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SECTION ONE

INTRODUCTION

How the Project Came About

The project described in this report originated from previous research work undertaken by one of the project team members, which explored carer involvement.  The initial research (Walker et al. 1999) developed a set of guidelines (Appendix 1) which aimed to better facilitate carer involvement in care planning processes for people with dementia in hospital.  This study interviewed twenty carers and eighteen qualified and assistant nursing staff about involvement for carers in the context of the hospital environment.  This study was further validated in a project funded by the Foundation of Nursing Studies (Goulbourne et al. 2001), which aimed to develop and refine these guidelines by checking them out with a group of nineteen carers. One of the comments that the carers and professionals made during the dissemination workshops, which were part of the validating process, was that although they felt that the guidelines were relevant and important, they had questions about how these could be implemented in practice. This prompted the current project that sought to examine the process of implementing these guidelines in hospital settings. 

Project Remit

Aims: 

To implement guidelines that seek to involve carers of older people in decision making processes. 

To facilitate processes of developing practice through work-based learning.

Objectives:

Through working with the selected practitioners, the project team l:

1. assessed the extent of existing carer involvement on each site

2. facilitated the process of implementation of the guidelines

3. identified organisational and cultural factors which promote or impede implementation of the guidelines

4. described different strategies for implementation of the guidelines

5. modified the guidelines in line with practitioners’ findings

6. evaluated project workers’ perceptions of the effect of the work-based learning programme on the implementation change
The original aim set out to involve carers of people with dementia. Within the setting chosen for this study, although many of the carers/relatives we spoke to throughout the study did care for people with dementia, we did not exclude those carers whose relative had other conditions. The initial remit for this project was concerned with the involvement of carers, the term carers, however, has been altered to relatives, as this reflected more accurately how the carers in this study saw themselves. 

In relation to the objectives, objective 4 has been added, as it was felt that a detailed description of the strategies used to implement the guidelines in this project may provide others with some practical ways forward.

Outline of the Sections in the Report
In Section Two a brief review of the literature will provide a background to the project. This will include an analysis of recent policy documents related to carers, evidence from the literature about carer involvement, processes of implementing guidelines, and the benefits of work-based learning, an approach used to facilitate the use of theory in practice. 

Section Three will outline the project methodology. In Section Four, the contexts where the project took place are described and the processes of implementing the guidelines are discussed. Different organisational and cultural barriers that had an impact on this project are highlighted. Section Five presents the strategies that were implemented to try to enhance relative involvement. In Section Six, an analysis of work-based learning as a process for enhancing practice development, from the perspectives of the project team, is discussed. Finally, Section Seven will present concluding comments and recommendations about the process of implementing guidelines and involving relatives in the care of the older person in hospital. 

SECTION TWO

BACKGROUND TO THE PROJECT
Political justification for user ‘involvement’

For the last fifteen years, a central theme of government health care policy has been to encourage the health service to change the way it relates to those who use it. Recent health policy documents (Department of Health 1999, 2001; Scottish Office 1998, Scottish Executive 1999, 2000, 2002) emphasise a move away from competition to a more integrated way of working that reflects co-operative partnerships. The overall aim underpinning these changes is to implement clinically effective methods which improve the care that patients, and their families, receive. 

Good quality patient care resides in a health care system which actively involves service users, both in policy development, and in decisions relating to their own care (Scottish Executive 2000).  As a result, there has been considerable change in the way that service users are perceived within the NHS and related health and social services.  The role of `patient’ has been redefined from that of passive recipient of care to that of responsible and active participant in care. In part, this change was stimulated by a development within nursing philosophy away from the medical model towards holistic care which requires that patients be treated as individuals (Davies et al. 1997).  An allied belief is that an empowered patient who is involved in decisions regarding their own care benefits physically and psychologically: thus, empowerment and involvement are linked to quality care (Sheppard 1994, Naleppa 1996, Warner 1997).  

Involving service users in decision-making, then, fulfills two purposes: it benefits the users themselves by ensuring good quality care services that are responsive to their needs; it also benefits health services by enabling them to set and maintain high standards of care.   

The carers’ role in involvement

The role carers play in the involvement in decision making is often overlooked. The term  ‘service user’ tends to be levied at patients, and so it is the patient who is seen as the focus for involvement, not the carer of that patient.  Consequently, carers are not really ‘seen’ by professionals as legitimate experts who have something tangible to contribute to care planning. This has implications for the building up of trust between relatives and staff – an essential factor for the promotion of carers' well being and, according to Pask (1995), central to all interpersonal relationships. 

The conclusion which researchers draw repeatedly when investigating this area is that carers’ needs and expertise are neither sufficiently acknowledged by health care professionals, nor adequately addressed (Norburn et al. 1993, Naleppa 1996)   

The significant role played by the carer is recognised within some psychiatric service policy documents.  For example, A Framework for Mental Health Services in Scotland (The Scottish Office 1997) advises that it is the people who receive services together with their informal carers who should be involved in decision-making at all levels.  In the context of psychiatric care, where patients may be vulnerable to abuse, it may be particularly important for hospitals and nursing homes to encourage carers’ involvement in order to ensure good quality care. 

Generally, however, policy documents have left informal carers out of the picture when describing their vision of `involvement’ (Olsen et al. 1997).  To compound this problem, it is also very difficult to discern from policy documents exactly what ‘involvement’ means and, thus, how it should be implemented by health care professionals.  It is interesting that in the recent Health and Community Care Bill (Scottish Executive 2002b) carers are to be seen as partners by statutory bodies.

The meaning of involvement

The concepts of ‘involvement’, ‘participation’ and ‘collaboration’ are often used interchangeably in the literature. Policy documents have made statements about these concepts without addressing fundamental questions about how such policies should be implemented.  As a result, ‘involvement’ has been presented as a straightforward, simple concept to implement: management just needs to pass the requirement to involve patients on to health care professionals and this will stimulate an appropriate change in practice. Croft and Beresford (1992) argue that the term ‘participation’ can seem to mean ‘everything and nothing’.  As a result, health care managers and professionals may adopt terms like ‘involvement’ and ‘participation’ as they become fashionable, but because there is no careful consideration of what they actually mean, their understanding remains superficial (Jewel 1994).  In practice, then, ‘involvement’ may be limited to the specific details of a care package or care plan (Ashworth et al. 1992, Olsen et al. 1997). According to Hertzberg and Ekman (2000), the contributions a patient’s family makes to care processes are not formally recognised or recorded, hence there is a dearth of information pertinent to the roles and responsibilities family members have in the care of their relative.

An important consequence of this situation is that service users (be they patients or informal carers) are subject to health care professionals’ perceptions of how and when they should be involved.  This undermines, rather than supports, the autonomy and empowerment of service users (Davies et al. 1997).  For example, there is some evidence that older people tend to be more passive and dependent than their younger counterparts when it comes to receiving health care, preferring to leave decision-making to medical and nursing staff (Barder et al. 1994, Waterworth & Luker 1990).  Such individuals may find themselves feeling pressurised into a greater level of involvement than they are happy with because health care professionals consider it to be beneficial (Waterworth & Luker 1990).

What motivates health service providers to actively encourage the involvement of informal carers in hospital based care is an important question. Relatives and friends are being encouraged to participate in care delivery but are not, it seems, involved in the decision-making process.  What implications does this have for the empowerment of patients and relatives and for the development of a genuine partnership between them and health care professionals?  With the care of their loved ones at stake, relatives may well have found it difficult either to refuse to help, or to complain that they had been asked in the first place.  Relatives need to be given the choice about whether they would like to be involved or not.  As Laitinen (1992) points out:

Informal caregivers’ participation in patient care must be considered as their privilege rather than their responsibility (p. 1236).

Clearly, individual service users need to have an opportunity to establish, with health care professionals, the level of involvement they want (Waterworth & Luker 1990).  It must also be recognised that patients and informal carers may need to learn how to be involved.  How can they become empowered, and how can this learning process be facilitated by health care professionals, most appropriately perhaps, by nursing staff?  One way may be for staff to actively encourage relatives to come forward with questions and suggestions. Sheard (1998) and Hertzberg and Ekman (2000) advocate the use of a ‘contact person’ for carers:

It must be an advantage to assign one or two staff members as contact persons for the resident and relative. Another likely effect of having contact persons is the staff’s willingness not only to recognize the value of the relatives’ knowledge about the patient but also to accept their involvement in the care (Hertzberg & Ekman p. 620)

Indeed this concept of the contact person was highlighted in the guidelines for involvement developed by Walker et al.’s study  (1999).  In this study there was a perception, that ‘involvement’ in care equates with ‘information giving’. This perception is evidence of a paternalistic profession. Being the recipient of information, selectively given, denotes a lack of involvement and so disempowerment, as carers’ passivity indicates they are seen as no more than a ‘backcloth’ to nursing processes (Robinson 1994). Carers’ expertise is not acknowledged or valued, and consequently, what they have to say is not given serious attention. 

Walker et al.’s study sought to identify more clearly what involvement meant to relatives and identified four markers of satisfactory involvement:

· feeling that information is shared, 

· feeling included in the decision making process, 

· feeling that there is a contact person available, and; 

· feeling that the service is responsive to their needs (Walker et al. 1999, 2001)

This work has gone some way to further develop the concept of what involvement means to relatives.

The problem with involvement

The lack of any clear definition of the concept of involvement has made the process of  implementation difficult. 

Walker et al.’s study (1999) identified factors that inhibit carer involvement in care planning.  These factors include lack of communication, lack of agreed agendas and lack of recognition of carers' expertise. Although carers in this study were involved in decisions relating to care planning in hospital, the level and nature of such involvement tended to depend on the practice of individual members of nursing staff.  As no agreed set of principles and procedures for involving carers existed in this study, opportunities for involvement depended on the assertiveness and pro-action of carers rather than on the initiative of nursing staff. Opportunities for involvement then are only open to those who can clearly communicate their wish to be involved in decisions about care. 

This observation supports findings from other studies which identify that it is the relatives who have to take the initiative and responsibility for establishing contact (Collier & Schirm 1992, Duncan & Morgan 1994). Despite the fact that it ought to be the responsibility of the staff to provide information, relatives must be active in seeking this out for themselves. Hertzberg and Ekman (2000) qualitatively describe eighteen interactions between the relatives (of older people with dementia) and nursing home staff. Although both relatives and staff are of the opinion that information is forthcoming, it is only done so if nursing staff perceive this to be ‘essential’. 

You have to find out every little thing for yourself. I thought they would attend to things like that but you have to find out everything by yourself. It is so annoying. (p. 619) Relative's comment

Rather than having an appointed time to talk to staff when they visited or having staff approach them for an informal chat (something that happened infrequently) relatives felt:

the nurses are always in such a hurry. They never speak personally with you. (p. 619)

This lack of communication between carers and health professionals was identified by Walker et al. (1999) as being a key impediment to carer involvement. More specifically there was no opportunity for carers to discuss explicitly with nursing staff (or other health professionals) what potential there was for involvement and what level of involvement they wanted.

Other factors identified in the literature that inhibit carer involvement are:

i)
The attitude of professionals.  Health care professionals may fail to value the knowledge and expertise of the carer and may even feel threatened by those carers who are proactive (Keady & Nolan 1994, Olsen et al. 1997).  They may also harbour prejudices about older people and their willingness or capability to be involved (McGown & Braithwaite 1992).  Within dementia care, initiatives like the Carer Led Assessment Process (CLASP) (Keady & Nolan 1994) and patient/carer held care plans (Simpson 1997) directly challenge such attitudes by regarding the carer as the centre point of health and social service. 

ii)
The power imbalance.  Terms like `participation’, `partnership’ and `involvement’ imply that patients, relatives and health care professionals have equal power (Ashworth et al. 1992).  Yet for patients and their relatives, hospital is often an alien environment.  They may not know what role to adopt or where they may fit in (Laitinen 1992).  Furthermore, involvement depends on carers having full access to relevant information and, for this, they are reliant on health care professionals (Myers & MacDonald 1996).  

