exactly the same
way twice (Pawson 2013). In an intervention like health coaching, when
professionals are encouraged to use their judgement about how and when to
integrate the techniques within their routine appointments this is even more

relevant.

While individuals express their agency during implementation this expression may
be constrained by the context in which they work (May 2013). The impact of
context is well described throughout realist research and is included in Pawson’s
(2013) unpacking of complexity. Context, operating at the levels of individuals,
interpersonal relations, institutional settings and wider infrastructure, potentially
enables or constrains the ways in which participants respond to an intervention and
no two interventions ever take place in exactly the same set of contextual
conditions (Pawson 2013). Furthermore, context is recognised to be dynamic and
ever-changing and so may exert different influences at different times as
implementation and evaluation occurs (Coldwell 2019). Although some elements of
context thought to be influential were explicitly considered (e.g. professional
background, level of team support available) many others remained unexplored.
Including participants who came from a range of professional backgrounds and who
worked within a variety of different roles for multiple different organisations
allowed for some comparing and contrasting of findings, but the small numbers of
participants involved made identification of the most influential elements of
context extremely challenging. While it was sometimes possible to identify
important contextual facilitators, confirming the absence of such facilitators was

more difficult. For example, a high level of alignment between the training and
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existing organisational ethos was often mentioned by participants who were most
positive about the training. However, those who were less confident, or
implemented less of the training did not tend to mention a lack of alignment, and
often highlighted the autonomy they were allowed within their role and that they
were supported to manage their patients however they saw fit. It was difficult to
know therefore whether these participants were simply unable to miss something
they had not experienced, or whether for them organisational ethos was not the
main driver of their practice. Hawe et al. (2009) have suggested a movement away
from evaluating programmes and towards a focus on context evaluation, which

might enable opportunities for change to be better identified and understood.

Pawson also recognises how the time at which the intervention is delivered can
influence how impactful it might be. The setting into which an intervention is
introduced has its own history, changes may have already occurred, and may
continue to occur that make the setting more or less favourable (Coldwell 2019).
Social processes (such as power differentials across professions) are historical, and
agents are constrained by this history (Chandler et al. 2016). Pawson (2013)
suggests that the same intervention could be successful due to novelty value and
enthusiasm at one time point, only to be met with cynicism and disinterest at
another point if participants have experienced many earlier unsuccessful
interventions. Exposure to previous similar training acted to prime some
participants for embracing the health coaching approach, while there was at least
one example of a participant struggling to identify what specifically the training

added to what had already been learned elsewhere.
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These issues are related to another element of complexity — the issue of rivalry.
Complex systems such as healthcare settings are in a constant state of flux, with
new policies and targets frequently being introduced (Chandler et al. 2016). In
organisations where multiple schemes and initiatives co-exist, all of which seek to
trigger similar improvements, it is very challenging to work out the impact of each
rival intervention (Pawson 2013). Many of the participants had attended some kind
of training relating to consultation skills or motivational interviewing in the past and
it was not always clear how much attitude and practice shift could be attributed
solely to the health coaching training, whether the training was supplementing
what they had already learned, or whether it was acting synergistically to produce a
greater impact than either intervention could have alone. As learning is often a
slow and incremental process, this might not always be easy for participants to

remember, or for researchers to capture (Billett 2016).

Finally, complexity is generated by emergence, one of the key tenets of realist
philosophy, which recognises that the implementation of any intervention can lead
to changes which in turn impact on how the intervention itself operates (Pawson
2013). The idea of emergence is important as it highlights that the outcomes of any
training intervention are not entirely in control of the trainers, as the intervention
will continue to evolve once participants start to use it (Pawson 2013). For
example, one participant who was enthusiastic about health coaching asked her
colleagues to refer her patients who were struggling to make progress. When
colleagues made these referrals this validated her approach, consolidated her
position within the team as someone with specialist expertise and gave her a

reason to dedicate an appointment specifically to utilising a health coaching model.
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However, it may have also inhibited the spread of the health coaching approach as
it became seen as a technique requiring a dedicated appointment by a trained

expert.

The risk, having identified so many causes of complexity, is that the evaluation may
become confusing and impractical (Petticrew et al. 2019). Pawson (2013) is clear
that no evaluation will ever be able to account for every element of complexity
discussed above. Instead he advocates for focus to be maintained at the level of
developing programme theory, which will allow an evaluation to provide useful and
transferable insights. Developing these programme theories at a higher, more
middle-range level may help to maintain the pragmatic balance advocated by
Petticrew et al. (2019), between appropriately representing complexity and
ensuring that the product of the evaluation remains useful. In the next section,
existing formal theories are used to provide another lens through which to examine

the data.

7.4 Applying formal theory

Three formal theories were first described in Chapter 4 as providing a useful lens to
explore the findings of the realist synthesis. These theories (Transformative
Learning Theory, Normalisation Process Theory and the Technology Acceptance
Model 3) are used to explore the findings from the evaluation stage below.
Additional formal theories are also discussed in relation to these known theories,
where they provide additional insights into the data emerging from the evaluation

data inadequately covered by the theories utilised earlier.
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7.4.1 Transformative learning theory

Triggering transformative learning, a process in which adult learners challenge and
change their assumptions about the world, could be seen as the overarching aim of
health coaching training. The transformative learning occurring following the
training related to a change in how participants perceived their influence on the

outcome of consultations.

As first outlined in Chapter 4, the key process required for transformative learning
to occur is critical reflection. Mezirow’s work on transformative learning is
accepted to have made a major contribution to understanding reflective practice

along with the work of several other key authors (Hickson 2011).

The role of reflection in improving practice was first raised in work by Dewey (1933
cited in Mamede and Schmidt 2004), who similar to Mezirow described how a
difficulty in solving a problem generates a state of doubt or confusion, which leads
individuals to work to define the problem and consider potential solutions. The
work of Schon (1983) provides the helpful distinction between this type of
reflection ‘on action’ which occurs deliberately after the event and reflection ‘in
action” which occurs in the moment. Reflection ‘in action’ may be a tacit process,
especially among experienced health professionals who make spontaneous
adjustments (e.g. thinking about how to phrase a question during a
conversation)(Mann et al. 2009; Ghaye and Lillyman 2010). Trainers may therefore
need to model reflection in order to clarify the role of reflection in learning (Mann
et al. 2009). A further level of reflection, meta-reflection has been described which

requires practitioners to step back and examine their own reflections, often
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facilitated by support from supervisors or colleagues (Ghaye and Lillyman 2010).
This may prompt what has been described as double loop learning (Argyris 2002).
Whereas single loop learning is said to occur when errors in practice are corrected,
double loop learning involves examining and altering the underlying values that
triggered the initial error (Argyris 2002). One key role of reflection in clinical
practice is to make clear for professionals the link between values and actions, as
espoused values (what is said about practice) do not always match with what is

actually done (Ghaye and Lillyman 2010).