At the heart of these barriers is effective communication.  An important way of facilitating carer involvement therefore, is through open discussion between key workers and carers in order to get agreement of guidelines which facilitate open and collaborative involvement in the decision about care.  This endorses principles of good practice (Callery and Smith 1991, Kenny 1990) but operationalising these guidelines requires support from the employing organisations in which key workers practise  (Kirk 1998). In addition it is suggested that genuine involvement by carers in decision-making can only occur by challenging the existing culture (Simpson 1997).

Getting research into practice

The  process of implementing research findings in practice is complex and  problematic (Closs & Cheater 1994, Rodgers 1994).  It is dependent on a variety of organisational and cultural factors that operate in the work environment for example attitudes to learning, hierarchial structures, the role of management and the quality of the leadership.  Manley (1999:57) talks about the powerlessness that many nurses feel in their work ‘feeling they are on a hamster wheel of busyness, unable to break out of a cycle of bed shortages, insufficient qualified staff and the everyday experience of never being able to meet the huge demands placed on them’. There is clearly an interplay of many factors influencing the effective uptake of research evidence into practice and that it is not simply a matter identifying a problem, gathering evidence, implementing this and monitoring the effect. Kitson et al. (1998) would argue that this linear model is too superficial and that one needs to consider the evidence, facilitation and context if research is to be effectively implemented in practice. In other words, along with the appropriate research evidence, one needs to consider the context into which the evidence is being implemented and the method of facilitating the change. The importance of culture in relation to family members feeling included was highlighted by Schofield (1996). In this study of families’ experiences of caring for a relative with dementia in residential care, the ‘medical model of care and hierarchial structuring’ of residential facilities excluded family members.

Given the complex nature of implementing research into practice new ways are being sought to narrow the gap between research and practice that will help practitioners to consider the evidence and the context. Practitioners need support in evidencing their practice, by developing skills to critically evaluate theoretically generated knowledge in their real world. This can be facilitated through reflective processes such as action learning, which is embedded in the work-based learning approach. This approach seeks to collaborate with practitioners in implementing research, whilst meeting their needs by offering relevant learning strategies through which they can develop their own practice (Dewar & Walker 1999). A study evaluating work-based learning (Walker et al. 1998) identified several benefits of this approach to nursing practice. These included:

· Learning how to use knowledge in practice

· Recognising the importance of teamwork to initiate change

· ‘Seeing the broader picture’ – that is, the social, political and financial context in which they work

· Gaining accreditation for learning in the workplace

The educational framework of work-based learning offers the opportunity for the practitioner to understand not just how the guidelines fit with practice, but the processes of implementing them, including the cultural and organisational barriers that need to be challenged to bring about effective change. 

The way forward

Involvement of service users, including carers is a priority on the political agenda if we are to move some  way towards meeting the needs of older people to provide high quality services. Although there is lack of clarity about the definition of the term involvement, Walker et al. (1999) have identified markers of satisfactory involvement that have been and validated by carers (Goulbourne et al. 2001). What the evidence does indicate is that there are many barriers to effective implementation of satisfactory involvement which include; lack of agreed definition of involvement, attitudes of staff, power relations and communication. Getting research into practice is complex and needs to take account of many variables, including culture. Creative processes have to be designed and implemented to enhance the process of using research in practice, and in this case making carer involvement a reality. 

It is crucial that carers, key workers and organisational management are actively involved in the refinement and validation of previously generated guidelines (Walker et al. 1999).  The interdependence of these three stakeholders ensures dependability and transferability of these guidelines to a variety of settings. This will endorse their fitness for purpose and ensure quality care  which is evidence-based (Nolan & Grant 1993 Walker et al. 1999). 

The project described in this report uses the framework of work-based learning to support development nurses’ facilitation of the implementation of the involvement guidelines in practice.
SECTION THREE

OVERVIEW OF PROJECT

Introduction

A research study by Walker et al. (1999, 2001), carried out in the Department of Health and Nursing at Queen Margaret University College, identified many factors that inhibit the involvement of carers in the care of the person with dementia.  For example, lack of communication, lack of agreed agendas, and lack of recognition of carers’ expertise. The main outcome of this study was the development of guidelines to facilitate the involvement of carers in planning the care for a person with dementia, primarily aimed at health care professionals. These guidelines were further developed (Goulbourne et al. 2001) in a recent project funded by the Foundation of Nursing Studies. In this project carers of people with dementia reviewed these guidelines for their applicability. The guidelines were modified (Appendix 1) and disseminated to a small group of health and social care professionals. Carers all felt the guidelines were important but raised questions about the reality of implementing them in practice. Professionals echoed this concern. 

This project therefore set out to extend this work and had the following aim:

· To implement guidelines that seek to involve carers of older people in decision making processes

· To facilitate processes of developing practice through work-based learning

Objectives:

Through working with the selected practitioners, the project team :

1. assessed the extent of existing carer involvement on each site

2. facilitated the process of implementation of the guidelines

3. identified organisational and cultural factors which promote or impede implementation of the guidelines

4. described different strategies for implementation of the guidelines

5. modified the guidelines in line with practitioners’ findings

6. evaluated project workers’ perceptions of the effect of the work-based learning programme on the implementation change

Participants in the project

Two Clinical Development Nurses (CDN) who work with older people in the hospital setting were invited to participate. The nurses were nominated by the Trust, on the basis of eligibility and willingness to participate. Each CDN worked with a team of practitioners in the hospital setting to develop practice in relation to the guidelines. One CDN worked within a continuing care ward, the other chose to develop the guidelines with three wards in a Care of the Elderly unit.  The three wards covered continuing care, respite care, and older people awaiting transfer to alternative accommodation.

It was not possible to work with practitioners in the community in this project due to the lack of Practice Development Nurses in this setting dedicated to care of older people.

Project Design

In order to meet the aims of the study, the CDNs were invited to undertake a Work-Based Learning module at Queen Margaret University College (see Appendix 2 for outline of module). This module can be accredited at levels 3, 4 and Masters, enabling nurses at various stages in their continuing professional development to take part.  The CDNs in this project had already undertaken degree studies, so were able to take these modules at Masters level.  It was anticipated that some of the practitioners working with the CDNs would also be able to enrol on a work-based learning programme to ensure that they too gained accreditation for work done on the project in relation to the guidelines.  Time constraints of the study meant that this was not possible, but there may be opportunity for these nurses to gain accreditation retrospectively.

The Project Director’s role was to both support, and collect data from, the nurses in the practice setting and to evaluate the effect of the work-based learning on the implementation of the guidelines.

Each CDN was facilitated by the project director, academic supervisor and an appointed work place supervisor.  They were supported in developing their own learning outcomes (details of these outcomes can be found in Section 6).  Their learning was supported in the workplace with supervision of two days per month over six months.

Data Collection

Assessment of what is currently happening with involvement of relatives:
Each CDN was visited by the Project Director in their area of practice at the beginning of the project. They worked together to document what was currently happening in their area of practice with regards involvement of relatives. By visiting the workplace the less tangible aspects of this process were able to be observed and documented. The following methods were used:

· Documentation: This was reviewed to assess the ‘visibility’ of relatives.  This included reviewing; admission documentation, relative communication sheets, relatives’ notice boards, and the wards’ philosophy.

· Individual interactions and meetings: Interactions between relatives and staff, as well as relative meetings were observed.  The project team held informal meetings and individual conversations with staff.  Relatives were spoken to informally when they visited the settings.

· Organisation and Culture Questionnaire: Staff were asked to complete an organisation and culture questionnaire, (adapted from Bate, 1994).  This brief questionnaire, (Appendix 3) presents negative (score 1) and positive (score 5) statements relating to particular characteristics of an organisation and its culture.  Respondents were asked to rate their own organisation on a scale of 1-5.  The way in which staff view the cultural and organisational context in which they work represents additional contextual data that may have an impact on their ability to deliver high quality services, that respects the person-hood of the older person.

· Involvement questionnaires.  Questionnaires were developed from the markers of satisfactory involvement, developed by the carers in the original study (Walker et al., 1999) (Appendix 4).  Staff were asked to describe where they felt their current practice was in relation to each marker, and what they would like to develop in this area.  Relatives were also asked questions related to involvement (Appendix 4).

These data were collected and analysed and then fed back to the staff in each area.  Meetings were held to present this information and to discuss with staff which area was a priority for them to take forward.  This meeting was followed up by a written request detailing the possible ways forward, and asking staff to prioritise.  This ensured that those who were unable to attend the meetings were included.  Meetings were then held with each Charge Nurse to negotiate with them the priority for action in relation to relative involvement.

Evaluation of Work-Based Learning 

In-depth interviews with the CDNs took place following each monthly visit to their workplace. These evaluated progress both in relation to the implementation of the guidelines and the effect of the work-based learning module.  On some occasions these in-depth discussions took the form of an action learning set.  The discussion in the sets was audio recorded to aid recall and processes of analysis.

Data Analysis

Analysis involved a continuous process of developing and confirming themes and categories derived from the data. This was an ongoing process, and themes developed from initial interviews informed subsequent data collection. Themes that emerged related to both the process of implementing the guidelines, and to the process of involvement.

Ethical Issues

Guidance was sought from the Local Research Ethics Committee regarding the ethical issues pertinent to this project. The Ethics Committee’s response to the project team was that they did not feel research ethical permission was required for this project.  However, the principles of informed consent and confidentiality were adhered to. Ward staff were continually fed back themes that emerged from the project to check whether they were valid.  The ward staff were also sent a consent form. All staff agreed to participate in the project. Although no individual names have been identified in this project report the project team are aware that the areas in which the project was carried out could be identified. The staff working in each area will be given a copy of the report to review before it is published to ensure that they are comfortable with the interpretation of the data.

Steering group

The project was supported by a steering group made up of the funders, health care management representatives, relatives and experts in either the field of involvement or practice development. This team met on four occasions to review progress and comment on specific issues of concern to the project team.

The team had hoped to recruit several relatives to the steering group, but in reality were only able to recruit one. Although discussions with this relative included the role she might wish to play, and the sharing of expectations, perhaps more input could have been devoted to the format of meetings and gaining confidence in participating in these processes. In hindsight, more specific guidance would have been useful to enable the relative to participate fully and gain the most out of this experience. It was important during the meetings to hear her perspective on issues particularly in relation to the strategies the staff intended to take forward. In addition she played a valuable networking role in communicating the project to other relatives in the setting. This relative’s husband died towards the end of the project and she decided to withdraw from further meetings. 

SECTION FOUR

THE CONTEXT AND FACTORS AFFECTING THE PROCESS OF CHANGE

In this chapter a brief description of the context and current practice of involving relatives is described. The process of implementing the guidelines was not straightforward and therefore a detailed review of the organisational and cultural barriers to implementing guidelines is discussed. 

The Context and Current Practice of Involving Relatives

All of the wards (n=4) were located in the Care of the Elderly Unit within a Primary Care Trust. The Clinical Services Development Manager for this Unit was an active contributor from the inception of the project. She was a member of the steering group throughout and has continually demonstrated her support for the project. This was crucial to the level of enthusiasm that staff had for the project.  The philosophy of the unit places the older person at the centre of care and values person-hood, choice, dignity, privacy and the establishment of an environment that respects the care setting as the individual’s home. Wards 1-3 are located on one site and CDN 1 has her office on the same site. Ward 4 and CDN 2 are located on a different site. Staff on the wards are used to working with the CDNs and to being involved in nursing audit where both positive and negative aspects of their work could be highlighted. 

The culture within each ward was assessed using the Culture and Organisation Questionnaire developed by Bate (1994). This questionnaire (Appendix 3) asks people to rate how they feel about the culture in which they work and includes questions about how decisions are made, and how individuals in the team work together. It was felt that this was an important assessment to make in order to establish how staff view the cultural and organisational context in which they work. 

Current practice related to relative involvement was assessed in each ward using a questionnaire for staff about involvement, a questionnaire for relatives, and an exercise to assess staff’s current beliefs and values (Appendix 4). The findings were fed back to staff to enable them to plan for developments. The current practice was assessed against how each ward felt they matched the four markers of satisfactory involvement identified in the Walker et al. (1999) study. These were:

1. Feeling information is shared

2. Feeling included in decision making

3. Feeling that there is someone to contact when you need to

4. Feeling the service is responsive to your needs

Wards 1-3
Wards 1-3 consist of four six bedded bays and six single cubicles with a large sitting room and dining room on each ward. An Acting Care Manager who came into post three months into the project managed the wards.  This Manager was keen to develop strategies that would enhance the involvement of relatives and was supportive of the project.  During the initial phase of the project the wards had all been subject to a number of staffing changes making it difficult to keep everyone informed about the project. One of the key factors in bringing about any change is that teams of staff are able to work together with a shared vision (Manley 1999). This was difficult to establish but staff appeared enthusiastic about progressing with the project.

Ward 1

Ward 1 is a 30 bedded continuing care ward that admits both male and female older people. There is an Acting Charge Nurse in post, 10 Staff nurses and 11 Nursing assistants. 

The ward had undergone a number of staff changes recently. When staff were asked to complete the culture and organisation questionnaire (Appendix 3), 16 out of a possible 22 completed this. Overall staff felt that there was a strong team in the ward with shared values and that they pull together and worked as a team. Aspects that staff rated lower were concerned with the routine nature of the work and the fact that it can be governed by standards from the past. The fact that staff recognised that some of their practice can be dominated by routines showed some awareness of the need for change. The strong team culture is a positive attribute for successful change (Senge 2000).

It was apparent from staff’s responses to assessing what is currently happening that they were keen to share information with relatives but there was no clear system identified.  Staff stated that they felt they were ‘always there for the relatives’. There were no relatives’ meetings on the ward and staff expressed some reservations, relating to past experience, about the usefulness of these meetings.  Staff felt relatives were able to feed back to them their concerns and commented that they did not get complaints. There were however no formal systems for feeding back.

Ward 2

Ward 2 is a 30-bedded ward.  Eighteen of these beds accommodate patients transferred from the acute Trust awaiting placement in alternative facilities, and twelve are for patients receiving respite care. 

There is an Acting Charge Nurse who was appointed at the start of the project. Other staff members include 10 Staff nurses and 10 Nursing assistants. The co-ordination of the respite admissions was managed by the bed co-ordinator. She attended initial meetings about the project and was keen to take forward a strategy to improve communication.

Only five out of twenty-one staff completed the culture and organisation questionnaire.  Those that did respond generally felt very positive about the team and rated such aspects as reflecting on work, pulling together as a team and being creative with ideas positively. One person did express dissatisfaction in most of the areas. It is difficult to make any generalisations about the way staff feel about the ward team due to the poor response rate, but there is evidence that some staff feel very positive about the way in which they work together.

From the assessment of the current situation there was some evidence that information was shared with relatives.  The staff carried out home visits prior to patients being admitted for respite care, but there was no formal system for capturing relatives’ expectations and needs.  There were mixed messages received from staff about the presence or lack of the named nurse system.   Staff said they found it difficult communicating with distressed relatives. Staff generally accepted that this was ‘how it was’ and were unclear about how to get support for this.

Ward 3 
Ward 3 is a 30 bedded Continuing Care ward that admits both male and female older people.

There is an Acting Charge Nurse who was appointed at the start of the project. Other staff members include 10 Staff nurses and 12 Nursing assistants.  One of the staff nurses from this ward has been seconded to work with the CDN. This has meant that additional work related to the project could be undertaken (e.g. producing newsletter).

Eight out of 23 staff completed the culture and organisation questionnaire. On this ward the staff rated many of the aspects low. Staff do not feel that there is a strong team with shared values. Staff highlighted that there was conflict between people they work with and felt that the people they work with do not reflect on their work. Again the reponse rate to this questionnaire was low and therefore it is difficult to make generalisations. However, the results do show that there is a proportion of staff who would rate the culture and organisation of the ward as requiring development. This feeling is not unexpected due the large number of changes that have taken place. 

In the assessment of current practice staff felt confident that they involved relatives, however, this was not supported by entries in the nursing documentation. Some relatives felt that they were informed rather than involved in decision making and expressed a wish to receive more information from the inter-disciplinary team.

Ward 4

Ward 4 is a Florence Nightingale ward laid out in an L shape with one single room. There is a dining room, dayroom, television room, relatives’ room and reminiscence room.  

There are 22 female patients at present.  Normally all beds are for Continuing Care, but during the project three patients were awaiting transfer to alternative facilities.

Fourteen staff out of 21 completed the culture and organization questionnaire. Just over half of them felt very positive about pulling together and working as a team, they felt  that people confront and move beyond their differences, and felt that problems were dealt with in a systematic way.  However, there were a number of staff who felt that communication between people that they work with required development. Having a vision for the future was also something that they felt was lacking.  Although the views of just over half the staff were obtained there seemed to be some agreement about the basis of good team working. Staff here did have an awareness of the need to develop ideas and reflect on their practice to enable them to have a vision for the future.

There have also been a number of staff changes in this ward. When the project first started the charge nurse was seconded to another area for three months. This made it difficult during this time to make any decisions about developments.

The ward philosophy clearly puts the family first and asks staff “…to establish a good rapport with relatives and friends, to encourage trust and confidence in actions taken and plans made”. It also says that staff will ”…seek to make each person, their relatives and friends involved in the care given, decisions made and in the provision of home comforts.”

At present there is open visiting to make it easier for friends and relatives to pop in to the ward.  Staff ask relatives to complete a life story. The life stories that did exist for some patients were very brief and often incomplete.  Although staff stated that they recognised the value of sharing information there were no clear systems in place to promote this dialogue.  Staff commented that there was a lot of talking and that they seek to create a friendly atmosphere within the ward.  At present they feel that this is working because they are not receiving complaints. The relatives and visitors appear to be happy and comfortable in the ward from their perspective.  There were no specific systems in place however to bring about relative involvement or to monitor, evaluate, and develop what is happening at present.

In summary, some staff felt very positive about the culture in which they worked but this was not felt by all staff and therefore raises questions about the suitability of the environment for bringing about change. There was some awareness of the need to develop practice in this area, particularly in relation to dealing with distressed relatives. Although there was some evidence of good practice there were no clear systems in place to ensure that this good practice was available to all relatives. The idea that ‘no news was good news’, in terms of no complaints from relatives, meant that staff may not have seen relative involvement as a priority for development.

Organisational and Cultural Factors that had an Effect on Implementing the Guidelines

Organisational and cultural factors have an important impact on change (Manley 1999, McCormack et al. 2002) Several organisational and cultural factors seemed to have an impact on implementing the guidelines in this project. These are discussed below:

Facilitating Factors

· Change of staff 

Changes in staff appeared, in this project, to have both facilitating and inhibiting effects on the process of change. New staff were appointed throughout the project to all wards and some of them brought enthusiasm and fresh insights about relative involvement. One individual had had a very good experience involving relatives in another setting and was able to share this with staff. 

· Support from Management

The support from management in this project has been very positive. Management were passionate about relative involvement and were committed to practice development.  They were represented on the steering group and one manager attended feedback meetings with the staff. Higher levels of management i.e. Director of Nursing also gave support for the project by funding educational input to the project. The support from management enabled the CDNs to protect time to carry out the project and gave the project a high profile in the Trust. The project was discussed at Trust-wide meetings which enhanced the dissemination of this work. Knowledge about the support of management at ward level could have been seen to be a motivating factor in maintaining the momentum of the study.

· Insider change agents

The Clinical Development Nurses already worked with staff in the wards. Staff were used to the CDNs auditing their practice and giving constructive feedback. People can feel a natural discomfort with being evaluated, mainly because they are not in control of what is being observed and what is being made of these observations (Walker et al. 1998). In this project, the insider as evaluator was accepted by staff, as they were seen by staff as individuals who wanted to promote the development of practice. This may have had a positive impact initially in the project since staff did not appear to feel threatened by ‘others evaluating their practice’. 

· Outsider input 

In this project the Project Director was from a Higher Education Institution(HEI) and was a key author in the initial research project that generated the guidelines. This was seen by the CDNs and management as a benefit to the project because of the expertise she brought and the different but complementary perspectives that were offered. There were clearly benefits to both the Trust and HEI with this collaboration which included: joint presentations at conferences, tapping into each others’ networks, and combining skills to enhance the quality of the project.

· Flexibility 

Within this project the initial objectives that were identified in the proposal were broad to enable staff within the wards to decide on priorities for action that were meaningful to them.  This gave the project flexibility in the direction it took. The disadvantage of this was that there was a tendency to be overambitious about the number of practical strategies each ward wanted to take forward to enhance involvement of relatives. The support of the funding body in recognising the flexibility required in a change project was essential to the success of the project.

· Carer involvement was a policy priority in the Trust

In response to the Strategy for Carers in Scotland (1999) the Trust, in their Community Care Plan, are working towards a carers’ action plan. The needs of carers and working with carers were therefore priorities in the Trust, and management were eager to support this project as a way of achieving some of their action points. Linking projects into the wider strategic vision of the Trust is an important factor in gaining extended support for the project and enhancing the likelihood of sustainability of any changes made.

· Using real live examples as evidence for bringing about change

In this project evidence from research was interesting to staff but not nearly as powerful as the evidence from our observations of their practice and discussions with staff and relatives. Providing staff with real examples of good practice and practice that needed to be improved prompted them to consider ways of changing the means by which they involved relatives. Evidence presented to staff from another study can always be disputed and argued that ‘it doesn’t happen this way around here’. Evidence obtained from their own individual practices although sometimes uncomfortable, can be a positive stimulus for change.

Inhibiting Factors
· Time

Staff on the wards were extremely busy and short staffed and in some cases did not necessarily see relative involvement as a priority. They had difficulty attending meetings and group discussions that were part of the project. Staff did however show positive ways of dealing with the limited time they had. This is evidenced through one ward’s commitment to attend 3 hour action learning sets, and another ward who set aside times for relatives to meet with them on a one to one basis. A key role of the project team was to respect the pressures on time experienced by staff  and to help them to integrate aspects of this project into their daily routine.

· Changes to a number of relatives involved in the project

A number of relatives’ loved ones died during the course of this project. This meant that their commitment to initiatives and evaluation ceased. In one particular area where the relatives had been asked about the purpose of relative meetings, none of the relatives who  originally participated in this initiative have any involvement with the hospital now. Staff had to work within this boundary as it was an inevitable feature of the care environment. This did mean that it took longer to implement initiatives.

· Perception that there is little need to further develop relative involvement 

At the start of the project many staff believed that their practice related to involvement of relatives was good. This perception continued, for some, throughout the course of the project as these quotes illustrate: 

‘communication not a problem’

‘communication with relatives is not a problem here’

‘I communicate with relatives already’

It acted as a barrier since if staff did not believe practice needed to be developed the energy and motivation that could be put into this was limited. As Camiah (1997) states, ‘nurses may not feel they can benefit if they are unable to see the practical value of a study and if they are reluctant to change’. Change perhaps can only come about if the individuals involved in this process are able to see a need for the change or can envisage a positive practical outcome. There will be inevitably be ‘reluctant collaborators’ for change in any development. Project workers need to recognise this and try to develop up enthusiasm and motivation with those who are keen to take things forward. 

· Traditional care models

Within traditional care models the power lies with the professionals. The professionals are seen as the experts and ‘know best’. To some extent, the legacy of a traditional culture was operating some of the time in these settings. This made it difficult to fully engage in the concept of relatives as partners. It became more apparent as the project progressed that the need to explore and challenge general beliefs and assumptions about models of care should be given adequate time at the outset. For example, some staff  believed that involving relatives can be time consuming and may blur boundaries.

· Frequent staff changes 

At the start of the project none of the charge nurses was in a permanent post. This meant that the leadership of each ward was uncertain and the drive and momentum for change was unknown. In addition there were many other changes to staff throughout the course of the project. New staff were not always kept up to date with the project, and staff who were working on the project from the outset left. This made evaluation from the staff’s perspective more difficult to achieve and had serious implications for the momentum of the study. Although frequent staff changes over a period of a year is not unusual, it was unusual to have no staff in leadership posts at the start of the study. This may have meant that some of the problems we came across in relation to getting people on board with the study were particular to this setting and cannot be transferred to other situations where there is strong stable leadership in place. In addition, a clearer audit trail of the project should have been documented and made available to all new staff who were appointed.