Fully transformative learning does not occur when what is learned fits into existing
frames of reference (Mezirow 1997). Learning, in general, has been described as
occurring at one of three levels. It may be possible for new information to be easily
integrated into our existing habitual expectations about what will happen in given
situations (what Mezirow (1990b) terms as a ‘meaning scheme’). This type of
learning occurs when new information supplements or complements what is
already known (Kitchenham 2008). Participants with two different response
patterns appeared to exhibit this type of learning. Members of the ‘non-starters’
group sometimes described coaching as another form of person-centred working
and believed that they already practised in a person-centred way. They saw the
coaching technigues as possibly complementing their current approach. Similarly,
the ‘enthusiasts’ group who were already completely aligned with the ethos of the
coaching approach before attending could easily integrate what they learned,

without any challenge to their existing frame of reference.
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The second level of learning described by Mezirow involves learning new meaning
schemes, which fit with those that the participant already holds, and are
compatible with their existing frame of reference (Kitchenham 2008). This type of
learning could be seen across most study participants. For example, participants
talked about changing their habitual consulting behaviours by starting consultations
differently, including additional questions, leaving more space for silence, and
provide opportunities for patients to generate their own solutions. Practicing in
this way was associated with altered expectations of how patients might respond

but remained consistent with how they viewed their professional role.

The third level of learning, at which transformation is said to occur, happens when
the problem presented cannot be resolved by learning at the other two levels, and
instead requires the problem itself to be re-defined (Kitchenham 2008). This
process requires critical reflection on the frame of reference which underpins the
behaviour currently in use. This transformative experience was evident both
among those who were ‘interested but not confident’ and ‘converts’. Participants
gave clear examples of starting to examine their previous assumptions, when they
talked about how prior to the training they would have believed that some of their
patients’ behaviours indicated that they were not ready or willing to change. They
described that when they applied a health coaching approach, and witnessed
increased engagement they came to a realisation they their previous approach to
providing support was not what the patient needed, and that the ‘problem’ was

their own approach rather than entirely being due to patient characteristics.
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This clearly visible transformative learning was never reported as occurring as a
result of the training activities themselves, but as a consequence of reflecting on
implementation experiences. ltis also important to note that not all participants
needed to have a transformative learning experience in order for the training to be
successful in initiating practice change. For those in the ‘enthusiasts’ group, who
attended training with a compatible ‘frame of reference’ (usually as a product of

previous training or professional experience), transformation was not required.

The key transformation seen was a change in the way professionals attributed the
success or failure of consultations which aimed to support or promote self-
management. This is important because the nature of the ‘disorientating dilemma’
is different to how it might initially appear. The visible dilemma presented early in
the training, as a potential motivator to consider practice change, is that existing
paternalistic, expert-orientated approaches to consultations do not work to drive
successful behaviour change. This in itself was not a new dilemma to any of the
course participants, who appeared well aware of the limited impact they often had
in such situations. However, | saw many examples of participants attributing their
lack of success externally, either to patient level factors, such as activation levels, or
organisational level factors, such as limited time and competing priorities. For
these participants, the ‘disorientating dilemma’ actually needed to trigger critical
reflection, was that their own current consulting behaviours were not adequately

meeting the needs of their patients.
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Two additional areas of formal theory were identified which could help to explain
the influences on the transformative learning process in more detail. Firstly, as
already discussed participants’ existing frames of reference and ways of seeing their
role as health professionals differed. Social identity and role theories can provide
additional insights into how these frames of reference are formed and maintained,
and the influence they exert on the training process. Secondly, attribution theory
provides a useful lens to explore why people may make errors when they try to

understand the causes of their own behaviour and that of others.

7.4.2 Social identity and role theories

The social identity approach originates from social psychology, and is based on two
related theories, Social Identity Theory and Self-Categorisation Theory (Burford
2012; Haslam 2014). The approach describes how in most social settings, social
identities act to structure how people think and behave, shaping their values and
norms (Haslam 2014). Individuals may hold multiple social identities (e.g. parent,
health professional), but the identity that determines social behaviour at any one
time is the one that they perceive to be most relevant to the particular context, a
concept described as salience (Burford 2012). Individuals tend to choose activities
that are aligned with salient aspects of their social identity (Currie et al. 2010).
Understanding and capitalising on social identities may impact on the success of
training. Trainers should try to identify and explore the social identities that
participants value, as it is suggested that when identities are recognised and

respectfully treated this enhances legitimacy and trust (Haslam 2014). Training can
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capitalise on the power of social influence, as participants are more likely to value
messages derived from those with whom they share a social identity (Burford 2012;
Haslam 2014). This was clearly visible in the accounts of the participants who
believed the shared ‘health professional identity’ of the trainers enhanced their
credibility. Participants also described feeling that the expertise that they brought
to the training was validated by the trainers, and this also acted to increase

engagement.

The literature suggests that training should try to tap in to and mobilise valued
social identities to facilitate implementation of new interventions (Kreindler et al.
2012). However, there is recognition that this requires an active process in which
participants work together to define the group identity (Kreindler et al. 2012)
(similar to the process of critical discourse described by transformative learning
theory). Maintaining the group identity developed during the health coaching
training was challenging for participants who attended alone. Kriendler et al. (2012,
p.365) also caution that to avoid the training being “just another staff development
workshop” it is essential not to underestimate the power of context to either
facilitate or inhibit change. Changes to working environments and practices may be

needed to allow mobilised social identities to be enacted (Kreindler et al. 2012).

Related to social identity theory, role theory has been broadly defined as being
concerned with patterned social behaviours, the parts that are assumed by
different actors, and the scripts or behavioural expectations that are understood

and adhered to by those involved (Biddle 1986). The idea of socially conditioned
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scripted interactions, in which everyone understands their role appeared to
strongly influence those participants with long-standing relationships with their
patients, who believed that disrupting the usual pattern of a consultation would be
met with surprise and resistance. In common with social identity approaches, role
theory recognises that people usually occupy different roles within different
groups. Role conflict is said to occur when differing behaviours associated with
each role need to be performed at the same time (Pennington et al. 1999). For
example, the expectation to complete required administrative documents for audit
purposes might compete with the provision of clinical care (Brookes et al. 2007).
Related to the concept of role conflict, role overload is said to occur when an
individual lacks the capacity to take on the extra demands of a role due to
limitations such as inadequate level of skill or lack of time (Brookes et al. 2007). In
settings where clinicians experience role conflict and overload, feelings of stress,
anxiety and frustration may be triggered (Brookes et al. 2007). People tend to
resolve role conflict by performing the behaviours that fit with the role that is most

important to them (Pennington et al. 1999).