·  ‘Getting people on board’ 

This relates to the difficulties encountered in getting people to be on board with the project.  Staff  were wary about the level of work they may have to undertake, and unclear about what involvement in a project such as this would mean.  Some of the methods we chose to try to share information about the project were unsuccessful. For example, people were unable to attend meetings, and reluctant to complete questionnaires. Questionnaire completion may not be an appropriate method on a busy ward as there is no work area that allows individuals to keep their mail and work on written materials. The project team had to be accepting about the lack of feed back. Alternative strategies were developed to try to share and feedback to staff information about the project, which included; one-to-one meetings with the charge nurses, informal discussions with staff whilst at work, meetings on the ward, repetition of meetings to ensure as many staff as possible were informed, and making any written requests as clear and as brief as possible.

· Understanding the guidelines

The guidelines in this project refer to carer involvement. The staff saw themselves as carers and were often confused therefore about statements. A decision was made to change the terminology to relatives (to include relatives or key people involved who may be friends), which more clearly defined the group that they intended to involve. The staff also felt that some of the guidelines referred more specifically to a community setting. They chose to use the four key markers for satisfactory involvement (see page 6) that were the precursor to the guidelines. This does raise questions about the usefulness of specific guidelines and the extent to which they stifle individual creativity within different settings. There is a real need to debate fully with staff their interpretation of the guidelines and be flexible in the ways that staff choose to implement guidelines.

· Ownership

Developing ownership within a project is one of the key factors identified in change theory literature.  Indeed, as Stenhouse  (1975) states in relation to practitioner research,  ‘control over research and any changes that result from it should be in the hands of those who have to live with the consequences’.  At the start of the project there seemed to be a lack of ownership by the staff of the guidelines. The fact that the guidelines were generated by staff in another project could have been a contributing factor to this lack of ownership. There seemed to be a change in the staff’s commitment when they had to work with us to develop their own action plans related to involving relatives, as these were strategies generated from real issues in their practice that they chose to take forward.

· Different agendas

Although the purpose of the project and the purpose of staff’s role were both to enhance the quality of care of the older person, there were tensions for both the staff and the project team in relation to different priorities. The project team were committed to meet the project objectives within a specified period of time while the staff had other areas of development that they wanted to take forward which did not necessarily fit in around the project timescale. Continual negotiations and a flexible approach were required to ease this tension.

· ‘Quick fix’ Vs ‘Real Issues’ 

Staff were keen throughout the project to implement practical solutions to share information, e.g. a newsletter. Evidence from the assessment of the current situation, however, indicated that there were more complex issues related to involvement that needed to be addressed. For example, staff held different beliefs and values about involvement, or staff found it challenging to involve certain relatives whom they saw as ‘difficult’. The newsletter was not necessarily going to provide a solution to these complex issues in practice.  It became apparent that there needed to be a balance in the type of strategies taken forward if the aims of the project were to be met.

The idea that change is a complex process is not new. Indeed, it was the implementation of the guidelines that was seen as a real challenge by the carers and professionals in the validation study (Goulbourne et al. 2001). What we have described in this section are the complex and ever changing cultures in which change took place, and the facilitating and inhibiting factors that we came up against. Many of the factors identified have been referred to in previous literature related to change, however, by giving practical examples of how these presented in this study, one can gain additional insight into developing strategies to manage change. In particular, flexibility was one of the key factors that enabled change to progress in this project. By this we mean constantly being able to adapt to the needs of the practitioners and the relatives, and judging the appropriateness of these adaptations against the project aim which was to enhance relative involvement. 

SECTION FIVE

ENHANCING RELATIVE INVOLVEMENT

‘Couching policy in the language of general principles is problematic, however, and action is needed if such aspirations are to avoid tokenism’ (Brown et al. 2001:19)

This section describes the action or the practical ways that staff developed to bring the guidelines ‘alive’ and enhance involvement. In order to deepen our understanding about the complexities of what at face value seems like a simple strategy, e.g. production of a newsletter to share news, identification of issues for consideration in implementing initiatives are provided. In addition, reflective questions are put forward for staff working with relatives to consider when enhancing the involvement of relatives in their setting. 

A number of different ideas were raised by the staff in each ward about how to enhance the involvement of relatives in care processes. These ideas came out of discussions that the project team had with them about 

a) what was currently happening with involving relatives and 

b) what the relatives thought would make involvement better. 

 Each of the initiatives that were taken forward are highlighted in the table below.

	Practical way of helping involvement to happen
	Why was this important to staff and relatives?
	How did we go about this?
	Ways of finding out impact of these changes on the practice of involving relatives

	Feeling there is someone to contact if you need to

	Key nurse allocation
	Some relatives were unsure who the nurses were and when and how best they could contact them
	· Staff made more visible the named nurse system 

· Staff informed relatives at home visits (if this occurred) who the named nurse was

· Individual appointments were made available to all relatives to meet and have discussions with their named nurse
	Questionnaires to relatives and named nurses to find out the usefulness of the individual meetings.

	Feeling that information is shared

	Newsletter 
	Relatives felt that they would like more information about general aspects relating to ward life.

Staff felt that this would be an efficient method of communicating this sort of information
	· Staff prepared a newsletter for circulation to all staff and relatives.

· Meetings were held to explore relatives’ views of this and plan a way forward that involved a more joint approach involving relatives.

· Relatives helped to contribute content to the newsletters
	· Informal feedback recorded from relatives and staff

· Evidence of initiative continuing

· Seeking views of relatives at meetings

	Noticeboards
	Relatives wanted to improve the use of the noticeboard to gain up to date relevant information about ‘ward’ life.

 
	· Staff purchased new largre noticeboards and repositioned them in a more suitable area

· Meetings to be held with relatives and staff to decide, content of information to be shared and  roles and responsibilities regarding upkeep of the noticeboard
	· Visual evidence about what is on the noticeboard

· Capturing informal feedback from staff and relatives

	Relatives’ Meetings
	Staff on the ward wanted to find out if relatives meetings were indeed what relatives wanted or whether there were other ways to share information.

Relatives felt that they would like more information about general aspects regarding ward life.


	· Questionnaire developed to find out from relatives if they would like to have regular meetings and if so, what  the focus and format of these should  take.

· Feedback of this process to be carried out to establish the way forward
	· Evidence from questionnaires

· Evidence of joint decision making

	Written Communication
	Relatives felt that they would like to know more and share more about individual information related to their loved one.

Staff wanted to be able to pass on practical information to relatives.
	· Staff decided on what format this should take. This ranged from personalised booklets to one sheet in the nursing notes.

· Pilot schemes set up and reflected upon

· Plans established to roll out initiative to all ward residents.

· Implementing workshops with staff to develop skills. 
	· Finding out what sort of information was recorded in these books, by whom and what impact this information has on staff and relatives. This was done through asking staff and relatives and examining the input in the booklets.

	Life story work
	Staff recognised the value of information about past life history and that relatives had unique expertise in this area.

Relatives were keen to find a way of sharing their loved one’s story.

Both staff and relatives believed that staff knowing this important information would enhance care.  
	· An expert facilitated staff and relatives in a series of life story workshops. 

· Part of these workshops included the implementation of life story work in practice.

· Devising practical ways of implementing this which included

1.Purchasing boards to present life stories.

2.Provide staff with time out to carry out life story work.

3.Clinical Development staff to develop own workshops to roll out to larger number of staff and relatives


	· Visual evidence of life story work

· Development and administration of questionnaire to evaluate the value of life story work to both relatives and staff and the older person in the ward setting.

· Evidence of proportion of older people in the ward setting who have had life story work done with them.

· Evaluation of further life story workshops 

	Developing home visit pack
	Staff recognised that there were no formal systems for documenting what information they gave and received at home visits.  Staff recognised that there was no agreed approach to home visits.

The focus of home visits tended to be on the patient who was coming in for respite and less so on the relatives’ needs.

Relatives found it difficult to assimilate all the necessary information when they arrived on busy admission days and welcomed an opportunity to explore some of their concerns before admission. 
	· Meetings were held with key members of staff to develop information and a framework of questions based on their previous experience of home visits.

· A pack was developed including framework of questions that aimed to establish patient and relative needs and expectations, revised patient and relative information leaflets (including named nurse contact details and photos of the ward environment). 

· Integration of information gleaned at home visits into nursing notes.

· Piloting of new pack with patients and relatives, amendments made and re-piloted.
	· Evidence of questions that promote relative involvement in new pack.

· Evidence in nursing notes of the transfer of information.

· Informal discussions with staff and relatives about the value of the framework.

· Wider dissemination of  home visit pack

	Feeling included in decision making

	Relatives having a voice at case conferences
	Relatives wanted to give and receive more information relating to case conferences.
	· To develop a case conference documentation sheet to become part of the relative communication booklet, which both relatives and staff will use to document both items for the agenda and outcomes of discussions.
	· Evidence of use of the documentation sheet, including quality of information recorded and the two-way nature of this communication.

· Informal feedback from staff and relatives

	Feeling the service is responsive to your needs

	Helping staff to enable relatives to give feedback
	Staff said they found communicating with distressed relatives difficult. They wanted to find ways of dealing with this.

The project team recognised this as an important issue that emerged as a main theme from the previous study.

The project also recognised from their experience as educators that this was a complex issue that needed innovative approaches that would challenge and support staff to come to new understandings and ways of working in relation to this. 
	· Set up action learning sets with all grades of nurses, which were facilitated by members of the project team.

· Individuals brought their own issues in relation to relative involvement and developed action points.
	· Questionnaires to establish impact of whole process of action learning

· Reflective questions at the end of each session to establish learning

· Field notes

· Informal discussions with staff

· Written additional evidence from staff about the impact of this approach on practice

· Discussing with staff the extent to which they could follow up action points in practice

	Developing a shared vision about relative involvement
	Staff felt the need for a common vision for the way they approached relative involvement.
	· Workshops held with staff to develop a shared vision and write a standard

· Working towards including relatives in future workshops

· Further discussions with a wider team to share the standard and discuss development of audit tool.
	· Evidence of written standard

· Integration of the standard into the Care of the Older Person Care Standards and audit process.

	‘Writing stories’ to enhance learn about our professional practice in relation to the process of involvement
	The Clinical development Nurses felt that achieving involvement with relatives needed to be unpicked further. They realised that there were important interpersonal factors like power that they wanted to explore further. ‘Writing stories’ was one way to facilitate a safe environment to enhance personal learning in relation to this.
	· Clinical development nurses attended story writing workshops, which included writing a piece of fiction and then sharing it within a group as a way of developing professional understandings about involvement.

· Further reflections on how this might be used by other colleagues in practice.


	· Evidence of the story

· Informal feedback from the group

· Self refection and development of new understandings

· Evidence of further discussions with staff to consider taking this forward.


Feeling there is someone to contact if you need to

· Key nurse allocation

All ward areas had an established system whereby patients were allocated to a team of nurses. During the period of assessment in this project relatives were asked about their level of involvement. Some relatives were unsure who the nurses were and when they could contact them. Efforts to try to improve this included photographs of staff in the ward area, and written information saying who the team of nurses were. In addition one ward organised for the key nurse to be available for discussion with the relatives on a particular date and time. This meant that staff had to put aside a period of time and protect this time for the relatives. Many of the relatives attended these set one-to-one meetings and the feedback from this was positive from both staff and relatives.  Relatives used the meetings to discuss a variety of issues, including; patient finances, life story and life history, medical condition, treatment and progress, and end of life issues.

Issues

· Important that the name of the key nurse is reinforced through, for example, written material

· Time is negotiated and set aside to discuss matters with relatives

Reflective points

Think back to occasions when relatives have contacted you about something to do with their loved one. 

· How did you feel if it was not an appropriate time for relatives to contact you, for example you were busy doing the drug round?

If a relative has a concern

· Would they feel easy about finding a member of staff to discuss this with you or would they feel they are being a nuisance?

· What would you do to ensure the former and avoid the latter?

· How would you feel about negotiating with relatives to find out how and when they would like to be contacted? 