In order to integrate health coaching into routine practice, participants in the
training were asked to try to maintain two roles simultaneously (that of expert
healthcare professional alongside that of coach). It is therefore unsurprising that
many participants reported prioritising activities that aligned with their long-held
and highly valued role of expert health professional. Some tried to deal with this
role conflict by performing coaching only within a set time within the consultation
(often after the ‘medical work’ had been done). However, the more enthusiastic

participants who had been able to transform how they saw their role, appeared to
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have been able to integrate coaching into their existing identity. Neale and Griffin
(2006) recognise that roles may be perceived differently by different role holders,
suggesting that individuals’ expectations are influenced by system requirements
(the expectations of their employers), role schema (what people understand the
role of a nurse or therapist to entail) and self-concept (how people see themselves).
People will feel least conflicted when all these three elements are aligned.
Differences between how nurses and therapists conceptualised their roles were
noted by both the trainers and the participants. Generally, a coaching approach
was seen as a better fit with the existing role schema and self-concept of therapists
who already used goal setting and elements of challenge within their routine
practice. However, some therapists remained conflicted, as they did not see
coaching as the most valued part of their role, and this impression was reinforced
by organisational priorities. Those who worked in clinical specialist roles recognised
that the expectations of their new role (which focussed on their medical expertise)
meant that they had moved away from their therapist schema, while feeling that
their background continued to inform their new role. Nurses identified that
historically nurses were seen to take on a ‘fixing’ role (Tomm-Bonde 2012) and that
this position conflicted with the health coaching approach. All professionals were
required to reconsider how they could help their patients benefit from their
professional expertise while also empowering people to generate their own
solutions. Social identity and role theories offer some explanation as to why
holding the role of expert and coach simultaneously was seen as challenging,
especially when working with patients whose expectations have been encultured by

previous interactions with the health service. The training appeared to be most
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successful when participants were able to integrate health coaching into their view

of their own identity and role (a transformative process for some).

7.4.3 Attribution

The attribution approach in social psychology relates to how individuals attribute
the causes of both their own and other peoples’ behaviour (Pennington et al. 1999).
Attribution theory focusses on how behaviours are perceived to be caused rather
than how they are actually caused. In daily life, people try to make sense of the
world by developing explanations, searching for information to help reduce their
uncertainty (Pennington et al. 1999). Behaviours may be attributed to internal
causes (e.g. personality, effort, ability) or external causes (e.g. social norms,
environmental constraints). Clinical decision-making is likely to be influenced by
attribution, with clinicians making attributions both about the ways their patients
behave, and also about the reasons for the success or failure of their own chosen
approach (Murray and Thomson 2009). Attributions are more likely to be made in
certain circumstances, often when something unexpected happens, when people
fail to reach their desired goal, or when they are in a negative emotional state

(Pennington et al. 1999).

In their study of nurses, van Hooft et al. (2016) noted that most barriers to
supporting self-management identified were externally attributed (including time
pressures and patient factors). How clinicians perceive the causes of people’s
behaviour is likely to impact on the approaches they choose to take (Murray and
Thomson 2009). External attribution could act as a barrier to clinician learning, and
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it has been suggested that the influence of external factors should be
acknowledged and addressed within training (van Hooft et al. 2016). It is also
worth considering whether these external attributions (which were also commonly
cited by the participants following the training in my study) are entirely accurate, or
whether participants may have made some common attribution errors. The actor—
observer difference describes a tendency to emphasise the cause of one’s own
behaviour as being situational (Pennington et al. 1999; Parkinson 2012). Therefore,
if clinicians experience a lack of success in providing self-management support, they
are more likely to attribute this to factors outside their control rather than to
internal factors (such as their own consulting style). Fundamental attribution bias
refers to the tendency to attribute the behaviour of others to internal rather than
external factors (e.g. patient motivation inhibits engagement with self-management
activities) (Pennington et al. 1999). These could also be considered to represent a
self-serving attributional bias (used to maintain or enhance self-esteem) by
attributing failures externally while successes are attributed internally (Pennington

et al. 1999; Parkinson 2012).

As introduced above, attribution theory does not focus on working out the ‘correct’
attribution of causality, rather on what people think the causality was and how this
influences their behaviour. Objectively, it may be that the reasons clinicians
struggle to provide self-management support are largely external, and that patients
who do not embrace the approach do so for internal reasons. Attribution theory is
useful because it reminds us that clinicians are likely to prioritise certain causal
explanations over others, and that this may make them see facilitating self-

management effectively as less within their personal control. As noted above,
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those trainees who experienced transformational learning seemed to demonstrate
changes in attribution, towards a greater recognition of the influence of internal
factors (their own behaviour) as influencing the outcome of self-management
support consultations. When discussing the drivers of patients’ self-management
behaviours in situations where they felt coaching would not work, participants
recognised both internal factors (e.g. people who had taken on ‘the sick role’) and
situational factors (e.g. housebound) as influences on the patient, but less
frequently included their own behaviour as a potential influence. This could
represent a self-protecting bias (failure is externally attributed to characteristics of
the setting and the patient) (Parkinson 2012). There were however several
participants who clearly recognised their own lack of confidence and skills as key

barriers.

7.4.4 How can training facilitate transformative learning?

The above sections explore the influences on how the ‘disorientating dilemma’ is
perceived and reflected upon and covered the first three steps of the
transformative learning process (see Box 4.5). Empirical studies have suggested
that critical reflection is crucial for the transformative learning process, while also
emphasising the role of two other important stages: engaging in critical discourse
and trying out new roles. In this section, | explore how the training created a

conducive environment for these stages of transformative learning to occur.

The emotionally challenging nature of transformative learning means participants
must feel safe to learn if transformation is to occur. Although most participants
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commended the training environment, there were also examples of those who
found being coached too emotionally challenging, with some electing to discuss
relatively superficial issues to avoid sensitive subjects. Those participants who

avoided challenge learned the least from the experience of being coached.

The trainers recognised the crucial role of group membership, suggesting that
learning from colleagues was often more influential than the course content.

Group activities that exposed participants to the differing views, experiences and
interpretations of other course participants provided accessible examples of
alternative frames of reference, which could act as a transformative learning trigger
(Apte 2009). Transformative learning is recognised to be a social process,
facilitated by critical discourse (conversations which allow participants to assess
competing interpretations of situations by critically examining their evidence base
and alternative points of view) (Mezirow 1997). Role play, which featured heavily
in the training, is also recognised to be an important transformative learning
trigger, as it allows participants to actively engage with the course content in the
context of their own lives, and to critically assess its value together (Mezirow 1997).
While interactions with other group members can provide opportunities to
recognise the shared experience of discontentment and engage in critical discourse,

the trainers also have a key role in supporting transformative learning.

The trainers demonstrated many of the facilitation techniques known to support
the process, including modelling critical reflection, demonstrating their own
sincerity and vulnerability, and encouraging the participants to recognise

contradictions between their beliefs and their current practice (Mezirow
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1990a,1997; McEwen et al. 2011). Although the training may have been designed
and delivered in a way that made transformative learning possible there is
recognition that the dilemma that acts as a trigger for transformation may differ
among individuals, who may also favour different learning styles and respond at

different rates to their experiences (McEwen et al. 2011).

Learners at different points in the transformative learning process require different
types of training activities (Mezirow 1990a). Some of the participants might have
benefitted from more time to explore the disorientating dilemma and what was
driving their current approach, while others were clearly ready to spend time trying
out their new role and building confidence in the use of the health coaching
techniques. When learning is ‘troublesome’ for learners because it involves leaving
a previously comfortable position, transforming one’s own understanding and
shifting identity, it is recognised that people sometimes become stuck in what has
been referred to as a liminal or in-between state, where they oscillate between
their old and new identities (Land et al. 2005). This oscillation was visible in the
participants’ accounts as they sometimes seemed to hold contradictory views, both
endorsing the coaching approach while also maintaining their previous ways of
working. Loss of confidence and frustration can occur during this liminal phase as
learners move back and forth in their thinking (Land et al. 2005). Not all of the
participants successfully navigated the required process of letting go of their earlier
positions (Land et al. 2010) to fully integrate the health coaching ethos (although

for the ‘enthusiasts’ this process was not required).
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In conclusion, although it appears that transformative learning is not always
required if participants arrive at training with a compatible frame of reference,
when transformative learning occurs it can instigate a change in how participants
view the impact of their own behaviour within consultations. All those participants
who gave examples of experiencing a transformation described it as being a result
of experimenting with the health coaching approach in a clinical setting, rather than
from the training activities. Health coaching training days alone seem unlikely to
trigger transformative learning. The theories discussed above have focussed on the
attitudes and beliefs of individuals as influences on reactions to training. To
understand the implementation process fully, it is also useful to consider how
people act when they start using a new intervention, and how these actions are
shaped by social interactions (Johnson and May 2015). These processes are the

focus of Normalisation Process Theory, which is now considered below.

7.4.5 Normalisation process theory

As introduced in Chapter 4, Normalisation Process Theory (NPT) is a middle-range
theory focussed on how and why certain practices become fully embedded or

integrated (‘normalised’) into daily work (May and Finch 2009).

7.4.5.1 Coherence
The first construct of NPT, coherence, involves participants building their

understanding of what the work is that needs to be done (May and Finch 2009).
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The components of developing coherence are recognising the difference between
old and new approaches (differentiation), understanding your role in delivering the
intervention (internal specification), building a shared understanding of the new
practice with others (communal specification) and starting to value the new
approach (internalisation) (May et al. 2015). The trainers emphasised developing
coherence as a core aim of the training. Differentiation could also be described as
the core process required for transformative learning. The trainers suggested that
differentiation could only be fully achieved when participants experienced health
coaching during the ‘real-play’ activities. Most participants seemed to achieve this
differentiation, but challenges relating to the safety and authenticity of the ‘real
play’ experience could mute the impact of the exercise. The trainers recognised
that the process of encouraging differentiation could be confronting and upsetting
for participants as it challenged their strongly held identity as caring professionals

who do the best for their patients.

The process of internal specification differed across the participants. For most
people, enacting the health coaching training mostly involved ‘tweaks’ to current
practice which were informed by a better understanding and acceptance of the
health coaching mindset. However at least one participant focussed much more on
coaching as a specific ‘treatment strategy’ and saw doing health coaching as
working through a specific model as it was demonstrated during the training.
Others talked about not doing ‘true health coaching’ when they had only tweaked
their practice rather than using the formal approaches. The processes of
differentiation and individual specification were closely linked. How different the

coaching was perceived to be depended on an (accurate) appraisal of current
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practice as well as how participants’ understanding of the way in which health
coaching was supposed to be enacted developed during the training. The impact of
differences in how participants made sense of the required work of health coaching

is further considered below when intervention plasticity is explored.

Sense making also has a communal element, the value of which has already been
discussed in relation to social norms, perceived role and facilitating transformative
learning. However, NPT focusses on how teams make sense of the new work they
will be involved in and nearly half of participants attended the training alone. While
the trainers felt that collective sense-making occurred during group interactions
during the training days, during implementation participants generally focussed
more on health coaching as an individual action rather than a shared change in
practice. Participants did give clear descriptions of how they started to understand
the value of adopting a health coaching approach (internalisation). This element of
coherence developed most strongly when they had experiences of the benefits to
draw upon (linking to the NPT construct of reflexive monitoring discussed below).
The different components of coherence building appeared to act synergistically.
The strongest impact appeared to occur when both differentiation and
internalisation were demonstrated. If people accepted the value of health coaching
but did this without really seeing it as particularly different from their current

practice, they seemed more likely to implement it in a more limited way.
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7.4.5.2 Cognitive participation

The second NPT construct, cognitive participation, relates to developing an
understanding of who should be involved in the work (May and Finch 2009).
Cognitive participation focusses on who is driving the change forward (initiation),
how people are recruited to be involved (enrolment), whether their involvement is
seen as appropriate (legitimation) and how the new work practices are sustained
(activation) (May et al. 2015). This construct was less visible in the data perhaps
because the main focus of the training was on promoting individual level changes in
consultation style. Many participants worked largely independently and with a high
degree of autonomy so this cognitive participation work did not appear to be a

significant consideration.

The most enthusiastic participants did provide examples how they tried to use their
experiences at the training to drive wider change within their service. For example,
one participant, a team leader, used her experience of the health coaching training
to re-design the way in which the service operated (new referral system, new
documentation). In this way her team was able to start working differently even
though they had much more limited learning. Similarly other participants had acted

to try to raise interest among their team by providing in-service training.

The key barrier here was that most participants felt that the training they had
received was of such high quality that it was essential for colleagues to attend the
training themselves, and that they could only provide a flavour of the approach.
The larger team who attended trained together but worked only in parallel showed

no evidence of any collective efforts to establish the new approach following the
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training. A few participants also discussed how they negotiated the legitimacy of
integrating health coaching into their routine consultations. Being able to cite the
evidence base and being able to refer to health coaching as a named approach
made some participants more confident in the justification of working in this way

and in discussing the approach with others.

Even during the follow-up interviews there were limited examples of how
participants were working to maintain the approach, although aspirations to embed
the approach further and involve colleagues more were discussed (e.g. further work
within team, working more with a psychologist). It is possible that this work may

have continued to develop after the study period.

7.4.5.3 Collective action

The third NPT construct, collective action, relates to how the required work gets
done (May and Finch 2009). One particular component of collective action was
particularly relevant. Interactional workability refers to the work done with others
when implementing a new intervention (May et al. 2015). Participants were aware
that delivering health coaching was a collaborative process, with coaching being
done with, rather than to a patient, and would disrupt the traditional way of doing
things, familiar to both them and their patients. The issues discussed above around
social and role identity and attribution of causality all influenced decision-making

about the interactional workability of the new health coaching approach.
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7.4.5.4 Reflexive monitoring

The fourth NPT construct, reflexive monitoring, relates to how people appraise the
impact of doing the work of the intervention (May and Finch 2009). The evaluation
stage theory | developed describing experiences of implementation demonstrates
this monitoring process. Individuals’ positive experiences influenced their ongoing
sense-making process and increased the perceived value of the approach. Fewer
examples of communal appraisal of the impact of the approach were described.
Although the second day of the training acted as a form of communal appraisal, at
this stage participants generally saw themselves as only partly trained and were
waiting for training to be completed before evaluating its utility. Some mentioned
that they would have valued a later opportunity for communal appraisal following

the training, but the web resource was unsuccessful in facilitating this.