Feeling that information is shared

A number of initiatives were introduced to try to enhance the sharing of information between relatives, staff and patients. From observations on the wards, communication tended to be one way, from staff to relatives, and there were few formal systems in operation to encourage two way communication, and to ensure that it was open to all relatives.

· Newsletter

A group of staff got together to develop a newsletter that would contain information about staff changes, forthcoming events, changes in the ward and other related matters. This was designed to share information at a more general level. The newsletters were sent out to all relatives. One of the problems related to this type of initiative is sustainability, that is, it requires people to be motivated to continue producing the newsletter.  In response to this, staff aim to set up a group of both relatives and staff who would have newsletter production as a joint responsibility. In addition, staff and relatives would like to move towards more of a joint approach in the production of the newsletter where there could be shared decisions about the content.

In planning to involve relatives in helping to produce the newsletter, a two way process of sharing information can be developed. Relatives would be able to learn IT skills and help to gather the material for the newsletter. Relatives are quite keen to include information about local news and events in the area. This would help to promote the concept of the hospital as part of the surrounding community. 

Issues

· Importance of considering sustainability when setting up newsletter production

· The newsletter should aim for sharing of information, not just giving information from the professionals

· A regular newsletter can be an efficient way of keeping people up to date with general news, particularly if they live far away and do not have regular contact.

Reflective points

· How might a relative who is unable to visit regularly find out about what is going on in your area?
· Have you ever implemented a new idea and found it difficult to keep the momentum going?
· What could be tried to help maintain interest?
· Noticeboards

Although noticeboards were in place in most wards relatives wanted to improve the use of the noticeboard to gain up to date relevant information about ‘ward’ life.  Some relatives felt the noticeboard was not in the best position, others felt that the information was not updated or relevant.  Staff purchased new larger noticeboards and repositioned them in a more suitable area suggested by the relatives. Meetings were held with relatives and staff to decide, content of information to be shared and roles and responsibilities regarding upkeep of the noticeboard. There has been a change in the material that is presented on the boards in that it is more up to date and the relatives are also contributing. For example, one of the relative’s granddaughter had drawn a picture of the resident dog on the ward and this was posted on the noticeboard for others to share. 

Issues

· Noticeboards should aim for sharing information

· It is important that noticeboards are kept up to date

· It is important to identify who is responsible for keeping the noticeboard up to date

Reflective points

· How might a relative know that they can put information on the noticeboard?
· What does your relative noticeboard look like at the moment?
· If a relative looked at the board now what would they see? What would it tell them? Would the information be useful?
· Relatives’ meetings

One of the charge nurses on the wards wanted to examine whether relatives wanted meetings and if so what should they look like. A questionnaire was prepared and sent out to all relatives (Appendix 5). The response was high and relatives indicated that they would like to attend meetings which should include, education, support and information giving. Relatives generally thought the chair should rotate.

Assumptions are often made about what we should introduce to enhance involvement, and relatives’ meetings are often seen as the solution. This was an example of a situation where staff did not want to take this at face value – they wanted to check out with relatives exactly what they wanted. Meetings have not been re-established in the new format on the ward yet and therefore feedback about this has not been available at the time of project completion.

Issues

· Meetings need to have shared ownership/leadership

· There needs to be clarity about the purpose of relative meetings

· It is important not to impose professional ideas about what would enhance involvement

Reflective points

· What is the purpose of relatives’ meetings in your area?  Is this a shared understanding? 

· How do you know what relatives want from meetings in your area?

· How are relatives who cannot attend meetings informed of what has gone on?

· Written Communication

Written communication with relatives within the nursing documentation varied.  Some areas encouraged relatives to read the nursing documentation and had a communication sheet to pass on information to relatives or record discussions with relatives. Relatives felt that they would like to know more and share more about information related to their loved one.  Staff wanted to be able to pass on practical information to relatives.  Although this was happening verbally it tended to be ad hoc and there were no formal systems to capture this information.  

The format for written communication decided by staff ranged from personalised booklets on one ward to one sheet in the nursing notes on another.  Pilot schemes were set up and reflected on by both staff and relatives.  In one area where a booklet was introduced for improved written communication from relatives and staff, a documentary analysis of the content was carried out after 2 months. This analysis was used as a basis of a workshop with staff to enable them to critique the entries. Relatives’ entries focused around letting staff know about particular likes and dislikes of their loved one, talking about how they found the mood of their loved one when they visited, passing on information, telling staff about news from other family members and friends, and alerting staff to their concerns about specific issues. Staff tended to use the booklets to respond to questions the relatives had asked, there was limited information from the staff about their interactions with the older person.

There was a difference noted in the style of entries written by staff and relatives.  It was interesting to note that relatives seemed to be very free with their expression and not inhibited by ‘getting the language right’. An example of an entry by a relative shows this:

‘She was telling me a long story about (her) day today, but unfortunately the big parts I couldn't understand'

Relatives also tended to use descriptive words that express feelings:

‘Visited mum tonight 6.30 she seemed more rested from yesterday, calmed’

Staff commented that they found it difficult to write in a relaxed way that conveyed what they wanted to say. There was some concern that the written word could be used as evidence. Other staff commented that this was a different way of writing compared to their previous experience of formal writing in the nursing notes. 

Staff were concerned that the book might be used for complaints and therefore highlighted this in an introduction to using the book: ‘This booklet is not designed to deal with complaints about services.  We would be grateful if you could deal directly with the nurse in charge because we appreciate that all complaints are important and feel that they deserve immediate action’. 

There was some evidence of complaints from relatives in the booklets, for example:

‘I am concerned about my mothers condition’ 

‘sometimes when I come into visit one of the nutritious drinks is lying beside mum. She will not be able to drink this herself without help. Many thanks for all the help she is getting from all the lovely staff'

This comment by a relative emphasises the difficulty they have in making critical comments. Other literature has supported this notion of relatives feeling they need to fit in rather than ‘rock the boat’ (Nolan et al. 2001). It may be that relatives also need coaching on how to become more effective partners. 

Staff felt uncomfortable about crtitical entries, however using the ‘real’ data from the booklets in the workshop enabled us to explore the complexities of communication with relatives.

Issues

· It is important that time is invested in helping all parties understand the purpose and value of written communication

· If written communication is used it is important to consider literacy/ethnicity of relatives

· There needs to be ongoing guidance and support for all staff and relatives on how to use the written communication

· Written communication books provide an additional way of communicating but do not replace other ways of communicating e.g. having conversations with relatives

Reflective points

· Have you missed out on a piece of information about one of the patients in your care because you were on a day off? How did it make you feel?

· How would you ensure that relatives who visit on your days off get to know how much their loved one enjoyed the concert/outing/hairdresser?

· What systems do you have to capture this sharing of information?

· Life Story Work

Staff recognised the value of information about past life history and that relatives had unique expertise and a contribution to make in this area, particularly if their loved one had cognitive difficulties. Relatives were keen to find a way of sharing their loved one’s story.  Both believed that knowing this important information would enhance care.

However, no formal systems were in place to portray this information and staff and relatives were unsure of how to best take forward this work.

An expert in life story work facilitated staff and relatives in a series of life story workshops which included the implementation of life story work in practice (see Appendix 6 for Life Story workshop). Life story work aims to find out, record, and make use of parts of the life story of people.  The groups devised practical ways of implementing life story work such as purchasing boards to present life stories.  Staff were provided with time out to carry out life story work and Clinical Development staff are to develop workshops to roll out life story work to a larger number of staff and relatives.

Staff have commented on the benefits of this approach. Early evaluatory comments include:

“it helped to alter perceptions about being able to communicate as know so much more about relationship between relatives and patients”

“it gives greater opportunity to discuss with relatives about the patients life prior to admission”

“it gives a more rounded picture of the patients life, gives talking points”

A more formal evaluation using the questionnaire in Appendix 7 will be carried out with staff and patients. 

Excellent examples have been produced including life story boards and books. 

Issues

· It is important that time is set aside to enable staff to carry out life story work with relatives and their loved ones

· Life story work has benefits for not only the person but their family, friends and staff working with them.

· Life story work can enhance the feeling that information is shared

Reflective points

· Have you experienced a moment when you have found out about a patient’s achievement from a relative that made everyone smile?  Did you tell other staff?

· How much do you know about the patient and their families in your setting?

· When you have found out something you didn’t previously know about a patient or relative did it change your view of them? How?

· Developing a home visit framework that involves relatives
Staff in one ward visited patients at home to talk about respite provision within the ward and carry out an initial assessment prior to admission. Staff recognised that there were no formal systems for documenting what information they gave and received at home visits and that there was no agreed approach to home visits. The existing framework for home visits tended to focus on the patient who was coming in for respite, and although the relative was often present at these, visits there was no framework of questions that directly assessed their needs and negotiated with them the plan of care during the proposed respite.

Relatives’ accounts of the experience of respite described difficulty assimilating all the necessary information when they arrived on busy admission days and welcomed an opportunity to explore some of their concerns before admission.

Meetings were held with key members of staff to develop information and a framework of questions. The staff were able to draw on their previous experience of home visits. One of the issues staff raised in relation to involving relatives in this process was that the relatives’ expectations can often differ from what staff can realistically provide. For example, respite is different to home care, in that staff cannot give one-to-one care. It may not be possible for their loved one to have a bath every day as they do at home. In the framework of questions staff thought it was important to ask relatives what their expectations were and what must be done, should be done, and could be done. Thus a process of negotiation could take place. 

A pack was developed including a framework of questions (see below) that aimed to establish patient and relative needs and expectations, and contained revised patient and relative information leaflets including named nurse contact details and photos of the ward environment.

Questions that might be useful in developing up a framework for home visits that involves relatives:

1. What are the priorities and concerns of the nursing staff and the relative with regard to care?

2. What can both parties realistically expect in relation to care?

3. What should the care plan promote, maintain and prevent in relation to this individual’s care?

4. What action needs to be taken in order to realise this care plan?

5. What information does each party need in order to take this action? For example, what do the nursing staff need to learn from the carer about the patient?; what does the relative need to know about the formal procedures?

6. What support does the relative need? What information might be useful to them?

7. What level of involvement does the relative want?

8. What are the constraints and priorities for the relative’s involvement?

9. How will the named nurse liaise with other members of the team regarding this involvement?

10. How will this agreement be reviewed and updated?

Issues

· It is important that the relative is included in discussions about planned care

· It is important that the relatives’ expectations of respite care are elicited and that these are matched against staff expectations and a negotiated contract of agreed working is planned

· A framework is important to ensure practice is consistent

Reflective Points

· In your area of practice how do your relatives know what to expect from the care provided?

· How do you feel if you cannot meet their expectations?

· What do you do if you cannot meet their expectations?

· How do you feed back relatives’ expectations to managers/planners?

Feeling included in decision making

· Relatives having a voice at case conferences

Relatives in one of the wards wanted to give and receive more information relating to case conferences. Often the conference would happen and the relatives would be unaware of this until after the event. They would also only find out about the content if something had changed in relation to the patient’s care. To ensure that the case conference was a key opportunity to involve relatives, it was important that they were not only given information about the outcomes, but that they were able to highlight any issues that they wanted to be raised, thus shaping the agenda.

A case conference documentation sheet has been developed as part of the relative communication booklet, which both relatives and staff will use to document both items for the agenda and outcomes of discussions. This system is in the early stages of development. There are currently practical difficulties around inviting relatives to attend the case conferences that could be overcome.

Issues

· Relatives need to be involved in ongoing care decisions

· Relatives should be invited to add their issues to the agenda of case conferences

· Relatives should be invited to attend case conferences

· Relatives should be offered support from an advocate in preparing for or attending case conferences 

Reflective points

· How do you involve relatives in decision making?

· What might be possible criticisms of involving relatives in decision making?

· How might these be dealt with or overcome?

Feeling the service is responsive to needs

· Helping staff to enable relatives to give feedback

During early discussions with staff about their experiences of involving relatives staff said they found communicating with distressed relatives difficult. They often found that relatives could be angry about various issues including unhappiness about the care given. Staff felt disempowered by this experience. They would sometimes avoid contact with the relatives or apologise repeatedly without negotiating a way forward. Staff wanted to find ways of dealing with these difficult situations.