7.4.5.5 Extensions of Normalisation Process Theory — Considering context

In developing NPT, and considering how implementation is impacted by context,
May et al. (2016) introduced the further concepts of plasticity and elasticity which
are useful for understanding the influence of context on implementation. Plasticity,
essentially how flexible an intervention is perceived to be, will influence how easily
it can be embedded. If interventions are highly plastic they put less strain on
existing practice norms and relationships. Elasticity of the setting describes the
“room for manoeuvre” (May et al. 2016, p.7) available within the setting for the
implementation of a new intervention. May et al. (2016) note how a study of a self-

management support intervention targeting the behaviours of clinicians in primary

319



care (Kennedy et al. 2014b) exemplified the influence of an inelastic context. In
that study the plasticity of the intervention which allowed participants a high level
of discretion about how it was delivered was insufficient to overcome the inelastic

context (how the work was organised and funded), resulting in intervention failure.

The participants in my study of the health coaching training described varying
degrees of elasticity in their work context, and while an inelastic context was a clear
barrier, a highly elastic context was not sufficient to drive practice change.

Similarly, as discussed above, participants conceptualised the plasticity of the
intervention itself differently. Most appeared to see health coaching as a highly
plastic intervention that could be adapted as required. However, this plasticity may
have also had a negative impact on normalisation. The more health coaching was
viewed as a minor tweak to existing practice allowing significant agency to
participants, the more difficult it became for participants to clearly identify what
exactly should be done, and how it would add distinct value to usual care,

threatening coherence.

7.4.5.6 How does Normalisation Process Theory help?

While NPT focusses on what happens as groups collectively implement new
interventions, it has also proven to be relevant to the training and implementation
experiences of the individuals in my study. Effective interventions to change
healthcare professionals’ behaviour tend to act across more NPT areas and
particularly on collective action and reflexive monitoring (Johnson and May 2015).

These two areas, particularly collective action, were not well described in my data,
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in part due to the individual focus of the training. This might also explain the
difficulties noted by some participants in maintaining and building on the learning
from the training in practice. There was a strong focus on the development of
coherence within the training, in line with other similar interventions (May et al.
2018). Review evidence shows that interventions that focus mostly on persuasion
tend to be less successful and that professionals do not always change their
behaviours as a result of changes in their attitudes or intentions (Johnson and May
2015). Successful interventions tend to focus on specific actions, providing a clear
set of rules on how to behave and ensuring that these become associated with
group norms so that enacting them becomes part of routine work (Johnson and
May 2015). Health coaching training does provide these specific techniques, but
the delivery of the training to individual clinicians may have failed to tap in to the

potential for the use of the approach to be seen as an organisational norm.

7.4.6 Technology Acceptance Model

The Technology Acceptance model (TAM3) (Venkatesh and Bala 2008) was first
applied in Chapter 4 to help make sense of the results of the realist synthesis.
TAM3 indicates that determinants of perceived usefulness and perceived ease of
use differ, but that perceived ease of use can directly influence perceptions about
usefulness (Venkatesh and Bala 2008). The emphasis on how the perceived
practicality of the intervention can influence how useful it is seen to be aligned well
with my evaluation data which indicated participants frequently focussed on how

easy or difficult they believed implementation would be. When participants
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believed that health coaching could not be practically implemented in their setting,
this strongly influenced how valuable they thought the approach was. Various
determinants of perceived ease of use are identified in TAM3 including anxiety and
enjoyment, but those that have the most enduring influence are self-efficacy for
the task and perceptions of external control (i.e. organisational resources and
support) (Venkatesh and Bala 2008). While the health coaching training did use
strategies to build participant self-efficacy, some participants remained low in
confidence after training, and lost more confidence over time. Participants were
frequently encouraged to consider how to use health coaching in their own setting,
but the training required them to generate their own ideas rather than providing
suggestions, and some participants struggled to understand how organisational

constraints could be overcome.

TAM3 suggests that the influence of perceived ease of use is likely to be strongest
when people have less experience, and to then decrease over time. Perceived
usefulness has been shown to be the strongest determinant of behaviour over time
and is influenced by both social influence and individual cognitive processes
(Venkatesh and Bala 2008). Determinants of perceived usefulness include
relevance to role; demonstrability of results; subjective norms (expectations of
others); how using the new approach might act to enhance personal image; and
perceived ease of use. Those for whom the training had been more successful
tended to focus more on describing the usefulness of the approach (including how
well it fitted with their current role and the benefits they had achieved through its

use). Applying the technology acceptance model to my data would suggest that in
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order to maximise perceived usefulness, early in the training significant attention
should be paid to determinants of ease of use. If these are not addressed they may

represent an ongoing barrier to practice change.

7.5 Chapter Summary

This chapter has explored the varying ways in which participants responded to
training and utilised a realist understanding of complexity, together with several
existing formal theories, to explore the possible reasons for this variability. Chapter
8 will now integrate these analyses with those from the earlier chapters and

present a refined programme theory.
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8 Discussion

This chapter discusses the findings of the PhD study as a whole. | will review the
data gathered to address four key research questions (based on the initial rough
theories developed in Chapter 4). A refined programme theory, which forms the
product of this research is then presented. Reflections on the strengths and
limitations of the PhD study are discussed, alongside a consideration of how the
findings sit within the wider literature. The chapter concludes with a set of practical
recommendations for commissioners/policy makers and training providers, derived

from the study.

The aim of the PhD study was to understand how training interventions for health
professionals working with people with PNCs, which focus on improving support for

self-management, work, for whom, and in which circumstances.

A realist evaluation approach was chosen. In the first phase of the PhD, a survey of
health professionals (Chapter 3), and a literature review were undertaken,
supplemented by stakeholder advisory groups and key informant interviews
(Chapter 4). In the second phase of the study, primary data were gathered from a
mixed-methods evaluation of a health coaching training intervention (Chapters 5-
7). The processes used in the two phases are summarised in Figure 1.1 (Chapter 1).
The data from these two phases are now summarised. To ensure that those areas
identified as a priority for investigation at the outset of the study have been
adequately explored, they are organised using the research questions developed
from the initial rough theories first described in Chapter 4. Table 5.2 in Chapter 5

summarised the initial rough theories and presented a core research question
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derived from each theory. During each stage of the research these theories were
used to guide the direction of the study but were not specifically refined at each
stage. Instead, in Chapters 4 and 6 the findings from the realist synthesis and the
evaluation stage were explored inductively, to generate theory directly from the
data. Chapter 7 explored the evaluation findings in the context of existing formal
theories. The process of building and refining my programme theory throughout
the thesis is summarised by Figure 2.2 in Chapter 2. The following section now uses
the data collected throughout the PhD as a way of deductively testing the initial
rough theories. For each core question, | present below a summary of the findings
from the data gathered throughout the PhD, compare these to the existing
literature, and produce a refined theory which addresses the question. The way in
which the theories developed during the different stages of the PhD contributed to

the development of each refined theory is demonstrated in Figure 8.1.
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Initial rough theory 1 -
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from current practice

Initial rough theory 2 -
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Figure 8.1 Contribution of earlier theories to the refined theories produced
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8.1 Core question 1: How, and in which circumstances, do SMS
training interventions help participants to recognise the
difference between current practice and a new approach and to

value the new approach over existing ways of working?

The survey findings suggested that staff already highly value SMS techniques, with
the majority thinking that most of their patients would benefit from the approaches
suggested. There was some variation in current practice identified, but core SMS
skills including agenda setting, goal setting and action planning were reported as
being used frequently by over three quarters of respondents. Respondents were
most interested in developing new skills related to assessing or improving patients’

readiness to self-manage.

The realist synthesis suggested that training in SMS could challenge perceptions
about existing ways of working. Critical reflection was required during training and
implementation, but this experience could be challenging for professionals.
Features of the training supporting critical reflection including voluntary
attendance, inter-professional training and a perception of group safety were
described. Exercises that developed participants’ empathy or provided evidence for
the new approach could be useful. Reflection was noted to occur during training

and also to continue as staff started trying out the new approach.

The evaluation stage provided further evidence for the role of reflection and the
circumstances in which it triggered shifts in attitudes and practice. Training

provided an opportunity to develop self-awareness and learn about alternative
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ways of working. The training encouraged participants to recognise the impact of
their own style on the outcomes of consultations, with the trainers modelling
reflection using examples from their own experience. However, reflection on
personal performance occurred in parallel with reflecting on contextual barriers (at
the level of the patient and the organisation). Participants who became focussed
on issues outside their own control seemed to concentrate less on reflecting on

their own behaviours.

The evaluation findings suggested that those participants who had already started
to consider issues relevant to SMS or saw health coaching as well aligned with their
existing approach were most open to the training messages. Staff whose role
involved a lot of medical or technical tasks found it more difficult to see how
coaching could be integrated. It was important for staff to experience the benefits
of coaching to become convinced of its value. This could occur during the training
but appeared most powerful when benefits were witnessed during implementation

in clinical encounters.

8.1.1 Exploring the findings in relation to the wider literature

In this section, the characteristics of clinicians, and in particular their view on their
professional role, is explored in relation to its influence on critical reflection. The
training activities (particularly role play) that were most frequently associated with

triggering reflection are further explored later in core question 2.
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Highly developed reflective skills have been identified as a marker of expert
practice. While all physiotherapists in a study by Resnik and Jensen (2003) were
committed to CPD, expert therapists (whose patients had outcomes in the top 10%)

exhibited greater levels of inquisitiveness, humility and reflection.

My study highlighted the role of critical reflection in helping people to understand
how the new approach fits with their existing ideas, which health coaching
frequently challenged. This aligns with the findings of other studies highlighting
how the congruence of the new intervention with existing roles influences how
professionals react to training. For example, staff with backgrounds in mental
health, and those working in the third sector have reported that a coaching role
fitted well with the biopsychosocial approach that they already used (Brook and
McGraw 2018). Conversely pharmacists, general practitioners and practice nurses
have all been reported to experience role conflict, observing that sometimes a
coaching approach did not fit with their usual roles in which patients were seeking
their professional opinion, and in which professionals wanted to do what they
thought was best for the patient (Ahluwalia et al. 2013; Brook and McGraw 2018;
Lenzen et al. 2018). In line with my findings, a study of asset-based approaches in
healthcare, (which encourage a shift away from treating illness and towards actively
promoting health) found that the staff who embraced the approach tended to be
those who recognised a fit with their existing perspective, were already working in
a similar way, and felt the intervention reinforced their existing practice (Rippon
and Hopkins 2015). This may suggest that the less challenging critical reflection is,

the easier it is for staff to embrace new ways of working.
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The participants in my study, particularly those with a nursing background
recognised their roles were traditionally associated with problem-solving (Tomm-
Bonde 2012). In line with my findings, research indicates that staff seem to struggle
most with using a coaching approach when they see their own role as that of expert
(Newman and McDowell 2016). GP trainees felt it was important that patients
understood whether they were adopting a coaching role or a traditional doctor role
(Ahluwalia et al. 2013). Clinicians expect that technical expertise is what their
patients most value (Bright et al. 2015), and if the provision of expertise is seen as
core to their role, then this is likely to be an important source of professional
fulfilment that the coaching approach may threaten (Lindgren et al. 2013).
Furthermore, some of the participants in my study had moved into clinical specialist
roles, which had encouraged them to develop skills outside of their initial clinical
focus or expertise (Burton et al. 2009). For some these new skills were still under
development, while for others they defined the core role they now took. Clinicians
who feel confident in their own expertise appear to be more confident in
encouraging patient participation without experiencing this as a threat to their own
professional identity (Wilson et al. 2006), in line with my findings that unconfident
or inexperienced participants found it easier to revert to ‘telling people what to do’.
Concerns about a lack of control, managing clinical risk and professional
accountability are all further recognised barriers to promoting self-management

(Wilson et al. 2006; Newman and McDowell 2016).
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8.1.2 Refined theory

Training in self-management support requires practitioners to critically reflect on
their current practice (Mreason). This critical reflection can be facilitated by
exposure to the ideas of others in a safe training space (Mresource). Views on what
current practice should entail are shaped by personal views, professional
background and organisational expectations(C). Critical reflection on personal
practice may be less impactful if SMS is seen as too difficult to integrate into routine
care. Meaningful critical reflection can help participants to identify deficits in their

current approach and become motivated to address these (O).

8.2 Core question 2: Does training clinicians in specific SMS skills
help them to see these skills as applicable to a wider (including

more challenging) population?

The initial survey showed that a lack of health professional training was seen as a
barrier to SMS provision, and just under half of respondents recognised that they
were not entirely sure what SMS provision involved. Respondents wanted extra
training in specific skills, mostly around working out which patients were ready to
self-manage, and how this readiness could be improved. Training did not seem to
impact on how the survey respondents viewed patient level barriers such as
concerns self-management would be too difficult for some patients or that patients

were not interested in self-management.
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The literature review identified that clinicians needed to learn about SMS and build
new skills. Providing information about practical tools which could be easily
integrated helped to build confidence. Professionals needed to use their PNC-
specific expertise to anticipate potential difficulties with self-management and
tailor their support accordingly. Echoing the survey findings, in the literature health
professionals frequently cited patient level barriers as reasons that SMS provision
was unsuccessful. These included concerns that patients were not willing to be
involved or that they were not able or too vulnerable to participate. There was
recognition that readiness to engage in self-management changed over time.
Clinical supervision and refresher training provided opportunities for professionals

to work out how to best provide SMS in challenging clinical scenarios.

The participants in the evaluation also emphasised the importance of leaving
training with tangible new techniques to enable more effective SMS provision.
Training provided a ‘step-by-step’ guide of how to support self-management and
allowed participants to practise the new approach in a low risk setting, so helping
to build confidence. However, confidence was not always maintained in the
implementation period. Barriers including cognitive impairment and mental health
problems made it difficult for participants to believe in the resourcefulness of their
patients (a key element of the health coaching mindset). Participants also
described lacking the skills to deliver health coaching to these groups. This may
have been exacerbated by the training approach which relied on modelling
coaching and encouraged participants to generate their own solutions, but

inadvertently sometimes left them with unanswered questions. Challenging clinical
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scenarios could be seen as an opportunity to try something different, especially

when there was recognition that existing approaches had been ineffective.