The project team recognised this as an important issue that emerged as a main theme from the previous study, where one of the key recommendations was ‘to develop a means of supporting staff to manage emotionally intense encounters with relatives’ (Walker et al. 1999).

The project team also recognised from their experience as educators that this was a complex issue that needed innovative approaches that would challenge and support staff to come to new understandings and ways of working in relation to this. 

The approach adopted here was to hold action learning sets with all grades of nurses, which were facilitated by members of the project team.  Staff brought their own issues in relation to relative involvement and developed action points. Action learning is ‘a process of learning and reflection that happens with the support of a group or ‘set’ of colleagues working with real problems with the intention of getting things done’ (McGill & Beaty 2001)

It was important that during this process ground rules were established which included the need to be open and honest.  Staff brought a range of issues and problems to the set. The examples below highlight the problems encountered, how staff felt, and the new understandings about their relationships with relatives.

Case Study

An auxiliary nurse presented her story about how a relative made her feel that she was not doing her job properly. This upset her and resulted in avoiding speaking to the relative. She did not know how to move this forward. 

The auxiliary was helped to reflect on how she had behaved in this situation. She was helped to consider how she could re-establish relationships with relatives who criticised her practice. From this she developed a framework of questions that she wanted to use when patients and their families are admitted and discharged from respite. This framework of questions would help to enable relatives to feed back their experiences of care for their loved one in a planned way.

The questions she developed were:

On admission to respite

How are you?

Is there anything that is different from the last time you were here that we need to know about?

Was there anything from the last time you were here that you think we can develop in relation to the care of your loved one?

On discharge from respite

Do you think your loved one has enjoyed his stay?

Is there anything we need to consider for next time?

Other points that came out of exploring this complex issue with the auxiliary nurse included:

· The importance of thinking through carefully the questions to ask in order to create an environment conducive to working in partnership

· Making sure the questions ‘moved’ things forward rather than implying great criticism on either party e.g. ‘what did we do wrong last time?’ could be reworded in a more positive way - what things do you think we can take forward or improve on or develop?

Case Study

One group member presented an example of a very ‘difficult relative’ who was sometimes very rude to her. On one occasion the relative ignored what she said and went to another member of staff where her decision was overruled. She felt very annoyed by this and described feelings of losing control, being pushed out and undermined. 

The member of staff was helped to think about the following:

· the extent to which she could change the behaviour of the relative and the importance of looking at her own actions. 

· recognising the amount of stress the relative was possibly experiencing and looking at ways of working with this relative that made her feel less disempowered.

Possible strategies for change included

1. Discussing with the relative her own feelings about the relationship – trying to be more honest in the relationship

2. Negotiating with the relative in advance about what her expectations are and what is possible within the limits of the ward. Try to come to an agreement that is acceptable to all parties. There may be a need to write this down.

3. Trying to avoid saying sorry all the time as this may make you quite vulnerable to ‘attack’. Sometimes it is inauthentic because you are not necessarily sorry – it was not your fault but the fault of the system. It might be better to say that ‘you appreciate how she is feeling’.
Case Study

One auxiliary felt that she did not really have much to contribute to the session as ‘she did not get involved with relatives, it’s too involved and can create problems if you get too close’. The action learning approach helped this individual to unpick what was meant by the term involvement, what it was that she felt uncomfortable with and whether it was a necessary part of her role as an auxiliary. She concluded that involvement does not mean a close relationship that has the potential of blurring the professional/relative boundaries but that it is a partnership that is focused around working together to improve the care of the older person and their relative.

In the above case studies the staff were able to take forward their actions and develop their practice in relation to relative involvement. Staff found this approach to exploring their experiences and developing new ways of practising beneficial. They are already thinking of ways in which to develop a case to present to management for the continuation of action learning. Comments from staff were documented through a brief questionnaire (Appendix 8). Staff felt that they had learnt:

‘a new understanding of the relatives I work with. I feel more confident in my relationship with them’

‘how to deal with situations and how to diffuse them’

‘that I can do it (have a relationship with relatives’ myself) and I have learnt that I can go and discuss it with the rest of the team without thinking they would frown on me asking them for help’

‘to involve relatives in a more open relationship and discuss all aspects with them. I have become more confident and less apprehensive’

‘how to approach relatives with a positive attitude’

‘how to consider different situations in another way. I feel more able to consider why situations have occurred’

Staff described the changes that they had made to practice and this included:

‘I go forward and introduce myself and offer help to them’

‘I find out more about the patient’

‘I will ask relatives about different ways to do a thing’

‘I feel more assertive….less likely to accept full responsibility for complaints unnecessarily, and feel less compelled to say sorry all the time’

Action learning enabled staff of all grades to work through real issues related to involvement and to develop new ways of working. The feedback about what staff felt they had learnt during this process is positive, potentially very powerful and qualitatively different to feedback following implementation of other initiatives in this project. Action learning promotes deep learning and in this case helped individuals to explore their beliefs and values underpinning the giving and receiving of feedback. 

In this project, work needed to focus initially on helping staff to develop more positive attitudes to the giving and receiving of feedback before these practical strategies that would encourage relative feedback could be put in place, such as suggestion boxes, feedback forms, and discharge interviews

Issues

· Receiving feedback about services from relatives or patients can be a threatening experience

· Staff may need help and support to develop strategies to make this a positive and proactive experience

· Action learning is an effective approach to learning, particularly when the issues are related to underlying beliefs and values we have about care or involvement

· Staff need to develop mechanisms to enable service users to give feedback
Reflective points

· How do you feel when a relative makes a criticism of the care their loved one is receiving?

· How do you act in this situation?

· How do you feel when a relative praises your work?

· What support is available in your setting to help staff to cope with difficult situations?

· What strategies do you use to act on the feedback that has been given?

· Do you give relatives feed back on the care they provide for their relatives?

· What mechanisms are in place to ensure relatives have the opportunity to feed back?

· Are these strategies open to all relatives?

Developing a shared vision about relative involvement

From working with staff in the early stages of this project it was apparent that staff had

a) some different views about the meaning of  relative involvement, and

b)  had not had the time or impetus to reflect on what involvement really meant to them in practice. 

Staff wanted to develop a shared vision to guide the way they approached relative involvement.  Workshops were held with staff to develop a shared vision and write a standard. The draft standard is shown in the box below.

Draft: Relative Involvement Standard

1.
As part of the admission process the primary nurse will discuss with the patient and relative(s) the opportunities available within the ward for their choice to continue to be involved in care.

2.
Nurses will inform all relatives about the varied opportunities for communication: 

· Talking to staff

· Using nursing care plan and/or communication booklet

· Relatives notice board

· Life Story Work

3.
Relatives will be invited by the primary nurse to be involved in planning organising and participating in social activities

4. For all relatives who choose to participate in personal care this will be discussed with the primary nurse.  A care plan will be agreed. 

The care plan will include

· A risk assessment carried out by a primary nurse

· Detailed use of equipment

5. When relatives choose to be involved in delivering personal care the primary nurse will work through each procedure with them.  The aim is that all parties will be satisfied that the care delivered is at an acceptable standard for all those involved.

All grades of staff attended the workshop. The standard was then pinned up on the wall requesting people to add their comments. After this had been up for two weeks no comments had been added. On speaking to one of the auxiliaries she commented that the standard was not written in a language that she could understand and she would have difficulty putting it into practice. The difficulty with developing a standard per se is that people often see this as a technical exercise that emphasises the writing of statements which may not capture the staff’s real beliefs and values. There needs to be further work in developing this. One way forward would be to ensure that relatives are also present at future workshops and that an emphasis is placed on creating a way forward that is written in a language that is understood by all involved.

Issues

· Standards need to be written in a language that everyone understands

· Developing a standard on relative involvement should include the relatives

· Creative methods need to be used when developing a shared vision to tap into people’s real beliefs and values about involvement

Reflective points

· How are the shared beliefs and values communicated in your setting?

· What helps to ensure that written standards are implemented in your area of practice?

· What could be done to bridge the gap between standards and practice?

· Is there any way relatives could help with this process?

· Writing stories to enhance learning about our professional practice in relation to the process of involvement

The clinical development nurses involved in the project had an opportunity to attend a story writing workshop at a recent UK conference. The writing of short fictional stories as a mode for professional development is advocated by Winter et al. (1999). Leight (2002) suggests that using language to tell our stories helps people to gain ‘insight into the tensions inherent in today’s complex life’. Developing relationships with relative is complex and can create many tensions. The CDNs who wrote their stories about the experience of involvement and who had the opportunity to discuss their stories with others felt that they were able to uncover and discover aspects about involvement that they had not been aware of previously. 

Below is an example of one of the clinical development nurse stories about involvement

Eutopia

Today was the day my Mum was going into continuing care, as she had reached a point in her life, where she was too frail to care for herself any more.

She had been in the hospital several times for respite care, and had had a home visit from a Staff Nurse on the ward that she was admitted to.  I had arranged to take her into the hospital, and was aware that this would be a stressful day for both of us.

When we arrived on the ward, Jane, the Staff Nurse who had carried out the home visit immediately greeted us.  It was nice for Mum to be met by a friendly face who was obviously expecting us.  She showed us to the room that was to become Mum’s home.  At the home visit, Jane had explained that it was the ward philosophy to make the ward as much home-like as possible.  Therefore we had taken several of Mum’s favourite possessions with us, to make the room more homely.

Whilst Mum settled into her new ‘home’, Jane made us all a cup of tea.  She then spent time with us, checking out the details she already had, and then she went on to find out about Mum’s needs, both physically and emotionally, and then in collaboration we produced a plan of care.  She also took time to talk to me about my needs and the needs of the family.  

She explained to us who the ward teams were and the facilities on the ward.  She then gave us a leaflet documenting these details.  She gave me a separate relative leaflet that included all the relevant contact details, e.g. ward phone number, Charge Nurse’s name, Dr. contact.

Once we had an opportunity to share all the necessary information, Jane took us on a tour of the ward, introducing staff and patients.  She pointed out the special facilities for relatives including tea and coffee making equipment.

As I walked away from the ward, I felt less guilty about leaving my Mum in Continuing Care.

Just at that moment I woke up, realising that today was the day I was taking my Mum into hospital.

In writing this story it gave the CDN an opportunity to explore the content of this with others. Others were able to ask questions about the story which enabled the CDN to develop her ideas around this further. This exercise enabled her to learn a lot more about relative involvement, and has prompted her to consider using this method with staff on the wards to explore the complex concept of involvement with other staff. 

Several strategies were implemented to enhance relative involvement, some very practical and others that helped to explore the way staff thought about involvement. Early feedback from the project has highlighted some positive benefits for both staff and relatives. Views from staff were to be collected via a questionnaire (Appendix 9) which aimed to act as a prompt to discussing issues in more depth at a series of group meetings. Some staff complained of being extremely busy during this time with the result that the response rate to questionnaires was low and only one meeting was held with 3 staff members.

From the responses that we did receive it was clear that staff appeared to have some difficulty actually articulating what they had learnt as a result of the project and how practice had changed. This is not surprising since reflecting on practice and articulating the learning derived from this is a complex task that many staff may have been unfamiliar with. Staff tended to comment in general terms about the benefits of implementing strategies to enhance involvement. The main themes derived from their responses were:

· Increase in confidence

Several staff talked about feeling more confident when speaking to relatives:

‘I feel more relaxed and approachable now’

One member of staff talked about her increasing confidence in initiating communication with relatives:

‘It’s really helped me to become more proactive in starting communication’

The dissatisfaction that some relatives felt about always having to initiate communications was highlighted in both the Walker et al. (1999) and Goulbourne et al.’s (2001) study.