8.2.1 Exploring the findings in relation to the wider literature

Two inter-linked issues which relate to the initial research question will now be
discussed. Firstly, the way in which skills were learned is considered, and this is

followed by discussion of the role of patient factors in the process.

Participants in my study highly valued the experiential nature of the training and in
particular the opportunities to practise the health coaching approach. Recognised
advantages of role play include the need to react spontaneously (as in real clinical
scenarios), the opportunity to receive feedback and the ability to reflect on how
others approach the same task (Pilnick et al. 2018). The trainers in my study were
keen to stress the importance of using ‘real play’, a typical element of training in
motivational interviewing where the pair discuss a real issue from the life of the
coachee about which they feel ambivalent (Levounis et al. 2017). The importance

III

of “making it real” (Williams et al. 2016, p.4) has been emphasised in other training
settings, where successful interventions highlight the relevance of training to the
daily work of participants through physical proximity (holding workplace training) or
cognitive proximity (ensuring the content was highly relatable to the work context)
(Williams et al. 2016). The training focussed on the coaching process, rather than
specific clinical issues meaning participants were able to experience the real
benefits of being coached. My participants and those in other studies also

developed their coaching skills by using the techniques in a variety of settings
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outside the training with colleagues, family and friends (Carter et al. 2015; Russell
et al. 2017). While the trainers’ modelling of a coaching approach allowed
participants to experience the style, it also highlighted an important challenge that
they faced. Coaches believe that it is important for coachees to develop their own
solutions to problems, to ensure that they become empowered, and not dependent
on the coach (Ladyshewsky 2006). However, it is also recognised that constraints
must be adequately explored in order to avoid frustration and loss of trust on the
part of the coachee (Ladyshewsky 2006). Some participants remained unsure about
how the skills could be used in challenging clinical environments. Other evaluations
of coaching training have also suggested that training should provide clearer
guidance on exactly how coaching can be integrated into existing roles and routines

(Carter et al. 2015; Lenzen et al. 2018).

The limited ability of short training courses to change ongoing clinical practice is
recognised. In motivational interviewing, for example, a three-day training
intervention was seen as enough to provide basic skill development, but insufficient
to ensure participants reached the target level of proficiency (Fortune et al. 2019).
While brief training can be effective in increasing understanding of the basic spirit
and techniques of the approach, the emotional insight required to embed the
approach may not be achieved (Moore et al. 2012; Fortune et al. 2019). Trainers
and participants see training as a starting point but recognise that ongoing skill
development happens during implementation (Moore et al. 2012). The challenge
of supporting practitioners to continue to use their newly learned skills is
recognised, and strategies including refresher training, mentoring, promoting

ongoing reflection and ensuring that the new consulting approach can fit alongside
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existing roles (such as performing structured assessments) have been

recommended (Moore et al. 2012; Fortune et al. 2019).

A major contextual influence, health professionals’ perceptions about their
patients’ receptivity to coaching, is now explored in more detail. Certain problems,
particularly around making lifestyle changes, are seen as well suited to adopting a
coaching approach (Ahluwalia et al. 2013). There is recognition that people need
different types of SMS and that the support needed may change over time (Taylor
et al. 2014). This is particularly relevant to people with PNCs whose conditions
fluctuate and deteriorate over time. For example, at different points in the disease
course a patient may require mostly psychological support (for example, to
facilitate the acceptance of their diagnosis), or mostly practical support (for
example to adapt to impairments impacting on activities of daily living) (Taylor et al.
2014). Being able to adapt to the needs of individuals to provide appropriate
tailored support, which also takes into account patients’ existing levels of
engagement and self-efficacy, is therefore a core skill professionals need to develop

(Taylor et al. 2014).

Some studies have used assessments which allow patients to be classified according
to factors including their level of activation, acceptance of their diagnosis and
perceived level of control (Kidd et al. 2015; Lenzen et al. 2018). While the aim of
these assessments is to help professionals to provide the right support for the
right patient, my study showed that they were at risk of being misinterpreted.

While some participants felt people with low activation needed more support
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which health coaching could provide, others believed that patients with low
activation were more difficult to coach or would not benefit. Other clinicians
trained in coaching have also reported that people who were already motivated to

change are most likely to benefit from coaching (Ahluwalia et al. 2013).

Patient suitability for self-management is a significant consideration for
practitioners. However, patient suitability is judged by clinicians and assessed in
relation to a number of different factors. Some patients are identified as having
major barriers to self-management as a product of their wider social setting (for
example a lack of access to social or economic resources, concerns with other
major life events) (Liddy et al. 2014; Owens et al. 2017; Brook and McGraw 2018).
Health professionals appear to recognise that seeing self-management as an
individual responsibility is often inappropriate given the impact of wider social
context, and have concerns about health services promoting self-management as a
way to delegate responsibility to patients and spread professional resources more

thinly (Howard and Ceci 2013; Brook and McGraw 2018).

Concurrent health problems could also mean patients are seen as too unwell to
benefit or as unable to focus on a single issue (Brook and McGraw 2018). Mental
health problems in particular were highlighted by study participants as a barrier, in
line with other research (Liddy et al. 2014). Coaching requires psychological effort
on the part of the patient to make a realistic appraisal of their current situation
(Newman and McDowell 2016). In progressive neurological conditions, where both
mental health problems and cognitive impairment are common, this is particularly

important. Cognitive factors such as insight, mental capacity and attentional skills
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can also impact on motivation (Burton et al. 2015). Some patients are perceived by
clinicians as having low motivation, taking on a passive role in their care in which
they have an expectation of solutions being provided for them (Newman and
McDowell 2016; Rose et al. 2017). These patients have been characterised as
lacking an understanding of their role, being disinterested in setting their own goals

and finding it difficult to problem solve (Rose et al. 2017).

Participants in my study reflected on how patients’ expectations were shaped by
previous interactions with the health service, based on a biomedical model which
encourages the adoption of a passive role. The wider literature shows that patients
are seen as “habituated” (Rippon and Hopkins 2015, p.34) into their role, and their
expectations of consultations are shaped by previous experiences, down to factors
such as what uniform the clinician wears (Wilson et al. 2012; Carter et al. 2015).
Patients’ adoption of a passive role acts to establish and maintain the clinician’s
accepted role as the expert. Clinicians also have a role in creating this asymmetry
within consultations, as they reinforce their own expertise (Parry 2004; Bright et al.
2012). It therefore follows that the disruption in this dynamic required to

successfully use a coaching approach is not easily achieved (Parry 2004).

As a starting point it has been suggested that patients should be clearly introduced
to a new approach, their preferred level of involvement should be sought, it should
be made clear why patients’ active involvement is helpful, and that seeking
patients’ opinions is not a sign of clinician incompetence (Elwyn et al. 2012; Joseph-
Williams et al. 2014; Rose et al. 2017). Starting health coaching conversations with

this type of introduction might have helped those participants who worried about
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the confusion a coaching approach could cause if used unannounced within

established patient relationships.

It is also likely to be crucial to highlight to clinicians their own role when patients
fail to engage. For some of my participants this was the most transformative
element of learning generated during implementation of the health coaching
approach. While currently a lack of engagement is generally seen as attributable to
the patient, calls have been made to view engagement as a co-constructed process,
making explicit the important role of the clinician (Bright et al. 2015). Viewing
engagement as a process instead of as a behaviour could help clinicians to think
differently about how they work with patients who they consider to be disengaged

(Bright et al. 2015).

Lent and Lopez’s (2002) tripartite view of efficacy beliefs within therapeutic
relationships provides a helpful lens through which to consider the roles of patient
and clinician during health coaching and to summarise potential areas for
intervention. The model suggests that in a therapeutic relationship, each member
of the dyad makes three efficacy judgements about: their own self-efficacy, the
efficacy of the other person and the way in which the other person perceives their
efficacy (Lent and Lopez 2002). In an ideal health coaching relationship, patients
would build their own self-efficacy, they would believe in the skilfulness of their
coach and they would believe that their coach believed in them. Coaching
processes are well suited to building self-efficacy and also demonstrating how the
coach believes in the capability of the coachee, and this belief is likely to be

particularly influential when the coach is seen as highly knowledgeable and credible
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(Lent and Lopez 2002). However, as highlighted above it may be unclear to the

patient how skilled the clinician is, if the approach is unintroduced and unexpected.

Ideally the clinician in the relationship would have high self-efficacy in relation to
their coaching skills, they would believe in their patients’ abilities to self-manage,
and they would also believe that their patients saw them as highly competent. The
data from my study suggested that none of these aspirations are currently
consistently achieved, but emphasise the importance of both building clinicians’
confidence in the approach, and also their confidence in applying the approach with
their patient population. Positive implementation experiences appear to provide

crucial feedback to improve confidence in all these areas.

8.2.2 Refined theory

Clinicians generally recognise the challenge of providing self-management support
and are interested in learning new techniques to try to improve care (C). Learning
about specific tools and practicing techniques in training helps to build knowledge
(of how to operationalise SMS) and confidence (through opportunities to practise in
a low risk setting and experience success) (M). For confidence to develop, the
training needs to feel authentic (promoted by a safe training space), relevant to
setting (which will depend on perceived organisational barriers/ patient barriers (C)
and the extent to which they are addressed (M), and the perceived flexibility of the

intervention itself (M)), and to fit with views about existing identity, role and
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responsibilities (M). Successful training gives clinicians confidence to use the skills

flexibly with a wider range of patients (O).

8.3 Core question 3: How does team support influence the

implementation of SMS?

Colleagues’ opinions were the least frequently reported barrier to providing SMS in
the survey. However, the realist synthesis suggested that the level of team support
available could explain variability of implementation. Team views were noted to be
a reflection of organisational priorities, but even if these were broadly supportive,
practical resources were required before trained staff could make changes to their

practice.

The evaluation findings reflected the views expressed in the initial survey that in
general other team members’ views were not a barrier to implementation, and that
team support was high. Colleagues appeared least influential when staff worked
with a high level of autonomy. When staff worked highly collaboratively,
colleagues’ lack of knowledge of a health coaching approach could be a barrier to
implementation, while working with those who understood the principles was seen
as beneficial. Training provided a useful way to ‘label’ the work that professionals
did, for those working in settings when they felt that they needed to justify their

approach to others.

The evaluation also highlighted examples of how the training participants sought to

influence their teams. There was general enthusiasm for sharing the learning from
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the training and delivering ‘in service training’ acted to both enhance the wider
team’s understanding of the approach as well as providing a useful ‘revision’
opportunity for the trained staff. The online resource was ineffective in providing

ongoing peer support due to lack of engagement from the majority of participants.

8.3.1 Exploring the findings in relation to the wider literature

When considering the influence of other team members, it became clear that an
absence of team level barriers was alone insufficient to facilitate implementation.
More active support from colleagues is likely to be required. NHS Health Education
England (2015) recognises that while whole team training aspires to create a shared
understanding and develop shared implementation plans, consideration needs to
be given to the risk to perceived safety generated by training with colleagues. This
negative impact was identified by some members from the team in my study who
attended together. Programmes that encourage volunteers to attend from across
organisations can allow for more objective reflection on current practice without

concerns about colleagues being present (NHS Health Education England 2015).

However, there was also real appetite from many participants in my study to
spread the health coaching approach within their teams. Carter et al. (2015) also
found that staff felt their colleagues should be trained, both because the training
was viewed as beneficial, and also because they believed a consistent approach was
important for patients. This poses a challenge for the planning future training, as

the benefit of the freedom of expression possible while training with strangers may
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be outweighed by the disadvantage of lacking support from trained peers during

implementation (Carter et al. 2015).

It has been suggested that staff who have adequate time, space and continuity to
utilise the skills should be targeted for training (NHS Health Education England
2015). Many of my study participants were highly autonomous practitioners, and
although this meant they had opportunities to make changes to their practice, it
also meant that many of them worked independently. Those who worked more
collaboratively had more opportunities to experience ‘naturally occurring’ peer

support for the new approach.

If autonomous practitioners are targeted for training, specific attention may need
to be paid to providing more structured opportunities to encourage the embedding
of the approach. Ladyshewsky (2006) suggests that asking a pair of clinicians to
develop joint learning objectives and commit to peer coaching before attending
training can act to increase the transfer of training into the workplace. Other
studies have suggested workplace observations with feedback, buddying and
mentoring as methods to support the embedding of the approach (Brook and
McGraw 2018; Lenzen et al. 2018). Plans to support the sustainability of the health
coaching approach include the development of resource banks to facilitate the
sharing of good practice and ongoing personal study (NHS Health Education
England 2015). The lack of engagement with the online resource provided during
my study suggested that online communities of practice may not provide a viable
source of peer support. Utilising a proactive group moderator to set discussion

topics and tasks could have been trialled to improve engagement (lkioda et al.
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2013), but organisational constraints and lack of motivation appeared more

influential.

If health coaching is perceived as a way to manage demand on an overloaded team,
or to work more successfully with ‘heart sink’ patients then individual team
members are likely to be more receptive to the approach (Carter et al. 2015). My
study showed that health coaching could be ‘sold’ to teams in this way by trained
individuals acting as champions. However, the spread through teams was limited
by the perceived need to attend the specialist training, which is where train-the-
trainer models, which build local capacity, could offer an opportunity to improve

dissemination (NHS Health Education England 2015).

8.3.2 Refined theory

In the PNC setting (where there is a good fit between the ethos of the service and
the health coaching approach) (C) the influence of team support on an individual’s
consulting behaviours is likely to be greatest when there is greater interaction
among team members (shared caseloads, joint working), whereas collaborating
with untrained colleagues might lead individuals to prioritise their previous
approach (M-0). Trained staff can act as champions (M) for the health