· Developing better relationships with relatives

Some of the staff made comments about how working on the project had made a difference to the relationship they had with relatives and patients. One staff member said:

‘I feel I have become much closer to relatives’

A greater understanding of the older person and the relative through doing life story work resulted for one staff member in:

‘Better relationships - I really have got to know more about them and this has helped to build good relationships’

Others referred to their satisfaction with the development of reciprocity within their relationships:

‘I’ve enjoyed giving and getting more support from relatives’

Being able to develop relationships where positive comments were also shared was valued by one member of staff:

‘problems are caught earlier and good news as well as progress is more readily shared’

The need for more reciprocal and equitable relationships is highlighted in the literature (Nolan et al. 2001) and is a key factor in promoting effective partnerships between relatives and professionals. The development of these relationships does however take time and requires a change in the attitudes of both professionals and relatives.

This change in attitudes was not evident in all staff at the end of the project. This was evidenced by staffs’ comments in relation to their concerns about relative involvement, and include concerns that relative involvement would result in:

‘increased expectations from relatives’

‘boundaries between staff and relatives could be crossed’

‘getting too personal’

‘relatives taking over patient care’

Clearly any real attempts to transcend the realm of general guidelines for involvement will need to continually challenge such beliefs and values.

The strategies have taken time to implement and the full impact of these changes has not yet been realised or systematically evaluated in sufficient depth. Change is complex, particularly when what is required is a redefinition of what constitutes lay and professional relationships. This project has laid the foundation for the beginnings of this redefining process.  

SECTION SIX

WORK-BASED LEARNING AS A FRAMEWORK FOR PROFESSIONAL DEVELOPMENT IN PRACTICE DEVELOPMENT PROJECTS

This section describes the characteristics and challenges of work-based learning.  The process, as it is implemented within Queen Margaret University College, and the practical implications of using this approach in a practice development project are discussed.  It concludes with an evaluation of work-based learning from the perspective of the two CDNs.

Work-based learning is a process that enables the student/individual to claim academic credit for a planned, implemented and critically evaluated development or project in the work place. 

It is not so much about ‘what has this person done?’ or ‘what has this person encountered?’ But, ‘what has this person learned through their actions and their experience?’ 

Main characteristics of work-based learning

· Tripartite relationship

· Work activities and professional role are starting point

· Structure to support student autonomy

· Accredits process of learning as well as product of learning

There are four main characteristics of work-based learning which make it attractive to higher education and to employers:

· Firstly, it involves a tripartite relationship between the employing organisation, the education institution and the student.  Thus, the employer and the education institution both contribute their expertise to the student’s learning process (Spurling 1993). 

· Secondly, work activities and professional roles are the starting point of work-based learning, and therefore, the structured learning is fundamentally relevant to the activities of the workplace.  This means that the way in which the student utilises a) their existing knowledge and skills and b) theoretical structures and research, is directly relevant to the particular work-based task which is being undertaken. 

· Thirdly, work-based learning provides a structure to support student autonomy.  The student is responsible for identifying their own learning requirements, and for planning and implementing the course of action, which may meet those requirements.  The academic and workplace supervisors are there to facilitate the learning process.  The flexibility of work-based learning in enabling students to select their own focus of study, and to negotiate their own learning outcomes, endorses the view that `ownership’ of learning belongs with the adult learner.  The student effectively designs their own course content, and, in so doing, is able to make it as relevant to them as possible (Sheperd 1992).  In addition, self-directed learning enables the student to develop their own understanding of the subject matter by reflecting on their knowledge and previous experience (Entwistle et al. 1992).  This process represents a `deep’ approach to learning which educators seek to encourage (Richardson 1995). 

· Fourthly, work-based learning acknowledges and accredits the process of learning rather than just the product of learning.  Thus, although the assessment process looks at what the student has achieved in terms of action taken and tasks completed, its primary focus is on what the student has learnt along the way.  Work-based learning encourages the student to reflect on and to articulate their learning, thereby providing an opportunity for the student to develop the transferable skills needed to become an action learner.

So, work-based learning supports partnerships between education and employers; the learning which occurs through work-based learning is directly relevant to the workplace; it provides a framework within which students can direct their own learning; and its underlying philosophy supports the development of reflective practitioners who are able to learn through their experience. These characteristics make it attractive within the changing context of health care.

Programme of Study

In this project the CDNs undertook initial teaching sessions, which included developing learning outcomes and reflective writing.  During these sessions the CDNs identified individual learning outcomes about involvement that they wanted to develop. 

The CDNs were  invited to undertake a Work-Based Learning module at Queen Margaret University College at Masters level. They were supported in the workplace by the Project Director, an academic supervisor and workplace supervisor.

The supervision comprised two days per month over six months. This support involved use of action learning. In depth interviews with the CDNs took place following each monthly visit to their workplace by the project director. These evaluated progress both in relation to the implementation of the guidelines and the effect of the work-based learning module.  

Themes that emerged from the reflective sessions about the value of work-based learning were identified and are presented below.

Work-based learning was valuable because of the:

· Relevance of the learning 

· Linking of theory to practice

· Celebration of the emotional nature of learning

· Importance and challenge of producing evidence

· Realisation that experimentation is an important aspect of everyday practice
· Relevance of the learning 

In the work-based learning module the CDNs had to identify their own learning outcomes – things that they really wanted to learn both personally and professionally. Although they were both involved in the same practice development project and they worked very closely together, they had different personal learning experiences that were significant to the contexts they were working in. Our learning outcomes were thus highly relevant to our own development and the context of our work.

Learning Outcomes 

Clinical development Nurse 1 - Wendy:

1.Critically review the literature in relation to how to implement guidelines with professionals and lay groups
2.Explore the current situation of carer involvement in the ward using a variety of strategies

3.Critically review action learning as a strategy and evaluate its worth in this project

4.Develop a strategy with staff for the introduction, adoption and effective illustration of guidelines

5.Effectively utilise skills in evaluation techniques

6.Reflect on own learning and produce a report

Learning Outcomes 

Clinical Development Nurse 2 – Ria:
1. Critically review the literature on staff development and their participation in the 

     learning process at work.

1. Critically evaluate the styles of facilitation and select those that will positively encourage staff participation in the project.

2. Develop personal facilitation skills and formulate a personal development plan.

3. Undertake a systematic assessment to establish the current learning culture within the ward.

4. Design and implement a strategy to promote staff participation.

5. Construct a dissemination plan.

6. Develop skills in project management.

7. Reflect on own learning and produce a written account.

Their learning outcomes were quite different. Wendy focused on action learning whereas Ria opted for facilitation and more specifically, the development of her personal facilitation skills. Ria was also determined to examine dissemination to enable sharing of information and development beyond the local setting. 

The dissemination outcome which resulted in developing a dissemination plan  highlighted the many different organisations involved, including voluntary agencies, user groups, policy makers, other researchers, and educationalists, both locally and nationally.  This not only enabled her to gain some insight into the many different agencies who were interested in the practice of involvement, but also it enabled her to develop some important networks that would be useful in other development work.

In addition, the project benefited from this learning outcome, since often there is little time available in project work to develop comprehensive dissemination strategies.

One could argue that perhaps this individual learning would have happened anyway without work-based learning but the CDNs would argue that work-based learning encouraged them to do this in a structured and systematic way. In the past without the framework of work-based learning there was learning, but it happened sometimes by chance and was never clearly articulated. The framework made learning deliberate and easy to transfer to other situations because the learning had been analysed and articulated. 

·  Linking of theory to practice

How did the process of doing work-based learning help us in the process of implementing change? This really centres around the benefit of work-based learning in facilitating the process of relating theory to practice.  The following example illustrates this point:

Example of linking theory to practice

In the past in my role as a practice developer you had a sense about how difficult helping others to change practice was. I knew through experience and intuition that when trying to bring about change I had to get others involved and it was useful to get a few keen people to help you move things forward and that criticisms were hard to take in the demanding world of practice. In the past I have also come across the theory that relates to this i.e. the theory about the importance of ownership, trying to see criticisms of practice as development opportunities, getting key champions on board. However I was able through this project to directly relate the theory to practice – there  was a synthesis, the theory became alive. It became so alive that it is integrated into my everyday practice. 

Work-based learning made me examine the theory and unpick it, and challenge it in relation to my practice experience. This analysis of theory was made easy because I had to work with theory all the time throughout the work-based learning module. The theory was related to a real live ongoing practice issue.

Relating the practice to theory enabled me to see that sometimes the theory was not guiding me and I had to add aspects to the theory, thus I was generating my own practice based theory. Take for example the theoretical proposition that ownership of ideas enhances the sustainability of change. The literature does not tell us much about how the problems associated with ownership and the difficulties of handing over ownership and meeting the objectives of the project are addressed.

In my experience of this project enabling staff to have ownership of ideas was full of complications:

· They couldn’t own ideas because the ideas came from evidence from a research project.

· They wanted quick fixes i.e. putting up a notice board but I felt that we needed to work with exploring attitudes, beliefs and values about involvement before we could begin to make changes.  This raises the question of should they have ownership of ideas and the direction the project should take?

· They were not used to having ownership, they were unfamiliar with this way of working. The question then is – is there lots of work to be done around developing this new way of working, that is, where they have ownership before you even start?

All of these issues expanded my theory about the concept of ownership.  I now have my own personal practice theory about this that I will apply to other situations.

The CDN found that she was able to challenge existing theory and develop her own practice theory related to enhancing participation in projects that was more applicable to her individual practice.

· Celebration of the emotional nature of learning 

Because the structure of work-based learning emphasises the process of learning it values the emotional nature of learning. It is celebrated in this module to talk about your learning and the feelings associated with that learning.

It is rare in other modules or courses that writing about the emotions associated with learning and how this altered the way in which you acted is encouraged.

The emotional feelings the CDNs identified whilst doing the work-based learning module included:

· Excitement

· Disappointment

· Frustration

· And a love of learning

An example of emotions associated with my learning

I realised I was now able to articulate the role of the PD nurse spontaneously at a meeting. My excitement at having achieved this was conveyed to others who seemed to really understand the role.

I recognise that feeling of excitement when I am able to articulate other concepts.  In fact I actually seek out opportunities to grapple with concepts and articulate it clearly to others.  

For example, what does involvement mean?  What does participation mean?

What work-based learning has taught me is to have a greater awareness of my emotional learning and the impact that this has on the way I act.

· Importance and challenge of producing evidence 

A key focus of the work-based learning programme is to collate evidence for actions or learning. Questions such as ‘how do you know that that was what was happening?’ ‘Where is the evidence?’ ‘What sort of evidence would be useful here?’

Being continually challenged to produce evidence to support claims that are made was a particularly powerful learning experience for the CDNs. It taught them about the power evidence can have in helping us to articulate arguments and in providing a strong rationale for bringing about change. They also learnt about the different sort of evidence that can be used. It is not always about evidence from theory or the textbooks. Asking some relatives about a particular issue and feeding this back to staff was also considered strong evidence. In addition, evidence from systematically reflecting on an issue was powerful in analysing particular actions.

Being aware of evidence was a continual process which started when the CDNs identified their learning outcomes. They needed to learn to develop appropriate questions to search for evidence.

An example of the challenge in producing evidence

The staff had decided that they were concerned about relationships with relatives, in some situations they found this quite stressful. We embarked on a programme of action learning to try to unpick some of the issues that were causing such distress and to try to work through ways of changing practice. I had to consider at the outset how I might evaluate this. 

Useful questions to ask yourself when planning to evaluate practice 

· Who is the evidence for? 
· What is the purpose of what we are trying to do?

· What evidence did I need?

Who was the evidence for? 
· myself-  one of my objectives was to critically review action learning and its worth in this project

· the project-  to assess the effect on relative involvement

· management- if we wanted to continue this approach to learning in future.

What is the purpose of what we are trying to do? 

· to introduce staff, including auxiliaries, to a new way of learning

· to try to unravel complex situations where staff felt they could not move forward with the involvement of relatives

· to try to unpick good examples in practice

· to develop new ways of thinking about relative involvement

· to develop some strategies to cope with ‘difficult relatives’

· to enable staff to take forward actions in practice.

What evidence did I need?

I decided to think about a range of evidence that might be useful.  It is when we make the purpose of what we are trying to do explicit that we can begin to gather evidence to evaluate its effectiveness.

Types of Evidence 

I chose to gather evidence that included

· field notes

· questionnaires

· capturing informal comments – the charge nurse wrote a letter expressing her satisfaction with the action learning sets

· following up action points in practice

· reflective questions after each session

An example of the process of developing evidence

In relation to the reflective questions, I had to develop a framework of questions to provide evidence about the usefulness of the action learning sets to the staff. It was useful for me to use the systematic approach that work-based learning provides. I initially chose 4 questions, which I then reflected on with my supervisor. 

· How do you feel?

After discussion this question was inappropriate because it might not elicit how useful participants found action learning e.g. they might simply say it was okay.

· What would you do differently?

This question made the assumption that they were doing something wrong and therefore was inappropriate.

· What have you learnt?

Although learning was a key outcome of the work we did in the set, we felt that initially asking staff to clearly articulate their learning may be challenging.

· What can you take away from this session?

It was decided to use this question as it felt less threatening but yet enabled them to identify an aspect that was personal and meaningful to them.

This example shows how you need to develop skills in asking the right questions.

It was important that consideration was given at the outset to evaluation of action learning or a great deal of the valuable evidence would have been lost. Asking questions at the end of the 6 month period of the experience of action learning would not have captured important process data that led to the conclusive comment that they may have provided at the end of the programme.

· Realisation that experimentation is an important aspect of everyday practice
The idea of continually experimenting in everyday practice is something that is part of the work-based learning process and has now become a more integral part of the CDNs roles. The need to continually evaluate developments, reflect on these evaluations and change practice accordingly is something that they now recognise as a crucial part of a practice developer’s role.

An example of experimentation in my practice.

Work was undertaken to improve the communication between staff, patients and relatives at home visits prior to respite admissions

The home visits were already taking place, but there was no formal system in place detailing what information was given to the patient/relatives or what information was acquired from these visits. The emphasis of the visit was to meet the patient, discussing with the relative how they would like to be involved was not a formal part of this process. In addition, there was not a common framework by which everybody was guided. 

After discussions with the staff a pack was developed which included a framework of questions about how relatives would like to be involved. This framework was tried out in practice and modified on several occasions. The process of developing the home visits is ongoing. Recently the staff asked if we could take photos of the respite environment to add to the pack.

There was also a recognition that there is no end to this process. There is a need to continue to reflect, evaluate and change practice as necessary.

The value of this approach to frame learning in practice development projects

Value of this approach to practice development projects 

· Emphasis on process

· Flexibility of approach

· Development of ownership over own learning 

· Development of transferable skills

· Added value to practice development projects

· Enhanced collaboration between Higher Education Institutes and the workplace

· Emphasis on process

Often in practice development projects, because of the complex changing world of practice, the specified outcomes of a project are not always achieved. Important learning about the process of change however can be gleaned if attention is paid to analysing this process of change throughout. Work-based learning sits well with this as the analysis of process is central to the approach.

· Flexibility of approach

In the real messy world of practice things cannot always fit into neat compartments. Set objectives cannot always be achieved. In this project the settings where the project took place went through a considerable change in their staffing. This made some of the objectives difficult to achieve. Work-based learning is flexible as it is the analysis of this difficulty/barrier that we are interested in and the effect that this has on the objectives rather than achieving the outcome that this was related to. 

· Development of ownership over own learning 

The CDNs decided on their own learning based on previous experience of practice development and what was relevant for them within their own professional development and context of care. The learning was thus highly relevant and resulted in greater enthusiasm and commitment.

· Development of transferable skills

The development of transferable skills is a key focus in the reflective account of the work-based learning project. This is something that is expected in other forms of learning but you are not always required to articulate this. The transferable skills that the CDNs felt they had learnt through this project include:

· Gaining confidence in meetings 

· Importance of preparation in all aspects of our work

· Learning to articulate complex concepts

· Continually asking themselves the question -what is the purpose of what we are trying to do?

· Capturing evidence on an ongoing basis (writing notes at the time of the event/action)

· Added value to practice development projects

Individual learning outcomes of work-based learning projects can result in additional outcomes for the overall practice development project (see for example the development of the dissemination plan).

· Enhanced collaboration between Higher Education Institutions and the workplace

The framework of workbased learning specifies that a workbased learning and academic supervisor support the student. This means that there is more collaborative working between the organisations, and the supervisors gain a great deal from working jointly on a project and sharing concerns and issues in relation to this. Work-based learning is therefore one way of bridging the gap and of working together to create more effective and meaningful education.

· Project workers gain academic credit

It is often the case in participatory research or practice development projects that individuals at ward level contribute greatly to the process but this is rarely formally recognised. Work-based learning is a framework that gives academic credit to projects in the workplace and should be considered by all researchers and project leaders at the proposal stage so that appropriate funding and accreditation frameworks can be put in place. 

What needs to be in place to enhance the success of using work-based learning frameworks? 
What needs to be in place to enhance the success of using work-based learning frameworks? 
· Support from Management

· Funding

· Support network for students to minimise the isolation of this experience

· Work environment which support new ideas and development

· Educators that relinquish control over learning

· A culture that supports students taking responsibility for their learning

· Flexibility – acknowledging the need for flexibility – learning outcomes can be modified, which is particularly useful as there is often unexpected learning.

· Recognition that learning takes time and is continuous 

Work-based learning provided a systematic framework to identify and develop individual learning in practice. The CDNs in this project felt that they enhanced the outcomes of this project as workbased learning enabled them to become more effective in their role as practice developers. Practice developers fulfil a demanding and complex role that has rich learning opportunities but it may not always be possible to capture these if their learning is not supported in some way. As Nolan et al. (1995) state  ‘Creating assertive, reflective and analytical nurses may be the vision of the future, but such individuals will only flourish if the correct support systems are in place’. 

SECTION SEVEN

DISCUSSION AND RECOMMENDATIONS

The project’s main aims were to implement guidelines for involving relatives, and to understand the processes involved in bringing about this change. The four markers of satisfactory involvement derived from a previous project (Walker et al. 1999) were an excellent starting point.  However, it became apparent that these markers were not sufficient on their own to guide practitioners in the complex process of involving relatives. For example, underpinning the marker ‘feeling information is shared’ lie the complex skills of effective communication, negotiating expectations, having clarity about boundaries, and valuing each others contribution.  These skills take time and creative methodologies to develop. Any real changes in practice will depend on the ability of individuals or facilitators to recognise what fundamental attitudes and beliefs exist, and to use these as the basis to begin to develop these skills. 

This study has reinforced the argument that effective communication is crucial to establishing partnerships with relatives. In this project, effective communication has meant being open and honest with relatives particularly about what is possible within the care environment, and awareness of the impact use of language can have on, for example, the balance of power within the relationship. Developing communication with staff, so that relative involvement can improve, is a challenge as it requires more than a communication skills training course. Indeed, May et al. (2001) argue that the routinized behaviours which are part of everyday interactions are unlikely to be influenced by skills training and that an approach that provides an analysis of these conversations would better improve the quality of communication. In this project, the documentary analysis of the communication books which was fed back to staff, and the action learning sets where examples of  individuals communication with relatives were explored, were examples of analysing specific words used to communicate. These approaches seemed to have more of an impact than other strategies used.

In any implementation project bringing theory alive is a challenge. Practical strategies were needed in this project to bring to life some of the more theoretical statements that encapsulate involvement, for example ‘feeling that information is shared’. In this project the staff and relatives saw life story work as a way of bringing the ‘theory’ of sharing to life. Staff were used to ‘giving care’ and ‘giving information’ and relatives were used to ‘giving up care’ and ‘leaving it up to the professionals’. These traditional expectations about care in hospital needed to be challenged before sharing could become a reality. The challenge in this project was to find practical strategies that could be initiated by all grades of staff but would also challenge their views about sharing information and the value of this. Staff found that it was only when they began to implement the practical strategy that they began to understand the complexities of involvement. Life story work was one way of doing this. 

One of the difficulties in bringing about change in this project seemed to be that not all staff had a clear vision of what involvement meant. Although efforts to address this were made in the preliminary phase of the project where we established what was currently happening regarding relative involvement, there was not enough emphasis placed on making this a learning experience for staff to really explore what involvement meant. For many, they had not articulated previously how they involved relatives or what involvement meant to them. Much more work in establishing a shared vision, either in the form of a standard or as a shared philosophy, should have been carried out at the start of the project. Had this been given a greater emphasis, there might have been a larger group of staff committed to the involvement project, and more thought being put into the purpose and evaluation of practical solutions that were implemented.

Understanding the ideal and working with the reality can be challenging. The fact that the project team ‘sanctioned’ the notion of negotiating care was seen as a liberating experience for staff. Questions such as ‘were we allowed to deviate from the ideal? What about best practice?’ were in people’s minds when we introduced this concept of negotiating care. There needs to be more meaningful negotiation between staff and relatives about what can be realistically achieved in a hospital care setting.  Some staff in this study expressed concern about their ability to meet the needs of the relatives. They found this to be one of the key sources of stress in staff/relative interactions.  Through analysis of practice a need for a systematic approach was highlighted to identify relatives’ expectations and work towards a mutually acceptable plan of care.  There was a need, from both parties, to be open and honest in the face of unrealistic expectations. This meant sometimes having to say ‘we cannot provide that’. This could be hard for staff. What was useful in this project were frameworks of questions that would guide staff into a negotiating conversation. For example the home visit framework on p. 32.  In this way staff could practise negotiating conversations and develop real partnerships with relatives.

One of the important questions to ask in any change project is whether the change is sustainable? There is no clear answer to this at this stage in the process but there are factors that may have enhanced the chance of sustainability.  These include; seeking the support from management and ensuring that involvement of relatives is part of an overall strategic plan for the Trust, helping staff and relatives to ‘own’ parts of the project, instilling enthusiasm in key individuals to ‘keep going,’ and the fact that although the project has ended in terms of the funding, the two CDNs continue to promote and develop involvement in their day to day work.  

People need support in bringing about change in practice. Workbased learning offered an effective framework to enable the CDNs to work through this project systematically. It enabled them to use theory in practice, for example the theory of ‘effective participation’, and  to plan evaluation strategies from the outset which helped to provide continual evidence throughout this project. The emphasis on process in workbased learning allowed them to reflect on both the successes and failures of bringing about change in the complex world of practice and to share these with others.

If involvement of relatives in care processes is to become a reality, then attention needs to be given to helping staff to develop meaningful relationships with relatives that seek to value them as experts and create a more equal distribution of power. It may be that in order for this to happen, relatives also need coaching about gaining confidence in developing equal relationships with staff.

It is useful to make a comment at this point to the change in terminology used. Up until now in this report we refer to involvement of relatives.  There is a sense that the term involving relatives means that staff are ‘allowing them to come in’, thus the power remains with the professionals. The difficulty staff have in the relationship with relatives is highlighted by (Allen 2000) when she acknowledges that nurses find it hard to involve carers in ways that did not undermine their professional identities. Perhaps a more appropriate term to use is partnerships with relatives. Partnership implies a more equal relationship and emphasises the process of negotiation which seemed crucial to developing effective relationships.

Key Recommendations (If you plan to take forward relative involvement in your area what should you consider)

In relation to Involvement

· Establishing an open and honest relationship with relatives – consider exploring their expectations about care and involvement and sharing with them your expectations.

· Exploring the meaning of involvement is an important pre requisite before any change can be introduced and sustained – this might include working with staff and relatives to identify and analyse good and poor examples of relative involvement.

· Relatives and staff may both need coaching in developing the delicate skills of negotiation which are crucial to successful partnerships. Life story work was a useful way of coaching in this project.

· It is useful to implement practical strategies for sharing information such as newsletters and communication booklets to help staff to focus on involvement and work through the complexities of this process.

In Relation to the Process of Change

· Feeding back evidence about what is currently happening in the area for change is a powerful prompt for change.

· Ownership is difficult to develop particularly if the evidence for change is based on findings from research that staff don’t feel they have an association with. This has to be recognised and plans to develop local action plans need to be seen as a priority.

· Involvement is a complex term and should perhaps be replaced with partnership as this implies a more equal relationship and emphasises the process of negotiation which seemed crucial to developing effective relationships.

· Action learning is a useful approach to use in change projects as it is a powerful way to explore attitudes and beliefs about dealing with difficulty situations
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